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ABSTRACT 
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Both England and Sweden has an aim to improving the health of those groups that are most 
vulnerable to ill health, and those groups in society, who are most vulnerable to ill health, are 
also those who face the most discrimination. 

The main purpose of this paper is to study how female mental health service user/survivor 
experiences their health. The paper is composed of two studies carried out in a city in Sweden 
and a city in England, UK.  Four women from Sweden participated and two from England, 
UK. The empiric material has been collected by semi-structured interviews and the method 
that has been used for analysing the material was qualitative content analysis. 

The result shows that almost all of the women did experience discrimination. Almost all of 
the women that did experience discrimination did also express that experience of 
discrimination also influenced their health in a negative way. However, all of the women also 
resisted the experience of an oppressive society and the view that they are just “victims”, by 
reclaiming their identity and experiencing a collective identity or a self-identity. These 
experiences of identity have given them a sense of wellbeing and health. 
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1.  INTRODUCTION 

The right to equal treatment or non discrimination is a fundamental right. This means that no 
one may be treated differently in comparison to anyone else on the ground of disability, 
gender, ethnicity, religious belief, sexual orientation or age. During year 2005 The Disability 
Discrimination Act was introduced in UK, and 2009 the UK ratified the UN Convention of 
Disability. Both this legal documents promote civil rights for disabled people, including 
people with mental health problems/mental distress.1 When it comes to discrimination on the 
grounds of gender, UK introduced 1975 The Sex discrimination act. The Sex discrimination 
act protects men and women from discrimination on the grounds of sex, mainly in relation to 
employment, training and education.2 Furthermore, the UK has ratified CEDAW (1981), 
Convention of the Elimination of all forms of Discrimination against women. CEDAW serves 
the purpose of articulating, advocating and monitoring women´s human rights.3 Sweden has 
also ratified CEDAW 1981.4 In the year 2008, Sweden ratified the UN Convention of 
Disability.5 In January 2009 a new discrimination law was introduced in Sweden, (SFS 
2008:67), and at the same time an authority, Diskrimineringsombudsmannen, was created to 
ensure that the new law was followed.6 Both England and Sweden has an aim to improving 
the health of those groups that are most vulnerable to ill health, and those groups in society, 
who are most vulnerable to ill health, are also those who face the most discrimination.7 

The document Roadmap, sets out how the British Government departments are working 
towards disability equality by 2025. The Roadmap shows how 14 themes combine to make up 
the vision of disability equality. One of the themes is health. The Roadmap states that it is 
going to take a renewed drive to tackle health inequalities, paying particular attention to 
groups or sections of society where improvements in health and life expectancy are not 
keeping pace with the rest of the population. Furthermore, Professor Sir Michael Marmot has 
been asked by the British Government to undertake a major review of health inequalities. He 
has gathered a group of researchers around him so he can fulfil the task he has been 
appointed.  Professor Sir Michael Marmot will publish his report of health inequalities in 
England in the beginning of 2010. His review, will advise on the future development of health 
inequalities strategy post-2010 in England.8 In one of his group’s report´s, published June 
2009, about social inclusion and social mobility, the group mention´s that there is extensive 
evidence that people with disabilities experience significantly poorer health outcomes if you 
                                                           
1
 Roadmap 2025, Achieving disability equality by 2025: By the Office for Disability Issues, HM Government: 

Crown copyright: December 2009: P. 3,4 
2
www.direct.gov.uk/en/employment/ResolvingWorkplaceDisputes/DiscriminationAtWork/DG_10026665: 

20/10/2009 
3
 www.thewnc.org.uk/work-of-the-wnc/international/_articles/cedaw.html: 20/10/2009 

4
 www.regeringen.se/sb/d/3280/a/19516: 20/10/2009 

5
 www.rgeringen.se/sb/d/11071/a/123615: 20/10/2009 

6
 www.regeringen.se/sb/d/11302/9/118007: 20/10/2009 

7
 www.fhi.se/sv/Vart-uppdrag/: 20/10/2009 and Högstedt, Christer (ed): Health for all? A Critical analysis of 

public health policies in eight European countries: Swedish National Institute for Public Health: R 2008:21: 

Ptta45 Tryckeri AB: P. 89-123 
8
 Roadmap 2025, Achieving disability equality by 2025: By the Office for Disability Issues, HM Government: 

Crown copyright: December 2009: P. 3,25 
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compare them to non-disabled peers.9 Unfortunately the group report does not mention 
women´s health in particular; however they have a chapter about mental health problems. So 
it seems in England, that when it comes to health inequalities people with disabilities are 
addressed, however, not women in particular. The Swedish National Institute of Public Health 
(SNIPH) (Statens Folkhälsoinstitut) carry out yearly investigations regarding the public health 
in Sweden. They have acknowledged groups that are more vulnerable to ill health like people 
with impairments in their research. However, the SNIPH admits that not many people with 
mental health problems/mental distress does answer the public health survey´s.10 The SNIPH 
have not focused specifically on women with impairments or women with mental health 
problems/mental distress. However, the SNIPH have addressed the significance of gender in a 
broader perspective, when it comes to health outcomes.11 

Nancy Krieger, Professor at Harvard School of Public Health, maintain that subordinate 
groups like people with disabilities are underrepresentated in public health surveys and 
population surveys.12 The SNIPH in Sweden admits as I mentioned above, that not many 
people with mental health problems/mental distress do answer their surveys. SNIPH have not 
explained why it is harder to reach people with mental health problems/mental distress, but 
my interpretation why, is that people with mental health problems/mental distress have life’s 
that are profoundly shaped by their mental health problems, and answering an survey is not on 
their agenda over things to do, especially if you have problems in getting out of your bed or 
pay your bills daily. In this paper my main purpose is to carry out a study that is focusing on 
women with severe mental health problems/mental distress and how they experience their 
health. I will focus specifically on whether they have experienced discrimination on the 
grounds of disability and gender and in that case if and how experienced discrimination 
affects their health. I am also interested in whether and how an experience of a collective 
identity as a woman with severe mental health problems/mental distress can promote health. 

I have searched for information regarding subjective experiences of health by women with 
severe mental health problems/mental distress, experience of discrimination and if and how it 
affects health and if and how a collective identity promote health. To find articles for this 
study I have gone through following databases: Jstore, Psychinfo, CINAHL, Academic 
Search Elite, Science Direct, Social Services Abstract and Sociological Abstract. I have only 
searched for articles written in English and Swedish. I searched for articles using following 
keywords in different constellations: health, subjective health, promote health, affect health, 
discrimination, prejudice, women, gender, disability, mental health problems, mental illness, 
mental health service user, social identity, collective identity and identity. 

                                                           
9
 Report of Task Group 9: Social inclusion and Social mobility: (2009) Piachand, David (Chair), Bennett, Fran, 

Nazroo, James and Popay, Jennie: P. 22 
10

 Arnhof, Ylva: (2008): Onödig ohälsa. Hälsoläget för personer med funktionsnedsättning. Statens 

Folkhälsoinstitut, R 2008:13: P. 7 
11

 Hammerström, Anne och Hensing, Gunnel: Folkhälsofrågor ur ett genusperspektiv – Arbetsmarknad, 

maskulinitet, medikalisering och könsrelaterat våld: Statens Folkhälsoinstitut: Östersund, R 2008:8: P. 8 
12

 Frykman, Jonas (ed): (2006): Särbehandlad och kränkt – En rapport om sambanden mellan diskriminering och 

hälsa. Statens Folkhälsoinstitut: R 2005:49: Edita, Stockholm: P. 20 
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By using systemised research of relevant databases I only found one article regarding 
subjective experience of health:  The subjective experience of health and illness in Ocuituco: 
A case study (1995). However, with the method I used it was not possible to find any article 
regarding the subjective experience of health by women with severe mental health 
problems/mental distress. Furthermore, hardly any article or book deals with the question 
whether if and how discrimination on the grounds of disability affects health. When it comes 
to research on relationship between discrimination and health, it mostly concerns 
discrimination on the grounds of ethnicity, race and gender, and this research is mostly carried 
out in USA. Professor Nancy Krieger did a research on articles regarding discrimination and 
health written during 1984 to 1998. She found 20 articles. She found one article on 
discrimination on the basis of disability and two articles regarding discrimination on the 
grounds of gender. Karin Liljeberg at The Swedish National Institute of Public Health 
(SNIPH) did also a review, Hur påverkas hälsa av delaktighet och inflytande i samhället, 
(2005), on articles about discrimination and health between 1998 and 2004. She found 48 
articles about discrimination and health. Furthermore, she found two articles about 
discrimination on the basis of disability and several articles regarding discrimination on the 
grounds of gender. However, she did not find any articles regarding discrimination on the 
basis of disability and gender and if and how it affects health.13 In their reviews none of them 
mentions articles about people with severe mental health problems/mental distress and 
discrimination and health. Elizabeth A. Pascoe and Laura Smart Richman did a research to 
find articles for their meta-analytical review: Perceived Discrimination and Health: A Meta-
analytical Review (2009).  They located 769 articles, dissertations, and book chapters. But the 
titles and abstracts of the above documents had to contain data relevant for their Meta 
analysis, so they ultimately identified 192 studies relevant for their study, which spanned from 
1986-2007. The following discrimination types did they identify and include in their study; 
race, gender and sexual orientation. It seems like they did not find any articles about 
discrimination on the grounds of disability (severe mental health problems/mental distress) 
and how it affects health.14 

To sum up, hardly any articles and books are dealing with discrimination on the grounds of 
disability and if and how it affects health, and no article or book concerning discrimination on 
the basis of gender and disability. Furthermore, no article or book has studied discrimination 
on the grounds of disability and gender for women with severe mental health problems/mental 
distress. I found though, one article about self-stigma and perceived legitimacy of 
discrimination among women with mental health problems/mental distress; Self-Stigma, 
Empowerment, and Perceived Legitimacy of discrimination among women with mental illness 
(2006). In that study the researchers were not interested in studying gender and disability, just 

                                                           
13

 Liljeberg, Karin (2005): Hur påverkas hälsan av delaktighet och inflytande i samhället? En 

litteratursammanställning. Statens Folkhälsoinstitut 2005:2: P. 37-51 
14

 Pascoe, A. and Richman, Laura Smart: Perceived discrimination and health: A Meta analytical Review: 

Psychological Bulletin, 2009: Vol. 135, No. 4: P. 534, 536 
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mental health problems/mental distress, in other words disability. 15 There has been a lot 
written about people with mental health problems/mental distress and stigmatisation.  
However, I am not going to carry out my study in the framework of stigmatization. My focus 
is on discrimination instead.  

I am also studying if and how an experience of a collective identity as woman with severe 
mental health problems/mental distress may promote health. There is quite a lot of research 
done about identity and health in the medical sociology tradition. However, I am not going to 
write this paper in the medical sociology tradition but rather in disability studies instead. 
Disability studies have according to my search in databases not done much research on 
experience of a collective identity and health. 

 I would conclude after going through relevant databases searching for literature that a study 
concerning women with severe mental health problems/mental distress, and their  experience 
of their health, is of uttermost importance. This kind of study is of relevance for the society, 
the science and foremost the women with severe mental health problems/mental distress. In 
this thesis I’m going to carry out two studies; one study in Sweden and one study in England, 
UK.  Even if my main issue is not to carry out a comparative study, but instead study women 
with severe mental health problems/mental distress in Sweden and England in two separate 
studies, I will though carry out some comparison between the two studies.  

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
15

 Rüsch, Nicolas, Lieb, Klaus, Bohus, Martin, Corrigan W Patrick: Self-stigma, Empowerment, and Perceived 

Legitimacy of Discrimination among Women with mental illness: Psychiatric Services: (2006): March, Vol. 57, 

No. 3: P. 399 



11 

 

2. HEALTH  

2:1 WHO’s concept of health 

Since I am going to carry out a study regarding women with severe mental health 
problems/mental distress and their subjective experience of health, I would like to briefly 
discuss WHO, World Health Organisation, perspective of health. When you do research on 
health it is important to give a brief history over WHO’s perspective of health because their 
definition have had a huge impact how lay people, health professionals and scholars in the 
field of health  perceive, think and talk about health.  

In 1948 WHO, defined health as a state of complete physical, mental and social well-being. 
This definition was perceived as utopian and unpractical. However, WHO developed their 
perspective on health and at the Ottawa conference in 1986, health was instead defined as a 
resource for a human being to achieve something else. That meant that health was seen as a 
resource for everyday life, not the objective of living, and good health was a major resource 
of social, economic and personal development and an important dimension of quality of life. 
The most important thing with the definition from the Ottawa conference, was that not just the 
individual biological, mental and social dimensions was included, but as well the individuals 
social environment. At the conference in Sundsvall in 1991, WHO developed the concept of 
health further, by stressing the dynamic aspects of health. That meant that health itself should 
be seen as a resource and an essential prerequisite of human life and social development 
rather than the ultimate aim of life. A central aspect though of the definition of health by 
WHO, was that health should be seen as a basic human right.  At WHO’s meeting at Jakarta 
in 1997 they emphasised the human rights of health by saying that health is not just a basic 
human right, but also unavoidable for the social and economic development.16 

2:2 Medical health -  of people with severe mental health problems  

My focus in this study is the subjective experience of health. I am not going to do research on 
the objective health status of the women in my study. However, I am going to present some 
information about health problems that women with severe mental health problems/mental 
distress may suffer from.  I am also going to criticize the objective approach to health issues 
because of the lack of context and the voice and the experience of health of the “person being 
researched”. 

Both men and women with severe mental health problems/mental distress have more medical 
problems than the general population. That is related, according to Eris F. Perese and Kerry 
Perese, to their psychiatric disorders and impairment, prolonged use of psychotropic 
medication and high-risk lifestyle practices. Overall, people with severe mental health 
problems/mental distress have higher mortality rates and morbidity rates than the general 
population. People with severe mental health problems/mental distress have increased rates of 
hypertension (High blood pressure), obesity, diabetes, heart disease, infectious diseases, 
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ulcers and asthma. They also have increased rates of medical conditions that tend to occur 
with psychiatric disorders, such as alcohol abuse, substance abuse, smoking and irritable 
bowel syndrome.17 

When it comes to women with severe mental health problems/mental distress researchers 
found that these women suffered from specific health problems; cervicitis (An inflammation 
of the uterine cervic.) or vaginitis (An inflammation of the vagina.) usually due to 
Trichomonas, (A genus of anaerobic protists that are parasite of vertebrates.) anemia, (Lack of 
blood.) visual impairment, skin eruptions and dental problems. Other medical problems are 
substance abuse problems, overweight. The researchers have also found a markedly increased 
risk for HIV/AIDS, due to poverty and poor judgement and lack of skills in maintaining social 
and sexual relationships. Furthermore there is also health problems associated with 
psychotropic medication (antipsychotics, antidepressants and mood stabilizers): weight gain, 
hyperprolactinemia (An excessive amount of serum level of prolactin.) which may be due to 
pituitary tumours (Tumours in the hypophysis.). When it comes to medication like 
antipsychotic, the short-term clinical consequences include menstrual irregularities, 
galactorrhea (The spontaneous flow of milk from the breast.) and sexual dysfunction. Long 
term clinical consequences include; immune-disorders, weight gain, osteoporosis, sexual 
dysfunction, breast cancer and infertility.18 

There is also evidence according to Eris F. Perese and Kerry Perese that states that people 
with severe mental health problems/mental distress have higher rates of unhealthy lifestyle 
practices when compared with the general population. For example, among people with 
severe mental health problem/mental distress many are smoking, having poor nutritional 
habits, low levels of physical activity and abuse of alcohol and drugs.19 

I find that the biggest problem when it comes to articles about health problems of women with 
severe mental health problems/mental distress, is, that they do not place their findings in a 
wider societal context.  A contextual approach could give a fuller explanation of their 
findings. Furthermore I lack the voices’ of the persons from which these articles are based; 
what are their life stories? Their life stories would give the findings a more accurate 
interpretation. When you read between the lines in the articles, you get a sense of victim 
blaming the women with severe mental health problems/mental distress, in that way that it is 
their own fault for their presumable poor health, and the picture the researchers are giving of 
these women is very dark. My conclusion is that there is a need of research on the subjective 
experience of health among women with severe mental health problems/mental distress, and 
that is what I have in mind in this study. 
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2:3 No definition of health  

Since I am interested in the women’s own experiences of health, in their subjective health, I 
am not going to define what health means in this study. What accounts in this study are the 
women’s own definitions of what health means to them. My focus in this study is as 
mentioned above the women’s own experience of their health, their subjective health.  
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3. WOMEN, MADNESS, MENTAL HEALTH SYSTEM AND THE WOR D MADNESS 

3:1 Women, madness and mental health system in England and Sweden 

Kristjana Kristiansen is a scholar who has paid a lot of interest in women with long term 
mental health problems/mental distress. In her research on these women she found a 
devastating common thread of experience; the power of mental health system in the women´s 
lives. Kristjana Kristiansen came to the conclusion that this power and control often is related 
to defining what is “real” and “not real” in the women´s lives.20  In my study I found the same 
phenomenon. Many of the women I interviewed told me about the power of the mental health 
system in their lives. So even though the subject of interest in this Master thesis is on 
experience of health and discrimination on the grounds of gender and disability and if and 
how it affects health, and if and how an experience of an identity as women with severe 
mental health problems/mental distress can promote health, I find it very important go give a 
brief history about madness, the mental health system in England and Sweden, and briefly 
touch what other scholars has written about the woman’s role in the mental health system. 

In the book Madness. A Brief History (2002), Roy Porter gives a history over madness. He 
suggests that madness may be as old as mankind.  Archaeologists have unearthed skulls 
datable back to at least 5000 BC which have trepaned round holes with flint tools.  The reason 
why they trepaned small holes in the skull was that they thought the person was possessed by 
devils, and the devils was allowed to escape through the small holes. Madness was seen, in 
the early religious myths and in heroic fables, as a fate or a punishment.21 

In Christian divinity, the Holy Ghost and the devil battled for possession of the individual 
soul. The individual would show symptoms of despair and anguish if they were possessed. 
But the church also entertained a madness which was holy. Saints, mystics, holy innocents, 
prophets and visionaries, they all were assumed to be possessed by a good “madness”. But 
derangement was more commonly viewed as diabolic, schemed by Satan and was spread by 
witches and heretics.22 Women that behaved differently were assumed to be possessed by 
Satan and were labelled as witches. Very often they were burnt on stake. The women that 
were accused of witchery were often older, unmarried and poor, and probably would in 
today’s society been seen as “mad” or as having a mental health problem. Very few men were 
labelled witches.23  From the mid seventeenth century the ruling orders were giving up witch-
hunts; these practises seemed irrational and pre-scientific and failed to provide guarantees for 
social order. 24 
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In the book Madness and Civilization (1961), Michel Foucault analyzes why the enormous 
houses of confinement that the seventeenth century Europe created for the poor, the 
unemployed, the prisoners and the insane, was built. In England the origins of confinement 
was more remote. An act of 1575 prescribed the construction of houses of correction for the 
vagabonds and the poor. Throughout Europe, in its origin, the confinement had the same 
meaning; it constituted one of the answers the seventeenth century gave to an economic crisis 
that affected the entire Western world. But when out of the crisis, it was no longer merely a 
question of confining those out of work, but instead providing cheap manpower in the periods 
of full employment and high salaries and in periods of unemployment, social protection, 
against uprisings. Besides being an institutional creation, the confinement during the classical 
age, also marks a decisive event; the moment when madness was perceived on the social 
horizon of poverty, of incapacity for work and of inability to integrate with the group. It was 
the moment when madness began to rank among the problems of the city.25 

Roy Porter does not fully accept Foucault´s writings, because he thinks that they do not fit the 
facts, at least not for England. Under King George the third, there was no co-ordinated drive 
by government, central or local, to sequester the mad poor. Provision of public asylums in 
England did not become mandatory until 1845. The age of “the great confinement” was not 
the Georgian era but its successor. The great majority of the disturbed remained within society 
kept at home or boarded out. Confinement was not government policy. Most confined lunatics 
in England were handled in the private sector by the “trade in lunacy”.26  

Around 1800, there was no more than a few thousand “lunatics” confined in England in all 
kinds of institutions. Around 1900 the total had skyrocketed to about 100 000.27 What had 
happened? Emily Showalter describes what happens to madwomen in England between 1830 
to 1980 in her book The female malady: women, madness and English culture 1830 – 1980, 
(1987). From the 1830 to about 1870, the management of madness in England put English 
psychiatry in the avant-garde of Western medical practise and made English lunatic asylums a 
mecca for doctors from all over the world. During Victoria´s reign the parliament mandated 
the construction of large public asylums in every country and principal borough of England 
and Wales. These asylums provided for care of the insane poor. The middle-class and upper 
class patient´s continued to be treated for a fee in private asylums and licensed hospitals. 
Moreover the care of the insane came under the government supervision.28 

 The triple cornerstone of Victorian psychiatric theory and practice were; “moral insanity”, 
“moral management” and “moral architecture”. “Moral insanity” redefined madness, from 
loss of reason to deviance from socially accepted behaviour. “Moral management” substituted 
physical restraint and harsh treatment for close supervision and paternal concern. “Moralic 
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architecture” meant the construction of asylums that were planned as therapeutic 
environments in which the lunatics could be controlled without the use of force.29 

In the mid-nineteenth century, it becomes for the first time a statistically verifiable 
phenomenon that amongst public institutionalised insane, the women were predominant. By 
1890 the predominance of women had spread to include all classes of patients and all types of 
institutions.  During the later half of the nineteenth-century, doctors established a monopoly 
of the treatment of insane and women were denied access to medical education. For Victorian 
psychiatrists the statistics proved there suspicion that women were more vulnerable to 
insanity the men because of the instability of their reproductive systems which interfered with 
their sexual, emotional and rational control. Women writers at that time suggested that it was 
the lack of meaningful work and companionship that led to despair or breakdown.30 

The hopeful era of Victorian psychiatric reform was substituted by a period of therapeutic 
pessimism. The utopian claims of “moral management” could not be sustained in huge 
institutions where personalized care was important.  Instead disciplinary techniques were used 
and opiates. The second generation of nineteenth-century psychiatrists were inspired by 
Darwinian theories of evolution and they thought insanity had a physical cause. In Darwinian 
terms, insanity represented a regression to a lower nature. While the “moral managers” hoped 
they could cure the insane the Darwinians thought they could only be segregated. According 
to the Darwinian psychiatrists, mental breakdown would come when women defied their 
“nature” and attempted to compete with men instead of serving them, or sought alternatives to 
their maternal functions. Dr. Isaac Baker Brown for example was convinced that madness was 
caused by masturbation and that surgical removal of the clitoris would help women to govern 
themselves and halt the disease.31 

According to Emily Showalter the schizophrenic woman has become a central cultural figure 
for the twentieth century as the hysteric was for the nineteenth. From the 1930s to the 1950s 
the main English treatments for schizophrenia was insulin shock, electroshock and lobotomy. 
In the case of each, women were statistically predominant as patients. During the 1960´s the 
antipsychiatry movement appeared in England, and internationally. For women, this 
movement seemed to offer new ways of conceptualizing the relationship between madness 
and feminity. The cornerstone in the movement, the labelling theory provided a way of 
looking at female insanity as the violation of sex-role expectations. Schizophrenia could then 
be seen as a form of protest against the female role. Even in antipsychiatriy the typical patient 
was a woman and the typical doctor a man.32 

Denise Russell criticizes early feminist analyses of psychiatry, like Emily Showalter´s. Denise 
Russell suggests that the idea that psychiatry or the mental health more broadly is primary 
constituted through the male control of female patients, is not true.  When she examined  
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epidemiological data on gender differences in identified mental disorder from 1884-1957 (in 
England and Wales), her findings showed no simple consistent female predominance amongst 
identified cases, and that casts doubt on any general claim that mental disorder is a female 
malady.33 

According to the Swedish author and scholar Karin Johannison, the connections between 
womanhood and madness have always been strong, especially during around 1870 to 1930 in 
Sweden. The woman was perceived as closer to nature and instincts, and a woman that had 
lost the basic control mechanisms was perceived as more dangerous and threatening, than a 
man. Through the connection between the soul and the gender, the women was perceived as 
more susceptible to madness than man, and secondly she expressed her illness in feminine 
forms. Furthermore, madness was more distorted on her than on the man.34  

According to Karin Johannison in the Swedish statistics from 1870 to 1930 there are no 
general findings of more women than men with mental health problems. However, if you 
study classification of mental illness in Sweden during 1870 to 1880, there are two diagnoses 
with more women having the illness: mania and melancholia. According to Karin Johannison 
these diagnoses reflect that period’s perspective on woman’s madness. From 1870 to 1900 
was mania the most common diagnosis for women.35  

Through the first half of the twentieth century, mental hospitals in England underwent a 
transition in function, from being primarily custodial institutions towards becoming treatment 
institutions. In 1954 the Ministry of Health instigated a Royal Commission to review existing 
mental health legislation and treatment. Between the year 1954 and 1995 the asylums bed 
space was reduced by two-thirds, and a range of new community-based facilities have been 
developed since then. The shift towards more community-orientated provision has resulted   
that family members or other lay persons give more help and support to people with mental 
health problems. By the psychiatric profession,  and under the patronage of governments  
supported by drug companies, ever larger areas of behaviour have come under medical 
scrutiny and control during end of 2000-century. That has resulted in a massive expansion in 
number of people having mental health problems in the Western world.36  

The first modern mental health hospital in Sweden was built in Vadstena and Stockholm in 
1823. They were state governed and funded hospitals. They were gradually followed by other 
hospital around 1850. At the beginning of the 1960’s Sweden had 34 000 beds in mental 
health hospitals. That meant that Sweden had 450 psychiatric patients in the lock up wards per 
100 000 inhabitants. Internationally, Sweden had more patients in the lock up psychiatric 
ward than other industrialised countries at that time. But the beds in the hospitals decreased 
and in 1995 they were only 10 000 beds left in the mental health hospitals. In 1993 a reform 
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was launched, which meant that the responsibility for long-term sick patients which did not 
need any more medical care was transferred to the social care in the community instead. Even 
if this reform has been criticised, the majority of earlier psychiatric patients have received a 
better life since the reform.  In the back-water of the reform, new forms for care and social 
support developed in the social psychiatric services in the community. The social psychiatric 
services are not trying to replace the earlier patient’s life world, but instead create a life world 
that is integrated with the surrounding world and it’s perceptions about normality.37 

3:2 The relationship between mental health and madness 

I have despite research not found any literature that could explain how the terms mental health 
and madness are used today. I have also asked scholars about this question. However, I am 
not going to leave the question unanswered and I will give a short explanation how a view 
how the terms are used in today’s society in Sweden and England. 

When reading literature and doing interviews for this thesis I noticed that the following two 
groups of people used the term madness. Scholars and writers, who criticize the medical 
model’s explanatory power when it comes to mental distress and the institution psychiatry, 
seem to use the term madness.38 For instance Michel Foucault uses the term madness in his 
book Madness and Civilization from 1961. I mentioned the book and its content in the above 
section 3:1 Women, madness and mental health in England and Sweden. The other group that 
uses the term madness are  people with severe mental health problems/distress themselves. By 
using the term madness they reclaim it. One of the women I interviewed said the following to 
me:  

Ann-Charlott: Hm 

Julia: It makes me so angry. So all of those things are discriminatory. There’s all the times 
words like mad, crazy, psycho, all these words get used in the media. Ahm, were we moved on 
in other fields, you know. We used to use horrendous vocabulary around black people. Totally 
unacceptable vocabulary 

Ann-Charlott: Hm 

Julia: and we managed to cleanse the language largely from these words. And black people 
have reclaimed it, as I have reclaimed madness, they have reclaimed nigger but I as a white 
woman would never ever use that word. But we will never, have so far never achieved that 
cleansing of the vocabulary around mental health. But I think it probably will come, it needs 
to come. Ah, but its, yeah, its. It’s a very difficult one; it’s a very difficult one. So I think that 
is all discrimination that happens without people even really thinking about it. 
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The term mental health is the political correct term to us in today’s inclusive society. The term 
madness is just used by people with severe mental health problems/distress themselves or 
writer’s and scholar’s who criticize the medical model or the psychiatry. So that is the 
explanation how  the term’s mental health and madness is used in the above section 3:1 
Women, madness and the mental health system in England and Sweden in this thesis. 
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4. THE TERM FEMALE MENTAL HEALTH SERVICE USER/SURVIVOR  

4:1 Why the term female mental health service user/survivor? 

I am going to use the term female mental health service user/survivor in the two result 
chapters and not continue to use the term woman with severe mental health problems/mental 
distress. However, because of my result, not all of the women in study one and study two 
experiences an identity as a female mental health service user/survivor or a mental health 
service user/survivor, I will in chapter 14. Summary and concluding discussion refer to the 
participants as women or by their chosen alias. 

Survivor has become shorthand for psychiatric system survivor in the UK, and seeks to denote 
people´s survival of mental health service rather than of mental illness. Some prefer survivor 
before service user because people reject the passivity denoted by that term and its tendency 
to define them primarily in terms of mental health services rather than their own independent 
qualities and characteristics. But on the other hand some service users find the term survivor 
to aggressive and predictive.39 

Service users has tended to develop as a generic term in the UK to describe people who 
receive, have received or are eligible for health and social care services particularly on a 
longer term basis. A group often associated with the term is mental health service 
users/survivors. The term service users have been used both by service users themselves and 
their organisations and the service system/government. For the service users, there is not the 
term service user which is primarily problematic, but rather the status of using or being at risk 
using or needing to use these services which can be seen to be the problem. So, the term can 
then be seen less as confirming people in a negative and oppressive role and identity, but 
rather as part of their struggle to reject these and redefine themselves.40 

In Sweden the term service user is used both by the mental health service users and the mental 
health professionals. In Sweden, to define the person who needs help as a service user is seen 
a big step, because experts around mental health service user is challenged through new 
perceptions about the mental health service user. The service user is more and more seen as an 
autonomous and competent individual. A growing body of literature shows that the individual 
feel more satisfied with his or her life and their existence when he or she can participate 
actively in decisions and planning of their care and the service they need. Furthermore, he or 
she feels that they are a person that has power and influence over their life and existence. So 
in Sweden the term to use is service user and not client or patient.41 

Because there is no agreement on the term to use in the UK, and the concept service user is 
used in Sweden, I am going to use the term female mental health service user/survivor 
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hereafter in this study until Chapter 14. Summary and concluding discussion, in an attempt to 
be as inclusive and unpejorative as possible. 
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5. THE TERM EXPERIENCE 

5:1 Why and what does the term experience mean? 

In this study I am focusing on the female mental health service user’s/survivor’s experience of 
health, their experience of discrimination and their experience of a collective identity as a 
mental health service user/survivor. When I use the term experience I use it within a 
feministic framework. I will briefly discuss what the concept means when it comes to a 
feministic framework. 

In the 1970s and 1980s, many feminists invoked “experience”, both their own and other 
women’s. It was a way of getting women’s voices heard and challenging the mainstream 
social science. The mainstream social science viewed itself as objective and neutral. The 
purpose of giving authority to individual and collective experiences was, to expose these 
mainstream approaches as in fact highly gendered. So by insisting on studying women’s 
experiences, feminists firstly were bringing the study of aspects of women’s lives centre-
stage, and in so doing unsettling notions that some areas of life are private, and secondly 
challenging the epistemological foundations of the social science. Thirdly they gave space to 
women voices in public domain.42 

Furthermore, by focusing on individual lives and experience as feminists do, you will have a 
very powerful way to understand the world. Experiential narratives offer a route in to 
understanding not just the micro, but as well the macro, the socio-structural. For instance, an 
impaired woman in Sweden telling her day-to-day life will reveal not only her individual life 
but also about disability, gender and society in Sweden.43 

However, feminists nowadays states that experience is always mediated. That means that the 
person being researched about her experience is giving an account, an interpretation or 
representation of her life. Furthermore, what the researcher write up is further mediated by 
their own experience and their “situated” world-view. That does not mean that I as a 
researcher in this study believe that these representations or interpretations are “fictions”, but 
rather that they are themselves products of social processes which should also be the subject 
of enquiry.  There is not a straightforward relationship between experience, truth and 
knowledge.44 
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6. DISABILITY STUDIES AND FEMINISM  

6:1 Disability studies or Medical sociology? 

In the UK there are two main camps that are focusing on disability and impairment; disability 
studies and medical sociology. The disciplinary divide between disability studies and medical 
sociology hinges on how “disability” is understood as a social phenomenon. Sociologist in 
disability studies in UK use a social oppression paradigm; to be disabled or to be discursively 
constructed as “disabled”, is to be subject to social oppression. Medical sociologist in the UK, 
on the other side, theorise chronic illness and disability through the social deviance lens. 
When it comes to social deviance, medical sociologist have used that concept to analyse 
societal responses to people designated chronically ill or disabled, and the social experience 
of living with stigmatised bodily states. In both the social oppression and the social deviance 
paradigm, there is a theoretical diversity. For instance many medical sociologists in UK have 
advanced ideas that are medico-centric and normative in character, but some scholars have 
taken “the side” of those constituted “deviant” and some close to adopting a social oppression 
perspective.45 

Medical sociology is a well-established sub-discipline within sociology in the UK, and the 
sociology of chronic illness and disability is a sub-field within UK medical sociology. 
Medical sociology has a long history and was an established subspecialty in American 
sociology by the end of 1950s, and the first conference taking place in Europe, was in 1964 in 
UK.  

Social deviance is a key concept in the sociological lexicon. A founding figure in the 
sociological discipline, Emile Durkheim, distinguished between “pathological” and “normal” 
forms of social organisation, and examined the functions fulfilled by “deviant” cases in the 
maintenance of social order and coherence (In The rules of sociological method (1964, first 
published 1895)). From these roots, sociological interest in “social deviance” grew and 
bifurcated, most notably in criminology and medical sociology. In the twentieth century the 
American sociologist, Talcott Parsons, elaborated Durkheim´s social deviance in a 
“functionalist way”. In The social system (1951), Parsons included the “deviance” 
representated by illness, disease and disability in his analysis of manifestation and 
management of social dysfunction. By doing so, he laid the foundation of medical sociology 
in the USA. Parsons ideas were and is today of great importance in North American and 
British medical sociology. Another important figure in the discipline of medial sociology is E. 
Goffmann. In his influential book Stigma. Notes on the management of Spoiled Identity 
(1963), he studies the way that interaction between stigmatised and “normal” individuals was 
accomplished. Using a collection of published experiential accounts, he was engaged in a 
fine-grained analysis of the behavioural responses of “normal” to the presence of individual 
possessing “discrediting” features. He also explored the responses of “discredited” person to 
the social awkwardness and discomfort they provoked in “normals”. Goffman viewed the 
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stigmatised as having to “manage” social interactions in the interest of those deemed 
“normal”.46 

At the heart of UK disability studies you have the social model of disability, a term coined by 
Michael Oliver in the early 1980s. Although the social model is now hotly debated and 
contested it remains the central theme around which disciplinary adherents coalesce.47 
Furthermore you have an ongoing linkage between scholars who adhere to the social model of 
disability and the British disabled people´s movement. Disability studies is a young discipline, 
that now has an acknowledged presence in UK universities, and there is a number of research 
centres and groupings specialising in disability research. Much of the writers in disability 
studies consider sociology to be the social science that offers theoretical and methodological 
resources of greatest relevance. Unlike disability studies in North America, the UK discipline 
does not have a sizeable humanities profile. The starting point in disability studies is that 
disabled people are systematically disadvantaged, marginalised and excluded in society 
(disablism). Many writers and researchers in disability studies have firsthand experience of 
living with impairment and disablism.48 

Many in the British disabled people´s movement today regard Paul Hunt, a wheelchair user 
with muscular dystrophy who lived out most of his life in residential care homes, as its 
founder. He published in 1966 Stigma. The Experience of Disability, where he looked for 
parallels between the social position of disabled people and other oppressed groups, and he 
attempted to develop a radical social interpretation of disability in the UK. The search for a 
social understanding of disability continued and matured in the following years, and in 1976 
the UPIA (The Union of the Physically Impaired Against Segregation) published a document 
entitled The Fundamental Principles of Disability. In The Fundamental Principles of 
Disability, disability was redefined by drawing a clear line between impairment and disability. 
That meant that impairment was no longer the cause of disability. This held the potential for 
that disability is a phenomenon brought into being in and through social relationships, at a 
structural and an interpersonal level.  Non impaired members of the society and their social 
institutions oppress people with impairments in many ways. For instance by excluding them 
from employment and the educational mainstream, by relegating them as “dependants” to 
residential care, by blocking their access to the built environment, and by ensuring their 
poverty through the inadequate provision of welfare benefits.49 

Vic Finkelstein introduced in Attitudes (1980) the idea that social relationships embedded in 
“disability” arise as a social product of the material conditions of life at a particular socio-
historic juncture. So he challenged the idea concerning the supposed transhistorical or 
universal character of disability. Michael Oliver (1980) advanced this materialist line of 
argument in his writings on the economic, political, cultural and spatial mechanism that 
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generated disability during the transition from feudalism to capitalism in the West. In The 
politics of Disability (1990), Michael Oliver’s elaborated once again Vic Finkelstein’s 
writings, suggesting that the development of disability should be rooted in an amount of 
changes in the mode of production and in the associated “mode of thought”, in the 
individualisation and pathologising of impairment by medicine and the encouragement of a 
“personal tragedy” perspective. Paul Abberley (1996, 1997, and 2002) has in his later writings 
explored what the materialist and Marxist writers tell us about the prospects of eradication of 
disablism. According to the Marxist, the answers lays in full management of people with 
impairment in the economic sphere, that will bring an end to their social oppression. Abberley 
acknowledges that it is important to explore and document the socioeconomic determinants of 
the disablement of impaired persons; however he disagrees with the “utopian” implications 
for the liberation of disabled people. In Abberley’s view, some people will never be able to 
participate in work, whatever socio-economic arrangements that are in place, because of the 
nature of the impairment. The failure of materialist and Marxist to recognise this is attributed, 
in part, to the lack of interest with impairment. According to Abberley impairment should be 
fully socially theorised.50 

The social model of disability is the offspring of materialist ideas about disability advanced 
by Hunt and Finkelstein. In the social model of disability, disability is not caused by 
impairment, but is the result from the social restrictions imposed upon people with 
impairment. In the 1980s, the social model of disability assumed a status of enormous 
importance in disability studies and the disabled people´s movement in the UK, and disability 
activist and scholars overseas came to associate “the British approach” with the social model 
of disability. However the social model of disability is not uncontested. There has been a long 
a lively debate about the model´s conceptual and practical utility, both within disability 
studies and disability politics. For instance poststructuralists and feminists have challenged 
the social model of disability.51 

 I am going to write this study in the tradition of disability studies and I am going to use the 
social model of disability. The reason I choose to adhere to disability studies and not medical 
sociology is because I want to place myself on the side of the “oppressed”. 

6:2 Can the social model of disability be applied to Swedish conditions? 

In Sweden you use a relational approach to impairment and disability. Disability is viewed as 
a relation between the individual, the environment and the larger society. The impairment 
exists within the person, but the disability appears in the interplay between the person and the 
environment. In other words disability is a person-environment mismatch between the 
individual’s capabilities and the demands of the broader societal environment. That means 
that you cannot delimit a certain number of people as disabled, because the disability is 
depending on the situation. This relational approach also means that you can intervene to 
decrease the “problems” the individual have due to the impairment and you can also intervene 
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to make the society more accessible. Through the use of the relational approach the disability 
organisations have gained an important role in promoting the rights for people with 
disabilities in Sweden.52 

Even though you define disability different in Sweden, from the UK, and you use the 
relational approach in Sweden, I am going to use the social model on the Swedish material in 
this study. The reason why is that the social model of disability is focusing on the 
environment, on social and environmental barriers rather than on the individual. And since 
I’m focusing on oppression and discrimination in this thesis, which is the focus of the social 
model, I will use the social model instead of the relational approach. Furthermore in the 
Swedish anthology Rehabilitering och välfärdspolitik (2004) several of the authors used the 
social model, for instance Rafael Lindqvist, Professor in social work and scholar David 
Rosenberg who in his research focuses on people with mental health problems. So the social 
model is not uncommon to Swedish writers and scholars within disability studies in Sweden. 
Even activist in Sweden are aware of the social model of disability. 

6:3 Can the social model be applied on mental health service users/survivors experiences? 

In UK there is both an old and modern history of mental health service user/survivor 
movement, and since the 1980s there has been an enormous growth in the mental health 
service user/survivor movement. The mental health service user/survivor movement has 
produced a growing and large body of mental health service user/survivor literature that 
highlights an approach that addresses both material and spiritual issues; the personal as well 
as the political. However, this has not lead to the widespread development of a social model 
of madness and distress, equivalent of the social model of disability. The problem with the 
social model of disability is that mental health service users/survivors experiences have never 
really been central to the social model of disability. The social model of disability grew from 
and has been concerned with the experience of people with physical and sensory impairments. 
There are however recent strengthening of contact, links and understandings between mental 
health service users/survivors and the disabled peoples´ movements, and there is a growing 
interest among service users/survivors in a social model which is located within a framework 
of the social model of disability. However, that would also have transformatory implications 
for the social model of disability itself. It would highlight both issues of personal experience 
and social oppression. Many ex mental health service users and survivors are unwilling to see 
impairment as an objective part of their condition.53 

In Sweden the mental health service user/survivor movement and the mental health 
organisations are linked to the disability movement.   The mental health organisation in 
Sweden sees mental health problems and mental distress as impairment and view that people 
with mental health problems/mental distress face discrimination and oppression in the society. 
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The mental health organisations in Sweden have not developed an own social model of 
madness and distress.  

Until there is a fully developed social model of madness and distress developed either in UK 
or in Sweden, I am inclined to approach issues of discrimination of female mental health 
service users´/survivors´ on the grounds of disability and gender, in the framework of the 
social model of disability. Scholar Carol Thomas adheres to the social model of disability, but 
she challenges the model.  She advances a materialist feminist (my italics) perspective on 
disability. Furthermore, like the mental health service user/survivor movement, she has 
allowed impairment and ifs effects to be acknowledged, without undermining the importance 
and centrality of disablism.54 In this study I am going to adhere to Carol Thomas materialistic 
and feministic perspectives on disability. 

6:4 Feminism in the social model of disability 

Disabled feminist writers are taking the personal experience of disabled women as their 
starting point and writing themselves into their own analyses, and they are building upon 
well-established practises among feminist writers more generally. But there are though major 
differences of opinion on the “place” of the personal and the experiential in Disability studies 
in the UK. Some male social modellist want to continue to separate the personal from the 
social/political in such a way that key aspects of the personal remain firmly located in the 
domain of the “private”. According to scholar Carol Thomas, by not applying the social 
model of disability perspective to some areas of the “personal”, you would miss out and 
further deny the social causes of oppression which operates in private areas of live. The focus 
on individual lives and experiences enable us to understand the socio-structural. 55 

To understand the female mental health users´/survivors’ experience of discrimination I will 
use as I mentioned above the social model of disability as it is outlined by scholar Carol 
Thomas. She challenges the social model of disability by drawing insight from feminist (my 
italics) perspectives, and it is therefore I will adhere to her writings. Carol Thomas is focusing 
on the “inner world” dimension of disablism. The “inner world” of disablism is closely bound 
up with sociocultural processes which generate negative attitude about impairment and 
disability. The agents or “carrier” of this disablism may be people close the person in question 
like relatives or friends. Or it may be other individuals with whom the person has direct 
contact with, for instance health professionals. But it also includes unknown individuals and 
disembodies others in the media and the culture.56 This form of experience of the “inner 
world” dimensions of disablism which may affect the sense of personhood and self-esteem, 
did the women that participated in this study give evidence of.  
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Even though I am focusing on the women mental health users’/survivor’s perception of the 
term disability I would like to in this study, quote Carol Thomas definition of disability, to 
give the reader a conception about the term: 

“.....a form a social oppression involving the social imposition of restrictions of activity on 
people with impairments and the socially engendered undermining of their psycho-emotional 
well -being.”57 

I am also going to quote Carol Thomas definition of impairment to give the reader a 
conception about the term impairment to: 

“…..impairments can be understood to be those variations in the structure, function and 
workings of bodies which, in Western culture, are medically defined as significant 
abnormalities or pathologies.”58 

6:5 Gendered disablism 

There is a growing body of literature on the disabled women’s experiences that indicates that 
disability is always gendered. The forms and impacts of disablism are invariably refracted in 
some way through the prism of gendered locations and gender relations. And whether we are 
impaired and disabled or not, we live our lives which are profoundly shaped by the social 
constructions of gender. How can the intersection of gender and disablism be dealt with 
analytically? I do not assume in this study that it is a question of “double oppression”. That 
does not mean that I am denying that women mental health service users/survivors lives are 
profoundly shaped by both patriarchy and disablism. The objective is the presentation of 
disabled women as “passive victims of oppression”.59 

So even though I am going to study how women mental health service users/survivors 
experience their health, and if and how experienced discrimination effects their health, I am 
also interested in studying how these women survive, transgress and resist disablism and 
sexism, and how that “fight” affects their health in a  maybe positive way. I will do that by 
studying if and how a experience of a collective identity as a female mental health service 
user/survivor will promote health. 

6:6 Definition of gender and feminism 

What does the concept gender mean and stand for, and what is the relationship between 
gender and feminism and what are the broad feministic standpoints? 

In this study I am focusing on the female mental health service users/survivors experiences of 
discrimination on the grounds of gender and disability, and therefore their perception of the 
term gender. But I would also like to present a definition of gender by Rosi Briadotti, from the 
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book Thinking Differently. A reader in European Women´s studies (2002), to give the reader a 
conception about the term: 

“.... the concept of gender refers to the many and complex way in which social differences 
between the sexes acquire a meaning and become structural factors in the organization of 
social life.”60 

This definition of gender refers primarily but not exclusively to women. It also defines 
“women” as a very broad and internally differentiated category that includes differences of 
class, ethnicity, religion, sexual orientation and age. However, Rosi Briadotti does not include 
disability as a category of difference, but I am still going to quote her definition of gender, 
since it so encompassing.61 

What does it mean “social constructed differences”? Through different types of social 
interplay we construct how we expect/allow/ought to be as a “real” women and a “real” man. 
In other words, we are all participants in a “gendering” process were different kinds of 
abilities and behaviours are appreciated and rewarded. We thus construct which abilities and 
behaviours that are – and are not – desirable or suitable for women respectively men. In that 
way, we construct gender and tend to consolidate social conceptions that evaluate men as a 
group, higher, than women as a group. But women´s social subordination is not “natural” and 
obvious. However, that does not mean that social constructions are fleeting or easy to change. 
The possibility to actively shape your vital condition is different for different social groups, 
because of unequal power relations.62 

Feministic writers are very critical to science and theories that ignore gender and women´s 
experiences. Feministic scholar´s argue that women’s freedom of action are limited due to 
men’s superior position of power, and feminists study the relation between women’s 
experiences and structures of power in society. In feministic theory the focus is on gender 
relations. Furthermore, feministic researcher´s have displayed that the individual, that has 
been portrayed as the norm or as a gender neutral representative of the universal human as a 
matter of fact, is a white, middle-aged, heterosexual and not impaired man from the upper 
class.63 Feministic scholar´s have also introduced the “subjective element in to the analysis, 
by insisting that the inquirer her/himself be placed in the same critical plane as the overt 
subject matter. By doing so the researcher appears to us not as an invisible, anonymous voice 
of authority, but as a real, historical individual with concrete desires and interests. According 
to feministic writer´s, introducing the “subjective” element in to the analysis increases the 

                                                           
60

 Braidotti, Rosi: (2002): The Uses and abuses of the sex/gender distinction in European feminist practices, In 

Thinking differently. A reader in European Women´s studies, Griffin, Gabriele and Braidotti, Rosi (eds): Zed 

Books: P. 287 
61

 Ibid. P. 287 
62

 Barron, Karin: (2004): Genus och funktionshinder, In Genus och funktionshinder, Barron, Karin (ed): 

Studentlitteratur. P. 19,20,21 
63

 Ibid: P. 17,18 



30 

 

objectivity of the research and decreases the “objectivism” which hides this kind of evidence 
from the public.64 

6:7 Excluded by our sisters? 

A number of women writers who are part of, or closely aligned with the disabled peoples’ 
movement have spoken about their belief in the importance of feminist ideas for disability 
theory. However, they have noted that non-disabled feminists have failed to address the 
concerns of disabled women. Some feminist academics assume that studying women with 
disabilities reinforces traditional stereotypes of women being dependent, passive and needy.  
But there is an increased acknowledgement of disabled women by non-disabled feminists, and 
disabled feminists have got on with the task of applying feminist ideas in analyzing 
disability.65 

6:8 What is the relation between discrimination and oppression? 

As mentioned in 1. Introduction this study will focus on whether and in that case how women 
perceive that discrimination based on gender and disability affects their health. I am going to 
use social model and feministic thoughts when approaching the experience these women 
encounter when it comes to discrimination. But what are the relationship between oppression 
that the social model and feministic thoughts are focusing at, and discrimination?  

I have tried to find literature that could explain and describe the relation between 
discrimination and oppression, but without result. I have though noticed that when scholar and 
authors generally are writing about discrimination and oppression in articles and books, the 
terms seem to be equalized and mean the same thing. So since I have not found any literature 
that could explain or describe this relation, even though I have asked several scholars who are 
experts in this field, I will treat the term discrimination and oppression as two terms that 
describes the same phenomenon. That means that the terms discrimination and oppression 
refers to the same social phenomena but they are two different words for it.  

6:9 The use of the concepts impairment, disability and gender 

Even though I have defined the term disability and gender above, I would like to remark on 
the use of these terms in this study.  

In this study I have used a lot of material with different theoretical approaches when it comes 
to terms like disability and gender. However, when referring to the material in this study I 
have not tried to unify the terminology, but rather used the word in the way the material does. 
The same thing comes to the women, I have been faithful there way of using the above 
mentioned concepts, because I am interested in their experiences. However, as I explained 
earlier in this study, when I use concept like disability and impairment myself in this study I 
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adhere to the ways feminist disability scholar Carol Thomas has developed them. The use of 
the term gender is nowadays contested in feminist theory.66 But in this research, as I explained 
earlier on in this study, I am using the term gender as it is defined by Rosi Braidotti. So when 
I am not referring to external material or the women’s accounts in this study, I am using the 
term disability, impairment and gender as it is outlined by Carol Thomas and Rosi Braidotti. 
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7. PERCEIVED DISCRIMINATION  

7:1 Discrimination or stigma? 

One of the key concepts used to investigate the problems the mental health service 
users/survivors face in their relationships to other people, and the society at large, is stigma. 
This concept refers to mental health service users´/survivors´ self-perceptions and the 
unfavourable treatment mental health service users´/survivors´ receives, and it is also used to 
frame questions of public attitudes about mental illness. Research on stigma stems from the 
work of sociologist E. Goffmann, and especially his influential book Notes on the 
management of spoiled Identity (1963). Goffmann was an example of a scholar doing research 
in the tradition of medical sociology. According to Carol Thomas all theorisation of illness 
and disability in medial sociology deploy the social deviance lens. The social deviance 
paradigm approach accommodates disparate moral and political stances on disability and 
chronic illness. This is in contrast with the social oppression paradigm in disability studies, 
which places the sociologist unequivocally on the side of the oppressed.67 

Lis Sayce, an ex mental health service user and ex campaigner for Mind, The British mental 
health charity, examines the limitations of the concept of stigma, and promotes the use of the 
term discrimination instead. According to her, stigma renders the act of unfair treatment 
invisible and increases victim blaming.68 

In this paper I will adhere to the disability studies tradition, even though my focus is on 
female mental health service users´/survivors´ and their subjective experience of health. 
Traditionally the concept stigma is used when research is undertaken on the problems mental 
health service users/survivors face with other people and society at large. But I will instead 
use the term discrimination when I am doing research on the unfair treatment the women 
mental health service users/survivors experiences. 

7:2 What is discrimination? 

Even if I am interested in the subjective experience of discrimination and I cannot proof that 
my respondents have been discriminated, I think though it is important to briefly discuss the 
social phenomenon discrimination.  I am not going to define beforehand what kind of 
discrimination I am going to study; it all depends on the women’s experience in this study. 

Conceptualized more broadly, discrimination refers to all means of expressing and 
institutionalizing social relationships of dominance and oppression. 69Nancy Krieger has 
defined discrimination as following: 
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“...... socially structured and sanctioned phenomena, justified by ideology and expressed in 
interactions, among and between individuals and institutions, intended to maintain privileges 
for member of dominant groups at the cost of deprivation of others.”70 

Her definition of discrimination is generally applicable, so it can be used both on 
discrimination on the grounds of gender as well as disability. That is way I chose to refer to 
her description of discrimination. 

Even if discrimination shares a common thread of systemic unfair treatment, discrimination 
can vary in form and type. Legally, discrimination can be of two forms. It can be mandated by 
law, de jure and it can also be without legal basis but sanctioned by custom or practice, de 
facto. Whether de jure or de facto, discrimination can be perpetrated by a diverse array of 
actors. The perpetrator can be the state and its institutions, non state institutions, and 
individuals. Furthermore, discrimination can be overt and subtle, and also institutional, 
structural and interpersonal. Institutional discrimination typically refers to discriminatory 
policies or practices carried out by nonstate institutions and state. Structural discrimination 
refers to the totality of ways in which societies foster discrimination. Finally, interpersonal 
discrimination refers to directly perceived discriminatory interactions between individuals, 
whether in their institutional roles or as private individuals.71 
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8. PERCEIVED DISCRIMINATION, HELTH AND THE BIO PSYC HOSOCIAL 
MODEL 

8:1 Harmful health effects of experienced discrimination  

There are a number of comprehensive literature reviews that reveal substantial evidence for 
the harmful health effects of discrimination across a range of mental health outcomes 
including depression, psychological distress, anxiety and wellbeing, D.R. Williams, 
Neighbors, & Jackson, (2003),  Paradies, (2006). Furthermore, perceived discrimination has 
also been linked to specific types of physical health problems, such as hypertension, self-
reported poor health, and breast cancer, as well as potential risk factors for disease, such as 
high blood pressure, obesity and substance use. Furthermore, experience of discrimination 
may also affect health by decreasing person´s self-control resources, potentially increasing 
participation in unhealthy behaviours or decreasing participation in health behaviours.72 

How can you understand the effects that discrimination have on people’s health? One way to 
understand the experience of discrimination, is, that it is a stressor that can broadly impact 
health. Not all stressful experiences increase the vulnerability to illness, but certain kinds of 
stressors are particularly harmful to health, for instance experience of discrimination. The 
common characteristics to stressors that are harmful to health are that they are uncontrollable 
and unpredictable.73 

Research has revealed several variables that may moderate the link between the experience of 
discrimination and health. The moderators are: social support, coping style, and group 
identification and personality variables. 74  

8:2 Stress, health and the bio psychosocial model 

To conceptualize the relationship between discrimination, stress and health, I will use the bio 
psychosocial model. Scholars using the social model of disability are criticizing and rejecting 
the medical model, I am going to use the bio psychosocial model, even though part of the 
model has a biomedical perspective. The social model of disability does not give any 
explanation about the relationship between experience of discrimination, stress and health. 
Furthermore I am focusing on the female mental health service users/survivors subjective 
health and not their measurable objective health. So therefore I think that I can combine the 
social model outlined by scholar Carol Thomas and the bio psychosocial model in this study.  

Senior lecturer Gunilla Krantz has gone through articles about the experience of 
discrimination and health, and she finds a common ground; irresistibly of the grounds of 
discrimination, the perception of discrimination always gives rise to stress in the individual.75 
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When does stress occur? Stress occur when the environments demands, exceeds the person´s 
ability to handle those demands. When the persons resources are insufficient in relation to a 
specific situation, the individual will lose their sense of control, which leads to stress, and can 
result in ill-health or diseases.76 This relationship between stress and health can be described 
through the use of Marianne Frankenhaeuser´s bio psychosocial model. Frankenhaeuser´s 
perspective is multidisciplinary, and she focuses on the dynamic between the stressed 
individual – environment – interactions, in a social, psychological and biomedical 
perspective.77 In her model, the environment can thus give rise to chronic stress. Examples of 
stress-inducing environmental factors are socioeconomic status or psychosocial experiences 
of discrimination. These factors are perceived as strains in the long term. But a factor in the 
environment can also be perceived as a challenge, which rather gives rise to acute stress. In 
the stressed situation, the individual performs a cognitive assessment of his or hers ability and 
on his or hers individual resources (which are experiences, skills and genetic factors) to 
handle the situation. A good social support from peers from the social group you identify 
with, can give a positive outcome. But if the situation is perceived as a chronic stress factor, 
physiological reactions can occur through the secretion of stress hormones and the result is ill 
health. If the situation is perceived as manageable, the outcome will be positive, health.78 

Any factor in the environment that is perceived as a threat to something one value or as a 
challenge requiring effort generates signals from the brain’s cortex to the hypothalamus and, 
via the autonomic nervous system, to the adrenal medulla. This gland responds by putting out 
epinephirine and norepinephrine. These two catecholamines, stress hormones, mobilize bodily 
“fight” or “flight” responses.  Along another route, the brain sends messages via the 
hypothalamus to the adrenal cortex, which secretes corticosteroids, which plays an important 
role in the body’s immune defence. If stress hormones like epinephrinine, norepinephrine and 
cortisol secrets excessively they may be harmful.79 Stress hormones causes effects on the 
cardiovascular system (blood pressure, blood fat and heart rate), on the metabolic system, on 
the immune system through reduced immune defence and on the psychological well being. 
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These can lead to increased intake of alcohol, increased cigarette consumption, less exercise, 
depression, anxiety and insomnia. In the long term this symptoms may increase the risk of 
myocardial infarction, stroke, type 2 diabetes, reduced immune function, obesity and 
metabolic syndrome.80 But stress due to experience of discrimination can also affect the 
mental health, for instance in the form of depression, psychological distress, anxiety and poor 
well being.81 

So stress affects health in two ways. The causal sequence can involve two routes. A direct 
route which means that stress produces change in the body’s physiology and the mental 
health. But stress can also cause ill health in an indirect route, by affecting health through the 
person’s behaviour. People who experience high levels of stress tend to increase, by their 
behaviour, their chances of becoming ill or injured. Furthermore those with high stress are 
more likely to eat high fat diets with less fruit and vegetable, exercise less, smoke cigarettes, 
consume more alcohol and have an impaired sleep.82 
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9. IDENTITY AND HEALTH  

9:1 Introduction identity and health 

The boundary separating disabled and non-disabled is not sealed or fixed, because an 
accident, an injury at work, and the onset of a chronic illness can propel the non-disabled 
person into the world of “the disabled”, at any time. Disability studies writers have point out 
that being “able-bodied” is for most people only a temporary state. And for instance, a person 
with mental health problems can have a major incident with mental distress and then totally 
recover from the problems. So the boundary separating disabled and non-disabled is not 
sealed or fixed. Medical sociologists in the interpretative tradition doing research on this 
boundary crossing have focused on how individuals who become chronically ill “cope with” 
and “manage” their new socially “deviant” status, and how they endeavour to reconstruct their 
shattered identities.83However, I am not going to use medical sociologist research when it 
comes to experience of identity and health, because of their use of the “social deviance” 
perspective. The “social deviance” perspective is not in line what I am pursuing in this study, 
as I discussed earlier in section 6:1 Disability studies or medical sociology? I have rather 
turned things upside down by wanting to study if and how an experience of a collective 
identity as a female mental health service user/survivor can promote health instead. That is in 
line with a disability studies perspective.  

9:2 How is collective identity possible? 

The young “social model” interpretation of disability offered the means of forging a self-
determined group identity among a significant proportion of disabled people. But it was not 
long before disabled writers and activist challenged and contested the category “disabled 
people” and the potential for an all-encompassing “disabled peoples movement” came into 
question. For instance, disabled feminist exposed the gendered nature of disablism.84 

So the way forward pursued in this study, is not to rely on a “trait” or “categorical” 
(essentialist) approach mentioned above to identity, or on the poststructuralist deconstruction 
of all identity categories and the denial of a self and a subject.  I would rather approach 
subjectivity from a materialistic ontology point of view. Scholar Carol Thomas pursues a 
materialist ontology perspective and that would suggest following for identity: 

“..which on the one hand forged in the interaction between one’s “real” body and the “real” 
physical and social environments in which it exists, and on the other hand has the capacity to 
act as a force upon and for itself.”85 

So the self is being socially produced but the psyche can receive something from the outside 
and create something different. The self is not passively constructed nor “read off” from 
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particular categories or attributes which appear to describe ones social status. Neither is the 
self a fiction or an imaginary quality in constant state of instability.86 

Identity is viewed in this study, as mentioned above as both socially produced and self-
constructed. Margaret R Somers have written about the reflexive and narrative identity, and 
according to her: 

“..... through narrativity that we come to know, understand, and make sense of the social 
world, and it is through narratives and narrativity that we constitute our social identity. 

........all of us come to be who we are (however ephemeral, multiple and changing) by being 
located or locating ourselves (usually unconsciously) in social narratives rarely of our own 
making.”87 

Margaret R Somers social theory regarding identity as reflexive, allows for human agency. 
But the human action is also nonetheless produced in particular, historical times and places. 
Through her narrative identity approach that allows for agency, collective identity and 
political change is possible. By using “counter narratives” the excluded and the socially 
marginalised contest the dominant public narratives, and if these counternarratives reach 
excluded individuals than these individuals may change their ontological narrative. These 
excluded individuals may change their ontological narrative, and actively identify with others 
so rescripted. This could possible lead to a social movement.88 

9:3 Collective identity and health 

Margaret R Somers social theory about reflexive identity gives a possibility for the agent 
herself/himself to create and sustain in reflexive activities his or her identity. In this view, one 
does not identify oneself as “disabled” simply because one is “disabled” or impaired in an 
essentialist sense. Furthermore, by using Margaret R Somers ideas about reflexive identity 
you can allow for human agency. Even though I am focusing on how women mental health 
service users/survivors experience their health, and if and how experienced discrimination 
effects their health, I am also interested in studying how these women survive, transgress and 
resist disablism and sexism, and how that “fight” affects their health in a  maybe positive way. 
I will do that by studying if and how an experience of a collective identity as a female mental 
health service user/survivor will promote health.  
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9:4 Dimensions of collective identities 

Even though I am interested in the women’s experiences of a collective identity, I am going to 
briefly touch what the literature displays about collective identity. In the section below will 
describe the different dimensions of collective identification on an individual level. However, 
I do not beforehand know what different kind of facets of collective identity the women in 
this study are going to express. 

Identity crosses disciplinary fields  so its usage can therefore shift, referring to an enduring 
aspect of selfhood in one case, a set of interpersonal processes in another, and the aggregate-
level product of political action in yet another. The dimensions of collective identity that I am 
referring to below are from an article that has as a goal to analyze the full range of meaning of 
collective identity and create a more articulated concept. The authors of the article goal were 
to identify those elements of identification that were most often incorporated in theoretical 
and empirical work.89 

The first obvious element of a collective identity is a subjective claim or acceptance by the 
person at stake of belonging to particular social group/groups. The person can see the self as a 
prototypical group member at the centre or as a more marginal group member, and people 
may be reluctant to accept full membership in a particular social group when they fear that the 
category might be evaluated negatively. The second facet of a collective identity is evaluation. 
Evaluation is the positive or negative attitude that a person has towards the social group in 
question. There are two forms of evaluation: favourability judgments made by people about 
their own identities and favourably judgments that one perceives from others, such as the 
general public, to hold about one’s social group. The third dimension of collective identity is 
importance. The degree of importance, refer to, form low to high, of a particular group 
membership to the individual’s overall self-concept.  The fourth major element of collective 
identification is a sense of belonging or emotional attachment to the group. Attachment to the 
group is a sense of feeling valued, accepted and supported by the group to which one belongs. 
The fifth facet of collective identification is social embeddedness. Social embeddedness refers 
to the degree to which a particular collective identity is implicated in the person’s everyday 
ongoing social relationships. The social embededdedness is considered high when it would be 
costly and painful to abandon a particular collective identity because a majority of one’s 
social relationships and contacts reinforce this identity. The sixth dimension is behavioural 
involvement. Behavioural involvement is defined to which extent the person engages in action 
that directly implicates the collective identity in question. The last dimension of collective 
identity is content and meaning. When it comes to content and meaning the concern is with 
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the semantic space on which an identity resides, a space that can include self-attributed 
characteristics, political ideology and developmental narratives.90 

Some scholars focusing on collective identity maintain that collective identity often implies 
some sense of political consciousness and collective action. However, I consider these 
features to be possible rather than essential element of collective identity, because I use 
collective identity as a psychological concept and referring to the individual rather than to the 
group.91   

Two women in the study expressed that they did not experience a collective identity as a 
woman mental health service user. In the interview they talked about as I interpreted it, about 
a individual identity, a self-identity as a “woman” and as a “person” instead. The term self-
identity is taken from the sociological social psychology. The individual identity consists of 
two essential types: one regarding others and the assessment of others and one regarding self 
and the assessment of self. I will distinguish these forms in this study by using the term 
“public identity” and “self-identity” hereafter.92 
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10. PURPOSE OF THE STUDY, RESEARCH QUESTIONS AND DELIMITATION 
OF THE STUDY 

10:1 The purpose of the study and research questions 

In this paper my main purpose is to carry out a study that is focusing on female mental health 
service users/survivors and how they experience their health. I will focus specifically on 
whether they have experienced discrimination on the grounds of disability and gender and in 
that case if and how experienced discrimination affects their health. I am also interested in 
whether and how an experience of a collective identity as a female mental health service 
user/survivor can promote health. However, I cannot objectively determine whether these 
women have experienced discrimination, and even though I cannot establish a relationship 
between the women´s experience of discrimination and health in this particular study, I would 
like to touch on the subject, by using the bio psychosocial model. Furthermore, I cannot 
establish a statistical relationship between the women´s experiences of a collective identity 
and health either. 

Following questions are going to be answered in this study: 

1. How do women mental health service users/survivors experience their health? 

1a. Do women mental health service users/survivors experience discrimination on 
the grounds of disability and gender? If so, is there a relationship between 
discrimination on the ground of disability and gender and ill health? 

1b. How does experience of discrimination on the grounds of disability and gender 
affect health? 

1c. Do the women mental health service user/survivors experience a collective 
identity as a woman mental health service user/survivor? 

1d. Can an experience of a collective identity as a woman mental health service 
user/survivor promote health? If so, how does a collective identity as a woman 
mental health service user/survivor promote health? 

 

10:2 Delimitation of the study 

There are different types of impairment, and in this study I have chosen to study people with 
severe mental health problems/mental distress that have mental impairments. Furthermore, I 
am studying women with severe mental health problems/mental distress in the age range from 
18 and onwards. So I have not included children or men in this study. Severe mental health 
problems/mental distress are diagnosis like; schizophrenia, schizoaffective disorder, bipolar 
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disorder, major depression and some personality disorders like social phobia.93 They are 
diagnosis were the likelihood is that you as a sufferer also have been hospitalized for your 
mental health problems. All of the women who participated in my study have experience of 
severe mental health problems/mental distress. I also wanted the participants to have an 
experience of a collective identity as a female mental health service user/survivor. However, it 
was hard to get hold of women for this study, and even harder to get hold of women with 
severe mental health problems/mental distress, that I decided that I could not ask also for 
women with that particular experience of collective identity too. Furthermore, I wanted the 
women to have a stable mental health, to speak English or Swedish, and live around two cities 
in Sweden and England, UK. 

I have studied their subjective experience of health, so I have not done any research on their 
objective health status. Furthermore, I have not defined health in any way in advance, because 
I wanted to study their subjective experience of health, which meant that I did not know if I 
was going to get information about their physical or psychical health, or both. 

Since I studying discrimination and if and how it affects health I have to decide which type of 
discrimination I would like to study. Since I am studying women with mental health 
problems/mental distress, I am focusing on discrimination on the grounds of disability and 
gender. I am going to leave out discrimination on the grounds of age, ethnicity, race, sexual 
orientation and class. Furthermore, discrimination comes in different forms, but I have not 
decided in advance which form of discrimination I am going to study, because it depends on 
the women’s experiences.  I am also studying if and how a experience of a collective identity 
as a female mental health service user promotes health. There are different dimensions of a 
collective identity, for example; self-categorization, evaluation, importance, attachment and 
sense of interdependence, social embeddedness, behavioral involvement and content and 
meaning.94 I have not decided in advance what I would like to focus on, because it depends as 
I mentioned above on the women’s experiences. 

I am carrying out two studies, one in a city in Sweden and one in a city in England, UK. The 
reason why I chose the city in Sweden is because it is a smaller city and I used to live in that 
city, and I have therefore contacts with mental health organisations there. Why I chose the 
city in England, is for the same reasons. The city in England is also a smaller city with many 
students and I am currently living outside that city. Because they are both smaller cities with a 
large proportion of students and I have contacts with people from mental health organisations 
in both cities, I therefore chose to carry out my studies in these two cities. This two studies are 
carried out in the year 2010, and I am not doing any follow ups of the interviews. The 
interview’s relevance is thus for year 2010.   
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11. METHOD 

11:1 Methods in feministic studies and disability studies 

Since I am going to examine if and how experience of discrimination on the grounds of 
gender and disability affects health and if and how a experience of a collective identity as a 
woman mental health service user/survivor affects health in this paper, I will be inspired by 
methodological considerations and research methods that have their origin in feminist studies 
and disability studies.  

Two important feministic approaches is bringing in the personal and writing the self into your 
work or with other words to be reflexive. Through the feministic movement and the writings 
of feministic scholar, women´s voices was heard for the first time, and these voices gave 
important knowledge about experiences that was often neglected and viewed as “personal”. 
The personal became political through the feministic movement. Furthermore these feministic 
scholars were writing themselves into their work both experientially and intellectually, and 
they give rise to new ways of understanding what knowledge was and how it was produced. 
Accordingly to most feministic scholars knowledge is situated; knowledge is a social product, 
bearing the mark of time, place and social positioning. Moreover this means that most 
feministic researchers believe that experiences of individuals do not simply tell about the 
particular, but also about the general, the macro-environment.95As I am influenced by 
feministic writings, I will focus on the women’s experiences in this study. Moreover, I will 
write myself into my work, and the individual experiences I encounter in my research tell me 
not simply about the particular, but also about the general. 

Disabled people had more and more come to view research as a violation of their experience, 
as irrelevant to their needs and as failing to improve their material circumstances and quality 
of life.96 This criticism lead to a development of a emancipatory research method and it 
stressed following features; rejection of the individual model of disability and its replacement 
by a social model approach, concentration on a partisan research approach (so denying 
researcher objectivity and neutrality) in order to facilitate the political struggles of disabled 
people, reversal of the traditional researcher-researched hierarchy/social relations of research 
production, while also challenging the material relations of research production and pluralism 
in choice of methodologies and methods.97 Nowadays the issue for the researcher is not to 
empower people, but once people have decided to empower themselves, the researcher has to 
ask him or herself what precisely his or hers research can do then to facilitate the empower 
process. However, there are some important questions the researcher has to ask himself or 
herself to facilitate the empower process: who controls what the research will be about and 
how it will be carried out, how far have we come in involving disabled people in the research 
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process, what opportunities exist for disabled people to criticize the researcher and influence 
future directions and what happens to the product of research?98 

Both feminist researchers and disability scholars have as stated above criticized traditional 
research approaches and practices. Both disciplines have warned of the dangers of 
exploitative research methods, and they have increasingly emphasized the development of 
approaches that are characterized by equality in research relationship. Furthermore, those 
approaches should also accordingly to feminist researchers and disability scholars, be 
inclusive, participatory and emancipatory.99 However, in this study it is going to be hard to 
develop research approaches that are inclusive, participatory and emancipatory because of 
lack of time and resources and geographic distances. But I will always have in mind the 
criticism that feminist researchers and disability scholars have presented. The feminist 
disability scholar Karin Barron has argued that as a researcher you should always treat your 
research subjects as knowledgeable participants. That means that the researcher has to take 
into account their own position of power and be open to the nuances and possible 
interpretations of that witch the informant discloses.100 In this study I am going to adhere to 
her writings and approach my research subjects as knowledgeable participants and to take into 
account my position of power. 

11:2 Two ways of approaching the issue of oppression 

In social research there are two different ways of approaching the issue of oppression. The 
first way view that certain group, for example disabled women are oppressed. In other words, 
oppression is something we already know as a researcher and we do not have to question that. 
Instead, attention and research can be focused on the different ways in which oppressive 
practices occur. This approach is common in feminist studies and in the social model of 
disability. A different way of approaching this issue is to openly investigate how disabled 
women’s everyday lives can be understood. The conclusion might than be that disabled 
women are oppressed, but that is a conclusion, and not something which was seen as a 
previously known fact. In this study I will take into account and acknowledge the findings of 
earlier studies and at the same time have an open mind.101 And in the semi-structured 
interviews and when I analyze the data I had/have to be open-minded and manage my 
“prejudice”. 
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11:3 To write myself into my work 

Since I am inspired by feministic studies in this study, I will write myself into my work. To 
write oneself into the work is a way of enhancing the trustworthiness of a study. 

My parents died when I was in my teens. All that happened in my family made me later in life 
suffer from mental distress.  

In my teens I was interested in politics and was active in a youth organisation of a political 
party. In the late 90’s I started to study political science.  After I completed my Bachelor’s 
degree in Political science, I started to work for an umbrella organisation for disability 
organisations in Sweden, HSO, (Handikappföreningarnas Samarbetsorgan), as a lobbyist and 
in a user project. At that time I was also campaigning for a mental health organisation, and for 
a women disability organisation. During that time my interest for disability and women issues 
grew. I used my knowledge I gained at university when studying political science and 
sociology and my own experiences, to understand the oppression that people with impairment 
and women faces. Through a deeper knowledge about the society I lived in and how that 
society affected my life, I recovered from my mental distress. 

I have also recovered through my work; it gave me a meaning in life. After finishing working 
for HSO I worked for Arbetsförmedlingen, the Swedish Jobcentre Plus with rehabilitation and 
at Hyresgästföreningen, a tenants union organisation in Sweden, as a negotiator. Another 
reason for my recovery and gaining a good health has been regular exercise, eating a healthy 
diet, having control over my stress levels and social support from my close kin. So through 
my own recovery and my experience of health my interest for health issues and what gave 
raise to recovery grew. 

Currently I am studying disability studies part time at Halmstad University and working part 
time, and in autumn 2010 I will start my PhD in Disability studies at Lancaster University. 
My goal with my PhD is to continue the work that I have started with this study. 

Writing me into this work is a way of enhancing reliability for this study. By writing myself 
in this work, I hope I will give the reader a chance to reflect upon how the person I am, has 
affected my choice of purpose of study, my research questions and theoretical perspectives.   

11:4 Getting hold of and selections of participants 

In this study I have used different methods to get hold of women that would like to participate 
in my study. The reason why I have used different methods is because it has been very hard to 
find women who would like to participate in my study. I have lucky enough got hold of 
women that are feeling quite well and are passionate about changing society views on people 
with mental distress and therefore would like to talk to me about discrimination and health. 
Most women with mental distress are probably felling to unwell to participate and lack the 
energy of talking with a researcher for a long hour. If you have a hard time getting out of your 
flat or pay your bills on a daily basis, it must be a big obstacle to talk to a stranger for an hour 
or more. Furthermore, some women might a bit worried talking to a stranger about emotional 
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distressing subjects like experience of discrimination and health. It is always a problem to get 
hold of participants when you are touching emotional distressing subjects. It is a risk that you 
might end up without participants if the subject is “problematic”. 

In England I started with contacting the two mental health organisations I knew existed in the 
city. They told me to send in posters with information about the study and my contact details. 
Unfortunately I did not get hold of any participants through the posters and the mental health 
organisations. A colleague of mine at my part time work, had a landlady that was involved in 
the service user/survivor movement in the city, and I asked my colleague to approach her 
landlady about my study. I meet my colleague’s landlady at a café and explained my work 
and who I was. She was positive towards my research and agreed to participate. She told me 
that she also had some friends of her that might be interested in participating in my study. So 
through my colleagues’ landlady I get hold of another participant in England. So in total I 
interviewed two women in the city in England, who both were over the 60’s. 

Since I have been campaigning for a mental health organisation in Sweden and been working 
as a lobbyist for the umbrella organisation HSO, Handikappföreningarnas Samarbetsorgan, I 
had contacts that I could use in my search for participants. I started by contacting the mental 
health organisation I used to campaign for and sent my poster to them, and by doing that I get 
hold of two persons. I also contacted the director for NSPH in Sweden, Nationell samverkan 
för Psykisk hälsa, (NSPH is a national network for mental health organisations in Sweden.) 
and he sent out my poster to all the mental health organisations that was participating in the 
network in that particular city. By contacting NSPH and sending out my poster, a woman that 
had seen my poster contacted me and she also participated in my study. Finally I asked one of 
my friends that I knew had experience of severe mental health problems/mental distress and 
she has no experience of the service user movement. So in the city in Sweden I ended up 
interviewing four women. One of the women was in her late 20’s, another woman was 40 
years old and the remaining two women were in the early 50’s. 

11:5 Participants 

In this section I will present my participants. Through the interviews I got a glimpse from 
their lives and who they were, which I will inform you about below. Before starting the 
interview I asked all the participants to write down in the consent form which alias they 
wanted me to use when I was referring to them in the study. Some of the women did not want 
any alias. However, because I want to keep confidentiality of the women participating in my 
study I have despite their own wish to use their real names, given these women an alias. 

Panda is 52 year old woman living in a city in Sweden. She worked as a dentist nurse and she 
started also an education to become a driving instructor, but did not finish that course due to 
illness. In 1992 she became unwell and could not work any longer. She was diagnosed with 
OCD, Obsessive-compulsive disorder. She has a partner and she is very active in the service 
user movement in Sweden, and she thinks her health is generally quite good nowadays. 
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Tora is a woman living in a city in Sweden. She is 40 years old and she lives together with a 
female partner, and she has two children. Tora grew up in the northern parts of Sweden and 
her father was an alcoholic. She was engaged in political issues and in the trade union as a 
grownup, and she was a succcesful golf player.  In 1999 she suffered from a psychosis and 
she was diagnosed psychloid psychosis. Nowadays she is active in the service user movement 
in Sweden and is involved in a project which aim is to change people’s perception about 
mental health problems and people with mental distress. Her involvement in the project gives 
her wellbeing. 

Saga is a 28 year old woman, who lives with her two children and husband in a city in 
Sweden. At the moment she is on maternity leave due to a newborn child. Otherwise she is 
studying to become a teacher. She is diagnosed with social phobia, but thinks that she can 
handle her mental health problems nowadays quite well. Today she would say that her health 
is very good, and she is almost never sick. 

Cora is a woman in her 50’s and she lives in a city in Sweden and she has two grown up 
children and a grandchild. She became unwell in the end of the 90’s and was diagnosed with 
severe depression. Her latest work was as a librarian at a university in Sweden. She has been 
very active in politics, and nowadays is active in the service user movement in Sweden. Cora 
thinks her health is not good, but being active in the service user movement gives her 
wellbeing. 

Elisabeth is a woman in her 60’s and she lives in city in England, UK. She has two grown up 
children. She became unwell in the 80’s and was diagnosed bipolar disorder. But that 
diagnosis is as she expresses not the important thing about her. Nowadays she works as a 
researcher and she is committed to change the living conditions for people with mental health 
problems. 

Julia is 63 years old and lives in a city in England, UK. She has three children, all now adults. 
She is teacher by profession but do not work as that any longer. Nowadays she works as a 
mental health trainer at a mental health organisation in UK. She has a diagnosis of severe 
depression with psychological difficulties. Her purpose in life is to change the world, to make 
it a better place for people with mental distress.  

11:6 Interviewing 

I interviewed six women in total, four in Sweden and two in England and the interviews were 
semi-structured. Before meeting the women I created an interview guide with open and closed 
questions. It was mostly open general questions because I had in mind from the beginning to 
use narrative analysis on the interview material. The questions in the interview guide were 
based upon my research questions and the theoretical perspectives I am using in this study. I 
also created a consent form. Both the interview guide and the consent form are attached to this 
study in the appendix. 
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For each women I asked were they wanted to be interviewed, and they decided were we 
should meet. For some we met at their homes, in one occasion at my home and otherwise at 
the offices at the mental health organisations. We always sat by ourselves, without 
disturbance from others. 

Before starting the interview I asked them if they wanted any more information about the 
research, and if so I gave them more information. I am a bit worried that I have given them 
too much information about the study. But for me it was more important to be honest with 
them and provide them with so much information that they could do a fair decision about if 
they wanted to participate or not, even though the women might be biased before the 
interview. I also told them that they could stop the interview when ever they wanted and also 
that they did not have to answer all the questions I asked. Furthermore, I also told the women 
that they could withdraw their material when ever they wanted. I also asked if they wanted the 
transcription or not. All, except one woman wanted to see their interview in written form. 
Before starting the interview I also told them that I would record the interview with my IPod, 
and asked if that was ok, I also asked them if they could fill in the consent form before 
starting the interview. Furthermore, I would also inform the women that I would give them, 
somebody else they would mention and or organisations they would mention in the interview, 
confidentiality. 

My first questions were meant to ease up the situation and get a picture of whom these women 
were. After that I started to ask my questions that were more related to my study. Many of the 
women gave me rich and detailed statement, and the interview would last for more than an 
hour. But one of my interviews just lasted for about 14 minutes, even though I tried to prolong 
the interview. That meant that I could not use narrative analysis, and I had to consider a 
different method to use when analyzing the material. My last question in every interview was 
if they had anything to add or if they wanted to stress something. During the interview it was 
important for me to listen carefully and attentive to what the women were saying, and also to 
create an atmosphere of kindness were they could talk freely, and I asked follow up questions 
to get a deeper understanding of what the women told me. I think for three of the women it 
was a very pleasant experience for them to be interviewed by somebody that was attentive and 
sensitive to what they were saying. And also a bit of a revelation when I asked questions that 
gave them new interpretations about their experiences in life. Those interviews lasted also 
over an hour. 

The three other interviews lasted for about 27 minutes and one for about 14 minutes. I do not 
think that these women found the interview situation unpleasant but two of them said that they 
did not know what to say. So I did not get rich life stories from them. I have to respect that 
they did not know what to say. I tried though to create an interview situation which was 
pleasant for them and make it easier for them to talk freely. 

Some of my questions I asked had all of the women problems in understanding. It was 
questions about experience of a collective identity and health. I think I used a too academic 
jargon, so I had to rephrase the questions so they could understand the theme. I might have 
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influenced the women, making the material biased when it comes to these questions. 
However, since I have asked open ended general questions, I think my material in general is 
less biased. 

After the interview, many of the women were interested in who I was, or if they knew me 
what had happened in my life over the last couple of years. So in many cases I would sit with 
these women and tell them about myself. I also asked the two women in Oxford if they 
wanted any money for the interview, because the custom in the UK is to pay the person you 
are interviewing. It is a way of showing respect. I was unsure if I should ask the women in 
Sweden also if they wanted some payment or not. But I ended up not. I also told the women 
that they could contact me whenever they wanted if they had any more questions or would 
like to add something or other thoughts about them participating in the study. Before 
departing I always thanked them for the interview and tried to show them so much respect as I 
could. 

After the interview I would sit down and write my reflections about the interview that had just 
occurred. I had no possibility to do a pilot interview, but I think the interviews went quit well. 

11:7 Contexts 

To make sure that the women who participated in the study will remain anonymous, I have 
not revealed which two cities the women in study one and study two are living in, their real 
names, or any organisation they mention. I am though in the below section giving some 
details about the cities. Even though I am not to carry out a comparative study I want to 
provide the reader with contexts about these two cities. However, to prevent not to reveal the 
cities name I am not going to refer to any articles, books or webpage’s. So in this section there 
are no footnotes. 

This particular city in Sweden is a city. It has a city council, and it’s a county capital. The 
population of people born outside of Sweden in the city, is in the year 2009 21.4%. The city 
has universities. The rate of unemployment was on the 31st of October 2009 around 5.2%. in 
this particular city. The average income in the city was year 2008 274 914 SEK. That is in 
Pound around 24 000 per annum year 2008. The biggest employment industry in the city was 
in the year of 2007 sales and communications, followed by business, manufacturing, health 
care service, research and education and so on. The average life expectancy was between year 
2002 and 2006 in the city around 82 years for a woman and almost 78 years for a man. It is 
the county council who provides the inhabitants of the city with the health care and medical 
treatment they need. Several of the county council’s hospitals provide both emergency and 
planned treatment in a number of specialised fields, like for example mental health. Primary 
health care is responsible for healthcare and medical treatment that does not require the 
hospital’s special resources. Primary healthcare is mainly provided through health care 
centres that have for instance psychologists. Even though the county council is responsible for 
most of the health care, also the city is responsible for some health care like home health care 
service. 
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There are several mental health organisations and mental health service user organisations in 
the city. Most of these organisations have joined a network called NSPH, Nationell 
Samverkan för Psykisk Hälsa i, National Cooperation for Mental Health.  The aim of NSPH is 
to change the living conditions for people with mental distress through lobbying and 
campaigning. The local mental health organisations and mental health service user 
organisations in the city are also lobbying, but their main focus is though on peer-support and 
advocacy work. 

The city in England has a city council and it’s a county capital. The total population was 
estimated year 2008 to be 153.900 including over 30 000 full time students. Due to the large 
number of students, the city has a relatively young population. The city has  universities. By 
mid 2007 the city was estimated to have an ethnic minority population of 17. 2 %. 
Furthermore, the city has also the second highest population of people born outside the UK in 
the South East of England. Unemployment rates are around 4.9 % for the period April 2008 to 
March 2009, which is below the national average of 6.2%. The biggest employment industry 
in the city is the service sector, followed by the manufacturing, the tourism and the 
construction sector. Life expectancy in the city is 80.3 years and there are geographical 
inequalities in life expectancy. Men and woman from the least deprived areas can expect to 
live six years longer than those in the most deprived areas of the city. The main provider of 
publicly funded specialist mental health services is the Mental Health Partnership NHS 
(National Health Service in UK) Trust. The county council provides also mental health and 
social care services. Above these two secondary services you have also primary care services 
in the city, so called GP’s. GP’s, General Practioners are family doctors which are currently 
managed by Primary Care Trusts.  

The two biggest mental health organisations in the city are “Mental health Matters” and 
“Mind”. “Mental health matters” is a charity that exists to help anyone affected by mental 
distress. They provide advocacy support to people with mental distress and information 
regarding mental health and related topics. “Mind” is a charity based in the city and the 
county and part of the network of Mind association working for better mental health across 
England and Wales. Their aim is to promote good mental health through the provision of high 
quality services with active user participation and lobbying and campaigning for positive 
change. 

11:8 Transcribing the interviews 

When transcribing the interviews I would listen to the interview from the IPod and write 
down what was said on my computer. Each recording was transcribed in full. 

I am focusing on the manifest content in the interviews in this study and not on the latent 
information in the material. By focusing on the manifest content in the interview it has not 
been so important for me to insert in the transcription things like non verbal language. Non 
verbal language can be the interviewee pointing in a direction or for instance leaning forwards 
or backwards during interview. However, I have inserted laughs, sighs, questions, pauses and 
repetitions in the transcription. It has been important for me to reproduce word for word what 
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the women are saying, and also to be faithful to their style of voice. I have though, to make 
the material easier for the reader, given the transcription a more literary style. It has been done 
by inserting dots and commas. I have used the same method of transcribing on all the six 
interviews. 

I have given the women or somebody else the women are mentioning in the interview, 
confidentiality in the transcription. They same goes if they were mentioning any 
organisations.  

To enhance reliability when transcribing, it is good to let not just one person to transcribe the 
material. But since I am writing a paper on a master’s level and do not have resources enough 
to ask some one more to transcribe the material, it is hard for me to enhance reliability. 
However, almost every one of the women, except one who did not want to, has been given the 
chance to see a copy of their interview and had the possibility to give me feedback. None of 
the women that were sent a copy has given me suggestions of alterations. That is a sign that 
the transcription is accurate. 

Since I am focusing on the manifest content in the material and have not been inserting non 
verbal language in the transcription, and have tried to be faithful to the women’s style of 
voice, I would say that I have created a transcription that is suitable for my purpose of 
research. Furthermore, since I am going to use qualitative content analysis it is good to have 
written the whole interview word by word. So I would conclude that the validity therefore is 
high. I have created a transcription that is suitable for my research. 

11:9 Qualitative content analysis 

My initial intention was to use narrative analysis on the material. However, one of my 
interviews did not last for a long time, just about 14 minutes. So I did not get a rich narrative 
from her that I could analyse using narrative analysis. I could have left that interview and not 
used it in the study and kept my initial thoughts about using narrative analysis. But since I just 
get hold of six participants I decided it was important to keep them all, and look for another 
method which I could use on all of the interviews. 

Content analysis was first used as a method I the end of the 18th Century. It was primarily 
used as a method for analysing hymns, newspaper and magazine articles, advertisements and 
political speeches.102 Nowadays, content analysis has come into wide use as a research 
method, and it is widely used in health studies.103 Content analysis as an analytical approach 
ranges from impressionistic, intuitive, interpretative analysis to systematic strict textual 
analyses. The researcher chooses his/her specific type of content analysis approach, and that 
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approach varies with the theoretical and substantive interest of the researcher and the 
problems being studied.104  

Qualitative content analysis is defined as a research method for the: 

“….. subjective interpretation of the content of the text data through the systematic 
classification process of coding and identifying themes or patterns.”105 

The text-data might be in verbal, print or electronic form and might have been obtained from 
narrative responses, open ended survey questionnaire, interviews, focus groups, observations 
or print media.106 

Since my text-data is obtained through semi-structured interviews about health issues, and I 
am focusing on the content of the text-data, I would conclude that qualitative content analysis 
is an appropriate research method to use in this study. 

11:10 Analyzing the interview material  

In this section I will describe how I analysed the text-data that I have obtained. When 
analysing I was inspired by Philip Burnard’s method of thematic qualitative content analysis. 
His method is adapted from Glaser and Strauss’ “Grounded theory” approach and from 
various works on content analysis.107 Why did I choose Philip Burnard’s thematic qualitative 
content analysis as a method when analysing the text-data? Even though I am using different 
theoretical perspectives in this study, I have used more of an inductive approach when 
analysing the material than a deductive approach. The reason why, is that the theories I have 
used in this study are at a high level of abstraction. They are more of theories about the world, 
rather than theories used to generate hypothesis from. Furthermore, to investigate an 
unexplored subject as to whether a experience of collective identity promotes health, and if so 
how, needs an inductive approach. The theoretical perspectives used in this study were though 
used when I was interpreting the material. 

The aim of the analysis was to produce a detailed and systematic recording of the themes and 
issues addressed in the interviews and to link the themes and interviews together under a 
reasonably exhaustive category system.108 The first question you have to ask yourself when 
analysing, is to what extent it is reasonable and accurate to compare the utterances of one 
person with those of another? In this study, I took it for granted that it was a reasonable thing 
to do, but with one exception. I divided the text-data in two groups; study one, city in Sweden 
and study two, city in England, UK. I assumed it was reasonable to compare the persons from 
Sweden with each other, as well as I thought it was reasonable to compare the informant’s 
from England with each other. But, since the two studies were carried out in two different 
countries I thought it was reasonable to divide the material in two group’s country wise, and 
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to carry out two analyses. However, I used the same method; thematic qualitative content 
analysis on study one and study two. 

After dividing the printed text-data in two groups as mentioned above, I started to read each 
interview from study one, the city in Sweden. I made notes after each interview regarding the 
topics talked about. Then I read the interviews from Sweden again and notes were made about 
the general themes this time, within the transcripts. My aim was to become immersed in the 
data and become more fully aware of the “life world” of the informant. However, I read 
through the data again and when analysing the material this time I approached the material 
with my theoretical knowledge and my research questions in mind. I held my personal 
knowing, feelings and background in control. When reading through the third time I wrote 
down high order headings and categories to describe all aspects of the content, but excluding 
the “dross”. “Dross” is the issues unrelated to the topic in hand.109 I went through the list of 
high order heading and categories when reading the material the fourth time, to establish the 
degree to which the categories covered all aspects of the interviews and to produce a final list. 
Each transcript was worked through the list of high order headings and categories, and 
“coded” according to the list. I used coloured highlighting pens to distinguish between each 
piece of the transcript allocated to a high order heading and a category. After “coding” the 
material of study one I started writing up. I began with the first section and selected various 
examples of data that had been filed under that section, and offered a commentary that linked 
the examples together. I continued doing so until the whole study one was written up. When 
writing up I could see in the printed copies of the transcripts what verbatim examples I 
wanted to use, and go back to the transcripts saved on the computer and copy the verbatim 
example I wanted to use and paste it in to my writings. All the time when I was writing up I 
was open for the need to refer back to the “original” transcripts saved on my computer, so to 
speak stay closer to the original meanings and contexts. When I was writing up I chose to 
write the findings by using verbatim examples of the interviews to illustrate the various 
sections, and then after that write a separate section which linked the findings to the 
theoretical approaches and the research questions. When categorising the material I even 
categorised the dross so I could show what was not used in the analysis. So in order to 
illustrate what was not included in the analysis of the interviews, I offered an example of data 
that was not considered to add to the general understanding of the field under consideration. 

When analysing the text-data from study two, the city in England, I used the same method. 
However, after reading through the material from study two twice, I noticed I could use 
almost the same high order heading and categories that were used in study one. 

To check for validity I asked my supervisor to read through all of my transcripts from study 
one and study two and go through my high order headings and categories. After she had gone 
through my transcripts and my analysis we discussed if she and I had similar ways of 
analysing the transcripts. We concluded that the original high order heading and categories 
that emerged when I was analysing was reasonably complete and accurate. Due to limitations 
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in time and money there were no possibility  in returning to the people interviewed and asking 
them to read through the transcripts of their interviews and asking them also to write down 
what they saw as the main points that emerged from the interviews. 

11:11 Analytical generalisation 

There are different forms of generalisations, and in this qualitative study I have used 
analytical generalisation. I have built my generalisation on logic of statements. Through 
supportive data and argumentation, have my intention been to make it possible for the reader 
to judge the accuracy of my claim of generalisation in this study.110 However, I cannot claim 
any statistical generalisation in this qualitative research project, because of my purpose of the 
study, the research strategy and the amount of people participating in the study. 

11:12 Methodological considerations 

There are four main methods that a social science researcher can use when doing research; 
surveys, interviews, observation and analysing written material.111 An alternative approach to 
this particular study would be to use a combination of methods. A way forward for this study 
like this would be to combine quantitative methods with qualitative methods. The main reason 
to use mixed methods is to get a more comprehensive and complete picture of that what is 
studied. The material that is produced with different methods could complement each other, 
and through the use of a combination of methods you could compensate for any disadvantages 
of each method. One of the main problems when using mixed method though is that the time 
and cost of the research project increases.112 

It is very common for a Western country to carry out yearly public health surveys, so there 
could be a possibility of collaboration between this particular research project and the 
institution that carries out the public health survey. Through the collaboration there would be 
a possibility for adding some questions to the public health survey about experiences of 
discrimination and collective identity and health, and by doing that, saving money. To carry 
out a survey of your own is quite expensive. The questions being added about experience of 
discrimination would not be general questions about discrimination, but rather be more 
specific; Where did the discrimination occur, what kind of discrimination, when did it happen, 
with what intensity did the discrimination happen, how often has the discrimination occurred 
and how has the people handled the experience of discrimination?113Furthermore, all the 
different dimensions of a collective identity have to be addressed in the survey: self-
categorization, evaluation, importance, attachment and sense of interdependence, social 
embeddedness, behavioural involvement and content and meaning. For instance self-
categorization is essentially the precondition for all other dimensions of a collective identity, 
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and therefore an important facet of a collective identity. However, to simply ask participants 
about their collective identity in open-ended questions is not enough, because that do not 
provide information regarding whether the person sees herself as a prototypical group 
member at the centre or as a more marginal group member at the edge.114 These questions 
about experience of discrimination and collective identity would be placed in relation to 
different experience based health measures. 115 By doing so the relationship between 
experience of discrimination and collective identity and health could be pin-pointed. Through 
the use of a survey you could determine if there is a relationship, and how strong the 
relationship is between experience of discrimination, experience of collective identity and 
health by adjusting for age and long term illness. It would also be very interesting to find out 
how this facets of collective identity influence health. The problem though using a survey is 
that people with mental health problems tend to not answer surveys and that might be due to 
their mental impairments.116  

By using the public health survey you get a picture of the relationship between experience of 
discrimination, experience of collective identity and health. However, to get a deeper 
understanding of the individual’s experience of discrimination and collective identity and to 
understand the meaning of their answers in the survey, you need to carry out semi-structured 
interviews. The semi-structured interviews could be done using narrative analysis. To create a 
relationship of trust with the women interviewed using narrative analysis, the interviews 
would be repeated several times. If there would be enough time and money the women would 
be collaborative partners in the research project. To carry out a collaborative project with the 
women as partners is a way of handling the women’s vulnerable position, to handle the 
relationship of power asymmetry that exists for example between me as a researcher and the 
women as participants.  Furthermore, there are also epistemological reasons for having them 
as collaborative partners, namely that what we learn and how we learn will be different.117 

Since not much has done when it comes to experience of discrimination on the grounds of 
gender and disability and health, I see my study as groundbreaking. Furthermore, there is also 
not much done when it comes to experience of collective identity and health. By outlining   a 
research project as mentioned above with a combination of methods, I think you would get a 
comprehensive and a more complete picture of the experience of discrimination, collective 
identity and health, than I have had the possibility to carry out in this particular study. I have 
not had the time or money to carry out a more elaborated study as that mentioned above with 
mixed methods. The difficulties in getting hold of participants for this study and create trust 
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between me as a researcher and the participants may render it very difficult to carry out a 
Public health survey on this particular group in a more elaborated research project with mixed 
methods. In that respect I think my study was more adapted to the group of people I am 
studying. I took contact with the women, explained my study and then interviewed them at a 
place they felt comfortable in and gave them the possibility of reading the transcripts and the 
paper afterwards. From the beginning was my intention to use narrative analysis as a method 
when interviewing and analysing the material and that decision influenced the form of the 
questions asked to the women. However, just three of the six women gave accounts, rich life 
stories, which could have been analysed by using narrative analysis. The reason why the 
women did not give rich life stories may be due to lack of trust in the relationship between me 
and them. Therefore, it is very important to do repeat interviews and invite the women as 
collaborative partners in a future research project.  

11:13 Ethics 

Through the whole research project, I have always had ethical considerations in mind. I have 
followed the recommendations of professional codes of ethical practice that Vetenskapsrådet 
in Sweden have issued when it comes to research in the field of arts and social science. Their 
protection for the individual in research comes down to four basic rules: rule of information, 
rule of consent, rule of confidentiality and rule of use.  I have given information about the 
research project, the role of the participants and the conditions of participating in the research 
project. Furthermore, I have asked and received a written consent from the women 
participating in the project. The women have been given confidentiality in the study and I 
have kept the interviews hidden from others to see or to listen. And finally I have written 
consent from the participants on how to use the material that has been produced in this 
research project.118   I have also been influenced by the statement of ethical practice issued by 
the British Sociological Association, BSA 1994, 2002. In the below section I will display 
some of the ethical practises I have taken into consideration. 

The feminist disability scholar Karin Barron has argued that as a researcher you should 
always treat your research subjects as knowledgeable participants. That means that the 
researcher has to take into account their own position of power and be open to the nuances 
and possible interpretations of that witch the informant discloses.119 In this study I have 
adhered to her writings and approached my research subjects as knowledgeable participants 
and taken into account my own position of power. 

When it came to interviewing I asked each women where they wanted to be interviewed, and 
they decided were we should meet. For some we meet at their homes, in one occasion at my 
home and otherwise at the offices at the mental health organisations. We always sat by our 
selves, without disturbance from others. Before starting the interview I asked them if they 
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wanted any more information about the research, and if so I gave them more information. I 
am a bit worried that I have given them too much information about the study. But for me it 
was more important to be honest with them and provide them with so much information that 
they could do a fair decision about if they wanted to participate or not, even though the 
women might be biased before the interview. I also told them that they could stop the 
interview whenever they wanted and also that they did not have to answer all the questions I 
asked. Furthermore, I also told the women that they could withdraw their material whenever 
they wanted. I also asked if they wanted the transcription or not. Before starting the interview 
I also told them that I would record the interview with my IPod, and asked if that was ok, I 
also asked them if they could fill in the consent form before starting the interview. 
Furthermore, I would also inform the women that I would give them, somebody else they 
would mention and/or if they mentioned an organisation, in the interview confidentiality. 

During the interview it was important for me to listen carefully and attentive to what the 
women were saying, and also to create an atmosphere of kindness were they could talk freely, 
and I asked a  follow up questions to get a deeper understanding of what the women told me. I 
think for three of the women it was a very pleasant experience for them to be interviewed by 
somebody that was attentive and sensitive to what they were saying. After the interview, 
many of the women were interested in who I was, or if they knew me what had happened in 
my life over the last couple of years. So in many cases I would sit with these women and tell 
them about myself. I also asked the two women in study two, England if they wanted any 
money for the interview, because the custom in the UK is to pay the person you are 
interviewing. It is a way of showing respect. I was unsure if I should ask the women in 
Sweden also if they wanted some payment or not. But I ended up not. I also told the women 
that they could contact me whenever they wanted if they had any more questions or would 
like to add something or other thoughts about them participating in the study. Before 
departing I always thanked them for the interview and tried to show them so much respect as I 
could. 

A couple of weeks after the interview I sent the transcripts to almost all of the women, except 
for one that did not want to see her transcript. By doing that the women had a chance of 
reading through and contact me for feedback. None of the women came back to me regarding 
the transcripts. I have had some contacts with some of the women afterwards and told them 
about the progress of my work and also asked if they wanted a copy of my finished paper. 
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12. RESULT STUDY ONE, SWEDEN 

12:1 Introduction to result study one 

This chapter is about the results from study one, Sweden. To make the result part easier to 
read I will start each section of the result chapter with the high-order heading, the categories 
and subcategories, in a table. After that I will write up my findings using verbatim examples 
of interview to illustrate the various sections, and end the section by linking the findings to the 
research questions and the theoretical perspectives that has been used in this study. The 
verbatim examples from Sweden will first be presented in Swedish and I will italicize them. 
After presenting the Swedish verbatim examples I will translate them to English and italicize 
the translated English verbatim examples and use a smaller character size. The reason why I 
use smaller character size is so the reader does not mix up the Swedish verbatim example with 
the translated verbatim example. Even though I refer to a relationship between experience of 
discrimination and health and experience of a collective identity and health further on in this 
work, I always mean how the women perceive the relationship between experience of 
discrimination, experience of a collective identity and health. 

12:2 Experience of discrimination 

Table 1 

High order heading: Experience of discrimination 
Categories: Subcategories: 
Experience of discrimination (Gender)  

Experience of discrimination (Disability) 

Experience of discrimination on the grounds of 
disability. 
No experience of discrimination on the grounds 
of disability 

Experience of discrimination on the grounds of 
gender and disability 

Experience of discrimination on the grounds of 
gender and disability. 
No experience of discrimination on the grounds 
of gender and disability. 

 

All four of the female mental health service user/survivor had experienced discrimination on 
the basis of gender and disability, except for one woman who had just experienced 
discrimination on the grounds of gender. When they told me of these experiences, very often 
they gave an example of an experience of discrimination on the grounds of gender, and one 
experience on the basis of disability. Very seldom did they give me examples of situations 
where both discrimination on the grounds of disability and gender was experienced at the 
same time. So I have categorised the material regarding experience of discrimination in three 
categories under the high order heading “Experience of discrimination”. The categories are: 
“Experience of discrimination: Gender”, “Experience of discrimination: Disability” and 
“Experience of discrimination: Gender and disability”. The category “Disability” has two 
subcategories; “Experience of discrimination on the grounds of disability” and “No 
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experience of discrimination of the grounds of disability”. The same goes for the category 
“Experience of discrimination: Gender and disability” that also has two subcategories; 
“Experience of discrimination on the grounds of gender and disability” and “No experience of 
discrimination on the grounds of gender and disability”. 

12:2a Experience of discrimination: Gender 

The women in study 1 gave some examples of discrimination on the grounds of gender. 
Panda, very active in the service user movement gave following statement of discrimination 
on the grounds of gender that she had experienced in the service user movement in Sweden. 

 Panda: När det gäller kvinnor då om man tittar på handikapprörelsen då. Jag har väldigt 
svårt att förstå det här. Varför man lättare ser kompetensen hos en man än att man ser det 
hos en kvinna? För, för är det en man i rummet, eller när det, det är frågan om val till 
styrelser eller nåt sånt här. Så, fortfarande är det så männen man tittar på. 

Ann-Charlott: Hm 

Panda: Av nån konstig anledning. 

Ann-Charlott: Hur upplevde du under ditt eget (Ann-Charlott nämner en position.)? 

Panda: Ja, ju det var ju också lite märkligt, för när valberedningen; ”ja, det finns ingen 
(Panda nämner en position.), si och så” . Det var ju ingen som tänkte på mig. 

Panda: When it comes to women when you look on the disability movement. It’s hard for me 
understand this. Why is it easier to recognize the competence in a man then in a woman?  Because, 
when there is a man in the room, or when it comes to election to boards or something like that. It’s 
still the men you recognize. 

Ann-Charlott: Hm 

Panda: For some strange reason. 

Ann-Charlott: How was it during your own (Ann-Charlott mentions a position in a board for a 
mental service user organization in Sweden.) 

Panda: Yes, that was also a bit strange, because when the nominations committee said: “Yes, there 
is no one for (Panda mentions a position in a board for a mental service user organization in 
Sweden.) Nobody at the board gave a thought about me. 

12:2b Experience of discrimination: Disability 

Almost all the female mental health service user/survivor, except for one woman in study one 
gave examples of experience of discrimination on the grounds of disability. For instance Saga, 
now one maternity leave from her studying at university gave following example of 
experience of discrimination on the grounds of disability in upper secondary school: 
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Saga: Men så har jag faktiskt varit med om på gymnasiet kom jag ihåg specifikt vid ett tillfälle 
då, och då var det en lärare som satte sämre betyg på mig och sa då att det är det här som 
ligger dej i fatet. Att jag inte pratade och så. Och det var ju absolut ingen brist på kunskap. 
Utan jag kunde ju alltid det som efterfrågades. Men däremot så räckte jag aldrig upp handen 
och jag hade svårt att delta i gruppdiskussioner och allting sånt. Och då kom jag ihåg en 
utvärdering sen efteråt så skrev jag ett väldigt långt brev till den här läraren. Jag skrev att 
jag har social fobi och att det var, det var fruktansvärt jobbigt och att jag nån gång så 
lyckades jag verkligen pressa mig själv till att räcka upp handen och, men det räcker inte 
liksom en gång utan det kanske var något som dom inte såg en så stor prestation att göra det 
vid ett tillfälle för dom ser ju bara att nio av tio gånger så gör jag ingenting. Och då känner 
jag väl att de inte riktigt har funnits, det har inte riktigt funnits en förståelse för sånt, man har 
kanske inte vetat om det att det har varit på det viset. Det är inget jag har talat om heller. Det 
är ju ingenting man går omkring och basunerar ut så. 

Saga: But then I have really experienced at upper secondary school, I remember a specific 
occasion, and then a teacher gave me a bad grading and said it is this that is against you. That I 
did not talk and so on. There was absolutely no lack of knowledge. I had knowledge about 
everything that was asked for. But I never raised my arm to answer a question and I had a hard 
time participating in group discussions and everything. And then I remember an evaluation 
afterwards, I wrote a letter to this teacher. I wrote that I had social phobia and that it was, it was 
very hard, and when I occasionally managed to raise my arm to answer a question and, but it was 
not enough to do it occasionally, because they did not think it was something great about it raising 
your arm at one occasion, because they saw that I did not do it in nine times out of ten. And then I 
feel that there has not been, there has not been a real understanding for this, maybe they did not 
have knowledge about my situation. That is something that I have not told them about either. That 
is nothing you go around and noise abroad about. 

12:2b:1 No experience of discrimination on the grounds of disability. 

One woman, Tora said that she had not experienced discrimination on the grounds of 
disability because according to her, life is and was hard. She explains her perspective in 
following way: 

Tora: När det gäller, min, mitt psykiska funktionshinder, så. Näej, jag har alltid blivit 
jättetrevligt bemött. Jag tror att det för att jag själv har, har den inställningen. Att livet är 
tufft va. 

Ann-Charlott: Hm 

Tora: Livet är inte enkelt, och det kan ju bero på att man vuxit upp i en sån depressiv miljö va. 

Tora: When it comes to my, my disability, so. No, I have always been very nice treated. I think it 
has to do with, with my attitude. Life is hard, you know. 

Ann-Charlott: Hm 

Tora: Life is not easy, and that can perhaps have to do with me been brought up in a depressive 
environment, you know. 
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12:2c Experience of discrimination: Gender and disability 

It was just one woman that gave an example of an experience of discrimination on the 
grounds of gender and disability in the same situation, so called gendered disablism. None of 
the other women in study one Sweden gave an example of that. When I asked Cora about any 
experience of discrimination on the grounds of gender and disability she expressed following: 

Cora: Första gången jag var inlagd i (Cora nämner en stad i Sverige.) då. Då hade jag 
nyligen vart på bild i tidningen och då hade det nyligen stått om en av mina eh motioner till 
(Cora nämner en organisation.) årsmöte. Åh så jag tyckte i allmänhet så visste alla att jag var 
med i (Cora nämner en organisation.) och jag var aktiv. 

Ann-Charlott: Hm 

Cora: Men jag pratade om det inne på eh avdelningen då. Då kom det en vårdare som sa till 
mej att det är ingen här som tror på dig i alla fall. Det var väl klar diskriminering?  

Ann-Charlott: Hm 

Ann-Charlott: Vad gjorde du då i den situationen. Hur kände du då? 

Cora: Jag kände mig alldeles tagen alltså. Och det enda jag tänkte på var att jag hade 
medlemskortet i väskan iallafall. Så jag visade honom det, men det sa ju ingenting i stort sett 
mer än att jag var medlem. 

Cora: The first time I was cared for in a ward in (Cora mentions a town in Sweden.) then. Then I 
had been on a picture in a newspaper and they had recently written about my motion to (Cora 
mentions an organization.) annual meeting. So I thought everyone knew I was a member of the 
(Cora mentions an organization.) and was active. 

Ann-Charlott: Hm 

Cora: But I talked about it in the ward then. Then a nurse came and said to me that no one believed 
in me anyway. Wasn’t that a clear example of discrimination? 

Ann-Charlott: What did you do in that situation? What did you feel? 

Cora: I felt upset. The only thing I thought was that I had the membership card in my bag. So I 
showed him that, but it did not say much more than, that I was a member. 

12:2c:1 No experience of discrimination on the grounds of gender and disability 

It was just one woman that expressed that she had experience of discrimination on the 
grounds of gender and disability in the same time, so called gendered disablism, when I asked 
about experience of discrimination on the grounds of gender and disability. The rest of the 
women in study one did not give examples of experiences of discrimination on the grounds of 
gender and disability. 
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12:2d Linking the findings to theoretical perspectives and the research questions 

So in total all of the women have experienced discrimination on the grounds of gender and 
disability, except for one woman that did not experience discrimination on the basis of 
disability. However, these accounts are the women’s own accounts of experience of 
discrimination.  There is always the risk that the women mental health service users in study 
one have underestimated or overestimated their experience of discrimination. For instance 
Saga expresses in section 12:2b Experience of discrimination; disability, that she experienced 
discrimination on the grounds of disability in upper secondary school. But the reason might 
have been that the teacher just did not know that she was suffering from social phobia and 
gave her a lower mark because he interpreted her never raising her hand for answering a 
question as if she did not have enough knowledge. However, my focus in this study is on the 
women’s experience of discrimination and I am not going determine whether their 
experiences of discrimination are real experiences or not. 

Panda gave an account about experience of discrimination on a structural level in the mental 
health service user movement in section 12:2a Experience of discrimination; gender, and the 
Saga and Cora expressed experience of interpersonal discrimination. Scholar Carol Thomas is 
for instance focusing on the interpersonal discrimination, or as she expresses it as barriers 
which erect “restrictions” within ourselves, and thus place limits on our psycho-emotional 
well-being. She calls them the psycho-emotional dimensions of disability.120  

The women in study one gave few accounts about gendered disablism. That is interesting 
because there is a growing body of literature on the disabled women’s experiences that 
indicates that disability is always gendered. 121 Why did not the women in study one 
experience gendered disablism? One interpretation is that they did not experience much 
gendered disablism, and that the experience of discrimination on the grounds of disability was 
more dominant. However, almost all of the women were active in the mental health service 
user/survivor movement and they were not engaged in any project in their mental health 
organisations that were focusing on women or gender issues. Disability organisations in 
Sweden are quite masculine in both its organizational nature and its programme. Furthermore 
none of the women were now active in the women’s movement. The women’s movement in 
the Western world have failed to address the concerns of the disabled women, and sometimes 
even actively excluded them from participation in feminist events. 122 So I believe that the 
women active in the mental health organisations have developed a higher sensitivity when it 
comes to discrimination on the grounds of disability. All of the women were aware about 
feministic standpoints but it seems like the gender perspective is not as developed because 
they did not give so many accounts about discrimination on the grounds of gender and 
gendered disablism. 
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I would conclude that the findings above are in line with the social model of disability and 
feministic standpoints that maintain that we live in a society which is oppressive. Women’s 
and people with impairments are socially excluded and oppressed because of men and the 
“mentally and bodily able” superior position of power.123 

Why did one female mental health service user/survivor not experience discrimination on the 
grounds of disability? My interpretation is that it has to do with her perspective on life. 
According to her view life is hard, and can therefore include harsh treatment, but she would 
not label it as discrimination when it comes to herself. She knew about other people facing 
discrimination on the basis of disability and she is aware that the society is unjust. And she 
explains her perspective in following way after being asked if she had been discriminated on 
the grounds of disability: 

Tora: När det gäller, min, mitt psykiska funktionshinder, så. Näej, jag har alltid blivit 
jättetrevligt bemött. Jag tror att det för att jag själv har, har den inställningen. Att livet är 
tufft va. 

Ann-Charlott: Hm 

Tora: Livet är inte enkelt, och det kan ju bero på att man vuxit upp i en sån depressiv miljö va. 
Så att man har sett baksidan av livet hela tiden. Det har aldrig varit glättigt nån gång. Och då 
har man väl fått en annan inställning. Det tror jag är positivt med min uppväxt. 

Ann-Charlott: Hm 

Tora: Ja. Nej, så jag kan inte säga. Men jag mejlar dig i såna fall om jag kommer på nåt sånt 
att jag har blivit det. Men jag vet ju väldigt många som har blivit det. Men jag tror att det är 
min inställning helt enkelt. Hm, 

Tora: When it comes to my, my disability, so. No, I have always been very nice treated. I think it 
has to do with, with my attitude. Life is hard, you know. 

Ann-Charlott: Hm 

Tora: Life is not easy, and that can perhaps have to do with me been brought up in a depressive 
environment, you know. So you have seen the harsh side of life the whole time. It has never been 
easy. And then you get another perspective. That I think is positive with my upbringing. 

Ann-Charlott: Hm 

Tora: Yes. No I cannot say. But I will email you if I remember if I have been. But I know many who 
have been discriminated. I think it simply has to do with my perspective. Hm  
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This particular woman had also a hard time finding examples of experiences of discrimination 
on the grounds of gender in her own life, albeit she was fully aware of the injustice women 
faces in society. And she had been active to improve women’s life in Sweden earlier in her 
life. So even though one woman did not experience discrimination on the grounds of 
disability, I would say that the social model of disability is of relevance for this study, so is 
feministic standpoints. These female mental health service user/survivors have given 
examples of experiences of discrimination. I interpret it as they have felt discriminated on the 
grounds of gender and disability. 

12:3 Discrimination affected health? 

Table 2 

High order heading: Discrimination affected 
health? 

Categories: 
Discrimination has affected health. 
Discrimination has not affected health. 

 

Two of the female mental health service user/survivor felt that the experienced discrimination 
had affected their health, and the other two women did not feel that their experiences of 
discrimination had affected their health. So I have categorized the material following way: the 
high order heading is “Discrimination affected health?”, and the categories are 
“Discrimination has affected health” and “Discrimination has not affected health”. 

12:3a Discrimination has affected health 

Two women felt that their experiences of discrimination had affected their health. Saga 
explains that her experiences of discrimination had affected her health in following way: 

Ann-Charlott: Hur har dina erfarenheter av diskriminering som du nu har berättat för mig 
påverkat din hälsa? 

Saga: Ja, att eh….. Att det, om man har haft svårt att passa in så är det klart att man mår ju 
dåligt och jag har ju mått dåligt och varit väldigt deprimerad under många, flera perioder så. 
Ja, man har känt sig utanför helt enkelt. 

Ann-Charlott: The experiences you told me now about, about discrimination, how has that affected 
your health? 

Saga: Yes, eh…It has, if you have a hard time fitting in than it is obvious that you feel bad, and I 
have felt bad and been very depressed during many, many periods so. Yes, I have felt like an 
outsider. 
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12:3b Discrimination has not affected health 

Two of the female mental health service user/survivors that I interviewed told that the 
experience of discrimination had not affected their health. One woman, Cora once active in 
political parties and in the service user movement now, explained it in following way: 

Ann-Charlott: När du har erfarit dåm hära. När du erfar diskriminering på grund av genus 
och funktionshinder. Hur har det påverkat din hälsa i dåm fallen när du erfar diskriminering? 

Cora: Får jag såna grejor så blir jag förbannad. 

Ann-Charlott: Hm 

Cora: Så då reagerar jag genom att skriva ännu mer. Ha ha 

Ann-Charlott: When you experience this. When you experience discrimination on the grounds of 
gender and disability. How has it affected your health in these cases when you experience 
discrimination? 

Cora: When I come along such things I became furious.  

Ann-Charlott: Hm 

Cora: I react by writing even more. Ha ha ha 

12:3c Writing up the findings and linking them to the research questions 

Two of the female mental health service users in study one said that their health was affected 
by the discrimination that they had experienced. The other two women did not experience any 
affect on the health due to the experience of discrimination. So for two of the woman the 
health was affected by discrimination, and for the other two, the experience of discrimination 
did not have any affect. 

12:4 How has the experience of discrimination affected health? 

Table 3 

High order heading: How has the experience of discrimination affected 
health? 

Categories: 

Low self-esteem 
Depression 
Obstacle in the recovery process 

 

Two of the female mental health service user/survivor expressed that the discrimination they 
had experienced affected their health. One woman said that her self-esteem was lowered and 
she fell into depression for long periods. The other women said that the experience of 
discrimination was an obstacle in her recovery process from severe mental health problems. I 
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have categorized the material in following way: the high order heading is “How has the 
experience of discrimination affected health?” and the categories are “Low self-esteem”, 
“Depression” and “Obstacle in the recovery process.” 

12:4a Low self-esteem and depression 

Saga expresses in following verbatim example how her health was affected by discrimination: 

 Saga: Ja, att eh. Det här med genus så tycker jag väl att de har väl på något sätt, man har ju 
fått en föreställning om hur man förväntas vara. Och är det då att man förväntas vara eh lilla 
gumman så påverkar det ju naturligtvis självkänslan. Att då blir man ju en liten gumma så att 
säga och jag är också liten till växten, och de förstärker ytterligare det. Så ofta känner jag 
just det att, har jag verkligen nåt att komma med? Det har ju förstärkt både den sociala fobin, 
och det här med genus och min kroppsstorlek och allt det här hänger ju ihop faktiskt. Det spä 
ju på allting. Och sen det här med, med funktionshinder, det här med den sociala fobin så. 
Det har ju också påverkat min psykiska hälsa i allra högsta grad faktiskt. Att det, om man har 
haft svårt att passa in så är det klart att man mår ju dåligt och jag har ju mått dåligt och varit 
väldigt deprimerad under många, flera perioder så. Ja, man har känt sig utanför helt enkelt. 

Saga: Yes, eh. This with gender, I think it has in a way; you have got a perception about how you 
supposed to be. And if it is that you are supposed to be eh “little girl”, so it affects naturally your 
self-esteem. Then you become a “little girl” so to say and I am also quite small, and that 
exaggerates it. So very often I feel, do I have anything to contribute with? That has exaggerated the 
social phobia, and this with gender and my body size and everything is connected actually. It 
exaggerates everything. And then this with disabilities, this with the social phobia and so. It has 
affected my mental health very much. If, if you have a hard time fitting in than it is obvious that you 
feel bad, and I have felt bad and been very depressed during many, many periods so. Yes, I have 
felt like an outsider. 

12:4b Hindrance in the recovery process 

Tora, the other woman mental health service user/survivor that experienced that experience of 
discrimination affected her health, expressed following sentences regarding her health: 

Ann-Charlott: Men hu, hur skulle du säga eh att erfarenheten av diskriminering som du har 
varit med om, hur har det påverkat din hälsa. Hur skulle du 

Tora: Ja, jag tycker att det är riktiga. Dom är alltså, ja, jag tycker att. Det har gått åt otroligt 
mycket energi från mej för att försöka ”deala” med det. Och det har tagit mej mycket längre 
tid skulle jag vilja säga att komma dit jag är idag. Det har varit hinder helt enkelt. Ganska 
stora hinder. Jag tror inte att man tänker på det. 

Ann-Charlott: Hinder i din återhämtning? Skulle du uttrycka 

Tora: Ja, jag ser ju min återhämtning som en process. 

Ann-Charlott: But ho, how would you say that eh the experience of discrimination that you have 
experienced how has that affected your health? How would you 
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Tora: I think they are really. They are then, yes, I think then. It has demanded very much energy 
from me to try to “deal” with it. And it has taken me much longer time to reach were I am today, I 
would say. Simply, it has been hindrances. Quite big hindrances. I do not think that you generally 
think about it in that way. 

Ann-Charlott: Hindrances in your recovery? Would you phrase  

Tora, Yes, because I view my recovery as a process. 

12:4c Writing up the findings and linking them to theoretical perspectives and the research 
questions 

These two women mentioned above have both expressed how experiences of discrimination 
have affected their health in a negative way. Both of them have mentioned that they suffered 
from ill health due to the experienced discrimination. One way of interpreting the result above 
is that the ill mental health they are suffering from comes from their initial mental health 
problems. But research has shown that discrimination give raise to mental and bodily 
responses. According to Frankenhaeuser’s biopsychosocial model, psychosocial factors like 
perception of discrimination can give rise to stress in the individual. And when the person’s 
resources are insufficient in relation to a specific situation, the individual will lose their sense 
of control, which leads to chronic stress, and can result in ill health or diseases.124 Stress due 
to the experience of discrimination has shown affect the mental health, for instance in the 
form of depression, psychological distress, anxiety and poor well being.125 These two women 
have both expressed ill health in terms of experience of low self-esteem, depression and one 
of them expressed that the experience of discrimination has been hindrances in their recovery 
from severe mental health problems. So the experience of discrimination has according to 
these women affected their health in a negative way, by affecting their mental health. 

But stress can affect health in two ways, because the causal sequence can involve two routes. 
A direct route which means that stress produces change in the body’s physiology and/or the 
mental health as mentioned above. But stress can also cause ill health in an indirect route, by 
affecting health through the person’s behaviour. People who experience high levels of stress 
tend to increase, by their behaviour, their chances of becoming ill or injured. Furthermore 
those with high stress are more likely to eat high fat diets with less fruit and vegetable, 
exercise less, smoke cigarettes, consume more alcohol and have an impaired 
sleep.126However, none of the women in study one expressed that the stress due to the 
experience of discrimination had effected their behaviour with the result of becoming ill or 
injured, eating unhealthy diets, exercising less, smoking cigarettes and consume more alcohol 
and have an impaired sleep. I do not know how to interpret that result, it might have to do that 
I only asked one open ended general question about how experience of discrimination affects 
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health and they did not think about how stress can affect health in an indirect route. It might 
also have to do with that the issue of how stress affects behaviour might be sensitive to the 
women to talk about. Another way of interpreting it is that stress due to the experience of 
discrimination did not affect their behaviour, and the interesting question is in which situation 
do experiences of stress then affect behaviour? 

12:5 Why did not experience of discrimination affect health? 

Table 4 

High order heading: Why did not experience of discrimination affect 
health? 
Categories: 
Social support 
Coping style 

 

Two of the female mental health service user/survivor in study one expressed that the 
discrimination they had experienced did not affect their health. One woman explained that her 
social support from her partner was important, in that way that she could talk to him about the 
stressful situation she had encountered. When talking to him she could easier handle the 
experience of discrimination. The other woman explained that she when she encounters a 
situation she perceives is discriminatory she get furious and challenge. So I have categorized 
the result in the following way: The high order heading is “Why did not experience of 
discrimination affect health?” and the two categories “Social support” and “Coping style”. 

12:5a Social support 

When asked if the experience of discrimination affects health, Panda answers in following 
way: 

Panda: Nej, det vill jag nog inte påstå. Erfarenheten totalt sätt om man klarar av dom gör att 
man får skinn på näsan. 

Ann-Charlott: Hm 

Ann-Charlott: Det är din strategi lite grann. Det stärker dej snarare än och du  

Panda: Ja, i och med att jag har det stöd jag har. Jag är ju inte ensam jag har (Panda nämner 
ett namn.) och man kan prata och ventilera och så vidare. Och då, då är det ju lättare att 
hantera sånt. 

Panda: No, I would not say that. Experiences on the whole, if you can handle them, make you have 
a will of one’s own. 

Ann-Charlott: Hm 

Ann-Charlott: That is your strategy a bit. It rather strengthen you then and you 



69 

 

Panda: Yes, and because I have the support I have. I am not alone (Panda mentions a name.) and 
you can talk and ventilate and so on. And then, then is it easier to handle such things. 

For her the social support made it easier to handle the experience of discrimination, and that 
meant that it did not affect her health in a negative way. 

12:5b Coping Style 

The other female mental health service user/survivor that did not experience negative affect 
on her health, explained in following way the reason why; 

Ann-Charlott: Men, ehm så du, du har alltid känt nån sorts form av ilska. Du har agerat kan 
man säga? Du, du har aldrig. Det, det du har gjort i dåm här situationerna när du har känt 
diskriminering, du har alltid haft en ilska. En styrka, kan man säga, eller hur? Hur, hur skall 
jag förstå det? 

Cora: Eh, att jag ger svar på tal. 

Ann-Charlott: But, ehm so you, you have always felt some kind of rage. You have been active would 
you say that? You, you have never. What, What you have done in these situations when you have 
experienced discrimination, that you always have been furious. A strength, would you say, or? 
How, how should I understand it? 

Cora: Eh, that I give somebody tit for tat. 

So by replying back in different ways each time she felt discriminated in her life, by her 
active coping style, this woman expressed that the discrimination she had encountered did not 
affect her health. 

12:5c Writing up the findings and linking them to the theoretical perspectives 

Two of the four female mental health service user/survivor that I interviewed in study one 
expressed that the discrimination they experienced did not affect their health in a negative 
way. How come? One woman mentioned that the social support from her partner made it 
easier for her to handle an experience of discrimination. She could discuss the discriminatory 
encounter with him. The other women explained that she would become furious and reply 
back in different ways if she would experience discrimination. So through her active personal 
coping style she could handle the negative consequences of perceived discrimination on her 
health. Past research has revealed several variables that may moderate the link between 
perceived discrimination and health, for example social support and coping style, which the 
women’s experiences above have shown.  Another variable that may moderate the link 
between perceived discrimination and health are strong connection to a certain group identity, 
such as for example one´s ethnic or gender group.127 However, none of these women 
expressed that the experience of a collective identity as a female mental health service 
user/survivor had moderated the link between perceived discrimination and health.  
                                                           
127

 Pascoe, Elizabeth A. and Richman, Laura Smart: Perceived discrimination and health: A Meta-Analytic 

Review: Psychological Bulletin 2009: Vol. 135, No. 4: P. 533 



70 

 

The other two women in study one gave no account how they handled the experience of 
discrimination. They just expressed as I mentioned above that the experience of 
discrimination had a negative impact upon their health. They might have handled the 
experience of discrimination in a hurtful way by blaming themselves or through denial.128  

12:6 Do they experience a collective identity as a female mental health service user/survivor? 

Table 5 

High order heading: Do they experience a collective identity as a female mental 
health service user/survivor? 
Categories: 
Do experience a collective identity as a female mental health service user/survivor. 
Do not experience a collective identity as a female mental health service user/survivor. 

 

When asking the women regarding their experience of an identity as a woman mental health 
service user/survivor, they did not understand the question. So I had to rephrase the question 
and explain how I meant. Still some women understood the question in a different way. They 
were referring to their self-identity instead and they did not understand identity in a collective 
way. So therefore I had two women that did experience a collective identity as a female 
mental health service user/survivor and one woman that just experienced a self-identity as a 
“woman” and one woman that both experienced a collective identity as a woman mental 
health service user/survivor and a self-identity as a “boy-girl”. So I have categorized the 
material following way: The high order heading is “Do they experience a collective identity 
as a female mental health service user/survivor” and the two categories are “Do experience a 
collective identity as a female mental health service user/survivor” and “Do not experience a 
collective identity as a female mental health service user/survivor” 

12:6a Do experience a collective identity as a female mental health service user/survivor 

Two of the women did not initially understand the question so I had to rephrase it and tried to 
explain the question, and then they understood and expressed that they had an experience of a 
collective identity as a female mental health service user/survivor. The third woman 
understood the question immediately and told me she had an experience of a collective 
identity as a female mental health service user/survivor. I asked one of the women regarding 
her identity and she expresses following sentence: 

Panda: Ja, det gör ju den i och med att man får insikt om man säger det här att man inte är 
ensam om sina problem. 

Panda: Yes, it does that because you get an insight that you are not alone with your problems. 
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12:6b Do not experience a collective identity as a female mental health service user/survivor 

One of the four women expressed that she did not have an experience of a collective identity 
as a female mental health service user/survivor. She viewed herself foremost as a “woman”. 
Another woman expressed that she had an experience of a collective identity as a female 
mental health service user/survivor, but expressed also an experience of a self-identity as a 
“boy-girl”. Saga expresses her view about identity in following way: 

Saga: Det hänger ihop som sagt det där med att föda barn, att föda barn, att få barn är något 
som är, något slag mänskligt på sätt och vis. Och då blir det. Då har jag kanske förskjutit mig 
mer åt att bara vara kvinna än att vara kvinna med funktionshinder. Så menar jag. Det blir 
mer en förskjutning där jag tycker att jag kanske lägger mer fokus på att vara kvinna nu än 
att vara kvinna med funktionshinder.  

Saga: It’s connected as I said, that to give birth to a child, to give birth to a child, to have children 
is something, something human about it. And then it becomes. Then I have shifted being more just a 
woman than being a woman with mental health problems. That is what I mean. There is a shift 
were I think I am focusing more about me being a woman than being a woman with mental health 
problems. 

12:6c Writing up the findings and linking them to the research questions and theoretical 
perspectives 

Three of the women expressed that they had an experience of a collective identity as a female 
mental health service user/survivor and one woman expressed that she did not. The first 
obvious element of a collective identity is a subjective claim or acceptance by the person at 
stake of belonging to particular social group/groups. The person can see the self as a 
prototypical group member at the centre or as a more marginal group member.129However, the 
women did not modulate their answers, and that might be a response to my question. I did not 
discuss the issue with the women regarding their experience of a collective identity as female 
mental health service user/survivor. 

The woman that did not experience a collective identity expressed experiences of an 
individual self-identity as a “woman” instead. One of the women that did experience a 
collective identity as a female mental health service user/survivor expressed also an 
experience of a self-identity as a “boy-girl”. So the answer on the research question is not 
straight forward. Some of the women experience a collective identity as a female mental 
health service user/survivor and one woman, Saga did not.  How do you explain that? And 
Tora expressed an experience of both a female mental health service user/survivor and a 
“boy-girl”. How do you explain that too? 
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First of all I think almost all of the women had a hard time understanding my questions about 
their experience of an identity as a female mental health service user. Some understood the 
question as if I was asking about their public identity, or in other words about their 
ontological status of being. For example Tora answers my question about identity in 
following way: 

Tora: Jag vill inte. Alltså det där ju väldigt. Jag tror inte riktigt att jag till fullo tar in det. Det 
finns ju läkare nu som säger att jag har schizoaffektiv syndrom. Det kan man också kalla för 
psykloid psykos. Och en del läkare säger att jag kommer aldrig att bli bra. 

Tora: I don’t want to. That is very. I don’t think I really comprehend it. There are some doctors 
who say that I have schizoaffective syndrome. You can also term it as psycloid psychosis. And some 
doctors say that I will never get well. 

So for some women I had to rephrase the question and try to explain the question. Still some 
did not understand the question as I intended it. They understood the question in a rather 
essential, categorical way.  

Saga understood the question first as if I was asking about her ontological status of being. 
After discussing identity with me for a while she starts talking about who she thinks she is her 
self-identity. This verbatim example has been used before in this study: 

Saga: Det hänger ihop som sagt det där med att föda barn, att föda barn, att få barn är något 
som är, något slag mänskligt på sätt och vis. Och då blir det. Då har jag kanske förskjutit mig 
mer åt att bara vara kvinna än att vara kvinna med funktionshinder. Så menar jag. Det blir 
mer en förskjutning där jag tycker att jag kanske lägger mer fokus på att vara kvinna nu än 
att vara kvinna med funktionshinder.  

Saga: It’s connected as I said, that to give birth to a child, to give birth to a child, to have children 
is something, something human about it. And then it becomes. Then I have shifted being more just a 
woman than being a woman with mental health problems. That is what I mean. There is a shift 
were I think I am focusing more about me being a woman than being a woman with mental health 
problems. 

The boundary separating disabled and non-disabled is not sealed or fixed, because an 
accident, an injury at work, and the onset of a chronic illness can propel the non-disabled 
person into the world of “the disabled”, at any time. Disability studies writers have point out 
that being “able-bodied” is for most people only a temporary state.130 And for instance, a 
person with mental health problems/mental distress can have a major incident with mental 
health problems and then totally recover from the mental health problems. So the boundary 
separating disabled and non-disabled is not sealed or fixed. So using a categorical, essential 
perspective on identity in this study is not relevant. Saga who says that she can handle her 
mental health problems, and is now focusing on her being a woman and not experiencing a 
collective identity as a female mental health service user/survivor, is a good example for not 
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using a categorical perspective on identity. And she has never been active in the mental health 
service user/survivor movement or the women’s movement either. (However she thinks 
though today’s society is deeply unjust for women and people with impairments.) So being or 
have been a person with impairment does not mean that you automatically experience or 
experienced an identity as a mental health service user/survivor. Saga is emphasizing her 
identity as a “woman” since giving birth to her two children. For her giving birth is also 
something human that transcends her feeling of difference. Saga’s experiences show that 
identity is both socially produced and self-constructed. Furthermore, her example shows the 
importance of a non-reductionist materialist ontology of the body. Or as Carol Thomas 
phrases it, identity is: 

 “on the one hand forged in the interactions between one’s “real” body and the “real” physical 
and social environments in which it exists, and on the other hand has the capacity to act as a 
force upon and for itself.”131  

So the self is being socially produced but the psyche can receive something from the outside 
and create something different. The self is not passively constructed nor “read off” from 
particular categories or attributes which appear to describe ones social status. Neither is the 
self a fiction or an imaginary quality in constant state of instability.132 

However, even though I have interpreted it that Saga is expressing a self-identity as a 
“woman”, her experiences can also be seen as a kind of collective identity, the collective 
identity of becoming a mother and give birth and raise children. For her giving birth is 
something human that transcends her feeling of difference. I have though interpreted her 
experiences foremost as an expression of an individual identity and her experiences is not of a 
collective identity for example as a female mental health service user/survivor. The reason 
why, is that when she was expressing about her self-identity as a “woman” none of the 
different dimensions of a collective identity was mentioned. However, she did though express 
a subjective claim of belonging to the group women who have given birth. 

And what about Tora, that both experienced a collective identity as a female mental health 
service user/survivor and “boy-girl”? She acknowledged her mental health problems and 
being born as a woman and what kind of social implications that has in the Western society. 
That made her for instance active as well in the mental health service user movement and 
once in the women’s movement in Sweden. But she challenges also the public identity of how 
a woman in the Western society should be:  

Tora: Alltså pratar man kön va, vilket vi gör nu alltså. Manligt och kvinnligt då. Och man 
känner sej liksom som en pojkflicka eller bara som Anneli. Så när uppstod och vad hände och 
varför liksom.  

Ann-Charlott: Det är frågor som du ställer dej ofta? 
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Tora: Nej, jag gjorde det när jag var väldigt dålig. Nu känner jag bara så här att. Jag har gett 
mej själv rätten att uttrycka mej själv så som jag tycker att jag vill. 

Tora: So then when you talk about gender, you know, as we do know. Masculinity and womanliness 
then. And you feel as a “boy-girl” or just as Anneli. So when occurred and what happened and 
why, you know. 

Ann-Charlott: Is it questions you ask yourself very often? 

Tora: No, I used to do that when I was feeling very bad. Nowadays I just feel as. I have given 
myself the right to express myself as I wish. 

In these verbatim examples Tora shows the capacity to act as a force upon and for herself. In 
other words she receives something from the outside and makes it her own, creating 
something different. Tora’s experiences shows that the self is not passively constructed. 

12:7 What kind of self-identity do the women experience? 

Table 6 

High order heading: What kind of self-identity do the women 
experience? 
Categories: 
As a “woman”. 
As a “boy-girl”. 

 

Two of the women expressed experiences of different kinds of self-identity than a experience 
of a collective identity as a female mental health service user/survivor, so I have categorized 
the material in following way: The high order heading is “What kind of self-identity do the 
women experience” and the categories is “As a woman” and “As a boy-girl.” 

12:7a As a “woman” 

When asking Saga about her identity she starts talking about her giving birth to her children. 
This verbatim example was used before in this study. 

Saga: Det hänger ihop som sagt det där med att föda barn, att föda barn, att få barn är något 
som är, något slag mänskligt på sätt och vis. Och då blir det. Då har jag kanske förskjutit mig 
mer åt att bara vara kvinna än att vara kvinna med funktionshinder. Så menar jag. Det blir 
mer en förskjutning där jag tycker att jag kanske lägger mer fokus på att vara kvinna nu än 
att vara kvinna med funktionshinder.  

Saga: It’s connected as I said, that to give birth to a child, to give birth to a child, to have children 
is something, something human about it. And then it becomes. Then I have shifted being more just a 
woman than being a woman with mental health problems.  That is what I mean. There is a shift 
were I think I am focusing more about me being a woman than being a woman with mental health 
problems. 
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So for Saga, she is not experiencing a collective identity as a female mental health service 
user/survivor but rather she experiences a self-identity as a “woman”. 

12:7b As a “boy-girl” 

Tora discussed quit a lot about identity. She experiences beside a collective identity as a 
female mental health service user/survivor a self-identity as a “boy-girl” and explains it in 
following way: 

Tora: Och jag har träffat väldigt många som har vart i en könsförvirring i sej själv. Då kan 
man naturligtvis koppla in psykologin, utvecklingspsykologin. ”Ja, men du har inte kommit 
förbi den fasen”, och ja du vet det finns massa olika teorier om allting. Men det är intressant 
ändå om man är född som, om man är född. Om man är född som en pojkflicka. Kanske det 
inte är så konstigt att ens mamma blev neurotisk när jag föddes, och fick nojan hur jag ska 
hantera den här flickan. Som inte va en sån flicka som jag ville ha. Eller hon kanske inte ville 
ha en flicka. Det var kanske där som roten till alltihopa att hon önskade sig en pojke och fick 
en flicka. 

Ann-Charlott: Hm 

Tora: Och då blev det konflikten i mej sen i mitt liv. Jag är ingen pojke, min mamma älskar 
inte mej. Jag är en flicka. Och förnekelsen av den kvinnliga sidan. 

Tora: And I have met a lot of people which has been confused regarding their sex in their selves. 
Then you can link that to psychology, development psychology. Yes, “you have not developed 
beyond this phase”, yes you know there is lot of theories about everything. But it’s interesting 
though if you are born as, if you are born. If you are born as a “boy-girl”. It is not strange maybe 
that your mother became neurotic when I was born, and did not know how to treat me. Because I 
was not that kind of girl she wanted. Or maybe she did not want to have a girl. Maybe that is the 
clue to everything she wanted a boy and got a girl. 

Ann-Charlott: Hm 

Tora: And that became the conflict in me in my life then. I am not a boy, my mother does not love 
me. I am a girl. And the denial of the woman in me. 

So Tora experience herself both as a female mental health service user/survivor and a as “boy-
girl”. 

In the above verbatim example Tora expressed an experience of an individual self-identity as 
a “boy-girl” and how it can be explained according to her. 

12:7c Writing up the findings and linking them to theoretical perspectives. 

These two women had different perspectives on their experiences of self-identity. One of 
them did not experience herself at all as a female mental health service user/survivor but 
rather as a “woman”. The other woman did recognize an experience of a collective identity as 
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a female mental health service user/survivor but also had experiences of an identity as a “boy-
girl”.  

I have had some problems with the answers regarding experiences of identity and I think it 
has to do with how I phrased the questions about identity when interviewing the women. 
However the answers I have got regarding experience of individual identity show that an 
essentialist, categorical perspective on identity is not relevant in this study and that identity is 
reflexive. 

12:8 Has an experience of an collective identity as a female mental health service 
user/survivor affected health? 

Table 7 

High order heading: Has an experience of a collective identity as a female mental health service 
user/survivor affected health? 

Categories: 
An experience of a collective identity as a female mental health service user/survivor has affected 
health. 
An experience of a collective identity as a female mental health service user/survivor has not affected 
health. 

 

Three of the woman expressed that an experience of a collective identity as a female mental 
health service user/survivor had affected their health. One woman said that it did not, and she 
expressed also that she did not experience a collective identity as a female mental health 
service user/survivor. So I have categorized the material in following way: The high order 
heading is “Has an experience of a collective identity as a female mental health service 
user/survivor affected health?” and the two categories are “An experience of a collective 
identity as a female mental health service user/survivor has affected health” and “An 
experience of a collective identity as a female mental health service user/survivor has not 
affected health”. 

12:8a An experience of a collective identity as a female mental health service user/survivor 
has affected health 

Three of the woman as mentioned above expressed that an experience of a collective identity 
as a female mental health service user/survivor had affected their health. Accordingly to 
Anneli it had given her wellbeing: 

 Tora: Men, ja, alltså jag är ju jätteengagerad. Alltså nu är jag inte engagerad i kvinnofrågor 
och sånt längre. Utan nu är jag jätteengagerad i psykisk ohälsa. Och frågor som rör det och 
samhällsutvecklingen. Och jag har försökt att vara med på alla möjliga plan i Sverige som 
går. Och jag pratade om Facebook förut och det är också väldigt bra.  

Ann-Charlott: Hm 
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Tora: Så jag är med i en del danska och norska grupper å. Jag försöker liksom att, att utbyta 
erfarenheter med alla möjliga mänskor. Och det tycker jag. Det ger mycket. Och samtidigt är 
det annorlunda för det är ingenting som man liksom läser in sig på. Utan man har det, och 
man, man är i det. Det är skillnad så, det är märkligt så, det är en märklig karriär som man 
gör nu i, i en annorlunda genrer.  

Ann-Charlott: Och det ger dig välmående? 

Tora: Hm 

Ann-Charlott: Hm 

Tora: Det är klart att alla människor behöver. Jag tänker på det här begreppet kasam, eller 
kasam som en del säger, med Antonovsky. Det handlar om att hitta sin plats, och känna att 
man finns och verkar i ett sammanhang. Och det tror jag att jag alltid ha behövt.  

Ann-Charlott: Hm, och du har funnit det sammanhanget nu? 

Tora: Ja, fast det gjorde jag innan med när jag jobbade med kvinnofrågor. 

Tora: Yes, but so then I am very committed. So then, now I am not committed in women issues and 
such things anymore. But know I am committed in mental health issues. And issues concerning that 
and the development of society. And I try to be active on as many different levels as I can in 
Sweden. And I talked about Facebook before and that is also very good. 

Ann-Charlott: Hm 

Tora: So I am participating in some Danish and Norwegian groups as well. I try to, you know, to 
exchange experiences with a lot of different people. And I think that. It gives me a lot. And at the 
same time it is different because it is not something you can learn by reading. But rather you have 
it, or you, or you are in it. So it is different, it is remarkable; it is a remarkable carrier that I am 
pursuing, in, in a different genre. 

Ann-Charlott: And that gives you wellbeing? 

Tora: Hm 

Ann-Charlott: Hm 

Tora: That is obvious, that all people need. I think about the term kasam, or kasam as some people 
pronounce it, Antonovsky. It is about finding your place, and feel that you are in a context.  And 
that I think I have always needed.  

Ann-Charlott: Hm, and you have find your place now? 

Tora, Yes, but I did that also before when I worked with women issues. 

So three of the women expressed, that an experience of a collective identity as a female 
mental health service user/survivor had affected their health in a positive way.  
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12:8b An experience of a collective identity as a female mental health service user/survivor 
has not affected health 

One woman said though that an experience of a collective identity as a female mental health 
service user/survivor did not affect her health.  

Ann-Charlott: Kan du berätta om en erfarenhet av en identitet som kvinna med psykiskt 
funktionshinder, om den erfarenheten av en identitet som kvinna med psykiska 
funktionshinder påverkat din hälsa på något sätt? 

Saga: Min psykiska hälsa? Eller både och? 

Ann-Charlott: Både och. 

Saga(2.0): Nej, jag kommer inte på någon erfarenhet som har förbättrat. Snarare så handlar 
det om att jag just har lärt mig att bemästra, att liksom hantera det. Men inte en erfarenhet 
som förbättrat så. 

Ann-Charlott: Can you tell me if an experience of an identity as a woman mental health service 
user/survivor, if that experience of an identity as a women mental health service user/survivor has 
affected your health in any way? 

Saga: My mental health? Or both? 

Ann-Charlott: Both 

Saga (2.0): No, I cannot recall any experience that has promoted. Rather it is about, that I have 
learned to handle, to handle it. But not an experience that has then promoted. 

Saga did not express that an experience of a collective identity as a female mental health 
service user/survivor had affected her health.  

12:8c Writing up the findings and linking them to the research questions. 

Three of the four women expressed that an experience of a collective identity as a female 
mental health service user/survivor had affected their health. These three women in study one 
had also an experience of a collective identity as a female mental health service user/survivor. 
Their personal responses of their experience of mental distress was to actively identify as a 
female mental health service user/survivor and being active in the mental health service user 
movement or the women’s movement earlier in their lives. The experience of a collective 
identity as a female mental health service user/survivor had affected their health positively. 

One woman though did not express that an experience of a collective identity as a female 
mental health service user/survivor had affected her health. I believe the reason why is 
because she understood the question in a different way from my way of interpreting it. Even 
though I tried to rephrase the question she still did not understand the question as I intended it. 
She understood it as if I was asking about her public identity, about her ascribed identity. 
Furthermore, even though she once had mental health problems, it does not automatically 
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mean that you experience a collective identity as a female mental health service user/survivor 
and join the mental health service user movement or the women’s movement. Saga 
experiences a self- identity as a “woman” instead and she does not experience a collective 
identity as a female mental health service user/survivor. One way of interpreting the result is 
that she does not want to acknowledge devalued group identities like being a woman or being 
impaired. However, I do not believe that is the case since she is emphasizing a self-identity as 
a “woman” and she is aware of that the Western society is unjust for women and people with 
impairments.  

12:9 Has an experience of a self-identity as a “woman” or a “boy-girl” affected health? 

Table 8 

High order heading: Has an experience of a self-identity as a “woman” or as a “boy-girl” 
affected health? 

Categories:  
The experience of a self-identity as a “woman” or as a “boy-girl” has affected health. 
No self-identity as a “woman” or as  a “boy-girl”. 

 

Saga expresses that an experience of a self-identity as a “woman” has affected her health and 
Tora expresses that both a collective identity as a female mental health service user/survivor 
and a self-identity as a “boy-girl” has affected her health. The other two women in the study 
did not mention another experience of an identity besides the experience of a collective 
identity as a female mental health service user/survivor. So I have categorized the material 
accordingly: The high order heading is “Has an experience of a self-identity as a “woman” or 
a “boy-girl” affected health?” And the categories are “The experience of a self-identity as a 
“woman” or a “boy-girl” has affected health” and “No self-identity as a “woman” or “boy-
girl””. 

12:9b The experience of a self-identity as a “woman” or a “boy-girl” has affected health 

Saga expresses that an experience of an identity as a woman has affected her health in 
following way. Saga had a history of suffering from social phobia. 

Saga: Ja, alltså det har ju gjort att faktiskt att eh. Jo, faktum det har gjort att jag har känt mig 
lite mer normal faktiskt. Och på så sätt har funktionshindret har ju blivit eh mindre påtagligt 
då eftersom man har gjort något som andra gör. På något sätt fått nån slags gemensam 
nämnare där. Och sen så har jag också, eftersom jag har kunnat hantera det. Kunnat hantera 
att vara i många sociala situationer så, så har ju det faktiskt blivit lättare i andra situationer 
också.  För då vet att jag har klarat av det där. Och jag kan agera normalt inom 
citationstecken eh och då borde jag klara det här också. Sen är det fysiskt så att genomgå 
förlossningarna var också en sån sak. Kan jag göra det så kan jag göra annat också. Jag har 
blivit mycket starkare som kvinna. 
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Saga: Yes, so then actually it has resulted in eh. Yes, the fact is that is have made me feel more 
normal actually. And in that way has my disability become less obvious, because I am doing things 
that others do. And in that way we have something in common there. And then I have also then, 
because I can handle it. I can handle it in many social situations; it has also become easier in other 
situations too. Because I then know that I can handle this. And I can act normal in quotation marks 
eh and then I should handle this other situation as well. Then it is physical to go through a 
childbirth that was also one thing. Can I do that can I also do other things as well. I have become 
stronger as a woman. 

So Saga’s experience of becoming a mother and giving birth has made her focusing on a self-
identity as a “woman” and a parent.   

Tora expresses that besides her experience of an identity as a woman mental health service 
user/survivor she has an experience of an identity as a “boy-girl” and that has affected her 
health in following way: 

Ann-Charlott: Och allt det här du pratar om är en process i återhämtning? 

Tora: Hm, visst. Att, att bygga mej ett nytt jag. Ett äkta jag. 

Ann-Charlott: Hm 

Tora: Inget jag som är uppbyggt på an, andra människor runt i kring eller nåt som jag har 
apat efter. Ja, alltså så lite det går i alla fall. Utan jag gör medvetna val. Vill jag klä mej i 
manliga kläder så klä jag mej i manliga. Ja, bryr mig inte om att jag är kvinna som tar på mej 
manskläder. Jag definierar det inte längre så, utan jag känner det att vill jag detta. Så vill jag 
detta. Och vill jag uttrycka mej så eller vill jag säga så. Alltså jag är inte längre en slav under 
normer på samma sätt som jag har varit förut. 

Ann-Charlott: Everything you are talking about here is a process in recovery? 

Tora: Hm, sure. To, to build myself a new me. An authentic me. 

Ann-Charlott: Hm 

Tora: Nothing that is built with influenced by ot, other people around me or something that I have 
copied from others. Yes, as little as it is any way possible. Instead I do conscious choices. If I want 
to dress in manly clothes so then I dress in manly clothes. I do not care if I am a woman that 
dresses in men clothes. I do not define it like that any longer, but instead I feel that I want this. 
Then I want this. And if I want to express myself in that way or speak in that way so. So then I am 
not a slave under norms any longer in that way I used to. 

In an attempt to recover from her sufferings of mental health problems/mental distress, Tora 
has “built” an authentic me.  

12:9c No self-identity as a “woman” or  a “boy-girl” 

The other two women in the study did not mention any experience of any other identity 
besides the collective identity as a female mental health service user/survivor. 
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12:9d Writing up the findings 

Saga and Tora expressed that their experience of a self-identity as a “woman” or as a “boy-
girl” had affected their health in a positive way. However they have chosen different ways in 
their identity processes. Saga’s experience of becoming a mother and giving birth has made 
her focusing on a self-identity as a “woman”. To go through childbirth and handle 
motherhood has made her self-esteem rise, which has improved her mental health.  That made 
her realize that she also has the power to handle her mental impairment and she is now not 
focusing on her impairment any longer. The feeling of having something in common with the 
rest of the society in having given birth has made her feel less different. She is emphasizing 
her self-identity as a “woman” now and has become much stronger as a woman. Sagaa’s way 
of experiencing health has as I interpret it, not been by embracing difference but rather to 
“normalize”. 

Tora have chosen a different path by embracing difference in her process in building her self-
identity as a “boy-girl”. In an attempt to recover from her sufferings of mental health 
problems/mental distress, Tora has “built” an authentic me. That has meant that she broke free 
from norms and created her self-identity as a “boy-girl”. That process in “building her a real 
me” have made her experience health and wellbeing. Tora has experienced health by as I 
interpret it, embracing difference. The other two women in this study did not express any 
other experiences of identity besides the experience of a collective identity as a female mental 
health service user/survivor. 

12:10 How has an experience of an collective identity as a female mental health service 
user/survivor affected health? 

Table 9 

High order heading: How has an experience of a collective identity as a female mental health 
service user/survivor affected health? 

Categories: 
Wellbeing and a sense of wholeness as a human being. 
Wellbeing and good health 
Less depressive 

 

Three women expressed that an experience of an identity as a mental health service 
user/survivor had affected their health by giving them wellbeing, sense of wholeness as a 
human being, good mental health and suffering less from depressions. So I have categorized 
the material accordingly: The high order heading is “How has an experience of a collective 
identity as a female mental health service user/survivor affected health” and the categories are 
“Wellbeing and sense of wholeness as a human being”  “Wellbeing and good mental health” 
and “Less depressive.” It was their experience of collective identity as a female mental health 
service user/survivor that promoted their experience of health and following factors facilitated 



82 

 

the experience of health; given a place, an context in life, social support, an occupation and 
member of a new society.  

12:10a Wellbeing and sense of wholeness as a human being - Anneli 

Tora described how an identity as a woman mental health service user/survivor affected her 
health in following way. This verbatim example has been used before in result chapter. 

Ann-Charlott: Och det ger dig välmående? 

Tora: Hm 

Ann-Charlott: Hm 

Tora: Det är klart att alla människor behöver. Jag tänker på det här begreppet kasam, eller 
kasam som en del säger, med Antonovsky. Det handlar om att hitta sin plats, och känna att 
man finns och verkar i ett sammanhang. Och det tror jag att jag alltid ha behövt.  

Ann-Charlott: Hm, och du har funnit det sammanhanget nu? 

Ann-Charlott: And that gives you wellbeing? 

Tora: Hm 

Ann-Charlott: Hm 

Tora: That is obvious, that all people need. I think about the term kasam, or kasam as some people 
pronounce it, Antonovsky. It is about finding your place, and feel that you are in a context.  And 
that I think I have always needed.  

Tora: Hm, and you have find your place now? 

Further on in the interview she expresses following about her identity and health: 

Ann-Charlott: Det här engagemanget du pratar om vad ger det dej i hälsoaspekt? Alltså vad 
ger det dej för din hälsa? 

Tora: Ja, jättemycket, jag känner mej som en helare människa helt enkelt. 

Ann-Charlott: This commitment you are telling me about what does it give you in terms of health? 
So then what does it give you when it comes to health? 

Tora: Yes, very much, I simply feel more whole as a person. 

So for Tora has the experience of a collective identity as a female mental health service 
user/survivor affected her health positively by giving her wellbeing and a sense of feeling 
more whole as a person. Through her experience of a collective identity she has been given a 
place, a context in life, which has promoted health in her life. 
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12:10b Wellbeing and good mental health – Panda 

In following sentences explains Panda how an experience of a collective identity as a female 
mental health service user/survivor have affected her health: 

Panda: Ja, det får ja ju säga. Man har ju kommit ut i många olika sammanhang. Och lärt 
känna en massa människor. Man har så att säga. Det är ju väldigt positivt. Man behöver inte 
känna sig utanför samhället. 

Ann-Charlott: Hm 

Panda: Man är inne i ett nytt samhälle där handikapprörelsen är ett litet samhälle för sig. 

Ann-Charlott: Hm, och det har varit positivt för dig? 

Panda: Ja, det tycker jag. 

Ann-Charlott: På vilket sätt har det varit positivt. Nu blir jag nyfiken. 

Panda: Ja, framförallt medvetenheten kring alla, alla möjliga sorters funktionshinder, inte 
bara psykiska utan även fysiska funktionshinder. Vad är det. Det är så många människor som 
har, som har nån typ av funktionshinder. 

Ann-Charlott: Du känner dig inte ensam? 

Panda: Nej,  

Ann-Charlott: Hm 

Panda: Och att det går att leva med funktionshinder. Och det ska man kunna göra oavsett om 
de är psykiska eller fysiska. Så skall man ha rätt till att kunna leva som alla andra, de. Och 
det har man ännu idag inte. Man är ju fortfarande på trottoarstadiet och (Panda nämner en 
organisation.) tyvärr, för att det inte verkställs beslut och följs, efter tjugo år. Tråkigt. 

Ann-Charlott: Så, så du säger till mig då, din medvetenhet och ditt engagemang i 
brukarrörelsen har förbättrat din, ditt allmänna välbefinnande, eller din psykiska hälsa, eller 
din? 

Panda: Ja, det tycker jag nog. 

Ann-Charlott: Hm 

Panda: Jag hade nog inte mått lika bra om jag bara hade gått hemma eller engagerat mig på 
annat sätt. Det som aktivitetshusen nere i stan, erbjuder kurser och annat. Nej, jag tror att det 
är bra att få va lite kreativ och få göra nånting för andra människor också. På sikt att det gör 
något för andra människor. Även om man tycker många gånger att det är ingen som bryr sig. 
Men eh nej, jag tror ändå att det är bra. 
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Panda: Yes, I have to say. I have been out to a lot of different places. And get to know a lot of 
people. You have sort of. That is very positive. You do not have to feel as non member of society.  

Ann-Charlott: Hm 

Panda: You are in a new society were the disability movement is a small society by itself. 

Ann-Charlott: Hm, and that has been positive for you? 

Panda: Yes, I think so. 

Ann-Charlott: In what way has it been positive? I get curious now. 

Panda: Yes, first of all the knowledge about all, about all sort of disabilities, not just mental but 
even physical disabilities. What is it know. It is so many people that have, that have some sort of 
disability. 

Ann-Charlott: You do not feel alone? 

Panda: No 

Ann-Charlott: Hm 

Panda: And it is possible to live with disability. And it should be possible irrespectively if it is 
mental or physical ones. You should have the right to live as everyone else, they. And you still do 
not have that. You are still on a low level and (Panda mentions an organization.) unfortunately, 
because they do not implement and follow up, after twenty years. That’s sad. 

Ann-Charlott: So, so you are telling me then, that your knowledge and your commitment in the 
mental health service user movement has improved your, your general wellbeing, or your mental 
health, or your? 

Panda: Yes, I think so. 

Ann-Charlott: Hm 

Panda: I would not have had such a good health if I just had been at home or been active in a 
different way. The community run “activity houses” in town, they provide courses and other things. 
No, I think it is important to be a bit creative and do something for other people. In the long run, do 
something for other people. Even though you very often think there is nobody who cares. But eh, 
no, I think it still is important. 

Panda has by her experience of a collective identity as a female mental health service 
user/survivor been given social support, an occupation and she do not feel any longer as an 
outsider, but rather as a member of a new society, and these factors has given her a good 
health. Her experience of her identity has improved her wellbeing and mental health.  

12:10c Less depressive – Cora 

For Cora has an experience of a collective identity as a female mental health service 
user/survivor also been good for health. She explains it in following way: 
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Cora: Eh, eh jag har gått på (Cora nämner en plats i en stad i Sverige.) sen 2001. Men jag 
gick inte med i (Cora nämner en brukarorganisation i Sverige.) förrän eh 2007. Åh, att jag 
går med i (Cora nämner en brukarorganisation i Sverige.) det, det har ju definitivt förbättrat 
min hälsa. Det är ju mycket mer social samvaro åh. Åh så är det ju lite ansvarstagande och 
sånt eftersom är jag med i styrelsen och då eh när (Cora nämner en persons namn i 
brukarorganisationen.) är i behov av att jag får koka kaffe åh är öppethållare och sånt där. 
Det är ju ansvar. Så att gå med i (Cora nämner en brukarorganisation i Sverige.) det… 

Ann-Charlott: Har varit positivt för dig? 

Cora: Ja, ja 

Ann-Charlott: På vilket sätt har det varit positivt för din hälsa? Hur, hur märker du att du din 
hälsa blir bättre när du, du engagerad? 

Cora: På att jag inte klagar på allt. Ha ha 

Ann-Charlott: Ha ha 

Cora: Nej, jag är lite lättare att umgås med. 

Ann-Charlott: Hm 

Ann-Charlott: Ehm (.) hur menar du att du är lättare att umgås med? Hur, hur menar du då? 
Hur 

Cora: För min, min familj.  

Ann-Charlott: Hm 

Cora: Åh, så 

Ann-Charlott: Hm 

Cora: Det, det är inte bara så att jag tänker på allt i negativa eh former längre. 

Ann-Charlott: Hm 

Ann-Charlott: Negativa former va, vad kan det vara för något? Hur tänker du då? Du menar 
att du mår psykiskt sämre då, negativa former? Hur menar du…. 

Cora: Jaa, det gör ju eftersom jag bara tänker negativt då. Men sen eh jag har börjat på Cora 
nämner en brukarorganisation.)så blev det mer positivt tänkande. Det händer grejor åh. 

Cora; Eh, eh, I have been at (Cora mentions a place in a city in Sweden.) since 2001. But I did not 
join (Cora mentions a mental health service user organization in Sweden.) not until eh 2007. Ah, 
and that I have joined the (Cora mentions a mental health service user organization in Sweden.) 
that, that has definitely improved my health. It is much more social meetings ah. Ah, and then there 
is some responsibilities and such because I am a board member and then eh when (Cora mentions 
a person who is member of a mental health service user organization.) there is a need for getting 
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the coffee ready and open the door for all the guests and such. That is responsibility. So being a 
member of (Cora mentions a mental health service user organization in Sweden.) that... 

Ann-Charlott: That has been positive for you? 

Cora: Yes, yes 

Ann-Charlott: In what way has it been positive for your health? How, how do you recognize that 
your health improves when you are committed and active? 

Cora: In that way that I do not complain about everything. Ha ha 

Ann-Charlott: Ha ha 

Cora: No, I am easier to be around. 

Ann-Charlott: Hm 

Ann-Charlott: Ehm (.) how do you mean that you are easier to be around? How, how do you mean 
then? How 

Cora: For my, my family. 

Ann-Charlott: Hm 

Cora: And so 

Ann-Charlott: Hm 

Cora: It means, it means that I do not just think about everything in a negative eh way any longer. 

Ann-Charlott: Hm 

Ann-Charlott: What does negative way’s mean? How do you think then? You mean that you feel 
mentally worse then, negative ways? How do you mean…. 

Cora: Yes, I do that then because I just think negatively. But since eh I have started at (Cora 
mentions a mental health service user organization.) I think more positively. It happens things and. 

For Cora has an experience of a collective identity as a female mental health service 
user/survivor been good for her health. Through her experience of that collective identity she 
has gained social support and an occupation which has improved her mental health, she does 
not feel as depressive as she used to do.  

12:10d Writing up the findings and linking them to the research questions and theoretical 
perspectives. 

All of these three women expressed that a collective identity as a female mental health service 
user/survivor have affected their health in a positive way. One way of interpreting the result is 
that the women had difficulties in understanding the general questions about identity and 
health, and I had to explain the questions and rephrase them. So the material is biased. 
However, I interpret it as that their experience of a collective identity did affect their health in 
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a positive way. One woman feel less depressed, another woman feels a sense of wellbeing and 
wholeness and the last woman feel an improvement in wellbeing and mental health. The 
women mentioned following factors that had facilitated the experience of health; given a 
place, a context in life, social support, an occupation and membership of a new society. These 
factors are different facets of a collective identity. To have been given a place, a context in 
life, social support and membership of a new society are examples of a dimension of 
collective identity which is sense of belonging or emotional attachment to the group. 
Attachment to the group is a sense of feeling valued, accepted and supported by the group to 
which one belongs. The factor an occupation is an example of the dimension behavioural 
involvement.  Behavioural involvement is defined to which extent the person engages in 
action that directly implicates the collective identity in question. 133 

The improved health seems though to be a fact due to their experience of a collective identity 
as a mental health service user/survivor, and not as a female mental health service 
user/survivor. My interpretation why, is that all of these three women were active in the 
mental health service user/survivor movement and they were not engaged in any project in 
their mental health organisations that were focusing on women or gender issues. Disability 
organisations in Sweden are quite masculine in both its organizational nature and its 
programme. Furthermore none of the women were now active in the women’s movement. The 
women’s movement in the Western world have failed to address the concerns of the disabled 
women, and sometimes even actively excluded them from participation in feminist events. 134 
So I believe that the women above, active in the mental health organisations have developed a 
strong collective identity as a mental health service user/survivor, but not a collective identity 
as a female mental health service user/survivor.  However, all of the women were though 
aware about feministic standpoints and expressed experience of discrimination on the grounds 
of gender. 

12:11 How has an experience of a self-identity as a “woman” and as a “boy-girl” affected 
health? 

Table 10 

High order heading: How has an experience of a self- identity as a “woman” and as a “boy-girl” 
affected health? 

Categories 
Improved self-esteem and mental health. 
Improved mental health 
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Saga and Tora expressed an experience of a self-identity as a “woman” and as a “boy-girl”, 
rather then and besides an experience of a collective identity as a female mental health service 
user/survivor. These experiences of self-identities as a “woman” and as a “boy-girl” have 
affected their health in a positive way, by improving their self-esteem and mental health. I 
have categorized the material in following way: The high order heading is “How has an 
experience of an identity as a “woman” and as a “boy-girl” affected health” and the categories 
are “Improved self-esteem and mental health” and “Improved mental health”. 

12:11a Improved self-esteem and mental health - Saga 

Saga expresses that an experience of an identity as a “woman” has affected her health. Her 
self-esteem has improved, as well as her mental health. Saga had a history of suffering from 
social phobia. This verbatim example has been used before. 

Saga: Ja, alltså det har ju gjort att faktiskt att eh. Jo, faktum det har gjort att jag har känt mig 
lite mer normal faktiskt. Och på så sätt har funktionshindret har ju blivit eh mindre påtagligt 
då eftersom man har gjort något som andra gör. På något sätt fått nån slags gemensam 
nämnare där. Och sen så har jag också, eftersom jag har kunnat hantera det. Kunnat hantera 
att vara i många sociala situationer så, så har ju det faktiskt blivit lättare i andra situationer 
också.  För då vet att jag har klarat av det där. Och jag kan agera normalt inom 
citationstecken eh och då borde jag klara det här också. Sen är det fysiskt så att genomgå 
förlossningarna var också en sån sak. Kan jag göra det så kan jag göra annat också. Jag har 
blivit mycket starkare som kvinna. 

Saga: Yes, so then actually it has resulted in eh. Yes, the fact is that it has made me feel more 
normal actually. And in that way has my disability become less obvious, because I am doing things 
that others do. And in that way we have something in common there. And then I have also then, 
because I can handle it. I can handle it in many social situations; it has also become easier in other 
situations too. Because I then know that I can handle this. And I can act normal in quotation marks 
eh and then I should handle this other situation as well. Then it is physical to go through a 
childbirth, that was also one thing. Can I do that can I also do other things as well. I have become 
stronger as a woman. 

So Saga’s experience of becoming a mother and giving birth has made her focusing on a self-
identity as a “woman” and a parent. To go through childbirth and handle motherhood and 
parenthood has made her self-esteem rise, which has improved her mental health.   

12:11b Improved mental health - Tora  

Tora expresses that besides her experience of an identity as a woman mental health service 
user/survivor she has an experience of an identity as a “boy-girl” and that has affected her 
health by improving her mental health. By building an “authentic me” as she expresses it, she 
has improved her health. This verbatim example has also been used before. 

Ann-Charlott: Och allt det här du pratar om är en process i återhämtning? 

Tora: Hm, visst. Att, att bygga mej ett nytt jag. Ett äkta jag. 
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Ann-Charlott: Hm 

Tora: Inget jag som är uppbyggt på an, andra människor runt i kring eller nåt som jag har 
apat efter. Ja, alltså så lite det går i alla fall. Utan jag gör medvetna val. Vill jag klä mej i 
manliga kläder så klä jag mej i manliga. Ja, bryr mig inte om att jag är kvinna som tar på mej 
manskläder. Jag definierar det inte längre så, utan jag känner det att vill jag detta. Så vill jag 
detta. Och vill jag uttrycka mej så eller vill jag säga så. Alltså jag är inte längre en slav under 
normer på samma sätt som jag har varit förut. 

Ann-Charlott: Everything you are talking about here is a process in recovery? 

Tora: Hm, sure. To, to build myself a new me. An authentic me. 

Ann-Charlott: Hm 

Tora: Nothing that is built with influenced by ot, other people around me or something that I have 
copied from others. Yes, as little as it is any way possible. Instead I do conscious choices. If I want 
to dress in manly clothes so then I dress in manly clothes. I do not care if I am a woman that 
dresses in men clothes. I do not define it like that any longer, but instead I feel that I want this. 
Then I want this. And if I want to express myself in that way or speak in that way so. So then I am 
not a slave under norms any longer in that way I used to. 

In an attempt to recover from her sufferings of mental health problems/mental distress, Tora 
has “built an authentic me”.  That recovery process in “building her a real me” have made her 
experience health. 

12:11c Writing up the findings 

Saga and Tora expressed an experience of a self-identity as a “woman” and as a “boy-girl”, 
rather then and besides an experience of a collective identity as a female mental health service 
user/survivor. These experiences of self-identities as a “woman” and as a “boy-girl” have 
affected their health in a positive way, by improving their self-esteem and mental health. So 
Saga’s experience of becoming a mother and giving birth has made her focusing on a self-
identity as a “woman” and a parent. To go through childbirth and handle motherhood and 
parenthood has made her self-esteem rise, which has improved her mental health.  That made 
her realize that she also has the power to handle her mental impairment and she is now not 
focusing on her impairment any longer. The feeling of having something in common with the 
rest of the society in having given birth has made her feel less different. She is emphasizing 
her self-identity as a “woman” now and has become much stronger as a woman. In an attempt 
to recover from her sufferings of mental health problems/mental distress, Tora has “built an 
authentic me”. That has meant that she broke free from norms and created her self-identity as 
a “boy-girl”. That recovery process in “building her a real me” have made her experience 
health. 
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12:12 Material that has been categorized but not used in the analysis and result section. 

Table 11 

High order heading: Material that has been categorized but not used in the analysis and result 
section. 

Categories: Subcategories: 
Beginning  
Ending  

General talk about health 
Mental health 
Physical health 

Who they are  
Injustice in society  
The importance of user involvement  
Irrelevant talk  

Situations that were emotional distressing 

Feeling like an outsider in young age. 
Experience of discrimination on the grounds of 
sexuality. 
Misuse of position in the mental health service 
user movement. 

 

When you are using qualitative content analysis you should categorize all of the interview 
material, even the “dross”, or in other words unusable “fillers”.135  So I have analyzed all the 
interview material. However, the dross or issues that are unrelated to the topic in hand has 
been excluded. In order to illustrate what was not included in the analysis of the interviews I 
am going to offer examples of data that I regard not to be considered, and which do not add to 
the general understanding of the field under consideration. 

I have categorized the “dross” in following way: The high order is “Material that has been 
categorized but not used in the analysis and result section” and the categories are: 
“Beginning”, “Ending”, “General talk about health”, “Who they are”, “Injustice in society”, 
“The importance of user involvement”, “Irrelevant talk” and “Situations that were emotional 
distressing”. “General talk about health” has two subcategories: “Mental health” and 
“Physical health”. “Situations that were emotional distressing” have also subcategories: 
“Feeling like an outsider in young age”, “Experience of discrimination on the grounds of 
sexuality” and “Misuse of position in the mental health user movement” 

12:12a “Beginning” 

An example of a beginning of an interview that I have not analyzed is for example following 
sentences: 

Ann-Charlott: Tack för att jag får göra en intervju med dig. 

                                                           
135
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Saga: Tack så mycket. 

Ann-Charlott: Thank you for letting me interview you. 

Saga: Thank you very much. 

12:12b “Ending” 

Following sentences are an example of an ending that I have not analyzed but categorized: 

Ann-Charlott: Har du nåt att tillägga? 

Saga: Nej 

Ann-Charlott: Hm, nej 

Saga: Det känns bra. 

Ann-Charlott: Tack så mycket för intervjun! 

Saga: Ja, tack själv. 

Ann-Charlott: Would you like to add anything? 

Saga: No 

Ann-Charlott: Hm, no 

Ann-Charlott: Thank you very much for the interview! 

SAga: Yes, thank you. 

12:12c General talk about health 

Before starting to ask the relevant questions for the research when interviewing the women, I 
asked open questions about who they were and about how they experience their health, 
mentally and physically.  These questions were asked so a relaxed atmosphere could be 
created in the interview situation and I would get a sense of who they were and what kind of 
experience they had of mental distress.  Following verbatim are examples of the women’s 
experiences of their mental and physical health. 

 Mental health 

Ann-Charlott: Nu har du givit mig en liten bakgrund av dig själv kan du berätta om den 
psykiska ohälsa som du har erfarit i ditt liv. Vad har du erfarit för nån psykisk ohälsa? 

Cora: Jaa eh, me mina långa depressioner när de kommer så innebär det att ju alltså att jag 
går på extremt långa promenader för mej själv. Och jag avskärmar mej. 
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Ann-Charlott: You have given me now a bit of a background about yourself, could you tell me 
about the mental ill health that you have experienced in your life? What kind of mental ill health 
have you experienced? 

Cora: Yes eh, with my long depressions, when I suffer from them, it means that I take extremely 
long walks for myself. And I cut the rest of the world off. 

 Physical health 

Ann-Charlott: Hur skulle du beskriva din hälsa? Hur har din hälsa varit under ditt liv och för 
närvarande? Fysiskt och psykiskt åh? 

Cora: Neej men, jag har inga dire… Ja, jag fick diabetes för snart ett och ett halvt år sen 
också. Men annars har jag inte haft några riktiga såna sjukdomar. 

Ann-Charlott: How would you describe your health? How has your health been during your life 
and nowadays? Physically and mentally and? 

Cora: No, but, I have not had any direct … Yes, since one and a half year ago I am suffering from 
diabetes. But other ways I have not had any such “proper” diseases. 

12:12d Who they are 

In an attempt to ease up the situation when I was interviewing and getting some information 
so that I could picture each woman, I asked them to tell me something about themselves. For 
example expresses Panda following about herself: 

Panda: Ja, jag är 52 år. Och eh, från början är jag tandsköterska. Och en avbruten 
vidareutbildning till bilskolelärare. 

Ann-Charlott: Hm  

Panda: Hade det väl jobbigt några år. Hm, som jag avbröt utbildningen och gick vidare och 
jobbade med marknadsundersökningar. 

Panda: Yes, I am 52 years old. And eh from the beginning I am a dentist nurse. And I did not finish 
a further education to become a driving instructor. 

Ann-Charlott: Hm 

Panda: I had some bothersome years then. Hm, so I did not finish the further education and went on 
and worked with market research. 

12:12e Injustice in society 

Tora talked a lot about injustices in society and expressed following: 

Tora: Naej, det tycker jag nog. Det tycker jag alltså. Usch vi har den största ekonomiska 
krisen sen 30-talet. Och jag träffar väldigt många som arbetar på vanliga arbeten. Och dom 
har fått mer i plånboken. 
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Ann-Charlott: Hm 

Tora: På vilkas bekostnad har det skett? 

Tora: No, I think so. Actually I think so. We have the greatest economic crisis since the 1930’s. And 
I meet a lot of people who are working in common works. And they receive more money. 

Ann-Charlott: Hm 

Tora: At the expense of whom? 

12:12f The importance of user involvement 

Besides talking a lot about injustices in society, Tora stressed also the importance of user 
involvement. 

Ann-Charlott: Hm 

Tora: Men det visar ju också va viktigt det är att vi är ute och pratar. 

Ann-Charlott: Brukarna? 

Tora: Att brukare som har, som har erfarenhet helt enkelt. Är ute och pratar om sina 
upplevelser. 

Ann-Charlott: Hm 

Tora: But that shows how important, you know, that we are out there talking. 

Ann-Charlott: The mental health service users? 

Tora: Those mental health service users that have, that have experience simply. That they are out 
there and talk about their experiences. 

12:12g Irrelevant talk 

Following conversation between me and Tora have I categorized as irrelevant talk: 

Tora: Den är bara hur bra som helst. 

Ann-Charlott: Ja det är en bra film. 

Tora: Hm 

Ann-Charlott: Ja 

Tora: It is so good. 

Ann-Charlott: Yes, it is a good movie. 

Tora: Hm 

Ann-Charlott: Yes 
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12:12h Situations that were emotional distressing 

When discussing serious and sensitive questions as discrimination and health, the woman 
expressed also other situations in their life’s that were emotional distressing. However, these 
situations were not of relevance for the study in question, so I have not used them in my 
analysis. 

Saga gave example of feeling as an outsider in young age: 

Saga: Killar, smink och kläder och sånt där. Utan jag tyckt att det har varit mer intressant 
med, att till exempel då att musicera som jag har gjort en stor del av mitt liv. Och, jag har 
varit intresserad genuint av vissa, många skolämnen till exempel då. Så det har ju inte varit 
så social accepterat kanske. 

Saga: Guys, make up and clothes and such things. But I thought that was more interesting to, to for 
example make music, which I have done a large part of my life. And, for example I have been 
genuinely interested in some, many of my school subjects. And that has maybe not been socially 
accepted. 

Tora expressed an experience of being discriminated on the grounds of sexuality: 

Tora: Men däremot så kom jag på nu att jag har blivit diskriminerad inne på slutenvården på 
grund av att jag har levt i en samkönad relation. Och det är väl så viktigt. Två gånger har det 
hänt. 

Tora: But I recall now that I have been discriminated in a closed ward on the grounds of me living 
with a woman. And that is important. It has happened twice. 

In the interview Panda expressed an experience of a person misusing his position in the 
mental health organization that she is a member of: 

Panda: För att, ”passar du dig sa jag, för du har tystnadsplikt”. Sen hörde jag aldrig nånting 
mer om det. Men det var obehagligt att veta att det hade förts vidare det jag hade sagt. 

Panda: Because, I said, “watch you self, because you have an obligation to observe professional 
secrecy”. I did not hear anything more about that later on. But it was unpleasant to know that 
somebody had broken an obligation of silence and passed on my information. 

12:13 How do female mental health service users/survivors experience their health? 

The sections in the result chapter that I have written about before have answered my research 
questions except for one last and overarching research question: “How do female mental 
health service users/survivors experience their health?” All the research questions that I so far 
have been dealing with have thus been a part of answering the overarching research question 
that I mentioned above. So in this section I will summarize the findings from study one and 
answer the overarching research question. 
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All of the women in study one have experienced discrimination on the grounds of gender and 
disability, except for one woman who just experienced discrimination on the grounds of 
gender. For some women the experiences of discrimination have affected their health. As a 
result of the discrimination some of the women expressed that the experience affected their 
self-esteem, made them suffer from depressions and was a hindrance in their recovery 
process. For others though the experience of discrimination had no effect due to social support 
from a close kin and an active coping style. However, none of the women in study one 
expressed that an experience of a collective identity as a female mental health service 
user/survivor had moderated the effect of the experience of discrimination. The other two 
women in study one gave no account how they handled the experience of discrimination. 
They just expressed that the experience of discrimination had a negative impact upon their 
health. None of the women in study one did express if the experience of discrimination 
affected their health by an indirect route, through their behavior. For almost all of the women 
was an experience of an identity as a female mental health service user/survivor important for 
their health. However, when they described how the experiences of the collective identity 
affected their health they were all talking about their experience of an identity as mental 
health service user. Through the experience of a collective identity they received social 
support, they were given a context, a place in life, an occupation and a membership in a new 
community. All of these different dimensions of a collective identity improved their mental 
health and their wellbeing. However, one woman did not experience a collective identity but 
rather described how an experience of a self-identity as a “woman” had given her sense of 
“normality” and thereby a sense of strength and improved self-esteem. One woman expressed 
how both an experience of a collective identity as a mental health service user/survivor and a 
self-identity as a “boy-girl” had given her sense of wholeness and wellbeing. So as a whole 
most of the women expresses that experiences of discrimination have affected their health in a 
negative way, but at a same time these women resist the experience of discrimination and the 
view that they are just “victims”, by reclaiming their identity and establish a positive identity 
about themselves and their lives, and that has given them a sense of wellbeing and health. 
Their experience of a collective identity has given them social support, a place a context in 
life, an occupation and a membership in a new community. All of these factors have meant 
that they experience health and wellbeing. 
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13. RESULT STUDY TWO, ENGLAND 

13:1 Introduction to result, study two 

This chapter is about the results from study two, in a city in England. To make the result 
chapter easier to read I will start each section of the result chapter with the high-order 
heading, the categories and subcategories, in a table. After that I will write up my findings 
using verbatim examples of interview to illustrate the various sections, and end the section by 
linking the findings to the research questions and the theoretical perspectives that has been 
used in this work. 

13:2 Experience of discrimination 

Table 12 

High order heading: Experience of discrimination 
Categories: 
Experience of discrimination (disability) 
Experience of discrimination (Gender and disability) 

 

Both of the two women in study two have experienced discrimination on the grounds of 
gender and disability. They have experienced discrimination on the grounds of disability and 
on the grounds of disability and gender, so called gendered disablism. So I have categorised 
the material in following way: The high order heading is “Experience of discrimination” and 
the two categories are “Experience of discrimination – disability” and “Experience of 
discrimination – gender and disability”. 

13:2a Experience of discrimination: disability 

Julia gives following account of experience of discrimination on the grounds of disability. 
One night when Julia felt very distressed she willingly admits to a hospital. After having been 
crouched behind a chair during the first night at the ward, she is even more distressed the 
following day because she has not slept. The ward has an enclosed garden and it is warm day 
so she walks out to the ward and following incident happens: 

Julia: And I went out into the garden and a couple of nurses said: “The garden is closed”. 
And I said: “No it’s not you are here.” Ha ha ha. They said: “No no it’s closed. Come in, you 
got to come in.” And I said: “Actually you know, I just want some fresh air and I want to sit 
quietly.” “It’s got a fence around it, about 6 foot, I cannot get out. I’m not going to climb 
over it.” “No, you got to come in.” And eventually they ended up, I was sitting on the bench. 
They couldn’t get me of the bench so they literally went behind the bench and just took it 
down so that I fell on the floor. And then I was pinned down. I had a nurse pinning this side 
down, pinning the side down. Another nurse sitting on my legs. And then they said: “You need 
to get up.” I said: “I can’t, I can’t you are holding me, I need to put my hands down.” And 
they wouldn’t allow me to have my hands. And then. I think what chocked me most of all was 



97 

 

that then they started to inflict pain by doing what we call a “Chinese burn”. Do you know 
what that is? You’ll get somebody by the wrist, both your hands twist their wrist. Which is 
quite painful and another nurse stuck her fingers between my ribs and twisted them around. 
All in an effort to get me to stand up. And I cannot remember how I just get up, but I 
eventually I do get up. I was taken back to my room, told to stay there. And I just remember 
thinking it’s not staying here that would be difficult. But actually getting out, there was so 
many people that had witnessed it. 

Julia´s account above as she interprets it is about how violence is used by nurses in a ward 
against her.  

13:2b Experience of discrimination: gender and disability 

Elisabeth expresses an experience of discrimination on the grounds gender and disability in 
following way: 

Ann-Charlott: Do you have any experience of discrimination on the grounds of gender and 
disability? You talked about, you, you losing your job before and your husband. You had a 
battle with him regarding you not coping to take care of your children.  

Elisabeth: Children. 

Ann-Charlott: And I meant that’s quite severe discrimination or what would you define it as, 
as discrimination? 

Elisabeth: That is interesting you say that because I never thought about that. He did say 
those words: “I do not want my children brought up by a mad woman.” And that’s hugely 
discriminatory isn’t it? I have never thought of that before. 

Elisabeth´s account above is an example of gendered disablism, of an experience of 
discrimination on the grounds of gender and disability. 

13:2c Writing up the findings and linking them to theoretical perspectives 

Both of the women had experiences of discrimination in their lives. So in total all of the 
women have experienced discrimination on the grounds of gender and disability in study two. 
However, these accounts are the women’s own accounts of experience of discrimination.  
There is always the risk that the women mental health service users in study two have 
underestimated or overestimated their experience of discrimination. However, my focus in 
this study is on the women’s experience of discrimination and I am not going determine 
whether their experiences of discrimination are real experiences or not. 

Julia´s account above is about how violence is used by nurses in a ward against her. Julia’s 
own explanation for this incident is that the Mental health act, which gives carers and nurses 
legal permission to touch her in a mental health setting, also creates a situation where it is 
easier for the health care professionals to misuse the power that has been given to them. 
Health care professionals right to control over your body, having treatment imposed over you 
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even though you are refusing, be kept in hospital against your will, be given drugs against 
your will and be pinned down and injected. All of these rights that have been given health 
care professionals by the Mental health act are potentially dangerous according to Julia. 
Because this rights per se is discriminatory and they are easily misused. 

Julia and Elisabeth gave several accounts about discrimination on the grounds of disability. 
However they did not express much experience of discrimination on the grounds of gender 
and disability, in the same situation, so called gendered disablism. The situation when 
Elisabeth former husband did not want her to raise their children because she was “mad” did 
not Elisabeth perceive as discriminatory first. She told me that incident when I asked about 
her background. When I later asked about her experiences of discrimination on the grounds of 
gender and disability, I also asked her regarding the incident with her former husband. She 
was first a bit surprised over my remark, and then she said: “And that’s hugely discriminatory 
isn’t it? I have never thought of that before”. Why is it that the women in study two did not 
have as much experiences of discrimination on the grounds of gender and disability as 
experience of discrimination on the grounds of disability? Furthermore, these women did not 
experience any discrimination solely on the grounds of gender in contrast to the women in 
study one. There is a growing body of literature on the disabled women’s´ experiences that 
indicates that disability is always gendered. 136 Why did the women in study two give so few 
accounts of experience of gendered disablism and no experience of discrimination on the 
grounds of gender? One way to interpret it is that they did not experience so much 
discrimination on the grounds of gender and gendered disablism, and that the experience of 
discrimination on the grounds of disability was more dominant. However, my interpretation is 
that both of the women were active in mental health organisations and they were not engaged 
in any project in the mental health organisation which was focusing on women or gender 
issues. Furthermore they were not active in the women’s movement. However, Julia was once 
active in the women’s movement when she was young. Disability organisations and mental 
health organisations in UK are quite masculine in both its organizational nature and its 
programme. Furthermore, the women’s movement in the Western world have failed to 
address the concerns of the disabled women, and sometimes even actively excluding them 
from participation in feminist events. 137 So I believe that the women in study two active in 
mental health organisations have developed a higher sensitivity when it comes to 
discrimination on the grounds of disability. However, they are aware about feministic 
standpoints but it seems like the gender perspective is not as developed. 

These findings are in line with the social model of disability and feministic standpoints that 
maintain that we live in a society which is oppressive. Women’s and people with impairments 

                                                           
136

 Thomas, Carol: (1999): Female Forms, Experiencing and understanding disability: Open University Press: P. 

84 
137

 Ibid: P. 26, 66 



99 

 

are socially excluded and oppressed because of men and the “mentally and bodily able” 
superior position of power.138  

13:3 Discrimination affects health? 

Table 13 

High order heading: Discrimination affects health? 
Category: 
Discrimination affects health 

 

Both of the women expressed that experiences of discrimination on the grounds of gender and 
disability have affected their health. So I have categorized the interview material in following 
way: The high order heading is “Discrimination affects health” and the category is 
“Discrimination affects health”. 

13:3a Discrimination affects health 

Julia answers the question regarding if experiences of discrimination have affected her health, 
in following way:   

Julia: Because all the things I have described, you know. I have learned to worry about 
myself. Perhaps I am sexual inappropriate to somebody?  Perhaps I’m dangerous, you know. 
Perhaps I’m not equal with other people? Perhaps they are right and I am wrong, you know. 
Perhaps they do have the right to physically touch me, all these things. And I certainly 
struggle not to see myself as worth less than before I had mental health problems. 

13:3b Writing up the findings and linking them to the research questions 

The women in study two both expressed that experiences of discrimination on the grounds of 
gender and disability have affected their health. 

13:4 How has the experience of discrimination affected health? 

Table 14 

High order heading: How has the experience of discrimination affected health? 
Categories: 
Self-esteem 
Depressions 
Post traumatic stress 
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Both of the women experienced that perceived discrimination affected their health. Elisabeth 
expressed that the experience of discrimination had affected her self-esteem and Julia gave an 
account were she told that the experience of discrimination had affected her self-esteem and 
made her suffer from depressions and Post Traumatic Stress, PTS. So I have categorised the 
material the following way: The high order heading is “How has the experience of 
discrimination affected health” and the categories are “Self-esteem”, “Depressions” and “Post 
traumatic Stress”. 

13:4a Self-esteem 

Julia expresses following when it comes to how the experience of discrimination affects her 
self-esteem: 

Julia: Because all the things I have described, you know. I have learned to worry about 
myself. Perhaps I am sexual inappropriate to somebody?  Perhaps I’m dangerous, you know. 
Perhaps I’m not equal with other people? Perhaps they are right and I am wrong, you know. 
Perhaps they do have the right to physically touch me, all these things. And I certainly 
struggle not to see myself as worth less than before I had mental health problems. I didn’t 
(Cannot hear what Rosemary says.) until I was 46, about which time I was quite established 
in my  

Ann-Charlott: Life? 

Julia: life and in my view of myself. 

Ann-Charlott: Hm 

Julia: And suddenly it was all was completely tipped over. And people started treating me in a 
different way. And it was ok, so I’m been wrong for 46 years about myself? And they are right 
about me? So yeah. 

13:4b Depressions 

Julia expresses how the experience of discrimination affects her health by making her also 
suffer from depressions. 

Ann-Charlott: Ehm, you were, you were coming in to. I have a question which you already 
have addressed in a way. How have your experience of these discriminations, discriminatory 
experiences, affected your health? You talk about self esteem? 

Julia: Certainly hugely, yeah. It’s certainly hugely affected my sense of self esteem and my 
mental health in the sense of depression. It doesn’t take much to knock me back. So something 
can happen that, a small insult you know. If we take for example, what I described about the 
teaching in church about devils. Now, I would in the past been able to shrug that of. And now 
I will bring it home and I will worry about it and I will feel personally affected and my 
health’s will sparrow down wards until I can get quite suicidal. It does you know. 
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13:4c Posttraumatic Stress: 

Besides affecting her health by making her suffer from depressions and low self-esteem, Julia 
expresses how experience of discrimination on the grounds of disability affected her health by 
making her suffer from Posttraumatic Stress: 

Julia: But it left me with the post traumatic symptoms of going back into the experience. So for 
a number of years actually, about, about 3 or 4 years, if I heard of somebody else being 
pinned down on the radio for the example. Then it would be me that was pinned down and if I 
had been driving on the motorway and it’s happened and the only thing I was able to do is to 
pull over to a hard shoulder and literally stop.  

Ann-Charlott: Hm 

Julia: You can’t drive a car when your are pin down. Ahm so yes, the reliving of the 
experience went on for a number of years. And required treatment, so I have had treatment 
from cognitive behaviour therapy and from other psychotherapy for that. It’s never going to 
totally resolve so it’s you know, it’s something; I’m going to live with. Ehm, but it has 
improved considerably. But it’s also makes me very angry. So that’s affect again, affect your 
health, you know. So when you said to me, let’s meet at (Julia mentions a place.). I emailed 
back to you and said I won’t meet you on mental health grounds in (Julia mentions a city in 
England). And that’s why. I will not set foot on any mental health land in (Julia mentions a 
city in England). And it’s partly that it frightens me and triggers the symptoms again and it’s 
partly this year anger. And that has an effect on your life you know because it limits me. 

The situation were the nurses was using violence against Julia has made her suffer from Post 
traumatic stress, of going back in to the experience, reliving the painful and frightening 
experience. 

 13:4d Writing up the findings and linking them to the research questions and the theoretical 
perspectives  

Both of the female mental health service user/survivor in study two expressed how 
experiences of discrimination have affected their health in a negative way. The women 
expressed that they suffered from low self-esteem, and one of the women also gave an 
account how the experience of discrimination made her also suffer from severe depressions 
and Posttraumatic Stress. One way to interpret the result is that the ill mental healths they are 
experiencing are due to their initial mental health problems. But research has shown that 
experience of discrimination may give raise to stress and affect the health. According to 
Frankenhaeuser’s biopsychosocial model, psychosocial factors like perception of 
discrimination can give rise to stress in the individual. When the person’s resources are 
insufficient in relation to a specific situation, the individual will lose their sense of control, 
which leads to chronic stress, and can result in ill health or diseases.139 Stress due to the 
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experience of discrimination has shown affect the mental health, for instance in the form of 
depression, psychological distress, anxiety and poor well being.140 These two women have 
both expressed ill health in terms of experience of low self-esteem, depression and 
Posttraumatic stress. So the experience of discrimination has according to these women 
affected their health in a negative way, by affecting their mental health. 

But stress can affect health in two ways, because the causal sequence can involve two routes. 
A direct route which means that stress produces change in the body’s physiology and/or the 
mental health as mentioned above. But stress can also cause ill health in an indirect route, by 
affecting health through the person’s behaviour. People who experience high levels of stress 
tend to increase, by their behaviour, their chances of becoming ill or injured. Furthermore 
those with high stress are more likely to eat high fat diets with less fruit and vegetable, 
exercise less, smoke cigarettes, consume more alcohol and have an impaired 
sleep.141However, none of the women in study two expressed that the stress due to the 
experience of discrimination had effected their behaviour with the result of becoming ill or 
injured, eating unhealthy diets, exercising less, smoking cigarettes and consume more alcohol 
and have an impaired sleep. I do not know how to interpret that result, it might have to do that 
I only asked one open ended general question about how experience of discrimination affects 
health and they did not think about how stress can affect health in an indirect route. It might 
also have to do with that the issue of how stress affects behaviour might be sensitive to the 
women to talk about. Another way of interpreting it is that stress due to the experience of 
discrimination did not affect their behaviour, and the interesting question is in which 
situations do experiences of stress then affect behaviour? 

13:5 Challenge discrimination 

Table 15 

High order heading: Challenge discrimination 
Category: 
Active coping style 

 

Even though both of the female mental health service user/survivor expressed that the 
experience of discrimination had affected their health, they also expressed that they 
challenged people when they experienced discrimination. So I have categorized the material 
following: The high order heading is “Challenge discrimination” and the category is “Active 
coping style.” 

13:5a Active coping style 

Elisabeth expresses how she challenges experienced discrimination in following way: 
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Elisabeth: Yeah, it affects my mental health but hopefully more often now I would say: “How 
dare you, I’m not having this”. 

Ann-Charlott: Hm 

Elisabeth: You know and challenge. Ah, I don’t want to challenge in an aggressive way. 
Because I think that is counterproductive. 

Ann-Charlott: Hm 

Elisabeth: But then I like to challenge to make people think. 

Ann-Charlott: How do you challenge? 

Elisabeth: Hm 

Ann-Charlott: How do you do then? 

Elisabeth: Ah, I can ask people what they mean by something. I mean, its, even my mum, its 
brilliant. Ha ha. She said ah, now I said to her. This is very small example, but it might 
illustrate what I mean. I said “I left my handbag at Ann-Charlottes’ house.” And she said: 
“Oh, that Ann-Charlott then, who is she, what is she? And I’d say: “Well, why mum why do 
you want to know how she is?” “Well if she is a service user you want get your hand bag 
back. And I was not letting this go so I said: “What do you mean?” “Well people like service 
users.! Yeah what? They are dishonest. Why do you say that?” You know you have to try to 
make the person think about why they are saying it. And that’s what I liked to do. If it’s a 
professional sometimes is so eh. If people kind of denying that they are doing it. Then there is 
more difficult. 

In the verbatim example above, Elisabeth shows how she challenges experience of 
discrimination and she hopes by doing so, she makes people think. 

13:5b Writing up the findings and linking them to theoretical perspectives. 

Both of the two women expressed that they would challenge the experiences of 
discrimination. To challenge experiences of discrimination is an example of active personal 
coping style. Through the women’s active personal coping style they can handle the negative 
consequences of perceived discrimination on their health. Past research has revealed several 
variables that may moderate the link between perceived discrimination and health, for 
example social support and active coping style.  Another variable that may moderate the link 
between perceived discrimination and health are strong connection to a certain group identity, 
such as for example one´s ethnic or gender group.142 None of these women expressed that the 
experience of a collective identity as a female mental health service user/survivor had 
moderated the link between perceived discrimination and health. However, one of the reasons 

                                                           
142

 Pascoe, Elizabeth A. and Richman, Laura Smart: Perceived discrimination and health: A Meta-Analytic 

Review: Psychological Bulletin 2009: Vol. 135, No. 4: P. 533 



104 

 

why these women challenge might be that both of them are active in the mental health service 
user/survivor movement. 

13:6 Do they experience a collective identity as a female mental health service user/survivor? 

Table 16 

High order heading: Do they experience a collective identity as a female mental health service 
user/survivor? 

Categories: 
Do experience a collective identity as a female mental health service user/survivor 
Do not experience a collective identity as a female mental health service user/survivor 

 

When it came to experiences of a collective identity as a female mental health service 
user/survivor, the women answered in different ways. Julia acknowledged an experience of a 
collective identity as a female mental health service user/survivor. However, Elisabeth 
response to the question was that she had an experience of an identity as a “person” now, 
rather than an experience of a collective identity as a female mental health service 
user/survivor. Both of these women understood the question first in a rather essentialist way, 
as if I was asking about their public identity, so I had to rephrase the question and explain it. I 
have categorized the material in following way: The high order heading is “Do they 
experience a collective identity as a female mental health service user/survivor?” and the 
categories are “Do experience a collective identity as a female mental health service 
user/survivor” and “Do not experience a collective identity as a female mental health service 
user”.  

13:6a Do experience a collective identity as a woman mental health service user/survivor  

Julia expressed that she experiences a collective identity as a female mental health service 
user/survivor. She expresses it in following way: 

Julia: Absolutely. Absolutely. Identity is absolutely crucial to us where ever we find our 
identity and we find like, likeminded people. 

13:6b Do not experience a collective identity as a female mental health service user/survivor  

Elisabeth has once experienced a collective identity, but not any longer. She expresses 
following when it comes to experience of identity. 

Elisabeth: Yes. There is an identity. I have been through phases. First was kind of what the 
hell is going on and floundering, and not knowing what’s happening. And then as you say 
meeting others and then having a very strong identity as a person with manic depression. And 
you know that identity seemed very important and became me. But, yes that is who I am and I 
am proud. You know. I’m not having you telling me that I am dysfunctional or or no-good or 
second class citizen. I am who I am. So it’s really important at that time to be part of a group. 
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Ann-Charlott: Hm 

Elisabeth: Ehm. Not particular a woman. I never really been aware that being a female, you 
know a feminist. I never been a feminist. But more up the rights about us human beings 
marginalized. So there was a strong sense of identity and saying: “Yes, I am a person with 
manic depression and I am proud of who I am.” Then. And that’s moved on now and now it’s: 
“I’m a person.”  

Ann-Charlott: Hm 

Elisabeth: You know. Yes I had all these experiences, it was very important. But that’s not the 
most important bit of me. So I have in a way changed. But I’m still very passionate about 
people who are suffering. People who have mental health problems, who are suffering.  

Elisabeth does not experience a collective identity as a female mental health service 
user/survivor but rather experience a self-identity as a“person”. 

13:6c Writing up the findings and linking them to the research questions and theoretical 
perspectives 

First of all I think the women had a hard time understanding my questions about their 
experience of a collective identity as a female mental health service user/survivor. So I had to 
rephrase the question and try to explain it. Then they understood the question as I intended it.  

Julia expressed that she had an experience of a collective identity as a women mental health 
service user/survivor. The first obvious element of a collective identity is a subjective claim or 
acceptance by the person at stake of belonging to particular social group/groups. The person 
can see the self as a prototypical group member at the centre or as a more marginal group 
member.143However, Julia did not modulate her answer but my interpretation is that she 
defines herself as a prototypical group member at the centre, since she is working for a mental 
health organisation and her goal in life is to change the living conditions for people with 
mental distress. 

Elisabeth did not express any experience of a collective identity as a female mental health 
service user/survivor. Why did she not experience a collective identity as a female mental 
health service user/survivor? 

The boundary separating disabled and non-disabled is not sealed or fixed, because an 
accident, an injury at work, and the onset of a chronic illness can propel the non-disabled 
person into the world of “the disabled”, at any time. Disability studies writers have point out 
that being “able-bodied” is for most people only a temporary state.144 And for instance, a 
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person with mental health problems/mental distress can have a major incident with mental 
health problems and then totally recover from the mental health problems. So the boundary 
separating disabled and non-disabled is not sealed or fixed. So using a categorical, essential 
perspective on identity in this study is not relevant. Elisabeth expresses how she has recovered 
from her mental distress in following way: 

Elisabeth: I began to learn how to recognize signs very early on. So instead of waiting to I get 
almost completely psychotic. I could sort of spot; “Now, what is happening here.” You are 
wakening up in the night and what are you doing, you did that last time remember. So there 
was sort of self, self, self awareness really coming in. But it’s, it’s been a long struggle. But I 
think recently, in the last 5 years, it has been much more, not just managing the illness, but 
actually coming to terms with or exploring what it meant, why I had this experiences, why 
did, why did I go through all of this? What is it about and what is the meaning of it? 

Ann-Charlott: What have you. 

Elisabeth: First of all I should be honest; this are symptoms, this is medical I need 
medications. A lot of struggle with “meds”. Getting the “meds” right and seeing psychiatrist. 
But more recently I’m starting to think more; “Well actually your life has been quite difficult. 
You had a very difficult, very difficult early childhood. Experiences of being sent away from 
my parents when I was very young.” And I started to think about those. Think about my 
marriage which was not very easy. A lot of things were wrong in my marriage, and I think 
what happened to you was a kind of reaction to all this things. 

Ann-Charlott: Hm 

Elisabeth: And in a way more helpful to think about it in those terms. Rather than  

Ann-Charlott: Blaming yourself. 

Elisabeth: Blaming myself. There is something wrong about you. Dysfunctional, disease, 
illness. But actually this are human reaction to distress and pain. And it is your way of 
coping. And more than that. The most interesting thing. You know I said; “When I’m 
psychotic I think that I am Christ Jesus. Not Jesus Christ, Elisabeth Christ.” Ahm, I have 
always been told that it is illness. “It is religi, religiosity, it’s a symptom of your illness. You 
don’t want to do that. Don’t think about that, push it away.” Starting to reclaim that 
experience as actually a God experience, If you like. 

So having mental health problems do not automatically mean that you are impaired the rest of 
your life. Elisabeth becoming well and managing her mental health problems means that she 
does not experience herself as a mental health service user/survivor any longer.  

Elisabeth accounts show the importance of a non-reductionist materialist ontology of the 
body. Or as Carol Thomas phrases it, identity is: 
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 “on the one hand forged in the interactions between one’s “real” body and the “real” physical 
and social environments in which it exists, and on the other hand has the capacity to act as a 
force upon and for itself.”145  

Elisabeth expresses that she has recovered from her mental distress and she has also reclaimed 
her experience of mental distress. Her experiences of mental distress are not symptoms of 
disease, or her being dysfunctional, rather God experiences. 

Even if Elisabeth does acknowledge experience of gendered disablism, she does not 
experience an identity as a “woman” either: 

Elisabeth: I do not know anything about gender. I, I never been able to think about gender 
particularly. Because I always been so driven by thinking about people with mental health 
problems. I’m never thought about gender. Ahm, I know a nurse I was working with, doing 
research with. Very hot on women’s rights, and women and mental health. And I used to have 
conversations with her. And it was never something that occurred to me. I don’t think I ever 
had the feeling I being discriminated because against I was a woman. But you know, as you 
point out. My husband’s saying: “I’m not having a mad woman bringing up my children.” Is 
incredible remark isn’t it. Incredible. 

Elisabeth has been through phases when it comes to her experience of an identity. First it was 
a kind of what the “hell is going on and floundering, and not knowing what’s happening”. 
After that she experienced a collective identity as a person with manic depression. That 
experience of identity gave her sense of proud and strength. That has now moved on and she 
emphasises an experience of an identity as a “person” instead. This different identity phases 
seem as I interpret it to be connected to her experience of mental health problems and her 
ability to handle them. Nowadays she expresses that she is managing her mental health 
problems and she has recovered. Because she has recovered she is experiencing a self-identity 
as a “person”. Her past experience of mental health issues is just one facet of her identity. 

13:7 What kind of self-identity do Elisabeth experience? 

Table 17 

High order heading: What kind of self-identity does Elisabeth experience? 
Category: 
As a “person” 

 

Elisabeth did not experience an identity as a female mental health service user/survivor but 
rather as experience an identity as a “person”. So I have categorised the material in following 
way: “The high order heading” is “What kind of self-identity do Elisabeth experience” and 
the category is “As a person”. 
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13:7a As a “person” 

Elisabeth experiences a self-identity as a “person”. This verbatim example have been used 
before in study 2. 

Elisabeth: Yes. There is an identity. I have been through phases. First was kind of what the 
hell is going on and floundering, and not knowing what’s happening. And then as you say 
meeting others and then having a very strong identity as a person with manic depression. And 
you know that identity seemed very important and became me. But, yes that is who I am and I 
am proud. You know. I’m not having you telling me that I am dysfunctional or or no-good or 
second class citizen. I am who I am. So it’s really important at that time to be part of a group. 

Ann-Charlott: Hm 

Elisabeth: Ehm. Not particular a woman. I never really been aware that being a female, you 
know a feminist. I never been a feminist. But more up the rights about us human beings 
marginalized. So there was a strong sense of identity and saying: “Yes, I am a person with 
manic depression and I am proud of who I am.” Then. And that’s moved on now and now it’s: 
“I’m a person.”  

Ann-Charlott: Hm 

Elisabeth: You know. Yes I had all these experiences, it was very important. But that’s not the 
most important bit of me. So I have in a way changed. But I’m still very passionate about 
people who are suffering. People who have mental health problems, who are suffering. 

13:7b Writing up the findings 

So having mental health problems do not automatically mean that you are impaired the rest of 
your life. Elisabeth becoming well and managing her mental health problems means that she 
does not experience herself as a mental health service user/survivor any longer. She 
experiences an identity as a “person” now. However, she acknowledges that she had all these 
experiences of mental distress, but that is not the most important bit of her. That is just one 
aspect of her experience of identity. 

Elisabeth´s accounts show the importance of a non-reductionist materialist ontology of the 
body. Or as Carol Thomas phrases it, identity is: 

 “on the one hand forged in the interactions between one’s “real” body and the “real” physical 
and social environments in which it exists, and on the other hand has the capacity to act as a 
force upon and for itself.”146  

For Elisabeth, becoming well and not experiencing mental distress, have meant that she do 
not experience a collective identity as a mental health service user/survivor. She has also 
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reclaimed her experience of mental distress. Her experiences of mental distress are not 
symptoms of disease, or her being dysfunctional, rather God experiences. Her experience of 
mental distress is one facet of her identity. 

Even if Elisabeth does acknowledge experience of gendered disablism, she does not 
experience an identity as a “woman” either. This verbatim example has been used before. 

Elisabeth: I do not know anything about gender. I, I never been able to think about gender 
particularly. Because I always been so driven by thinking about people with mental health 
problems. I’m never thought about gender. Ahm, I know a nurse I was working with, doing 
research with. Very hot on women’s rights, and women and mental health. And I used to have 
conversations with her. And it was never something that occurred to me. I don’t think I ever 
had the feeling I being discriminated because against I was a woman. But you know, as you 
point out. My husband’s saying: “I’m not having a mad woman bringing up my children.” Is 
incredible remark isn’t it. Incredible. 

Just because you have had past experiences of mental distress and you recovered it does not 
mean that you experience a collective identity as mental health service user/survivor. 
Furthermore, Elisabeth´s account above shows also her capacity to as Carol Thomas puts it: 
“to act as a force upon and for itself”. She does not passively construct her identity but she is 
active and creates something different.  She has now an experience of an identity as a 
“person”. She does not experience a collective identity as a mental health service 
user/survivor or a “woman”, she experience an identity as a “person”. Identities are reflexive. 
However, she acknowledges her past experiences of mental health problems, but they are one 
part of her experience of an identity as a “person”. 

13:8 Has an experience of a collective identity as a female mental health service 
user/survivor affected health? 

Table 18 

High order heading: Has an experience of a collective identity as a female mental health service 
user/survivor affected health? 

Category: 
An experience of a collective identity as a female mental health service user/survivor has affected 
health 

 

Julia has an experience of a collective identity as a female mental health service user/survivor 
and that experience of a collective identity has affected her health. I have categorised the 
material in following way: The high order heading is “Has an experience of a collective 
identity as a female mental health service user/survivor affected health?” and the category is 
“An experience of a collective identity as a female mental health service user/survivor have 
affected health”. 
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13:8a Has an experience of a collective identity as a female mental health service 
user/survivor affected health?  

Julia gives following account about if a collective identity has affected her health: 

 Julia: And that is around actually using your experience to benefit others. And that is 
hopefully what I do. So, ironically having mental health issues has given me a huge sense of 
purpose within my life. You know, I might laugh about it what I, what I been employed to do 
and my colleague laugh about it. Rosemary you just want to go out and change the world.  
That’s what ha ha ha, that’s what I actually want to do, my reason for living. And that is 
huge. And within the movement, you know. A body of people who are all moving towards that. 
When I was in my early 20’s in late 60’s and 70’s, it was the women’s movement. Which was 
huge at that time. And we all went out and burnt our bra’s and all those sort of things. But it 
was a huge sense of being valued by your peers, which women never had until then. Women 
were second class citizen. 

Ann-Charlott: Hm 

Julia: And now I’m redoing it again with people with mental health issues. Are they second 
class citizens? No they are not. And I’m going to prove it. So I think belonging to a group is 
huge and most mental health service users with, you know, a serious experience in mental 
health, will say that they get the greatest support from other people with mental health issues. 
Other people who been there. And who are willing to share their experience. I work for 
(Rosemary mentions an organisation in UK.) and it doesn’t bare any resemblance to 
(Rosemary mentions an organisation in UK). All the (Rosemary mentions an organisation in 
UK.) the groups are very different. Ours are user led and user delivered completely.  

13:8b Writing up the findings and linking them to the research question 

According to Julia’s experiences above, have an experience of a collective identity as a 
female mental health service user/survivor affected her health, in a positive way. 

13:9 Has an experience of an self-identity as a “person” affected health? 

Table 19 

High order heading: Has an experience of a self-identity as a “person” affected health? 
Category: 
An experience of a self-identity as a “person” has affected health. 

 

Elisabeth expresses that an experience of a self-identity as a “person” has affected her health. 
So I have categorised the interview material in following way: The high order heading is 
“Have an experience of a self-identity as a person affected health?” and the category is “An 
experience of a self-identity as a “person” has affected health”. 
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13:9a Has an experience of a self-identity as a “person” affected health?  

In following account expresses Elisabeth how an experience of a self-identity as a “person” 
has affected her health: 

Elisabeth: So this is a much more positive, strong person. I wouldn’t done this 10 years ago. 

Ann-Charlott: So it has affected your health in a positive way then? 

Elisabeth: It has given me that strength. 

Ann-Charlott: Strength and self-esteem? 

Elisabeth: Yes. 

13:9b Writing up the findings 

Elisabeth expresses how an experience of a self-identity as a “person” has affected her health, 
in a positive way. 

13:10 How has an experience of a collective identity as a female mental health service 
user/survivor affected health? 

Table 20 

High order heading: How has an experience of a collective identity as a female mental health 
service user/survivor affected health? 

Category: 
A sense of purpose and social support. 

 

Julia gives in the interview a description how an experience of a collective identity as a 
female mental health service user/survivor has affected her health in a positive way. I have 
categorised the material in following way: The high order heading is “How has an experience 
of a collective identity as female mental health service user/survivor affected health?” and the 
category is   “A sense of purpose and social support”.  

13:10a A sense of purpose and social support 

Julia gives in following account a description how an experience of a collective identity has 
affected her health in a positive way. This verbatim example have I used before. 

Julia: And that is around actually using your experience to benefit others. And that is 
hopefully what I do. So, ironically having mental health issues has given me a huge sense of 
purpose within my life. You know, I might laugh about it what I, what I been employed to do 
and my colleague laugh about it. Rosemary you just want to go out and change the world.  
That’s what ha ha ha, that’s what I actually want to do, my reason for living. And that is 
huge. And within the movement, you know. A body of people who are all moving towards that. 
When I was in my early 20’s in late 60’s and 70’s, it was the women’s movement. Which was 
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huge at that time. And we all went out and burnt our bra’s and all those sort of things. But it 
was a huge sense of being valued by your peers, which women never had until then. Women 
were second class citizen. 

Ann-Charlott: Hm 

Julia: And now I’m redoing it again with people with mental health issues. Are they second 
class citizens? No they not. And I’m going to prove it. So I think belonging to a group is huge 
and most mental health service users with, you know, a serious experience in mental health, 
will say that they get the greatest support from other people with mental health issues. Other 
people who been there. And who are willing to share their experience. I work for (Rosemary 
mentions an organisation in UK.) and it doesn’t bare any resemblance to (Rosemary mentions 
an organisation in UK). All the (Rosemary mentions an organisation in UK.) the groups are 
very different. Ours are user led and user delivered completely. So 

Ann-Charlott: Hm 

Julia: everybody within the service has experience in mental health issues. And it gives us an 
enormous strength as a body, because we really and passionately believe in what we do. 

Ann-Charlott: Hm 

Julia: And, yeah it’s terrific, I cannot wait, (Cannot hear what Rosemary says.). Ha ha ha 

Ann-Charlott: Ha ha ha. 

Julia: I can’t see me retiring. So, yes, I think yes. Yes, thank you for drawing that to my 
attention. I’m going to hang on to that. 

13:10b Writing up the findings and linking them to the research questions and theoretical 
perspectives. 

Julia expresses how an experience of a collective identity as a female mental health service 
user has affected her health in a positive way. One way to interpret the result is that Julia had 
a hard time understanding the questions regarding identity and health, and I had to explain the 
question and rephrase the question. That may have led to a biased material. However, my 
interpretation is a different one. For Julia have the experiences of mental distress and 
womanhood and the oppression around that meant that she experiences a collective identity as 
a female mental health service user/survivor and she is now working for a mental health 
organisation. Her experience of identity has given her huge sense of purpose in her life and 
has affected her health positively. Her reason for living is to change the world for people 
experiencing mental distress. In her 20’s her purpose of living was to change the world for 
women. Besides giving her a purpose of living, has the experience of an identity as a female 
mental health service user/survivor also given her good health through the social support from 
her peers. So her experience of a collective identity has promoted her health by a huge sense 
of purpose in her life and social support. The factors sense of purpose in life and social 
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support are facets of a collective identity. To have a huge sense of purpose in life and social 
support are examples of a dimension of collective identity which is sense of belonging or 
emotional attachment to the group. Attachment to the group is a sense of feeling valued, 
accepted and supported by the group to which one belongs. 147 

13:11 How has an experience of a self-identity as a “person” affected health? 

Table 21 

High order heading: How has an experience of a self-identity as a “person” affected health? 
Category: 
Sureness of herself 

 

Elisabeth expresses how an experience of a self-identity as a “person” has affected her health 
positively. It has given her strength, self-esteem and sureness of herself. So I have categorised 
the material in following way: The high order heading is “How has an experience of a self-
identity as a “person” affected health” and the category is “sureness of herself”. 

13:11a Sureness of herself 

In following account expresses Elisabeth how an experience of a self-identity as a “person” 
has affected her health: 

Elisabeth: So this is a much more positive, strong person. I wouldn’t done this 10 years ago. 

Ann-Charlott: So it has affected your health in a positive way then? 

Elisabeth: It has given me that strength. 

Ann-Charlott: Strength and self-esteem? 

Elisabeth: Yes. 

Ann-Charlott: Proudness or what would you say? 

Elisabeth: Yes, ah, sureness of myself. I’m not conceited or full of myself or think I’m always 
right. But I know what I know. So that assuredness. I can perhaps do something on that 
committee. Ahm, it’s a much better, more comfortable person than I was all that years ago. 
Whether it’s to do of getting older. But it certainly feels that the lived experience that I had, 
living through that trauma and that pain, has actually you know contributed to what I am 
now. So it has had that affect. So it’s turning around some painful experience and making in it 
to something that is useful and good. 

Ann-Charlott: Hm 
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Elisabeth: You know changing, instead of saying: “Oh, I have been through all these years 
and all been terrible.” No, you know, turning it around. 

Ann-Charlott: How did you do that? How did you manage to do that? 

Elisabeth:  Hm, it doesn’t happen overnight. It’s about, you know being. Mostly is being with 
other people who had these experiences, who say have a good job, they are influential. You 
know I have meet people in my journey. Is like being on a conference or you know done some 
research. You meet people who are very well thought off. But they are service users. 

Ann-Charlott: Hm 

Elisabeth: So they are like me, but you know they have done it so I can do it. I want to do it. 

Ann-Charlott: You get encouraged by them? 

Elisabeth: Encouraged, hm. They are role models if you like. And I think it’s always, but also 
it has been meeting really lovely mental health professionals, who you feel really understand. 
Really ehm empathize and have encouraged me and supported me. You know they are not all 
bad. Some mental health professionals are not so good but some have been really great, 
really. An inspirational to me. And believed in me. That is really an important point, people 
believing in you. Because you know I said earlier, the expectations of people, say mental 
health staff of their patients. They, they expect, they have such low expectations. You were not 
able to do that. You are never able to work again. Huu you know, that low expectation rubs 
off on to you. So you begin to believe it. But conversely if people have those higher 
expectations, and respect and believe in you, that can, can raise you. I think that what’s 
happen to me, but it hasn’t been easy. You know it takes a long time. 

Elisabeth experiences a self-identity as a “person”. Her experience of a self-identity as a 
person seems connected to her experience of recovery. Elisabeth´s recovery has been 
facilitated by her fellow peers and mental health professionals. 

13:11b Writing up the findings 

Elisabeth has been through phases when it comes to her experience of an identity. First it was 
a kind of what the “hell is going on and floundering, and not knowing what’s happening”. 
After that she experienced a collective identity as a person with manic depression. That 
experience of identity gave her sense of proud and strength. That has now moved on and she 
emphasises an experience of a self-identity as a “person” instead. This different identity 
phases seem as I interpret it to be connected to her experience of mental health problems and 
her ability to handle them. Nowadays she expresses that she is managing her mental health 
problems and she has recovered. Because she has recovered she is experiencing a self-identity 
as a “person”. Her experience of mental health issues is just one facet of her identity, albeit 
she is still very passionate about people who are suffering from mental distress. 
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The reason why she is experiencing a self-identity as a “person” seems to be connected with 
her experience of recovery. Over the years she has experienced a process in recovery which 
has been facilitated by her fellow peers that has functioned as role models and mental health 
professionals that has given her support and encouragement. Through the recovery process 
she has developed an identity as a “person” instead, and experiencing strength and sureness of 
herself. That strength has made her active and wanting to influence the situation for mental 
health service users/survivors. That commitment gives her strength and self-esteem, health:  

Elisabeth: So that makes me feel, I don’t want to say proud that’s the wrong word, but I can 
do something. I know what I am talking about. I have 25 years of experience of living with 
this illness. I know what helps me and my people, and my friends. I know what’s important 
and so. Being there. So this is a much more positive, strong person. I wouldn’t done this 10 
years ago. 

13:12 Material that has been categorized but not used in the analysis and result section 

Table 22 

High order heading: Material that has been categorized but not used in the analysis and the 
result section 

Categories: Subcategories: 
Beginning  
Ending  

General talk about health 

Mental health 
Physical health 
Connection between mental health and physical 
health 

Who they are  
Recovery  
Commitment  
Irrelevant talk  
Society moves forward  
How keep healthy?  

 

When you are using qualitative content analysis you should categorize all of the interview 
material, even the “dross”, or in other words unusable “fillers”.148  So I have analyzed all the 
interview material. However, the dross or issues that are unrelated to the topic in hand has 
been excluded. In order to illustrate what was not included in the analysis of the interviews I 
am going to offer examples of data that I regard not to be considered, and which do not add to 
the general understanding of the field under consideration. 

I have categorized the “dross” in following way: The high order is “Material that has been 
categorized but not used in the analysis and result section” and the categories are: 
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“Beginning”, “Ending”, “General talk about health”, “Who they are”, “Recovery”, 
“Commitment”, “Irrelevant talk”, “Society moves forward” and  “How to keep healthy”. 
“General talk about health” has three subcategories: “Mental health”,”Physical health” and 
“Connection between mental health and physical health”.  

13:12a Beginning 

An example of a beginning of an interview that I have not analyzed but categorized is for 
example following verbatim example: 

Ann-Charlott: Thank you for letting me interviewing you. 

13:12b Ending 

The following sentences are an example of an ending that I have not analyzed but categorized: 

Elisabeth: What do you got? Eh what are you looking personally? Are you looking at any 
organisations?  

Ann-Charlott: Shall we 

Elisabeth: Shall we switch it off? Are you going to have it there all about Sweden? 

13:12c General talk about health 

Before starting to ask the relevant questions for the research when interviewing the women, I 
asked open questions about who they were and about how they perceive their health, mentally 
and physically.  These questions were asked so a relaxed atmosphere could be created in the 
interview situation and I would get a sense of who they were and what kind of experience 
they had of mental distress and their general health.  Following verbatim are examples of the 
women’s experiences of their mental and physical health and connections between mental and 
physical health. 

Mental health 

Elisabeth: Because you know I behaved so strange. You know when I am very psychotic I 
behave very strangely, do strange things. Go up to strangers and wonder of. You know I am 
supposed to be looking after two children. But you know very much in my own sort of world. 

Physical health 

 Elisabeth: More healthy. I don’t think there is something seriously wrong with me. But I think 
I could do with being a bit more you know generally well. And that is up to me. It’s up to my 
diet, it´s up to exercise and probably that sort of thing that happens to people in the 60´s. 
They want to, you know, keep, keep young. So they want to do things. 

Connection between mental and physical health 
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Elisabeth: Hm, ok. I haven’t had anything major wrong. But I think being mentally unwell, 
takes a huge toll physically. I mean I got, you cannot see it. But I have a hump on my back. 
Cause when I am depressed, I look down and I think I sort of damage. It has affected my 
posture. So you know like that. I think I had a lot of sort of minor health problems. Which I 
think probably down to the mental health, which have influenced. Because you don’t look 
after yourself.  

13:12d Who they are 

In an attempt to ease up the situation when I was interviewing and getting some information 
that I could picture each woman, I asked them to tell me something about themselves. For 
example expresses Julia following about herself: 

Ann-Charlott: Eh, can you tell me a little about yourself, give me a background so I can 
picture you. 

Julia: Alright, eh. I’m a woman. I’m about, not about, I’m 63. I have had mental health issues 
for the last 17 – 18 years. So I was well into middle age before the onset. 

Ann-Charlott: Hm, 

Julia: Ah, education. University education, teacher by profession. I have been married. I have 
3 children, all now adult and living away from home. 

13:12e Recovery 

Elisabeth talked quite a lot of her activism when it comes to mental health issues in her 
interview. She gave following account about her commitment which I have categorised but 
not analysed: 

Elisabeth: Seeing, seeing us as people. I always say this. It sounds so obvious. You know I am 
human being first. I’m not just a bundle of symptoms and a diagnosis and a dysfunction. I’m a 
person and see me as a person. That, that sounds so obvious. But you know so often you, you 
realize people just being told. One of my friends is a very, very bright person. He has a long 
term tractable and intractable schizophrenia. And some of the time his thoughts are a bit you 
know other worldly. Let us put it like that. He is so insightful and so intelligent. And all his 
psychiatrist says: “That’s part of your illness. That’s part of your schizophrenia.” Hello you 
know this man is so bright and he is just not. It’s not seen. He looks scruffy, he got a beard 
and he walks around with scruffy clothes, things. But he is such an interesting, 
compassionate, lovely, intelligent person. That is not seen. 

13:12f Irrelevant talk 

Following conversation between me and Julia have I categorized as irrelevant talk: 
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Julia: Ha ha ha, “I’m not quite sure that I can do that”. And that you know: “I don’t know 
whether I ought to go in to her house because you don’t know what.” Ha ha ha, I had. So, 
Ann-Charlott have you done your risk assessment? Ha ha ha 

Ann-Charlott: Ha ha ha. 

13:12g Society moves forward 

Julia gave me her thoughts, in the interview, about if the society moves forward when it 
comes to mental health issues or not: 

Julia: Ahm, so it’s possible for me now within the church to challenge views and to say, 
actually say: “I don’t think that is appropriate to say ha ha ha. And to hear back: “Oh, 
alright ok, I need to go rethink this one.” Ahm, and that I can’t be prevented from joining the 
society, because I have mental health issues, which in the past would have been perfectly 
acceptable. So we do move forward. Very, very gradually, but we get there.  

13:12h How to keep healthy 

In following account describes Julia how she keeps her health: 

Julia: Ha ha ha, so I don’t do an 80 hour week. I will never do an 80 hour week, because I 
know how unhealthy it is. Ah, so it can have a very positive effect in that way. And perhaps 
because I’ve had to confront a lot of my fears, you know. I have a lot of my fears in my head 
and I actually learn to look at those and I have been taught techniques about how to confront 
those. I actually do that around my physical health as well. So if for example I discovered a 
lump, I would not put that away in a box and say and not look at it. I would be able to take 
that to the GP and say: “I have lump, we need to examine this. Around a guy need problem. I 
am bleeding; I realize this could be some cancerous forms. And so I learned to be more open 
than most people have and that’s a huge, huge plus. I also learned techniques have to look 
after my physical health to. So relaxations techniques, you know, I would use quite happily. I 
use cognitive behavioural therapy all the time. If I lose my cool about something, I think, right 
ok. So somebody said something rude there. That doesn’t mean to say that the whole nation is 
rude, everybody is rude. I just need to say it that they need to direct it personally at me, you 
know. It was probably something that happened outside in their life. I’ve actually learnt not to 
take things quite as personally, which means that my health levels are probably better. And 
possibly I also learnt to enjoy the good times better. Ha ha ha. 

13:13 How do female mental health service users/survivors experience their health? 

The sections in the result chapter that I have written about before have answered my research 
questions except for one last and overarching research question: “How do female mental 
health service users/survivors experience their health?” All the research questions that I so far 
have been dealing with have thus been a part of answering the overarching research question 
that I mentioned above. So in this section I will summarize the findings from study two and 
answer the overarching research question. 
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Both of the women in study two have experienced discrimination on the grounds of gender 
and disability. They expressed both of them that the experiences of discrimination have 
affected their health. As a result of the discrimination the women expressed that the 
experience affected their self-esteem, made them suffer from depressions and posttraumatic 
stress. However, both of the female mental health service user/survivors challenged 
experiences of discrimination by an active coping style. They did not express if the active 
coping style moderated the affect of the experience of discrimination upon their health. 
Furthermore, none of the women expressed that an experience of a collective identity as a 
female mental health service user/survivor had moderated the effect of the experience of 
discrimination. The women did not tell if the experience of discrimination affected their 
health by an indirect route through their behavior. For one of the women in study two the 
experience of a collective identity as a female mental health service user/survivor was 
important for her health. However when she described how the experiences of the collective 
identity affected her health she was talking about her experience of an identity as mental 
health service user primarily. Her experience of identity has given her a huge sense of purpose 
in her life and has affected her health positively. Her reason for living is to change the world 
for people experiencing mental distress. In her 20’s her purpose of living was to change the 
world for women. Besides giving her a purpose of living, has the experience of an identity as 
a woman mental health service user/survivor also given her good health through the social 
support from her peers at the mental health organisation she works at.  However the other 
woman did not experience a collective identity but rather described an experience of a self-
identity as a “person”. The reason why she is experiencing a self-identity as a “person” seems 
to be connected with her experience of recovery. Over the years she has experienced a process 
in recovery which has been facilitated by her fellow peers that has functioned as role models 
and mental health professionals that has given her support and encouragement. Through the 
recovery process she has developed an identity as a “person” instead, and experiencing 
strength and sureness of herself. That strength has made her active and wanting to influence 
the situation for mental health service users/survivors. That commitment gives her strength 
and self-esteem, health. So as a whole both of the women expresses that experiences of 
discrimination have affected their health in a negative way, but at a same time these women 
resist the experience of discrimination and the view that they are just “victims”, by reclaiming 
their identity and establish a positive identity about themselves and their lives, and that has 
given them a sense of wellbeing and health.  
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14. SUMMARY AND CONCLUDING DISCUSSION 

14:1 The purpose of the study 

In this paper my main purpose has been to carry out a study that is focusing on female mental 
health service users/survivors and how they experience their health. I have been focusing 
specifically on whether they have experienced discrimination on the grounds of disability and 
gender and in that case if and how experienced discrimination has affected their health. I have 
also been interested in whether and how an experience of a collective identity as a female 
mental health service user/survivor has promoted health. 

14:2 Get hold of the participants  

Through previous contacts with disability organisations in Sweden and new contacts with 
people in the city in England, I got hold of six women that would like to participate in this 
study. I got hold of four women in the city in Sweden and two women in the city of England, 
UK. All of these women had been diagnosed with a severe mental illness and almost all of 
them, except for one woman, were active in the mental health service user/survivor movement 
in Sweden or in England. Two of the women had also a history of involvement in the 
women’s movement when they were younger. It was very hard to reach these women, so for a 
future research project it is important to take contacts from an early start with mental health 
organisations and others that might be interested in participating. 

14:3 Method 

The technique used when producing the data was interviews. Since my intention from the 
beginning was to use narrative analysis I mostly asked the women open ended general 
questions and did not have so many questions on my interview guide. One of the interviews 
just lasted for around 14 minutes and two others around 30 minutes, (but the three other 
interviews lasted for over an hour.) That meant that I could not use narrative analysis as a 
method, but instead I used qualitative content analysis and categorised the material using high 
order headings, categories and subcategories. The conclusion from this is that it is important 
to build up a relation of trust with these women when interviewing them. For instance you 
could do that by repeat interviews and invite them to become collaborative partners in the 
research project. Due to limitations in resources and time, I did not travel several times to 
Sweden to do follow up interviews, they same goes for the interviews in England. But I tried 
to make the women feel comfortable in the interview situation by informing them thoroughly 
about the research project, letting them choose the place to be interviewed and giving them 
the opportunity to read through the transcripts before I started analysing the material. When 
choosing between the risks of the women getting biased before the interviews when I 
discussed the research project with them and not informing them thoroughly, the decision was 
simple. For me it was more important to give the women a fair chance of deciding if they 
wanted to participate in the study or not then of the risk of getting a perhaps biased material. 
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14:4 Write myself into the work 

I have written myself into this work and given the reader a glimpse of my professional life as 
well as my private life. The life history which I carry around has foremost influenced me 
when I choose the direction of this paper. My own experience of discrimination and of a 
collective identity and how that’s affected my health, were experiences that I wanted to study 
closer. That has meant that I have chosen theoretical perspectives which places me on the side 
of the oppressive and I wanted use theoretical perspectives that conceptualise the relation 
between experience of discrimination, stress and health. Furthermore I wanted to study if and 
how a collective identity might promote health. The theoretical perspectives that I have used 
in this study was a frame through which the data was analyzed. Since I wanted the empirical 
data to speak for themselves without interference of my “prejudice”, I held my “prejudice” in 
control when analysing the data.  

14:5 Experience of discrimination on the grounds of disability and gender? 

When asking the women if they had any experience of discrimination on the grounds of 
gender and disability, almost all of them gave examples of experiences of discrimination. 
However, one woman, Tora, in study one did not experience any discrimination on the 
grounds of disability. My interpretation is that Tora had a certain perspective on life that made 
her come to that conclusion. She knew about people around her that had faced discrimination 
on the grounds of disability and she was very active in the mental health service user/survivor 
movement in a city in Sweden. Both women in study one and study two had problems in 
giving me examples of experience of discrimination on the grounds of gender and disability in 
the same situation, so called gendered disablism. Or just experience of discrimination on the 
grounds of gender. One way to interpret that result is that the women did not experience so 
much discrimination on the grounds of gender and that discrimination on the grounds of 
disability was more dominant. However, my interpretation is a different one. Almost all of the 
women in study one and study two, except for one woman, were active in the mental health 
service user/survivor movement  and they were not engaged in any project in the movement  
that were focusing on women or gender issues. Disability organisations in Sweden and in the 
UK are quite masculine in both its organizational nature and its programme. Furthermore, 
none of the women were now active in the women’s movement. The women’s movement in 
the Western world have failed to address the concerns of the disabled women, and sometimes 
even actively excluded them from participation in feminist events. 149 So I believe that the 
women active in the mental health service user/survivor movement have developed a higher 
sensitivity when it comes to discrimination on the grounds of disability. All of the women 
were aware about feministic standpoints but it seems like the gender perspective is not as 
developed because they did not give so many accounts about discrimination on the grounds of 
gender and gendered disablism. These findings above are though in line with the social model 
of disability and feministic standpoints that maintains that we live in a society which is 
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oppressive. Women and people with impairments are socially excluded and oppressed 
because of men and the “mentally and bodily able” superior position of power.150  

Due to my initial intention to use narrative analysis, there were not so many questions on my 
interview guide. That meant that I just had one general question about experience of 
discrimination. The intention was that the women would talk more freely without the 
interruption from me asking a lot of questions. Through the open ended general questions the 
material became also less biased. However, in a future research project more open ended 
questions would be asked even though using narrative analysis, about their experience of 
discrimination. In that way more information are gained about the experience of 
discrimination and the relationship between experiences of discrimination and health. 
Questions you could ask are: Where did the discrimination occur, what kind of discrimination, 
when did it happen, and with what intensity did the discrimination happen, how often has the 
discrimination occurred and how has the women handled the experience of discrimination?151  

14:6 Is there a relationship between experience of discrimination and ill health? 

When it came to the question, if the experience of discrimination had affected their health, 
almost all of the women expressed that the experience of discrimination, had according to 
them affected their health. However, two women in the study one Panda and Cora, expressed 
that the discrimination did not affect their health. Why did not their experience of 
discrimination affect their health in any way? Panda mentioned that the social support from 
her partner made it easier for her to handle an experience of discrimination. She could discuss 
the discriminatory encounter with him. Cora, the other women explained that she would 
become furious and reply back in different ways if she would experience discrimination. So 
through her active personal coping style she could handle the negative consequences of 
perceived discrimination on her health. This result was very interesting for me, because I did 
not ask the women any question about factors that may moderate the experience of 
discrimination like social support and active coping style. However, past research has 
revealed several variables that may moderate the link between perceived discrimination and 
health, for example social support and coping style.  Another variable that may moderate the 
link between perceived discrimination and health is a strong connection to a certain group 
identity, such as for example one´s ethnic or gender group.152 However, none of these women 
expressed that the collective identity as a female mental health service user/survivor had 
moderated the link between perceived discrimination and health. The two women in study 
two, Julia and Elisabeth, both expressed that experiences of discrimination affected their 
health. But both of the two women expressed also that they would challenge the experiences 
of discrimination. To challenge experiences of discrimination is examples of an active 
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personal coping style. However, none of the women in study two expressed that the 
experience of a collective identity as a female mental health service user/survivor had 
moderated the link between perceived discrimination and health. Tora and Saga in study one 
gave no account how they handled the experience of discrimination. They just expressed that 
the experience of discrimination had a negative impact upon their health. They might have 
handled the experience of discrimination in a hurtful way by blaming themselves or through 
denial.153 For a future study it is important as I mentioned above to ask questions about how 
people handle experience of discrimination. 

14:7 How does experience of discrimination affect health? 

When it came to the question how the experience of discrimination has affected their health, 
two of the women in study one and both of the women in study two gave examples how the 
experience of discrimination affected their mental health. One way to interpret the result is 
that the ill mental health the women are experiencing is due to their initial mental health 
problems. However, experience of discrimination has shown in research can give raise to 
strong physical and mental reactions. According to Frankenhaeuser’s biopsychosocial model, 
psychosocial factors like perception of discrimination can give rise to stress in the individual. 
When the person’s resources are insufficient in relation to a specific situation, the individual 
will lose their sense of control, which leads to chronic stress, and can result in ill health or 
diseases.154 Stress due to the experience of discrimination has shown affect the mental health, 
for instance in the form of depression, psychological distress, anxiety and poor well being.155 
These women have expressed ill health in terms of experience of low self-esteem and 
depression. Tora expressed that the experience of discrimination has been hindrances in their 
recovery from severe mental health problems and Julia expressed how she has suffered from 
Posttraumatic stress. So the experience of discrimination has according to these women 
affected their health in a negative way, by affecting their mental health.  

But stress can affect health in two ways, because the causal sequence can involve two routes. 
A direct route which means that stress produces change in the body’s physiology and/or the 
mental health as mentioned above. But stress can also cause ill health in an indirect route, by 
affecting health through the person’s behaviour. People who experience high levels of stress 
tend to increase, by their behaviour, their chances of becoming ill or injured. Furthermore 
those with high stress are more likely to eat high fat diets with less fruit and vegetable, 
exercise less, smoke cigarettes, consume more alcohol and have an impaired 
sleep.156However, none of the women in study one or study two expressed that the stress due 
to the experience of discrimination had effected their behaviour with the result of becoming ill 
or injured, eating unhealthy diets, exercising less, smoking cigarettes and consume more 
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alcohol and have an impaired sleep. I do not know how to interpret that result, it might have 
to do that I only asked one open ended general question about how experience of 
discrimination affects health. It might be wise to have more questions about how experiences 
of discrimination affect health. A different way to interpret the result is that the woman did 
not want to discuss sensitive issues like how stress affects behaviour. Another way of 
interpreting it is that stress due to the experience of discrimination did not affect their 
behaviour, and the interesting question is in which situations experiences of stress then affect 
behaviour. 

14:8 Experience of a collective identity as a female mental health service user/survivor? 

Not all of the women did experience a collective identity as a female mental health service 
user. One woman in study one, Saga expressed that she experienced a self-identity as a 
“woman” instead, and one woman in study two, Elisabeth expressed that she rather 
experienced a self-identity as a “person”. Furthermore, one women in study 1, Tora gave an 
account were she both expressed experience of a collective identity as a female mental health 
service user/survivor and self-identity as a “boy-girl”. How do you interpret these findings? 

First of all I think all the women had some difficulties in understanding my questions about 
their experience of a collective identity as a female mental health service user and health. 
Some interpreted the question as if I was asking about their public identity, in other words 
about their ontological status of being. So for some women I had to rephrase the question and 
try to explain the question. Still some did not interpret the question as I intended it. They 
understood the question in a rather essential, categorical way.  

The boundary separating disabled and non-disabled is not sealed or fixed, because an 
accident, an injury at work, and the onset of a chronic illness can propel the non-disabled 
person into the world of “the disabled”, at any time. Disability studies writers point out that 
being “able-bodied” is for most people only a temporary state.157 For instance, a person with 
mental health problems/mental distress can have a major incident with mental health 
problems and then totally recover from the mental health problems. So the boundary 
separating disabled and non-disabled is not sealed or fixed. So using a categorical, essential 
perspective on identity on the findings in this study is not relevant. Furthermore, being or 
have been a person with impairment does not mean that you automatically experience or 
experienced a collective identity as a mental health service user/survivor. The examples 
mentioned above with the two women experiencing a self-identity as “woman” and a 
“person” and not a collective identity as a female mental health service user shows the 
importance of a non-reductionist materialist ontology of the body. Or as Carol Thomas 
phrases it, identity is: 
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 “on the one hand forged in the interactions between one’s “real” body and the “real” physical 
and social environments in which it exists, and on the other hand has the capacity to act as a 
force upon and for itself.”158  

So the self is being socially produced but the psyche can receive something from the outside 
and create something different. The self is not passively constructed nor “read off” from 
particular categories or attributes which appear to describe ones social status. Neither is the 
self a fiction or an imaginary quality in constant state of instability.159 

What about Tora that both experienced a collective identity as a female mental health service 
user/survivor and an individual self-identity as a “boy-girl”? She challenges the public 
identity of how a woman in the Western society and shows the capacity to act as a force upon 
and for herself. In other words she receives something from the outside and makes it her own, 
creating something different. Her experiences show that the self is not passively constructed. 
Furthermore, it also shows that as a human being you can have different types of identities, 
collective as well as individual identities. 

My conclusion is that when you ask about experiences of a collective identity as a mental 
health service user/survivor you have to take in to consideration that the experience of an 
identity is forged in the interactions between one’s “real” body and the “real” physical and 
social environments in which it exists. Elisabeth and Saga felt that they had recovered from 
their mental health problems and so they did not experience a collective identity as a female 
mental health service user/survivor. The boundary separating disabled and non-disabled is not 
sealed or fixed. So using a categorical, essential perspective on identity on the findings in this 
study is not relevant. The other women in study one and study two that did express that they 
experienced a collective identity as a female mental health service user, none of the expressed 
that they fully recovered from their mental distress and they were all of them also active in the 
mental health service user/survivor movement.  

The first obvious element of a collective identity is a subjective claim or acceptance by the 
person at stake of belonging to particular social group/groups. The person can see the self as a 
prototypical group member at the centre or as a more marginal group member.160 
Unfortunately I did not ask the women in study one and study two about if they experienced a 
collective identity in the centre or in the marginal. For future research projects it would be 
interesting to ask such questions about their collective identity. 

14:9 Can an experience of a collective identity affect health? 

When it came to the question if the experience of a collective identity as a mental health 
service user/survivor had affected their health, all of the women in study one and study two 
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that expressed that they experienced a collective identity gave an account that the experience 
of a collective identity had affected their health in a positive way. They same goes for the 
women that expressed that they had self-identities too; their experience of identities affected 
their health in a positive way.  How come that all of the women in study one and study two 
express that an experience of a collective identity was promoting health? One way to interpret 
it is that a strong experience of a collective identity might actually promote health. It would be 
interesting in a future research project to study if and how the different dimensions of a 
collective identity promote health. Another way of interpreting the result is that I might have 
influenced the women.  I had to explain the questions about experience of a collective identity 
quite thoroughly. For a future research project it would be important to rephrase the questions 
about identity so that the participant easily can understand the questions.  

14:10 How does a collective identity as a female mental health service user/survivor promote 
health? 

How did the experience of a collective identity as a female mental health service user/survivor 
affect health? For all the women in study one and study two that experienced a collective 
identity as a mental health service user/survivor and woman mental health service 
user/survivor, did the collective identity affect their health in a positive way. Their experience 
of a collective identity promoted health. 

 In study one Cora felt less depressed, Tora felt a sense of wellbeing and wholeness and Panda 
felt an improvement in wellbeing and mental health. The women in study one mentioned 
following factors that had facilitated the experience of health; given a place, a context in life, 
social support, an occupation and membership of a new society. These factors are different 
facets of a collective identity. To have been given a place, a context in life, social support and 
membership of a new society are examples of a dimension of collective identity which is 
sense of belonging or emotional attachment to the group. Attachment to the group is a sense 
of feeling valued, accepted and supported by the group to which one belongs. The factor an 
occupation, is as I interpret it an example of the dimension behavioural involvement.  
Behavioural involvement is defined to which extent the person engages in action that directly 
implicates the collective identity in question. 161 

The improved health seems to be a fact due to their experience of a collective identity as a 
mental health service user/survivor, and not as a woman mental health service user/survivor. 
My interpretation why, is that almost all of the women in study one  were active in the mental 
health service user/survivor movement and they were not engaged in any project in their 
mental health organisations that were focusing on women or gender issues. Disability 
organisations in Sweden are quite masculine in both its organizational nature and its 
programme. Furthermore none of the women were now active in the women’s movement. The 
women’s movement in the Western world have failed to address the concerns of the disabled 
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women, and sometimes even actively excluded them from participation in feminist events. 162 
So I believe that the women above, active in the mental health organisations have developed a 
strong collective identity as a mental health service user/survivor, but not a collective identity 
as a female mental health service user/survivor.  However, all of the women were though 
aware about feministic standpoints and expressed experience of discrimination on the grounds 
of gender and gendered disablism. 

One woman in study two, Julia expressed how an experience of a collective identity as a 
female mental health service user/survivor had affected her health in a positive way. For her 
had the experiences of mental distress and womanhood and the oppression around that meant 
that she experienced a collective identity as a female mental health service user/survivor and 
she is now working for a mental health organisation. Her experience of identity has given her 
huge sense of purpose in her life and has affected her health positively. Her reason for living 
is to change the world for people experiencing mental distress. In her 20’s her purpose of 
living was to change the world for women. Besides giving her a purpose of living, has the 
experience of a collective identity as a female mental health service user/survivor also given 
her good health through the social support from her peers. So her experience of a collective 
identity has promoted her health by a huge sense of purpose in her life and social support. The 
factors sense of purpose in life and social support are facets of a collective identity. To have a 
huge sense of purpose in life and social support are examples of a dimension of collective 
identity which is sense of belonging or emotional attachment to the group. Attachment to the 
group is a sense of feeling valued, accepted and supported by the group to which one belongs. 
163 

When medical sociologists in the interpretative tradition are doing research on identity and 
impairment they are focusing on how chronically ill “cope with” and “manage” their new 
socially “deviant” status, and how they endeavour to reconstruct their shattered 
identities.164However, I have not used a medical sociologist perspective when it comes to 
experience of collective identity and health, because of their use of the “social deviance” 
perspective. The “social deviance” perspective is not in line what I am pursuing in this study, 
as I discussed earlier in section 6:1 Disability studies or medical sociology? I have rather 
turned things upside down by wanting to study if and how an experience of a collective 
identity as a female mental health service user/survivor can promote health instead. That is in 
line with a disability studies perspective. However, not much is written about how a collective 
identity can promote health, so I think that disability studies have much research to do in that 
area. 
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Even the women in study 1 and study 2 that experienced self-identities did express that the 
experience of self-identity promoted their health, albeit in different ways. For Saga becoming 
a mother and giving birth had made her self-esteem rise, which had improved her mental 
health.  That made her realize that she also had the power to handle her mental impairment 
and she is now not focusing on her impairment any longer, she experience a self-identity as a 
“woman” instead. Her way of experiencing health has as I interpreted it not been by 
embracing difference but rather to “normalize”. For Tora in study one has the recovery from 
her sufferings of mental health problems/mental distress meant that she had “built” an 
authentic me. That meant that she broke free from norms and created her self-identity as a 
“boy-girl” instead. That process in “building her a real me” made her experience health and 
wellbeing. She experienced health by as I interpreted it, embracing difference. For Elisabeth 
in study two that expressed a self-identity as a “person” has the recovery been facilitated by 
her fellow peers and mental health professionals. They have acted as role models and given 
her support. Through these facilitating factors she has recovered, gained health, and she is 
now experiencing strength and sureness of herself. She is now experiencing a self-identity as 
a “person”, and her experiences of mental health problems are just one facet of her identity. 
The strength and sureness of herself makes her want to influence and improve the situation for 
people with mental distress, and she is now campaigning in mental health issues. The activism 
makes her positive and strengthens her as a person. Through her activism she experience 
health. 

14:11 Similarities or differences between study one  and study two? 

I would say going through the result of both studies, that there are, as shown above, many 
similarities between the two studies. There are a lot more similarities than there are 
differences. I would even conclude that there are almost no differences in the result between 
these two studies. The results between the studies seem not to be related to from which 
country the women come from; rather the material is displaying individual variation. For a 
future research project it would be interesting to carry out a real comparative study and also 
examine why there are similarities or differences between the two countries results. 

14:12 Conclusion: How does the female mental health service user/survivor experience their 
health? 

All the research questions that I so far have been dealing with in this chapter have been a part 
of answering the overarching research question. So in this section I will summarize the 
findings from study one and study two and answer the overarching research question; How do 
the female mental health service user/survivor experience their health? 

All of the women in study one and study two experienced discrimination on the grounds of 
gender and disability. However, they did not give many accounts of experience of gendered 
disablism and discrimination on the grounds of gender. Some of the women in study one, 
Cora and Panda, and all of the women in study two handled their experience of discrimination 
by having social support or by an active coping style. None of the women though expressed 
that their collective identity as a female mental health service user/survivor had moderated 
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their experience of discrimination. Tora and Saga in study one did not tell if they handled 
their experience of discrimination. Two of the women in study one, Cora and Panda, 
expressed that the experience of discrimination did not affect their health because they 
handled the experience by an active coping style and through social support. However, for all 
the other women in study one and study two did the experience of discrimination affect their 
health in a negative way. The experience of discrimination affected their mental health by 
depressions, low self-esteem, and Post traumatic stress and by being a hindrance in the 
recovery from mental health problems. None of the women in study one and study two did 
express if the experience of discrimination affected their health by an indirect route, through 
their behavior. 

Not all of the women did experience a collective identity as a female mental health service 
user/survivor. Saga in study one expressed a self-identity as a “woman” and Elisabeth in study 
two expressed an experience of a self-identity as a “person” instead. The rest of the women in 
study one and study two did express an experience of a collective identity as a female mental 
health service user/survivor. However, Tora in study one did besides experiencing an identity 
as a female mental health service user/survivor also experience a self-identity as a “boy-girl” 
too. For the women that did express that they experienced a collective identity did the 
experience of the collective identity promote health. However, it was through their experience 
of a collective identity as a mental health service user/survivor, and not as a female mental 
health service user/survivor, that gave them health. Julia in study two did though express that 
the experience of a collective identity as a female mental health service user/survivor had 
promoted health. The experience of a collective identity promoted health by giving the 
women in study one and study two; social support, huge sense of purpose in life, they were 
given a context, a place in life, an occupation and a membership in a new community. For the 
women that expressed experiences of self-identities, did also their experiences of identity, 
promote health.  

My conclusion is that for the women in study one and study two that did experience 
discrimination, did the experience of discrimination also influence their health in a negative 
way. However, some of the women in study one did not express that that the experience of 
discrimination affected their health. The reason why is that they handled the experience of 
discrimination. The women in study one and study two have also resisted the experience of an 
oppressive society and the view that they are just “victims”, by reclaiming their identity and 
experiencing a collective identity or a self-identity. These experiences of identity have given 
them a sense of wellbeing and health, promoted health. 
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16. APPENDIX 

SÖKES DELTAGARE FÖR EN STUDIE 

 

December 2009 

 

Hej!   

Jag heter Ann-Charlott och jag studerar en magister i Handikappvetenskap vid Halmstad 
Högskola. I oktober 2010 skall jag påbörja mina doktorandstudier i Disability Studies, 
Handikappvetenskap, vid Lancaster University. Jag har varit engagerad i brukarrörelsen och 
jobbat för HSO, Handikappföreningarnas Samarbetsorgan. 

Min D-uppsats och min doktorandstudie kommer att handla om erfarenheter av 
diskriminering och om och hur den erfarenheten påverkar hälsan, och också hur en erfarenhet 
av en kollektiv identitet som Kvinna med Psykiska funktionshinder kan påverka hälsan. Jag är 
intresserad av den subjektiva erfarenheten av hälsa. 

Jag skulle vilja prata med kvinnor med erfarenhet av svår psykisk ohälsa, som är beredda att 
delge deras personliga erfarenheter av diskriminering på grundval av genus och 
funktionshinder, och om och hur dessa erfarenheter påverkar hälsan, och om och hur 
erfarenheten av en identitet som Psykiskt funktionshindrad Kvinna påverkar hälsan. 

Om ni vill delta i denna undersökning kommer ni att bli intervjuad av mig i en timme ungefär. 
Jag kommer att använda mig av narrativ analys, vilket innebär att jag inte ställer så många 
frågor, utan istället ger er möjligheten att delge mig era erfarenheter. 

Om ni skulle vilja hjälpa mig i min undersökning och/eller vill veta mer om den, så kontakta 
mig på följande adress:  

a_timander@yahoo.se eller mobil: 0044 – 7504 – 491914 

Om ni mejlar mig så kan jag kontakta er telefonledes då jag nuförtiden bor i England, UK. 
Men jag åker över till Sverige kring den 20:e januari 2010 för att genomföra intervjuer. 

Berätta gärna för andra om denna studie, som ni tror skulle vara intresserade av att delta i 
denna undersökning! 

Tack på förhand! 

 

Ann-Charlott Timander 

 



135 

 

REQUEST FOR RESEARCH PARTICIPANTS  

 

December 2009 

 

I am a Master´s student based at Halmstad University in Sweden, studying Disability studies. 
In October 2010 I am going to start my PhD in Disability studies at Lancaster University.  I 
have been campaigning for a Swedish mental health service user/survivor organisation and 
working as a lobbyist and researcher for the biggest disability organisation in Sweden. 

My research interests is experience of discrimination and if and how that experience affects 
health, and also how an experience of a collective identity as a mental health service 
user/survivor can affect health. I am focusing on the subjective experience of health. 

I would like to talk to female mental health service users/survivors (women with experiences 
of severe mental health problems), who are willing to share their personal experiences of 
discrimination on the grounds of disability and gender and if and how that experience affects 
health, and if and how an experience of an identity as a women mental health service 
user/survivor can affect health.  

This research will involve you in one interview that will take about one hour. I am going to 
use narrative analysis which means that I am not going to ask so many questions, but rather 
let you express your experiences. 

If you are interested in helping with my research and would like to know more, then please 
contact me: 

 

Ann-Charlott Timander 

E-mail address: A_timander@yahoo.se 

Telephone: 07504 – 491914 

 

Even though I am studying in Sweden, I live in England, UK. That means that I easily can 
commute around in England and meet you for a talk. 
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SAMTYCKESFORMULÄR  

 

Detta samtycke är till för att kontrollera att du nöjd med den information som givits om 
studien, att du är medveten om dina rättigheter som deltagare i studien och att du bekräftar att 
du vill delta i denna studie. 

 

 

Namn på deltagare……………………………………………………….. 

Den pseudonym som kommer att användas i studien……………………. 

Magister student,  Ann-Charlott Timander………………………………. 

 

Var snäll och skriv ja eller nej efter varje fråga innan du skriver under: 

Har du fått tillräckligt med information om studien för att du skall kunna bestämma dig för att 
delta eller inte? 

Har du fått alla dina frågor om studien besvarade? 

Förstår du att du kan vägra att besvara en fråga? 

Förstår du att du kan dra tillbaka all den information eller ditt deltagande vid vilken tidpunkt 
som helts utan att du anger några skäl? 

Förstår du att jag kommer att behandla all den information du ger mig konfidentiellt? 

Är det ok att jag spelar in intervjun? 

Går du med på att delta i studien? 

 

Signatur…………………………………………….  Datum…………………… 

 

Jag går med på att information från intervjun kan användas i magisteruppsatsen. Jag förstår att 
informationen kommer att användas anonymt i magisteruppsatsen. 

 

Signatur……………………………………………. Datum…………………… 
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CONSENT FORM 

 

This consent form is to check that you are happy with the information you have received 
about the research project, that you are aware of your rights as a participant and to confirm 
that you wish to take part in this research. 

 

Name of participant.................................................................................... 

Name to be used in the research (pseudonym)........................................... 

Master´s student...................................................Ann-Charlott Timander 

 

Please write yes or no before signing: 

Have you received enough information about the research for you to decide whether or not 
you want to take part?....................... 

Have you had all your questions about the research answered?.......................... 

Do you understand that you are free to refuse to answer any questions?............. 

Do you understand that you may withdraw information or your participation at any time 
without giving your reasons?......................... 

Do you understand that I will treat all your information as confidential?..................... 

Are you willing for me to record our interview? 

Do you agree to take part in my research? 

 

Signature..........................................................       Date......................................... 

 

 

I agree that quotations from the interview can be used in the final Master´s thesis and other 
publications. I understand that these will be used anonymously. 

 

Signature..........................................................        Date........................................... 
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INTERVJUGUIDE 

 

I början 

• Fråga om det finns några frågor eller om det behövs redas ut något innan vi börjar 
• Förklara/gå igenom samtyckesformuläret 

• Kontrollera I-pod 
• Påminn dem att de kan stoppa intervjun/inspelningen närhelst de önskar och att de har 

kontroll över vad vi pratar om. 

• Jag kommer då och då ta anteckningar för att senare ställa en uppföljningsfråga. 
• Tacka dem för att de har kommit till intervjun! 

 

Intervjun 

• Kan du berätta lite om dig själv? Ge mig en bakgrund så att jag kan förstå dig bättre. 
• Kan du berätta om den psykiska ohälsa du har erfarit/erfar/ditt psykiska 

funktionshinder? 
• Hur skulle du beskriva din hälsa? Hur erfar du din hälsa, psykiskt och fysiskt? 
• Har du erfarenheter av diskriminering på grund val av genus och funktionshinder? 

• Kan du berätta om dina erfarenheter av diskriminering på grund val av genus och 
funktionshinder? 

• Hur har dina erfarenheter av diskriminering påverkat din hälsa? 

• Har en erfarenhet av en identitet som Kvinna med psykiskt funktionshinder påverkat 
din hälsa på något sätt? 

• Hur har dina erfarenheter av en identitet som Kvinna med psykiskt funktionshinder 
påverkat din hälsa? 

• Har du något att tillägga? 

I slutet 

Ge dem en möjlighet att se transkriberingen när den är färdig – varna om att se sig själv i en 
taltext, det är inte alltid en städad svenska. Jag kommer att skicka utskriften så fort som 
möjligt. Hur skall jag skicka den om de är intresserad av att läsa? 

De kan återkomma till mig om de har frågor, glömt något eller vill korrigera något eller 
reflektera kring erfarenheten av intervjun. Ge dem mina kontaktuppgifter. 

Tacka dem så mycket för intervjun. 

Efter intervjun; mina intryck, känslor och reflektioner efter intervjun. 
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INTERVIEW GUIDE 

In the beginning 

• Are the any questions that need to be addressed and answered? 
• Go through the consent form. 
• Control the I-pod 

• You can whenever you want stop the interview and you have control over the 
conversation. 

• I maybe will be taking notes during the interview. 

• The interview will take about one hour. 
• Thank you for letting me interviewing you! 

 

Interview 

• Can you tell me a little about yourself? Give me a background so I can picture you. 

• Can you tell me about your mental health problems; past, current? 
• How would you describe your health in previous years and now, physical and 

mentally? 

• Do you have any experience of discrimination on the grounds of gender and 
disability? 

• If so, can you tell me about these experiences? 

• How have your experiences of discrimination affected your health? 
• Can you tell me if en experience of an identity as a Woman Mental health service 

user/survivor have affected your health? 
• How has the experience of an identity as a Woman mental health service user/survivor 

affected your health? 
• Do you have anything to add? 

 

The end 

Would you like to see the transcription, would you like me to send you a copy? But be aware 
that is going to be spoken English not written English. How do you want me to send it? 

If you have any questions, or forgotten something or will alter something or want to reflect 
over the interview, do not hesitate to contact me. You have my contact details? 

 

Thank you for the interview! 

After interview; my reflections, feelings and thoughts after the interview. 
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TRANSCRIPTION CONVENTIONS 

 

Ann-Charlott – Interviewer 

? – Interrogative intonation 

(2.0) – Pause time in seconds 

(.) – Small untimed pause 

Why – Emphasis or stressed word 

! - Exclamation intonation in the end of a sentence. 

Ha ha ha – Laughter syllables 

Ahm, ehm, ah – In-breath and out-breath 

Hm – The interviewer or the interviewee is showing that she is listening. 

Eeepphh, mmmph etc-Different sounds the interviewee makes during the interview. 

 

 

 


