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ABSTRACT

ARTICLE HISTORY

This article focuses on gender(ed) ascribed identities of service users in a
mental health service context in Sweden. The empirical data were
collected through observations of weekly team conferences. The
examples can be described as ‘frozen images’ or ideal types in the sense
that they illustrate the different ways service providers describe the
service users’ problems at a certain time in a certain context. This article
illustrates that the ‘the gaze’ of the service providers was value-laden,
making moral judgements tied to the notion of responsibility. However,
the same kind of behaviour or diagnoses can be accounted for in
different ways and hence lead to different outcomes for the service user,
which illustrates ‘severe mental illness’ as a stretchable phenomenon.
The team discussions also mirror the service users’ strategies to handle
professional and institutional power, that is, challenge the power
position of professionals, with regard to the construction of service users
as passive recipients or marked as ‘the other’. The predominant accounts
and constructions of identities as victimized can be seen as part of a
feminization process, closely related to weakness and dependence.
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Introduction
The present study, which is part of a larger research project, focuses on discussing how members of
multi-professional psychiatric teams describe the service users, for example, their living situations,
problems and treatment, or, more specifically, analyse how staff in their weekly team meetings contribute to the ascribed gender(ed) identities of service users and how these ascribed identities form
the basis for professional decisions. In these encounters, the service user is psychically absent but
indirectly ‘present’ through the professionals’ descriptions of them.
These kinds of professional meetings can illustrate situations and contexts in which categories
are produced, maintained, modified and broken, according to the institutional logics, which shape
the perceptions and ideology concerning treatment, support and control. Thus, is the sense of
what is right or wrong, and also expectations and emotions do not only belong to the individual,
but to the practice (Järvinen and Mik-Meyer 2003; Juhila et al. 2003; Reay & Hinings 2009; in
Niccolini 2012). Language is doing (Guerin 2003; Scott-Hill 2003; Hall, Slembrouck, and Sarangi
2006), and how language is used affects identity constructions (Barron 2005). The way different
groups, not least so-called marginalized groups, are spoken about mirrors current social conceptions
of who they are and are not (Barron 2005). Service users identities are negotiated in and through
different kinds of professional interaction (e.g. Juhila et al. 2003), which is of importance to
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explore in order to gain a deeper understanding of how practical work in a mental health context
gets done.

Background
During past decades, psychiatric care in Sweden, like in some other Western countries, has been
subject to organizational, as well as ideological, changes. For example, the proportion of inpatient
care sites has been reduced, while outpatient care has been extended. The majority of psychiatric
care is currently run by community health, and inpatient psychiatric care is mainly located in
somatic hospitals. In psychiatric outpatient care, multi-disciplinary teams are now a common form
of organization (Levander et al. 2006; Ottosson 2007). These teams consist of service providers
with different competences such as medical, psychological and social skills that aim to provide assistance of various kinds. However, studies show that the medical perspective is still usually dominant
(Wilson and Beresford 2002; Blomqvist 2009).
It has been argued that there are advantages of working in multi-professional teams. Some of the
aspects focused on are increased efficiency, the ability to take a holistic approach to the patients’ problems, and improved ability to offer different and new types of interventions (Herman, Trauer, and
Warnock 2002; Blomqvist 2009). However, studies also show that the multi-professional composition
of teams may present difficulties such as lack of clarity about professional roles, a threat to professional autonomy and lack of cooperation between team members, as well as problems based
on professional ethnocentrism and superiority (West, Tjosvold, and Smith 2003; Turner and Haslam
2012).
Studies show that mental health providers can influence service users’ identities, especially those
with a prolonged mental illness (Bülow 2004; Beresford 2005; Schön 2009). Thus, service providers risk
attributing service users, especially those who do not accept the collective ascribed identity ‘mentally
ill’, with stereotypical personality traits, i.e., as manipulative, uncooperative or lacking self-awareness
(Wilson and Beresford 2002; Schön 2009). Accordingly, service providers, as well as the organizations
within which they work, can be understood as part of a paradoxical context. On the one hand, they
can provide treatment and important support that can improve the service users’ living situations,
but, on the other, there is a risk of stigmatizing the service users. Categorizations, such as ‘mentally
ill’, can become a major, negatively ‘marked’, ascribed identity of individuals whose behaviour,
characteristics and perceptions are exclusively interpreted as expressions of deviation (Goffman
1963). At the same time, however, categorizations such as ‘mentally ill’ can mean qualifying for
various societal entitlements to services (Goove 2010; Kristiansen 2004).

Power positions
It is well documented that people with so-called mental health problems are part of a stigmatized
and discriminated group in society, and persons with more severe symptoms are likely to be more
exposed to discrimination (e.g. Sadow and Ryder 2008; Lundberg 2010; Link and Phelan 2014).
This involves them being excluded from many social contexts and assigned various negative attributes and stereotypes (e.g. Kristiansen 2004), and gender(ed) identities.
Stigma is a matter of power, with certain decision makers contributing to constructing some
groups differently (Goffman 1963). This has an impact on the identity and behaviour of the stigmatized persons and their opportunities to be included in society when it comes to employment,
income, housing and social networks (Link and Phelan 2001, 2014; Sadow and Ryder 2008; Schön
2009). Ideas of blame, shame, inferiority and defect can weigh heavily on the identities of mental
health service users, as can the issue of permanency that once identified and diagnosed as ‘mentally
ill’, the users’ identity and future can be ruined forever (Wilson and Bereseford 2002). Thomas (2007,
2010) argues for a ‘social relational’ model of disability, taking into account psycho-emotional wellbeing and impairment effects. According to Thomas, as well as financial, material and social barriers,
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individuals can be affected by hurtful and hostile comments of others. This can result in ‘barriers to
being’, which can influence how a person feels about her/himself and what s/he may be or become
(Reeve 2002; Thomas 2007, 2010). Individuals may relate in various ways to an ascribed identity,
i.e., they may distance themselves from it or accept it (Goffman 1963; Corrigan and Matthews
2003; Islam 2008). The sociologist Castells (1997) argues that the social construction of identity
always takes place in a context of different power positions in relationships. The issue at hand, he
contends, is how, from what, by whom and for what certain identities are constructed. In this
article, the construction of the service users’ identities takes place in a psychiatric unit, which is an
example of a dominant welfare institution.

Methodological approach
Study context
The empirical data were collected through observations of weekly team conferences held in a Swedish
specialist psychiatric ‘out-patient’ care unit for service users with severe mental illness, in the sense
that they had been diagnosed with psychotic disorders, situated in an urban area. The unit is organized with four multi-professional teams, and the service user belongs to one of them, depending
of her/his residential address. The teams consist of doctors, psychologists, social workers, nurses, occupational therapists, psychiatric nurses and physiotherapists. Weekly meetings were held in each team
when individual service users’ problems, situations, treatment and progress were discussed. For some
service users, only brief information was given, while others were discussed more extensively, with
some recurring continually in the weekly discussions. According to Nikander (2003), professional
meetings often have concrete outcomes on decisions about absent service users’ living situations.
The duration of the meetings was two to three hours. The team members, except the doctor and
psychologist, took turns chairing the team conferences. Each meeting began with the team members
stating how many ‘cases’ (service users) they wished to discuss at the meeting. The discussions concerned service users already known to the team members as well as unknown service users, namely
those referred by other health care providers. Thus, the team members also acted as gatekeepers, as
they assessed which persons would qualify for acceptance to the unit.

Data collection and analyses
The empirical examples in this article come from detailed field notes from one-year non-participant
observations carried out at the weekly meetings of the three teams at the psychiatric out care unit.
The empirical data consist of 20 observations (40 hours) of team conferences. Most of the time service
users were discussed, but there were also other forms of information exchanges, such as about work
practices and conditions. At the observed meetings just over 125 service users were discussed, albeit
to different degrees.
As it was not possible to tape-record the conversations, field notes were taken during the meetings. This led to some complications, however, as it was not possible to retain all the grammatical
details, word order and semantics of the original discussion (Nikander 2003; Petersson 2013). A
choice, therefore, had to be made about what to focus on and what to leave out, and the conversations were prioritized. The field notes were taken with the aim of staying as close to the conversations
as possible. Here, the observers’ extensive experiences of ‘field-note taking’ in both participant and
non-participant observation studies were helpful (name deleted to maintain the integrity of the
review process). Immediately after the observations, the field notes were written up in more detail
and transcribed. Conventional spelling was used for the speech data and most of the non-verbal
interaction was left out.
The empirical examples below of different problem descriptions by the service providers in the
teams serve to illustrate how they contribute to the ascribed identities of service users with
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mental health problems. These examples can be described as ‘frozen images’ or ideal types in the
sense that they illustrate the different ways service providers describe the service users’ problems
at a certain time in a certain context.
Qualitative content analysis (Patton 2002; Silverman 2006) was chosen to explore how the team
members discussed the service users, and their situations and problems. In the first step, an empirically oriented approach was taken by reading through all the transcribed text several times in order
to grasp the kinds of topics the team members brought up for discussion. Issues about the service
users’ symptoms and diagnoses, relational and family problems, and housing and work life were frequently discussed. The team members also regularly ascribed different kinds of characteristics and
traits to service users, especially those who were discussed often and thoroughly at the meetings.
The next step of the analysis process, therefore, focused on ‘attributing episodes’, in both positive
and negative ways. Different episodes, characterized by consensus or controversy within the team,
were then analysed.
The Regional Ethics Review Board, University of Gothenburg, approved the design of the study.
Apart from adhering to the general stipulations concerning research ethics, such as changing
names and places, this article paid particular attention to limiting what the team members said
about the service users in order to prevent the latter from being identified.

Personal tragedy, but …
Mental illness can be understood as a continuum, with many people experiencing mental and
emotional distress at some time in their lives (Wilson and Beresford 2002). In psychiatry settings,
however, ‘mad persons’ and ‘not mad persons’ tend to be described as binary positions, and
mental illness is understood in terms of individual pathology, disorder and permanency of defect
often seen as a personal tragedy (Wilson and Beresford 2002). One group of service users is described
in terms of loneliness and predominately tragic living situations. The following account is of Anna, a
woman who has been harassed by local youths throwing stones at her house:
Social worker:
Social worker:
Psychologist:
Psychologist:
Social worker:
Psychologist:
Occupational therapist:
Nurse:

Well you can understand why the kids think it’s fun. She looks like a witch and when
she shouts she sound like one too. She just shouts right out.
She always wants to know who you’re talking to. But then she twists it all into her
misconceptions.
But she trusts you – that’s good.
Can’t she be moved to different accommodation?
Have tried for months but my ambitions are lower now.// She was born there and she
says that the others are not going to win.
But she’s the one who loses.
I don’t think she thinks she’s worthy of anything better. But when she’s here she’s
homesick and when she’s home she wants to be here.
Maybe she can’t be helped.

In the discussion among these service providers, an ambivalent understanding of Anna can be seen.
On the one hand, Anna is described as a victim of violence and severe harassment while, on the other,
the perpetrators are ‘excused’ because of her appearance and behaviour, which are expressed in
terms of ‘she looks like a witch’ and ‘when she shouts she sounds like one too’, a gender-typical attribution (Barron 2004).
The social worker expresses that she has tried on several occasions to persuade Anna to move
from her house but that she refuses, although she does not ‘want the others [the offenders] to
win’. This could be seen as a reasonable standpoint and a conscious act, but the team members
define her reaction as symptomatic of her perceived self-image as worthless, i.e., ‘I don’t think she
thinks she’s worthy of anything better’. The team members also express doubts about their ability
to help the woman, i.e., ‘Maybe she can’t be helped’. At the same time, however, this service user,
who is said not to have any reliant relationships, is viewed as trusting the social worker, i.e., ‘But
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she trusts you – that’s good’. Accordingly, even if the team members seem to have given up hope of
improving Anna’s living situation, her loneliness and vulnerable situation, combined with her perceived confidence in the social worker, means that the service providers define themselves as a lifeline in the sense of ensuring that some of her most basic needs are met.
Another example framed as a personal tragedy is the story of Caspar. A nurse described his situation as follows:
He makes me cry. He is completely alone in the world. He was thrown out of his home when he was six years old
and lived on the streets until he was twelve … After a couple of years, he ran away to [country], was tortured and
came to Sweden as a quota refugee … Here he got a life, met a woman and had a child, but then he had a crisis.
He just lay on the floor and couldn’t look after himself. He regressed. It’s a horrible story. He is illiterate … but very
clever. Despite everything he’s been through, he has drive. //He doesn’t get any real treatment here, and he
doesn’t want to come here to the reception centre. He wants to meet me, so I meet him in other places.

The story of Caspar is mainly described in terms of a personal tragedy caused by circumstances
beyond his control. Statements like ‘He makes me cry’ and ‘He is completely alone in the world’
underline his heart-breaking situation. After a short period of happiness, when Caspar got married
and had a child, he is referred to as being back in a hopeless situation. But he is also described as
‘smart’, as a ﬁghter and ‘having drive’, which can be seen as an aspect of ‘motivational tendency’ (Börjesson and Palmblad 2008). Even if the characteristics associated with strength and competence are
mentioned, Caspar’s vulnerability is emphasized, which motivates the nurses to act in an unprofessional way by keeping in touch with him despite him no longer accepting being a service user at
the unit.
Anna and Caspar are examples of service users who are described, in part, as tragic victims and
portrayed mainly in stereotypical terms, which stresses their helplessness and inability. Due to their
lack of mental or social ability, they are not held responsible for their situations (Guerin 2003;
Nikander 2003). Even if there is a sense of hopelessness in the discussions, Anna and Caspar
seem to evoke emotional involvement from the team members. Although the descriptions of
Caspar incudes strength and competence, characteristics that traditionally have been associated
with masculinity, these are not focused on. Instead the professionals’ construction focuses on vulnerability and inability, a part of a feminization process. This underlines Anna’s and Caspar’s dependency, and contributes to the team members’ willingness to offer care and protection, something
that can be understood as a manifestation of humanity but, somewhat paradoxically, in a paternalistic sense.

Easy to like, but …
Other service users are described in somewhat contradictory terms, and the discussion has a negotiable character. Some of the team members highlight the persons’ behaviours as inappropriate and
unacceptable, while others, especially the doctor, give an alternative explanation for some behaviours and/or reject the given problem definitions. By doing this, some negative attributes are
reduced and the separation between ‘us and them’ becomes less clear (Link and Phelan 2014).
Jonathan’s referral from another health care provider is discussed by the team members as follows:
Doctor:

Physiotherapist:
Doctor:
Physiotherapist:
Doctor:
Nurse:
Doctor:

[Reads from this journal] … has taken drugs, was a criminal, has several neuropsychiatric diagnoses, but I don’t believe that. He wants to start over. He’s easy to like. Wants a certificate for a
driving licence and disability pension …
[Ironically] So, he’s really sweet?
Yes, but the staff who were with him said that he can’t be together with others … At the treatment centre where he lives now, he lives a bit separately from the others.
But we have got no way of knowing if he has stopped doing drugs.
They deal with that at the treatment centre, where he has contact with a doctor.
Shouldn’t he have a contact here who can contact social services when he is discharged from
the treatment centre.
Yes, he’s not an easy boy.
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Physiotherapy:
Psychologist:
Doctor:

The pictures are so different; it sounds almost like a psychopath. You think he is really sweet
but …
Yes, it’s surprising that it can be that way.
He needs a contact when he has finished at the treatment centre this summer. I can take him
but not until after the summer.

Jonathan is described as having many problems, including addiction, criminality and neuropsychiatric diagnoses, i.e., subjected to a kind of clinical evaluation or judgment (e.g. Schalock and Luckasson
2005). There are different articulated opinions among the team members about the ‘nature’ of his
problems, i.e., ‘The pictures are so different; it sounds almost like a psychopath.’ The doctor mentions
the complexity of the problems in terms of ‘Yes, he’s not an easy boy’ but says ‘I don’t believe that’
referring to the fact that he has several neuropsychiatric diagnoses. Instead, the doctor empathizes
with Jonathan’s motivation to improve his life situation in terms of ‘He wants to start over’ and
describes his personality as amiable in terms of ‘He’s easy to like.’ A similar example is Thomas
who lives together with his mother.
Doctor:

Nurse:
Doctor:

He used to be a henchman to the big boys. He was threatened; they thought he had grassed, but he
says he hadn’t. The psychiatrist he had seen before at a drug addiction centre said that it was pure
paranoia, but it wasn’t, they were after him. Not surprising that he had isolated himself, he was terrified. But when he met me he said it was the first time that someone had listened to him. He lifted his
hood and said ‘that it should take so many years to meet someone who understands, everyone else
before spoke to mum, not me’.
It’s not an easy situation, but he was probably wrongly referred. He doesn’t really belong with us.
No, he doesn’t belong in our target group, but, for God’s sake, he must be allowed to belong to us. He
has started trusting me after all.

As in the previous discussion, there are contradictory opinions among the team members concerning
whether the person meets the criteria to be accepted as a service user at the unit. The nurse claims
that he does not belong to the unit’s target group, i.e., ‘he was probably wrongly referred. He doesn’t
really belong to us’. The doctor agrees but argues for letting him in by questioning his diagnoses and
referring to his conﬁdence in her, i.e., ‘He has started trusting me after all.’
These two examples mirror topics such as defining the nature of a person’s problems, motivation
and credibility (Guerin 2003; Nikander 2003). In both cases, the doctors had opposing views to those
of the other team members. S/he ran with her/his line by questioning the psychiatric diagnoses given
by other doctors. The doctors’ superior power position increased the possibility of deconstructing the
previous problem descriptions and replacing them with more ‘normalizing’ statements (Goffman
1963; Guerin 2003).

In great need of help, but …
There are service users to whom the service providers ascribed identities and problems that exclude
them from getting help at the unit. One common trait is to define them as unwilling to change, even
though they had repeatedly been offered treatment and continually failed. They are, therefore, seen
as untreatable and hopeless cases, and the moral attributions related to guilt and responsibility are
present (Järvinen and Mik-Meyer 2003; Kristiansen 2004). Here, the service users’ psychiatric diagnoses and problems are ignored while other problems such as different kinds of disabilities, social
problems and challenging behaviour are highlighted. The service users are also described as uncooperative ‘troublemakers’ and impossible to help. Another common trait is that their families,
especially the mothers, are described as problematic and awkward. One example is Eric, who had previously been referred to the unit but was refused because of his extensive drug abuse. A new referral
has now been submitted:
Physiotherapist:
Social worker:

We now have a new referral which says that his psychiatric problems are worse than
his drug addiction.
No, not him again!
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Physiotherapist:
Occupational therapist:
Physiotherapist:

Nurse:
Doctor:
Physiotherapist:
Doctor:

Physiotherapist:
Nurse:
Social worker:
Physiotherapist:
Doctor:
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The patient wants to come here and the doctor who referred him thinks that specialist
psychiatry is necessary.
Good God!
After the last referral, he was offered contact with an addiction clinic. It was very dramatic. The mother threatened to harm herself and others. The mother is ‘damned
difficult’!
He is the typical person nobody wants.
The mother is paid to take care of them.
Yes, and now he’s back again.
God, he feels violated giving a urine sample. He says that then he feels like a drug user.
His mother arranges contact with the doctor. He is on 40 mg Stesolid a day. I suppose
they share the dose.
But, he is 18 years old.
It makes you wonder about the arrangement with the mother.
I suppose he’s given up.
That’s terrible. It seems that everyone has given up.
Well, it’s not a patient for us anyway. I will inform the doctor who referred him of that.
By the way, I think when he says he’s drug free he means just that day. Makes you
wonder where he gets the money, heroin is expensive.

The description of Erik is interwoven with comments about his mother’s moral character, i.e., ‘His
mother arranges contacts with the doctor. He is on 40 mg Stesolid a day. I suppose they share the
dose.’ The nurse defines Eric as ‘He is the typical person nobody wants’ and then expresses hopelessness, i.e., ‘It’s terrible, it seems that everyone has given up.’ The doctor refuses the referral with the
argument that Eric still suffers serious drug addiction by referring to her own construction of Eric
as unreliable ‘By the way, I think when he says he’s drug free he means just that day.’
Another example is Sara, who has been discussed at many team meetings. She is now in compulsory treatment in a psychiatric ward in a hospital. Her doctor at the ward wants her to become a
patient at the outpatient unit after completing her inpatient treatment. Sara is described as intellectually disabled, autistic and violent, and, combined with a complicated relationship with her mother,
the team is very sceptical about accepting her as a service user:
Psychiatric nurse:

Physiotherapist:
Psychiatric nurse:
Doctor:

Social worker:

Mum is disappointed and angry with the health care services for not taking care of her. Mum
can’t cope with having her at home on leave, but they still send Sara home to her mother on
leave.// She came to the ward because she was starting fires; it was deliberate. The staff say
that her father lives abroad, but Sara says that he lives in Sweden with his new family.
There must be other reasons than it being fun to start fires. Starting fires represents a lot …
Sara wants to move to her home country.
[Reads] I’m looking at your notes. It says here that mum is scared: Sara has threatened her.
There’s a lot going on with her – she needs someone who safeguards her interests and all
kinds of things. We can give her the injections here but … we won’t do more than that!
Make a clear written note about that.

The descriptions of Sara are similar to those of Eric, painting a picture of an unreliable and unsympathetic person and, in Sara’s case, even malicious and dangerous (Guerin 2003; Nikander 2003). Comments like ‘She came to the ward because she was starting fires; it was deliberate’ and ‘mum is scared:
Sara has threatened her’ contribute to painting her personality as unsafe and violent. This, combined
with an unwillingness to receive help, ‘She just wants to be with her mum’ presents her as a mad and
unpredictable person (Goffman 1963; Wilson and Beresford 2002).
Eric and Sara are two examples of service users constructed as ‘hopeless cases’. It is noteworthy
that they are both young, just over 20 years old. The discussions focus mainly on their difficulties,
and no positive characteristics were mentioned. Instead, they were described as individuals with
extensive and permanent problems, manipulative behaviour, a lack of self-awareness and unmotivated to change their life situations. The doctor, especially, takes an active part in the stigmatization
process. This also illustrates that persons who are unable to present themselves and their difficulties
in a way that corresponds to the help system’s criteria for admission already start off in a much worse
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situation (Goffman 1963; Madsen 2005). But the value-laden ‘gaze’ also included the mothers, who
were described as being responsible for an important part of their child’s problems. Descriptions
like being uncooperative, overprotective or exploiting their son’s/daughter’s situation are characteristics often ascribed to mothers of children with special needs (Read 2000; Olin 2003; Ryan and
Runswick-Cole 2008, 2009).

Normality and othering
The concept of normality, embedded in the medical model, has been at the core of the othering
process, which shapes the understanding of mental illness as a moral deficit (Beresford 2005). This
article illustrates that ‘the gaze’ of the service providers was value-laden, making moral judgements
tied to the notion of responsibility. However, the same kind of behaviour or diagnoses can be
accounted for in different ways and, hence, lead to different outcomes for the service user, which
illustrates ‘severe mental illness’ as a stretchable phenomenon (Wilson and Beresford 2002). The construction of otherness takes place by dominant groups that have superior power positions and are
characterized by stereotyping and invisibility, which Young (1999) calls paradoxical oppression. In
a psychiatric context, the service providers have the power to make decisions that have a great
impact on the service users’ life situation. The construction of otherness is also about moral judgements, as it has been shown that professionals react morally according to whether the individual
is held responsible for her/his situation. If the problems can be explained by a lack of mental or physical ability, alternatively be located outside the individual, s/he is not blamed for her/his plight (Guerin
2003; Nikander 2003). Once the individual has been constructed as an active decision maker,
however, s/he also becomes morally responsible for her/his actions (Guerin 2003). This, together
with a socially acceptable and desirable behaviour, particularly in relation to staff, as well as a ‘motivational tendency’ allows professional boundaries to be stretched and extra efforts may be granted
(Järvinen and Mortensen 2005; Börjesson and Palmblad 2008).
However, this does not mean equal power positions between service providers and service users.
People with mental health problems are in a vulnerable position because of their dependence on
adequate assistance. Normative expectations, as part of social control, are so embedded in our
societies that they are not experienced as controlling by those who are controlled or by the controllers. Mental health providers have control over information and connections to the outside world,
and ‘own’ the definition of what is ‘normal’ and ‘real’ (Kristiansen 2004).
A superior power position is inherent in the roles of professionals generally, but professionals do
not constitute a homogeneous group with respect to their power position nor in how they use this
position (Barron 2001). The doctor sometimes had an opposing view to that of other team members
and successfully appeared to persuade the other team members to include the presumptive service
user in the unit’s target group. This apparently effective strategy, which demonstrates a superior
power position, includes redefining previous destructive problem descriptions of the service users
with more normalizing explanations. The doctor was an important agent in excluding persons
from the unit, and the opposite strategy was then used, namely to contribute to a stigmatizing construction. It was clear, as shown in other studies, that the doctors had the most powerful position in
making the final decision.
The descriptions of the service users were characterized by an individualized view of mental
illness, sometimes described as a personal tragedy, albeit to different extents. It was also apparent
that the decisions and actions of the service providers had an emotional base. If the professionals
expressed feelings of sympathy and pity towards a service user this could lead to increased involvement, while expressed feelings of anti-sympathy could result in a reluctance to help (Guerin 2003).
The team discussions also mirrored the service users’ strategies to handle professional and institutional power (Goffman 1963; Castells 1997). These expressed strategies can be understood as
posing a threat to the institutional stability, i.e., challenging the power position of professionals
with regard to the construction of service users as passive recipients or marked as ‘the other’. This
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could be understood as one of Castells’s identity constructions, legitimizing identity, which is introduced and used by dominant institutions in society and of which psychiatric organizations are part, in
order to rationalize and extend their domination with regard to social actors.
The conception of an independent individual has been described as an illustration of being a man,
physically, cognitively and otherwise intact, which has been referred to as a hypothetical being
(Shakespeare 2006). The concept of interdependence can serve as a reminder that both parties
give and receive in a caring relationship and can serve to prevent a prejudiced view of people
with mental health problems as ‘burdensome dependents’ (Juhila 2003).

Gendered identities
It has been emphasized that gender(ed) identities are naturalized fictions rather than natural entities,
that is, always prone to dissonance and uncertainty. Acknowledging this uncertainty, or lack of coherence, enables gender to be decoupled from sex (Lloyd 2005). The above referred to examples of
service providers’ discussions of service users can be understood in terms of ascribing the latter gendered identities. The predominant accounts and constructions of identities as victimized can be seen
as part of a stereotypical feminization process, that is, closely related to weakness and dependence
(Barron 2004). This applies to the ways of referring to the female and the male service users, although
personal appearances are only referred to when it comes to women, which can be interpreted as
gender typical. Another example of gender stereotyping is the way that mothers are held accountable
by the service providers for not parenting in the prescribed way and even being accused of producing a dysfunctional child (Ryan and Runswick-Cole 2008, 2009). Inherent in what can be referred to
as ‘the clinical gaze’ among the professionals in this study is a sense of concern for the vulnerability of
the discussed service users combined with a sense of gendered clinical evaluation.

Concluding remarks
It is worth repeating that those involved in the conversations exemplified here are exclusively service
providers, no service users make their own voices heard. The service users’ behaviours, personalities
and appearances are indirectly referred to in the professionals’ accounts. These indirect referrals are
of value in furthering the understanding of how the ascribed identities of the service users are constructed, and show that the professional decisions are influenced by their social and moral conceptions of the service users’ individual qualities and character traits. In this study, detailed
interaction-based analysis was used, which gives an immediate access to how sensitive issues
about service users identities, problems, life situation are raised and solved in a mental health
context and illustrates existing tensions within a particular area of professional rationality and
decision-making. This kind of, detailed analyses of professional and institutional practice offer valuable knowledge which can provide a basis upon which future practices can be modulated in order to
correspond with service users’ requirements and rights, and professional responsibilities.
This study on ascribed gender(ed) identities in a mental health service context has inspired to
further investigation of some of the issues at hand, exclusively from service users’ perspectives. It
has been argued that mental health service providers may lack understanding of service users’ perspectives and needs, i.e., according to their psychosocial situation, relationships, resources and prospects (Svavarsdottir, Júlíusdóttir, and Lindqvist 2013).
The focus is then on how service users view the interaction with service providers and, indeed,
how they view themselves, i.e., their self-identity. In order to further the understanding of the self
and self-identity, studies that explore what has been referred to as ‘resistance identity’ (Castells
1997) can be of great value and relevance. Castells defines this kind of identity as produced and
resisted by those actors who are in devalued and/or stigmatized positions. As shown by Watson
(2002), awareness of the self can be premised on a notion of what one feels oneself to be, not necessarily what others suggest one should be.
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