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Abstract

Background The prevalence of mental health problems is increasing, placing
growing pressure on mental health services to provide care that is meaningful,
accessible, and supportive for those who require it. However, current practices often
do not fully meet individuals’ needs for person-centred, recovery-oriented, and
integrated care and support. As these care and support models are being introduced,
it is essential to first explore the experiential knowledge of current practices, those
who use services and those who provide them. Such experiential knowledge is vital
for informing future initiatives and ensuring that service development is grounded
in scientific evidence, relevance, and experience-based knowledge.

Aims To explore the experiential knowledge of individuals who require care and
support for their mental health problems, as well as of the mental health service
providers who deliver such care and support within Swedish primary and specialist
mental health services.

Methods A thematic synthesis was conducted to address the overall aim and was
based on the results of four qualitative methodologies, each applied to meet the
specific aim of its respective study. Study I employed descriptive phenomenology
and Study II a constructivist grounded theory these were situated within the context
of primary services. Study III applied a reflexive thematic analysis and Study IV
employed a content analysis, both conducted within the context of specialist
services.

Results The thematic synthesis emerged in one overarching theme: ‘The need to
strengthen the culture and structures of services to address human vulnerability’,
which is grounded in three themes, Vulnerability as not being seen or having
influence, Current organisational structures can constrain the conditions for
delivering meaningful care and support and Strengthening a culture of safety and
belonging through practical collaboration. The results for each study-specific aim
are presented in the respective study.

Conclusion The experiential knowledge of primary and specialist services reveals
and highlights that an understanding of human vulnerability, as experienced by both
individuals in need of care and support for their mental health problems, and by the
mental health service providers themselves, is central to the provision of meaningful
mental health care and support. Thus, strengthening the culture and structures of
services requires not only organisational reform, but also relational and moral
awareness among all actors involved.
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Abstrakt

Bakgrund Forekomsten av psykisk ohélsa okar, vilket innebér ett vixande tryck pa
vérden att erbjuda insatser for psykisk héilsa som dr meningsfulla, tillgéngliga och
stodjande for dem som behover dem. Trots detta svarar nuvarande arbetssitt ofta
inte mot individers behov av personcentrerad, dterhdmtningsinriktad och integrerad
vérd och stod. I takt med att dessa vard- och stddmodeller infors dr det dérfor viktigt
att forst utforska nuvarande vard och stdd, den erfarenhetsbaserade kunskapen, hos
bade dem som ér i behov av véard och stod och dem som tillhandahéller dem. En
sédan erfarenhetsbaserad kunskap ar avgorande for att vigleda framtida initiativ och
sékerstilla att verksamhetsutveckling grundas i vetenskaplig evidens, relevans och
erfarenhetsbaserad kunskap.

Syfte Att undersoka den erfarenhetsbaserade kunskapen hos personer som behdver
vérd och stdd for sin psykiska ohélsa, samt hos de vérdgivare inom primérvard och
specialistpsykiatri som erbjuder detta stod inom svensk psykiatrisk vérd.

Metod En tematisk syntes genomfordes for att besvara det 6vergripande syftet och
baserades pa resultaten fran fyra kvalitativa metodologier, dir varje metod anvéndes
for att uppfylla det specifika syftet i respektive studie. Studie [ anviéinde beskrivande
fenomenologi och Studie II en konstruktivistisk grundad teori, bada inom ramen for
primédrvérdens tjanster. Studie III tillimpade en reflexiv tematisk analys och Studie
IV en innehéllsanalys inom kontexten av specialistpsykiatrin.

Resultat Den tematiska syntesen resulterade i ett dvergripande tema: ”Behovet av
att stirka vardens kultur och strukturer for att bdttre bemota mdnsklig sarbarhet”,
vilket grundas i tre teman: Sdarbarhet att inte bli sedd eller ha inflytande, Nuvarande
organisatoriska strukturer kan begrdnsa forutsdittmingarna for att leverera
meningsfull vard och stod, Att stiarka en kultur av trygghet och tillhorighet genom
praktiskt samarbete. Resultaten for varje delstudie, presenteras i respektive studie.

Slutsats Den erfarenhetsbaserade kunskapen inom primér- och specialistpsykiatrin
understryker betydelsen av att forstd ménsklig sarbarhet, s som den erfars bade av
personer i behov av vard och av de vardgivare som erbjuder den. Detta &r centralt
for att kunna tillhandahalla meningsfull psykiatrisk vird och stod. Att stirka
verksamheternas strukturer och kultur krdver darfor inte bara organisatoriska
fordndringar, utan dven relationell och moralisk medvetenhet hos alla involverade.
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Populérvetenskaplig sammanfattning

Bakgrund

Nér nagon drabbas av psykisk ohédlsa paverkas hela vardagen, bade for personen
sjélv och for den nirmaste familjen. Vard och stdd kan vara avgorande for att
aterhdmta sig och aterga till ett fungerande liv. Primarvarden ar den fGrsta instans
en person vénder sig till nir hen upplever milda tecken och symtom pa psykisk
ohilsa. For personer med tecken och symtom pa allvarligare psykisk ohélsa utgor
Oppenvarden inom specialistpsykiatrin (om en etablerad kontakt finns) eller en
psykiatrisk akutmottagning oftast den fOrsta instansen i véarden. I Sverige
organiseras priméirvérden pa regional niva, medan specialistpsykiatrin drivs pa bade
regional och kommunal niva. Dessutom organiseras bade primérvarden och delar
av specialistpsykiatriska av savil offentliga som privata aktorer. Detta innebar att
personer med behov av vérd och stod for sin psykiska ohélsa ofta moéter flera olika
professioner, vardgivare och organisationer.

Sedan psykiatrireformen har alltmer véard och stdd organiserats inom primérvéarden
och den specialistpsykiatriska dppenvarden for att 6ka tillgdngligheten, mojliggora
tidiga insatser och stérka integreringen av personer med psykisk ohélsa i samhéllet.
I reformen God och ndra vard betonar att varden ska se hela ménniskan och utga
fran individens formagor, det vill sdga vara personcentrerad. Personcentrering har
visat sig ge ett battre omhéndertagande av patienter med humorsvingningar samt
forbattrad f6ljsamhet till forskriven medicinering for personer med komplex psykisk
ohidlsa. Att arbeta personcentrerat har &ven visat sig minska vardpersonalens
upplevelse av arbetsbelastning och samvetsstress.

Trots detta moéter nuvarande arbetssitt ofta inte individers behov av
personcentrerad, aterhdmtningsinriktad och integrerad vérd och stod. Nér sadana
modeller infors blir det darfor viktigt att forst forstd hur dagens vard och stod
fungerar i praktiken, utifrén erfarenheterna hos bade dem som anvénder och dem
som ger insatserna. Dagens primér- och specialistpsykiatri dr i hog grad fokuserad
pa diagnoser, medicinsk behandling och symtomlindring, och tillgéngligheten
upplevs som en utmaning av bade vardgivare och personer i behov av vard och stdd.
Darfor ar det viktigt att utforska den erfarenhetsbaserade kunskapen, for att forsta
vilka behov och forutsittningar framtida vérd- och stodmodeller behdver méta.

Personer som soker vird och stéd for sin psykiska hilsa, mdter ofta en
distriktsskoterska och/eller sjukskoterska i den initiala kontakten, som ddrmed har
en central roll i mdtet med personer som upplever psykisk ohélsa. Inom
primdrvarden moéter distriktsskoterskan dessutom ménniskor genom hela livet, ”fran
vaggan till graven”, och kan arbeta olika miljder, sdsom inom barnhélsovérd,
elevhilsans medicinska insats i skola, vardcentral samt den kommunala varden och
omsorgen.
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Forskning visar dock att distriktsskoterskor ofta upplever bristande kunskap och
osdkerhet i motet med personer som soker vard och stod for sin psykiska halsa.
Darfor ér det viktigt att forsta personers levda erfarenheter av att mota primérvarden
for sin psykiska hélsa, eftersom en sadan forstaelse kan vara vérdefull for att
utveckla mer individanpassad vard och stdd vid psykisk ohélsa inom primérvarden.
For att starka omhéndertagandet av personer som soker primérvard for psykisk
ohilsa ar det ocksd betydelsefullt att forstd distriktsskoterskans process och
erfarenheter i dessa mdten, sa att distriktsskoterskans kompetens kan anvénds inom
hilsofrimjande och forebyggande omvardnad pé individ-, grupp- och
organisationsniva.

Parallellt med utveckling av att béttre omhéndertagande inom primérvérden, sa stér
specialistpsykiatrin infér stora utmaningar. Specialistpsykiatrin har linge haft
begrinsade ekonomiska resurser, samtidigt som delar av deras verksamhet har
forflyttats till primérvard och specialistpsykiatriska Oppenvarden, vilket har
paverkar mojligheten att ge vard och stod som &r individuellt formade utifran
personens behov.

I specialistpsykiatrin &r ett aterhdmtningsinriktat arbetssétt centralt och végleder hur
vard och stod struktureras. Begreppet dterhdmtning bestar av tva delar, dar den
kliniska aterhdmtningen syftar till métvarden och objektiva tecken och symptom é&r
centrala, medan den personliga delen av dterhdmtning beskriver en persons vig for
att aterfa ett sammanhang, hopp om framtiden, en identitet, mening och egenmakt i
sitt liv. Inférandet av den personliga aterhdmtningsinriktade arbetssittet dr inte
enkelt, virdpersonalens traditionella synsitt, attityder och bristande kunskap om
personer med psykisk ohilsa utgér hinder for dess framfart. For att mota
specialistpsykiatrins rddande utmaningar har den integrerade vard och stédmodellen
Flexible Assertive Community Treatment (FACT) borjat inforas.

FACT ér en aterhdmtningsinriktad anpassad vérd och stod modell som kombinerar
flera evidensbaserade arbetssétt, exempelvis Individuellt Stod i Arbete (Individual
Placement Support, IPS) samt inforandet av stdd fran personer med egen erfarenhet
(Peer support). Forskning visar att personer med komplex psykisk ohédlsa som far
vard och stdd inom ramen for FACT ofta aterfar funktion och livskvalitet i hogre
grad dn de som far traditionell vard. Dessutom mojliggér modellen ett strukturerat
men samtidigt flexibelt arbetssitt far vardpersonalen, vilket underléttar att mota
personen vid “rdtt tidpunkt”. Eftersom modellen ar integrerad behover FACT
anpassas efter lokala forutsittningar infor dess implementering. Darfor ar det viktigt
att involvera béde de personer som kommer att fi vard och stdd och de personer
som kommer att arbeta inom vard och stddmodellen FACT. Genom deras kunskap
kan implementeringen anpassas utifran lokala forutsittningar samtidigt som den
bidrar till en 6kad forstaelse av hur nuvarande vard och stod upplevs och vilka behov
framtida vard- och stddmodeller kan behova tillgodose.
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Sammantaget ar den erfarenhetsbaserade kunskapen fran bade personer i behov av
vard och stdd och fran personal inom psykiatrin, central for att utveckla en mer
personcentrerad och aterhdmtningsinriktad, integrerad vérd och stod. Dérfor syftar
denna avhandling till att utforska erfarenheter hos personer med psykisk ohélsa och
hos personal inom primérvarden och specialistpsykiatrin for att forstd hur varden
fungerar idag och vilket stéd som behovs framat, exempelvis hur en
aterhdmtningsinriktad, integrerad véard- och stddmodell sdsom FACT skulle kunna
bidra.

Metod

Genom en summerande tematisk analys av resultaten fran de fyra delstudierna
besvarar avhandlingen det dvergripande syftet. Resultatet av den tematisk analysen,
bestar av avhandlingens fyra delarbeten. Varje delstudie svarade mot ett specifikt
syfte och hade sin egen metodologi. Genom att anvidnda fyra olika kvalitativa
ansatser, deskriptiv fenomenologi, konstruktivistisk grundad teori, reflexiv tematisk
analys och innehéllsanalys, kan fenomenet forstés fran flera perspektiv. Kvalitativa
studier ar sérskilt lampliga nér en fordjupad forstéelse av ett fenomen, efterstrévas.

Resultat

Den summerande tematiska analysen resulterade i ett dvergripande tema ~ Behovet
av att stirka vdrdens kultur och strukturer for att bdttre bemdta mdnsklig
sdrbarhet” vilka grundades i tre underteman:

o Sarbarhet att inte bli sedd eller ha inflytande”

o "Nuvarande organisatoriska strukturer kan begrdnsa forutsdttningarna for
att leverera meningsfull vard och stéd”

o  UAn stirka en kultur av trygghet och tillhorighet gemom praktiskt
samarbete.”

Varje tema dr avgorande; utan alla tre saknas de nodvéndiga forutséttningarna for
att skapa mojlighet till mellanménskliga relationer.

Respektive delstudie I - IV

Den forsta delstudien beskriver en persons levda erfarenhet av att méta
primédrvarden for sin psykiska hélsa, vilken resulterade i en stark 6nskan om att bli
bemdétta med virme och omsorg. Deras levda erfarenhet var att de ofta kom ifran en
plats av ensamhet och sarbarhet. Nir de vél var i kontakt med primarvarden var
deras erfarenhet att vardpersonal hanterade deras psykiska hélsa som ett problem.
Detta forstarkte deras erfarenhet av att tappa kontrollen 6ver vardagen. Samtidigt
som det fanns primirvardsenheter som arbetade strukturerat och dir det fanns
utrymmer for ett omhénderta dem. Nér personer métte en sédan vard beskrev de att
de kénde trygghet och fick hopp om aterhdmtning.
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Den andra delstudien resulterade i distriktskoterskan som en relationsbyggare for
att initiera dialogen om psykisk hélsa, och distriktsskdterskans process vilket var
komplex konstruktion och var beroende pé distriktsskdterskans kunskap, attityd och
syn pé psykisk hélsa samt organisationens kapacitet for psykisk hilsa. Ju mer
arbetserfarenhet  distriktsskoterskan  hade, desto lattare var det for
distriktsskoterskan att diskutera psykisk hélsa, sdrskilt om hon eller han har
personligt engagemang och intresse for fragan.

Den tredje delstudien belyste personers med komplex problematik erfarenheter av
dagens psykiatriska vard och stod, dessutom deras tankar kring framtida vard och
stod. Detta resulterade i; deltagarnas erfarenhet av att forlora virde och trovardighet
som person nér de blev en brukare av stddinsatser, vilket speglade deras erfarenheter
av att reduceras till tecken och symtom av sin psykiska ohdlsa. Dessutom var
nuvarande vard och stdd en labyrint som var svér for dem att navigera i. De 6nskade
storre deltagande i framtida vérd och stdd utformning och genomférande, och att
involvera dem skulle vara stirkande.

I den fjarde delstudien beskriver personalen den Overvéldigande utmaningen att
mota brukarnas behov i en fragmenterad vard- och stodstruktur. De uttrycker ett
starkt behov av en sammanhallen och helhetsorienterad, kontextuell och
samverkande vard. Deras vision dr att implementeringen av FACT ska skapa
forutsattningar for en héllbar, transparent och forebyggande specialist psykiatri.

Slutsatser

Den erfarenhetsbaserade kunskapen fran bade primérvard och specialistpsykiatrin
visar och tydliggor att en forstaelse av ménsklig sarbarhet, s& som den erfars bade
av personer i behov av vard och stod for sin psykiska ohélsa, och av vird- och
stodpersonal sjdlva. Vid implementering av integrerade vard- och stddmodeller
finns det ett behov att ge utrymme for att kunna méta ménsklig sarbarhet, vilket ar
centralt for att kunna erbjuda meningsfull vard och stdd for psykisk hélsa inom bade
primérvérd och specialistpsykiatri.

Denna avhandling bidrar till 6kad forstaelse for hur det &r att vara person i behov av
vard och stod inom primérvard och/eller specialistpsykiatri, liksom att arbeta som
vard- och stodpersonal i dessa verksamheter. Dagens utmaningar visar pa ett behov
av att stirka bada nivderna i omstéllningen mot evidensbaserad praxis genom
personcentrerade och aterhdmtningsinriktade, integrerade vard- och stodmodeller.
Avhandlingen vilar pé en etisk grund av omsorg och medmansklighet, vilket utgor
en moralisk bas for att frimja réttvisa och jamlikhet for personer med psykisk
ohélsa. Resultaten dr avsedda att anvéndas av kliniker, vardgivare och beslutsfattare
vid policyutveckling och omstrukturering av virden, och uppmuntrar till samarbete
Over organisatoriska och beslutsméssiga grinser for att stirka gemensam forstaelse
och skapa forutsattningar for forandring. Det kvarstar samtidigt ett betydande behov
av att fordjupa och utveckla den erfarenhetsbaserade kunskapen om vard och stod
vid psykisk ohélsa for att motverka sociala oréttvisor och frimja social réttvisa.
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Glossary

This glossary presents key terms and definitions as they are used in this thesis. Its
purpose is to provide clarity and to support a shared understanding of the
terminology employed throughout.

Clinical recovery

Experiential
knowledge

Holistic

Individual

Integrated mental
health services

Mental health
literacy

Mental health
problems

Mental health
service provider

Mental health
worker

Patient

Clinical recovery is viewed as a preliminary focus on
symptom reduction and functional improvement (World
Health Organisation (WHO), 2025).

Experiential knowledge refers to the distinctive understanding
and insight gained through lived experience, that is,
experience-based knowledge (Castro et al., 2019).

Holistic is described as a whole-person approach to health
(Frisch & Rabinowitsch, 2019).

An individual, is by their unique capabilities, distinguished
from others (Ricouer, 1992).

Integrated mental health services are constituted by delivering
care and support (across jurisdictions), from a holistic
approach (WHO, 2016).

Mental health literacy is viewed as a persons’ knowledge,
views, attitude and beliefs about mental health (Jorm et al.,
1997).

Mental health problems are individuals’ own perceptions or
experiences of ill health.

Mental health service provider refers to professionals such as
registered nurses, public health nurses, physicians,
psychologists, occupational therapists and social workers, as
well as other professionals and managers working within
mental health services.

Mental health workers refer to professionals with unregulated
training and thus varied competence, whose roles differ
considerably between services (Blay & Roche, 2020; Roche
etal., 2021).

Patient is a person who suffers from ill health, often
physically located within the walls of a healthcare
environment (Hedman, 2020).
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Person

Personal recovery

Person-centred
care

Professionals

Service user

18

A person is capable, Homo Capax, answers to who is. This
forms the philosophical foundation of person-centredness
(Kristensson Uggla, 2022; Ricouer, 1992).

Personal recovery refers to an individual process of building
and contributing life i.e. meaningful life, even with
limitations caused by ill health (WHO, 2025). Grounded in a
person’s Connectedness, Hope and optimism for the future,
Identity, Meaning in life and Empowerment (Leamy et al.,
2011).

Person-centred care, involves initiating a partnership through
the patient’s or service user’s narrative, safeguarding this
partnership through shared decision-making, and
documenting it in a standardised (person) or individualised
(individual) care plan (Ekman, 2022; Ekman et al., 2011).

Professionals are individuals contributing within their
professional role.

Service user is a person with mental health problems who
requires both care and support across services and the broader
welfare system (National Board of Health and Welfare
(NBHW), 2024a).



Abbreviations

ACT Assertive Community Treatment

CCM Collaboration Care Model

CHIME Connectedness, Hope and optimism for the future, Identity, Meaning
in life, and Empowerment

FACT Flexible Assertive Community Treatment

ICM Intensive Case Management

IPS Individual Placement Support

MHL Mental Health Literacy

MHS Mental Health Services

MHP Mental Health Problems

NBHW National Board of Health and Welfare

NSPH (Swedish Partnership for Mental Health), Nationell Samverkan for
Psykisk Hélsa

PHAS Public Health Agency of Sweden

PHC Primary Health Care

PHN Public Health Nurse

RN Registered Nurse

SALAR Swedish Agency of Local Authorities and Regions
SAHCA Swedish Agency for Health and Care Analysis

SOuU (Swedish Government of Official Reports), Statens Offentliga
Utredningar

YLD Years Lived with Disability

WHO World Health Organisation
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Preface

Today’s primary and specialist mental health services provide a person-centred and
recovery-oriented, integrated care and support. However, professionals often
struggle to fully comprehend the underlying principles of person-centredness and to
genuinely deliver a recovery-oriented care. These challenges may hinder individuals
with mental health problems from achieving optimal health outcomes. This reflects
my own experience during my first years as a newly graduated Public health nurse.
I recognised an urgent need to deepen my understanding of how the current mental
health services were experienced, both from the perspective of professionals and
most, importantly, of individuals experiencing signs and symptoms of mental health
problems, in need of care and support and their views on how primary health care
could be improved were of particular interest.

The starting point of this thesis was thus an involvement with Public health nurses
and patients within Primary health care (PHC) which constitutes the first line of
mental health services in Sweden. This involvement resulted in my licentiate thesis
“Experiences of mental health encounters among Public Health Nurses and
patients: In the context of Primary Health Care” (Nilsson, 2023) based on In
Dialogue for Mental Health project (I dialog for psykisk hdilsa). As part of my
continuing towards a doctoral dissertation, I had the privilege of participating in the
co-production and feasibility stage of the Ups and Downs in Mental Health -
Flexible Assertive Community Trial trial (ISRCTNI11268588). In both projects, 1
worked in an interprofessional research environment united by a shared focus on
mental health, activity and participation. In alignment with this, the thesis provides
insights into the experiential knowledge in mental health services, drawing on the
perspectives of individuals who has experience- based knowledge of primary and/or
specialist services for their mental health problems, as well as professionals and
other mental health service providers.

Learning from and integrating the experiences of all participants into scientific
knowledge has been invaluable for my professional development. It has shaped my
clinical orientation as a Public health nurse, currently working in a primary and
secondary school setting, and has culminated in this doctoral dissertation. My point
of departure has over the course of my academic journey expanded from an initial
focus on professional ethics, centred on promoting health, preventing illness,
restoring health, and alleviating suffering, whether physical or mental, which lies at
the heart of clinical practice, to incorporating the philosophical ethics of Paul
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Ricoeur (Ricoeur, 1992) and interpreted by Kristensson Uggla (2011). Ricoeurs’
concept Homo Capax explores the fundamental question of who a person is.
Ultimately, it is the professional who must first reflect upon this question, drawing
on their own professional expertise and in partnership, use the person’s story as the
point of departure. This thesis marks the conclusion of one chapter and the
beginning of another, and with it, I carry forward the insights, questions, and
commitments that will continue to shape my work as both a Public health nurse and
a researcher.
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Introduction

Self-reported Mental Health Problems (MHP) have increased over time in Northern
Europe (Hagquist et al., 2019; Potrebny et al., 2017; Public Health Agency of
Sweden (PHAS), 2024) and most individuals experiencing mental illness in Sweden
are treated within primary Mental Health Services (MHS) (Milos-Nymberg et al.,
2023; Sundquist et al., 2017). Moral helping behaviours, such as caring, are shaped
by prevailing cultural values and perceptions of who bears responsibility for
supporting individuals with MHP (Pope et al., 2018). However, caring is understood
within the caring sciences not merely as a helping act, but as a relational and ethical
practice grounded in empathy, presence, and an understanding of the other’s lived
experience (Lindwall & Lohne, 2021; Martinsen, 2000). Individuals seeking care
often emphasise the importance of building relationships and participating in their
care (Nerurkar et al., 2024; Newman et al., 2015; Parker et al., 2020). At the same
time, mental health service providers report a lack of knowledge, time, and
resources to fully engage in meaningful encounters with these individuals (Adams
et al., 2021; Bjorkman et al., 2018; Janldv et al., 2018). Today’s transformation
towards person-centred and recovery-oriented MHS, grounded in what individuals
themselves regard as a meaningful life (Hdkansson Eklund et al., 2019; Leamy et
al., 2011; WHO, 2025), is therefore not being realised. This gap highlights the need
for a deeper understanding of the experience-based knowledge of both individuals
in need of these services as well as service providers within contemporary MHS.

Despite growing recognition of person-centredness and personal recovery, primary
and specialist MHS continue to prioritise medication and medical treatment, largely
shaped by tradition and established norms (Bejerholm & Roe, 2018; Nerurkar et al.,
2024; Parker et al., 2020; Patel et al., 2018; Saunders et al., 2019). Person-
centredness have proven to reduce signs and symptoms of aggregation among
individuals and improved concordance with prescribed medications for psychosis
(Ballard et al., 2018; Rosettier et al., 2020). At the same time, it reduces the moral
distress experienced by mental health service providers and improves their working
conditions (Gustavsson et al., 2025).

The delivery of services embedding person-centredness, together with recovery-
oriented practices, is regarded as the provision of high quality care (Powell &
Rowen, 2022). Care and support are thus delivered within a quantitative framework
that draws on population-based research to estimate the risks and benefits of
interventions (Greenhalgh & Dijkstra, 2024; van Os et al., 2019). While such

23



evidence guides service providers in their decision-making and in delivering
appropriate care and support to individuals, there remains limited knowledge about
how these approaches shape a person’s experience of being a “patient” and a
“service user” (Greenhalgh & Dijkstra, 2024; Swedish Agency for Health Care and
Analysis (SACHA), 2025a). A complementary qualitative perspective is thus
needed to enhance high quality service delivery in alignment with the Evidence-
Based Practice (EBP) model (National Board of Health and Welfare (NBHW),
2025; Melnyk et al., 2010).

A person in need of services provided in primary and specialist MHS for their MHP
is referred to in this thesis as an individual with MHP with a focus on their unique
knowledge and attributes. This choice is made because person may imply a plural
form when referring to many people, which can unintentionally resemble a
collectivist perspective, whereas individual can be consistently applied to denote
multiple individuals without altering its meaning. While, the term patient is
acknowledged as a suffering human being i.e., physically located within a healthcare
environment traditionally focused on somatic treatment and curative services
(Hedman, 2020). A service user refers to a person with MHP who requires both care
and support across primary and specialist MHS and the broader welfare system
(NBHW, 2024a, World Health Organisation (WHO), 2016). While mental health
service providers refer to mental health workers (Blay & Roche, 2020; Roche et al.,
2021), professionals and managers within these settings. Each person in this thesis,
whether referred to as an individual, participant, patient, or service user, mental
health worker, professional, mental health provider, is recognised as a person with
capabilities, a unique contributor with personal stories of MHS (Kristensson Uggla,
2011; 2022, Ricouer, 1992). Thus, due to described linguistic constraints above, this
thesis uses the term individual to refer to a person.

A central concept in this thesis is experiential knowledge, which refers to the unique
insight that emerges from experience-based, lived experience and complements
traditional professional and scientific forms of knowledge (Castro et al., 2019).
Experiential knowledge offers valuable insights that can improve service delivery
(Castro et al., 2019; Ocloo & Matthews, 2016), inform the development of clinical
practice guidelines (Bryant et al., 2022), and bridge the gap between theoretical
framework and the realities of clinical practice (Abelsson et al., 2024). In clinical
practice, professionals must navigate the balance between human rights and ethical
principles in every encounter (Ventura et al., 2021). One way of strengthening
encounters and the relationships between individuals in need of care and the
professionals involved is through recovery-oriented and integrated models of care
and support (Borgh et al., 2024). However, research evidence alone is not sufficient
to change in clinical practice; it must be considered in relation to contextual factors
and professional judgement (Melnyk et al., 2010).

Therefore, supporting the transition towards person-centred and recovery-oriented
care and support requires active involvement with those who have experiential
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knowledge of primary and specialist MHS (Ekman, 2022; Skivington et al., 2021).
By exploring the experiential knowledge of both those requiring care for their MHP
and those providing is essential for understanding current service provision. Such
understanding is crucial for shaping future person-centred and recovery-oriented,
integrated models of care and support such as the implementation of the Flexible
Assertive Community Treatment (FACT) (van Veldhusien & Bahler, 2015), as well
as for informing contemporary clinical practice within Swedish MHS.

This thesis contributes to the existing body of knowledge within the experience-
based tradition of the health sciences, approached through a caring science
perspective. Caring science, understood as a human science (Martinsen, 2000),
embodies a deliberate and intentional stance, an attitude, decision, and guiding
principle that informs professional behaviours and actions (Damiano, 2024;
Martinsen, 2000). The insights presented in this thesis may be of value to a range of
mental health stakeholders, including policymakers, politicians, researchers, patient
and service user organisations, and healthcare managers, when reflecting on current
care provision and envisioning the future of both primary and specialist MHS.
Furthermore, this knowledge may also support a person with perceived MHP,
patients and service users in making sense of their own experiences of seeking and
receiving care and support within these services.
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Theoretical framework

This thesis adopts the capability approach proposed by Nussbaum (2013) from a
societal perspective, asserting that society holds the responsibility and moral
obligation to support and provide individuals with opportunities to live a full life.
To further understand this perspective, the ethical foundation of personhood defined
by Ricoeur (1992), later discussed and elaborated by Kristensson Uggla (2011;
2022) was chosen. Ricoeur emphasized that a person is capable and strives for “a
good life with and for others, in just institutions” (Ricoeur, 1992, p 172).
Furthermore, as the context of this thesis concerns the care and support of
individuals with experiencing signs and symptoms of MHP, a caring perspective
developed by Martinsen (2000) was adopted to establish the ethical and moral stance
for mental health service providers, enabling them to support individuals with MHP
fulfil this societal promise of a meaningful life. These perspectives taken together
provide an alternative framework for conceptualising quality of life, highlighting
the opportunities available to individuals at the societal level within the context of
care and support based on their unique capabilities (Bloodworth, 2006; Nussbaum,
2013). These perspectives will be presented in this order.

The provision of individually tailored care and support -
a matter of social justice

Nussbaum (2013) describes society’s responsibility to provide opportunities based
on individual capabilities framing capabilities in relation of social justice - The
Capabilities approach in line with Ricoeur (1992) and interpreted by Kristensson
Uggla (2011; 2022). Emphasis is placed on the uniqueness of a person, individual
capabilities (Kristensson-Uggla, 2011, 2022; Nussbaum, 2013; Ricoeur, 1992),
which do not necessarily align with opportunities for each person in a group of
people (collectivism) (Nussbaum, 2013). Diverging views regarding who holds
responsibility for supporting individuals with MHP may lead to gaps in the
provision of appropriate care and support (Pope et al., 2018). Decisions surrounding
care provision at the societal level are shaped by current legislation, policies, and
prevailing public attitudes toward healthcare. The Capability Approach addresses
structural injustice and inequality, particularly where discrimination and
marginalisation persist (Nussbaum, 2013). By creating real opportunities for
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individuals, this approach offers a framework that can guide health policy and
support the embedding of person-centred, recovery-oriented, and integrated
services. Therefore, by exploring the experiential knowledge of individuals who
require care and support for their MHP, as well as that of the care providers within
primary and specialist MHS who deliver such care and support, a deeper
understanding of the societal opportunities available to individuals experiencing
MHP can be strengthened. It may also contribute to the transition towards
person-centred and recovery-oriented care and support, as well as to the future
development of integrated MHS, with the intention of enhancing social justice.

The Capability Approach

Life — Having the opportunity to live a full life, not cut short or diminished to the
point where it no longer feels worth living.

Bodily Health — Access to good physical health and healthcare.

Bodily Integrity — Freedom of movement, protection from violence, and
autonomy over one’s own body.

Senses, Imagination and Thought — The ability to use one’s senses, to
imagine, think, and reason in a way that reflects human dignity, supported by a
well-rounded education.

Emotions — The capacity to develop and express emotions, particularly
through meaningful relationships and attachments.

Practical Reason — The ability to reflect on one’s life, form personal values,
and make considered life choices.

Affiliation — The ability to live with others in mutual respect and dignity, free
from humiliation and discrimination, supported by social and legal protections.

Other Species — The ability to live in harmony with nature and other living
beings.

Play — Having the freedom to enjoy leisure, play, and recreational activities.

Control over One’s Environment — The ability to participate in political
decisions and to have control over one’s material surroundings, including the
right to own property.

Nussbaum, 2013
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Viewing the role of being a patient or a service user
through individual capabilities

The patient is a role accepted and imposed within healthcare, often positioning the
individual as a passive recipient of care (Hedman, 2020). Based on the role defined
as a patient, the user movement encouraged individuals to move beyond being
passive service recipients of opinions and instead become active negotiators of
change (Pilgrim & Waldron, 1998). This shift was influenced by developments in
service provision, deinstitutionalisation, the legitimacy of biomedical theory and
practice, and the rise of consumerism in healthcare. Service user involvement has
evolved since this shift started, and five key attributes have been identified: person-
centredness, informed decision-making, advocacy, obtaining service user views and
feedback, and working in partnership (Millar et al., 2016). One of the most profound
challenges of suffering arises when an individual in need of MHS is viewed as not
capable. Person-centredness emphasises the ontological distinction between being
regarded as a patient or service user and being recognised as a person. It seeks to
deepen the understanding of human capabilities by recognising human as a capable
being, that is, Homo Capax, with an understanding of who by the answer- the self
(Ricoeur, 1992).

s who speaks—expressing themselves and making themselves understood
by others

¢ who acts—shaping the world through their actions

% who reflects—considering and evaluating their own actions, morally
responsible

Furthermore, Ricoeur’s notion of Homo Capax, as outlined in the philosophical
framework The Little Ethics (Kristensson Uggla, 2011; 2022; Ricoeur, 1992), is
closely linked to interpersonal relations. A person’s narrative is understood in this
theory of the Narrative act as socially constructed and shaped by the surrounding
environment. Ricoeur further emphasises that when a person speaks or acts, it may
seem that others understand them, without recognizing that the speaker or agent
carries a history and indeed embodies their own history (Ricouer, 1992). He
contrasts the unchanging identity (idem) with the changing identity (ipse), both of
which unfold within the constraints of actual circumstances and evolve over time —
surrounding community.

This understanding shapes how people are treated in caring settings, how decisions
are made, and how empathy is expressed. A strong connection exists between a
person’s story and their actions. To truly understand experiential knowledge, it is
essential to grasp the depth and complexity of their narrative and how it informs
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their actions. This deeper understanding emerges through exploring the meaning
and interpretation of actions as they unfold in a narrative form. Opening dialogue
about their experiences also reveal vulnerabilities, which in turn calls for
responsibility (Yeo et al., 2022). For health professionals, a person’s story should
inform a richer understanding of their reality and support meaningfulness in the
delivery of a person-centred care (Hakansson Eklund et al., 2019). Thus, being
person-centred is considered an ethical act (Allerby et al., 2022; Ekman, 2022;
Ekman et al., 2011; Kristensson Uggla, 2022, Ricoeur, 1992), grounded in Ricoeur’s
philosophical principles. Recognition and respectful care are not always extended
to all patient groups (Ekman, 2022), as described by individuals with MHP
(Richards et al., 2019).

Current services are often structured around a collectivist approach, described by
Greenhalgh and Dijkstra (2024) as a 'one-size-fits-all' model. This suggests that
today’s services frequently lack the capacity to deliver care and support tailored to
individual capabilities (Sundler et al., 2020; Sundler et al., 2022). On the other hand,
Kristensson Uggla (2022), drawing on Ricoeur’s philosophical framework The
Little ethics, highlights personalism as a view of personhood in which one sees
oneself in another emphasising shared human similarities. There is thus no inherent
contradiction within person-centred care between collectivism, often associated
with medicine, biomedical aspects, and disease and personalism, linked to caring
and the perceived experience of ill health. Rather, these dimensions are equally
important dimensions that enable health-promotive and caring interventions to be
realised through the empowerment of human capabilities (Wallstrém & Ekman,
2018). There is thus an urgent need to explore the experiential knowledge of
individuals with MHP within both primary and specialist MHS, to better understand
how services might be adapted to meet their needs. Within the context of this thesis,
whether one is experiencing signs and symptoms of MHP, or working as a mental
health service provider, or conducting research in a service setting, these roles shape
human experiences and influence the interpretation of them (Kristensson Uggla,
2011; 2022).

Caring science - to explore human health experiences

Caring is regarded in this thesis as a human science and an interprofessional
endeavour (Kirkevold, 1997), in line with Norwegian scholar Kari Martinsen’s
understanding of caring (Martinsen, 2000). She focuses on the interpersonal
relationship between the individual experiencing illness and the mental health
service provider, where ethics, morality, and culture converge, and human beings
are understood as fundamentally interdependent (Martinsen, 2000). Caring involves
making professional assessments based on an understanding of the individual's
situation and the roots of their suffering, followed by actions focused on alleviating
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it (Kirkevold, 1997; Martinsen, 2000). The moral and relational dimensions of
caring can therefore not be separated from its practical application.

Furthermore, Martinsen rejects the notion of a positivistic view of knowledge i.e.,
primarily based on observable facts and logical reasoning (Martinsen, 2000). She
argues instead that phenomena exist because they are experienced, and that, as
human beings, we must know or believe in them in order to function within a given
society. This perspective aligns with phenomenological epistemology, in which the
researcher seeks to set aside their own preconceptions and understandings when
exploring a phenomenon (Moon & Blackman, 2014). At the same time, Martinsen
acknowledges that patterns of knowledge and meaning are transmitted across
generations (Martinsen, 2000), with a historical perspective always present. This
reflects a constructivist epistemology, in which experiences are inseparable from
their context and are shaped by it (Moon & Blackman, 2014).

Caring emphasises the notion of experiential knowledge, when striving to
understand the patient/service user (Kirkevold, 1997). Professionals in healthcare
are guided by a moral and ethical stance to engage with the perspective of the
suffering individual (Kirkevold, 1997; Martinsen, 2000). This philosophy of caring
is situated within the scientific fields of natural science (biomedical aspects) and
ethics (Kirkevold, 1997). It also resonates with the ongoing shift from patient-
centred to person-centred and recovery-oriented services, which seeks to provide
care and support based on what the individual considers a meaningful life
(Hékansson Eklund et al., 2019; Leamy et al., 2011, WHO, 2025).

Summary

Those in society who require additional support to cross the threshold of being able
to choose and act should be given the help they need to do so (Nussbaum, 2013;
Martinsen, 2000). Conversely, those with greater opportunities to act and hold
agency often possess greater power within human relationships (Martinsen, 2000).
Exploring experiential knowledge within MHS thus involves examining the
meaning of caring as it is expressed in human health experiences. This includes
addressing philosophical and empirical questions in this thesis such as: What does
it mean to be an individual with MHP within primary MHS? How do such
individuals experience current care within specialist MHS, and how do they view
recovery-oriented and integrated models of care and support? In other words, to
understand the experiential knowledge of both individuals who requires care and
support for their MHP, but also mental health service providers working in those
services.
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Capability
approach - Societal
level

Caring- love to
another

Figure 1. Theoretical foundations in this thesis for health and welfare practice grounded in human
capabilities and caring. The theoretical perspectives build on the Capability Approach (Nussbaum, 2013) at a
societal level, grounded in the concept of the human as capable, Homo Capax (Ricoeur, 1992; Kristensson Uggla,
2011). These perspectives are further supported by an understanding of Caring as a relational and ethical foundation
for all care and support services where the experience-based knowledge of a person is central (Kirkevold, 1997;

Martinsen, 2000).
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Background

Experiential knowledge: what, why, and who is it for?

The concept of experiential knowledge in this thesis (Castro et al., 2019) provides
insight into what it is like to encounter primary and specialist MHS, why these
encounters unfold as they do, and for whom such knowledge may be of value.
Experiential knowledge can be understood as the processed and articulated form of
insight that emerges from lived experience, made meaningful within the relational,
social, and institutional contexts in which it is developed (Castro et al., 2019;
Ekman, 2022; Kristensson- Uggla, 2022; Martinsen, 2000).

Experiential knowledge should be understood as the outcome of, or an encounter
between, the individual and the world (Casey, 2023). Casey extends this view by
suggesting that the world is multifaceted, meaning that a person’s experiences
reveal certain aspects of it while leaving others concealed. In this sense, their
experiential accounts capture only a partial view of reality (Casey, 2023).

Within healthcare contexts, individuals’ experiential knowledge may be placed at
the centre of debates on exclusion and inequality. It may also contribute to
misunderstandings of person-centredness (Kristensson Uggla, 2022), caring
practices (Kirkevold, 1997; Martinsen, 2000), and personal recovery (Leamy et al.,
2011; Slade et al., 2012), as well as the EBP-model (Melnyk et al., 2010), all of
which emphasise individual experiences, views, preferences and wishes. Such
misunderstandings may lead to the perception of the person in need of services as
‘almighty’ regarding decisions about their planned care and support (Kristensson
Uggla, 2022). However, a person’s narratives should be viewed through Ricoeur’s
narrative act, which means that their experience becomes understandable as a
narrative and can be regarded as interpreted, meaning-making knowledge about
human experience. However, if the essence of subjectivity of experience-based
knowledge is not acknowledged within MHS, meaningful forms of human
knowledge risk being excluded from the outset (Casey, 2023).

Borkman (1976) distinguishes between two forms of experiential knowledge, in this
thesis, that of individuals with MHP and that of mental health service providers.
Experiential knowledge of individuals with MHP is rooted in holistic, subjective
reflection (wisdom) and immediate specific action and practical knowledge,
whereas service providers experiential knowledge is grounded on theory, systematic
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frameworks, and the long-term accumulation of academic expertise. Furthermore,
in this thesis their stories or narratives are used to generate scientific knowledge in
the form of experiential knowledge. This form of scientific knowledge can
contribute to the development of a shared language and foster a sense of belonging
(Grundman et al., 2021).

EBP integrates the best available evidence from high-quality empirical research
with professional expertise, as well as data and preferences and values from the
individual with perceived ill health (NBHW, 2025; Melnyk et al., 2014; Saunders
et al., 2019). The principles represent essential sources of knowledge for all
professionals across disciplines and MHS (Melnyk et al., 2014; Saunders et al.,
2019). By valuing all three knowledge elements equally, professionals can develop
a more comprehensive understanding (O'Shea et al., 2019). There is currently a lack
of EBP initiatives addressing critical healthcare challenges such as mental health
(Connor et al., 2023). van Os and colleagues (2019) argue that the EBP-model has
contributed to biomedical dominance within MHS, as it emphasises technical skills
and specialised knowledge. However, complex MHP emphasises participation and
existential domains, there is therefore, a need to align services more closely with
individuals’ wishes and needs (Dwivedi et al., 2025; Oliver et al., 2026). Generating
experiential knowledge of individuals with MHP is, therefore, crucial when
informing current services.

Experiential knowledge is conceptualised differently in research depending on the
context and culture, e.g., user involvement, patient engagement, patient
participation, and patient and public involvement (Castro et al., 2019; Halloy et al.,
2023; Jorgensen & Rendtorff, 2018; Miah et al., 2019; Westerink et al., 2023).
Experiential knowledge is currently recognised as one key foundation of high
quality care (Ballard et al., 2018; Bombard et al., 2018; WHO, 2025), contributing
to valuable insights into how phenomena are interpretated (Castro et al., 2019).
However, there are still barriers that limit its full potential to enrich and empower
health policies, processes and practices (NBHW, 2020; Saunders et al., 2019;
Westerink et al., 2023).

By recognising and integrating experiential knowledge, services can better
understand the experiences of their recipients, thereby improving the design,
delivery, and responsiveness of care and support (van Os et al., 2019; WHO, 2025).
The present thesis thus aims to contribute scientific insights into experiential
knowledge in mental health. By exploring mental health service providers and
individuals with MHP, their needs, wishes, and preferences, the intention is that
these scientific insights will create the conditions for service providers to deliver
EBP within both primary and specialist MHS.
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Mental health and mental health problems- evolving
concepts

People face challenges that affect their mental health and well-being across
countries and societies, and, in some cases, these lead to a diagnosis of mental illness
(Olafsdottir, 2019; WHO, 2022), comorbidity (Saha et al., 2021), and suicide
(Holmstrand et al., 2015; Saha et al., 2021). According to Manwell et al. (2015), the
core concepts of mental health are predominantly centred on the individual,
particularly on a person’s capacity and ability to make choices when interacting with
society. This aligns with the WHO’s (2003) definition of mental health. However,
the definition of good mental health encompasses different core domains such as
Mental Health Literacy (MHL), attitudes towards complex MHP, self-perceptions
and values, cognitive abilities, academic and occupational performance, behaviours,
self- management strategies, social abilities, family and significant relationships,
physical health, sexual health, meaning of life and quality of life (Fusar-Poli et al.,
2020). Furthermore, beliefs about mental health are culturally determined and
culture-specific, which adds to its complexity and multifaceted nature as a
phenomenon (Ahuvia et al., 2024; Manwell et al., 2015). Such recognition
acknowledges that individuals may hold multiple beliefs simultaneously and are
more likely to prefer and engage with MHS that align with those beliefs (Ahuvia et
al., 2024). It may also constitute a contributing factor in shaping perceptions of
responsibility for meeting needs and maintaining health, particularly for individuals
with MHP (Pope et al., 2018)

The World Health Organisations’ definition of mental health.

“Mental health is a state of well-being in which an individual realizes his or her
own abilities, can cope with the normal stresses of life, can work productively
and fruitfully, and is able to make a contribution to his or her community”

(WHO, 2003).

The definition of MHP similarly encompasses a broad spectrum, ranging from
everyday challenges to complex MHP (WHO, 2022). Individuals with complex
MHP are typically characterised by the severity and duration of symptoms of MHP,
the level of service involvement, and the presence of at least one primary mental
health illness (Harvey et al., 2023). Mental health symptoms, such as anxiety and
sleep disturbances, are often perceived as physical complaints, prompting
individuals to seek care in “traditional” physical healthcare settings (Spurrier et al.,
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2022). Physical health illness such as coronary heart disease and diabetes mellitus
are also commonly observed among patients with MHP (Fogarty et al., 2021).
Notably, signs and symptoms of physical health problems are more frequently the
cause of hospitalisation in individuals with depression than the psychiatric illness
itself (Frank et al., 2023). This underscores the importance of structuring care and
support around a holistic approach (Frisch & Rabinowitsch, 2019; Ohrnberger et
al., 2017), particularly given that comorbidities such as mood and anxiety disorders
are among the most prevalent (Fogarty et al., 2021; Saha et al., 2021).

Prevalence and patterns of mental health problems

Globally, 11.5% of individuals aged 5 to 24 have experienced at least one mental
illness (Kieling et al., 2024), and by the age of 75, more than half the population
will have encountered common mental health illnesses such as anxiety, depression,
or substance-related illness (McGrath et al., 2023). Complex MHP rank among the
top ten causes of the global burden of disease and account for an estimated 20.3%
of Years Lived with Disability (YLD), with one quarter of the cases occurring before
the age of 25 (Global Burden of Disease, 2022; Kieling et al., 2024). Reducing the
global burden of MHP is thus an increasing public health concern and priority
(Kieling et al., 2024; Piao et al., 2022; Rehm & Shield, 2019; Wainberg et al., 2017).
Concerns have also been raised about the impact of the Covid-19 pandemic. Public
health policies, such as social distancing and school lockdowns were predicted to
increase the prevalence of MHP and the risk of complex MHP among young people
worldwide, thereby overloading already strained MHS (Clemens et al., 2020; Piao
et al., 2022). However, to the best of our knowledge, current studies provide mixed
results and should be interpreted with caution (Sun et al., 2023). Self-reported MHP
have increased in Sweden, mainly among adolescents and young adults (Hagquist
et al., 2019; Potrebny et al., 2017; PHAS, 2024). Experiencing MHP as a young
adult is associated with an increased likelihood of long-term consequences, such as
weak attachment to the labour market and dependence on disability and activity
compensation (NBHW, 2021a).

One billion people worldwide are affected by complex MHP, which account for
around 20% of Disability-Adjusted Life Years (DALYs) (Rehm & Shield, 2019).
Current prevalence statistics continue to rely on traditional and established
diagnostic classifications, such as the International Classification of Diseases, 11th
edition (ICD-11) (Gaebel et al., 2020), and the Diagnostic and Statistical Manual
of Mental Disorders, 5th edition, Text Revision (DSM-5-TR) (First et al., 2023).
While these frameworks remain central, they are gradually evolving to incorporate
the subjective experiences of individuals (First et al., 2023; Gaebel et al., 2020). It
is therefore important to enhance experiential knowledge of individuals with MHP
within primary MHS while also examining current care and support for individuals
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with complex MHP in specialist MHS. Their experiential knowledge is not only
important for ensuring the legitimacy and sustainability of future interventions
(Aarons et al., 2011; Skivington et al., 2021), but also for enriching the scientific
field of experiential knowledge in mental health (WHO, 2025). Given the varying
and often overlapping definitions of mental health and MHP, this thesis focuses on
the individuals’ own perceptions of their experiences with MHP, as well as their
perceived need for care and support within both primary and specialist MHS.

The provision of a person-centred care and recovery-
oriented services

The WHO (2008) called for a global shift towards person-centred care within
healthcare services in the early 2000s. However, psychologist Carl Rogers in the
context of mental health, argued already in 1963 that psychology was becoming
capable of engaging with a broader reality, one that included the person and
perspective of both the observer and the observed, rather than maintaining a solitary
focus on behaviour (Rogers, 1963). Most current mental health policies and
guidelines advocate for the delivery of person-centred care within primary and
specialist MHS (NBHW, 2024b). However, each organisation needs to incorporate
person-centredness in their own way, working closely with professionals and
patients/service users within their services (Britten et al., 2020).

This shift aligns with a broader societal consensus on the need for a more holistic
healthcare in which individuals are encouraged to use their experiences of care,
capabilities, and resources to actively participate in the transition towards person-
centred care models (Ekman, 2022). Ekman and colleagues introduced
person-centred care into Swedish healthcare in 2011 (Ekman et al., 2011), outlining
three core routines for its implementation, which have since become foundational
for the development of healthcare services. It has later been labelled the Gothenburg
model of person-centred care (Britten et al., 2020). The three core routines involve
initiating a partnership through the patient’s or service user’s narrative, safeguarding
this partnership through shared decision-making, and documenting it in an
individualised care plan (Ekman, 2022; Josephsson et al., 2022). The core principle
underlying these routines is partnership, which ensures that care and support are
perceived as person-centred (Ekman, 2022; Ekman et al., 2011; Staniszewska et al.,
2019), in alignment with the attributes of the service user involvement movement
(Millar et al., 2016; Pilgrim & Waldron, 1998).

This development is accompanied in Sweden by attempts to incorporate recovery-
oriented approaches into mental health policies (Bejerholm et al., 2022; Delaney,
2012). The concept of personal recovery is embedded within these services as a ‘a
deeply personal, unique process of changing one’s attitudes, values, feelings, goals,
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skills, and/or roles, a way of living a satisfying, hopeful, and contributing life even
with limitations caused by illness’ (Anthony, 1993). Personal recovery is
increasingly being distinguished as separate from clinical recovery (Bejerholm &
Roe, 2018; Slade et al., 2012; WHO, 2025). While clinical recovery focuses on
symptom reduction and functional improvement, personal recovery refers to an
individual’s journey towards building a meaningful and fulfilling life despite
ongoing MHP (McLure et al., 2023). Core concepts in personal recovery are
individual participation in everyday life and the strengthening of self-agency
(Ridgway, 2001).

The CHIME framework, Connectedness, Hope and optimism for the future,
Identity, Meaning in life, and Empowerment, was developed as a synthesis of a
substantial body of qualitative research studies exploring what recovery means for
individuals living with severe MHP (Leamy et al., 2011). It represents an evidence-
based conceptualisation of personal recovery, capturing key internal processes that
service users themselves identify as central to their recovery journey (Leamy et al.,
2011; Slade et al., 2012). Recovery-oriented services involve creating a safe and
respectful environment where individuals with MHP are recognised as more than
their diagnoses (Chatwiriyaphong et al., 2024). Professionals can foster hope by
identifying individuals’ strengths, supporting identity development, and helping
them find meaning in life despite their mental health challenges (Hillborg et al.,
2020; Leamy et al., 2011; Liljeholm & Bejerholm, 2020; Liljeholm et al., 2020;
Liljeholm et al., 2022; Slade et al., 2012) and the first point of contact in primary
MHS play a crucial role in supporting individuals’ recovery (Bristow et al., 2011).
Professional attitudes and norms play a crucial role in the successful implementation
of these services (Harkko et al., 2023; Svensson et al., 2017).

Despite these developments, the economic foundation and organizational structures
of Swedish healthcare continue to prioritise more traditional forms of patient-
centred care (Swedish Agency of Local Authorities and Regions (SALAR), 2023).
A Swedish standard for participation in healthcare - minimum requirements for
person-centred care, was published in 2020 to provide solutions to recurrent
problems (Swedish Standards Institute, 2020). There thus remains a recognised need
to allocate adequate resources to promote and protect the individuals’ mental health
and well-being (Mahomed, 2020). With the aim of understanding how care is
currently delivered within MHS in Sweden, it may be assumed that a shift towards
person-centred care is underway across healthcare in general, and that recovery-
oriented interventions are particularly being developed within MHS. Both concepts
stem from a perspective that complements the traditional biomedical aspects,
incorporating a qualitative approach in which experiential knowledge is essential
and equally valued, which is also emphasised within the EBP model (Melnyk et al.,
2010; van Os et al., 2019). However, both approaches require organisational change
to provide the prerequisites for delivery in order to be fully implemented
(Chatwiriyaphong et al., 2024; Ekman, 2022).
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One way of promoting person-centredness within specialist MHS has been through
introducing recovery-oriented, evidence-based practices that are incorporated
within structures of the integrated, care and support model, FACT. FACT has
subsequently been widely implemented both in Sweden and internationally
(Svensson et al., 2017; Trane et al., 2017; van Veldhuizen & Bahler, 2015).
Examples of evidence-based recovery-oriented practices are among others, the
Individual Placement Support (IPS) (Bejerholm et al., 2015) and the Supported
Education with IPS (Hillborg et al., 2024). FACT model is now being implemented
in Swedish general psychiatry context within specialist MHS in the project Ups and
Downs in Mental Health. To explore how the FACT model may need to be adapted,
it is essential to understand both the experiential knowledge of mental health service
providers and the first-hand accounts of individuals receiving care and support, in
alignment with the feasibility stages outlined in the Medical Research Council’s
framework for complex interventions (Skivington et al., 2021). While it is also
crucial in relation to current primary and specialist MHS, it is important to explore
the care pathways experienced by individuals as they navigate both levels of care
for their MHP. This exploration should encompass their stories of current care, and
their views and needs regarding the future implementation of person-centredness
with recovery-oriented, integrated models of care and support.

Implementing person - centred and recovery-oriented
care: Barriers and facilitators

To support the implementation of a person-centred care and recovery-oriented
services, it is necessary to address the dominance of the biomedical aspects.
Achieving such a transformation, there is a need for outreach facilitation, leadership
training, financial investment, and the promotion of interprofessional team activities
(Russell et al., 2018). Current literature identifies limited organisational capacity,
lack of resources, and health professionals’ attitudes as the most common barriers
(Chatwiriyaphong et al., 2024; Lorien et al., 2020; Russell et al., 2018). Another
well-documented barrier to implementing a person-centred and recovery-oriented
framework is the presence of stereotypical attitudes among mental health service
providers (Moore et al., 2017; Stumbo et al., 2018). One such attitude is the assertion
that “we’re already person-centred”, which often reflects a traditional patient-
centred approach (Ekman, 2022). Another is the defeatist view towards individuals
with complex MHP, which can hinder the adoption of person-centred and recovery-
oriented approaches (Stumbo et al., 2018).

Mental health service providers often find themselves caught between theoretical
ideals and practical realities (Abelsson et al., 2024) constantly navigating human
rights and ethical values in each encounter (Ventura et al., 2021). Yet, successful
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implementation of person-centred and recovery-oriented delivery of services is not
solely dependent on interactions with professionals (Bejerholm et al., 2022;
Davidson et al., 2021; Moore et al., 2017).

Previous research has shown that the organisational context of the services can act
either as a facilitator or a barrier to establishing and sustaining relationships between
the individual with MHP and health professionals (Bejerholm et al., 2022; Bergmark
et al., 2018; Le Boutillier et al., 2015; Lorien et al., 2020; Merner et al., 2023; Moore
et al., 2017; Slade et al., 2014; Staniszewska et al., 2019). There still remains a need
for experiential knowledge to support professionals in their daily practice (Raj, 2022),
even though mental health service providers play a crucial role in safeguarding
individuals’ rights to their perceived health (Santana et al., 2018; Ventura et al., 2021).
Their understanding is often shaped by personal experiences with MHP, with those
holding positive attitudes, frequently influenced by their own or significant other
experiences, and demonstrating lower levels of stigma. Integrated MHS which both
adhere to clinical recovery (biomedical aspects) and personal (CHIME) recovery are
more likely to succeed than those advocating for radical changes to existing clinical
practices (Lorien et al., 2020). A similar result is seen during the implementation
stages of adopting person-centred care (Ekman, 2022).

Within a recovery-oriented, integrated service, the focus shifts from symptom
reduction to collaborative engagement, addressing mental health needs that may
hinder the pursuit of personal goals (Klodnick et al., 2021). By creating caring
environments that foster individual empowerment, to be included, involved and in
control of their care the support of recovery-oriented services can be embedded
(Leamy et al., 2011; Slade et al., 2012). Even with recovery-oriented integrated
services in place, barriers to interprofessional collaboration may persist (Beacham
et al., 2012; Roy et al., 2020), together with the challenge of embedding person-
centredness that fully includes individuals in need of care and support (Jergensen et
al., 2024). Additionally, variations in knowledge and competence across and within
services can lead to power imbalances and inconsistent practices, hindering
communication and the development of a shared working culture (Jorgensen et al.,
2021; Russell et al., 2018). It is therefore vital to incorporate the experiential
knowledge of individuals as well as mental health service providers (Jergensen et
al., 2021; Santana et al., 2018; WHO, 2022) of current services, when striving for a
person-centred, recovery-oriented integrated service delivery.

Experiential knowledge of accessing mental health
services

Seeking care and support from primary or specialist MHS is rarely a decision taken
lightly for individuals with experiential knowledge of signs and symptoms of MHP
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(Richards et al., 2019; Vandewalle et al., 2020). Individuals receiving care in
Swedish primary MHS for their MHP, have described their experiential knowledge
as “hiding behind a mask”, a coping strategy often employed while seeking care for
worry, anxiety, or similar symptoms related to long-term suffering (Arvidsdotter et
al., 2016). Research on help-seeking for unexplained symptoms highlights the
importance of encountering professionals who can help individuals make sense of
their experiences (Lidén et al., 2015). It is crucial that professionals recognise how
these symptoms limit their daily functioning. However, several barriers related to
unmet needs have been reported by individuals in primary MHS, including a lack
of trust in professionals (Lovén Wickman & Schmidt, 2023; Phelan et al., 2023), a
lack of continuity of care, insufficient treatment, and inadequate follow-up (Sundler
et al., 2020). Young adults with MHP often perceive primary MHS as more
competent and experts on physical ill health rather than mental health and therefore
seek elsewhere for support (Lovén Wickman & Schmidt, 2023). Young adults in
the study by Westberg et al. (2020) describe the healthcare system as fragmented
and difficult to navigate in, and call for an easy access primary MHS, free of charge.

Another concern is the lack of shared decision making, where service users describe
how professionals jumped to conclusions before they had fully expressed their
concerns. This left them feeling disempowered in decisions regarding their own care
(Dahlqvist Jonsson et al., 2015), which contributed to perceptions that symptoms
were being over-medicalised (Phelan et al., 2023).

Much of the Western world continues to face significant challenges related to unmet
needs within MHS (Corscadden et al., 2019; Olsson et al., 2021), such as continuity
of care and coordination in and between primary and specialist services (Ludvigsson
et al., 2025). Improving organizational capacity is sometimes described as the
'invisible hand' in health promotion practices (Nutbeam et al., 2024). The
organizational capacity of public health services is highlighted as an important
determinant of service performance, i.e., service delivery (Meyer et al., 2012). Thus,
empowering individuals with MHP is not currently regarded as a natural part of the
care provided by primary MHS for the general population (Haddad et al., 2005;
Moreno & Chhatwal, 2020). Even though there is evidence describing current
barriers and facilitators of accessing primary and specialist services for individuals
with MHP, there is still a need of experiential knowledge of current care and support
delivery (WHO, 2025) and their views of further development in alignment with
person-centredness and recovery-oriented practices. It is thus particularly urgent
within specialist MHS, where there is a growing call to reduce inpatient care for
individuals with MHP and promote person-centred, recovery-oriented, outreach,
and community-based models (WHO, 2022).
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Current mental health service delivery

Healthcare systems in a global perspective are organised and structured in every
varied ways to meet the mental health needs of their populations (WHO, 2022). The
responsibilities in Sweden are divided between 290 municipalities and 21 regional
health authorities, each with independent political governance (Janlov, et al., 2023;
Ludvigsson et al., 2025; SALAR, 2024a). The municipalities organise social
services, while the regional health authorities oversee primary and specialist MHS,
necessitating strong collaboration to ensure effective care and support (Silfverhielm
& Kamis-Gould, 2000). While Swedish specialist MHS are divided between two
main systems: specialist psychiatric care, which itself is split into four types of
organisations, including general psychiatry (for individuals aged 18 and over), child
and adolescent psychiatry, forensic psychiatry, and substance abuse psychiatry, all
provided by the regional health authorities; and general support services, which are
delivered through the municipal social welfare system (Silfverhielm & Kamis-
Gould, 2000; Silfverhielm & Stefansson, 2006). The Swedish healthcare system is
tax-funded, which reduces cost-related avoidance of healthcare (Ludvigsson et al.,
2025). Primary and specialist MHS whether concerning physical or MHP, situated
in-hospital or outreach services, is financed, organised, and provided by the regional
health authorities. However, the proportion of private primary and specialist
healthcare providers varies across the regional health authorities (Ludvigsson et al.,
2025; SALAR, 2024b; Swedish Association of Health and Social Care Providers,
2022). Half of all appointments to primary healthcare services are to privately
operated providers, and one fifth to private psychiatric services (Swedish
Association of Health and Social Care Providers, 2022). Although the accessibility
to primary services is generally high (Ludvigsson et al., 2025), challenges remain
in integrating MHS into primary healthcare contexts (Kim et al., 2023).

Ongoing transition of primary mental health services

The shift from inpatient to outreach-based primary services began in the mid-1970s
and Sweden now has the lowest number of inpatient beds per inhabitant in the
European Union (Janlov et al., 2023; Ludvigsson et al., 2025). The transition to
outreach MHS in Sweden began with the Mental Health reform in 1995
(Silfverhielm & Stefansson, 2006) and was further advanced by the Good quality,
local healthcare - A primary care reform (Swedish Government of official reports,
SOU 2020:19). Accessibility, continuity of care and active participation as essential
pillars of equitable primary healthcare provision was emphasized in this later reform
(SAHCA, 2025Db).
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Care has gradually moved closer to the individual, with less access to in-patient beds
and an increased emphasis on outpatient and primary care settings (Janlév et al.,
2023; Ludvigsson et al., 2025; NBHW, 2025; SALAR, 2024b). Individuals who
present with newly developed signs or symptoms of MHP, or with previously
unrecognised symptoms not requiring emergency care, are typically considered
patients within primary MHS (NBHW, 2025a). Healthcare services in general are
primarily guided by the lowest effective care level, shortly named ‘LEON’-
principal, meaning that the individual with MHP should be cared for at the lowest
level of care to meet their needs (NBHW, 2024b).

Primary MHS should provide a simple and swift pathway for anyone seeking
support and help for their MHP (NBHW, 2024a). Most individuals with complex
MHP are cared for in primary or specialist outreach services today (NBHW, 2024b).
However, the transition from specialist to outreach and/or primary MHS has and is
still faced with persistent challenges such as fragmented clinical information
systems, unclear role boundaries, limited capacity among providers and patients,
and insufficient organisational and leadership support (Ludvigsson et al., 2025; Kim
et al., 2023; NBHW, 2024a). The Good quality, local healthcare - a primary care
reform (SOU 2020:19) has strengthened the focus on person-centredness, health
promotion and preventive care, but there remains limited evidence regarding the
impact of these changes on the experiential knowledge of care and support among
patients and service users (SAHCA, 2025a, WHO, 2025).

Many countries recognise that integrating mental health professionals into
traditional PHC can improve access, patient experiences, and overall system
capacity (Kates et al., 2019). It has therefore been emphasized that primary MHS
must strengthen collaboration and consultation with specialist services (NBHW,
2024a). Further progress is needed to increase accessibility to care, particularly for
treatment and assessment, while persistent challenges remain in triage, assessment,
and diagnostics (NBHW, 2024a). This ongoing transition also calls for competence-
building initiatives among mental health service providers and the development of
a framework for managing MHP within primary care settings (NBHW, 2024a).
Informing this development through the experiential knowledge of individuals who
encounter primary MHS for their MHP and exploring the role of PHNSs as the first
point of contact within these services, is therefore crucial.

The role of registered and public health nurses as the
first point of contact

Globally, RNs who have a bachelor’s degree in nursing represent the largest non-
physician workforce in Primary MHS (Freund et al., 2015). MHP are a common
reason for individuals to contact primary MHS (NBHW, 2025a), where PHNs
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and/or RNs are frequently reported as the first point of contact (Bjorkman et al.,
2018; Hauger et al., 2025; Karlsson et al., 2021; Smith & Bevan, 2020; Sundler et
al., 2023). A great majority (89 percent) of individuals with MHP report having RN
as their initial point of contact in Swedish primary MHS, and 71 percent report
PHNs (NBHW, 2025a). Additionally, physical encounters between RNs or PHNs
and individuals in need of primary healthcare, are estimated to account for one third
of overall patient encounters in this context (SALAR, 2023). According to PHNs
individuals encountering Primary MHS for their MHP, exists in all age groups
(Bjorkman & Salzmann-Erikson, 2018). PHNs and RNs in a municipality setting
identify and provide early interventions to individuals with MHP (Heaslip et al.,
2023; Smith & Bevan, 2020). Neither PHNs nor RNs are formally defined as
psychosocial resources within Swedish primary MHS, despite being among the
most frequently reported professionals conducting initial assessments of individuals
seeking care and support for their MHP (NBHW, 2025a).

Key facts about public health nurses

Educational background: PHNs hold a bachelor’s degree as well as a one-
year master’s in nursing. (Benton & Shaffer, 2016; Dickson et al., 2015; Young
& Thompson, 2018, Swedish Society of Nursing, 2025)

Primary role: PHN main responsibility is to promote health and prevent iliness
from a public health perspective, working with individuals, groups, and
organisations i.e., primary, secondary, and tertiary health promotion and
preventive working field (Benton & Shaffer, 2016; Dickson et al., 2015; Griffith
& Tengnah, 2013; Young & Thompson, 2018)

Historical terminology: PHN are traditionally referred to as 'district nurses', a
designation that depends not only on their operation within a defined
geographical area but also on cultural and contextual factors (Burke, 2014;
Dickson et al., 2015; Young & Thompson, 2018).

Scope of practice: Traditionally, PHNs have worked within defined
geographical areas (Burke, 2014; Dickson et al., 2015; Young & Thompson,
2018). In Sweden, however, their role has shifted in line with changes in the
organisation of PHC. This thesis therefore recognises PHNs working across
various settings, including PHC centres, child health centres, and municipal
services such as school health and elderly care (Swedish Society of Nursing,
2025)

Nature of care: A commonly used phrase to describe their work is “caring for
families from cradle to grave.” (Dickson et al., 2015)

Patient experience: Encounters with PHNs are often perceived by patients as
respectful and person-centred. (Lundberg et al., 2020)
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RNs and specifically PHNs with their speciality in the provision of primary,
secondary and tertiary health promotion and preventive working field, play a critical
role when encountering individuals with MHP (Ventura et al., 2021). The scope of
PHN’ work is broad within primary MHS as noted in Key facts about public health
nurses. There is currently limited research within this setting, focusing on their
initial assessment and communication and decision-making during this process, but
the research is progressing (Grundberg et al., 2016; Moyes et al., 2024; Sundler et
al., 2023). Reports frequently highlight the challenges faced by RNs and PHN:s,
particularly their perceived lack of knowledge in addressing MHP (Bjorkman et al.,
2018; Grundberg et al., 2016; Janlov et al., 2018; Kaskoun & McCabe, 2022;
Lundin-Gurné et al., 2023; Loyttynen et al., 2023; Ostangard Olofsson & Lovén
Wickman, 2023). Individuals in need of care and support experience of nursing care
can significantly shape their overall satisfaction and perception of healthcare
delivery (de Rosis et al., 2021).

PHNs emphasise that a good first encounter is essential for building a trusting and
lasting relationship with individuals in need of care (Nygren Zotterman et al., 2015).
However, PHNs describe mental health encounters and health promotion activities
as lacking clear goals and report a lack of confidence, which necessitates
collaboration with others (Grundberg et al., 2016; Lundin Gurné et al., 2023;
Ostangérd Olofsson & Lovén Wickman, 2023). Given the steady increase in
individuals suffering from and needing care and support for their MHP in society
today, (PHAS, 2024) there is a need to strengthen the knowledge about how PHNs
can support individuals with MHP (Bjorkman et al., 2018; Bjorkman & Salzmann-
Erikson, 2018; Janlov et al., 2018; Loyttynen et al., 2023; Ostangéird Olofsson &
Lovén Wickman, 2023), by their experiential knowledge of encountering
individuals with MHP in the primary MHS context.

PHN’s knowledge, views, attitudes, and beliefs about mental health i.e., their MHL
(Jorm et al., 1997), may influence how they identify, explore, and respond to
situations involving individuals with MHP (Ventura et al., 2021). Furthermore, it
also affects their communication and interactions with patients during such
encounters (Hoglander et al., 2023). Low MHL among professionals may increase
the service gap and thus reduce opportunities for care and support for individuals
with MHP (Lovén Wickman & Schmidt, 2023). The Public Health Agency of
Sweden (PHAS, 2022) emphasises the importance of enhancing primary MHS
professionals’ competence in mental health and evidence-based interventions to
improve access for individuals with MHP. It is thus essential to deepen the
understanding of how PHNs’ knowledge, attitudes, and beliefs about mental health
influence their encounters with individuals with MHP within primary MHS.
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Professionals’ mental health literacy and the interplay of
relationships

The strong relationship between the individual and the professional is central to
experiences of good care and support across contexts and cultures (Borgh et al.,
2024; Rocelli et al., 2024; Roennfeldt et al., 2024; Sheridan Rains et al., 2021;
Vandewalle et al., 2020), and variously described as genuine, interpersonal,
therapeutic, or caring, and often framed as a partnership or alliance (Hartley et al.,
2020; Kane, 2015; Martinsen, 2000; Slade et al.,, 2014). Moreover, the
professionals’ relationships with services users’ significant others are also of
importance (Sjostrom et al., 2021). However, evidence on how to develop and
sustain such relationships remains limited (Hartley et al., 2020; Sundler et al., 2023).

The quality of encounters in MHS largely depends on professionals’ MHL, resulting
in varied outcomes (Lovén Wickman & Schmidt, 2023; Vandewalle et al., 2020).
MHL is according to Jorm et al. (1997) a person’s knowledge, views, attitudes, and
beliefs about mental health. Higher levels of MHL among professionals are
associated with reduced perceived stigma among individuals with MHP (Lexén &
Svensson, 2016; Svensson & Hansson, 2016). However, individuals with complex
MHP report non-helpful relationships in care contexts, describing professionals as
indifferent to their needs and well-being (Ljungberg et al., 2016). Such experiences
are particularly harmful given the vulnerability of individuals seeking care (Biringer
et al., 2017; Kuek et al., 2023; Richards et al., 2019) and their persistent fear of
encountering stigma (Trevillion et al., 2022; Wainberg et al., 2017).

Stigma remains a major barrier to seeking care and individuals frequently report fear
of being stigmatised (Clement et al., 2015; Trevillion et al., 2022; Wainberg et al.,
2017), a concern echoed by the Swedish Partnership for Mental Health (NSPH)
(NSPH, 2024). Experiencing stigma can lead to a loss of autonomy and
discrimination (Richards et al., 2019). Stigma is often internalised as self-stigma,
which may result in individuals avoiding or delaying seeking the care and support
they need (Dubreucq et al., 2021). Public stigma and negative societal attitudes
towards individuals with MHP remain among the most significant psychosocial and
environmental barriers today (Hanisch et al., 2016). Severity of perceived MHP also
influences the degree of stigma experienced (Sadler et al., 2012; Svensson &
Hansson, 2016).

People thus generally share and seek support and knowledge from friends and
family to help inform their health decisions (Bhowmick et al., 2025; Pinho et al.,
2025). Being supported by significant others is an important element for individuals
with MHP (Wickramaratne et al., 2022). Significant others play an important role
in person-centred care, supporting service users in encounters with professionals in
their assessment and joint decision-making process regarding an individual’s future
care plan (Staniszewska et al., 2019). Another approach to improving the
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understanding and support is the implementation of Peer Supporters within MHS
(Mutschler et al., 2022). Peer support workers, in comparison to non-peer
professionals, are often considered essential for promoting recovery-oriented
practices and often establish stronger relationships with service users contributing
to higher satisfaction with care (Bejerholm & Roe, 2018).

Reducing stigma by exposing mental health service providers to experiential
knowledge may enhance access to services for individuals with MHP (Martensson
et al., 2014). One way to achieve this is through the implementation of recovery-
oriented, integrated care and support models (Klodnick et al., 2021). Integrated
healthcare emphasises collaborative practices and the organisational structures
required to sustain them (Frisch & Rabinowitsch, 2019). Recovery-oriented models
within specialist MHS can reduce perceived stigma among service users and
improve job satisfaction among professionals (van Weeghel et al., 2019; Svensson
et al., 2017; Yanos et al., 2020).

The attitudes and beliefs of mental health professionals in Sweden are strongly
influenced by workplace culture (Martensson et al., 2014). To support a person-
centred and recovery-oriented transition, providers play a crucial role during
implementation stages of integrated care and support, as well as in promoting EBP
(Roy et al., 2020; Svensson et al., 2017; van Duijn et al., 2018; Birken et al., 2018).
They also have a key responsibility within organisations to create conditions that
enhance capacity for delivering person-centred, recovery-oriented, and integrated
MHS (Meyer et al., 2012; Santana et al., 2018). Experiential knowledge from both
primary and specialist services is therefore essential for understanding current
workplace culture by exploring the encounters in services, when informing future
person-centred and recovery-oriented developments (Galvin, 2021; Grim et al.,
2022).

Primary healthcare as the first line in mental health
services

The overall goal of Swedish primary MHS is to promote health on equal terms, with
care delivered holistically and focused on health promotion and prevention (Janlov
etal., 2023; SALAR, 2024b). Holistic care is described as a whole-person approach
to health (Frisch & Rabinowitsch, 2019), where healthcare and medicine are
integrated, interdisciplinary, and interprofessional. Primary MHS settings are
traditionally described as a team-oriented practice, constructed by formal or non-
formal teams (Everett et al., 2022). The professional roles within such
interprofessional teams differ depending on role boundaries described as structural,
interpersonal and individual factors (Freund et al., 2015; MacNaughton et al., 2013).
Prevention specialists within primary MHS, such as PHNs and general practitioners,
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whose professional remit places health promotion and disease prevention at its core,
are well positioned to guide the funding and implementation of comprehensive
public mental health strategies (NBHW, 2021b; Swedish Society of Nursing, 2025).
However, delivering effective interventions across primary, secondary, and tertiary
prevention remains complex, particularly when professionals lack a clearly defined
remit in mental health (Lyne et al., 2023).

The most commonly provided mental health interventions in primary MHS include
social skills training, lifestyle changes, stress reduction, behavioural activation, and
psychoeducation (de Oliveira et al., 2023). Primary MHS globally often employ
cognitive-behavioural techniques as a response to the urgent need for effective MHS
delivery (de Oliveira et al., 2023) and promote interprofessional, collaborative,
team-based approaches (Korner et al., 2016). Promoting collaboration and meeting
organisational requirements is emphasized within the Swedish context of primary
MHS, where models vary within their first line of support (Ashcroft et al., 2021;
NBHW, 2025b). In addition, a lack of focus on structural and organisational
capacity has been highlighted, along with the limited availability of tools for
professionals to use in clinical practice (Mareya et al., 2024; Raj, 2022).

Integrated care and support models in primary mental
health services

Approximately half of PHC centres in Sweden report using structured care models
to meet the needs of individuals with MHP in primary MHS, see Table 1 (NBHW,
2025b). A larger proportion of these reports are found in regional health authorities
where local initiatives are supported by accompanying materials, training, and/or
implementation support. Structured care models were the Integrated Behavioural
Health Model (17% of respondents), Step-Up (14%), the Alaska model, the
Collaborative Care Model (CCM) (2%), or similar locally developed models of
Stepped Care. Some of these models can be found in published literature, such as
the implementation of the CCM by Uniitzer and Park (2012), the Integrated
Behavioural Health Model by Shim and Rust (2013), and the Stepped Care Model
(Mareya et al., 2024; Scogin et al., 2003). Other models were local initiatives and
to our knowledge not scientifically validated.
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Another structured model that was not listed in the final report, is the Primary Care
and Behavioural Health Model (Farnsworth von Cederwald et al., 2023; NBHW,
2025). The Step-Up model reference indicates a local initiative however, a quick
literature search identified a care and support model with a similar name; the
Australian Step-Up and Step-Down service, also known as Prevention and Recovery
Care, which provides short-term subacute care and support to bridge the gap
between hospital-based care and municipal services (Harvey et al., 2019). It is
difficult to provide a comprehensive description of the models currently offered by
Swedish primary MHS to individuals with MHP based on these local initiatives of
care models (NBHW, 2025b). However, concerns have been raised regarding the
most reported structured care model within Swedish primary MHS, the Integrated
Behavioural Health Model (NBHW, 2025b; Supper et al., 2015). The role of
behavioural experts or mental health workers in this model is often described as
twofold: to provide individual, patient-centred care, and to educate and act as
consultants for other professionals within primary MHS (Supper et al., 2015). There
is also a reported lack of involvement of service users’ experiential knowledge
during the implementation and evaluation processes of these models (Baxter et al.,
2018; Mareya et al., 2024). Common barriers to integrating MHS into the traditional
PHC context have been shown to include attitudes, knowledge and skills, motivation
to change, management and leadership, and resources (Ross et al., 2015; Wakida et
al., 2017). Three essential components for effective shared care have been
emphasized: clearly defining the role of PHC in mental health, supporting and
expanding this role through integration with specialist services, and establishing
system-level supports to sustain these changes (Kates et al., 2019).

A transition from inpatient care to outreach and community-based services is
essential for individuals with complex MHP (Jorgensen et al., 2024). The FACT
model consists of EBP and therefore aims to improve the delivery of integrated,
recovery-oriented services. To enhance the implementation sustainability and to
explore how the current model meets the needs of service users, experiential
knowledge must thus be taken into account. Such knowledge is crucial to inform
and support this ongoing transformation (WHO, 2025).

Integrated care and support models in specialist mental
health services

Integrated healthcare models strive to uphold and promote individuals’ human right
to mental health (Mahomed, 2020; WHO, 2022), in alignment with the capability
approach (Nussbaum, 2013). Current specialist MHS focus on addressing harmful
social environments, prioritising needs-based care, equipping professionals with
evidence-based tools, adopting rights-based approaches, and integrating lived
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experience into service design (Patel et al., 2023). This ongoing shift from hospital-
based care to outreach care for people with complex MHP has highlighted the need
for collaborative care and support models (see Table 2), such as the Assertive
Community Treatment (ACT) (Bond & Drake, 2015; Burns et al., 2001). ACT has
emerged as a valuable experiential model, influencing both practice and research. It
has been widely implemented and is now a well-documented model of integrated
care and support, suitable for individuals with complex MHP (Burns, 2010; Sudbeck
et al., 2024). A more traditional model is Intensive Case Management (ICM), which
is based on individual case managers (Dieterich et al., 2017). Each ICM consist of
a team of professionals with a fewer load of cases (20). The ICM care and support
is offered around the clock, and clients are seen in a non-clinical setting. The ICM
and the care and support model share the feature of smaller caseloads, but place
particular emphasis on caseloads being shared across the team.

FACT was introduced and viewed as an alternative to ACT, due to its flexibility,
designed for individuals whose mental health problems fluctuate over time (van
Veldhuizen & Bahler, 2015). Inter-professional teamwork in this context becomes
essential in order to ensure cohesive and effective support (van Duijn et al., 2018).

Table 2. Integrated care and support models in Swedish specialist mental health services.

Model of Assertive Community Flexible Assertive Community Intensive Case

care and Treatment (ACT) Treatment (FACT) Management (ICM)

support (Burns, 2010; Burns et al., (Lexén & Svensson, 2016; van (Aberg-Wistedt et al., 1995;
2001; Sudbeck et al., 2024) Veldhuizen & Bahler, 2015) Dieterich et al., 2017)

Workforce Is a specialised, Is a multidisciplinary, recovery- The team consists of case
multidisciplinary team with a oriented team with full responsibility managers with small
shared caseload. The team for treatment delivery. Care is caseloads (fewer than 20
works closely together, often coordinated through daily team clients), allowing for
developing a strong sense of meetings, with flexible transitions intensive, long-term support.
companionship, which supports between individual case There is less sharing of
the delivery of person-centred, management and shared caseloads caseloads compared to other
collaborative care. depending on service user needs. models, and 24-hour support

is available.
Methods The approach includes case It includes individual care (e.g. case Services are delivered in non-

management, integrated

services, community-based
care, and varying levels of
recovery-oriented practices

management and home visits) with
intensive team care during crises or
risk of relapse. A digital FACT board
supports dynamic care planning,
enabling seamless shifts between
care modes. Most services are
delivered in the community.

clinical, community-based
settings to promote
accessibility and continuity.

FACT originated in the Netherlands (van Veldhuizen & Bahler, 2015) and was
introduced in Sweden during the 2010s (Workbook FACT Programme Fidelity Scale,
2017). This model of care and support is derived from the Assertive Community
Treatment (ACT) model and is characterised by its flexibility in meeting the needs of
individuals with complex MHP, such as those living with psychosis, where the need
for MHS may fluctuate over time (Van Veldhuizen & Bahler, 2015). FACT is a
recovery-oriented, integrated care and support model that incorporates evidence-
based services for individuals with complex MHP (Svensson et al., 2017). It was
subsequently implemented within Swedish specialist MHS for service users with
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psychosis (Lexén & Svensson, 2016; Svensson et al., 2017; Svensson et al., 2018).
FACT has been rapidly implemented, owing to a national initiative and sustained
support throughout the implementation process, facilitated by collaboration between
researchers and the participating MHS (Svensson et al., 2017).

Integrated services such as FACT, place strong emphasis on collaborative practices
across primary and specialist MHS, as well as community support structures
(Markstrom et al., 2015; Searby et al., 2025). FACT was shown to deliver a safer
and more intensive approach to care compared to traditional specialist MHS when
evaluated in a quasi-experimental study (Nielsen et al., 2021). Furthermore, a cohort
study from Sweden indicated that FACT improved everyday functioning among
service users (Svensson et al., 2018). However, a recent study found that the FACT
model led to an increase in emergency department visits compared to the ACT and
ICM models of care and support (Rotenberg et al., 2025). FACT also fosters the
development of collaborative partnerships, which is supported by both service users
(Borgh et al., 2024) and professionals (Bejerholm et al., submitted), and aligns well
with person-centredness.

It is crucial to understand service users’ experiential knowledge of current care before
developing further research on FACT in a new context, namely, individuals with
complex MHP within general MHS. This understanding is essential for informing the
relevance and direction of future research. Moreover, it is necessary to engage with
mental health service providers, in order to explore their views on current care and
support models prior to scaling up the implementation of models such as FACT, as it
had been to gauge their engagement and attitude prior to a successful implementation
(Svensson et al., 2017). To inform the implementation of FACT within Swedish
specialist MHS, it is vital to examine the experiential knowledge of both individuals
and mental health service providers regarding current care and support, thus guiding
the development of integrated, recovery-oriented services.

Understanding services through experiential knowledge

Experiential knowledge is increasingly utilised in research and quality improvement
projects to improve patient outcomes, clinical practice, and healthcare policies
(Castro et al., 2019; Gabriel et al., 2023; Westerink et al., 2023). Sequential trials,
where experiential knowledge informs and shapes future interventions in complex
and evolving contexts such as MHS, have proven valuable for continuous learning
and adaptation (Gyllensten et al., 2025; Merner et al., 2023). This integration is
increasingly recognised as essential and underscores the importance of involving
those most affected by a given issue in shaping clinical practice solutions (Baxter et
al., 2018; Ocloo & Matthews, 2016).
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The influence of experiential knowledge on health policies and processes has been
characterised as comprising two co-existing layers of power (O'Shea et al., 2019).
The first layer reflects the power of stakeholders, such as policymakers, researchers,
and professionals, who invite the patient, service user, or patient associations into
their settings, in some cases with a pre-determined agenda. The second layer
concerns how the outcomes of these encounters have power to influence
stakeholders’ everyday work. There will therefore always be an imbalance of power,
where stakeholders hold greater power than patients, service users and patient
associations (O'Shea et al., 2019). Such imbalances are also present in MHS’ clinical
encounters, even when individuals possess the required knowledge to be involved
in a meaningful way (Joseph-Williams et al., 2014; Josephsson et al., 2022).

By legitimizing individuals’ experiential knowledge, traditional hierarchies in MHS
can be challenged, particularly concerning the working culture and the distribution
of power and professional roles (Grim et al., 2022). Importantly, experiential
knowledge is a core component of EBP (Melnyk et al., 2010, NBHW, 2025a). An
integrated process for better-informed decision-making is facilitated through a
transparent dialogue, in which experiential knowledge, contextual factors, and
scientific evidence are weighted equally alongside professional expertise, and is
consistent with person-centred and recovery-oriented service (Ekman, 2022; Leamy
et al., 2011; NBHW, 2025a, Melnyk et al., 2010; Slade et al., 2014). Such
collaborative approaches, derived in partnership and co-created solutions (Ekman,
2022), are reflected in the literature as a shared decision-making model, favoured
by both professionals and service users (Puschner et al., 2016). This model is also
fundamental to recovery-oriented services and person-centredness (Dahlqvist
Jonsson et al., 2015; Ekman, 2022; Ekman et al., 2011).

Recognising and integrating experiential knowledge strengthens research, health
policy, and clinical practice, while fostering participation, empowerment, and
improved quality of life for people living with MHP (Castro et al., 2019; Kuipers et
al., 2019). This thesis therefore aims to explore experiential knowledge within
current primary and specialist MHS to inform the future development of
person-centred, recovery-oriented, and integrated service delivery
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Rationale

The prevalence of signs and symptoms of MHP is increasing, while the current
provision of MHS lacks sufficiently person-centred, recovery-oriented, and
integrated models of care and support, to adequately meet individuals’ needs and
capabilities (Rugkésa et al., 2020). The overall goal for professionals who embrace
person-centredness in encounters with individuals in need of care and support is to
promote health and well-being by helping them create a meaningful life (Hékansson
Eklund et al., 2019; Martinsen, 2000; Nussbaum, 2013) in alignment with recovery-
oriented services (Leamy et al., 2011; McLure et al.,2023; Slade et al., 2014).
Interpersonal relationships may be more accurately understood as permeating all
facets of recovery, including experiences such as hope, identity, and empowerment
(Price-Robertson et al., 2017), in alignment with caring scholar (Marinsen ,2000).
It has therefore been maintained that the relationship between the individual in need
of care and support and the professional plays a fundamental role both in the
recovery process and in person-centred care (Ekman, 2022; Ekman et al., 2011;
McLure et al., 2023; Staniszewska et al., 2019) and is best facilitated within a caring
environment (Martinsen, 2000). These approaches promote the empowering of a
person’s own unique qualities and the delivery of care and support for achieving a
better health (Chatwiriyaphong et al., 2024; Lidén et al., 2015). However, many
individuals in need of MHS continue to encounter stigmatising attitudes and a lack
of adequate knowledge when seeking care and support for their mental health needs
(Clement et al., 2015; Davidson et al., 2021; Rocelli et al., 2024; Sturman et al.,
2022; Trevillion et al., 2022; Wainberg et al., 2017).

Achieving this ongoing transformation towards person-centred and recovery-
oriented service delivery requires a concerted effort across all levels of care,
including addressing mental health service providers’ knowledge, attitudes, and
beliefs, while also drawing on their experiential insights (Ashcroft et al., 2021;
Baxter et al., 2018; Raj, 2022). Experiential knowledge is therefore essential for
informing current initiatives aimed at providing person-centred, recovery-oriented,
integrated care and support as well as for guiding the implementation of EBP for
individuals with MHP (Melnyk et al., 2010; Skivington et al., 2021). Furthermore,
professionals who have had direct contact with individuals experiencing MHP tend
to perceive them as less stigmatised (Martensson et al., 2014). This suggests that
stigmatising attitudes among professionals may be reduced through exposure to
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research-based insights into the experiential knowledge of those with MHP (Lexén
et al., 2021; Martensson et al., 2014).

This thesis addresses the pressing need to explore the experiential knowledge of
individuals with MHP and mental health service providers within both primary and
specialist MHS (WHO, 2025). Investing in care and support models that promote
continuous care and foster trusting relationships between those in need of care and
professionals is fundamental for any health-promotive and preventive intervention.
By exploring the needs, preferences, and experiences of individuals with MHP and
mental health service providers, this thesis seeks to inform and support the
development of person-centred, recovery-oriented, and integrated service delivery.
Grounded in a person-centred philosophical stance, it acknowledges that roles,
whether as patient, service user, provider, or researcher, shape the interpretation of
results. Consequently, understanding mental health through multiple approaches is
essential for guiding practice, policy, and implementation, including the adaptation
of models such as FACT within Swedish MHS.
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Overall aim

The overall aim of this thesis is to explore the experiential knowledge of individuals
who require care and support for their mental health problems, as well as of the
mental health service providers who deliver such care and support within Swedish
primary and specialist mental health services.

Specific aims of the studies

>

>

Study I, to explore the lived experience of encounters with primary health care
of a person with mental health problems

Study 11, to construct a theory that explains the process public health nurses
experience when encountering people with mental health problems, based on
their knowledge, attitudes, and beliefs about mental health

Study III, to explore service users’ experiences of their current mental health
services and their reflections on the Flexible Assertive Community Treatment
(FACT) model and its role in future practice

Study IV, to explore mental health service providers’ experiences of current
general psychiatry in specialist mental health services, and their views on what
is needed for the implementation of a recovery-oriented and integrated care and
support model, Flexible Assertive Community Treatment
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Methods

Research design

This thesis comprises four exploratory studies that seek to understand the experience
of individuals who require care and support for their MHP as well as the experience
of service providers within both primary and specialist care and support services.
An explorative approach is suitable when the phenomenon of interest is new to them
or provides an openness towards what they might learn, and therefore, adapts the
research design accordingly (Rendle et al., 2019).

Four qualitative approaches were applied to achieve this aim, recognising that
clinical practice often entails subjective judgement, measured responses, intuitive
decision-making, and the relational aspects of care that underpin the professional,
patient/service user interaction (Broom & Broom, 2024). In alignment with the
concept of the Narrative act by Ricoeur, a person’s narrative is socially constructed,
shaped by the surrounding environment (Josephsson et al., 2022; Kristensson Uggla,
2011; 2022; Ricouer, 1992). Furthermore, the ontology of this thesis recognises
mental health, as a multi-dimensional and multifaceted phenomenon, encompassing
not only clinical facts but also subjectivities such as meaning, context, values, ethics,
and cultural considerations. See Figure 2 for the outline of the thesis. Addressing
this complexity requires diverse methodologies to capture experiential knowledge
of MHP as well as the steering and operational aspects of the service delivery
(Manwell et al., 2015). Varied methods, as described below, were thus applied to
generate data reflecting the richness and depth of human experience within MHS
(Broom & Broom, 2024).
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Figure 2. lllustration of the conceptualisation of theoretical perspectives that informs this thesis, in relation to
the overall aim and the specific aims of Studies I-IV. The concentric circles illustrate how theoretical, ethical,
organisational, and practice-based perspectives are embedded within one another. Together, the figure shows how
the thesis is situated within a coherent, multi-level framework that encompasses societal values, ethical principles,
organisational structures, and relational practices in mental health care.

Setting and context

The setting for the first part of this thesis, encompassing Studies I and II, was
primary MHS, the first line of care for individuals experiencing MHP, and where
the focus was on the experiential knowledge of both individuals with MHP and
PHNs working in this setting (see Table 3). These studies thus included experiential
knowledge of regional PHC centres, child health centres, and municipal healthcare,
such as school health services and elderly care, in alignment with the scope of PHN
practice (Swedish Society of Nursing, 2019), in addition Study I also included
student welfare services, as a part of the first line of MHS for individuals with MHP
(see Table 3).

The initial phase of implementing FACT within general psychiatry in specialist
MHS in southern Sweden was explored in the latter part of the thesis, comprising
Studies III and IV (see Table 3). The context was formed by an organisational
initiative launched in 2017 by the regional health authority and local municipalities,
supported by implementation strategists, project leaders, professionals, service
users/organisations, and researchers. These studies constitute part of the feasibility
stage of the Medical Research Council’s framework for developing and evaluating
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complex interventions (Skivington et al., 2021). The studies formed part of a co-
production approach aimed at developing a shared preunderstanding among
stakeholders prior to the planning and implementation of a future randomised
controlled trial (ISRCTN11268588). Specifically, it sought to explore experiential
knowledge of service users and mental health service providers, i.e., mental health
workers, professionals, and head and operational managers, across three regional
health authorities and eleven municipalities in Skéne, Sweden.

This thesis outlines the settings and context of primary and specialist MHS based
on the researchers’ pre-understandings of how individuals with MHP may seek and
receive care and support for their mental health signs and symptoms. Student
welfare services were included due to the specific design of Study I, however, they
were excluded from Study II, as these settings do not constitute the primary field of
PHNSs (Swedish Society of Nursing, 2019).

Table 3. Overview of the settings in this thesis: Studies |-IV.

Mental health services

Primary Specialist

Responsible | Regional Municipal care and social | University | Regional healthcare Municipal

authority healthcare | services health care and

services social
services

Assignments | To promote good health on equal terms holistic, with a | To improve mental To promote

Igoals primary focus on health promotion and health health and preventing ill | economic and
preventive activities (Janlov et al., 2023; SALAR, health, which includes social security,
2024b) assessment, diagnosis, | equality in

treatment, and support living

for psychiatric disorders | conditions,

and substance use and active

conditions (Silfverhielm, | participation in

& Stefansson, 2006) community life
(SFS
2025:400)

For whom? Individuals who present with newly developed signs or | Adults (18+) with severe | Adults 18 +
symptoms of mental helath problems, or with previously | mental illness with
unrecognised symptoms not requiring emergency care psychiatric
(National Board of Health and Welfare (NBHW), 2025). disabilities or

mental iliness
who
experience
significant
difficulties in
managing their
daily lives

First line of care under the level of effective care principle (NBHW, 2024b).

Context Primary Child School | Elderly | Student Out-reach | General Out-reach
health care | health health Care welfare services Psychiatry | services
centres centres | services

(0-5 (6-18

years of | years of

age) age)
Study Study I* N/A ' e
settings Study 1™ Studies lll and IV

*Study I. Public health nurse field of practice (Swedish Society of Nursing, 2019; 2025), **Study II. To explore the
phenomenon of encounters with Primary health care for their mental health problems. , ***Studies Il and IV. The
context in which Flexible Assertive Community Treatment was to be implemented.
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Participants and sampling

Different participant sampling methods were applied in this thesis, each tailored to
the specific design of the respective study. Criterion sampling was applied in Study
I (Giorgi, 2005) and in Study III, based on predefined inclusion criteria (see Table
4), with the selection grounded in pre-identified factors (Tenny et al., 2025).
Moreover, convenience sampling was applied in Study 1 whereby participants were
selected based on their availability (Gill, 2020; Tenny et al., 2025), while purposive
sampling was applied in Study III , which involves the intentional selection of
participants deemed most informative and knowledgeable about the phenomenon
under study (Gill, 2020; Tenny et al., 2025). Purposive sampling followed by
convenience sampling was utilised in Study IV where the mental health service
providers who were accessible, were asked to participate. Purposive sampling was
initially applied in Study II, followed by theoretical sampling (Charmaz, 2006). This
process involved selecting participants of varying ages from different primary MHS
settings, with diverse work experience as PHNs and differing levels of experience
in encounters with individuals experiencing MHP, who were progressively included
as the analysis evolved (see Table 4).
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The choice of sampling methods varies depending on the phenomenon of interest
and the chosen methodology (Gill, 2020). Theoretical sampling differs from
criterion and purposive sampling in that the researcher becomes dependent on the
ongoing data analysis to guide participant selection (Charmaz, 2006). On the other
hand, purposive strategies are particularly appropriate when the aim is to gain in-
depth insights from individuals with relevant expertise and experiential knowledge
(Gill, 2020; Palinkas et al., 2015; Patton, 2014; Sandelowski, 2004; Tenny et al.,
2025).

This thesis adopted the information power approach proposed by Malterud et al.
(2016) when estimating the minimum number of participants in a qualitative study.
This is because sample size is primarily guided by the conceptual requirements of
the study rather than by the representativeness of participants (Hennink & Kaiser,
2022; Malterud et al., 2016; Moser & Korstjens, 2018). The sample sizes of each
study thus vary according to the chosen methodology and study aim. Data collection
details are presented in Table 5.

Table 5. Informed power of sample size (Studies I- IV) inspired by Malterud et al. (2016).

Five Key Dimensions Yes* No* Stl:dy Sttljldy St;:ld Y St;\j,dy
I Aim: Fewer  Larger Yes Yes Yes Yes
Is the study aim considered narrow? g

Il Sample Specificity:

Does the study require a specific type of Fewer Larger Yes Yes Yes Yes

participant?

Il Established theory:

Is the study theoretically informed?
IV Quality of dialogue:

Were the interviews considered good Fewer  Larger Yes Yes Yes Yes
interview dialogues?

V Analysis strategy:

Requires the study in-depth exploration Fewer Larger Yes Yes No No
such as narratives or discourse?

Fewer Larger Yes Yes** No No

30 (a 5 focus

Number of participants (n) 11 13 17 groups)

The participants’ socio-demographic data were collected in Studies I and II (see
Table 6) to gain a greater understanding of the phenomenon, consistent with Gill’s
(2020) notion of thick description. However, such details were deemed not
applicable in Studies III and IV, due to the specific context of the Ups and Downs
in Mental Health project. In alignment with the principles of co-production and the
feasibility stage of a complex intervention (Vargas et al., 2022; Skivington et al.,
2021), these studies instead aimed to inform the implementation of the FACT
intervention and the forthcoming randomised controlled trial (ISRCTN11268588).
No personal information was thus recorded during the recruitment process. Details
concerning participant recruitment and sampling strategies for each study are
presented in the following sections.
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Table 6. The vignettes of Flexible Assertive Comminuty Treatment (FACT) ‘Indvidual with complex mental health needs’

and ‘Mental health service providers’

‘Indvidual with complex mental health needs’

‘Mental health service providers’.

"I've received support from other people the last eight
years. It's the flexible ACT team who checks on me.
They come home to me to talk and see if I'm alright.
And they help me to deal with things so that they get
done. It means a lot to have a whole team when you

“The main strength of the Flexible ACT model is that my
consumers in need of intense support are regularly
monitored, even if 'm not available for some reason. It
is written clearly on the digital Flexible ACT board what
needs to be done day by day. Now | can leave work on

feel bad, people who can help with all types of
problems. It's almost like being in the hospital
although I'm at home. But the benefit is that you're in
your own flat and know all the staff. | managed to get
out of my depression quite quickly this time and | now
only meet my key worker and the recovery group. All
in all, 'm quite pleased about my situation just now”

time and head home without feeling anxious, and
without having the responsibility for the consumer
hanging over me. Now | feel less alone, and | don’t
need to carry everything alone anymore. Now we share
the hard parts in the care for our consumers”

Study I

Advertisements with information about the study and the inclusion criteria were
created to reach out to potential participants to participate In Dialogue for Mental
Health project. A picture was co-produced with young people to attract the
participation of young adults due to their increased reporting of signs and symptoms
of MHP (Clemens et al., 2020; Piao et al., 2022). This was then digitally distributed
on social media platforms of user organizations and research network platforms or
printed on posters to be put up on information boards at PHC settings. The
advertisement was also linked to a webpage at Lund University where potential
participants could register their interest. They were then contacted via an
“Expression of interest e-mail” with pre-formulated information about the study
aim, and a question whether they still were interested. If this was the case, they could
reply with a signed consent form. 11 patients responded and gave their written
consent to participate. Two patients did not respond, and one declined participation
after receiving initial information due to limited time for participation.

Study II

The participants were gradually included in the study, initially using purposive
sampling and later a focused theoretical sampling procedure in alignment with the
standards of grounded theory (Charmaz, 2006). Head and operational managers
were initially contacted via e-mail to give a written consent to facilitate the study
among their working PHNs. 13 participants were interviewed and completed the
process.
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Study IIT

Potential participants were recruited and invited to contribute as experts in the
context of specialist general MHS. The potential experts were recruited via poster
notices “Psychiatry for the future” in the context of the Ups and Downs project. The
notices were put up in waiting rooms with information on the date, time and place
of the interview. The Swedish Partnership for Mental Health (Nationell Samverkan
for Psykisk Hilsa (NSPH)), and their sister organisation LIBRA Skane, further
facilitated the process of recruitment by providing information to their members.
All potential experts who showed an interest were included in the study which had
a total of 17 participants.

Study IV

Mental health service providers with experience of general psychiatry in specialist
MHS were recruited for focus group discussions by a moderator (a social worker
with a PhD). They were selected through purposive sampling (Palinkas et al., 2015;
Patton, 2014), based on criteria including employment within one of three broader
managerial sections in MHS in southern Sweden or affiliated municipalities,
experience supporting individuals with complex mental health needs, or
involvement in service user organisations, interest in implementing FACT, and a
willingness to participate (see Table 4). Convenience sampling was also applied to
enhance feasibility, as participation depended on service providers’ availability and
willingness to attend focus groups (Bornstein et al., 2013). This enabled the
inclusion of busy professionals while ensuring valuable experiential insights. All
service providers who expressed interest and attended were included (n=30). Focus
groups 1 and 2 comprised members of the steering committee (n=5) and the
operational working group (n=8), including senior managers from regional health
authorities and municipal services, user organisation representatives, process
leaders, method developers, and professionals such as psychiatrists, psychiatric
nurses, and social workers. Focus groups 3 (n=7), 4 (n=5), and 5 (n=5) each
represented one operational unit and reflected the composition of a
multiprofessional FACT team, including registered and specialist nurses,
psychiatrists, process leaders, social workers, addiction and housing specialists, and
user representatives. No personal or professional affiliation data were collected, but
the moderator and researcher confirmed that all the groups were multidisciplinary
and represented both general psychiatry and municipal care and support for
specialist services.
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Data collection

A range of interview strategies has been applied in Studies -1V, field notes in
Studies II, III and IV, and memos in Study II with the aim of understanding the
participants’ experiential knowledge of mental health. Field notes provide a
descriptive account of the overall setting in this thesis, supplying rich contextual
detail to support the study (Phillippi & Lauderdale, 2018). Memos capture the
researcher’s reflections, comparisons, and emerging connections, while also
prompting specific questions and suggesting directions for further inquiry in
alignment with the constructivist grounded theory by Charmaz (2006) (Study II).
Furthermore, the individual and/or dyadic interviews (Morgan et al., 2016) were in-
depth interviews (Studies I-1IT), while Study IV utilised focus group discussions
(Powell & Single, 1996).

Interviewing is one of the most used methodologies when aiming to explore
subjective experiences of a phenomenon (Dicicco-Bloom & Crabtree, 2006), and
in-depth interviews are particularly suited for providing a rich and nuanced
understanding (Powell & Single, 1996). Respect towards the interviewee is
particularly vital in qualitative interviews, where the researcher must carefully
consider ethical responsibilities, such as minimising the risk of unanticipated harm,
safeguarding personal information, clearly communicating the purpose of the study,
and reducing the potential for exploitation (Powell & Single, 1996, Swedish
Research Council, 2024).

Parts of the data for Studies I, and III were collected during the Covid-19 pandemic,
which limited the possibility of conducting face-to-face interviews, i.e. physical
meetings with the interviewees, due to physical restrictions. The researchers
considered alternative methods when face-to-face interviews were no longer
possible. The aim was to ensure the participants’ integrity and anonymity in
accordance with sound research ethics (Swedish Research Council, 2024) and in
alignment with the approved ethical protocols for Studies II and III, while also
considering how these alternative approaches affected data collection, interpersonal
dynamics, and feasibility and logistics (Davies et al., 2020). Data for Study I were
collected after the Covid-19 pandemic, while the society remained in a post-
pandemic phase. This resulted in the interview location being transferred to a secure
Zoom platform provided by the University of Lund, protected by a password and
hosted on servers within the EU. The Zoom platform provides video recording, but
this was deleted by the responsible interviewer at the end of each interview and only
the audio was recorded. The interviewee had to actively accept being audio and
video-recorded, prior to the digital interview. Digital interviewing is now
considered a suitable alternative when physical meetings with the interviewee are
not feasible or applicable (Boland et al., 2022).
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The individual in-depth interviews for Study II were also conducted via the Zoom
platform, due to geographical distance i.e., feasibility and logistics. Focus group
discussions planned for Study III were changed to individual interviews and dyadic
interviews due to interpersonal dynamics. Dyadic interviews incorporate elements
of comparison and mutual reflection, which is also a feature of focus group
interviews, but they maintain the intimacy of individual interviews, as each
participant is paired with another participant and engages solely with the interviewer
(Morgan et al., 2016). Focus group interviews are often chosen for their ability to
foster group interaction, which can encourage participants to explore and clarify
both individual and shared experiences or perceptions on sensitive and/or
challenging subjects.

Three different interview guides were developed for the interviews, to either gain
insight into a phenomenon (Studies I and II) or to stimulate discussion (Studies I11
and V). The concept of an interview guide is referred to in the literature by various
terms, as are the interview questions themselves (Kallio et al., 2016). Semi-
structured interview guides were constructed by the authors of Studies I and II, while
a shared guide, also developed by the two of the authors and the moderator of
Studies III and IV, was used. A semi-structured interview guide is considered
appropriate when the prerequisites for its use are met, i.e. particularly suitable when
the focus is on subjects that are meaningful to participants, allowing for the
expression of diverse experiences and views, including those that are complex or
emotionally sensitive. It is also deemed suitable when exploring topics that
participants may not be accustomed to discussing, such as values, intentions, and
ideals related to the subject matter (Kallio et al., 2016).

The data collection took place between 2018 and 2023 (see Figure 3). The data for
Studies I- IV were digitally recorded and transcribed verbatim. All data were
securely stored in accordance with Lund University’s guidelines for managing
sensitive data, using the LUSEC platform (www.intramed.lu.se). The data
collection procedures for each study will be outlined below.
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2018, Study IV
initiated

2019, Study IT and IIT
initiated, Study IV ended

2021, Study 11
ended

Q
2020, Study
IIT ended

2022, Study I initiated.
2023, Study

I ended.

2026 Dissertation

Figure 3. The outline of data collection processes of the four studies included in this thesis

Study I

All researchers applied an open attitude towards the phenomenon where previous
knowledge was set aside. The description of the person is understood to be what
they are presented as; their consciousness of the phenomenon was taken as its
presence. This data was collected after the Covid-19 pandemic; the accumulated
experience of the research group in conducting digital, individual, in-depth
interviews was therefore considered most appropriate. Socio-demographic
characteristics of the participants were collected to support the data analysis. The
interview guide was constructed by the first author who read and reread
methodology articles on phenomenology (Giorgi, 2000, 2005; Matua, 2015;
Robinson & Englander, 2008) before drafting a preliminary interview guide. The
guide was designed to reflect a comprehensive review of the current literature on
the experience of being a patient with MHP within primary MHS. It was not pilot
tested due to ethical considerations, such as respect for the first interviewee. and
instead, the first interview was carefully reflected upon by the first author (EN) in
collaboration with the second (LB) and third (SJ) authors. This critical discussion
highlighted that the relevance of the probing questions was key to capturing the
narrative of the person’s lived experience (Giorgi, 2005). No additional questions
were added to the interview guide. The enrolment period lasted for six months. A
consensus discussion of the first interviews was conducted by all authors with a
focus on being open to the phenomenon (putting our own knowledge and
preunderstanding on hold).

67



Study II

The first author (EN) contacted operational managers in the PHC services to inform
and invite them to participate in the study. The primary MHS that accepted the
invitation then contacted PHNs and those who showed a positive interest in
participating in the study were then approached by the first and second authors.
Face-to-face interviews were initially proposed but due to the Covid-19 this was
changed to digital Zoom platform interviews. The interviews all started with a
standardized background narrative that was provided to introduce the participants
to the field of interest. The narrative incorporated the origin of the research question,
its theoretical foundation, and the first author’s clinical experience. The interview
guide was grounded on the MHL concept (Jorm et al., 1997) with a focus on PHNs
primary, secondary, and tertiary health promotion and preventive work (Swedish
Society of Nursing, 2019). The preliminary interview guide was pilot tested by the
first author (EN) in interviews with two university lecturers specialising in mental
health. Data collection in the framework of a constructivist grounded theory
approach synergises with the initial stages of analysis involved coding, memo-
writing, and the development of preliminary concepts (Charmaz, 2006). This
analytical process prompted revisions to the interview guide to better capture the
emerging themes and further guided the theoretical sampling.

Study II

Focus group interviews were chosen to enable interaction, consensus and dissensus,
which can provide rich insights into the dynamics from several provider contexts,
rather than individual interviews (Powell & Single, 1996). However, the format in
Study III was adapted to individual in-depth and dyadic interviews (Morgan et al.,
2016) in response to the participants’ preferences and in recognition of their
integrity and autonomy. The first interviews were face-to-face in safe locations, but
due to the Covid-19 pandemic, they were later conducted online via Zoom platform.
A moderator posed the main questions in the two dyadic interviews, allowing the
participants time to reflect and discuss before moving on. A co-moderator observed
the interaction and took field notes.

Study IV

Focus group interviews with mental health service providers were retained for Study
IV. The participants were provided with the main question prior to the sessions and
were encouraged to note down their initial reflections. The moderator invited them
to elaborate on this during the discussions before proceeding to the next topic.

Additionally, two vignettes were designed to encourage participant reflection in the
interviews for Studies III and IV. One represented the service user perspective
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(Study IIT) and the other the service provider perspective (Study IV) (see Table 6).
These were presented after the initial questions from the common interview guide
with the aim of prompting discussions about current services.

Data analysis

Four different analytical approaches were applied in this thesis to meet the specific
aims of the studies (see Table 4). Giorgi’s phenomenological analysis (2005),
inspired by Husserl and aligned with Martinsen’s (2000) view that phenomena exist
because they are experienced by participants, was applied in Study 1. Meaning arises
when consciousness focuses on a particular experience, shaped through
participants’ narratives. Martinsen further maintains that individuals must know or
believe certain things to function in society, with patterns of meaning and
knowledge transmitted across generations (Martinsen, 2000), thereby
acknowledging a constructivist stance while advocating phenomenology to
understand caring from the lived experience of patients.

A constructivist approach as described by Charmaz (2006) was applied in Studies
11, and III, where researchers are part of the meaning-making process although using
different qualitative methodology such as constructivist grounded theory (Study 1I),
reflexive thematic analysis (Braun & Clarke, 2006; 2023) (Study III). This
perspective acknowledges the evolving context and multiple realities, asserting that
phenomena are co-constructed by participants and shaped by researchers’
interpretations. An inductive approach was adhered to in Study IV and a manifest
content analysis, as described by Graneheim and Lundman (2004; 2017) was
utilised. This approach in phenomenology and constructivism stems from distinct
epistemological traditions. Both require researchers to be reflexive, aware of their
preunderstandings, and conscious of their ontological and epistemological positions
throughout the analytical process (see Table 4).

To address the overall aim of the these is a thematic synthesis, inspired by Thomas
and Harden (2008) was conducted. While each study had its own specific aim and
methodology, synthesising the results thematically made it possible to address the
overall aim by identifying common patterns across contexts, perspectives, and
methods see Table 7.
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The first step involved free line-by-line coding of the results from the primary
studies in Studies [-IV. These 'free codes' were then organised into related areas to
construct descriptive themes.

The data analysis for all four studies, is described in more detail below.

Study I

The data analysis started with a thorough understanding of the spoken word,
descriptions of the phenomena, by listening to the interviews to hear the tone and
the timbre of the voices, to get a sense of concrete descriptions of specific situations
within the natural attitude of the phenomenon, i.e., encountering PHC for their
MHP. In line with Giorgi (2005), the data was transformed by the authors adopting
a disciplinary attitude, which entailed a health science perspective and included a
person-centred stance. This approach according to Ekman et al. (2022) is based on
the perspective of the person seeking care, a person with capabilities is to be viewed
as an active partner in the decisions concerning his/her own care and treatment in
collaboration with professionals. The eidetic reduction was then performed, which
was essential for the specific expressions used by the patients to describe the
phenomenon from a health science perspective from a person-centred stance. The
original meaning units, based on the spoken word of the person, were the
experience-near terms that created the constituents, which were then used to manage
the data. The specific constituents were identified and formed the four themes which
explain the lived experience - the essence. The constituents were placed in a
schematic diagram to gain an overview of the analysis. The interrelatedness of the
constituents was analysed to describe the casual aspect of the specific essence. The
analysis involved all authors in the search for the essence (invariant meanings), the
structures of meaning that describe the general structure of the lived experiences of
patients with MHP encountering PHC. The researchers aimed to understand
meanings throughout the construction of the essence, which entailed a conscious act
to untangle one’s own perception and experienced knowledge of the phenomenon
and the sense in which the phenomenon was presented (Giorgi, 2005).

Study II

The data analysis followed principles of theoretical sampling, coding, constant
comparison, identification, and data saturation (Charmaz, 2006; Singh & Estefan,
2018). Insights from the early stages of analysis informed revisions to the interview
guide and guided further theoretical sampling. Memos written during interviews
were used to navigate the data, constructing meaning and identifying actions. These
memos were clustered to explore relationships and significance. Theoretical
sampling was employed to refine and respond to emerging topics from the initial
coding. Codes were analysed to develop concepts, with constant comparisons used
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to categorise data related to encounters with individuals experiencing MHP. The
interviews were coded line-by-line using NVivo 12.2 for data organisation and
storage. Initial coding was conducted by one author, while two supervisors
independently coded four randomly selected transcripts to validate the process.
Consensus was reached in a joint meeting. The final author analysed emerging
concepts and the developing theory. A workshop was held to further explore the
material and establish relationships between codes. Meaning was derived by
identifying patterns, and the properties and dimensions of tentative categories were
defined through relational analysis. The core and main categories were
collaboratively constructed to understand how PHNs’ attitudes, beliefs, and
knowledge shaped their encounters with individuals with MHP.

Study IIT

The data analysis, which began with each interview, was familiarized by reading the
transcripts several times and listening to the audio. A manifest coding was then
performed separately by CT, AL and JW, UB and then EN (Braun & Clark, 2006,
2023). Similar codes formed the subthemes and then the themes were identified that
corresponded to the research aim. This additional step was taken to ensure that the
transcribed interviews were sufficiently accurate. Finally, the subthemes were
combined into themes, which resulted in the overarching theme that corresponded
to the more reflexive phase of the analysis. The authors CT, AL, JW and UB used
an inductive, or bottom up, approach by identifying shared patterns of meaning
within the interview transcripts. Prolonged engagement with the data was
undertaken by the authors CT, AL, JW and UB. Multiple interactions discussing the
data analysis were performed by CL, AL, JW, UB and EN with the aim of gaining
theoretical coherence during the manifest - latent coding process. The first author
(EN) then developed a draft of the results. These processes were completed multiple
times throughout the analysis and the writing of the manuscript, resulting in an
iterative and reflexive process for the data analysis, and ensuring the credibility and
trustworthiness of the process. All the authors were responsible for identifying the
final themes and subthemes. Furthermore, to ensure credibility, the first author EN
performed text verification following the transcription by replaying the conversation
audio files and validating them against the transcribed scripts.

Study IV

Data analysis began with the familiarisation of the data, followed by manifest
coding. This iterative process started with decontextualization, meaning dividing
transcripts into meaning units, which were then condensed and coded by the first
author (EN). Codes were grouped by similarity and abstracted into subcategories
and categories through recontextualization in alignment with Graneheim et al.
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(2017). While the analysis remained close to the manifest content, latent patterns
were allowed to emerge. The three authors (EN, SJ and LB) applied an inductive
approach, collaboratively identifying patterns and refining categories. A final
mapping of subcategories and categories was produced, with all the authors
contributing to the final structure.

Trustworthiness and Rigour

To enhance the trustworthiness, this thesis adhered to Cohen and Crabtree’s (2008)
seven strategies. These are; conducting ethical research, highlighting the
significance of the research, maintaining clarity and coherence in the research
report, employing appropriate and rigorous methods, demonstrating reflexivity and
addressing researcher bias, establishing validity and credibility, and ensuring
verification and reliability.

Conducted ethical research. This thesis highlights the experiential knowledge of
both individuals with MHP and mental health service providers, each with their
specific ethical considerations as addressed in the section Ethical Considerations.
No new data were generated, nor were any sensitive data handled during the writing
of this thematic synthesis.

Highlighted the significance of the research. By employing a thematic synthesis
inspired by Thomas and Harden (2008), the intention was to emphasise their unique
contribution of experiential knowledge and thereby strengthen the evidence base
grounded on experiential knowledge within the field of mental health.

Maintained clarity and coherence in the research report. The intention with and
the approach in this thesis were to present each study in a logically structured
manner, with clear arguments and a coherent narrative that guides the reader through
the research journey. According to Harris (1987), good writing emerges when the
writer and the reader intersect, initiating an interplay between writer, text, and
reader. In line with this, the thesis was strengthened by the Kappa seminar, which
provided external transdisciplinary perspectives and considerations that contributed
to the final version.

Employed appropriate and rigorous methods. The thematic synthesis inspired by
Thomas and Harden (2008) was chosen for its clear and distinctive connection
between the conclusions and the texts of the primary studies (Studies I and IIT) and
the preliminary results of Study IV. In doing so, it preserves principles that have
traditionally been regarded as essential in systematic reviewing.

The methodology for each specific study was carefully chosen, not only due to the
educational nature of the research journey but also to ensure that the results aligned
with the study’s specific aims and the overall aim of this thesis. Consequently, the
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methodology was applied with rigour, striving that the research design, data
collection, and analysis were robust and appropriate for the intended purpose,
therefore different quality standards were applied, each selected to fit the chosen
study design and methodology.

Study I was carried out in alignment with the Standards for Reporting Qualitative
Research (SRQR) for supporting the quality of the reporting of the qualitative data
(O’Brian et al., 2014). Studies II, III and IV were performed in accordance with the
COnsolidated Criteria for REporting Qualitative research (COREQ) checklist (Tong
et al., 2007). Comprehensive and detailed reporting of each research process was
thus ensured. One of these was chosen because of the requirements of the scientific
journal, such as SRQR in Study I, while the others were chosen based on the
accumulated knowledge within the research group when conducting qualitative
research. Additionally, specific quality standards were selected to validate and
enhance the credibility of the results depending on the methodological approach
adopted in each study. These are outlined in detail below.

» Study I, practical guidance for conducting a descriptive phenomenological
nursing study was followed, based on Shorey and Ng’s (2022) framework,
which outlines seven key aspects: research objectives, design, theoretical
framework, sampling, data collection, analysis, and presentation of results.

» Study II, the GUideline for Reporting and Evaluating Grounded Theory
research studies (GUREGT) (Berthelsen et al., 2018) was used.

» Study III, the Reflexive Thematic Analysis Reporting Guidelines (RTARG)
by Braun and Clarke was followed (2024).

Demonstrated reflexivity and addressed researcher bias. Active reflections were
undertaken concerning positionality throughout this thesis, including our
ontological and epistemological stance and the ways in which these evolved during
the writing process. Our preunderstandings were also recognised and critically
examined in relation to their potential influence on both the research process and its
outcomes. Further details are presented in the section Preunderstanding and
Reflexivity.

Established validity and credibility. Strategies related to pre-understanding and
reflexivity were applied in this thesis to enhance the credibility of the results,
thereby strengthening the validity of the studies. Ontological and epistemological
positions varied according to the methodology adopted in each study, offering
different perspectives on knowledge within the field of mental health and thereby
reinforcing the thematic synthesis (Thomas & Harden, 2008). The exploration of
different aspects of encounters in MHS across all studies is understood as socially
contextual and shaped by the prior knowledge of those involved. It is therefore
essential, when interpreting the results of this thematic synthesis, to consider these
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factors in order to ensure the validity and credibility of the results - or to recognise
any limitations thereof.

Ensured verification and reliability Measures were taken in this thesis to verify
the consistency and dependability of each specific study’s data, by for example,
providing socio-demographics in Studies I and II, and presenting quotations in the
results, thereby reinforcing the reliability of the research.

Preunderstanding and reflexivity

Reflexivity, i.e. reflecting on the relationship with participants and how it may have
influenced the results, has been continuously considered throughout this thesis
(Dodgson, 2019) as well as an ongoing ethical discussion within the research group.
Reflexivity and preunderstandings were addressed in each study by taking
deliberate steps to enhance transparency regarding the choices of study design,
context, and methods. According to Dodgson (2019), a principal aspect of
reflexivity is the researcher’s position in relation to the participants. Contact with
the participants in Studies I and II was solely for scientific motives, there was no
relationship between the interviewee and the interviewer, prior to the encounter. I
had no prior relations to the interviewees in Studies III and IV, while some of the
co-authors had knowledge of the context and settings, due to these being feasibility
studies prior to a randomised controlled trial (ISRCTN11268588). By describing this
power in interpersonal relationships, the transparency of this thesis is strengthened,
while the authors’ prior knowledge and experience of the phenomenon are made
explicit.

The authors’ experiences are mainly from the research field of nursing, occupational
therapy, mental health, and MHS sciences as well as clinical practice. My formal
background is a qualification as a PHN since 2014, and work in different settings,
primarily within PHC centres and as a school nurse within primary and secondary,
Swedish school health services. This includes experience-based knowledge of
assessing signs and symptoms, diagnosing, planning, implementing, and evaluating
nursing interventions for individuals with perceived ill health across various care
settings, with a recent focus on the PHC context. One of the co-supervisors, has a
professional background as an Occupational Therapist within PHC centres,
experience of qualitative research methods, person-centred mental health
interventions, and of being a Lecturer within the field of Occupational Therapy.
Another co-supervisor is a PHN with experience of working in PHC centres,
municipal healthcare, experience of qualitative research models, person-centred
health interventions, and is an Associate Professor and Senior Lecturer in Nursing.
The third co-supervisor is an Occupational Therapist, and Associate professor
within the field of mental health. The main supervisor is a professor in mental health

75



and MHS research with a joint position at Lund University and MHS of Region
Skéne, with previous experience of co-producing the development, evaluation and
implementation of person-centred mental health interventions. Our
preunderstandings and knowledge of the field was used differently depending on
the analytical framework.

An open attitude was adopted in Study I, setting aside prior knowledge while
remaining aware of and engaging with it when necessary, in line with Giorgi (2005).
This was conceptualised in Study II as preunderstanding, whereas greater emphasis
on our ontological stance as a constructivist, realist critical approach was applied in
Study III (Moon & Blackman, 2014) as our different spheres of knowledge merged
into a theoretical coherence.

My involvement as a doctoral student and novice researcher in Studies I and II thus
differed from that in Studies III and IV. I was actively involved in the design,
methodology, and data collection in the former, while these elements had already
been determined and carried out by others in the latter. This consequently also
influenced the reflexive stance and the relationship with the participants. The focus
in Studies I and II was on avoiding influence or bias in the data during the design
and methodological stages, based on our preunderstanding of the subject, as well as
maintaining a critical stance towards these aspects during the analysis process. On
the other hand, the focus in Studies III and IV was on understanding and interpreting
the data from a critical perspective, without insight into the steps previously taken
during the design and methodological stages.

Ethical considerations

The exploration of health in general and mental health in particular in this thesis
requires ethical approval, as stipulated by the Swedish Ethical Review Act (SFS
2003:460). This was sought and granted for;

e Study I, Dnr: 2022-02164-0
e  Study III; Dnr 2019-02866.

Research involving professionals and their experiences of delivering care and
support to individuals with MHP as in Studies II and IV does not explicitly require
ethical approval under the Swedish Ethical Review Act (SFS 2003:460), unless it
involves sensitive personal data, physical or psychological intervention, or
identifiable human biological material, which was not applicable in Studies II and
V.
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All research involving human participants is guided by the ethical principles
outlined in the Declaration of Helsinki (World Medical Association (WMA), 2025),
and Good research ethics (Swedish Research Council, 2024) which were adopted in
this thesis. Good research ethics involves the principles of reliability, honesty,
respect and accountability. Taking responsibility for each specific study and for the
thesis is central to the completion of this thesis and is approached from a critical
standpoint. A risk-benefit analysis was carried out in relation to ethical
considerations prior to Studies I and II, in alignment with the Declaration of Helsinki
(WMA, 2025) and Good research ethics as outlined by the Swedish Research
Council (2024). The anticipated benefit of participating in the scientific research,
namely, sharing one’s stories and experiences was considered to outweigh the
potential risks, with particular attention given to respecting participants’ integrity
and autonomy. Each specific ethical consideration is described below.

Study I

This involved sensitive data related to the participants’ health, and in accordance
with the Swedish Act Concerning the Ethical Review of Research Involving
Humans (SFS 2003:460), ethical approval was therefore obtained. The potential
participants were approached through an informational advertisement for the project
In Dialogue for Mental Health to respect the integrity and autonomy of individuals
with perceived ill health. Those interested in taking part expressed their interest by
completing a registration form on the project’s homepage. It was deemed essential
that the researcher avoided any undue influence during the initial contact with
prospective participants. No personal data were stored or collected during this initial
stage (www.lu.se/personuppgifter). Participants were formally included once they
had signed the consent form and met the study’s inclusion criteria. If the participant
was assessed to need care and support for their MHP they were referred to the
appropriate care level in accordance with the ethical approval.

Study II

The first author contacted operational managers within primary MHS to inform
them about the study and invite their participation in respect of the participants’
autonomy. Managers who accepted the invitation provided the names of employed
PHNS to the first author (EN). The first (EN), second (LB), and third authors (SJ)
approached the PHNs subsequently, and those who expressed interest in
participating were given written information about the study and its aims in advance,
together with an oral introduction prior to the interview. A brief, standardised
background narrative was used to introduce participants to the field of interest. Face-
to-face interviews were conducted in environments chosen by the participants,
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where they felt comfortable to respect their integrity. Digital interviews were
conducted after the emergence of COVID-19.

Study II

Potential experts were recruited in respect of their autonomy via poster notices titled
Psychiatry for the Future, displayed in activity areas linked to the managerial units
within the organisations implementing the FACT care and support model. These
posters were placed in waiting rooms and included details about the date, time, and
location of the interviews. Criterion sampling required participants to have
experience of general psychiatry within specialist MHS as service users. Individuals
with experiential knowledge of primary care, addiction, forensic, or psychosis-
related services were excluded. The NSPH Skéne and its sister organisation Libra
Balans Skéane further supported the recruitment process by sharing information with
their members. No personal data were recorded during recruitment, as a shared
decision was made to treat experiential knowledge independently of participants’
gender, age, ethnicity, or diagnosis, focusing instead on their role as experts. All the
individuals who expressed interest were included. The participants’ names and
contact information in Study III were revealed and used while setting up the
interview (date, time and place of the interview) and then deleted and replaced with
another name. The participants were provided with standardized written and oral
information about the study aim, research questions and context as well as the
principles of confidentiality and dissemination of research at the start of the
interview. Ethical approval was obtained.

Study IV

All participation in this study was facilitated by a moderator (PhD in Social Work),
in accordance with ethical considerations regarding the integrity and autonomy of
potential participants. Due to the diversity of participants from both regional and
municipal services, they were provided, both before and during the focus group
interviews, with the interview guide and a vignette illustrating FACT from the
service provider’s perspective. This was used to introduce the topic and ensure that
all the participants had a shared and fair foundation for the discussion. The
moderator and the fourth (AL) and last author (UB) alternated in leading the focus
group interviews, working closely together, and sharing ethical accountability for
ensuring that all participants were listened to and heard. Meanwhile, the moderator,
who took field notes, had a moral obligation to engage respectfully and attentively
throughout the process. No conflict of interest existed between the participants and
the researchers conducting the study.

78



Results

The results of overall aim in this thesis emerged one overarching theme ‘The need
to strengthen the culture and structures of services to address human vulnerability’,
which is grounded in three themes, 1) Vulnerability as not being seen or having
influence, 2) Current organisational structures can constrain the conditions for
delivering meaningful care and support and 3) Strengthening a culture of safety and
belonging through practical collaboration, were essential. Together, they illustrate
how individual experiences of vulnerability intersect with organisational
constraints, while also showing how safety and belonging can be fostered through
practical, collaborative approaches. The overarching theme thus captures the
collective need for cultural and structural strengthening to support meaningful
interpersonal engagement within services. The results for each study and its specific
aim are presented in respectively Papers I-1V.

Overarching theme
The need to strengthen the culture
and structures of services to
address human vulnerability
Theme
Vulnerability as not
being seen or having
influence

Theme
Current
organisational
structures can
constrain the
conditions for
delivering care and
support

Theme
Strengthing a culture of safety
and belonging through practical
collaboration

Figure 4. Results of a thematic synthesis of Studies I-IV. One overarching theme emerged: The need to
strengthen the culture and structures of services to address human vulnerability. This overarching theme is described
through three interdependent themes: vulnerability as not being seen or having influence; Current organisational
structures can constrain the conditions for delivering meaningful care and support and Strengthening a culture of
safety and belonging through practical collaboration. Each theme is essential; without all three, the necessary
conditions for interpersonal relationships are absent.
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The need to strengthen the culture and structures of
services to address human vulnerability

The overarching theme reflects an understanding of the experiential knowledge of
individuals with MHP, professionals, and mental health service providers within
these services. It captures how relational, structural, and cultural dimensions interact
to shape care and support experiences. This theme is grounded in three
interdependent themes that together illustrate a progressive logic: 1) Vulnerability
as not being seen or having influence, the human and relational foundation of care;
2) Current organisational structures can constrain the conditions for delivering
meaningful care and support the systematic conditions that support or hinder such
relationships; and 3) Strengthening a culture of safety and belonging through
practical collaboration, the integrative process or mechanisms through which
human vulnerability and structures are strengthened. Taken together, the current
organisational structure consistently portrayed services as fragmented, with the
prevailing culture risking inadequate personalised care. Quality and access often
depended on the professionals involved and the organisation delivering the service.
This underscores the need for a more coherent approach, as navigating care was
neither straightforward nor logical, creating an unsatisfactory working environment
for mental health service providers. Strengthening culture and structure to address
human vulnerability, where individuals and professionals feel listened to, respected,
and involved in co-creating care or working practices, together with support from
an interprofessional team would help reduce isolation. Consequently, the future
development of services must foster safety and a sense of belonging, achieved
through practical collaboration, whether structural, cultural, or within individual
encounters between professionals and those in need of support. Each theme is
presented below and illustrated with quotations.

Vulnerability as not being seen or having influence

The participants described experiential knowledge of participants’ vulnerability in
relation to both primary and specialist MHS. This included vulnerability when
seeking and engaging in care, as well as the participants shared understanding
regarding the organisational capacity i.e., current structure and prevailing culture to
provide person-centred, recovery-oriented care and support, largely due to
organisational deficiencies.

Individuals with MHP revealed their human vulnerability when describing seeking
services, which was particularly challenging. Seeking services often coinciding with
what they described as the lowest point in their lives. They struggled with loneliness
and the exhaustion of managing symptoms alone prior to initial contact often
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avoiding burdening significant others, who in some cases prompted help-seeking,
while previous negative experiences and fear of encountering negative attitudes
towards mental health acted as barriers. The first encounter with services was
described as an initial hurdle, requiring considerable energy due to their signs and
symptoms of MHP and their feelings of loneliness and isolation.

“But no, it would have been nice if they [ed. professionals], so to speak, still have the
service users’ wishes in focus somewhere”
Individual with MHP, Study III

Their complex needs often led to them being perceived as problematic. They sensed
that the attitudes of professionals shaped the outcome of their encounters. They
noted they could often sense from the outset whether a professional was open to
discussing mental health, based on the latter’s language and tone. These impressions
influenced trust in services and sometimes discouraged help-seeking, creating
feelings of doubt about professionals’ motives, judgement, and treatment. Being
exposed to such situations left them feeling disempowered and unable to engage
actively. Professionals’ attitudes contributed to feelings of not being heard and of
lacking understanding of their overall situation.

“I know I need help, even now, today. I had a severe episode of self-harming
behaviour again, so I’'m aware I need support, but I don’t know where to turn. It feels
like I don’t have any options. I don’t know which path to take to find the right person.
It’s not easy.”

Individual with MHP, Study 1

The professionals, on the other hand, described feeling vulnerable in their role as
relationship builders, lacking the necessary prerequisites to engage effectively with
individuals experiencing MHP. They described managing individuals with MHP
within services constrained by limited resources, structured almost like ‘individual
hair salons’, where those with complex needs often slipped through the net. This
exclusivity in current services delivery was emotionally burdensome for
professionals and raised serious concerns about the wellbeing of individuals with
MHP, who also experienced a clear distinction between those who received care
and those who did not. PHNs within primary services expressed frustration at
lacking the mandate, support, knowledge, and strategies to manage encounters
effectively. They felt constrained, acting more as intermediaries than care managers.
Clinical intuition was crucial when identifying individuals with MHP, supported by
attentive listening, open-ended questions, guidance, referrals, and a non-
judgemental attitude. Ultimately, their professional comfort zone shaped the
encounter and influenced subsequent actions that followed.
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“So therefore, I can feel that is difficult to ask too many questions, because then you
go too deep, and I can. I don't feel that I can help them with any advice or so, so it is
so difficult.”

Professional, Study 11

Efforts to improve care and support were seen as short-term projects and, therefore,
lacking sustainability. All of this contributed to feelings of frustration and isolation
during encounters. There was also an expectation, from society at large, from
managers, and even from themselves, to resolve issues, and when this proved
impossible, it sometimes resulted in staff turnover.

“You feel like you’ve worked with someone for a long time to try and find some sort
of balance, and I suppose it’s because I’'m currently involved with someone in
particular. I’'m thinking specifically about this person, and I can see that he’s really
hit rock bottom now, because we’re not quite there to meet him. And psychiatry...
well, he’s turned away at the door because he’s not in such a bad state that he’s at
risk of taking his own life”

Mental health service provider, Study IV

Current organisational structures can constrain the
conditions for delivering meaningful care and support

Professionals, mental health service providers and individuals with MHP all
emphasised the need for the prerequisites to enable meaningful service delivery to
inform current future care and support. While both individuals with MHP and
professionals described current services as being structured around standardised
protocols. Service providers further characterised these services as akin to passing
through a ‘narrow eye of a needle’. Professionals noted that individuals often
exaggerated symptoms to be perceived as high-risk and gain access to care, while
individuals themselves described feeling compelled to do so, sometimes indicating
suicidality, in order to receive support. This structure of care was described as
reactive, ‘extinguishing fires’, rather than delivering health-promotive or preventive
services. Providing such would require more collaborative and interprofessional
conditions.

So yes, I have a lot of knowledge, and you still end up at the individual level, because
I need everyone around me to be able to raise the awareness. On as well as
organizational level and... So that you feel that there is a lack of tools to, as it were,
raise it up to a level and work with groups, i.e., based on public health... Yes, I have
none and... I need more collaboration in some way.

Professional, Study 11
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Individuals with MHP lacked the structural framework afforded to those with
perceived physical needs, creating ethical dilemmas for PHNs and shifting focus to
physical complaints. Meanwhile, specialist service providers reported growing
administrative burdens that limited physical interactions and reflected on how this
reduced the quality of their assessments and thereby their actions to address
individual needs. Descriptions of strained resources, productivity pressures, and
inequitable resource allocation emerged.

“I wouldn’t say there are any explicit demands from managers, for high productivity,
but it happens automatically because there are so many people in need of our services.
You simply must manage what’s here in practical terms, so it becomes a matter of
production just because of that. And then it’s also interesting to consider the content
of what we do, because when things become strained and there’s no time to properly
reflect, you end up solving things as they come.”

Mental health service provider, Study IV

Individuals with MHP described experiences of being ‘ticked off a box’,
categorised, and sorted according to their signs and symptoms. This created feelings
of being treated as less than human and often left them feeling like ‘just a number’.
This restricted the participants’ ability to express themselves during interactions
with professionals. Opportunities for mutual dialogue were limited, and they were
rarely invited to share their thoughts or concerns about their health or future care.
Similar experiences were reported within primary services where professionals were
expected to ask about mental health, even when they appeared uncomfortable
dealing with the responses.

“When you're in crisis, I find it incredibly difficult to express what I need. These
people (professionals) are supposed to be able to see what I can't put into words
myself”.

Individual with MHP, Study III

The managers were regarded as pivotal in facilitating future developments and
creating conditions for collaboration. However, they reported struggling within
fragmented services, attempting to structure care and support from a holistic
perspective. They emphasised the need for professionals to navigate existing
constraints, promote development initiatives, and deliver care within their
professional remit, while managers remained responsible for maintaining the
broader perspective.

"This collaboration cake, with all its different slices that we’re supposed to piece
together... everyone, everyone wants to do their best. Yes. Exactly. People want to
do a good job, they want to do what’s best for the individual, but then there’s the
issue of lack of knowledge, and what authority and mandate one has. Mmm. And
then everyone goes back to their little corner and delivers, but the cake still ends up
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completely uneven. I think it’s such a vivid metaphor". Mmm. And that’s what we’re
constantly struggling with."
Manager, Study IV

Strengthening a culture of safety and belonging through
practical collaboration

This lack of necessary structure to enhance a culture aligned with the service
providers, professionals’ and individuals’ preferences and wishes for service delivery
was evident. Individuals with MHP emphasised the importance of being met with
respect and acceptance. Trust and safety were crucial for engaging in care, supported
by professionals who demonstrated knowledge, a positive attitude, and structured
approaches. Feeling safe enabled participants to articulate symptoms, participate in
decisions, and feel taken seriously. When professionals validated their stories into a
narrative they could understand, this fostered collaboration; participants experienced
comfort, hope, and relief, resulting in active partnership in care.

“And you’re invited in, I invite someone, and perhaps together we can find solutions
to this. It’s someone who genuinely sees it, and I believe that builds a relationship
that is fundamentally different”

Mental health service provider, Study IV

Early engagement was seen to instil hope, with both individuals and professionals
expressing a strong desire for meaningful relationships, a proactive approach
contrasting sharply with current culture. Professionals and mental health service
providers stressed the need for continuous care, earlier intervention, and stronger
interpersonal relationships to prevent deterioration and optimise resources.

“It’s also an extremely important task because, as we are now reducing inpatient beds,
they need the opportunity to be admitted for a brief stabilisation. Perhaps we can
support them there and, together with housing support and other services, respond
quickly, that’s really good”

Mental health service provider, Study IV

Furthermore, individuals with MHP highlighted the professional’s vital role, being
at times their sole source of support. Being encountered by a professional who knew
them and who could make informed decisions according to their wishes and needs
was relieving. They felt safe, lucky, privileged, and grateful when being exposed to
scattered islands of good care and support i.e., exposed to interpersonal
relationships. When their vulnerability was acknowledged and respected, it was
described as if a door had opened towards better health.
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“I’ve learnt so much on my journey, and I wish everyone with MHP could receive
support and someone to talk to. Mental health problems come and go, yet no one says
it’s okay to feel unwell, it’s always framed as a problem. Society often shapes how
you feel, and in services, the focus must be on how to support these patients properly”

Individual with MHP, Study 1

The participants emphasised embedding this relational focus within the
organisational capacity across primary and specialist MHS. One way to operational
this was thru the interprofessional team. This was viewed as a means of reducing
professional isolation and supporting individuals with MHP by minimising the need
to repeatedly share their story, thereby addressing vulnerability. Therefore,
structuring future care and support within an organised framework and through
collaboration via the interprofessional team, with the individual’s story as a
prerequisite for decision-making, was regarded as enabling professionals to address
individual needs and preferences. Although, individuals with MHP raised concerns
regarding this culture transformation, as it would require a different form of
professional responsibility during encounters, all the participants stressed the need
to be supported through an interprofessional team. Such a team would foster
continuity of care and help address power imbalances, thereby contributing to
greater empowerment for all members.

“For my part, I know that panic attacks and depression come in waves; I do not expect
to recover completely. I expect life to involve pain, otherwise it would be rather dull,
and you could never truly appreciate when things are good. But if it becomes so bad
that you cannot manage everyday life, then you need that help”

Individual with MHP, Study III

Providing delivery of services closer to the individual’s environment was
considered essential for enhancing existing culture. The professionals would be
better positioned to understand individuals with MHP by bringing services closer to
individuals’ everyday lives. While some individuals expressed concerns about being
visited in their homes, they emphasised the need to be valued for their expertise,
with home visits viewed as a way to support this transformation. The recovery-
oriented, integrated care model, such as FACT, was therefore seen as promising for
safety and a sense of belonging through collaboration by positioning individuals
with MHP as active members of the interprofessional team.

“So, it's very far away from one's own reality when you go there it's not... being met
in everyday life I think is very important, because it's in everyday life that you have
to manage and deal with it, and you almost need to bring the support to your own
home”

Individual with MHP, Study III
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Discussion

Methodological considerations

This thesis comprises a thematic synthesis inspired by Thomas and Harder (2008),
encompassing four explorative qualitative Studies I-IV. Each Study aiming to
provide an understanding of how experiential knowledge of MHS was narrated by
individuals with MHP and by service providers, and their views on future
development needs for services. In seeking to view the participant’s world through
the researcher’s lens, it is essential to offer respect and, to the best of one’s ability,
understanding (Charmaz, 2006; Swedish Research Council, 2024). Both Martinsen
(2000) and Charmaz (2006) maintain that, although professionals or researchers
may strive to understand, they cannot fully grasp the thoughts and experiences of
patients, service users, professionals, or mental health service providers, that is the
participants in this thesis. Applying a thematic synthesis closely aligned with the
results of the primary Studies I-III and the preliminary results of Study IV, may
offer a basis for developing or refining new concepts and hypotheses, and for
considering or confirming those already established (Thomas & Harden, 2008). As
this is a compilation thesis, the number of articles included was limited, which in
turn restricted the amount of data in this thematic synthesis.

Enhancing trustworthiness and rigour is a recognised approach in qualitative
research (Cypress, 2017, Grossoehme, 2014; Rendle et al., 2019) and is particularly
relevant given that the qualitative paradigm itself is often questioned due to the
diverse interpretations of how such research should be conducted (Cohen &
Crabtree, 2008; Rolfe, 2006). The methodological considerations in this thesis will
be discussed in relation to each of the seven strategies for evaluating qualitative
studies by Cohen and Crabtree (2008) (presented in bold).

Conducted ethical research. The specific research (Studies [-IV) in this thesis was
conducted in accordance with established ethical guidelines (SFS 2003:460;
Swedish Research Council, 2024; WMA, 2025). As this thesis involves individuals
who, due to their MHP, may be marginalised and thus in vulnerable positions
(Giebel et al., 2020; Morgan et al., 2017), special consideration needs to be given
(Swedish Research Council, 2024). This can only be achieved if the researcher takes
these ethical principles into account (Swedish Research Council, 2024). Ethical
approval was sought and obtained for Studies I and III (see Ethical Considerations).
Based on these ethical approvals, the ethical considerations will be discussed in
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alignment with the concept of Reliability, as found in the ethical approval. It can
also be reasoned with Swedish Research Council’s Good research practice (2024),
in which conducting what is considered high quality research is referred to as using
appropriate design, methods, analysis, and resources in alignment. Qualitative
methodology was deemed the most appropriate methodology to explore experiential
knowledge, while each specific study was deemed to be strengthened by presenting
this thesis as a thematic synthesis. It is argued in qualitative research that the way in
which a researcher demonstrates respect for participants becomes an integral part of
the data collection process and significantly influences the nature of the data
gathered. This may vary depending on the ontological and epistemological
perspectives adopted by the researcher (Braun & Clarke, 2022; Charmaz, 2006;
Giorgi, 2005; Graneheim & Lundman, 2017). The concept of Honesty involves
reporting and communicating research in an open, fair, complete, and objective
manner. The participants were informed in writing of each specific study aim and
methodology as well as verbally communicated during the data collection process.
Conducting research with Respect applies to colleagues, research participants,
society at large, and the surrounding environment. All the participants in this thesis
were informed that they could withdraw from the study at any stage of the research
process without further questioning. If, during interviews, participants showed signs
or symptoms of illness, the interview was halted and guidance on where to seek care
and support was provided by the interviewer.

Accountability encompasses the entire research process, from initial idea to
publication, and includes responsibility for its broader consequences, which was
applied when shifting from focus group discussion towards dyadic interviews, in
respect to the participants’ choice of methodology. Dyadic interview methodology
is considered appropriate when it is difficult to engage participants in focus group
settings, or as in the case of Study III, when focus groups become too large to
facilitate meaningful interaction for the participants. Continuous efforts have thus
been made throughout this thesis to ensure reliability, honesty, respect and
accountability and to reflect on safeguarding the integrity and autonomy of the
participants.

Highlighted the significance of the research. It is essential that individuals with
MHP are given a voice (Baldwin et al., 2025; WHO, 2025), as well as service
providers, with the aim that their experiential knowledge of MHS will contribute to
strengthening their position in society and informing future service delivery (WHO,
2025). Therefore, I emphasise the importance of exploring their experiential
knowledge matters both theoretically and practically for the development of service
provision.

Maintained clarity and coherence in the research report. By following Cohen
and Crabtree’s (2008) guidelines for reporting qualitative research, this thesis aims
to present its content in a logically structured manner, with clear arguments and a
coherent narrative that guides the reader through the research journey. According to
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Harris (1987), good writing emerges when the worlds of the writer and the reader
intersect, initiating an interplay between writer, text, and reader.

Employed appropriate and rigorous methods. The methodology for each specific
study was carefully chosen, not only due to the educational nature of the research
journey but also to ensure that the results aligned with the study’s specific aims and
the overall aim of this thesis. Drawing on Braun and Clarke’s (2024) reflections on
their original methodological paper (2006), it is acknowledged that qualitative
research is shaped not only by the use of reporting guidelines, such as COREQ
(Studies I and IV) (Tong et al., 2007), GUREGT (Study II) (Berthelsen et al., 2018)
and RTARG (Study III) (Braun & Clark, 2024) but also by disciplinary traditions
and expectations. Being part of an interprofessional research group has therefore
influenced the interpretive process during the data analysis. By remaining firmly
grounded in each study’s specific methodology, and by addressing and openly
discussing our preunderstandings and prior experiences of the chosen
methodological approaches, this has contributed to the rigour of the Studies. In the
absence of prior experience, the review process of submitted manuscripts has also
provided valuable support for underpinning our understanding of chosen
methodology.

The use of qualitative quality standards in each specific study, as well as for the
overall aim, demonstrates that merely applying such guidelines as a general quality
checklist is insufficient (Braun & Clarke, 2024). They also emphasise the
importance of recognising the diversity of theoretical assumptions underpinning
qualitative research. The ontological and epistemological positions varied according
to the methodology of each study as described above. The authors adopted an open
stance in Study III, aligning with bounded relativism (Moon & Blackman, 2014).
which holds that reality is individually constructed yet shaped by cultural and
cognitive boundaries. This view resonates with Martinsen’s (2000) notion of
knowledge being passed across generations. The phenomenological approach
adopted in this thesis reflects a subjective epistemology, in which individuals’
experiences within primary MHS are regarded as real because they are lived.

Demonstrated reflexivity and addressed researcher bias. I have actively
reflected on this positionality and potential preunderstandings throughout this
thesis, acknowledging how these may have influenced both the research process and
its results. In line with Rolfe’s (2006) view that all scientific work is a form of
practice best understood within real-world contexts, the results of Study II were
interpreted and evaluated by the participants themselves through a process known
as reinterviewing. While this approach was unique to Study II, Studies I, III and IV
used investigator triangulations among the authors, a widely recognised concept in
qualitative research, to add breadth to the phenomenon of interest in each study
(Carter et al., 2014). As Carter et al. (2014) and Patton (1999) argue, no single
method can fully address competing explanations.
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My role as a doctoral student varied across the Studies. I was closely involved in
the design, methodology, and data collection in Studies I and II, shaping both my
reflexive stance and my relationship with participants. On the other hand, Studies
II and IV were pre-designed and conducted by others, limiting my insight into
carlier methodological decisions. My reflexivity was thus situation - dependent: my
focus in Studies I and I was on minimising bias during design and analysis, whereas
in Studies III and IV the aim was to critically interpret pre-existing data without
prior involvement. I remained committed to representing the participants’
experiences accurately throughout, while maintaining scientific rigour,
acknowledging that my preunderstanding and position, formed by prior and ongoing
knowledge, have influenced and will continue to influence the research trajectory
and its questions. Interpreting interpersonal dynamics in audio-recorded interviews
without being present posed additional challenges, with the risk that my
interpretations might not fully reflect the participants’ experiences. By being
transparent in each specific study (Studies I and IV) and by providing reflections on
preunderstanding and reflexivity throughout this thesis, I have sought to
demonstrate how these factors may have influenced the results.

Established validity and credibility: To enhance the validity of the result in this
thesis and for each specific study, each study method section is described to
contribute to the validity of the thesis. Triangulation was employed in Studies I, III,
and IV (Carter et al., 2014) to enhance data validation, while participant validation
was used in Study II (Grossoehme, 2014), where three participants were re-
interviewed to confirm the results. The results of this thesis are verified and
supported by providing quotations for each theme, thereby enhancing transparency
and credibility. The interviews conducted in physical meetings are still regarded as
the gold standard of qualitative interviewing, offering valuable insights into a
phenomenon through clear and direct responses (Krouwel et al., 2019). However,
since the Covid-19 pandemic this golden standard has been altered (Boland et al.,
2022). A wide range of data sources has emerged as alternatives to traditional
physical face-to-face interviews in qualitative research since the emergence of
online content (Davies et al., 2020). However, due to physical restrictions during
the Covid-19 pandemic and the accumulated experience by the research group from
that period, digital interviewing was considered appropriate and applicable, and
provided thoughtful descriptions (Brown et al., 2025). Thoughtful descriptions
support a deeper understanding of contextual dynamics and the multifaceted nature
of phenomena, such as experiential knowledge within MHS.

To enhance the credibility of the results, this thesis employed strategies such as
constructing the interview guide, vignettes and triangulation. To capture the
phenomenon for each specific aim while focusing on topics meaningful to
participants, it is worth considering whether the use of semi-structured interview
guides in Studies I-IV enabled the expression of diverse experiences and
perspectives, including those that are complex or emotionally sensitive (Kallio et
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al., 2016). This approach aimed to fully reflect participants’ experiences and thereby
enhance the reliability and credibility of this thesis. The use of semi-structured
interview guides was chosen because they are particularly suitable for exploring
topics that participants may not be accustomed to discussing, such as values,
intentions, and ideals related to the subject matter (Kallio et al., 2016). Furthermore,
the construction of an interview guide follows specific phases, which align with the
approach adopted in this thesis (Studies I-IV) when developing semi-structured
interview guides. The final phase involves publishing the completed guide within
the study itself (Kallio et al., 2016), a step that has been undertaken in all Studies
included in this thesis.

In addition to the semi-structured interview guides, two vignettes were also
employed in Studies III and IV. According to Alexander and Becker (1978), one
advantage of presenting vignettes to participants during interviews is that they
activate a controlled social scenario across participants, while simultaneously
making the vignettes presented to feel more realistic. This was achieved by
providing a vignette inspired by previously published research on the
implementation of FACT. According to Murphy et al. (2021) and Tremblay et al.
(2022), a vignette is regarded as a methodological technique that allows researchers
to explore the varied meanings attached to ideas, scenarios, or stories without
explicitly imposing their own interpretations during the interview process. It is
therefore emphasised that validating the vignette is essential, including its
relevance, reliability, effectiveness, completeness, familiarity, and intelligibility
(Tremblay et al., 2022). The vignette was considered reliable and relevant in this
study by the researchers involved in the project; however, it should ideally have
been tested with participants prior to the interviews, to enhance its completeness,
familiarity and intelligibility. There is a risk that providing the vignette may have
favoured FACT, thereby excluding consideration of other care and support models,
with recovery - oriented focus, which may have resulted in a more positive portrayal
of the FACT model.

Ensured verification and reliability: Measures were taken to verify the
consistency and dependability of the data and results in this thesis, thereby
reinforcing the reliability of the research. These measures included: various
sampling techniques, such as purposive and convenience sampling (Bornstein,
2013), and by including all potential participants who could contribute with their
experience relevant to each specific study aim. Given that convenience sampling
was applied, it is open to discussion whether this approach may have excluded
certain potential participants, as it relied on the providers’ willingness and
availability to take part in focus group interviews and thereby limited the result
(Bornstein, 2013; Gill, 2020). Recruitment difficulties were encountered in Study
I, and it was discussed whether these challenges were linked to the PHNs’
frustration, their views and attitudes towards mental health, their expressed
uncertainty, and/or their lack of knowledge regarding how to identify, manage, and
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promote mental health. Interviews with participants are the most characteristic
method of data collection when building knowledge through a qualitative approach
(Barrett & Twycross, 2018). Due to the design of Studies III and IV, no
sociodemographic data were collected; however, such data were gathered for
Studies I and II, providing readers some insight into the verification of this
experiential knowledge to their own settings. The absence of sociodemographic
information in Studies III and IV may raise questions about the verification of these
results to other contexts, although some qualitative researchers argue that
sociodemographic details are not essential if the study provides sufficiently
thoughtful descriptions of the phenomenon (Brown et al., 2025).

There are also various approaches that can be adopted when describing participants
in a qualitative study depending on the research design and objectives (Brown et al.,
2025; Gill, 2020). This thesis is a result of 71 participants’ experiences in MHS.
Saturation is typically achieved in studies involving relatively homogeneous
populations and narrowly defined objectives, often requiring between nine and 17
interviews or four to eight focus group discussions. Whereas in a phenomenological
design the phenomenon itself is the primary focus, accurately portraying it does not
require many participants (Giorgi, 2005; Grossoehme 2014). The interviews in this
thesis ranged from 23 minutes to 1 hour and 39 minutes (Table 5). It is therefore
suggested that providing thoughtful descriptions strengthens the validity and the
credibility of this thesis (Brown et al. 2025). The emergent themes in the thematic
analysis were represented across all the included Studies, supporting the validity of
the results.

Discussion of the results

This thesis aimed to understand current practices and provide a foundation for future
initiatives, while bridging the gap in experiential knowledge within the mental
health context (WHO, 2025). The comprehensive understanding of the included
data resulted in an overarching theme, The need to strengthen the culture and
structures of services to address human vulnerability. This theme illustrates how
the interplay converges around a central understanding, human vulnerability in
MHS requires coherence between relational, organisational and collaborative
dimensions. This result is in accordance with the foundations of person-centredness
(Kristensson-Uggla, 2022, Ricouer, 1992), caring (Martinsen, 2000), recovery-
oriented services (Delaney et al., 2012) and the WHO framework on integrated
people-centred MHS (WHO, 2016). Furthermore, it reveals progression from the
experience of vulnerability and invisibility to the structural conditions necessary for
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delivering meaningful care, and finally to the process of collaboration to foster
safety and belonging.

Drawing on person-centredness and caring stance underpinning this thesis, the
discussion will commence with the human conditions of care and support.
Considered both from the perspective of individuals in need of care and from that
of those working to support people with MHP. This introduces the first theme
describing human vulnerability as not being seen or having influence highlights the
human and ethical condition of care.

The prevailing culture and structure within services resulted in experiential
knowledge characterised by wvulnerability. For individuals with MHP, this
vulnerability is situated within the distinction between perceived health and health
problems (Rogers, 1997). While professionals expressed feelings of frustration and
isolation, describing their vulnerability primarily from ethical and environmental
perspectives, both groups revealed an organisational culture that reinforced their
shared human vulnerability. When discussing mental health and vulnerability,
loneliness emerges as a notion closely intertwined with both (Erdner et al., 2005),
reflecting the complexity of experiences associated with it (Mansfield et al., 2021).

The reported feelings of loneliness by individuals with MHP was reinforced when
combined with experiences in MHS of being cared for in inhuman ways as described
in the result. Their loneliness could be interpreted as both social and existential,
while social loneliness stems from dissatisfaction with relationships and a gap
between actual and desired social contact. Existential loneliness, however, refers to
a sense of isolation, often arising during serious illness, trauma, or when confronting
mortality (Mansfield et al., 2021), as may be the case for those with MHP seeking
care and support for their MHP. The vulnerability of individual’s with MHP was
also described as stemming from their signs and symptoms of MHP, which
contributed to a diminished ability to clearly communicate their needs and
preferences. Garnow et al. (2024) suggest that vulnerability can function as self-
protection when sharing personal experiences. Similarly, a limited understanding of
their existential loneliness and their difficulty to fully express themselves made
seeking support more difficult. Their experiential knowledge of encountering
stigma or professionals’ uncertainty about how to support individuals with MHP,
whether in primary or specialist services, also contributed to resistance in seeking
care, which can be interpreted as self-preservation.

The service providers experienced a mismatch between the needs for service
provision among individuals with MHP and the capacity of professionals and mental
health service providers to deliver meaningful care and support within a constrained
organisational context in alignment with policies of person-centred and recovery-
oriented services (Bejerholm et al., 2022; WHO, 2008; 2025). They lacked the
necessary structure and knowledge to manage the encounter with individuals with
MHP.
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It is thus vital to create a caring stance within MHS in accordance with Martinsen
(2000) that involves cultivating a relational and ethical practice grounded in
empathy, presence, and an understanding of the other’s experiential knowledge. The
vulnerability of individuals with MHP can serve as a foundation for trust and
collaboration. However, this proved difficult to foster and professionals expressed
a need for future initiatives to strengthen their capacity by providing the necessary
prerequisites.

The influence of current structure on encounters in mental health services

While vulnerability forms the interpersonal foundation of care and support, the
results also point to the organisational structural conditions required to transform
vulnerability into meaningful encounters. This corresponds to the second theme;
Current organisational structures can constrain the conditions for delivering
meaningful care and support. It is therefore argued that the wvulnerability
experienced by individuals with MHP, as well as by professionals and service
providers, could be alleviated by ensuring organisational and structural conditions
that foster a sense of meaningfulness. Vulnerability also influenced the working
environment and affected professionals’ ability to be included in future areas of
development. Current short-term projects were perceived as linked to personal
attributes, excluding some professionals and creating feelings of unfairness and
reduced resilience. At the same time, they faced situations where they could not
provide care as trained. The experiential knowledge in MHS portrays the current
organisational structure as a ‘narrow eye of a needle’, through which only a few
individuals with MHP can access care and support. This created feelings of
frustration and isolation among both individuals with MHP and service providers.
Thibault (2019) maintains that medicine has drifted from its ethical commitment to
prioritising individual well-being, leading to the dehumanisation of healthcare.
However, it can be argued that professionals continue to advocate an idealistic
vision of the Swedish public sector and its capacity to create social and economic
justice (Selberg & Mulinari, 2022a). The consequences of the gap between
organisational capacity and theory creates a professional practice with ethical
dilemmas (Abelsson et al., 2024). In addition, most Swedish healthcare policies lack
descriptions on practical implications for service providers, leaving them in an
ethical void (Falkenstrom & Hoglund (2023).

As described by Nussbaum (2013) in a society’s ability to support individuals with
MHP in achieving everyday functioning, physical health, and practical reason. In
this vision of social justice, the interpersonal relationship is positioned as the centre
of the organisation (Nussbaum, 2013; Selberg & Mulinari, 2022a). However, it can
be discussed if current market values position the economics efficiently rather than
care at the centre of the organisation as also outlined by the results. Moreover,
Thibault (2019) also views market values as a contributing factor of current medical
practice. The growing influence of business and finance, the fragmentation of
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experiential knowledge, reduced time for clinical encounters, reliance on
technology over human interaction, and a declining emphasis on the humanities in
medical education influences the delivery of services to a great extent. Moreover,
professionals linked the present organisational structure on the current economic
strain on services, shortages of in-patient beds which resulted in ethical and moral
dimensions into the encounter and reinforcing the prevailing culture within services.
However, service capacity and organisational structures vary across regions and
services (Ashcroft et al., 2021; NBHW, 2025a), and delivery differs by age group
(NBHW, 2025a; Ulfarsson et al., 2025). Rosen et al. (2020) argue that the shortages
of inpatient beds should not be seen as opposing outreach or community care;
instead, all MHS should be community-centred and integrated.

Furthermore, the result also revealed concerns regarding the shortages and the lack
of trained professionals influencing the interpersonal relationships for the individual
with MHP and the working conditions for the professionals and service providers.
Shortage of professionals is a considerable challenge within healthcare (NBHW,
2023; Selberg & Mulinari, 2022b), and particularly within MHS (Adams et al.,
2021; Ballout, 2025). Evidence suggests that nurses in these settings encounter
unique factors in their everyday work that influence their turnover rates (Adams et
al., 2021; Comparcini et al., 2025), while organisational culture more broadly plays
a key role in professional retention (Long et al., 2023). Furthermore, professionals’,
in alignment with the results, emphasise the importance of maintaining a reliable
task burden and staff levels to facilitate high quality care and support (Long et al.,
2023; Selberg & Mulinari, 2022b). Investing in professional training, future
initiatives, and protected supervision enables professionals to feel valued and better
equipped to deliver “good” care and support. When organisational policies and
practices are informed by and congruent with professional values, and prioritise
individuals with MHP well-being, employees feel valued and supported
(Gustavsson et al., 2025; Long et al., 2023; Selberg & Mulinari, 2022b), which may
support retention.

The managers described their vulnerability as inherent to their role, emphasising the
need for professionals to navigate existing constraints, promote development
initiatives, and support the delivery of care within their professional responsibility.
Doernberg and Truog (2023) acknowledge these ongoing influences on everyday
professional practice, however they also emphasise the evolving role of morality.
This shift requires professionals to reflect on their ethical stance and adapt their
actions according to the intended outcomes of their work.

Managers vital role in setting the standards for the delivery of person-centred and
recovery-oriented services

The organisational dimension of care was closely linked to leadership and
management capacity. Supporting managers to facilitate recovery-oriented and
person-centred MHS is essential for creating the conditions that enable
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collaboration and belonging, the focus of the final theme Strengthening a culture of
safety and belonging through practical collaboration. The results highlight the need
to adapt the intervention to equip managers with the necessary tools for
implementing a recovery-oriented, integrated model of care and support, FACT
within specialist general MHS. Organisational capacity and management play a
crucial role in the successful implementation of recovery-oriented practices (Lorien
et al., 2020). Preparing managers during the implementation phase is essential,
given their pivotal role (Birken et al., 2018). Managers must align with its core
values when embedding person-centredness (Santana et al., 2018). This was also
emphasised by individuals with MHP who emphasised the importance of creating
conditions that enable professionals to support and guide individuals within person-
centred and recovery-oriented services (Gustavsson et al., 2025; Lorien et al., 2020;
Menear et al., 2024), thereby fostering strong interpersonal relationships.

Person-centred leaderships involve an interconnected process (Cardiff et al., 2018,
which manifests across situations, varying in timing, configuration and intensity.
The managers’ engagement generates insights, enabling them to position
themselves in relation to others (stancing), while the creation of safe and critical
learning spaces supports the development of shared vision and goals.
Transformational and distributed leadership among managers in recovery-oriented
services is emphasised, recognising and accepting that managers differ, and will
develop and apply varying leadership styles and capacities, which evolve over time
and across different circumstances (Cleary et al. 2017). Both leadership approaches
promote responsiveness to the need of the individual at the centre of care and
support (Cardiff et al., 2018; Cleary et al., 2017). However, these results indicate a
lack of skills and tools to support this process. Their experiential knowledge of being
managers during development processes consisted of a lack of shared language,
despite recognising its importance. One way to address this is to incorporate
experiential knowledge at all stages of future initiatives, in alignment with the
concept of co-creation, when designing interventions to inform subsequent
developments (Vargas et al., 2022).

It is essential to support managers to encourage both individuals with MHP and
professionals to engage in service design. Furthermore, both service providers and
professionals, need to be aware of human vulnerability and its relevance, either
personal or environmental in nature when working to provide care and support for
vulnerable groups with society such as people with perceived illness. It is therefore
crucial to consider the professionals” MHL and experiential knowledge to promote
equality and strengthen the capabilities when shaping future primary and specialist
MHS.

Strengthening culture and supporting individuals’ sense of safety and belonging

MHL among service providers is shaped by workplace culture but may increase
through direct exposure to individuals with MHP or personal experience
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(Maértensson et al., 2014). Being labelled as a service user having complex MHP
can widen the gap between self-perception and ideal self-image (Erdner et al.,
2005). Individuals with MHP thus emphasised the importance of recognising them
as humans. Recognising individuals with MHP as capable in alignment with person-
centred ethics (Kristensson-Uggla, 2022) and embedding their experiential
knowledge, enables reflections on expertise within healthcare services (Hultman &
Hultman, 2023; Okoroji et al., 2023). Conversely, as outlined by the results, actively
involving individuals with MHP in decision-making and providing care in their own
environments can significantly improve outcomes and enhance service providers’
understanding, thereby strengthening the individuals’ sense of being understood.

Implementing integrated care and support models, such as FACT, facilitates
interpersonal relationships by focusing on personal recovery (Borgh et al., 2024),
grounded in the CHIME framework by Leamy et al. (2011). Enabling hope and
fostering a sense that improvement is possible is fundamental and occurs within
professional encounters that nurture such relationships (Martinsen et al., 2000;
Murphy et al., 2023). By promoting dialogue about mental health for individuals
with MHP, the results indicate that by involving the individual with MHP could
serve as a means of enhancing social support for people with MHP. Being valued
for their expertise and included in services, from which individuals with MHP
previously felt excluded from, and forming interpersonal relationships on their own
terms, is essential for those experiencing vulnerability (Erdner et al., 2005). By
being exposed to “small things”, such as experiences of encounters with the “right
person”, is portrayed by Topor et al. (2018) as supporting the person’s recovery
process and the rebuilding of their sense of self. However, ‘small things’ are the
core in the tradition of caring (Martinsen, 2000). Its relational and ethical
dimensions cannot be reduced to small things; it is an acknowledged scientific field,
grounded in love for the other, and should therefore be recognised as such
(Martinsen, 2000). Implementing FACT grounded in caring from person-
centredness stance could thus foster both collaboration and recovery-oriented
services and create conditions for person-centredness.

Person-centred interventions have proven to be cost saving (Kebede et al., 2025)
and improve health outcomes (Alsén et al., 2025; Cederberg et al., 2022; Kebede et
al., 2025) compared with usual service provision. However, person-centredness
could increase financial costs and the risk of excluding certain groups (Summer
Meranius et al., 2020). Those with stronger voices may dominate, while individuals
with MHP or those unwilling to participate in decisions may be disadvantaged. It is
therefore important that managers of services establish the conditions that enable
professionals to deliver interpersonal relationships grounded in the person-centred
ethics within recovery-oriented services in alignment with the EBP model (Melnyk
et al., 2010). A framework grounded in Ekman’s model of person-centred care
(Gabrielsson & Looi, 2019) was applied in a Swedish general emergency
department. This framework emphasised the importance of active listening,
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providing holistic care, and looking beyond psychiatric diagnoses to support the
transition towards person-centred care (Derblom et al., 2021; Derblom et al., 2025).

Implementing FACT, was considered preferable by individuals in need of these
services, as well as by professionals and service providers, compared to the current
provision of care and support. However, individuals with MHP questioned whether
this would be sufficient to support the transition towards equality in services, given
the prevailing organisational culture.

This underscores the importance of validating experiential knowledge and balancing
power imbalances among all parties when adapting person-centred, recovery-
oriented, and integrated services. Person-centredness within interprofessional teams
have proven to be vital for individuals at risk of suicidality (Rex et al., 2025). It is
therefore argued that the experiential knowledge revealed in this thesis strengthens
future initiatives by emphasising the importance of co-creative processes that
integrate individuals, professionals, and systems (Skivington et al., 2021; Vargas et
al., 2022). This form of collaboration emerges as the mechanism that transforms
vulnerability and structural constraints into safety, a sense of belonging, and
supports meaningful encounters and care (Bejerholm et al., submitted). The human
need for belonging and social connectedness is a well-established protective factor
against both the signs and symptoms of MHP (Baumeister & Leary, 1995;
Wickramaratne et al., 2022).

This thesis highlights how primary and specialist MHS often fail to support
individuals with MHP in achieving everyday functioning, physical health, and
practical reason, as outlined by Nussbaum (2013), and proposes an alternative
approach to restructuring care, which emphasises the importance of interpersonal
relationships. It contributes scientifically by advocating the promotion of equity and
equality in mental health for both individuals with MHP and service providers
(Newbigging & Ridley, 2018). Extending Rogers’ (1997) call for broader
knowledge, it incorporates experiential insights from those receiving and delivering
care. Services should offer welcoming, respectful environments that safeguard
integrity, anonymity, and safety for all. Aligning care with professionals’ ideals and
individuals’ needs may reduce moral distress and improve professionals’ retention
(Gustavsson et al., 2025). Integrating experiential knowledge into person-centred,
recovery-oriented care and support models within future service development is
essential for enhancing EBP (Melnyk et al., 2010).

Conclusion and clinical implications

The overall aim of this thesis was to understand the experiential knowledge of
individuals who require care and support for their MHP, as well as that of the mental
health service providers who deliver such care and support within primary and
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specialist MHS. This aim has been achieved through a thematic synthesis of the
results of Studies I-1V.

Study I explored the lived experience of encounters with primary health care of a
person with MHP, which was marked in their everyday lives by continual challenges
and a persistent uncertainty about whether services would provide the support they
needed.

Study II constructed a theory that explained the process PHN experience when
encountering people with MHPs, based on their MHL, which was a personal and
complex decision-making process that depended on their professional comfort zone
and acquired MHL.

Study III explored service users’ experiences of their current MHS and their
reflections on the FACT model and its role in future practice, they emphasized a
call for greater collaboration to empower and provide inclusive tailored care and
support, which they stressed as essential for the future of MHS.

Study IV explored mental health service providers’ experiences of current general
psychiatry in specialist MHS, and their views on what is needed for the
implementation of a recovery-oriented and integrated care and support model,
FACT, in which they described current services as overwhelming when attempting
to deliver care tailored to service users’ needs.

Taken together, the synthesis of results underscores human vulnerability as central
to meaningful mental health care. This vulnerability is evident in the experiences of
both individuals living with MHP and the service providers who support them, and
it shapes how care is offered, received, and interpreted. Strengthening the structures
and culture of services therefore calls for more than organisational reform; it also
requires relational attentiveness and moral awareness across all those involved. On
this basis, the thesis advances a relational framework for understanding and
improving mental health services, grounded in insights from both individuals with
MHP and service providers.

The clinical implications extend beyond questions of service organisation to the
ethical and relational foundations of everyday practice. By bringing together
individuals with MHP and professional perspectives, highlights mental health
services as a human practice shaped by vulnerability, interdependence, and
responsibility. This framing supports service development that prioritises ethically
informed relationships, aligning with person-centred, recovery-oriented, and
integrated models of care and support.

» Experiential knowledge reveals addressing human vulnerability as central
to mental health care, shared by both those seeking support and mental
health service providers, and essential for understanding how care is
experienced and delivered
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» Meaningful mental health services depend not only on organisational
structures but also on relational and cultural conditions, highlighting the
importance of trust, and moral and ethical awareness in everyday care
practices

» Strengthening mental health services requires the integration of experiential
knowledge in order to develop care and support that are relationally
grounded, responsive to experience-based knowledge, and aligned with
person-centred and recovery-oriented principles

Implications for future research

Although the aim of this thesis was to bridge the gap in experiential knowledge
within the mental health field, further research is required. There is a need to
examine and understand more fully how the implementation of FACT influences
prevailing organisational culture; specifically, how the requirements of
person-centred ethics, a caring stance, and recovery orientation shape professional
boundaries, and how this may promote social justice for individuals with MHP
within MHS.

In addition, models for integrated, recovery-oriented care and support must embed
person-centredness in order to address the human vulnerability highlighted in the
results. Further knowledge is also required to develop and strengthen the role of
PHN within primary services for individuals with MHP, drawing on their health-
promoting and disease-preventive expertise. This must be understood in light of the
expressed need among individuals with MHP to be met with from person-centred,
caring stance and to be offered EBP, principles that form the foundation of nursing
and constitute the core professional responsibility of both RN and PHN.
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