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Abstract
This article examines social inclusion in the context of the deinstitutionalisation of mental health care. It draws on a sci-
entific evaluation of the Belgian reform of mental health care (2010), designed to assess the influence of organisational
mechanisms on the social and care trajectories of service users. The findings highlight the ongoing challenge for men-
tal health systems to support the inclusion of service users within the community, and the increasingly difficult access to
mental health care for people with complex and chronic mental health problems. Drawing from Systems Theory (Luhmann,
2013) and the analysis of subjective experiences, this article delves into the complex processes of social inclusion using
the empirically-grounded concepts of the patient role and the impatient role. By acknowledging the relational dimensions
of social inclusion, this article argues that complementarities between two faces of the mental health system are key to
achieving inclusion beyond the walls of institutions and within society at large.
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1. Introduction

Mental health care systems across European countries
have undergone major changes since the mid-twentieth
century. Growing public criticism of psychiatric hospi-
tals drove policy makers to place increasing emphasis
on the inclusion of people with mental health prob-
lems within society. The deinstitutionalisation of men-
tal health care gradually gained international consensus,
and efforts began to shift mental health care from hospi-
tals to the community.

Despite the development of community mental
health care, scientific evaluations carried out internation-
ally have revealed undesirable side effects. People with
complex and chronicmental health problems (PCCs) now

face difficult access tomental health care (Novella, 2010).
In the Belgian context, these evaluations have repeat-
edly pointed to excessive recourse to long-term hospi-
tal stays for those admitted. On a broader level, there
is still an urgent need to facilitate social inclusion of peo-
ple with mental health problems outside mental health
institutions and within the community (Grard, Nicaise, &
Lorant, 2015).

This article aims to address the complex relationship
between the deinstitutionalisation of mental health care
and social inclusion. It draws on a research project de-
signed to assess the Belgian reform ofmental health care
(2010) and its impact on the social and care trajectories
ofmental health service users (Walker, Nicaise,& Thunus,
2019). The research results shed new light on the pro-

Social Inclusion, 2020, Volume 8, Issue 1, Pages 214–224 214



cess of social inclusion for mental health service users.
The qualitative data substantially widens the scope of
social inclusion, often limited to citizens’ access to ser-
vices available within a given community, as it incorpo-
rates personal experiences of social involvement as full-
fledged members of society. Drawing from these find-
ings, this article raises two questions. First, how do con-
temporary mental health systems contribute to the pro-
cess of social inclusion for people with mental health
problems? Secondly, how can PCCs navigate towards so-
cial inclusion, in the context of their increasing exclusion
from the mental health system’s services?

This article refers to Systems Theory (Luhmann, 2013)
in order to discuss the complex relationship between the
mental health system and social inclusion. This theoret-
ical framework is particularly relevant in tackling these
complexities, as it draws a distinction between differ-
ent types of systems which include social systems and
psychic systems, each based on specific “modes of op-
eration” (Luhmann, 2013, p. 188). In addition, it theo-
rises the process through which these systems interact
with one another and relate to their environment. The
empirical contribution incorporates service users’ sub-
jective experiences of social inclusion. It highlights the
performance of two roles, the patient role and the im-
patient role, and the contribution of the contexts cre-
ated by different social systems in shaping these perfor-
mances. Both roles are ideal types, each capturing dis-
tinctive characteristics of speeches and interactions, and
leading to different pathways towards social inclusion.

By disentangling the concept of social inclusion in re-
lation to mental health systems, this article brings the re-
lational dimensions of social inclusion into the discussion,
thereby addressing the complementarities between two
faces of the mental health system: the mental health sys-
tem per se and a systemmade up of alternative services.
This article argues that these complementarities are key
to achieving inclusion for people with mental health
problems beyond the boundaries of mental health sys-
tems and within society at large.

2. The Two Faces of the Belgian Mental Health System

During the mid-twentieth century, psychiatric hospi-
tals were strongly criticised for dehumanising patients
and cutting them off from society. Social pressure en-
couraged a process of deinstitutionalisation and the
World Health Organization supported the promotion
of community mental health care (Sturdy, Freeman,
& Smith-Merry, 2013), which values the emancipa-
tion of people with mental health problems. European
countries began to launch reforms of mental health
care which took various forms according to national
specificities and institutional arrangements (Thunus &
Schoenaers, 2017). They all had in common the empha-
sis placed on prevention, rehabilitation, and social inclu-
sion. Overall, the deinstitutionalisation process unfolded
in light of the synergy between social movements on

the one hand, and the formal mental health system on
the other.

In Belgium, the anti-psychiatric movement played a
key role in promoting patient autonomy and social inclu-
sion as important ideals among policy makers and men-
tal health professionals. As of the early 1960s, these ide-
als inspired the creation of non-profit associations that
developed innovative practices (Thunus, 2015). In turn,
these inspired reforms in mental health care that were
being launched at the same time (Bergeron & Castel,
2016; Feys, 2017).

After the first two reforms of mental health care, cer-
tain non-profit associations were included in the men-
tal health system. Others remained external, but grad-
ually started to collaborate with mental health services.
In this article, these external services will be referred to
as alternative services. Importantly, these do not form
a homogeneous group, particularly as they developed
across different sectors (e.g., health promotion and con-
tinuing education), they are subsidised differently, and
they are subject to different regulations. By and large, al-
ternative services offer alternative responses to mental
health care without, however, objecting to the mental
health system’s formal services. The alternative nature
of their approach is described in the following sections.

The Belgian mental health system, per se, first devel-
oped in 1948, when mental health was transferred from
the judicial to the healthcare jurisdiction. This resulted
in a rapid professionalisation and medicalisation of psy-
chiatric hospitals (de Munck, Genard, Olgierd, Vrancken,
& Delgoffe, 2003). The first mental health reform was
launched in 1975 with the creation of community men-
tal health services, defined as facilities for people with
a wider variety of disorders. These services substantially
diversified the mental health system’s activities and en-
larged its target population (Verhaegen, 1987).

The second reform of mental health care (1989) in-
troduced Sheltered Housing (SH) and Psychiatric Nursing
Homes (PNH). SH offers transitory accommodation
where “activities are organised and support is pro-
vided to help residents acquire appropriate social skills”
(Gerkens et al., 2010, p. 194). It abides by psychiatric
rehabilitation principles and is geared towards social
autonomy. PNH intend to provide “supportive perma-
nent care for chronic psychiatric patients whose symp-
toms are stabilized” (Hermans, de Witte, & Dom, 2012,
p. 289). In theory, both types of facilities conformed to
the emancipatory ideals promoted by non-profit asso-
ciations. However, it quickly emerged that SH and PNH
were reproducing what psychiatric hospitals had initially
been criticised for. Indeed, patients who no longer re-
quired intensive treatments were still not reintegrat-
ing in their home and local communities (de Munck
et al., 2003).

Together, the first two reforms of mental health
care supported the process of deinstitutionalisation.
However, social inclusion beyond the walls of mental
health institutions was still insufficient and recourse to
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psychiatric hospitals remained frequent (Grard et al.,
2015). Indeed, the total number of psychiatric beds
in Belgium remained too high in comparison to other
European countries (World Health Organization, 2018).

In order to meet these challenges, the third re-
form of the Belgian mental health system was launched
in 2010. The ‘107-reform,’ named after a Hospital Act
(art. 107) its funding is based on,was initiated through ex-
ploratory projects addressed to the general population.
Each project was designed to create local networks in
which services collaborate to provide five care functions:
prevention and promotion; mobile teams; social rehabili-
tation; intensive psychiatric care; and alternative housing
facilities (Federal Service for Public Health, 2010).

The 107-reform was intended to be comprehensive,
and to include within each network not only all services
belonging to the mental health system (the ‘first circle’),
but also alternative and social services (the ‘second cir-
cle’) that place the emphasis on service users’ personal
autonomy and social inclusion.

Despite efforts to overcome the challenges encoun-
tered during the previous reforms, scientific evalua-
tions of the 107-reform highlighted major shortcom-
ings. Indeed, alternative and social services (the ‘second
circle’) were poorly integrated within the local mental
health networks. This hindered the socio-professional
reinsertion ofmental health service users, and even exac-
erbated PCCs problems of accessibility to mental health
care (Grard et al., 2015). These shortcomings have been
associated with the increasing formalisation of admis-
sion procedures, a result of the collaborative networks’
development (Walker et al., 2019). Furthermore, psy-
chiatric hospitals’ involvement in the reform’s financing
mechanisms has also played a role (Thunus, 2015).

3. Methods

This article draws on a research evaluation of the Belgian
mental health care reform launched in 2010. This qualita-
tive research was commissioned by Regional authorities
in Brussels and was carried out in 2018 over a period of
nine months. Its aim was to assess the influence of orga-
nizational mechanisms on service users’ social and care
trajectories, and to formulate policy recommendations
drawing from this analysis. The research was designed
to incorporate themain challenges since the reform’s im-
plementation in 2010, which include difficult access to
mental health care for PCCs.

The research design consisted of four phases: (1)
semi-structured interviews with network coordinators
and service managers; (2) focus groups with current or
formermental health service users; (3) focus groupswith
professionals; and (4) ethnographic fieldwork carried out
in alternative services. Participants were recruited using
a snowball sampling procedure through the boards of
hospitals and ambulatory services, coordinators of men-
tal health care networks, and service user organizations.
The final selection of participants was made to include a

wide diversity of sectors, organizations, professional dis-
ciplines, and functions. The research protocol was sub-
mitted to an Ethical Committee at UCL Saint-Luc that
marked its approval, and all participants gave their con-
sent to take part in the research.

The four phases were each associated with an inter-
mediary objective. First, the semi-structured interviews
aimed to gain insight into work and collaborative prac-
tices, as well as attitudes towards the reform’s political
objectives. Second, the focus groups with service users
aimed to identify significant turning points within their
respective social and care trajectories. The discussions
raised key themes which were further explored in phase
three involving separate focus groups with profession-
als who have direct contacts with mental health service
users in their practice.

The ethnographic fieldwork was added to the ini-
tial research design in order to allow for a more diver-
sified sample of PCCs. Indeed, few people with a history
of difficult access to mental health care—either due to
exclusion from services available or to their own rejec-
tion of these services—volunteered to take part in the
focus groups. In fact, most volunteers were representa-
tives involved in service user organizations. Thus, both
authors carried out ethnographic fieldwork in alternative
services, which are not formally part of themental health
system. The explicit aim of these services is not therapeu-
tic, but rather to offer opportunities for people to build
social ties within a local community, regardless of their
mental health history. During their visits, researchers
wrote down field notes whenever possible. These notes
were drawn up from memory on a joint document after
each visit, so as to complete each other’s observations.

Altogether, the research included twenty-nine service
users and twenty-seven professionals. Semi-structured
interviews and focus groups were audio-recorded and
transcribed. Thematic analysis of transcriptions and field
notes was carried out using QSR International’s NVivo 11
qualitative data analysis software.

Overall, the design and analysis followed grounded-
theory procedures in order to approach the social in-
clusion of people with mental health problems as a so-
cial phenomenon, that is, as a process which continu-
ally changes in response to evolving conditions. The four
interrelated research phases aimed to capture any po-
tentially relevant conditions that contribute to under-
standing social inclusion, as well as actors’ responses
to these conditions. In keeping with the methodolog-
ical framework, this research paid particular attention
to participants’ experiences and trajectories within and
beyond the mental health system; and to the context
in which they expressed their perceptions. Furthermore,
the broader conditions related to transformations within
mental health systems were iteratively incorporated
within the explanatory analysis of social inclusion, using
our theoretical framework (Luhmann, 2013). For further
details regarding grounded theory procedures, the inter-
ested reader may refer to Corbin and Strauss (1990).
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4. Social Inclusion and Social Systems

General definitions of social inclusion describe processes
that aim to create opportunities for people to take part in
society (Huxley, 2015). Scholars have approached social
inclusion from numerous angles according to research
traditions, time, and space (Allman, 2013). Two major di-
mensions underlie the wide diversity of approaches to
social inclusion. On the one hand, material dimensions
include access to basic goods, services, and social rights
through social systems such as housing, health care, ed-
ucation, and labour. On the other hand, relational di-
mensions acknowledge experiences of social recognition
regarding one’s ability to take part in decision-making
within communities (Vrooman, Hoff, & Guiaux, 2015).

The relationships between mental health systems
and social inclusion entangle the material and relational
dimensions of social inclusion in complex ways. Inclusion
within the mental health system does not consistently
entail inclusion within other social systems making up
society (Wright & Stickley, 2013). For instance, stigma at-
tached to those seeking mental health care hinders ac-
cess to employment (Elraz, 2018; Stuart, 2006). Another
example involves the medical diagnosis, which some-
times hinders self-definition as a full-fledged member of
society through placing mental health service users “in
a special role, separat[ing] [them] from the normal and
healthy and requir[ing] submission to the authority of
specialised personnel” (Illich, 1975, p. 75). The subjec-
tive experiences of people with mental health problems
could help to disentangle the concept of social inclusion
and incorporate its relational dimensions. A more com-
prehensive approach to the issue could take into account
social experiences of inclusion and exclusion, as well as
the social production and reproduction of these experi-
ences (Allman, 2013).

Systems Theory (Luhmann, 2013) offers a valuable
theoretical framework to tackle the complex relationship
between the mental health system and the multiple di-
mensions of social inclusion. First, it draws a distinction
between different types of systems which include social
systems and psychic systems. Secondly, it theorizes the
process through which these systems interact with one
another and relate to their environment.

A system, according to Luhmann (2006), is delineated
in terms of the differences with its environment. It is
made of elements—such as the father role in a family
system or the patient role in a health system, and rela-
tions between these elements (Orianne, Collette, Bastin,
& Salmon, 2017, pp. 124–125). Systems are inherently
auto-referential since they each create their own ele-
ments and relations, which are classified using internally
developed references. The mental health system, for in-
stance, is auto-referential as it develops its own refer-
ences such as the Diagnostic and Statistical Manual of
Mental Disorders, in order to classify its patient elements.

A system’s environment is composed of other sys-
tems. Social systems theory draws a distinction between

different types of systems, that is, organic, psychic, and
social systemswhich are equally important. Indeed, a sys-
tem is always included within another system’s environ-
ment and neither type of system dominates the other. It
follows that psychic systems, or human beings, are not in-
cluded within social systems. Instead, they are included
in social systems’ environment and vice versa. Social and
psychic systems are based on distinctive modes of oper-
ation. A social system is based on communication which
raises information and gives meaning through the use of
language, schema, and internal references. For instance,
themental health system provides a bio-psychological in-
terpretation of personal problems which may have oth-
erwise been interpreted according to spiritual or cultural
references (Abbott, 2014). A psychic system is based
on perception or one’s ability to pay attention to en-
vironmental occurrences. Importantly, communication
and perception are interdependent. Indeed, communi-
cation cannot go on if not responded to or perceived. It
follows that “we then have consciousness in the sense
of an orientation towards meaning, on the one hand,
and ongoing communication, on the other” (Luhmann,
2013, p. 203).

“Structural coupling” (Luhmann, 2013, pp. 83–101)
is the very process which connects psychic systems to
social systems. It is based on language and related me-
dia enabling systems to know about and to relate to
their environment. Through structural coupling, a so-
cial system’s internal references, elements, and relations
are applied to psychic systems, thus reducing or simpli-
fying the latter’s strong complexity. For instance, clas-
sification systems employed in mental health systems
help to establish medical diagnoses which inform treat-
ment and admission procedures. Conversely, reliance on
these diagnoses helps people who experience mental
health problems to restore order in messy situations,
which in turn facilitates relationships with their imme-
diate environment. This simplification process integral
to structural coupling is essential for any system’s sur-
vival. Indeed, a system’s assimilation of raw and com-
plex external elements and relations would threaten the
boundaries that internal references make it possible to
maintain (Dolfsma, Finch, & McMaster, 2011; Orianne
et al., 2017).

Systems Theory helps analyse the relationship be-
tween inclusion within the mental health system and
social inclusion through two main pathways. First, the
mental health system struggles to include complex
situations—PCCs—that are resistant to biomedical in-
terpretations, thus threatening the system’s boundaries
and integrity. These situations typically involve a combi-
nation of long-term psychological, social, and economic
dimensions. Mental health professionals tend to avoid
them, as they are difficult to reduce tomedical or psycho-
logical explanations (Novella, 2010). Furthermore, peo-
ple with mental health problems themselves sometimes
resist this type of simplification, which holds them re-
sponsible for what they may perceive as being dysfunc-
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tions within social systems such as employment or ed-
ucation, rather than dysfunctions within their own psy-
chic systems.

Secondly, inclusion within the mental health system
may come into conflict with inclusion within alternative
social systems. Different social systems may attribute in-
compatible meanings to a given situation. For instance,
the social systems of mental health care and employ-
mentmay constrain people withmental health problems
to play conflicting roles. In typical cases, this results in
hiding mental health problems at the workplace in order
to avoid losing a position (Elraz, 2018).

Finally, structural coupling affects both social and psy-
chic systems. Indeed, a difference is produced as soon
as the boundaries of two systems meet; in turn, this dif-
ference makes a difference (Luhmann, 2013, p. 91). For
instance, a psychiatric diagnosis introduces a difference
that may affect one’s self-perception and relationships
with other social and psychic systems.

The empirical material provides further insight into
the process of connecting with several social systems
based on different modes of operation. It delves into the
subjective experiences of inclusion marked by social in-
teractions occurring in different contexts and that con-
tribute to shaping future interactions within the com-
munity. Articulating the theoretical framework with this
empirical material conveys how two faces of the men-
tal health system contribute to fostering social inclusion,
thus introducing empirically-grounded answers to the
questions this article raises.

5. Processes of Social Inclusion: An
Empirically-Grounded Approach

This empirical section is the product of a grounded
theory approach to the qualitative material (Corbin &
Strauss, 1990). This approach helps move beyond the
material dimensions of social inclusion, such as the
availability of the mental health system’s services, as
it incorporates the relational dimensions of social in-
clusion. Indeed, the empirical material presented be-
low contributes to conceptualising the relationship be-
tween mental health systems and social inclusion, in
a way that specifies phenomena “in terms of condi-
tions that give rise to them, how they are expressed
through action/interaction, the consequences that result
from them, and variations of these qualifiers” (Corbin &
Strauss, 1990, p. 9).

This section introduces PCCs’ main features as they
relate to organisational challenges within the mental
health system. Drawing from similarities between this
subgroup and other service users, it then describes the
performance of two roles, the patient role and the im-
patient role, and how they lead to different pathways
towards social inclusion. The contextual contributions to
these pathways conclude this section,with a focus on the
scope of social inclusion.

5.1. The Struggle of PCCs within Comprehensive Mental
Health Systems

The development of a comprehensive model of mental
health care was designed to integrate mental health and
social services in away that could promote patient auton-
omy, encourage social inclusion, and cease the marginal-
ization of peoplewithmental problems. However, the de-
institutionalisation process has increasingly left out PCCs
from the mental health system’s services, despite them
being particularly affected by social marginalization. The
research results highlight certain characteristics of PCCs
and mechanisms through which these adverse effects
take shape.

First of all, the results highlight the multidimensional
nature of PCCs situations as their most important char-
acteristic. They often combine mental health problems
with socio-economic vulnerability, substance abuse, or
physical disability. These combinations prevent PCCs
frommeeting the increasingly strict admission criteria es-
tablished bymental health services, which include hospi-
tals and ambulatory services. Among these criteria, moti-
vation to recover appears as an important obstacle given
the complex combination of problems:

The question is, how can they enter themental health
system in the first place? These people have to be
highly determined to be admitted. Their problems are
multidimensional and severe, but dealing with their
mental health is often not their number one priority,
this is an important obstacle. (General practitioner)

Furthermore, PCCs describe long-lasting situations due
to social isolation and the lack of housing and employ-
ment. Those who do receive mental health care face the
fragmentation between services and providers, which of-
ten leads to revolving doors between hospitals and home
environments:

These people have long psychiatric stories….They get
discharged from hospital for six months, then they go
back, then they get discharged again for a year, and
then they go back….They are completelymarginalized.
(Medical director, psychiatric hospital)

Altogether, our research highlights the increasingly diffi-
cult access tomental health services and discontinuity of
care for PCCs, a finding which is consistent with a widen-
ing body of literature based on many national contexts
that promote community models of mental health care
(Grard et al., 2015; Novella, 2010). By offering insight
into personal experiences of social inclusion, the empir-
ical data considers the relational dimensions of social
inclusion and contributes to understanding how trans-
formations within mental health systems shape these
experiences. The study sample forms a highly hetero-
geneous group in terms of medical diagnosis ranging
from mood to psychotic disorders; socio-economic sta-
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tus; and degree of involvement with mental health ser-
vices over their life course. However, all participants have
in common that turning to mental health care was sub-
sequent to subjective experiences of exclusion from so-
ciety. These involve feelings of long-term social isola-
tion, or interpersonal conflicts occurring in various so-
cial systems such as family environments, school, or the
workplace (Walker et al., 2019). The conceptualisation of
these experiences was developed through rigorous anal-
ysis of participants’ perceptions and interactions in keep-
ing with grounded theory procedures.

5.2. The Patient Role: Endorsing Medical References,
Maintaining Social Systems

Subjective experiences of social inclusion were ex-
pressed through the performance of two roles referred
to as the patient role and the impatient role. These
roles refer to ideal-types that conceptualise the most
salient characteristics of participants’ speeches and in-
teractions. In line with a grounded theory approach, the
roles are empirically-grounded concepts that enable to
set aside individual specificities. This implies that their
performance—a set of activities perceived by a set of ob-
servers (Goffman, 1959, p. 13)—is not assigned to par-
ticular individuals. Instead, specific persons may switch
frompatient to impatient role performances or the other
way around over long periods of time.

Patient roles refer to participants who expressed
their personal life narratives based on references typi-
cally employed within the mental health system, that is,
from a medical perspective which is based on a medical
diagnosis. Patient roles were most often performed by
people having experienced long-term and uninterrupted
trajectories within the mental health system, and who
genuinely integrated the way this system interpreted
episodes of mental distress. For instance, Emily refers to
her physician’s diagnosis to make sense of problems she
encountered at work that led her to enter the mental
health system:

In the beginning, I was aware that I didn’t knowwhere
I was going professionally, I was lost, and I didn’t know
what was wrong with me. When the doctor told me
I was having a burnout, at least I could put a name on
what it was….Then, it’s amatter of accepting the situa-
tion, even just the word “hospital.” I learned so much
during those years in the psychiatric hospital.

For patient role performers, subjective feelings of social
inclusion arise when significant others (Goffman, 1967)
also acknowledge the medical diagnosis associated with
their mental distress and adapt their attitudes accord-
ingly. Emily’s experience illustrates how references to a
medical diagnosis can importantly mediate social rela-
tionships and eventually lead to feelings of social support
and inclusion:

Many people sawmeas a strongwoman, so theywere
surprised to find out I was having a burnout….But my
body reached its limits, and I had to wait for people to
accept that before receiving their support.

The mental health system appears as an important me-
diator for patient role performers to experience subjec-
tive feelings of social support and inclusion. However, fur-
ther evidence suggests that this form of social inclusion
remains limited to the mental health system and empa-
thetic significant others. Indeed, patient role performers
importantly struggle to expand subjective feelings of so-
cial inclusion beyond the mental health system’s bound-
aries, such as the workplace in Emily’s case:

After two years [in the hospital], I wanted to try out
some volunteer work, to challenge myself at work
again….Since then, I’ve been involved in projects here
at [association], I arrived as a mental health service
user….At times, I’m very happy with volunteering two
days a week but sometimes it’s a problem because it’s
just volunteer work, not a real job! I mean it feels like
a real job tome, but legally speaking, it’s not a real job.
I think they could pay me for what I do.

The findings highlight patient role performers’ struggle
to find a regular job that recognizes their status as a
mental health service user, for instance, as a service
user representative. Moreover, they reveal experiences
of discriminationwithin other social systemsonbeing pri-
marily identified as people with mental health problems
(Walker et al., 2019). Altogether, this data suggests that
subjective feelings of social inclusion beyond the men-
tal health system’s boundaries and significant others re-
mains a challenge for patient role performers.

5.3. The Impatient Role: Challenging System Boundaries

Performance of impatient roles describe alternative pro-
cesses of social inclusion. Indeed, although impatient
role performers also seek recognition and acceptance
withinmultiple social systems, they do notwant themen-
tal health system to interfere. The following extract illus-
trates the performance of an impatient role, that seeks
to achieve social inclusion on the basis of professional
qualifications, as opposed to a medical diagnosis:

That’s what we need, a place in the community,
where we’re accepted the way we are….It could also
be a job! [Psychiatry] treated me like I was crazy, but
I wasn’t crazy at all!…My civil status states that I’m dis-
abled, a psychotic patient, but I don’t want it to be
that way. It’s about time I live my life and society ac-
cepts me as the civil engineer that I am!

This extract illustrates how impatient role performers are
opposed and irritated with the medicalisation of their
life narratives. In fact, they often question medical ref-
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erences and express strong reactions regarding their use
within the mental health system:

They use a stupid system of classification. If you
roughly look or behave like someone else, you’re con-
sidered the same person. So to me, it doesn’t make
any sense. Every human being is different, has a dif-
ferent story and holds different beliefs. They label us
so they can classify us and turn us into the victims
of pharmaceutical companies. We’re just pawns, they
use us to create and maintain their own system!

Impatient role performers were mostly PCCs encoun-
tered in alternative services during the ethnographic
fieldwork. A detailed description of these services and of
their history furthers our understanding of how and why
they attract this population.

Alternative services are not formally included within
themental health system, andwere often created on the
initiative of service users themselves and their relatives.
They can be described as inclusive spaces which volun-
tarily de-emphasize both social and diagnostic categories
in everyday interactions. These spaces are open to the
public and covertly intend to integrate former or current
mental health service users within mainstream society.
They are mostly centrally situated and accessible to any-
one passing by, regardless of their mental health history.
Alternative services do not provide psychiatric or medi-
cal treatment, but allow for opportunities to develop ties
within a local community through the organization of col-
lective activities.

The coordinator of an alternative service explains its
history and underlying philosophy. This association de-
veloped in the 1960s, during the anti-psychiatric move-
ment. It aimed to find amiddle ground between discharg-
ing patients without providing any alternative, and repro-
ducing a different type of “total institution” (Goffman,
1961) providing all-inclusive care. Gradually, this associ-
ation drifted away from the anti-psychiatric movement:
“We used to identify as social activists, but now, we
want to contribute to social change by being part of so-
ciety” (interview with the coordinator of an alternative
service). In fact, the association developed ties with in-
stitutions that are included in the mental health system
and that sometimes introduce PCCs to this alternative
service. This particularly occurs when PPCs have experi-
enced a long and conflicting journey within the mental
health system and are willing to leave this system. The
coordinator describes the association as de-emphasizing
psychiatric categories andmore generally, as blurring the
boundaries between patients, professionals and regular
citizens. All visitors are considered members as soon as
they step through the door, which creates opportunities
to foster heterogeneous communities:

This form of socialization within heterogeneous com-
munities has important implications for the social in-
clusion of people withmental health problems. Altern-

ative services help themdevelop alternative aspects of
their identity through the co-construction of collective
events based on personal or cultural interests. People
with a long journey within the mental health system
are so used to talking about their mental health prob-
lems, and to identifying as a ‘patient.’ We ask them to
tell us another story! What do you want to do?

This approach seems to play an important role in limit-
ing self-identification as a patient and fostering feelings
of belonging to a community that goes beyond the men-
tal health system. A participant reflects on the difference
between a day hospital and the alternative service he has
been going to this past year:

I ask myself more and more, is it really that differ-
ent? It also keeps you busy, gets you up in the morn-
ing, forces you to get dressed, meet other people, get
together and chat….Except there’s no medical jargon
around it all, that’s one thing out of the way. If I had
to tell the difference, I’d say we engage in activities
but they’re not medicalised. We’re not seen as pa-
tients!…I’m seen like a man.

Alternative services support a personal transformation
process in which ‘patients’ are given opportunities to ex-
plore alternative roles. This process simultaneously con-
tributes to removing the stigma ofmental health. Indeed,
alternative services de-emphasize social and diagnostic
categories, and visitors cannot tell apart mental health
service users from other visitors belonging to disparate
social worlds. They are all primarily focused on the collec-
tive events which turn into intermediary objects. Stigma
is also reduced through exposing the general public to
non-conventional behaviours. A field note extract illus-
trates these parallel processes:

The front door of [alternative service] situated in cen-
tral Brussels is wide open. Though a small number of
visitors are sitting and chatting on the sunny terrace
as in other neighbouring cafés, most visitors are in-
side listening to an amateur piano player. Upon hear-
ing the piano from the pavement, a young couple en-
ters the space and walks towards the bar where they
order two beers. The bartender, who the researcher
identified as a mental health service user on previ-
ous occasions, serves the order while simultaneously
displaying notable behaviours: repeatedly walks back
and forth from wall to bar, mumbles to herself, slowly
pours the beer bottles into glasseswhilst spilling some
onto the bar surface. The bartender informs the cou-
ple the beers are at an open price and the man hands
over some coins. Surprised, the woman asks her part-
ner why that is: “Dunno, I think this place is the as-
sociation I heard about, something to do with men-
tal health or the homeless.” The couple moves onto
watching the piano player and quietly comments on
how talented she is.
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Altogether, alternative spaces offer occasions for mental
health service users to explore different roles through
exposure to social interactions within the community.
The co-construction of events within communities made
of different social worlds mediates this process of inclu-
sion within mainstream society. This contrasts with pa-
tient role performances, which limit social inclusion to a
reduced network of mental health professionals, peers,
and empathetic others that communicate using individ-
ual medical references. Finally, alternative services sup-
port a process of social inclusion that helps its mem-
bers adapt to open and continuously transforming social
systems where people come and go. A coordinator ex-
plains this requires minimal intrusion into people’s lives.
Members are encouraged to select fromwhichever refer-
ences they need tomake sense of theworld andofwhere
they stand:

Not being intrusive means openness to any resources
available within the community. Indeed, these peo-
ple were often captive within the mental health sys-
tem and want to get out of it, so we don’t want to re-
place this system with another one…by imposing cer-
tain references. The alternative is to open doors and
resources that exist within the community. We offer
our members support as they explore these different
resources, but we don’t want to tell them what to do
with them and where to go, nor do we want them to
depend on us.

6. Discussion

This article addresses the challenge of achieving the so-
cial inclusion of people with mental health problems
in the context of mental health care deinstitutionalisa-
tion. It employs a broad definition of social inclusion
which acknowledges several dimensions, including ac-
cess to services available within a community but also
experiences of social involvement as full-fledged mem-
bers of society.

The reorganization of mental health systems across
Europe aims to promote personal autonomy and to sup-
port social inclusion for all. However, this process has sub-
stantially hindered access to services availablewithin the
mental health system over the past few decades, partic-
ularly for PCCs. Furthermore, those who do access exist-
ing services do not consistently experience feelings of so-
cial involvement within their community and of belong-
ing to society. In order to address these complexities, this
article raises two main questions. First, how do contem-
porary mental health systems contribute to the process
of social inclusion for people with mental health prob-
lems? Secondly, how can PCCs navigate towards social in-
clusion, in the context of their increasing exclusion from
the mental health system’s services?

To address these questions, this article employed a
theoretical framework that could support an in-depth
discussion about social systems (such as the mental

health system), and a conception of social inclusion
which incorporates its relational dimension. Luhmann’s
(2013) Systems Theory was highly useful in this respect.
According to Systems Theory, social systems develop and
survive by maintaining a difference with their environ-
ment, which is made of other systems and human be-
ings, who are referred to as psychic systems. Each system
maintains its difference through communication, an es-
sential mode of operation to establish relationships with
its environment. A mode of operation implies the selec-
tion and simplification of events occurring within the sys-
tem’s environment, a process referred to as specification,
which relies on internally created categories. Admission
procedures are examples of categories created and em-
ployed by the mental health system to interpret situa-
tions occurring in its environment. Specification is inte-
gral to a system’s survival. Indeed, should several social
systems assign the samemeaning to a given event, differ-
ences would dissolve and systems would be threatened.

Systems Theory helps understand the increasing ex-
clusion of PCCs from themental health system, as further
evidenced by the empirical material. Indeed, while they
combine biological, social, and psychological dimensions,
PCCs easily resist the mental health system’s specifica-
tion which is rooted in biomedical interpretations. Their
exclusion from this system helps maintain its integrity.
Furthermore, if a system can only assign a specific mean-
ing to a given situation, it poses a challenge for this situ-
ation to be included in multiple systems simultaneously
(e.g., in employment and mental health care).

A grounded theory approach to the subjective experi-
ences of people with mental health problems shed light
on the process of establishing relationships between
themselves, conceived as psychic systems, and their so-
cial environment. This analysis highlighted the perfor-
mance of two roles: the patient role and the impatient
role. Patient role performers learn to interpret their per-
sonal situations by relying on medical discourse. They
identify with the medical diagnosis entitling them to
mental health care. Although this rolemay offer opportu-
nities to resolve social ties with empathetic others, it is
simultaneously discriminated against by certain individ-
uals and within certain social systems such as employ-
ment. Conversely, patient role performers sometimes
self-exclude from these social systems by doubting this
role is compatiblewith those required by other social sys-
tems. By and large, although inclusion within the men-
tal health system can foster a subjective sense of social
inclusion, it is often limited to the mental health sys-
tem’s boundaries.

In contrast, impatient role performers do not be-
lieve that medical references can account for their per-
sonal situations, nor do they want the mental health sys-
tem to mediate their social inclusion. They seek oppor-
tunities to explore alternative references to make sense
of the world and of their situation, and appreciate the
support from alternative services during this process.
Importantly, impatient roles support processes of inclu-
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sion that are not limited to the mental health system’s
boundaries, but that expand towards society at large.

The mental health system’s mode of operation, or
specification, contributes to answering the first question
raised in this article. Indeed, it helps understand the lim-
its of themental health system’s contribution to social in-
clusion. By fully endorsing this form of specification, peo-
ple with mental health problems have very limited pos-
sibilities to develop social ties beyond the mental health
system, that is, outside of mental health professionals,
empathetic significant others or peers. Opportunities to
explore or re-establish connections with other social sys-
tems, this article argues, is integral to processes of inclu-
sion within broader communities.

The empirical material highlights alternative services’
central role in facilitating this process of inclusion within
society at large, through supporting connections be-
tween several psychic and social systems. The contex-
tual and interactional elements described in the empiri-
cal section help understand how these services facilitate
this process.

The coordinators conveyed alternative services’ abil-
ity to self-define by marking a difference with their envi-
ronment, which includes the mental health system. The
essential difference lies in dissolving the status of patient
which gives rise to an inclusive status of member, a re-
verse operation mode to specification which could be
referred to as despecification. This difference is repro-
duced in alternative services’ material and non-material
characteristics—accessibility, openness, and diversity of
social and cultural activities. It is further supported by
members themselves. Indeed, they express deep feel-
ings of being perceived as human beings taking part in
society, where sitting down to have a chat appears in the
foreground. Finally, despecification was observed in ac-
tion which made it possible to assess its impact on social
inclusion. Indeed, considering PCCs as fully-fledgedmem-
bers and taking part in social and cultural activities yields
social ties between PCCs and other citizens. In this con-
text, PCCs are given the opportunity to receive social ac-
knowledgement for alternative attributes such as a par-
ticular talent, despite their mental health problem.

Based on Systems Theory, alternative services can
be described as forming a social system of their own,
since they communicate their difference which its mem-
bers and other citizens perceive. As any social system,
this system creates a difference which survives and per-
sists through material and non-material communication.
Unlike other social systems, inclusion within it does not
rely on specification, but rather, on despecification. This
system can be said to be on the flip side of the mental
health system.

The answer to our second question regarding the
pathways towards social inclusion of PCCs lies precisely
in despecification. By bringing people together regard-
less of their social status around a social or a cultural ac-
tivity, alternative services form a system that offers them
the possibility to connect with society at large.

Altogether, this analysis disentangles the social inclu-
sion of people with mental health problems. It replaces
a dichotomous approach according to which a mental
health service user is either included or excluded from so-
ciety. Drawing from the empirically-grounded concepts
of patient and impatient roles, the connections between
psychic and social systems are unsettled and dynamic;
they depend on the relationship between one’s percep-
tion of a complex personal situation, and the mean-
ing which a social system assigns to the same situation.
Examining these relationships shed light on how they are
created, restrained, or stimulated through specification
in mental health systems, and despecification in alterna-
tive services.

Based on this analysis, the complementarities be-
tween the mental health system and alternative ser-
vices seem central to achieving social inclusion beyond
the mental health system and towards society at large.
Indeed, the alternation between specification, within
the mental health system, and despecification within al-
ternative services, enables to regularly suspend roles and
social positions, thus making room to explore new roles
in several social systems.

7. Conclusion

The argument developed throughout this article suggests
policy recommendations. Incorporating the relational di-
mensions of social inclusion highlights the complemen-
tarity between the mental health system and a system
made up of alternative services. Both systems supple-
ment each other at different times in order to mediate
between people with mental health problems and so-
cial environments. This mirrors the trajectories of those
who alternate between patient and impatient role perfor-
mances at different points in time. The complementari-
ties between both systems are deeply intertwined with
their contrasting modes of operation—specification and
despecification, which they must each maintain in order
to survive. On this basis, a suggestion for effective public
action in the field of mental health would be to strike a
balance between both systems in terms of political and
financial support, while maintaining their modes of op-
eration. Furthermore, intensifying the relationships be-
tween these social systems would enable service users
to benefit from their complementarities.

A priori, this article’s analysis is limited to the Brussels
Region where the research drawn on was carried out.
However, the deinstitutionalisation process and the chal-
lenges for PCCs are observed in many OECD countries.
Thus, future research could initiate an international com-
parative analysis focused on the articulation between so-
cial systems and the trajectories of PCCs.
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