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Preface 

 

The AIEJI General Assembly in Luxembourg in April 2013 

decided that a project should be carried out on social educa-

tional work within the field of mental health. The decision was 

made in light of the recognition that the work of social educa-

tors is crucial to improving the well-being of people suffering 

with mental illness.  

 

In social education, there has been a change of perspective 

from illness to a focus on mental health. Social educators must 

maintain a positive focus on resources and capabilities rather 

than on limitations arising from a medical diagnosis. Social 

educators have the power to make an entirely unique contribu-

tion through their work; we hope that this report will help raise 

awareness of this fact. 

 

Social educators engage with people who have difficulty cop-

ing with the challenges of life and who often experience stig-

matisation due to their psychiatric diagnoses. Social educators 

also strive to foster inclusion within society and various sys-

tems, which at certain times and in various ways   exclude peo-

ple suffering with a mental health condition.  

 

Our aim here is to encourage and inspire social educators in 

their work with people suffering with mental illness. Further-

more we hope to impart new knowledge to social educators and 

other relevant actors and to underline the importance of the 

social educational work within this field. We hope that this 

publication will give rise to reflection on the role of the social 

educator in the recovery process and on the measures and val-

ues applied within the field.  

 

 

 
 

 

Benny Andersen  

President of AIEJI   
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Introduction  

 

This AIEJI report focuses on social educational work in the 

field of mental health. The World Health Organization (WHO) 

defines mental health as: “a state of well-being in which every 

individual realizes his or her own potential, can cope with the 

normal stresses of life, can work productively and fruitfully, 

and is able to make a contribution to her or his community.” 

 

The definition highlights the positive aspects of mental health, 

reminding us that mental health means not only the absence of 

an illness, but the mental and social well-being of a person. The 

concept of mental health also embraces the individual’s capaci-

ty for social participation and integration in the labour market. 

It is thus a concept that, beyond the health care sector, also has 

links to various activities in other sectors (Schweizerische Eid-

genossenschaft 2016:8). 

 

In accordance with this conception of mental health, AIEJI 

would like to focus attention on the social educator as someone 

who helps people suffering with mental illness to take part in 

society and to cope with and overcome the daily challenges of 

life. Overall, the aim is to improve the quality of life of people 

with mental health issues.  

 

AIEJI will refer to the ‘individual having or suffering with a 

mental illness’ in order to understand individuals as active and 

independent people. AIEJI rejects the reference to being men-

tally ill, and prefers to say that a person has or suffers with a 

mental illness, thus encouraging a view of illness as separate 

from the individual. A label or term may determine the individ-

ual’s self-perception as well as the light in which others see 

him or her; it is therefore very important to reflect carefully on 

the language we use around mental health.  

 

The AIEJI asks what social educators can do to improve the 

lives and situations of persons suffering with a mental illness. 

How can social educators help people with a mental illness to 

regain control over their lives? The current AIEJI report builds 

on the UN Convention on the Rights of Persons with Disabili-

ties and the argument that “Persons with disabilities have the 

right to the enjoyment of the highest attainable standards of 

health without discrimination on the basis of disability” (UN 
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Convention 2006, Article 25). The right to health was first ar-

ticulated in the Constitution of the World Health Organisation 

(1946); later it was incorporated in the United Nations’ Univer-

sal Declaration of Human Rights (1948). States that have rati-

fied the respective treaties are obliged to fulfil the rights within 

them. The results of inadequate services and inadequate treat-

ment of people suffering from a mental health condition in-

clude deterioration in the individual’s health and their quality 

of life.  

 

The aim of this AIEJI report is to raise awareness of the contri-

bution made by social educators within the field of mental 

health. It describes some of the challenges social educators face 

and how they address them. It aims to provide an insight into 

the values underlying social educational methods as applied 

within the field of mental health. AIEJI strives to provide inspi-

ration to social educators around the world. 

 

The report also aims to contribute to the discussion on how the 

lives of people suffering with a mental illness can be improved, 

taking into account aspects such as respect for human rights. 

We hope that workplaces as well as politicians will be interest-

ed in taking part in this discussion.  

 

The UN Declaration – Respect for Human Rights 

Social educational work builds on equality. This means that 

everyone, irrespective of any disability, should have the same 

rights and dignity. The United Nations Convention on the 

Rights of Persons with Disabilities is relevant to our discussion 

of people suffering with a mental illness. The Convention pro-

tects “…those who have long-term physical, mental, intellectu-

al or sensory impairments which in interaction with various 

barriers may hinder their full and effective participation in 

society on an equal basis with others” (UN Convention 2006, 

Article 1). This definition encompasses the interplay between 

the individual and his or her physical and social surroundings. 

It is essential that a disability be considered as relational, mean-

ing that it is in the person’s meeting with the surroundings that 

problems occur – and not through individual ‘failure’. A per-

son’s mental health is closely dependent on their surroundings 

and may change if the surroundings change. 
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The UN Convention on the Rights of Persons with Disabilities 

provides a legal framework for promoting the rights of people 

with mental illnesses and is a step forward in improving their 

chances in life. The UN Convention includes a number of civil, 

political, economic, social and cultural rights, which must be 

respected. These include for instance the right to full legal ca-

pacity, personal freedom, self-determination and non-

discrimination.  

 

Discrimination against a person with a mental health condition 

is a central issue. Where it occurs, discrimination violates the 

individual’s rights and hinders their chances in life. Discrimina-

tion can for example limit treatment and development opportu-

nities if those working within the field are unaware of prejudic-

es. Article 8 of the UN Convention states that awareness-

raising is essential “…to combat stereotypes, prejudices and 

harmful practices relating to persons with disabilities, includ-

ing those based on sex and age, in all areas of life” and also “to 

promote awareness of the capabilities and contributions of per-

sons with disabilities” (UN Convention 2006, Article 8).  

 

Non-discrimination is also essential to dignity. In addition to 

this, a life of dignity includes the opportunity to choose one’s 

place of residence, the right to respect for one’s physical and 

mental integrity, the right to informed consent before medical 

intervention, the right to full inclusion in the community and 

the right to the necessary assistance and rehabilitation services 

(UN Convention 2006, Article 12, 14, 17, 19, 24, 25, & 26). 

Dignity in mental health was also the overall theme of the 

WHO World Mental Health Day, in October 2015, which fo-

cussed on the above-mentioned human rights. WHO highlights 

in order to assure a life of dignity, a high level of quality in 

support and care is essential (World Mental Health Day 2015).  

 

The World Health Organization has received frequent reports 

of human rights violations of people with a mental illness. Such 

contravention of rights includes for instance physical restraints, 

denial of basic needs or limited access to education, employ-

ment or housing due to discrimination. The rights of the person 

with a mental health condition are extremely important to the 

work in the social field: our orientation towards recovery from 

mental illness must be based on human rights principles.  
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Interviews in connection with various target groups 

Social educators are hired in mental health contexts involving 

different target groups. They may be asked to help children and 

young people with mental health issues, people with two or 

more diagnoses, and people with both mental health and sub-

stance abuse issues. 

 

Most social educators work within social psychiatry, for in-

stance at rehabilitation centres or in housing groups. But social 

educators also have the skills to help people with a mental ill-

ness in the field of treatment psychiatry as is highlighted in one 

of the interviews which are part of the empirical studies that 

inform this report. 

 

The report is based on qualitative interviews with a broad range 

of social educators working in the field of mental health. Inter-

views were conducted in Brazil (7), Italy (4), Denmark (2) 

Norway (1), Russia (1), Switzerland (1) and Spain (1). The 

interview that took place in Brazil is a collective interview with 

a group of seven, whereas the other interviews are one-to-one 

interviews. A short representation of the social educators in-

cluding their country and work place is given below: 

 

Country Workplace  

Brazil (group in-

terview) 

Community Psycho-Social Centres; 

Workers’ Health Care; Therapeutic 

Communities; Harm Reduction Pro-

gramme, Health Care Community Cen-

tres; Dysfunction Care Centre. 

Denmark Social psychiatry, residential  

Denmark Forensic  psychiatry  

Italy Territorial mental health centre 

Italy Residential rehabilitation centre, mental 

health department 

Italy Residential rehabilitation centre  

Italy Day care and rehabilitation centre 

Norway Emergency psychiatric ward for young 

people aged 13-18 years 

Russia Family and children support centre 

Spain Pedagogic farm – riding centre for peo-

ple with disabilities 

Switzerland Social psychiatry, housing group 
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The social educators interviewed are a relatively heterogeneous 

group with varying work experiences due to their different 

workplaces within the field of mental health. Despite these dif-

ferences there are common traits in their utterances. 

 

The interviews were processed and translated into English in 

each country. Afterwards the results were analysed, compared 

and discussed in relation to theoretical perspectives on mental 

health.  

 

Recovery from a mental illness 

‘Recovery’ here refers to the process whereby a person recov-

ers from a mental illness by regaining control over their life and 

being included in society. This approach reflects the view that 

people suffering with a mental health condition should not be 

seen as chronically ill. It is a philosophy or mind-set that is 

based on the belief that everyone can recover. Recovery is an 

individual process that features many different aspects and 

complexities. William Anthony (1993), a pioneer in recovery-

oriented mental health studies and director of the Boston Centre 

for Psychiatric Rehabilitation, defines recovery as: 

 

“A deeply personal, unique process of changing one’s atti-

tudes, values, feelings, goals, skills, and/or roles. It is a way of 

living a satisfying, hopeful, and contributing life even with limi-

tations caused by the illness. Recovery involves the develop-

ment of new meaning and purpose in one’s life as one grows 

beyond the catastrophic effects of mental illness” (Anthony 

1993:527).  

 

The overall aim of recovery from mental illness is to achieve a 

fulfilled and meaningful life, regardless of recurring symptoms. 

Traditionally, the recovery approach is a clinical one, which 

requires complete recovery from a disease/illness. This means 

that recovery is judged to have been achieved when the dis-

ease/illness has disappeared and the individual can revert to the 

same functional level as before.   

 

That is not the case with personal recovery. It is primarily so-

cially oriented, and involves recovering with, or in spite of, the 

illness. When a person recovers socially, it means that they still 

have symptoms, but they have found a way to manage their 

symptoms that allows them to take part in social activities. 

Some will recover more or less completely from their mental 
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illness. A further characteristic of personal recovery is that it is 

up to the individual to assess his or her situation and to define 

the prerequisites for ‘recovery’. Evidence shows that people 

with mental health conditions can recover. For example, inter-

national studies show that 60 per cent of people diagnosed with 

schizophrenia recover (Hopper et al. 2007, Topor 2001).  

 

Recovery-oriented work 

Mike Slade and Eleanor Longden, researchers within recovery, 

have arrived at a set of evidence-based statements, which are 

worth keeping in mind when considering use of the recovery 

approach.  

 

1. Recovery is best judged by the person living with the 

experience. 

2. Many people with mental health problems recover. 

3. If a person no longer meets criteria for a mental illness, 

they are not ill. 

4. Diagnosis is not a robust foundation. 

5. Treatment is one route amongst many to recovery. 

6. Some people choose not to use mental health services. 

7. The impact of mental health problems is mixed (Slade & 

Longden 2015:4). 

 

In the recovery approach, the relation between the practitioner 

and the individual is person-centred rather than disease-centred. 

This means that instead of seeing the patient as passive, as a 

host for an illness and as the subject of treatment, the individual 

is seen as self-determinant, knowledgeable and powerful 

(MacDonald Wilson et al. 2013:258). The concept of recovery 

may change the way in which practitioners and society treat 

someone with a mental health condition. Some of the outcomes 

of recovery that Anthony points out are higher self-esteem, 

adjustment to disability and empowerment (Anthony 

1993:528).  

 

Recovery as a mind set  

Several of the social educators, primarily from Denmark, Italy 

and Norway stress the importance of recovery as a mind set 

when working with persons with a mental illness. A social edu-

cator from Norway working in social psychiatry says, “Recov-

ery is very important and essential”; whilst a Danish social 

educator also working in social psychiatry says, “Recovery is 
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our DNA. It is crucial.” For them, recovery is a fundamental 

principle of their work.  

 

A social educator in Switzerland says that the recovery ap-

proach is not used at her workplace (in social psychiatry), but 

that she is open to the idea: “Some team members pursued fur-

ther training in this topic. If necessary, we could apply it.”   

 

Recovery might be a lifelong journey, and it is therefore very 

important that social educators patiently hold on to the belief 

that a person can recover. Personal recovery should not be un-

derstood as ‘progress’ or as a linear process - but as a dynamic 

process. An essential aspect of recovery is that it is based on 

the individual’s experience of success and is therefore very 

different from individual to individual.  

 

The above concept was echoed in the interview with a social 

educator from Denmark who works within social psychiatry: 

 

“In this place, you get better. Maybe it’s a lifelong process, but 

you get better, maybe not as good as you were in the old days, 

but you get better in many different ways. There are some who 

are mastering more and more things. There was this man, he 

worked as a baker, but then he got a mental illness, and the 

administration at that time considered him as chronically ill. 

Today he makes all the bread in this house.” 

 

This quotation illustrates how the social psychiatry view of 

persons suffering with a mental illness has changed – from 

classification as chronically ill to a placement on the recovery 

spectrum.  

 

The social educator also explained that many residents were 

keen to return to the same functional level as before. She feels 

that it is indeed possible to ‘get one’s life back’ – but this may 

not mean that the afflicted person can return to the same life as 

they had before:  

 

“We have a question that we use for guidance purposes: ‘How 

can you get your life back?’ This is a dream for all of them. 

Many of them are listening to music from the 80s or watching 

old movies, they don’t want anything new, they think back to a 

time before they had a mental illness, and they always want to 
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go back to that point. The challenging thing is to realise that 

one cannot go back. Suddenly they must face the fact that they 

are 30 or 40 years old, and not 18 anymore.” 

 

Someone with a mental illness may perhaps dream of going 

back to a precise point at which he or she felt better, but this is 

not the aim of the personal recovery approach. It might be help-

ful for a person with a mental illness to think back to a certain 

time, for example to recall what resources they found useful, 

what they felt happy about, and so on. However, it is important 

to achieve acceptance that they are now in a different period of 

their lives and a new setting. To ‘get one’s life back’ means to 

recover with, or in spite of, the illness – it means to manage 

one’s everyday life in a new, satisfying way.  

 

Rehabilitation is a collective name for professional initiatives 

that support the individual’s recovery process. It means maxim-

izing the individual’s quality of life and their social inclusion 

by encouraging the development of skills and independence. 

Rehabilitation involves both individual resources and social 

conditions, e.g. a resocialisation process. The rehabilitation 

effort builds on the UN Convention on the Rights of Persons 

with Disabilities. In the following, we examine some of the 

strategies adopted in social educational practice.  

 

Life story work  

The narrative approach within social educational work is based 

on the individual’s ‘life story’ as a means of lending meaning 

through the narrative of the individual’s life and suffering. Life 

stories that express resilience and resistance reinforce the indi-

vidual’s ability to overcome future challenges (Cyrulnik 2002).  

 

Working with life stories is one type of recovery strategy that 

focuses on recognizing and fostering the person’s capabilities, 

interests and goals. In practice, this means that social educators 

approach rehabilitation work taking a holistic view of the indi-

vidual, in order to support the development of competencies 

and skills. Social educators look beyond the individual’s prob-

lems and focus on their desires and the need to build up resili-

ence to any future adversity.  

 

Life stories can be used to describe the individual’s dreams and 

capabilities and to recall the resources the individual might 

draw on in order to move forward. Instead of focusing on the 
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negative aspects of symptoms, life story work can help the in-

dividual to see them as useful. They may for instance alert the 

individual to the need to change, to find new pathways, or to 

recollect something that was previously ignored. The narrative 

represents a holistic way of understanding why the mental ill-

ness occurred and allows for a constructive approach to recov-

ery. Life story work can also provide a feeling of continuity 

between past, present and future. 

 

The narrative, or life story, is a kind of situational interpretation 

that reflects an experience of the ‘here and now’. The facts of 

the narrative may therefore change over time. The individual’s 

life story should not be understood as a precise history, but ra-

ther as an expression of what the individual finds important in 

his or her life. The social educator should therefore understand 

the individual’s life story as subjective, rather than judging be-

tween right and wrong.   

 

Active listening and individual needs 

The importance of listening to and understanding people suffer-

ing with a mental illness has been stressed by several social 

educators. The self-awareness of a person with a mental illness 

may take its cue from the strategies used and it is therefore very 

important that staff are aware of different needs (Schweizer-

ische Eidgenossenschaft 2016).  

 

An Italian social educator describes as a principle method the 

practice of “individual conversations involving active listen-

ing.” Active listening implies respect for the speaker’s point of 

view, feelings and thoughts.  

 

The Brazilian social educators emphasised in their interviews 

the need to “focus on the social skills each person needs to 

achieve a better life, according to his/hers personal desires and 

conception of well living. We come to the relation fully pre-

pared to listen and together formulate how each person will 

address his or her challenges and make decisions.” 

 

The Brazilian social educators employ life story work as one of 

their main strategies because they “believe the life story builds 

identity, personal context and culture. That is the background 

against which we can look for the changes each person wants.” 

Again, the importance of respecting the person’s desires and 
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needs as well as active listening to achieve understanding is 

underlined. 

 

The social educator must firstly create a comfortable space in 

which the life story can unfold, as well as room in which other 

possible perspectives can develop. This means that the social 

educator focuses not only on symptoms, diagnoses and losses, 

but also encourages the recognition of aspects of strength and 

survival to inform the history. Narratives, such as those provid-

ed by spiritualism, self-help and future life paths can help bring 

new perspectives into the life of a person suffering from a men-

tal health condition.  

 

In relation to the different needs of the individual, life story 

work varies among the social educators. A social educator from 

Denmark working within social psychiatry describes life story 

work in two different scenarios and refers to two specific ex-

amples of people with a mental health condition.  

 

The first example is a man who is relatively stable, both physi-

cally and mentally. The social educator describes him as a re-

sourceful person, who “…is able to dream, have goals, to hope 

and so on”. In the second example, a different strategy is re-

quired, because, as the social educator says, “She is not able to 

do the same, but they [social educators] talk with her about 

where she used to go to school, live etc. This is also life story 

work, but the social educators plan it in a different way. They 

found out that it worked for her.” These examples show that 

life story work varies immensely from one individual to anoth-

er: the social educator must therefore use different strategies to 

encourage the unfolding of a narrative.  

 

Social educators’ life experiences as motivation 

Social educators’ own experiences or life stories can be used to 

inspire and motivate persons with a mental health condition. 

Some social educators find it very useful when their colleagues 

in the field of mental health have themselves suffered with a 

mental illness. 

 

A Danish social educator working in the field of social psychia-

try gives an example of this. Colleagues give presentations 

about their own experiences and how they coped with mental 

illness, ‘mastered voices’, etc. Colleagues who have not experi-

enced mental illness can also relate their life experiences.  
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The Danish social educator describes how she used her own 

experience: 

 

“They can also get inspiration from me. I have not had a men-

tal illness, but I can talk about my experiences and my feelings, 

for example when I was a teenager, what resources and strate-

gies I used to avoid different situations. I can for example talk 

about how I said ‘no’ to drugs and so on.” 

 

This citation shows that others’ challenges and experience of 

coping can inspire people suffering with mental illness. Thus 

personal experience can be used as part of a motivation strategy 

to reduce harm. The social educator underlines the principle of 

equality when she says that, “anyone can get a mental illness”. 

Equality is a key value within social educational work, and it 

requires the social educator to work as a person, as another hu-

man being, when helping those suffering with a mental health 

condition.  

 

Complementary methods to suit individual needs 

The interviews with social educators working within the field 

of mental health revealed a number of different strategies and 

methods. For example, a Danish social educator working within 

forensic psychiatry explained that life story work is not a strat-

egy he and his colleagues actively employ. He explained: 

 

“Many of our patients have difficulties dealing with something 

that happened 20-30 years ago, therefore cognitive therapy is 

very useful here. They can only relate to what is happening 

here and now.” On the other hand, he also feels “it would be 

good to get a more narrative approach to highlight that this is 

only a period… That there is also something in the future.”  

 

At his workplace, the cognitive approach is the chosen strategy. 

Cognitive therapy focuses on the here and now, which is in 

direct contrast to the narrative method, which focuses on past 

experiences and future possibilities. Various complementary 

strategies were mentioned by the social educators in the inter-

views – which can be explained partly by differences in work-

places and target groups and partly by differing beliefs and un-

derstandings of what is meaningful for the individual.  
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Another example of complementary strategies, in relation to 

what is meaningful for the individual, is religious or spiritual 

belief. Certain claims in the literature maintain that spirituality 

can generate meaning when formulating an understanding of 

one’s ‘life situation’ (Jensen 2002:20). The importance of reli-

gion or spirituality was highlighted by the social educator from 

Denmark who works in the field of social psychiatry: 

 

“Like the residents say, ‘well, when everybody is gone, there is 

only God’. They have lost so much… I think this is a very im-

portant part of the work, and there is a need for this, because 

when you have mental disabilities, and maybe have had them 

since you were a child, then you often have this need to seek 

something… It is very reasonable to seek this in religion be-

cause it is tolerant.”  

 

The social educator describes the importance of religion in her 

work as an element that encourages hope; residents have the 

feeling that they are supported by something. Religion can thus 

be used as part of an individual strategy.  

 

One social educator from Spain works at a pedagogic farm 

which is also a riding centre for people with physical as well as 

mental disabilities. She describes the use of complementary 

strategies at her workplace to improve the patient’s awareness 

of the body. The practice of Pilates and the Feldenkreis method 

aims to improve awareness of the body. They also try to 

improve body language using the Stanislavski method, which 

asserts that (unconscious) emotions can be triggered by 

physical activities. The social educator from Spain describes as 

characteristic for her work place the fact that “…our methods 

are very physical and practical.” 

 

A crucial kind of physical method used at the pedagogic farm 

in Spain is equine assisted therapy. This form of therapy also 

improves the individual’s understanding of body language, 

movements and self-awareness – the social educator describes 

the horse as a reflection of one’s emotions and manner: 

“Horses never lie, and you cannot lie to them, they feel and 

perceive your emotions… They reply and react as a mirror.” 

 

 

 



 

 
15 

The social educator goes on to say that in order to make the 

horse calm and obedient, one must demonstrate calm. It is 

about “…working without any violence, convincing him to 

cooperate with us and to respond positively to our requests. We 

don't pull on the reins; we communicate to the horse through 

our body language, for example through position, gestures, 

voice/tone, breathing, looks, and so on”, in the words of the 

social educator. Equine assisted therapy is used to allow the 

individual to become aware of his or her feelings and to change 

them in a positive and non-violent way.  

 

The interviewee describes how residents are enthused by the 

activity and the relationship with the horse – and she thinks that 

residents can apply non-violent methods to control their 

emotions: “The rider must communicate his or her intentions 

sincerely and in a straightforward manner; he/she must control 

all his/her emotions, not only the conscious ones, in order to 

communicate with the animal.” In this way, the resident might 

reflect upon what he or she does, and what effect this has on the 

animal; moreover, they may become aware of subconscious 

feelings that arise as a result of interacting with the horse. 

 

Social inclusion: Participation in society 

Social inclusion means equal opportunities for everyone to par-

ticipate in various spheres of social life, the presence of a men-

tal illness notwithstanding. Such opportunities include partici-

pating in the local community, politics, the labour market or 

education.  

 

Structural factors that may either enable or limit participation in 

society include material conditions such as a lack of funds, or 

one’s housing situation. As the Swedish psychologist Alain 

Topor stresses, external factors can both hinder and promote 

recovery (Kristiansen 2015:41).  Social educators need to bear 

external factors in mind when working on the recovery of an 

individual.  

 

A fundamental ingredient of recovery is access to social, eco-

nomic and cultural opportunities; however, the requirement 

goes beyond simple access. Active participation in the commu-

nity should take place on an equal basis with others, in areas 

such as education or employment. It is very important that the 

individual does not encounter barriers to participation.  
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Overall attitudes and values must be rooted in respect for dif-

ferences, self-determination and non-discrimination. In order to 

promote inclusion, an integrated effort among different agen-

cies at all levels, both horizontally and vertically, is needed. 

Social educators play a crucial role in the inclusive effort at the 

micro level of residents’ everyday lives, identifying opportuni-

ties and encouraging individuals to embrace opportunities.  

 

Recognition by the community is a prerequisite for social in-

clusion. In social communities, such as employment environ-

ments, the individual should be recognized as a unique individ-

ual and as a citizen of society whose status is the same as eve-

ryone else’s. The need for recognition is basic to all human 

beings and is an essential part of the individual’s self-

awareness and his or her sense of belonging (Honneth 

1996:71f). Inclusion is not the same as integration, which refers 

to a person’s ability to fit into society. Recognition and inclu-

sion depend on a society’s capacity to make room for different 

personalities and needs, and to give individuals the opportunity 

to participate.  

 

It is very important to underline that inclusion exists only 

where participation is voluntary. If inclusion occurs as a result 

of forced participation, it becomes a process of normalisation; 

this is not the true definition of social inclusion. Categories 

such as ‘normal’ and ‘abnormal’ are both time- and culture-

determined. Inclusion means that a society embraces diversity, 

and includes those who do not belong to a majority. The social 

educators’ fundamental task is to include persons who do not fit 

into the category of ‘normal’. This also means people suffering 

with mental illness. This group deserves respect and should be 

recognized as equal to other people.  

 

Networks, resources and the local community are therefore 

very important facilitators of the process of recovery. The ho-

listic rehabilitation effort should incorporate aspects of social 

inclusion.  

 

Stigmatisation – the role of attitudes 

A diagnosis of a psychiatric disorder can be stigmatising; there 

is moreover a risk that it might contribute to a focus on individ-

ualized ‘errors’. Stigma is a major barrier, which hinders re-

covery of a person with a mental illness.  
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The American sociologist and author of Stigma (1963), Erving 

Goffman, analyses the social interaction between the stigma-

tized individual and those stigmatising him or her. Goffman 

defines stigmatisation as a means of discrediting someone who 

differs from the norm. Stigmatisation is a result of a social pro-

cess in which a person’s identity is damaged by the reactions of 

others. Such reactions include judgement and rigid categorisa-

tion or labelling. This can lead to stereotyping and failure to 

treat the individual as such.  

 

Mental illness may even lead to self-stigmatisation in the form 

of behaviour that seeks to isolate the subject who feels ashamed 

of their condition. Furthermore the relation between the stigma-

tised person and the agency of stigmatisation is powerful; he or 

she imposes limits on an individual’s life chances, through for 

example reduced access to health care or the labour market. 

Limits to personal development opportunities resulting from 

stigma in turn lead to loss of self-esteem and self-respect and to 

further discrimination (Goffman 1990/1963).  

 

Stigmatisation results in exclusion from the civil, political, eco-

nomic, social and cultural rights afforded to others – which is 

against the principle of non-discrimination under the UN Con-

vention on the Rights of Persons with Disabilities.  

 

The experience of exclusion 

Due to isolation in psychiatric institutions, persons with mental 

illnesses are traditionally cut off from participation in society. 

This is problematic because of the interrelation of social rela-

tions and recovery.  

 

The vast majority of people with a mental health condition have 

experienced exclusion – whether from work, education, their 

networks or family (Christensen 2012:24). This was mentioned 

in some of the interviews. In the following quotation, from a 

Danish social educator working within social psychiatry, exclu-

sion is described in relation to the mental illness and its accom-

panying feelings of loneliness, isolation and sadness: 

 

“Many feel alone and lonely, many have been exposed to har-

assment, actually I think everybody here has been exposed to 

harassment in their childhood - they have in some way been 

excluded from the community. And then at a certain point they 
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feel lonely and retreat into themselves, they may have suicidal 

thoughts. They are hospitalized, given medicine…”  

 

An example of stigma resulting in exclusion from the immedi-

ate social environment is expressed by a social educator from 

Switzerland who works within social psychiatry: “There is no 

public involvement… The neighbours know about the house, 

but there is no active contact… Some are sceptics”. 

 

A negative attitude in society towards people suffering with a 

mental illness may also be apparent in the political agenda, 

according to a Russian social educator working at a family and 

child support centre: “In our country we should make more 

effort to include children with mental disabilities in society. 

Because they are really isolated at the moment.”  

 

The social educators from Brazil state that their main challenge 

is “…to deal with social prejudices and the violence our target 

groups suffer; in our relation to other professionals and public 

policies, our challenge is to achieve recognition, knowledge 

about and respect for our profession.” They go on to say that 

public involvement is essential if attitudes are to change: 

“Through public involvement, we can change social relations.”  

 

A similar focus is expressed by the Norwegian social educator, 

who feels that political focus is required to shed light on the 

taboo surrounding mental illness and that this focus should in-

clude “…campaigns to increase openness surrounding mental 

disorders.” 

ONE OF US – displace silence, doubt and taboo surround-

ing mental illness 

The purpose of the campaign ONE OF US is to destigmatise 

mental illness in Denmark – and end discrimination relating to 

people who have, or have had, a mental illness. It is going to be 

easier for the person with a mental health condition to live a 

good life as an equal participant in society: 

Everyone is, and must feel like they are ONE OF US (www.en-

af-os.dk) 

Awareness-raising as stated in Article 8 of the UN Convention 

on the Rights of Persons with Disabilities is essential in over-

coming stigma – and social educators are conscious of this. 
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An Italian social educator working at a residential rehabilitation 

centre refers to the fact that one of the biggest challenges in his 

work concerns the “…fight against stigma, starting from a pro-

fessional point of view.” Overcoming stigma is often a chal-

lenge, both for people with a mental health condition and their 

relatives. 

 

A diagnosis gives a basis for treatment, and can contribute to a 

feeling of order and a reduction in the perceived complexity of 

issues. But strong categorisation can also be a barrier to pro-

cesses of change, or overshadow the necessary focus on poten-

tial. It is important to see a person with a mental health condi-

tion as he/she truly is; as a unique individual; and not as an 

accumulation of symptoms.  

 

A person-centred view – overcoming stigma 

The attitudes of society towards the person suffering with men-

tal illness are crucial for the person’s self-confidence, and thus 

the recovery process. The American psychologist Patricia E. 

Deegan points out that it is important that the social environ-

ment should ‘see the person’ and not the illness, meaning that 

the person with a mental illness is not regarded as ‘the victim’.  

 

A change in the understanding of mental illness as chronic, and 

a promotion of the individual’s rights to participation on an 

equal basis in different spheres of the community can help re-

duce stigmatisation and discrimination surrounding people with 

mental illness. This is very important for the recovery process, 

since the individual’s self-understanding and identity are 

formed in the interaction with external expectations and atti-

tudes. 

 

The person-centred view of the person with a mental illness is 

apparent in the interviews with the social educators. One Dan-

ish social educator notes that her work place strives to avoid 

labelling. The interviewer has asked what target group the so-

cial educator was working with and the answer is as follows: 

 

“If we look at their papers when they arrive here, most of them 

are diagnosed with schizophrenia. But the special thing about 

our institution is that we don’t like to use these terms, because 

they are labels and represent a diagnosis that actually doesn’t 

say much about the person.” 
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The social educators were all aware that they should approach 

the meeting with an individual suffering with a mental illness in 

the same way as they would a meeting with any other person 

who may have other resources and opportunities. The literature 

recommends that society should focus on peoples’ resources 

and their special needs, rather than feeling pessimistic about 

their health problems (Andersen 2009:5). In that regard, it is 

important that social educators motivate the individual to par-

ticipate in various spheres of life and support their goals, for 

instance of finding a new job or learning new skills. A goal 

might also be to simply find a daily routine with a purpose and 

a direction. Being believed in gives us hope, and supports our 

self-esteem; these are assets when it comes to creating a net-

work or finding a job. 

 

Values of inclusion among the social educators 

The Brazilian social educators describe the biggest challenges 

for their target group as “…the need to know how they can 

reach social support for their needs, how they can understand 

and be understood by their communities. But also to know what 

their rights are and how to use, retain and benefit from these 

rights.” The role of the social educator is to help promote the 

rights of people with mental illnesses, including the right to full 

inclusion. The social educators working in Brazil summarise 

the fundamental values underlying their work as “equality, so-

cial justice, respect for differences, self-determination, partici-

pation and solidarity”. These values are intertwined with and 

crucial for inclusion; indeed, they are reflected in all the inter-

view responses.  

 

Values of inclusion are explicitly emphasized by many of the 

social educators. A social educator from Italy was asked about 

the most important part of his working day. His response was: 

“Inclusion, mental health, and community participation occupy 

most of my working time.” 

 

Another social educator, from Norway, working in an emer-

gency psychiatric ward for young people stressed the im-

portance of inclusion in relation to subsequent integration in the 

local community: “Inclusion will be a target to work on every 

day. It is important to improve when it comes to inclusion and 

integrating in the local environment after discharge from hos-

pital.” 
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Inclusive strategies on different levels 

Inclusion is an objective of many activities mentioned by the 

social educators. Inclusion can be on an institutional level, but 

it may also feature in everyday activities where the individuals 

are recognized and valued as equal participants. A social educa-

tor from Denmark working within social psychiatry says: 

 

“Today we no longer refer to the institution; instead we say 

‘residential home’. I would like to call this a change from ‘slip-

per-life’ to normal day-to-day life. Formerly residents wore 

slippers, walked around in the house and had everything there, 

hairdressers and so forth.” 

 

This is an example of a social psychiatry that has changed its 

practices. ‘Residential homes’ encourage residents to go out if, 

for instance, they want a haircut. Previously it was easy to stay 

inside the institution and have all their needs attended to. To-

day, the focus is more on inclusion in the sense that residents 

are included in the community outside the institution.  

 

A similar community-based mental health ideal is mentioned 

by the Brazilian social educators. In Brazil an important 

movement within mental health policy has taken place over the 

last 30 years. It is sometimes called the ‘anti-asylum move-

ment’ and aims to provide support in a domiciliary setting ra-

ther than through asylums or psychiatric hospitals. The social 

educators from Brazil say that the aim is to close asylums as 

‘total institutions’ and create a substitutive network of public 

services based on CAPS [psycho-social care centres] and 

CECO [Community Psychosocial Centers and Return Home 

programs] and income generation services.”  

 

Brazil addressed the challenge of reforming the mental health 

care system in 1990. The reform increased access to communi-

ty-based care and promoted recognition and the rights of people 

with a mental health condition. The intention is that people 

suffering with mental illness should where possible be treated 

in the community rather than as long-stay patients in hospital.  

 

A social educator from Norway also describes a political focus 

“…on downsizing from big institutions, transferring responsi-

bilities to local government, getting help in your home, which is 

built on the principle of subsidiarity - life is lived locally.”  
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A report from Switzerland, “Die Zukunft der Psychiatrie in der 

Schweiz” (2016), shows that multidisciplinary, mobile 

healthcare crews improve the situation of persons with mental 

illness. The example is from the Canton of Vaud, where it was 

found that mobile healthcare crews were able to reach groups 

of people who were previously difficult to reach and thus un-

dersupplied. Home care support is an opportunity to meet the 

individual regularly in his or her domestic environment. The 

individual’s experience of the treatment was improved and the 

conflicts between the person with a mental illness and other 

persons decreased. The results also showed that mobile 

healthcare crews were very useful for people who had been 

discharged after a long stay in hospital (Schweizerische Eid-

genossenschaft 2016:35, 46).  

 

WHO underlines the importance of care in the community as 

one aspect of protecting human rights. They recommend that 

community mental health services and home care support re-

place institutions. WHO argues that large institutions are often 

associated with human rights violations (World Health Organi-

zation Website). The Norwegian social educator explains the 

effort to include people with a mental illness through a focus on 

their strengths and the laying down of daily routines, but also 

through the involvement of family and school, so that the per-

son’s own resources are brought into play: 

 

“Making daily schedules so that things are predictable, with 

persons that the subject knows, and with low-demanding 

activities. Talking about and explaining the psychotic 

experience. Slowly testing out more stimuli and getting the 

subject to do things that are considered meaningful. In this way 

the subject slowly regains a normal life, possibly with 

adjustments. Getting the subject to recognise their own 

vulnerabilities and strengths, to manage everyday life and to 

avoid the recurrence of psychosis. We also have conversations 

with family and school around enabling participation and 

providing a good environment for the subject.” 

 

Supporting people through the practice of daily routines pre-

pares them for life outside the institution. The inclusion of resi-

dents after institutional or residential care is also mentioned by 

an Italian social educator working at a residential rehabilitation 

centre: ”The challenge is to help patients achieve a degree of 

autonomy as soon as possible, [so that when] leaving the resi-
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dential centre they can go into a brighter future.” The social 

educators encourage people with a mental illness to participate 

in everyday life – and do not see them as a ‘victim’ but as a 

self-determining person.  

 

Involvement and mutual acknowledgement 

Mutual acknowledgement is another form of social inclusion. 

To facilitate the recovery process, it is important that the rela-

tion between the social educator and the person with a mental 

illness contains the element of mutual acknowledgement, and 

not just one-way communication. Mutual acknowledgement is 

expressed in the following quotation, where a social educator 

from Denmark working within social psychiatry, expresses her 

feelings in response to rudeness from patients: 

 

“We also focus on the language we use. It is difficult to repeat-

edly suffer verbal abuse when bringing medication, for in-

stance. Verbal abuse has the effect of distancing the speaker. 

Our strategy is to express our feelings, saying for example that 

their language is hurtful. This has a disarming function and the 

result is a more equal dialogue. Patients have to include us as 

much as we include them.” This aspect concerns recognising 

one another as fellow human beings – and having respect for 

one another. 

 

Mutual acknowledgement also means that people suffering 

with a mental illness have the experience of giving, rather than 

simply being a ‘passive patient’ (Christensen 2012:28). In prac-

tice this means including the individual in different activities – 

such as everyday chores like preparing medication or food and 

cleaning. Lack of involvement of the person is often a barrier in 

relation to the rehabilitation effort.  

 

An example of an everyday activity is the so-called ‘kitchen 

project’ described by a Danish social educator, where residents 

help to prepare food. This enhances self-confidence and pro-

vides “…a social community where they can practice their 

skills. There is for example one man who comes into the kitchen 

and opens tins for me; he is very, very proud of it.”  

 

A Danish social educator working within forensic psychiatry 

describes inclusion as co-determination: “We try to focus on 

ways in which we can increase co-determination, which can be 

an advantage to the patient as well as the community here.” 
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Within forensic psychiatry, staff focus mostly on involvement 

in activities within the institution because the residents have 

severe issues. The Danish social educator continues: “On a 

societal level it is more difficult. We have to take our patients 

out to socialize and re-socialize, so that they can learn how to 

function socially and interact with their surroundings. But it is 

really a complex matter that requires a lot of attempts for many 

of our patients.” 

 

Employment integration 

Employment is an important resource in the path to recovery 

and maintenance of positive mental health. The social and oc-

cupational integration of persons with mental illnesses is a 

wide-ranging issue and is influenced by the local environment. 

The chances of successful employment integration decline the 

longer a person with a mental illness has been away from the 

labour market. A cross-sector action plan that can help re-

integrate persons with mental illnesses into employment is 

therefore needed (The Swiss report Schweizerische Eidgenos-

senschaft 2016:44 is, among other things, concerned with this). 

 

Within social psychiatry, many people suffering with a mental 

illness have the opportunity to participate in daily activities 

outside the institution. One of the social educators from Den-

mark cites the example of a girl who helps out at a department 

store: “A girl told me the other day that a man asked her where 

he could find the coffee, and this she knew, even though the 

department store is a very big place, so she was very proud.” 

 

Domestic environments are central to inclusion and recovery. It 

is important that the domestic situation offer opportunities for 

social intercourse with others – whilst also respecting individu-

als’ different needs for social intercourse, which was pointed 

out in some of the interviews. In relation to this, the social edu-

cator must respect and recognize different personalities. 

 

Medicine within the recovery perspective 

Medical pedagogy is a relatively new approach within psychia-

try. It aims to inform people suffering with mental illness about 

their use of medication, and to strengthen their co-

responsibility. The approach allows for rehabilitation alongside 

medical treatment (Ørtenblad & Hansen 2012:9). Some indi-

viduals require psychoactive drugs, for a short or longer period, 

in order to live a satisfactory life. But in a recovery perspective, 
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medicine is used only as a tool to aid recovery (Ørtenblad & 

Hansen 2012: 17). 

 

Medical pedagogy is a method used to help the person with a 

mental illness to better understand the effects and side-effects 

of psychoactive drugs. It is also used to strengthen the person’s 

autonomy in his or her use of medication. Many patients un-

dergoing psychiatric treatment are not accustomed to participat-

ing in their own treatment; but in a recovery perspective, the 

user’s active role is essential.  

 

Medical pedagogy is based on a person-centred view of the 

individual suffering with mental illness. It involves strengthen-

ing cooperation between the practitioner and the patient, for 

example allowing the individual increased responsibility for 

their medication. A shared understanding of the person with a 

mental illness as an expert on his/her life, experience of medi-

cine and mental illness may be extremely helpful, with practi-

tioners acting as experts on different treatment opportunities 

(Ørtenblad & Hansen 2012:10). 

 

Evidence shows that people who are involved with and active 

in their own health care have better overall health and function-

ality. A higher quality of life and greater satisfaction with their 

care are also reported (MacDonald Wilson et al. 2013:258). 

Hence, cooperation with the patient about their medical treat-

ment encourages the individual to recover by giving him or her 

a feeling of greater commitment and responsibility. The indi-

vidual’s right to co-determination in their own treatment is a 

central element in the recovery process because it gives the 

person the chance to take charge of their own life (Christensen 

2012:16; Jensen 2002:20).  

 

Responsibility for medication 

Inclusion in one’s own treatment is mentioned in the interviews 

where an individual with a mental illness is included, for ex-

ample in an Open Dialogue. Here, decisions are made together 

with the person and the network of that person. In this perspec-

tive, the mental illness is seen as a crisis within a network of 

relations. It is therefore important to include the person’s net-

work, so that they can better understand the situation and act 

accordingly. A social educator from Denmark working within 

social psychiatry describes this method: 
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“Some do not want to be a part of this, but it has to do with 

taking responsibility for their own medicine, their own lives. 

But most of them participate in the meetings. It is an open dia-

logue, so decisions are made around that table, not before. The 

psychiatrist here is also very positive about it.” 

 

Some of the social educators, mainly Italian and Danish, make 

use of psychoeducation groups, which consists of a facilitator 

and a group of residents who share their experiences with med-

ication. Life story work and everyday life is central to the psy-

choeducational method. Through dialogue and reflection resi-

dents gain knowledge, motivation and responsibility for their 

own use of medicine.  

 

A Danish social educator working within social psychiatry says 

that patients who are able are involved in taking their own med-

icine: “We work on the basis of medical pedagogy, where those 

who are able take responsibility for collection and dosage of 

their own medicine whilst I sit next to them.” A social educator 

from Switzerland, working within social psychiatry agrees: 

“Patients are responsible where possible; otherwise we can 

support them so far as they need.” 

 

Even though co-responsibility and co-determination are signifi-

cant, the importance of giving the individual the opportunity to 

temporarily relinquish that responsibility during periods of cri-

sis is also pointed out. The social educator from Denmark 

working within social psychiatry was very close to a female 

resident, who was a manic-depressive. Because she knew her 

very well, and due to her very structured everyday life, the so-

cial educator always knew when the woman needed to relin-

quish responsibility, and just stay in bed. She accommodated 

the patient’s specific needs in connection with nervous epi-

sodes. The amount of responsibility that can be shared differs 

from individual to individual. It is up to the social educator to 

assess whether the patient can handle responsibility and support 

them when they cannot. 

 

Reducing medication - and complementary strategies 

The social educators report that a focus on medication has been 

– and still is – a huge part of treatment, but there is an increased 

focus on other approaches to medicine. Complementary strate-

gies can be very useful in the effort to reduce medication. The 

Danish social educator working within forensic psychiatry de-
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scribes how cognitive therapy also can be used in relation to 

reducing medication: 

 

“Earlier focus was on drugs and they are still a huge part of 

the treatment here, but there are other approaches. We try to 

use approaches other than purely medicinal. Cognitive therapy 

can for example be helpful.” 

 

On the same subject of reduced medication, a social educator 

working within social psychiatry in Denmark says that they are 

striving to follow suggestions from the Danish National Board 

of Social Services, which recommends only one preparation per 

person: “All of the residents here have actually had their medi-

cation reduced to a single drug, which is moreover unusual 

within social psychiatry.”  

 

A social educator from Spain working at a pedagogic farm cen-

tre states that one of their primary goals is to reduce medica-

tion: “Reduction in the use of force and medication are defi-

nitely our most important goals.” The Brazilian social educa-

tors also highlight the importance of reducing the number of 

instances of medical diagnosis and medication.  

 

On the other hand, reducing medication should not be a goal in 

itself. Instead, the focus should be on prescribing the right 

dose. This is highlighted by a Danish social educator within 

forensic psychiatry. For many of the residents he works with, a 

life without medicine is not possible: “…therefore our focus is 

primarily to give the right dose of medication” 

 

In relation to reducing medication and the use of force the 

Norwegian social educators says, “There are some examples of 

vicious circles, with a lot of self-harm and other forms of bad 

behaviour that is curtailed through forced treatment. Treatment 

without medication is rarely discussed.” Thus there is little 

consideration given to a medication-free approach.  

 

When trying to reduce medication and ascertain the right dose, 

it is important to be aware that reducing medication has some 

side-effects, such as described by a Danish social educator 

within social psychiatry: “We only give medicine to the point 

where the person feels balanced, but not more than that. We 

know that it gives rise to a lot of feelings when we reduce the 
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medicine… and then it’s important the environment is toler-

ant.” 

 

People suffering with a mental illness may have concerns about 

their use of medicine, such as side-effects; whether the medica-

tion can adequately control their symptoms, or the possibility of 

addiction. Therefore it is important for social educators to have 

tools and methods to support the individual’s use of medica-

tion. Other complementary strategies social educators make use 

of are NADA acupuncture (cognitive meditative practice), Walk 

and Talk, Mindfulness or Music Cure.  

 

The methods aim to support the individual’s use of alternative 

strategies as a supplement to, or instead of, medication. One of 

the social educators from Denmark working within social psy-

chiatry works with people who hear ‘voices’. She says:  

 

“It is invalidating when the inner voice begins to beat your own 

voice and maybe this voice tells you how bad a person you are, 

that you should be ashamed and maybe just jump in front of a 

train to solve everybody’s problems.” She further says that, 

“Listening to music is a way of mastering ‘voices’.” 

 

Complementary strategies are a way of managing problems – 

whether these are side-effects of medication or symptoms of 

the illness. NADA acupuncture is not a method in itself but a 

link between therapeutic and medical methods. It is a good 

supplementary treatment to employ when increasing or de-

creasing residents’ doses of medicine.  

 

“They may have nightmares, or feel unable to read or watch 

television. NADA can help the body through that phase, and it 

is a very effective method”, says a Danish social educator 

working within social psychiatry. 

 

A social educator from Italy working at a residential rehabilita-

tion centre describes some of the complementary strategies that 

she is required to adopt. In addition to psychoeducation groups, 

these can be“…graphic pictorial activity, groups of music ther-

apy, problem-solving groups, reading and writing groups or 

learning groups for self-administration of pharmacological 

therapy.” 
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Physical activity is also important for people with a mental ill-

ness, as described by the Spanish social educator who uses eq-

uine assisted therapy. In locked wards such as are a feature of 

forensic psychiatry, people should also have the opportunity to 

join in activities on the ward. Physical activity can improve the 

ability to manage a mental disorder, which can often be related 

to physical discomfort as well as to lifestyle diseases relating to 

drug abuse or taking medicine. Some of the social educators 

explain their principal function as the encouragement and moti-

vation of individuals with a mental illness to live a healthier 

life. The motivation part is very important, especially for harm 

reduction, which is concerned with reducing drug usage. 

 

Harm reduction and motivation 

A dual diagnosis may apply when a mental illness and sub-

stance abuse occur simultaneously. There are many types of 

dual diagnosis – a problem may have arisen in connection with 

a recreational substance and be followed by the development of 

a mental health condition – or the reverse can happen. People 

can also receive multiple mental diagnoses at the same time.  

 

The issues faced by the social educators working with people 

with a dual diagnosis are more complex than where mental ill-

ness is the sole issue. Moreover, recovery can be very challeng-

ing for people with a dual diagnosis. Also, heavy use of psychi-

atric drugs can hinder the process of recovery (Christensen 

2012:28). Many people stay on medication or continue to abuse 

a substance because they are unaware of alternative options 

(Hall 2012:8). There is a risk that persons suffering with mental 

illness and drug abuse are left behind because the psychiatric 

service cannot help in cases of ongoing drug or alcohol addic-

tion. It can be very difficult for the system to treat individuals 

with such complex issues. Harm reduction can be a way of 

handling drug abuse by someone suffering with a mental ill-

ness. 

 

The Harm Reduction Coalition describes harm reduction as 

“…a set of practical strategies and ideas aimed at reducing 

negative consequences associated with drug use. Harm Reduc-

tion is also a movement for social justice built on a belief in, 

and respect for, the rights of people who use drugs” (Harm 

Reduction Coalition Website). There is no universal method for 

implementing harm reduction, and as the American mental 

health advocate, Will Hall, says, “There is no single solution 



 

 
30 

for each person, no universal standard of ‘success’ or ‘fail-

ure’” (Hall 2012:7). But what is highly characteristic of social 

educational work is practitioners’ specialist knowledge of com-

plex issues and the absence of definitive ideas of what will 

work. The work involves experiment to see what works for the 

individual.  

 

The harm reduction approach is a way of reducing risks and 

harm caused by licit or illicit psychoactive drugs. It is not nec-

essarily about reducing drug consumption, or getting rid of the 

problem – it is rather a matter of informing people about the 

options and resources available to them and supporting them in 

making informed choices that reduce risk and result in a health-

ier lifestyle (Hall 2012:8).  

 

The social educators from Brazil describe harm reduction as 

one of their main tools: “…when we work with community 

groups we work with the personal options and control of drug 

consumption instead of abstinence, as a target to reach.” They 

state that it is very important to take the individual’s resources 

into account. Often complete abstinence is impossible; instead, 

they must be helped to control their consumption. 

 

Within forensic psychiatry, many people receive a ‘triple diag-

nosis’. This implies a mental illness, drug abuse and involve-

ment in a criminal act. A Danish social educator within forensic 

psychiatry describes harm reduction as a way of recovery in 

relation to drug abuse or crime as well as to mental illness:  

 

“The goal is not that they have recovered from their mental 

illness, but that they have reached a point where they can live a 

tolerable life. To believe that they recover 100 percent is not 

realistic. So, it’s a place in between.” 

 

Harm reduction may also be understood in relation, for exam-

ple, to overeating or an addiction to sugar. The social educators 

find it important that individuals are approached as equals – 

and that lecturing on what is harmful and what is good should 

be avoided. In this respect, a Danish social educator working 

within social psychiatry stressed motivation, which is a huge 

part of her daily work.  
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“It is hard to say to a person with so many other difficulties: 

‘maybe you should not eat white bread’. Basically it’s about 

responsibility. So it’s all about motivating them to take that 

responsibility.” 

 

As mentioned earlier, motivation is a vital part of harm reduc-

tion. A social educator from Switzerland describes motivation 

work within social psychiatry as crucial for the residents’ eve-

ryday life: “The clients have to be motivated. They have a set of 

goals and try to achieve these goals. I am supporting clients to 

cope with daily challenges. Motivation work is very important 

and often necessary. They are for example not very active.” 

 

Trying to keep the residents active and healthy is important in 

relation to their mental and physical health. 

 

A Danish social educator working within forensic psychiatry, 

describes what he does, for example when a person wants to 

quit smoking: “Instead of focusing on why the person began 

smoking, we talk about what advantages there are if they quit. 

And then we begin the motivating dialogue.” 

 

The paths to harm reduction depend very much on the individ-

ual. Some people do not need to make any lifestyle changes. 

Others need to make changes in their lifestyle, or establish a 

new, stronger network. Some may need to focus more on self-

care, or the use of complementary strategies –which can be 

many different things. Such strategies include exercise, diet 

plans, conventional therapy, stress relief, NADA acupuncture 

and music therapy. What is very important is that the social 

educator demonstrates acceptance and patience (Hall 2012:8).  

 

The importance of aesthetics for mental health  

Aesthetics has to do with the sensory experience of beauty. In 

social educational work with people with a mental health con-

dition, this is of great importance for the rehabilitation process. 

Participation in arts and culture helps people suffering with 

mental illness participate in the wider community and conse-

quently contributes to their self-esteem, confidence and ability 

to build social networks.   

 

Within the aesthetic approach there is a process called the aes-

thetic learning process, which has to do with aesthetic activities 

that usually involve experience, realisation, impressions and 
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expression, rooted in sensory perception. This may for example 

take the form of drama, music, art or handicraft. It may also be 

food preparation or appreciation.  

 

The aesthetic learning process involves interaction between 

cultural forms of expression and the individual’s aesthetic ex-

periences – it is relational. This means that the individual 

shapes cultural forms of expression through their creativity; in 

turn, aesthetics also shape the individual’s identity. Aesthetic 

activities give the individual the opportunity to reflect on new 

roles, narratives and values. It opens the mind towards different 

realities. This self-development process, whatever the activity, 

needs to be one of freedom and joy. Co-determination and par-

ticipation on a voluntary basis are therefore crucial, as under-

lined in the section on social inclusion (Siersted 2008:522). 

 

The aesthetic learning process is usually non-verbal. Instead, it 

is a physical, sensual and holistic experience. It expresses and 

processes the inexpressible, including emotions. It is transcend-

ing; it transforms fragmented impressions into an expressed 

whole (Siersted 2008:523). Painting, for instance, is a way of 

expressing one’s self – a painting is a unique creation that re-

flects the unique individual. It is also something for which the 

individual can be recognised. 

 

Creative and aesthetic processes have many physical, as well as 

psychological, benefits. Several studies within a range of fields 

emphasize our relation to a sense of beauty through art, culture 

and music. For instance, a population-based health study in 

central Norway stresses the positive outcomes of receptive 

and/or creative cultural activities. The health-related outcomes 

include greater satisfaction with life and lower anxiety and de-

pression scores (Cuypers et al. 2011).  

 

Other studies show that intense enjoyment of aesthetic process-

es includes the perception and experience of discovery and 

connectedness. Art brings meaningfulness and existential re-

flection into the individual’s life. It also promotes emotional 

and spiritual needs, self-understanding and emotional integrity. 

Hence, it can be very helpful in encouraging hope (Moutamid 

& Funch 2012:437, Csikszentmihalyi & Robinson 

1990:22,178). 
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Aesthetics in practice 

There are various examples of aesthetic activities in the inter-

views with the social educators. Especially within Spanish, 

Swiss, Danish and Norwegian contexts, aesthetics is described 

as important. A Spanish social educator working at a pedagogic 

farm says, “…there are many things related to aesthetics in our 

job.” A Norwegian social educator working at an emergency 

ward for young people describes aesthetics as “…a daily 

framework.” Some mention the beautiful surroundings of the 

institution, for instance; one Swiss social educator refers to the 

location as a “…nice house in the countryside with a pond.”  

 

A Danish social educator says, “The residents have decided 

how they wanted the rooms to be arranged.” Some describe the 

décor of the rooms, which might for example have paintings on 

the wall, while others describe aesthetics as activities such as 

painting or food preparation. The Brazilian social educators 

describe art as one of their tools, which they use as “…a pretext 

to work together and discuss themes about social relations.” 

Not all of the social educators focus on aesthetics in their daily 

work, but those who do find it very beneficial.  

 

When the interviewer asked a Danish social educator about 

creative work within forensic psychiatry, the social educator 

said that although it existed as an option, residents were not 

really interested in it: “It challenges their identity. It would be 

an activity for only a few, and it would be difficult to establish. 

But there are no limits. If somebody wants to play an instru-

ment to unfold their creativity we would like to give them the 

opportunities.”  

 

According to the Danish social educator working within social 

psychiatry, preparing food together with residents is an excel-

lent means of inclusion – but also of getting to know them, and 

encouraging them to reflect on different kinds of experience 

involving food. The social educator knows the favourite dish of 

every resident. The aesthetic experience is a different way of 

forming a close relationship with residents: 

 

“It creates a good relationship with the residents, like when 

you ask: ‘What did you like the most?’, ‘What kind of feelings 

do you relate to it? ‘What do you dream of to eat that you have 

not tried before?’ And then we try to fulfil their wishes.” Staff 

allow residents to co-determine outcomes when they participate 
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in food preparation. If they want to taste or prepare a different 

kind of food, they may.  

 

The interview further mentioned cooperation with the local 

priest about a reading-project in the church. Here, an aesthetic, 

non-verbal experience includes listening to music: 

  

“I think this is also a part of the social educational work, a 

kind of pastoral care, not like the priest does, but just on a hu-

man level. The group of residents who go to church at night are 

very happy about it, they light candles for those they have lost, 

and they sit in this enormous room listening to music. We do 

not talk much, but always on the way home there is a feeling of 

relief.” 

 

An enrichment of the individual’s ‘inner life’ is essential for 

taking the next step in changing his or her life situation. The 

creation of art and learning how to enjoy it are vital aspects in 

the development of the individual’s potential and identity. 

 

Cross-professional work 

Positive cross-disciplinary work within mental health is crucial 

for the provision of a good and effective service and consistent 

treatment for the person with a mental health condition. Good 

cooperation and a healthy workplace are the fundament which 

supports good mental health among residents, because they 

represent an accommodating, accepting environment.  

 

The importance of interdisciplinary cooperation is emphasized 

in the EU project RESME (On the Borders between Residential 

Child Care and Mental Health Treatment in Europe, 2012-

2015).  One aspect is cooperation within an institution; another 

important aspect stressed by RESME is the cooperation be-

tween sectors. Often individuals with a mental illness transfer 

between institutions, and sometimes they ‘fall through the 

cracks’ of the system because of a lack of cooperation between 

sectors. Interdisciplinary cooperation must therefore improve 

(Groen & Jörns-Presentati 2015:138).  

 

Positive attitudes towards cross-disciplinary work 

The social educators interviewed see cross-disciplinary work as 

essential within psychiatry and, moreover, as advantageous 

because the different professional approaches complement each 

other. An example of this is expressed by the Swiss social edu-
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cator working in the field of social psychiatry. “It is good to be 

a social educator in this context. We have also psychiatric 

nurses and this mix is very helpful.” A similar experience is 

voiced by a social educator from Russia, working at a family 

and child support centre: “For the client it is more effective if 

we work as a team, we can help more.”  

 

There are very different ways of thinking among the different 

professional disciplines. Often they complement each other. An 

example of this is cited by a social educator from Norway 

working within social psychiatry, who sees many opportunities 

in this cooperation, for example “…ideas from different per-

spectives, more people to discuss each case, and coordination 

of observations and treatment plans.” 

 

The social educators from Brazil say that “…cooperation 

brings us the opportunity to think about our daily work, ex-

changing techniques, self-criticism, enlarging our view, learn, 

updates... and review of our beliefs.” 

 

Another example of the experiences of different disciplinary 

approaches complementing each other is given by a Danish 

social educator within social psychiatry: 

 

“When nurses enter a pedagogical field they also learn a lot 

from us, they have another kind of knowledge, they look for 

something somatic, we are not so good at this, and if we do it 

we always have a more holistic way of assessing it. Maybe the 

nurses say there is diabetes, maybe we focus more on diet, 

sports and so on. In this way we complement each.” 

 

A social educator from Italy working at a residential and reha-

bilitation centre underlines the advantages of cross-professional 

cooperation, because it allows different professions to learn 

from each other and subsequently agree upon the best treatment 

for the resident: “I think that the cooperation can improve the 

knowledge and consequently the skills of the different practi-

tioners. The opportunity of the integration of skills is to find a 

good compliance.”  

 

In continuation of this, a Danish social educator within forensic 

psychiatry points out that in connection with the activities with 

the residents; it is an advantage for staff to adopt different posi-

tions:  
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“We also have different professional standpoints, and we want 

to make use of that. So sometimes we differentiate the activities 

according to the different professional competences. With the 

different approaches, we can shed light on different aspects of 

the activities.” 

 

Furthermore he says that because of the challenging field in 

which they work, they need to support each other: 

 

“We can have our professional disagreements, but we are still 

a team. And because we are dealing with very complex issues, 

we need to support each other. But there is always room for 

improvement.” 

 

The challenges of cross-disciplinary work 

Although many positive outcomes result from cross-

disciplinary work within the field of mental health, naturally it 

can also give rise to certain problems, challenges, and dilem-

mas, within as well as between different institutions, systems 

and sectors. Knowledge bases and professional backgrounds 

are an advantage, but can also be a challenge. Specialized 

knowledge of a certain field is essential for the quality of work 

– and of course empowers the practitioner to solve a problem. 

Conflicts may however occur when the exponents of diverse 

specialized knowledge sets are required to cooperate with each 

other (Lauritsen 2008:91).  

 

The social educators working within mental health cooperate 

with representatives of a variety of other fields, such as social 

workers, psychologists, nurses, doctors, physiotherapists and 

occupational therapists. Consequently, they face complexity in 

their daily work, with many actors attempting to solve certain 

issues from their own specific point of view. This also becomes 

apparent in the interviews.  

 

It can be very stressful for both resident and practitioner if the 

latter is uncertain of his or her role and the role of others. A 

social educator from Denmark working within social psychiatry 

describes how lack of cooperation impacts the residents in a 

negative way: 

 

“It is obvious that if the staff feel stressed it influences the resi-

dents. So we have to make sure that the agreements about the 
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residents are clear, and to remember what role you have in 

relation to that. It is really good that we have so many profes-

sions, but it is also a challenge.” 

 

The Brazilian social educators say that within mental health 

cross-professional cooperation is improved if focus is not ex-

clusively on diagnosis and the medical view of the person, but 

rather centres on the individual: “We believe a medical centred 

method reduces the quality of inter-professional cooperation, 

because it creates a hierarchy among professions and knowl-

edges.” 

 

A Danish social educator working within forensic psychiatry 

also describes the complexities of cooperation and differences 

in the way of thinking among the different practitioners. He 

gives an example from his daily work with occupational thera-

pists who “…have so many tests; they can put people into a 

pigeonhole.” He feels that social educators do not put people 

into categories to the same extent as healthcare practitioners. If 

different professionals learn from each other and complement 

one another it is an advantage. 

 

Defining the social educational role  

Certain factors affect cooperation within as well as between 

institutions. Focus in the RESME project is in particular on 

professional roles and responsibilities. Our interviewees are 

also concerned these issues, as we have seen in the previous 

section. The roles of professionals are influenced by cultural 

and social factors that are key elements of professional dis-

course and the treatment decision. Problems may include com-

peting values and ethics, as well as an uneven distribution of 

power and status. The dividing line between different disci-

plines is often the specific view of humanity and development 

that they incorporate (Lauritsen 2008:90). Despite these barri-

ers, there is a potential for improved cooperation. 

 

The social educator from Spain working at a pedagogic farm 

sees knowledge-sharing as a good way of understanding the 

roles and realities of other professions:  

 

“We have the chance to learn a great deal of other professions 

in the way they understand and define reality, as well as in the 

different realities of the patients. Each one of us has his/her 

own way to approach and solve problems.” 
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In a cross-professional field like mental health, it can some-

times be difficult to define the role of the social educator. This 

aspect is mentioned in several of the interviews with the social 

educators. For instance a Danish social educator working with-

in forensic psychiatry maintains that there is a need for more 

social educators within treatment psychiatry to strengthen the 

professional role: “A strong mono professional competency is 

crucial for a strong cooperation. This means to give the possi-

bility for more pedagogues to enter this field to strengthen their 

mono professional competency.” 

 

To give the person with a mental illness the best treatment pos-

sible, it is important that each practitioner has a cross-

professional way of thinking. The social educators must under-

stand the scope, strengths and limitations of the socio-

educational profession within psychiatry. If the social educa-

tional role is not clearly defined, the work can become very 

demanding; moreover, the requirement to fulfil different re-

sponsibilities and tasks incurs intense stress. It is therefore im-

portant to clarify the various roles and responsibilities. This 

implies that the practitioner must understand the spheres of 

action of other professions, as well as their own role and re-

sponsibilities (Smith & Del Valle 2015:11).  

 

The importance of defining the social educational role within 

mental health is also highlighted by the Brazilian social educa-

tors. They think that working relationships could be improved 

if their colleagues from other disciplines were more familiar 

with social educators’ skills, competences and methods as ap-

plied to the field of mental health. 

 

“Then our co-workers will understand better how we can help 

people with their needs, and they will be better at evaluating in 

which situations we can be asked to collaborate, and in under-

standing the importance and the effect we have on people we 

work with.” 

 

The characteristics of social educational work as represented in 

some of the interviews suggest a focus on what is meaningful 

for the individual. They do not define an aimed-for ‘normality’ 

or a certain way to perform an activity, as described in the sec-

tion on inclusion. A Danish social educator working within 

forensic psychiatry gives a specific example to illustrate his 
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experience of the difference between his own and other profes-

sional approaches within mental health: 

 

“It took me a very long time to understand what the difference 

was, for example between an occupational therapist and a so-

cial educator within this field. But the occupational therapist 

looks at an activity to either screen or improve the activity.” He 

goes on to underline his understanding of the fundamental tenet 

of social educational work: “The recognizing approach to our 

patients, and to support their resources - to try to make these 

visible.” 

 

Similarly, a social educator from Norway working in an emer-

gency psychiatric ward for young people describes her under-

standing of a social educational aim: “Focusing on each indi-

vidual’s resources to manage the situation, and making a 

treatment plan that fits the patient’s wishes.” 

 

The social educators from Brazil define their competencies as: 

knowledge of how society works and of the citizen’s rights; 

communication skills relevant to the target group, families, 

relatives and other practitioners; and group guidance tech-

niques. Another characteristic of their work, they say, is to 

“…respect each individual we work with.”  

 

In continuation of this, a Danish social educator within social 

psychiatry says: “…we [social educators] never see the person 

as “sick”, because our background is not in the hospital field. 

We have much more focus on the creative, on the whole human 

being, the holistic way of thinking, to encourage hope, to help 

them through the daily life.” 

 

Common to many of the social educators’ descriptions of their 

daily work is a focus on the individual’s unique abilities. A 

successful cooperation means that the practitioner adapts to the 

cross-professional work by supplying his or her skills, whilst 

recognising the competences of other practitioners. To summa-

rise, a crucial factor in this relationship is mutual respect for 

each discipline’s strengths. 
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Different competences – same language 

A successful cooperation needs good coordination, timing and 

logistical planning by members of the different professions. A 

good and coherent plan of action for those suffering with a 

mental illness should furthermore be promoted, rewarded and 

addressed in social policy so that social educators working with 

people with complex needs are valued and receive adequate 

training. Shared knowledge and competences are essential to 

successful cooperation. This includes continuing professional 

development courses together with different practitioners and 

the exchange of experience with professionals working in other 

sectors. A crucial aspect, which was highlighted in the RESME 

project, was the opportunity to network, to discuss case studies 

from an interdisciplinary perspective and to engage with the 

relevant research literature (Groen & Jörns-Presentati 

2015:151). 

 

Sometimes the different practitioners can entertain divergent 

attitudes and expectations. It is therefore important to com-

municate experience. Communication with practitioners from 

other areas ensures a better understanding of their work tasks, 

but also of the complex needs of the person with a mental ill-

ness. In order to make constructive decisions it is important that 

different approaches are combined into a single joint action 

plan, where the different approaches complement each another.  

 

A social educator from Italy working at a day care and rehabili-

tation centre remarks: “Every professional uses his profession-

al instruments to treat the patient and his or her problems. 

Teamwork makes interventions coherent, holistic and oriented 

in one direction.”  

 

The social educators from Brazil explain that they “have these 

matrix support meetings where we meet other professionals to 

exchange methods, techniques and points of view about how to 

deal with some particular situations.” The importance of shar-

ing knowledge is also emphasized by the social educator from 

Switzerland: “The sharing of knowledge is a very good oppor-

tunity to stay motivated and also a good prevention concerning 

burnout. We have also supervision sessions. It is always inter-

esting to hear the opinion of others.” 

 

A good way to avoid talking at cross-purposes within the work 

on mental health is to gather the different practitioners together 
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to enable a sharing of experience and knowledge and where 

possible to offer courses that allow a shared attitude and lan-

guage to develop. This is emphasized by a social educator 

working within social psychiatry in Denmark: “Today we be-

lieve, and we know - also articulated in the [Danish] Govern-

ment’s 2020 Goals - that it is possible to recover if you have 

the right methods and possibilities. So today, when we are at 

meetings, we talk about the same.” 

 

Financial resources and political prioritisation   

Social educators work within a framework of limited resources, 

which affects the options available to them. They navigate a 

field of tension, between demands and expectations on the one 

hand and flexibility and their professional judgement on the 

other hand. It can thus be argued that there is a tension between 

economic progress and human progress – or in other words, 

between economic efficiency and social well-being. A political 

focus and prioritisation of mental health within national poli-

cies and the national budget are crucial for social educational 

work and the recovery of people suffering with a mental illness.  

 

WHO states that financial resources are a barrier to effective 

work in the field of mental health: “Governments need to dedi-

cate more of their health budget to mental health. In addition 

the mental health workforce at each level of the health care 

system needs to be developed and trained to ensure that all 

people have access to good quality mental health services that 

promote recovery and respect for human rights” (World Health 

Organization website). WHO also stresses the fact that gov-

ernments need to prioritise mental health, to protect the human 

rights of people with a mental health condition and to contrib-

ute to the recovery process. The question of limited resources 

was reiterated by the interviewees.  

 

The social educators were asked whether political focus was 

directed towards issues of mental health and how budgeting 

priorities were set and grants awarded in their country. The 

welfare systems and economic prioritisation differed from 

country to country.  Several of the social educators stress the 

importance of economic prioritisation within the national budg-

et and referred to limited resources for continuing professional 

development as well as for treatment of people with mental 

illnesses. 
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The Russian social educator states that they “do not work with 

grants” and the Swiss social educator notes that the field of 

mental health “is part of the social insurances. At the moment 

there is no priority.” A social educator from Spain working at a 

pedagogic farm remarks: “In Spain psychiatry is not really a 

political focus, I believe. It is very difficult to obtain a grant in 

our field.” The other social educators describe similar prob-

lems. An Italian social educator cites limited resources in rela-

tion to improvements in education: “I think we need more fi-

nancial resources dedicated to lifelong learning.” Another Ital-

ian social educator describes the unequal distribution of eco-

nomic resources: “Health Care Finance in Italy has high costs 

but not in mental health field.” A social educator from Den-

mark working within social psychiatry states that the budget 

does not follow the increased number of persons with a mental 

illness. 

 

WHO’s suggestion, as referred to in the section on social inclu-

sion is that institutions be replaced by community mental health 

care. Some political proposals focus on this. For example, the 

Norwegian social educator mentions the reduction in beds at 

institutions and treatment of people at home. There was a simi-

lar trend in evidence in the answers of the Danish interviewees. 

A very important aspect is that community-based support needs 

to be backed up by the availability of beds in psychiatric care as 

well as practitioners – if there is a shortage of beds in treatment 

psychiatry, there is a risk that persons who are not ready to live 

on their own will be left to themselves.  

 

A Danish social educator working within forensic psychiatry 

remarks that the political focus in Denmark, resulting in cut-

backs on beds within treatment psychiatry and on staff, disad-

vantage people suffering with severe mental illnesses. The 

Danish social educator points out the consequences of sending 

people home too early, especially in view of the fact that home 

surroundings are much more complex than those of an institu-

tion, where it is possible to observe the person with a mental 

illness. The social educator says, “Patients fall through cracks 

of the systems when they are discharged from the psychiatry as 

fast as possible.” The social educator argues that more beds 

within treatment psychiatry are needed – as well as increased 

funding for this field. If people with a mental health condition 

are not given prompt and comprehensive treatment, there is a 

risk that their mental health will decline. Therefore, it is very 
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important that they are not left in the care of a community that 

is under-resourced, but discharged only when they are ready to 

live on their own.  

 

The Norwegian social educator working in an emergency psy-

chiatry ward, says that the focus on New Public Management 

(NPM) includes a policy to optimize the public sector by e.g. 

decentralizing management, making more cutbacks (in re-

sponse to criticism that the public sector is ineffective) and fo-

cussing on the needs of the individual/the service user. Within 

the orientation of New Public Management the individual is to 

a higher degree responsible for his or her own development. 

Recovery orientation also focuses on the individual, but in a 

more relational way, which incorporates a focus on the sur-

roundings and the need for the change in surroundings as well 

as in the individual. The approach is more inclusive.  

 

The Norwegian social educator says, “Money decides a lot...” 

He continues to explain the question of “How we get the maxi-

mum of treatment out of a minimum of money.” Services must 

be effective whilst observing limits on expenditure. Social edu-

cators must apply instrumental rationality, wherein the needs of 

the person suffering with a mental illness must be balanced 

against structural demands. Often, this involves contradictory 

ideologies and sometimes contradictory goals. In this respect, 

New Public Management is criticized for focusing too much on 

efficiency and marketisation.  

 

The Italian social educator working at a rehabilitation centre 

states that some political priorities are not implemented, for 

instance in relation to the Basaglia law. “Attention and 

implementation of Law 180 of 1978 [Basaglia law], has not yet 

become operational, as it was designed. It would be helpful for 

the establishment of a National Commission on Mental health 

at the Ministry of Health.” The Basaglia law in Italy is built on 

the idea of replacing institutions with community-based 

services as prescribed by WHO – on the basis that people with 

a mental illness should not be segregated from the rest of the 

society, for example by placement in mental hospitals. But the 

social educator feels that more political attention should be 

devoted to the issue.  
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Conclusion 

 

Social educators have many valuable skills to offer to the field 

of mental health, especially with regard to recovery-oriented 

work. As we have seen, the interviews with social educators 

reveal a person-centred approach, which is of great value to the 

recovery process. To summarise, the vital factors for the recov-

ery process include: 

 

 A change in orientation from pathology to health and 

strength. 

 Hope is central to recovery. 

 Recovery is closely linked to social inclusion, including 

meaningful relations in the local community. 

 The (re)discovery of a personal identity that is defined 

by issues other than mental illness.  

 Support is very important for a recovery process – both 

from the professional practitioner and the individual’s 

relatives and network. 

 A focus on individual needs. 

 

Social educators also face challenges within the field of mental 

health. They mention, as some of their greatest challenges, pre-

vailing attitudes and prejudices in society regarding persons 

suffering with mental illnesses. Overcoming stigma is a huge 

problem, which is a barrier to recovery. From a human rights 

perspective, societies need to be more inclusive and accommo-

date individual differences. Furthermore, the political prioritisa-

tion of recovery-oriented mental health measures is crucial. 

 

Another challenge is the need to define the special competen-

cies that social educators can bring to the field of mental health.  

This report acknowledges that social educators have a very 

strong focus on the autonomy, empowerment and inclusion of 

persons with a mental illness. These factors are important if we 

are to improve the life situation of individuals with mental 

health conditions and to ensure that their rights are respected.  
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Annex 1 – Interview guide 

 

Introductory data 

1) What kind of workplace within the psychiatry are you 

working at?  

 

2) What target group do you work with? 

 

3) What tasks are you hired to perform? 

 

4) What other professions do you cooperate with? 

 

5) For how long have you been employed at your workplace? 

 

6) What challenges does this target group/do these target 

groups you are working with have? 

 

7) What capabilities/competences do you use in your social 

educational practice when you support this target 

group/these target groups in your daily work? 

 

Target group(s) and the social educational practice  

8) Can you give an example of how you work social educa-

tional with a concrete person and how this is making a dif-

ference for that person? 

 

9) Can you identify specific methods you are working with in 

your daily work? If yes: What methods? 

- How do you share information about working with 

methods/the use of them in practice? 

- Are these methods documented? If yes: how? 

 

10. What do you experience as the biggest challenge in your 

work? 

 

Cross-professional cooperation 

11. What does your cooperation with other professions 

consist in? 

 

12. What opportunities do you see in this cooperation? 

 

13. To what extent are these opportunities expressed in your 

daily work? 

 

14. Do you think that this cooperation can be improved for 

the benefit of the persons/clients you are working with?  

If yes: What can, in your opinion, improve the working 

relationship? 
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Values in the social educational work 

15. What do you think about the following ideas in relation 

to your work – and to what extent are these a part of 

your working day at your workplace? 

 

- Recovery 

- Inclusion 

- Health 

- Mental health 

- Harm reduction 

- Reduction of force and medicine 

- Life story work 

- Public involvement 

- Aesthetics  

 

16. How would you describe the fundamental value/s 

behind the effort you make towards the target group/s at 

your work place? 

 

The overall structure 

What possible efforts within the psychiatry are brought into 

political focus in your country? 

 

How is your field of work prioritized political in relation to 

economic grants?  

 

 

 

 

 

 

 


