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Abstract 
This study aims to examine how different forms of social support are perceived to affect the 

recovery process of people with severe mental health difficulties, and what factors people 

within this group perceive as being most beneficial for their recovery.  

   This study was conducted in Uganda for eight weeks during November 2013 and December 

2013 and is based on semi-structured interviews with people in recovery from severe mental 

illness such as bi-polar affective disorder and schizophrenia. This study is using Interpretative 

phenomenological analysis (IPA), which is a qualitative research approach, and the strength 

of IPA is its commitment to examine lived experience and personal meaning in detail.  

	  	  	  This study has shown that social support received from service user organisations was 

perceived to highly affect the recovery process in a most fundamental way. The service user 

organisations/associations were seen as platforms providing acceptance, understanding and 

recognition of what one has been or are going through. In terms of social support from family 

members, this was neither described as particularly helpful or hindering for the recovery 

process by most of the participants; this finding was somewhat unexpected but could be 

explained due to the complexity that proved to exist within the relationships between the 

participants and their family members.  

   Medication was perceived as very important in terms of recovery, however it was strongly 

pointed out that medication alone was not enough. Despite this a majority of the participants 

had negative perceptions regarding both the dosage and the prescribed medicine itself 

particularly the prescription of Chlorpromazine, here feelings of being overmedicated and 

dealing with severe side effects were expressed, leading to some of the participants changing 

the prescribed dose on their own, so called manipulative medication.  
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Sammanfattning 
Syftet med den här studien är att undersöka hur olika former av socialt stöd uppfattas påverka  

återhämtningsprocessen för personer med svåra psykiska problem, syftet är också att 

undersöka vilka andra faktorer som anses hjälpande i denna process. Denna studie 

genomfördes i Uganda under åtta veckor i november 2013 och december 2013. Den bygger 

på semistrukturerade intervjuer med människor som befinner sig i återhämtning från svår 

psykisk ohälsa såsom bipolär sjukdom och schizofreni. Denna studie har en kvalitativ 

forskningsansats och använder sig av tolkande fenomenologisk analys 

 (Interpretative phenomenological analysis, IPA), styrkan i denna metod är dess förmåga att 

undersöka upplevd erfarenhet och personlig mening i detalj. Denna studie har visat att det 

sociala stödet från brukarorganisationer uppfattades påverka återhämtningsprocessen på ett 

mycket grundläggande sätt. Brukarorganisationerna sågs som plattformar när det gällde 

acceptans, förståelse och igenkännande av det man har gått eller går igenom. När det gällde 

socialt stödets betydelse från anhöriga, så beskrevs detta av respondenterna som varken 

särskilt främjande eller hindrande för återhämtningsprocessen, detta var något oväntad men 

kan möjligen förklaras på grund av komplexiteten som visade sig existera inom förhållandena 

mellan respondenterna och deras familjemedlemmar. 

   Medicinering upplevdes som mycket viktigt för återhämtningen, men med en stark betoning 

på att enbart medicinering i sig inte var tillräckligt. Trots detta hade en majoritet av 

respondenterna negativa uppfattningar gällande både doseringen och den föreskrivna 

medicinen i sig, i detta fall Klorpromazin, känslor av att vara övermedicinerad och effekter av 

svåra biverkningar uttrycktes, detta resulterade i att några av deltagarna slutade ta eller 

reducerade den föreskrivna dosen på egen hand så kallad manipulativ medicinering. 
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1. Introduction 

People with mental health difficulties in resource poor settings often have limited access to 

clinical psychiatric treatment, and to professional psychiatrists. If mental health issues 

becomes integrated in other areas of development such as education and healthcare, this may 

enable social support to be strengthened and to reduce stigma and discrimination.  

     To date a majority of all research on mental health has mostly been conducted in the field 

of clinical medicine, where focus has been on biomedical outcomes; symptom reduction and 

treatment; also known as clinical recovery. Although still relatively underdeveloped; there has 

been a shift within the last decade towards an increasing development of social research 

within the field of mental health; with a recognition for the importance of other factors such 

as social support in the often very complex individual process known as personal recovery1 

(Schön et. al, 2009).  

   Within this process, the relationship with other people is described as crucial, and includes 

family, friends and other social networks (Topor, 2001). There is an interplay with other 

factors that must be recognized such as economic, environmental, psychological and political 

factors which all play a part in a persons well being (Tew et. al, 2006). Recovery research has 

shown that persons diagnosed with severe mental disorders do recover, and that the chances 

to recover in fact are perceived as high (Topor & Sundström, 2007). 

 

1.1 Mental illness on a global scale 

Mental illness is increasing worldwide, it accounts for 13% of the global health burden, and 

today over 450 million people suffers from mental health difficulties (WHO, 2011). Mental 

illness can affect anyone, anywhere, but it is most often people living in resource poor 

countries that bear the greatest burden.  

   Many of these people live in countries with non-existent or outdated mental health 

legislation and where access to mental health care is lacking or absent. It is estimated that as 

many as 85% of the people who suffers from mental illness in low-income countries receive 

no treatment at all (WHO, 2011). People who suffer from mental illness are many times  

deprived of their civil rights, subjected to discrimination, stigma 2, and abuse, partly due to 

 

___________________________ 
1 For definition of personal recovery see theoretical perspective 
2 Stigma should here be understood as ”the negative evaluation of a person as tainted or discredited on the basis 
of attributes such as mental disorder (King et al. 2007 p.2). 
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ignorance and lack of awareness of their condition. A majority lives in poverty, with little 

opportunity to generate an income since unemployment within this group can be as high as 

90% (WHO, 2011). There is a consensus today that there is a strong correlation between 

mental illness and poverty and vice versa; and that socio-economic factors that is interlinked 

with mental illness impacts both the individual and development as a whole.  

   In a report from 2011, the World Health Organization (WHO) concludes that despite this 

knowledge “people with mental illness are often missed or excluded by development 

programs”. In the same report WHO (2011) urge stakeholders within the field of development 

to look at mental health issues in the same way as other areas of development instead of as an 

isolated issue.  

 

1.2 Mental illness Uganda 
In Uganda this problem has to some extent been recognised by the government, and there has 

been attempts to improve mental health care; there is a draft dating back from -00,  for a new 

mental health policy but this has yet to been implemented (Kigozi et. al, 2010). Ugandas 

mental health law3 dates back to 1964, and it needs to be updated to international standards, 

until it does people with mental health difficulties will have little legal protection, and will 

continue to suffer from “violence, stigma, and employment exploitation” (Kigozi et. al, 2010 

p.7).  

   Uganda is a low-income economy, with a per capita income of US$506, it has a population 

of 34,5 million people, where an estimated 25% of the population live below the poverty line 

(World Bank 2012). Ugandas economy affects both public health and development, and today 

mental health care receives only 1% of government health care expenditures, and the human 

resources available in mental health care facilities are 1.13 person per 100.000 people (Kigozi 

et. al, 2010).  

     At present there are only a few mental health user associations in Uganda, and non of them 

receive financial support by the government; there is also limited interaction between existing 

mental health facilities and user associations (Kigozi et. al, 2010). If mental health issues are 

better integrated in other areas of development such as education and healthcare, this may 

help to reduce stigmatizing factors, and enable social support to be strengthened. 

 

 

_____________________________ 
3For more detailed information and statistics on Ugandas Mental Health Care System, see; Kigozi et al. 2010, 
(WHO- AIMS) 
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1.3 Problem formulation 
In three cross-national studies conducted by the WHO, it was suggested that recovery from 

severe mental illness4 was in fact higher in low-income countries (Patel et.al, 2006; Topor & 

Sundström 2007). However, there is still a gap in recovery research between high and low-

income countries, most recovery studies are conducted within the context of a western society 

with quite different conditions. One of the key components in the recovery process is social 

support, which as stated before do not necessarily need to consist of professionals but can 

include family, friends and other social networks (Topor, 2001).  

     In low-income countries social support system from extended families may sometimes be 

better developed than in high-income countries, and this could indicate why the WHO studies 

had a positive outcome. However several studies has shown that the prevalence of stigma, 

discrimination and physical abuse of people with mental health difficulties in fact are higher 

in low-income countries (Patel et. al, 2006; Kigozi et. al, 2010; Raja et. al, 2012). 

     Although there has been an increase of social research within the field of mental health in 

the last decades as well as an increasing recognition of its importance; such as the evidence of 

social factors contributing to the onset of mental health difficulties it remains a relatively 

underdeveloped area (Tew et. al, 2006; Tew et. al, 2011)  

      Factors such as lack of social support, poverty, and loneliness can also become forceful 

hinders in the recovery process, this enhances the importance of mental health care not to be 

treated as a separate issue, but to be integrated in development programs (Topor and 

Sundström 2007, p 16). 

 

 

 

 

 

 

 

 

 

 

 

_____________________________ 
4 In this study severe mental illness refers to diagnosis such as bipolar affective disorder and schizophrenia. 
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1.4 Aim and research questions 
The purpose of this interview study is within the context of Uganda and through the 

perception of people who has experienced severe mental health difficulties; determine and 

analyse what role social support can play in the recovery process and how this may affect a 

person’s quality of life. 

 

This study asks the following research questions: 
 

I. How are different forms of social support perceived to affect the recovery process by 

people with personal experience of severe mental health difficulties? 

 

II. What factors do people within this group perceive as being most beneficial for their 

recovery process? 

 

 

1.5 Delimitations 
Since I am not a psychiatrist or a medical expert, I strongly want to point out that this study 

delimits itself from all attempts of evaluation and/or analysis in terms of the medical 

diagnoses mentioned in this study. I also want to highlight the aspect of medication, since it is 

mentioned by the respondents; this study do not make any claims whatsoever when it comes 

to the clinical evaluation of the effects of any particular medicine which is used for treatment 

for severe mental illness such as schizophrenia and bi-polar affective disorder. 

   We know today that there is a strong correlation between mental illness and poverty and 

that several socio-economic factors seems to be interlinked when it comes to mental illness, 

however it is not the aim of this particular study to further investigate all of these contributing 

factors, the aim of this paper is to determine and analyse what role social support systems can 

play in the recovery process for people with severe mental health difficulties. 
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2. Theoretical perspective 
This paper is mainly the result of an empirical study with an experiential qualitative approach: 

Interpretative phenomenological analysis (IPA). This study has no ambition to prove or reject 

theories; the aim of this chapter is to present central concepts in previous recovery research of 

severe mental illness, which can provide guidelines for the analysis of the empirical results 

and thereby generate new knowledge. In the method chapter, IPA will be presented in detail, 

and its position in regards of the relation between theory, empirical observations and 

interpretations is explained. 

 

2.1 Recovery- what is it 
Personal recovery is not a diagnose, nor is it something services can do to a person; no one 

can recover someone else. Personal recovery is a highly individual process, rather than a 

clinical outcome. In this sense recovery does not require remission of symptoms but it is 

rather something that is worked towards and experienced by the person with mental illness; it 

is about getting control over ones life situation and about regaining hope (Schön 2009; Slade 

2009, p.3). 

     Personal recovery differs from conceptions of clinical recovery, which is “commonly 

understood as an outcome, is a judgment by an observer, and places great emphasis on 

symptom reduction and effective treatments by mental health services” (Slade 2010, p.1) 

Other people may play an important part in the recovery process in forms of social support, 

however this do not necessarily have to do with professional mental health care services 

(Topor and Sundström 2007; Slade 2010).  

    The focus of this study is on the subjective perception of how different forms of social 

support may affect the recovery process for people living with severe mental illness; it is the 

perceptions of the individual; of his or hers experiences that is the main focus, therefore 

taking on the recovery perspective will fit the purpose well.  

 

2.2 Recovery-what does it mean 
The concept of recovery has come to mean different things depending on which context it is 

refered to. When the term is used as a way to describe improvements in a psychiatric 

condition, it is often referred to as clinical recovery. Clinical recovery is a professional 

perspective based on a psychiatric assessment (Davidson et. al, 2005; Grönberg 2012, p.17).    

Clinical recovery involves symptom reduction and derives from the medical expertise of 

mental health, with the aim of ”restoring social functioning and a desire for a return to the 
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“normal” (Slade 2009, p.4). In her dissertation Schön (2009, p 31) talks about a related 

concept within the field of psychiatry; remission. Remission is a medical assessment that 

focuses on specific symptoms, and  here recovery is seen as a measurable phenomenon that is 

measured based on graded scales.  

     The other meaning of the concept is personal recovery; it is the perspective from people 

with personal experience of mental illness. In this sense recovery is seen as a process, not an 

endpoint. Personal recovery do not mean that all the symptoms of are gone; but that the 

person is being in control over the illness, and is able to lead a satisfying life despite 

symptoms.  

 

2.2.1 Personal recovery; a process 

Personal recovery is a multi dimensional concept; and it is a process that happens in various 

stages, at various times. “There is no single way to measure it, but many different measures 

that estimate various aspects of it” (Anthony 1993, p.8). It is about regaining a sense of self; it 

is about getting control over symptoms, it is not about the absence of symptoms. It is about 

the development of new meaning, it is not about a return to who the person once was.  

     It is about dealing with the many difficulties that the illness brings, through a number of 

steps and at various stages (Klamas 2010; Markowitz 2011), it may involve overcoming 

negative factors such as stigma and discrimination, and not only of the illness itself. Recovery 

is about regaining hope, and one of the earliest and most profound definitions of this process 

is written by Anthony (1993, p.7) who describes recovery as:  

 
A deeply personal, unique process of changing one’s attitudes, values, feelings, goals, and/or 

roles. It is a way of living a satisfying, hopeful, and contributing life even with limitations 

caused by illness. Recovery involves the development of new meaning and purpose in one’s life 

as one grows beyond the catastrophic effects of mental illness.  
 
 
2.3 Do people really recover 

Recovery research which has shown that many people with severe mental disorders do 

recover has been met with skepticism amongst some within the field of psychiatry, where 

severe mental disorders such as schizophrenia by many professionals is considered as a 

chronic condition (Topor 2004, p.34).  This rather pessimistic view of severe mental disorders 

as hopelessly chronic conditions is being highly contested by the results of several studies 

within recovery research. These results have shown that a significant number of patients with 

severe mental disorders do recover, and that the probability in doing so is relatively high 
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(Topor 2001, p.11).  It is also argued by Anthony (1993, p.11) that recovery happens whether 

or not mental illness is seen as “biological and/or psychosocial” and that the “recovery vision 

does not commit one to either position on this debate, nor on the use or non-use of medical 

interventions”.  

     It is estimated that about a third of the patients are recovering fully, meaning they are 

symptom free, do not need treatment and are living normal lives (Grönberg 2012, p.17). 

Another third will recover socially, meaning that they may still have symptoms and some 

contact with psychiatric services, but are living normal social lives (Topor & Sundstrom 

2007, p.8). These results clearly contradict the view of severe mental disorders as chronic 

incurable conditions (Topor 2004, p.45).  

 
2.4 Recovery-what helps 
Recovery as a process is a highly individual and subjective experience, and we know that this 

process is different for everyone, still there are some shared denominators, which has been 

identified in the recovery process such as: no one can recover someone else; recovery is 

something that happens within the person. Recovery can happen without professional 

intervention, however professionals can facilitate and help the process. (Anthony 1993, p.11) 

Social networks involving non-professionals such as family, friends and peer support groups 

has also been described as helpful factors. 

     Recovery is often described as non-linear path forward, instead it may be two steps 

forward, one step back and at times people describes it as reaching a plateau where nothing 

seems to happen. Recovery is not equal with the absence of symptoms; but recovery can 

change the duration and the frequency of symptoms (Anthony 1993, p.12), it is about 

regaining control over ones life. Recovery can also be more than just recovery from the illness 

itself, it can be about recovering from the negative consequences of the illness. Anthony 

(1993, p.12) exemplifies this as barriers such as:  

 
An inability to perform valued tasks and roles, and the resultant loss of self-esteem, are 

significant barriers to recovery. The barriers brought about by being placed in the category of 

“mentally ill” can be overwhelming. 

 

Another issue, which is problematized by both Anthony (1993) and Topor (2004), is that 

people who do recover may indeed find themselves being questioned of whether or not they 

were ever really “that” mentally ill to begin with, and vice versa; if they still show signs and 

symptoms of mental illness, then they cannot possibly be in recovery. Within this view the 
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opportunity to learn more about the recovery process and how it can be helpful to others in 

recovery is greatly hampered.  

   People who have gone through this process should instead be viewed as sources of 

knowledge and their experiences as an inspiration to other people on their road to recovery. 

From a social perspective, recovery must also be recognised and understood to be interlinked 

with both personal but also societal	   factors, which all contributes and affect this process 

(Schön, 2009).  It is known that individuals who suffers from mental health difficulties but 

has access to and are surrounded	   by a well functioning social network has fewer symptoms 

and better quality of life than those who don’t (Ibid, 34). Klamas (2010, p.189) defines social 

support as “support seeking, support providing and support receiving” and argues that in 

terms of potential crisis social support should be viewed as both a reparative but also as a 

preventive factor.  

   Topor (2001) argues that one of the most important factors in recovery is “entering and 

maintaining relationships with other people”. Evidence from interview studies highlights the 

fact that both professionals and non-professionals, such as family and friends are perceived as 

contributing factor in the recovery process, and that the feeling of not just being reduced to a 

patient with a diagnose, but to be seen as a person; a valued member of society seems to be a 

crucial part of the recovery process (Topor 2001; Tew 2006; Klamas 2010). 

   Lastly a few words about the different terminologies, which are used when defining “mental 

illness”. There are several terms to describe mental ill health but to date there is still a lack of 

consensus between different fields on which term to use. Psychiatric disorder, mental 

disorder and mental illness are originally medical terms and are perceived by some as 

labeling and stigmatizing, other generic terms are mental health difficulties and mental 

distress. There is also the term users and survivors of psychiatry which are commonly used by 

people with personal experience of mental health difficulties; “survivors of psychiatry are 

defined as those people who have been diagnosed and effectively treated, and are considered 

to have recovered from psychiatric challenges. Users are those currently accessing services 

and treatment” (ADD.org 2013). In this study all of the participants with no exception 

referred to themselves as being mentally ill, therefore this term is used, however when it is I 

who refer to the condition the term mental health difficulties is used. 
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3. Method 
 
In this chapter I will give a thorough description of the approach I have chosen to use in this 

study: interpretative phenomenological analysis (IPA). Furthermore I will also explain my 

method for collecting the data and how the analysis was carried out. Finally I will discuss 

validity, reliability and generalizability as well as the ethical considerations of this study. 

 

3.1 Why an interpretative phenomenological analysis approach? 
Choosing the right method when conducting research is not always a simple quest since there 

are several methods to choose from, with that said in the end, the choice always derives back 

on the research question that is being asked, and in my case and for this particular study a 

qualitative approach was necessary, but why IPA?  

   IPA is a qualitative research approach, which has its origins in field of psychology in 1990s, 

but is now also being used more frequently in other disciplines such as health and social 

science. Although having its roots in psychology, IPA can be very useful for researchers from 

other fields, asking psychological questions (Smith et. al, 2009). 

     As stated previously, the main focus of this study is the subjective perceptions of the 

significance of social support and how it may affect the recovery process for people who 

suffer from severe mental health difficulties. The strength of IPA is its commitment to 

examine lived experience and personal meaning in detail, its focus is on people’s 

understanding and sense-making of major life transitions that has happened to them (Ibid). 

   Despite the nature of these lived experience with some being negative while others positive, 

the one thing they have in common is “that they are of major significance to the person it is 

happening to, who will then engage in a considerable amount of reflecting, thinking and 

feeling as they work through what it means” (Smith et. al, 2009, p.3) and the very aim of IPA 

is to commit itself with these thoughts and reflections (Ibid).  

    The theoretical foundation of IPA derives from three areas of knowledge: phenomenology, 

hermeneutics and idiography, below follows a brief introduction of each (Smith et al. 2009). 

The first influence of IPA is phenomenology, which is a discipline concerned with the study 

of experience or consciousness of a phenomena, the appearances of things, how it occurs and 

the meaning this experience have to the person who is experiencing it, the subjective 

experience of the first person.  

   The second key area of IPA is hermeneutics, often referred to as “the theory of 

interpretation”. Hermeneutics differs from other methods in that of its use of what is called 

“the hermeneutic circle”. The hermeneutic circle is a non- linear process of interpretation, its 
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concept is: to understand the whole you look at the parts and to understand the parts you look 

at the whole (Smith et al. 2009). 

     Idiography is the third influence of IPA and is concerned with the particular. Idiography is 

an approach, which strives to understand the meaning and detail of subjective phenomena. It 

describes the study of an individual and is useful in case studies.  

     IPA as a method is engaged in understanding in detail, the particular experience of a 

phenomena and how the person is making sense of his or her experience, in a particular 

context (Smith et al. 2009, p.29).  It is often said that “IPA researcher is engaged in a double 

hermeneutic because the researcher is trying to make sense of the participant trying to make 

sense of what is happening to them” (Smith et al. 2009, p.3).  

     This means that the researcher only has access to the experience of the participant through 

the participants own sense-making, which is first order, while the researchers sense-making is 

second order (Ibid), but there is also a third order, the sense-making of the reader. Smith et al 

(2009, p. 41) describes it as “the reader is trying to make sense of the researcher trying to 

make sense of the participant making sense of X”. 

 
3.2 Data collection 
During three weeks in November a total of eight interviews were conducted in Kampala and 

Masaka, Uganda. The participants were recruited through two different 

service user organisations/associations. Heartsounds, Kampala, a service user organisation in 

Nsambya, Kampala that is doing pioneering work in the form of peer support for people with 

mental health difficulties.  

     The other was Uganda Schizophrenia Fellowship (USF), Masaka who also offer peer 

support in many various forms, as well as home visits, counseling and health education. An 

initial contact through email was established with both Heartsounds and USF in April 2013. 

Each of the service user organisations was sent a detailed introduction letter about myself, and 

the purpose of my study. In the letter I asked if they would consider being a part of this study 

and to help me with the recruitment of participants, which they both agreed to.  

     Since I did not recruit the respondents myself I had to be more specific in what I meant by 

severe mental health difficulties when corresponding with the service user organisations; this 

resulted in all of the participants in this study being diagnosed with either schizophrenia 

or/and bipolar affective disorder. The stated diagnoses are based on the information, which 

the respondents shared with me and, not by access to clinical records. No distinction was 

made between the two different types of bi-polar affective disorder; type one and type two, by 

any of the respondents, and since it is not the aim of this study to evaluate the diagnose per se 
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I therefore do not consider this a limitation. IPA studies usually have a small sample size 

preferably between three or six participants, in this study a total of eight interviews were 

conducted. The respondents were adults between 28 and 55 years, four females and three 

males (four males originally). However in the end only seven of the interviews was 

transcribed and used. The sole reason for this was that during one of the interviews it rained 

so heavily that in the end the voice of the participant was drowned out by the rain. To 

guarantee anonymity all names of the respondents has been changed. 

     In recovery research there are several approaches with different criteria when it comes to 

determine the stage of recovery of the participant. In a study carried out by Leamy et al. (2011 

p.11) they found that most studies used one or several of the following criteria: “i) the person 

defined themselves as ‘being in recovery’; ii) not hospitalised during the previous 12 months, 

iii) relatively well and symptom free; iv) providing peer support to others”.  

     The main criteria of this study were the participant’s own definition of “being in 

recovery”. All of the respondents had at some point been hospitalized in an inpatient unit for a 

period of one to two months. At the time of the interviews two of the respondents who took 

part in this study had been “hospitalised during the previous 12 months”. Without trying to 

make claim of any medical expertise; my opinion is that all of the participants met the criteria 

of being “relatively well and symptom free” at the time of the interviews, and all of the 

respondents were also “providing peer support to others”. 

     
 
3.2.1 The Interviews  

All the interviews were conducted in English and each interview started by a presentation of 

myself and the purpose of the study. A written informed consent form 5 was handed out and it 

was also explained orally 6. A minor demographic survey7 was used before starting the actual 

interview. The interviews where in-depth and of conversational nature, they were semi-

structured in design, audiotaped and between 45-65 minutes long. The interview schedule8 

had three themes; The beginning, Social support and Personal, with each theme followed by 

questions. Inspired by Topor (2001) each interview started with the open-ended question: 

“how did it all start?” I purposely ended each interview by asking: “can you please tell me  

 

_____________________________ 
5 see appendix 1 
6 see ethical considerations 
7 see appendix 2  
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what recovery means to you?” since recovery means different things to different people.  

Altogether I had 12 questions, and since the aim with IPA is to in detail understand how the 

person is making sense of his or her experience, and in order to enable me to go deeper, these 

questions were followed up by further questions which was used as prompts such as: How did 

it make you feel? What were you thinking? Can you tell me a little bit more? This was also 

helpful as it encouraged the participants to further describe and expand their responses. 

 

3.3 Transcription 
There are several different ways of how to transcribe an interview, on one hand there are 

those being very rigid in their performance, transcribing all non-verbal utterance that is made 

such as sighs, hesitations and the exact length of a pause, and on the other hand there are 

transcriptions that only summarize the interviews.  

   I would say that all interviews have been transcribed with a semantic record, meaning all 

words spoken have been transcribed including the interviewers. With that said no matter how 

careful the transcription tries to mimic the exact spoken word, some things are difficult to 

capture in text such as facial expressions, body movements and so on. The only thing I've 

deleted in the transcription was the presence of too many repetitions, which were of non-value 

for the analysis.     

     Some of the respondents did not have English as their first language and in order to do 

their spoken words justice in writing, I have taken the liberty to carefully change the order of 

a few sentences to ease of reading, but without changing the meaning of what is being said. 

 
3.4 Data analysis 

I started the analysis process by reading through the transcriptions several times while at the 

same time listening to the recorded interviews to see if any particular themes would reveal 

itself; after going back and forth and trying to look both at the whole and the parts, it finally 

did. Inspired by van Manen (1997) I started to categorize the different themes by trying to 

isolate statements from the participants asking, “What does this sentence, or sentence cluster,  

reveal about the phenomenon?” (p.93). In the initial analysis phase these themes were 

categorized into: Major themes and themes to help me get a better overview of my data. In the  

 

 

_____________________________ 
8 see appendix 3 
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second analysis more details started to appear and I was also starting to discern some 

contradictions in what was being said. In order to understand and make sense of these details 

new subgroups of themes were created, so that they now were divided into: Major themes, 

themes and subgroups9.  

   In the third analysis I started to arrange the citations from the participants within these 

subgroups using them as a framework in order to create a text (van Manen, 1997). Then the 

process of writing and re-writing started, and due to the vast material I decided to delimit the 

original 16 subgroups into seven themes10.  In the final text each of these seven themes was 

presented with a brief overview, than followed up by several extracts from the participants, 

these extracts were then interpreted and analysed. 

 

 
3.5 Validity, Reliability, Generalizability and other Criteria 
When it comes to assessing the quality of scientific research, there is three criteria that have to 

be met: validity, reliability and generalizability. Validity is about what the researcher aim to 

investigate and to what extent there is a coherence between the empirical material and the 

theoretical framework of the study (Klamas, 2010).  

   Reliability means the ability to reproduce the study with an equivalent result. The problem 

with reliability within qualitative studies is that they are very difficult to repeat in an exact 

accurate way, and I agree with Klamas (2010, p.68) when she argues that a qualitative study 

“do not need reproduction to be a goal itself, in the same way as in experimental studies”.  

   Generalizability means that the results from one study may apply to other people, other 

environments and situations. This should not, in my perception necessarily be seen as a 

priority in qualitative studies, where often a small sample size is used, such as in my study.  

 The seven people I interviewed can never claim to be representative for all people with 

severe mental illness, with that said I do believe, and again I must agree with Klamas (2010, p 

69) that their stories can still be used to make statements in general. 

   The problem with the mentioned criteria is that they derive originally from quantitative  

research,  and are therefore not always suitable when it comes to explain and evaluate the 

quality of qualitative research. This has led to some dissatisfaction within the field of  

 

 

_____________________________ 
9 see appendix 4 
10 see results 
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qualitative research, who argues that “qualitative research should be evaluated in relation to 

criteria appropriate to it” (Smith et. al, 2009, p 179). In her dissertation Grönberg-Eskel 

(2012, p 39) discuss and offers four criteria which may be more useful when it comes to 

evaluating the quality of qualitative research. The first criteria is Credibility this explains how 

the study has been conducted and if the analysis holds for review. The second criteria she 

mentions is Reliability, this means that I, the researcher understand that the study has been 

responsive to its context. Third is Transparency, this means that others must be able to follow 

my process and to see if my analysis is confirmed. The fourth criteria is Transferability which 

is the concept that describes whether the results highlighted are relevant (Ibid). 

   When it comes to credibility I think I have thoroughly explained how this study was 

conducted. As for reliability	  I do believe that I have been responsive to both to its 

transcultural context and to the context itself. When it comes to	  transparency I have 

described the process in as much detail as possible, and I truly hope that the result of this 

study will be regarded as valuable. 

 

3.6 Ethical consideration  

An oral explanation about the study was given and a written consent form was handed out, 

which all the participants agreed to. The written consent informed the participants of their 

guaranteed confidentiality and anonymity and that they at any given time and without 

particular reason could end the interview. All respondents who took part in this study have 

been offered to take part of the final paper, once it has been completed.  

     When it comes to ethical consideration people with severe mental health difficulties are 

often seen as a vulnerable group because of their condition, and due to this; their capability of 

understanding the outcome of a decision, such as being part of a study of this kind is by some 

sometimes questioned. Neither of the respondents who participated in this study was under 

psychiatric care at the time of the interviews and I firmly believe that all participants were 

more than capable to understand their own decision regarding their participation.  

 

3.7 Limitations  
At the time of this study when I was reviewing literature connected to the theoretical 

perspective of this paper; the perspective of personal recovery, I found that nearly all recovery 

research was undertaken in a western world context and I was not able to find any recovery 

research conducted within neither an African context in general, or Uganda in particular.  

This can be seen as both a strength or/and a limitation. When it comes to my study this should 
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be viewed as a potential strength, since it clearly indicates the importance of more recovery 

research being conducted in other contexts than the western world. 

   Critiques within the field of psychiatry has argued that taking on a subjective approach is 

insufficient and equal with the lack of verifiable evidence and validity, and can therefore not 

be considered as adequate scientific knowledge.  

     As a response to this criticism, I join the reasoning by Tew et. al (2006, p 21); who argues 

that it may in fact be the conventional biomedical approaches, that are not sufficient enough 

to “address or measure social and cultural factors, as they can be based on limited 

understanding of the complexity of mental distress”. With the progress of interpretive social 

science and methodology; subjective knowledge has come to be accepted as valid too “in the 

search for social and personal meaning"(Tew et. al, 2006, p.15). 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



	   16	  

4. Results  
In this chapter, the analysis will be presented in direct connection to the empirical results in 

the order they are presented. Seven themes will be presented, where each theme starts with a 

brief overview of its content . Each overview is followed up by extracts by the participants, 

these extracts are then interpreted and analysed. 

 
4.1 A different reality 
Within in this theme the participants describe how it all started when they got ill. Their initial 

understanding about what was happening to them, and how they struggle in trying to make 

sense of it. Most of the participants describe it as if: partly realizing that something within 

them was starting to change. At the same time the feeling of not knowing what it was or what 

it meant or how to deal with it is also present. This experience of a changed reality was 

described as; fearful, confusing and complex. Paul says: 

 

 “I began to really experience sort of metaphysical phenomena you know… Things that I 

couldn’t understand I was feeling myself… I knew I was getting insane really! But I was 

experiencing a lot of metaphysical phenomena, started hearing voices, pain you know… It was a 

very horrific experience and then I found myself in Butabika hospital and I was totally insane I 

couldn’t…” (Paul) 

 

Paul is going through an experience of metaphysical phenomena and he is also experiencing a 

feeling of pain. At one level he fails to understand what is happening to him; at another he 

knows he is getting insane. He continues:  

 
“I remember the whole experience it was totally intense, intense pain! Intense pain you know 

intense pain things I couldn’t understand. I have scars all over my body, look at all these scars” 
 (Paul) 

 

The feeling of pain has escalated and is described as extremely intense and overwhelming. 

But when speaking of the psychical scars on his body, the perception of pain changes and is 

now described as something else, something that couldn’t be felt: 

 
“I was self-destructive I have so many scars on my body I couldn’t feel the pain you know?” 
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The extracts above illustrate the duality of what Paul is experiencing, thus we can see the 

complexity and the initial confusion the illness brings. As James says: 

 
“You know mental illness is complex. I think even the psychiatrists don’t fully understand what 

it is, it’s more complex than we think and it started when I was studying and I lost control, like I 

lost control over myself and I realized something was maybe happening to me and I tried to look 

for support and I called my friends; to help me, tell them what is happening to me. They didn’t 

understand they were just making fun and laughing…” (James) 

 

In this extract the perception of the complexity of and the failure in understanding mental 

illness is present on three levels (or areas); the psychiatrists, self and friends. First is the 

perception that even the psychiatrists don’t understand due to its complexity. Second is the 

feeling of losing control over self and the realization that something is happening but without 

understanding what it is; third, seeking the help of friends, but they too fail to understand 

what is happening and therefore are unable to help. Margreth says: 

 
“I could not understand particular things, I could do many funny things; if I hear the sound of a 

goat I thought it was calling me, the noise of a chicken; I would think it was talking to me. I 

could hear the noise of the bats in the night and it could confuse me so I ended up with no 

sleep.” (Margreth) 

 

Other participants describes their experience in a similar ways; feelings of confusion when 

their reality starts to change and inability to understand what is happening to them; and how 

family and friends initially fail to understand what is going on.  

 
“There’s a lot of fear because of what you’ve gone trough because of what you’ve seen because 

of what you have experienced, there’s a fear that is still in you, you have that fear, you have the 

paranoia, you’ve lost you’re self esteem, your confidence, and your memory is somehow 

interrupted but you remember some things” (James) 

 

A sense of grief over what is lost and over a changed identity can be distinguished in the 

extract above. The old self has vanished and a new identity has emerged; perceived as more 

vulnerable, contrasting against the memory of who one once used to be.  

What came across during the interviews was; when asked how it all started, a majority of the 

participants had gone through a major life transition just before the onset of the disease. 
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4.2 Cultural beliefs  
This theme addresses the context of religious and cultural beliefs in the aspects of 

understanding mental illness. The cultural perception of what mental illness is may differ 

from the views held by western medicine. Helen explains: 

 
“… my auntie told them that I could be healed of my bi-polar through the church, so my mum 

said then lets send her there and they can pray for her and she will be relieved from her demons, 

because they believe it’s demons, they believe in witchcraft”. 

 

Instead of being seen and therefore treated as a medical problem, mental illness may be 

perceived as the sole cause of spiritual phenomena such as being cast by demons due to 

witchcraft, and therefore the person is taken to a traditional healer11 or church rather than to 

the hospital. Thomas says: 

 
“Mental illness here in the communities; it is witchcraft, it is not a disease, they will tell you it’s 

witchcraft cause they are ignorant that’s the biggest problem, so there is ignorance and stigma”.  

 

Many of participants describes feelings of frustration when it comes to the perceived 

ignorance from society regarding mental illness, but there are also expressed feelings of 

understanding and forgiveness towards family members, when it comes to the participants 

own experiences of cultural treatment.  

 
“… my parents; whatever they did I don’t blame them, they also tried their best but one thing 

that struck me was, that realizing the times that I was well, I was well, and when I realized that, 

you know this is an illness…” (Paul) 

 

There is a sense of hurt in the sentence above; the participant is thinking about his own 

realization that it is an illness rather than something else, something unexplainable. There is 

also the sense of; maybe, if they all had understood this earlier it could have been easier. But  

there is also forgiveness present when talking about the parents, and how they did their best.  

 

  

 

_____________________________ 
11 A traditional healer is here defined as “a person who is recognized by the community in which he lives as 
competent to provide health care by using vegetable, animal and mineral substances and certain other methods” 
(WHO, 1978:9). 
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Thomas says: 
“Well when I had just got sick it was not easy to control me cause I had different thoughts in my 

brain, but she (his mother) could cater for me and she would get people they tied me on the rope 

to keep me at home, they locked me in the room she provides food for me. She cleans 

everything cause I was always locked in the room all the time and when you are locked in a 

room you have to do everything in there; urinating defecating, she was there!” 

 

The above extracts highlights the complexity of what the participant’s are feeling about their 

family members trying to find explanations and treatments outside the hospitals. 

 

4.3 Hospital stay  
This theme addresses the thoughts and feelings the participants have about their first 

experience of being admitted to a mental hospital.  

 
“I have to say I walked around naked for a while, I couldn’t understand where I was. But after 

30 days I woke up in a mental health ward and I was naked. I couldn’t remember how I got 

there, I woke up in the toilet and it was one of the most darkest times in my life, it was the 

longest night of my life, it was so long night, the night couldn’t end and I really wanted to get 

out of that place because (sighing) it was horrible…” (Paul) 

 

Paul talks about the first time he was admitted to the hospital, he describes it as waking up 

after a month, his memory has been disrupted so first he doesn’t know where he is or how he 

got there. There is a strong feeling of fear and a feeling of being confined present in this 

extract, and of hopelessness in waiting for the night to end. Also a sense of shame and 

embarrassment is present, in the fact that he has been walking around naked. Helen also talks 

about her first time of being admitted, her experience is somewhat different but here too is the 

feeling of waking up after a month, and a sense of recognition of self: 

 
“But I stayed there for two months I was removing my clothes I was walking around naked, 

things like that so… I stayed there for two months, beating the people in the hospital, I was 

violent, I was you know, but they kept me on medication and after about 1 month I, my sense 

came back, that this is Helen so I stayed there cooperating but I wasn’t that bad, I was better… 

(Helen) 

 

Shared feelings of helplessness and that nobody understand or care is expressed by the 

participants. There is also a strong feeling of powerlessness present; ones identity has become 

partly lost or changed due to the illness itself, but also because there has been a power shift, 
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one has been reduced to a patient: a crazy person who no one needs to listen to. Three of the 

participants explain:  
“Well, when I was taken to the hospital I was told I was insane; a maniac…” (Paul) 

 

“You have no say, it’s the doctors who have all say, you are just to listen and take the drugs, 
why that’s how I felt in Butabika when I went there, and I don’t want to go there ever again. 

You don’t have a say at all…” (Helen) 

“Because I told you, when you are in the hospital when you are hospitalized you have no 

saying.” (Rita) 

 

The extracts above express the feeling of one becoming invisible in terms of no longer being 

asked anything, or having any say; what one think and feel is no longer perceived as essential 

or important for the clinical staff. James says: 

 
“Because when you go there they don’t even ask you anything, they don’t even counsel you, just 

like; here is your medication! Nothing”.  

 

There are also similarities in the perception of no alternative support being available at the 

hospital, and that the only thing offered is medication. Rita explains: 

 
“The problem at the hospital those psychiatrists are very few, and they are always very busy and 

they are attending to so many patients. So even if you would like to have a conversation with 

them it’s very impossible”.  
 
In the above extract one can discern the longing of and a wish for someone to talk by Rita, but 

she also offers an explanation to why this is impossible; the psychiatrists are few and the 

patients are many. What emerges is an element of acceptance more than one of frustration of 

the apparent lack of  available human resources. 

 
During the interviews two of the participants brought up their experience of being in isolation 

during their hospital stay, and taken to something they referred to as the side room, this was 

however not mentioned by the other participants. When being asked about the side room, this 

is how they described it and what had happened: 

 
“The side room is a room, which doesn’t have light and is made of cement and you sit there and 

they leave you there without food and you know its punishment”. (Helen) 
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“I never liked it, because the moment you are admitted there is a room they call side room they 

first take you there. They take you naked; they undress you and take you naked without 

anything. They take you naked and you are supposed to sleep on cold cement.” (Rita) 

 

“That it is not the solution, it’s not the solution but again if we, if you get agitated and violent 

what else are they supposed to do? There is nothing else they’re supposed to do. I believe it is 

the only thing they can do, can’t blame the I guess… What else could they do to someone who is 

beating everybody up…But it is not very comfortable, it’s cold and very cramped, you have to 

pee and poo down there and sit with it until they open the door and let you out and it is degraded 

(whispers) but I don’t see any other way to stop stuff like that from happening, I guess they have 

reason.” (Helen) 

 

There is a strong feeling of conflict present in the above extract from Helen, on one hand the 

side room is described as an isolation cell, were you are stripped of your human dignity as 

well as of material things, such as you clothes, something to sleep on, or having access to a 

toilet. In stead you are left there naked in the dark until someone decides that it’s time to let 

you out. It is felt like punishment; however there is no crime committed other than being sick. 

On the other hand this treatment is somehow justified by the fact that the participant initially 

have been agitated or violent and therefore has herself to blame. Still there is a sense of 

uncertainty, regarding the reasonableness of being put in that room. 

 

4.4 Medical treatment  
Within in this theme the participants had both similar and different views and experiences of 

the effects and/or benefits of medical treatment. What stood out were vast contradicting 

perceptions that were held regarding medication. In the initial phase of the illness, medication 

was by most of the participants perceived as helpful, but then this perception somewhat 

changes because of the feeling of being overmedicated. This perception led to several of the 

participants changing the prescribed dose own their own, without consulting a doctor, a 

phenomena described as “manipulative medication”. Paul says: 

 
“So I came out of hospital and I was on drugs, I was taking CPZ (Chlorpromazine) and of course 

I was ok I was taking my medication.”  

 

 

_____________________________ 
12Chlorpromazine belongs to the class of drugs called phenothiazine antipsychotics which attenuates psychotic 

symptoms. 
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At this point the medication is seen as something helpful, something that makes him better. 

When later asked if he ever has stopped taking it or reduced the dose without consulting a 

doctor he continues: 

 
“Yes yes yes yes, ah we have had a lot of debate around that and… and yeah some of us; me 

personally and you know my friends we do… we do what they call manipulative medication. 

There is a lot of debate around it, we really had a lot of debates around medication…Like “do I 

continue to take all the CPZ as prescribed when I am not undressing and shouting?”  Or I can 

take one tab or two tabs and honestly yeah I do it. I take tegretols once in the morning and water. 

Because I used to take it, than I realized it was addictive; the CPZ.”  

 

Now the perception has shifted, medication is still seen as important but there is also a fear 

about getting addicted to a certain type of medicine. Because of the fear of getting addicted 

and because the initial symptoms of illness no longer are present in the same extent, the CPZ 

are seen as unnecessary. However medication is still perceived as helpful, so he continues to 

take another type of medication. James, when asked about medication expresses a similar 

view, he says: 

 
“Yeah, I think medication has helped, it helps you but… the medication helps you to come out 

of that, what can I call it, come out of that, like the uncontrolling situation”(James) 

 

In this phase medication is here perceived as something helpful, something, which helps you 

regain control over yourself and the illness. When asked if he had ever stopped the 

medication, he explains:  

  
“Yeah… In the first years I used to… because I felt that the medication was like Malaria, when 

you feel you are ok you just throw it away but then I relapsed again, so I kept on relapsing 

relapsing”.  

 

In the above extract James describes how the symptoms of illness are vanishing, and therefore 

the medication is seen as unnecessary, but then the relapses comes back but after some time 

(within a year) he starts to take the medication again and has continued ever since. Helen also 

expresses the importance of taking her medication, she explains: 

 
“I believe that the medicine is what’s keeping me like in the right…like ok so I am ok taking my 

medicine. I had so many relapses for not taking my medication but when I am on, I am ok, I 

don’t have to be readmitted or what ever so I am sticking to my medicine” (Helen) 
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Later when asked about ever reducing the dose without consulting a doctor, she explains: 

 
“I am supposed to take the tablets one in the morning and one in the evening, but I only take it at 

night. I don’t know why, it doesn’t make me sleepy but I just think it’s too much drugs for me”. 

(Helen) 

 

The fear of relapsing and of being admitted to the mental hospital for not taking her medicine 

weights against the fear of taking too much, reducing the dose on her own to a level she 

believes is better for her, indicates a form of coping strategy where she feels in control over 

the medication. During an interview with Rita, the perception of the prescribed dose of 

medicine being too high is expressed:  

 
“Then when it was getting decided that I should take 2 times 2, but of course I was not following 

that, I was taking half half, because when they want you to take the full dose you can’t do 

anything. You just become useless and it affects so much, for me it affects me badly…” (Rita) 

 

She too has found a coping strategy in form of reducing the medication to a level she believes 

is better suitable for her.  
 

4.5 Society; attitudes and acceptance  
Within this theme perceptions and experience of stigma due to mental illness is addressed but 

also the feeling of acceptance of ones illness.  

 
“I felt I was useless, everyone around the community would say: “he has something wrong with 

the brain” They don’t care, some starts whispering… Stigma! Stigma is the biggest problem!” 

(Thomas) 

 

Thomas describes the feeling that emerged from being ridiculed by people in the community 

because of his illness, how it makes him feel useless and tainted; there is also feeling of how 

nobody cared if they hurt him or not. Below is an extract from Rita, she says:  
 

“I remember one time I went to the village and we had mangos around and some kids came and 

started spoiling the mangos so I tried stopping them and they started shouting, “look at this mad 

one, what is this mad woman trying to tell us” So you can get stigmatized”. 

 

Certain that she is doing the right thing, Rita tell the kids to stop spoiling eatable food, but 

instead of stopping, they start to scorn her, making it clear that they feel they have no reason 
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to listen to her because she is just a mad woman, even if what she said was right and what 

they where doing was wrong. During the interview with James the subjects of stigma and 

acceptance are brought up, he explains: 

 
 “So there is another thing I didn’t tell you about, when you are recovering you have to accept 

that you have a mental illness, when you accept you will reduce the self-stigma, if you lose the 

self-stigma it can be easier to live with the society stigma.”  

 

Above, acceptance is described as key in the recovery process. Acceptance of the illness will 

lead to a reduction of self-stigma, and this in turn will help to better deal and cope with the 

stigma that is perceived as present in society. Christine too, talks about the importance of 

accepting mental illness, she says: 

 
“I accept it, that I am a mentally, even if I walk around Kampala in this t-shirt of peer support  

and if they stop me I don’t feel anything; I don’t feel bad I just tell them I am a user for so many 

years and I am ready to help if you ask me question” (Christine) 

 

There is a sense of freedom in this sentence; in such that nobody can hurt her or make her feel 

bad no matter what they say, there is a fundamental acceptance of the illness and a 

willingness of wanting to help and educate others. Paul expresses a similar acceptance when 

he describes how he no longer feels scared of telling people about his illness, instead there is a 

feeling of a newfound strength present, but also one of gratitude over the fact that he has 

regained what he once lost. He explains:  
 

“The mind is a very special gift; you lose it you lose all. I mean if you’ve ever lost your mind 

you appreciate every day as it comes. Me, I am no longer scared, I can tell you tell I’ve been in a 

nuthouse, but you can’t take advantage of me in any way. I can do what I want I mean.” (Paul) 

 

 

4.6 Social support 
This theme address how social support from service user organisation, family and friends are 

perceived by the participants. Service user organisations/associations were expressed as an 

important factor in the recovery process by all of the participants with no exception. When it 

came to the perception of received support from family members, both nuclear and extended, 

there was an element of complexity present. What also became clear was that no one of the 

participants felt they had a strong social network around them in regards of friends from 
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outside the service user organisations. Below is an extract from Paul talking about what being 

a member of a service user organisation has meant for him: 

 
 “It is a very very very contributing factor, I should have relapsed so many times, so many 

times…  But you are around your friends and you’re around activities and you are around people 

you feel free with.”  

 

The organisation is seen as both a contributing factor in terms of feeling accepted, being 

amongst friends who understands you: and what you have been through and how it feels. It is 

also seen as preventive factor, which helps one from relapsing. 
 

“They tell you their experience, testimonies and you gain from them, that’s how you get… you 

think you’re in the right way, they counsel you within ourselves as patients or users of mental 

health and I think it’s very helpful”. 

 

Above, Thomas talks about his perception of the importance of being part of an 

organisation/association, especially when it comes to sharing experiences. Hearing others tell 

their stories was perceived as helpful for the process of dealing with one’s own illness. 

Margreth too, explains how she has benefited by being member organisation/association in 

regards of gaining a better understanding of herself. She says: 
 

“It has helped me with the signs, had I known the signs earlier I think I would have been saved 

from those relapses.” (Margreth) 

 

This deeper awareness of oneself has led to a better understanding and recognition of signs 

and symptoms, which could indicate a relapse. Like in the case of Paul, the 

organisation/association is seen, as not only a contributing factor but also as a preventive. 

In the two extracts below two of the participants describes their perception of received 

support from family and friends: 

 
 “… some people never call you, even when you call them they don’t take you serious. But I 

think my family believes in me and they are happy that I have recovered”. (James) 

 

Just as in the beginning of the illness when he turned to friends for help, but instead of 

helping they were making fun and laughing at him, now to is the perception of not being 

taking seriously. There seems to be a small stroke of uncertainty present in regards of what he 

believes the family thinks of him now when he has recovered. Rita in turn describes it as 
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having no support from friends at all; there is also an indication that when she falls sick the 

family is there for her, but when she is well but still needs support they don’t come as much. 

She says: 
“My family comes and supports me most especially when I fall sick that’s when they are coming 

but from friends I don’t have.”  

 

 

4.7 Way forward 
Within this last theme the participants explains what it has meant for them to help others and 

how this has affected them, they also explain what the word recovery means to them. In the 

first extract Christine describes how helping others also helps her: 
 

“It has affected me, really it helps me also, it’s helping me to stressing my hope that if I tell 

those people my story, I feel good because I want to help also them. I feel bad when I see a 

patient discharged and in two months time he’s back, that’s why I decided to, to counsel them so 

they can learn from me and it has worked for some, it has helped many…” (Christine) 

 

When seeing people relapsing, she decides to offer support through voluntarily counseling; 

and by sharing her knowledge and experience about mental illness so others can be helped.  

James shares the same perception as Christine, that by helping others he is helping himself: 

 
” I sat down one time and thought I am educated and I’m going through this what about all who 

isn’t educated, they can’t help themselves so maybe if I have helped myself I can help others and 

as I help them I’m helping myself. “ (James) 

 

Paul too, feels that helping others helps his own recovery:  

 
 “I really feel that when I’m with people and supporting people I feel recovered, I feel useful.  

And I’m helping people. I can spend my last dimes as long it as on helping someone…” 

(Paul) 

  

This theme purposely ends with extracts from all of the participants of this study; explaining 

what recovery means to them. These extracts has intentionally been left neither interpreted, 

analysed or commented on in order to let the voice of the participants alone be heard: 

 
“You know, if I can, just like… if I can be of benefit to my environment, to my surroundings, 

starting from my immediate environment or maybe to support…If I can clean my room you 
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know, if I can greet people, if I can smile, crack a joke, make people happy you know, help 

someone with a coin or be sent somewhere and fulfill an obligation that I have given then I am 

recovered. Because if you take that away it’s the opposite, then I’m sick: ill. “ (Paul) 

 

 “… that period when I am not relapsing, that is what I mean and understand by that, when I 

have not relapsed. As I am a patient and have been for so long, for 35 years and since -85 I have 

not relapsed again, so I mean I am all recovery” (Christine) 

 
“I think recovery you can’t do it alone, you have to discover yourself that I am really sick and 

need help, and I really want help. Recovery is not easy. I think without getting contact with 

those who have been there where you are just getting. Recovery is a long process, you have to 

admit, you have to say also that these drugs are really helping me, it’s not easy”. (Thomas) 

 

“For me I just think its like looking at other things that can help you avoid getting sick that is 

how I can understand it. There are things that you can avoid so that you can lead a positive life. 

Now like for my case like leave going to church all the time, and live a positive life. So that is 

what I think recovery is all about, leaving those things that can make you fall sick so I don’t 

know if I am on the right track or…” (Rita) 

 

“I don’t have a single explanation but I would just say recovery means that you function; 

recovery means that you are aware of your illness, signs and symptoms to make you live a 

normal life again; you’re functional and live that normal life again, that’s what I think” (James) 

 

“Ah… Hm… To recover from something? You know I’m still wondering because I’m taking the 

medication although I am calling myself a recovered patient, yet a recovered person should be 

complete without I think even the drugs. That is what I think, because if you have recovered it 

means you are completely well, you are completely well and you don’t need medication. But ok 

but like now with me I am still a patient who is on drugs but I have recovered from the signs and 

symptoms of mental illness, yes”. (Margreth) 

 

“Hm… recovery means…to me it means taking medication getting out of relapses if you don’t  

have the times of relapse if there are reducing I believe you are recovering. If you are always  

in and out of the hospital that’s not recovery but if you can have a positive life and be happy  

not depressed you don’t feel low you’re not so manic, you’re on medication. I believe the key  

to recovery is medication like without it you cannot recover but support from your friends  

support from your family I believe that helps as well, just having positive people around you  

helps your recovery, but medication.” (Helen) 

 

 
The results presented in this chapter clearly shows the complexity mental illness brings 

especially in the initial phase, in terms of fear and confusion, and how the participants are 
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trying to understand and grasp what is happening to them. It has also been highlighted how 

family members and friends are perceived to fail in their understanding of what is going on, 

and therefore are unable to help. The existing cultural and religious beliefs which surrounds 

mental illlness in Uganda adds to this complexity in help-seeking behaviour. The above 

results will further be discussed in the next chapter. 
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5. Discussion 
Traditional healing is deeply embedded in cultural believes and traditions both in Uganda and 

throughout Africa, and it has existed here a long time before western medicine was introduced 

(Abbo et al. 2008). During the interviews the participants expressed conflicting feelings 

regarding these cultural beliefs. The complexity in how the participant’s felt about their 

family members trying to find explanations and treatments outside the hospitals soon 

emerged, and most of them had experienced the treatment from traditional healers before 

being taken to a hospital. An example of this complexity was when the participants were 

talking about the traditional beliefs of society in general, then feelings of frustration were 

expressed due to the perceived ignorance about mental illness. This perception seemed to 

change when they talked about family members sharing those traditional or religious beliefs, 

where at that point the participants became somewhat more accepting.  
   However, seeing a traditional healer may not always depend on a particular belief system, 

this help-seeking behavior may be due to lack of economic resources, problem with 

transportation especially for people living in rural areas, lack of access to medical treatment 

and a shortage of human resources within the mental health sector. This finding is consistent 

with a study conducted by Nsereko et al (2011) in which help-seeking behaviour among 

people with mental health problems in Uganda were investigated, the results from that study 

showed that there is a need to better understand the integration of societal and cultural factors 

which lead to this help-seeking behaviour. 

   When talking about the experience of being admitted to a mental hospital, there were a 

shared feeling amongst the participants of loosing control over self as a cause by the illness, 

but also the feeling of being deprived of control as an effect of being a patient: a crazy person. 

This leads back to what Topor 2001; Tew 2006; Klamas 2010, are discussing; that the feeling 

of not just being reduced to a patient with a diagnose, but to be seen as a person seems to be 

an important part of recovery. Here mental health care and psychiatric services have a 

responsibility to make sure that they see the person and not just the patient with a diagnose.  
   In this study the perception of feeling invisible and the lack of dialogue between themselves 

and the clinical staff were expressed by the participants. There were perceptions of not 

receiving any or enough support from the professionals besides being given medication, as 

one participant explains it: 
 

“The problem at the hospital those psychiatrists are very few, and they are always very busy and 

they are attending to so many patients” (Rita). 
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This finding indicates that there is a psychological gap in current mental health care, and this 

may be another reason to why people are seeking the help of traditional healers, in terms of 

them being able to provide the psychosocial support that conventional mental health care 

facilities lack, due to a shortage of both economic and human resources. In previous research 

conducted by Kigozi et. al (2010) the results confirmed a shortage of human resources in 

mental health facilities in Uganda; 1.13 person per 100.000 people, these results complies 

with what is expressed by the participants in this study, and indicates that there is a treatment 

gap13 in mental health care that is in need of urgent attention.  

   The analysis showed that there were perceptions regarding medication amongst the 

participants. On one hand medication was indeed perceived as helpful for recovery, on the 

other hand there were a perception of being overmedicated which resulted in several of the 

participants reducing the prescribed dose on their own, something which was described as 

“manipulative medication”.  

   As stated previously, it is not the purpose of this study to evaluate the effects of medication, 

however this study has shown that the subject of medication is far from unproblematic and 

uncomplicated in terms of both a heightened risk for relapses or other complications due to 

changing prescribed doses of medications without consulting a doctor but also because of the 

general perception of being overmedicated, which must not be ignored. Therefore I believe 

this subject would benefit from further research. 

   Stigma towards people with mental health difficulties has been discussed in previous 

research, with results showing that stigma is in fact higher in low-income countries (Patel et. 

al, 2006; Kigozi et. al, 2010; Raja et. al, 2012) In this study experience of being stigmatized 

due to ones illness was shared by the participants, who also described similar beliefs that 

stigma derived from ignorance that were directly related to believes in witchcraft.  

  As discussed in the introduction chapter, if mental health is better integrated into educational 

programs this could be an important step in terms of fighting ignorance and to reduce stigma. 

When it comes to being able to deal with self-stigma, acceptance of ones illness was 

described as a very important factor and crucial in terms of recovery. Acceptance also 

generated a feeling of freedom in the sense that the participants felt that they no longer have 

to be scared of what others where saying and thinking. Here service user organisations were  

 

 

_____________________________ 
13The treatment gap is here defined as: the number of individuals who are in need of care, but do not receive treatment 

from the specialized mental health care system. 
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seen as a contributing factor for recovery in terms of providing a platform of acceptance and 

for sharing experiences. Being surrounded by people who understand you, what you have 

been through and what it feels like were described by all of the participants as one of the most  

important factors in the recovery process. The result from this study has shown the important 

role that service user organisations play in terms of providing social support. Therefore they 

must be viewed not only as an important reparative factor but also as a preventive factor, 

which can help one from relapsing. This finding is consistent with the reasoning in Klamas 

(2010, p.189) where she argues that social support should be seen as both a reparative and a 

preventive factor.  

   Helping others was perceived as one of the important factors for the participant’s own 

recovery and well-being. This highlight the need for society as a whole to start viewing 

people who have gone through the process as sources of knowledge and their experiences as 

an inspiration to other people on their road to recovery. At present there are only a few mental 

health user associations in Uganda, and non of them receive financial support by the 

government; there is also limited interaction between existing mental health care facilities and 

user associations (Kigozi et. al, 2010).  
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6. Conclusion 
This chapter ends with some final and concluding remarks about the results and the 

contribution of this study. The very aim of this paper was to through the perception of people 

with severe mental health difficulties determine and analyse what role social support may 

play in the recovery process and how this may affect a person’s quality of life. In connection 

to the purpose two research questions were formulated and they will be answered separately 

below.  

 

I. How are different forms of social support perceived to affect the recovery process by people 

with personal experience of severe mental health difficulties?  

 

Social support received from service user organisations was perceived to highly affect the 

recovery process in a most fundamental way. The service user organisations/associations were 

seen as platforms providing acceptance, understanding and recognition of what one has been 

or are going through. This study has shown that service user organisations/associations play a 

significant role in the process of recovery in terms of providing social support.  

  I believe it is most important that the capacity of existing and future service user 

organizations / associations are strengthened through greater support from both the 

government and existing mental health facilities, and that service user organizations / 

associations must be recognized as a powerful tool when it comes to reducing the national 

health burden of mental illness.  

   In terms of a social support from friends outside the service user organisations the 

participants described this as weak or non-existent and as a consequence of the illness. Social 

support from family members were neither described as particularly helpful or hindering for 

the recovery process by most of the participants; this finding was somewhat unexpected but 

may be explained due to the complexity that proved to exist within the relationships between 

the participants and their family members.  

 

II. What factors do people within this group perceive as being most beneficial for their 

recovery process?  

 
Medication was perceived as very important in terms of recovery, however it was strongly 

pointed that medication alone was not enough. Despite this a majority of the participants had 

negative perceptions regarding both the dosage and the prescribed medicine itself particularly 
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the prescription of Chlorpromazine, here feelings of being overmedicated and dealing with 

severe side effects were expressed, leading to some of the participants changing the 

prescribed dose on their own, so called manipulative medication.  

  Helping others on their road to recovery was perceived as highly beneficial for ones one 

recovery, and at the time of the study all of the participants were involved in providing peer-

support. 

 
6.1 Some final words  
Social research within the field of mental health remains a relatively underdeveloped area per 

se; and when it comes to recovery research most studies are being conducted within a western 

context. At the time of my study I was unable to find any research on recovery conducted 

within an African context in general and Uganda in particular, this clearly indicate that there 

is a research gap that needs to be acknowledged. This study must be regarded as highly 

relevant given that research on recovery and the significance of social support, outside the 

western context are close to nonexistent.  
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Appendix 1 
 
Written Consent Form 

 
You are invited to participate in a study conducted by Michaela Boström who is a student at 

the University of Södertörn, Sweden. The purpose of this study is to learn and receive more 

information about how social support is perceived to affect the recovery process from severe 

mental illness.  The study is being carried out as part of a scholarship, which has been 

received by the Swedish Development Cooperation Agency (SIDA). 

 

If you decide to participate, an interview will take place. The interview will be between 45-60 

minutes long and it will be audiotaped. Any information that is obtained in connection with 

this study and that can be identified with you will remain confidential. Subject identities will 

be kept anonymous. I, Michaela Boström together with my supervisor in Sweden will be the 

only ones to have access of the material in its original version. 

 

Your participation is voluntary.  If you decide to participate, you are free to withdraw your 

consent and discontinue participation at any time without penalty.  

Your signature indicates that you have read and understand the information provided above, 

that you willingly agree to participate, that you may withdraw your consent at any time and 

discontinue participation without penalty, and that you are not waiving any legal claims. 

 

Signature  

Date 

 

Name, Signature, Date 
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Appendix 2 
 
Minor demographic survey  
 

 
 

Person 
 

Paul James Thomas 

Gender 
 

Male Male Male 

Age 
 

XXXX XXXX XXXX 

Civil status 
 

Single Single Single 

Children 
 

No No No 

Education 
 

University Master degree Senior four 
 

Employment 
 

Employed Employed Unemployed 

Housing 
 

Rental: Flat Rental Live with his mother  
in their own house 

Diagnosis 
 

Bipolar & Schizophrenia Bipolar Bipolar 

Age at onset 
 

24 years old 27 years old 26 years old 

Hospital stay first  
Hospital stay latest 
 

20XX  
20XX 

20XX  
20XX 

20XX 

 
 
 
 

 
 

Person 
 

Christine Rita Helen  Margreth 

Gender 
 

Female Female Female Female 

Age 
 

XXXX XXXX XXXX XXXX 

Civil status 
 

Married Single Single Single 

Children 
 

1 No 1 No 

Education 
 

Senior 4 Diploma in 
XXXX 

Bachelor degree Degree 

Employment 
 

Employed Self employed 
 

Unemployed Employed 

Housing Rental, 1 room 
house 

Rental, 1 room Live in her  
mothers house 

Rental, 2 room 
house 

Diagnosis 
 

Bipolar Schizophrenia Bipolar Bipolar 

Age at onset 
 

20 years old 
 

40 years old 
 

21 years old 
 

29 years old 
 

Hospital stay first 
Hospital stay latest 
 

19XX 
19XX 

20 XX  
20 XX 

20XX  
20XX 

19XX  
20XX 
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Appendix 3 
 
Interview schedule 
 
1. Can you please tell me how it all started?  
 
2. Have you ever received any medical treatment?  

 
3. Have you ever been hospitalized?  
 
4. Have you ever had contact with psychiatric services?  
 
5. How did you come in contact with this service user organisation? 
 
6. Do you feel that you have a strong social network around you? 
 
7. What does an average day look like for you? 
 
8. What do you believe has been most important for your recovery, and why? 
 
9. What do you believe has been least beneficial for your recovery if any, and why? 
 
10. How do you perceive the future? 
 
11. What are your hopes and dreams? 
 
12. Can you please tell me what recovery means to you? 
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Appendix 4 
 
Template themes 
 
 

Major themes Themes Sub groups  
 
THE BEGINNING 
 
 
 
 
 
 
 
 
 
 
WAY FORWARD 

 
A different reality 

 
What is happening to me? 
Making sense of change 
 

Curing the illness Perceptions of beliefs and treatments 
Locked in a room 
 

Perceptions of being 
admitted 

The hospital: thoughts and feelings 
Experience: of the side room 
 

Treatment Perceptions of medication 
Thoughts about psychiatrists 
 

Society; attitudes Stigma   
Discrimination 
 

Social support & 
Relationships 
 

Organisations 
Family and friends 
 

Coping strategies Helping others 
Acceptance 
 

Perceptions of recovery What helps? 
What does it mean? 

 


