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1. Introduction
This paper will discuss the complexities in doing work-based research. I am project manager and researcher in this very field.

First of all I want two give you an introduction to the main idea of my PhD-project. My research is a result of the interests of many stakeholders. It has therefore been important for me to be aware of stakeholders' influences on my research as well as to be aware of my own research interests. It was important to find a perspective that I feel committed to and a perspective with both practical and academic values. Section 2 - 6.4 is a result of these reflections.
In section 7, I will reflect upon some of the different interests at stake in the cooperation between Region Zealand and the University in relation to my PhD thesis and how I have navigated in between these various interests.
Finally in section 8, I want to discuss my position as a researcher in the practice field, my involvement as a researcher in the field and the importance of subjectivity of the researcher as an analytical tool.

2. PhD Focus
In my PhD-project the focus is on the idea and practice of peer support in psychiatry. The concept of peer support is based on the idea that people who have experienced and lived through a mental illness can provide useful support, courage, hope and mentorship to others who are in similar situations (Davidson 2006). This project is based on the idea that other people who have experienced and lived through mental illness, can support other people who are diagnosed with a mental illness. Lyt
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Research and personal accounts testify that the experience of being admitted to a psychiatric unit and diagnosed with a mental illness, is tantamount to a existential breakdown. The human experience of being and their identity is disturbed in a special way. Becoming mentally ill, the person's self image and the subjective experience of continuity over time and place, is disturbed. They are aliens to themselves with a risk that relationships with their immediate surroundings are being hampered because their being and behavior can changed, as well (Goffman 1971, Topor 2005, Høgsbro 2003, Deegan 2007, Lauveng 2008). Being mentally ill is a traumatic experience. A crisis in which the person's personal history, experiences, assumptions and resources are no longer sufficient to maintain normal every day life. Time does not necessarily improve the situation. 
Besides the individual crisis that mental illness causes, many people with mental illness are excluded from participation in society. In 2007, every second retirement pension was granted to individuals with mental illnesses and these individuals did not return to the labor market (OECD 2010). There can be many explanations for this phenomenon, but societal prejudices and ignorance of mental illness characterizes the perception of persons with mental illness. Prejudices and myths such as people with mental illness are dangerous, less talented or socially dysfunctional plays a crucial role in the stigmatization and stereotyping of these people, hence their exclusion from society (DSI, SFI 2010). As mentally ill, it is hard to stay engaged and hard to get new jobs. Stigma reduces quality of life as it affects the individual's social life and employment status. Exclusion from the labor market and the stigma will then have serious implications for people with mental illnesses. 
Lyt
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The above described processes influencing the individual's identity and learning processes, the individual must learn to orient themselves in new ways in relation to themselves, their everyday life and work. When people are hospitalized, the new learning processes primarily will happen through interaction with a professional, whose practice is rooted in the medical paradigm (Topor 2002, Topor 2003). Research about and with people with mental illnesses highlight the need to involve peer support in psychiatry. The idea is that a peer support can offer other perspectives than the medical perspective. (Topor 2002, Topor 2005). A perspective from the patients point of view, a form of an "insider perspective". This is due to peer supporters have similar experiences, as the person in question. Words such as recognition, hope and respect are key words, spelled out in this context. Although these results are important, there is limited knowledge about how peer support actually influences the process, in the field of health promotion. It is still unclear how peer support influencing another person's subjective identity and learning processes as it is still unclear how peer support is practiced in relation to the idea of what peer support means for learning and health-promoting processes.
The point is how peer support helps people create space for other learning- and signification processes, as they have different experiences than professionals with their "insider experienced" perspective. Peer support may be an alternative option for individuals to gain recognition and develop health promotion strategies. Peer support may, in this perspective, be seen as an alternative and complementary form of intervention in relation to the professional work.
During Question:

· What happens when people with similar experiences share their perspectives (inside perspective)? Does peer support reflect the persons own universe, the traumatized stigma and the role of being diagnosed with mental illness?
· How is hope, acceptance and recognition experienced in the interaction with a peer supporter?
· How does peer support create new or different meaning along with potential action for people with mental illness, and in what way?
· How is intervention with peer support experienced?
3. Purpose
The purpose is to understand the conflict and dilemma-filled learning- and identity processes that people experience after they have been diagnosed with a mental illness. Furthermore, it is to generate knowledge about how health promotion is practiced in connection to peer support as a more everyday life-oriented health promotion practice.
The further purpose is to develop knowledge about the opportunities and barriers of the peer support practice in relation to health-promoting practices. And to generate knowledge about the meaning of and practice with peer support as an alternative method of health promotion practices when health is regarded as a part of people's everyday life.
4. Background and motivation
The project is based on the international and national trends towards greater user-involvement and participation of peer support in psychiatry. In a political perspective, the intension is to increase the quality of health care, meaning that all Danish Regions are obliged to implement The Danish Quality Model, which is a development and accreditation quality system for Danish Health Institutions. One of the main issues is to involve patients in decisions regarding their own treatment. User management is a key concept used in the National Strategy for Psychiatry and in Regional Plans for Psychiatry.
The aim of User Management in psychiatry is to achieve a good treatment and treatment outcome, which focuses on the diagnostic phase, treatment phase and follow-up phase (Region Zealand, 2008). Humans thus becomes classified in diagnoses in relation to their symptoms and the treatment aimed to reduce or even eliminate symptoms, which corresponds to a medical perspective on mental illness. People with mental illness are in the mental health system hereby defined in terms which indicate deficiencies and disturbances in their will, cognitive and emotional skills (Topor 2002, Topor 2003). Persons with mental illnesses points out that some of their symptoms are methods to handle the difficult conflicts they are struggling with (Topor 2002, Topor 2005). This means that the handling of the difficult conflicts is a kind of coping strategies that are invoked when life gets difficult.
The professional and the patient, each of them, have their own understanding of the issues. The patient sees his situation from the inside and sees the professional context from the outside. The professional experiences the patient's life from the outside and their own context from the inside (Høgsbro 2003). Patients and professionals have different perspectives of understanding the issues when they enter the relation with each other and their actions are based on different perspectives and experiences.
The construction and the imagination of the diagnostic system also include the idea that disease has a specific scenario and a specific forecast. But research shows that e.g. schizophrenia and depression have many different paths and that it is possible to recover from even severe mental disorder, which do not correspond to the traditional view of mental illness as chronic course (Topor 2003). Furthermore, in the psychiatric treatment of persons with mental illnesses, it is impossible to find correlation between specific treatment interventions and the recovering from mental illnesses (ibid).

In psychiatry, plans and strategies of psychiatry, equal collaboration between therapist and patient is described (Region Zealand 2008, Region Zealand 2010, Health Protection Agency 2009). Research in the Health Field shows that work methods, standards, categorizations, disease models, the professionals' lack of encouragement, written and oral language practice and so forth may be barriers for professionals to understand the other person's perspective, hence be bearers of hope, acceptance and recognition (Buus 2005, Goodwin 2006, Halvorsen 2009, Rush, Zoffmann 2003, Zoffmann 2004).
Ministry of Social Affairs & The Ministry of Interior and Health, stipulates that the medical specialty, psychiatry, have a treatment perspective, and value is an integral part of health service ethos and the professional self-understanding. (Ministry of Social Affairs & the Interior and the Ministry of Health,2005).
Øverst på formularen

The desire for equality and user management is complicated by the different barriers, because the relationship between professionals and people with mental illness are asymmetrical. Visions and intentions are essential for a better psychiatry, but the execution is complicated by the self-understanding of the professionals and the prevailing medical paradigm. Understanding the patient perspective, recognition and appreciation of people with mental illness can, with advantage, be found or supplemented elsewhere. An alternative approach is based on interaction with peers in order to empower them in relation to master the difficult situations that arise in connection to mental illness. In the last 10 years there has been a growing interest in processes that help people recover from mental illness, thus called Recovery. Research in this area shows that people in the individual's environment is key, in the recovery process. The important thing is that they say or do something, so the individual feels as being there for someone; that the person is accepted and appreciated by others. (Topor 2002, Topor 2005). Other persons might be agents of hope, acceptance and acknowledgement.

Øverst på formularen

The idea and practice of peer support is not new; it has occurred since beginning of time. Within Healthcare Systems Formal Care Services, peer support has been accepted and used for many years in specialties such as cancer, trauma, AIDS and Prevention of Suicide (Kumaria 2001, Johnson 2001, Rudi 2001). Already from the end of the 18-hundreds, peer support was applied within the field of abuse. But stigma and stereotyping within the psychiatric field has prevented attempts to involve people with mental illness to offer similar support, specific at the psychiatric institutions. In the field of social psychiatry, peer support has been on the agenda for several years. However, in psychiatric treatment, the initiative both internationally and nationally, is new and is a challenge to the established treatment methods.
Peer Support is a comprehensive term and embraces everything from the structured, formal and professional asymmetric practice where the professional has a user background, to the other end of the spectrum, where informal symmetric friendships take place in the natural environment. In the middle of the spectrum you find self-help / mutual support places, based on voluntary frameworks such as mental health shelters. For more organized schemes there are different self-help programs / patient schools, that are organized by private organizations or public institutions (Davidson 2006). The focus of this project cuts across the professionally managed practices and across the natural support among peers. This study investigates the intervention consisting of people who have experienced and lived through mental illness, and provided support to people who were hospitalized for mental illness. The intervention starts at an institutional psychiatric practice, but follows the person's path from admission to discharge and also includes everyday life outside the psychiatric practice.
5. Theories
Learning 
My interest in and my understanding of learning processes are based on subjective learning processes, rooted in history of life and as cultural and social interactions. People who are mentally ill have their everyday life and everyday experience shaken in a special way and they have to both reconstruct and redesign their lives. It is a learning process which interferes with human identity and life-strategic contexts that are embedded in the human individual-specific and time-bound life history (Olesen 1985). Learning processes in connection to mental illness must be considered with the refraction and the dynamics in the human sense of identity as intimately intertwined with the personal life story. My considerations are inspired by psychoanalytic thinking, where learning is viewed as integrated cognitive and emotional processes in relation to the life-historical experience. The bodily aspect is integrated as well, since it is a basis for meaning construction and cultural appropriation. The concept of experience is the basis of my perception of the learning process, because it is venue for the subjective and the societal significance (Olesen 1999).Lyt
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Health and Illness 
In this project, I use a non-traditional medical approach to understanding health and disease. I perceive health and disease as a relational and contextual phenomenon with reference to a humanistic and social scientific frame of reference. Kleinman and Gannik's theories about the social and cultural construction of health and illness are good when it comes to understanding disease as a non specific size, but as a phenomenon that changes over time in relation to the historical, cultural and social context (Kleinmann 1988, Gannik 2005).
Peer support is likely to affect the human understanding and construction of illness perception. Awareness and action are central in Ganniks theory. Awareness of the symptoms is a prerequisite to gain experiences from them and to regulate them in everyday life. The persons have to gain their own experiences from their own actions in order to develop their personal illness model (Gannik 2005). A peer supporter has his/her own experiences and has developed his/her personal illness model, hence better prepared to understand the other person's problems from the inside. This is to be compared to the professionals and their findings based on external visible symptoms. Peer supporters have personal illness models, which contain personal cognitive, emotional and bodily skills, developed over time. 

Øverst på formularen

Gannik `s theory of a situational perspective on disease, is a good frame of reference for analyzing disease viewed as a relational and contextual phenomenon. The theory would be good when investigating how people with mental illness perceives and shapes his disease model through the continuous and interactive relationship with its surroundings. The disease actions are formed continuously by the maneuver, as the individual's life situation and related resources allow (Gannik). Disease can be physiologically dependent, but are not the focus of this theory. 
Øverst på formularen

Construction of the notion of patient and client
Understanding the stigmatizing and marginalizing process which lies within the creation and construction of the notions of patient and client, I will involve theory of Høgsbro and Järvinen (Høgsbro 2003, Järvinen1989). In relation to the perspective of power in the professional description of the client as being hyper-real, I will involve theory of Järvinen and Mik-Meyer.(M Järvinen 2003). 

Stigma
Describing the normality and mental illness as a social stigma, I will apply theory of Goffman (Goffman 2009).
6. Theoretical framework and methods

6.1 The research’ two scenarios

The research has two scenario. The first scenario is an action research project where the author (project manager) and one project employee have created the framework for a learning arena. In this arena the project employee, 15 citizens and the author have jointly formed the idea of the "Good Support" for patients hospitalized in psychiatric wards. The project employee has experienced and lived through mental illness. The other persons have experienced and lived through mental illness and have been hospitalized in psychiatric wards. The persons have been through the learning processes and serves today as peer supporters. Presently, they are visiting patients at three psychiatric units and follow the patients in everyday life after discharge. The three psychiatric wards, connected to the project, are all low shielded. Psychiatric ward-staff refers patients to the project. They ask patients whether they want a visit from a peer support and simply, they call the project manager (me), which aims at finding a peer supporter to the patient.
In the second scenario, the author (project manager) is interviewing 10 patients after they received visits from peer supporters. This is to investigate the meaning and practice of peer support as well as to the method as a health promotion practice. The patients are being interviewed tree times over a one year period, to follow-up and investigate the individuals' identity- and learning processes. The interviews are audio-recorded.

6.2 Critical Theory


Øverst på formularen

In critical theory the emphasis is on socialization, as in the historical changing of production of human subjectivity. My approach to the project is Alfred Lorenzen`s theory of socialization; that the subject is constituted through a process of interaction with the social world and always in a specific historical context (Lorenzer 1975). Lorenzer perceives the subjectivity as historically produced through a series of dynamic interactions between the individual and the outside world. The interactions are bodily, pictorial and linguistic-symbolic and defining the individual's attitude and action. Human subjectivity is thus a historical and dynamic entity, characterized by internal contradictions and tensions. The production of subjectivity is seen as a lifelong learning process that is both an individual and collective process (Olesen 1985). In the encounter between subject and object the subject is constituted and through the participation in the world, the subject establishes experience and learn about the world and themselves. The subjective processes are always shaped by the individual's already existing life-historical experiences (Bereswill, 2010).

Lorenzer expanded the existing psychoanalytic theories of development, so that they also came to include societal interaction forms, but in the same time he maintained the humanities base of the psychoanalysis by emphasizing the meaning of the language and the interpretation. Lorenzer provides the psychoanalysis as a critical-hermeneutic experience science (Olsen and Køppe 1996). Læs fonetisk

 

Ordbog

Nederst på formularen

6.3 Lifehistory approach

By using the life-history approach, I am interested in the dilemmas and dynamics of the identity and learning processes of the interviewed persons. The life-history perspective gives a special insight into the conditions that characterize the individual and the strategies they use. I will investigate how the individual interprets and articulates the crisis and the challenges they face in their daily lives and in the subjective management of the situations. I am particularly interested in how they reflect upon their learning, including guidance with peer support.
The narrative structure also contributes to the fact that the life-history illuminates the relationships that exist between the individual's life-history and the historical and societal context of the story. With the life-historical approch I am therefore interested in both individual and collective life-historical dimension of human experience and experiences with identity and learning processes of mental disorder. 

6.4 Psychoanalytic deep hermeneutic approach
The project is placed in a phenomenological and hermeneutical tradition. Based on the phenomenology, I will describe the human lived experience of mental illness and the interaction with the environment including peer support.
In the phenomenology theory, life-world is our concrete reality that we can experience and which we are familiar with, when we make decisions, communicate and acts (Thøgersen 2004). In connection with mental illness, this ideological notion of internal consistency is often broken. My focus will be on the part of the life history in which the stories include dilemmas, contradictions and crises, as the basis of experience and learning processes.

The use of narratives is socially and culturally conditioned, so the meaning or significance conferred phenomena will be understood and interpreted from a hermeneutic approach. I use Alfred Lorenzen psychoanalytic deep hermeneutic approach in relation to the empirically based analysis. The psychoanalytic deep hermeneutic approach will be understood as a hermeneutic process of understanding. With the deep hermeneutic approach I will try to understand the latent understandings, meanings and experiences of having a mental health illness. My expectation is through this method to be better understanding the interaction between human knowledge and experiences and the transformation of their identity and learning processes, as crisis and the new social reality entails.

7. Work based research 

7.1 Collaboration: Psychiatry Region Zealand and Roskilde University

Øverst på formularen

In 2009, I was hired as a project manager in psychiatry in Region Zealand, Denmark. The purpose of my employment was to initiate, manage and evaluate a peer support program for people with mental illnesses. In September 2010 I was enrolled as a PhD student at Roskilde University to investigate phenomena related to this project. My PhD study is therefore a product of collaboration between psychiatry Region Zealand and Roskilde University.
In this kind of cooperation it is very important to understand the deeper meaning of the main stakeholders and their influences on my research. I have to make a note of the involved organizations, principles, financial security and so forth, and how it might influence on my interests, my research topic and the way I undertake my research. All of these influences, from the individual to organizational level, market forces and so on must be placed in a wider context. The Influences of educational institution have two be added, in addition to the former.

The Universities' tasks are to research and teach. However, in the1990 `s the third university
task was formulated as to mediate research knowledge and to create processes of change. Specifically, this means that universities must contribute to growth and development through regional practically oriented projects (Nielsen & Nielsen 2006). My PhD study, which is a consequence of the cooperation between psychiatry Region Zealand and Roskilde University, can be seen as a practical project aimed to create regional development. 
Øverst på formularen

The universities were originally autonomous institutions representing a societal commitment to seek the general or the classical idea of seeking "truth". During this period, also called mode 1 acted paradigm, the debates in the scientific community were about the criteria of "what is good science." In the theories of mode 2, the discussions are not about seeking a universal answer or the "truth", but about the criteria of validity for the creation of social robust knowledge (Egmose 2011). In theories of mode 2 the interest is collected on the societal necessity of a different organization of knowledge creation and a societal requirement that knowledge creation must be useful and that research should be application oriented (Nielsen & Nielsen 2006). The universities' societal commitment has changed in nature, which means that the autonomy of the universities autonomy is at stake. The collaboration between psychiatry Region Zealand and Roskilde University can be seen as a consequence of this political interest in considering knowledge creation as a societal imperative. The structure of cooperation is in its basic form affected by this reality, causing a risk of instrumentalisation of university research. Lyt
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In a welfare state and an application-oriented perspective, one can consider peer support as an offer, targeting vulnerable groups who are suffering socially and/or with challenged health conditions. They are at risk or may even have lost connection to the community. Peer support can contribute to the development of resources and empowerment among the disadvantaged groups (Government, 2010). In this context it should be noted that the Ministry of Interior and Health, (compliance share of GNP) finance the practical part of my project, but I have full budgetary acces and control. Peer support is a strengthening of civil society, but the voluntary nature can also be considered in a resource-saving perspective, for example as peer support helps to increase patient compliance, contributing to lower hospitalizations, staff savings and the perspective that the persons are returning to work-life in the fast lane.
Øverst på formularen

The political intent of increasing the quality of health care means that the regions were obliged to implement the Danish Quality Model, which is a development and quality accreditation system for the Danish Health institutions. One of the standards is the objective of user management. Peer support should be seen as a strengthening of user management and can therefore be considered as part of the region's development strategies to achieve more quality in services. User management and peer support is also one of the political flagships in the region. This is in addition to the investigative steps, where the goal is that all districts have recruited/taken on a PhD student. In this perspective, the research and knowledge creation can be described as a strategic resource for the region. You could say that knowledge production has become a commodity and has become a rationale for initiating and evaluating peer support in a concrete practice.
The Ministry of Interior and Health has a probable interest in the project due to the project is upgraded to a PhD study with related scientific knowledge, status and clout. The ministry is been positive regards the project changes towards a more qualitative approach as opposed to the original more medical-oriented project. 
In another perspective I am in a prime position to investigate and make changes in a practice field. My work based research embraces complexity and is empowering and innovative. Costley mention the positive sides of work-based research. It may save time and money by making improvements, provide evidence to influence policy and decision making, and can also make a difference to individual practice (Costley 2010).
Roskilde University has a long tradition to anchor research of a specific problem in practice, but from a research perspective, it is important that research is not reduced to an instrumental evaluation task. Furthermore, the university has an interest in my thesis related to health promotion prospects within psychology of everyday life and learning processes, develop qualified knowledge to health promoting processes and develops methods for health promotion.
To act between the practice field and academic field with its diverse interests and perspectives requires space for reflection, which I will elaborate on, in the next section.
7.2 Levels of practice and reflection

Firstly, there are practical tasks to be solved in action research. Secondly, I continually relate myself to different interaction processes and forms of action, and thirdly there are research questions that I must study. Nielsen and Nielsen write that it is important to distinguish between two levels of practice, making practice for reflection level of scientific knowledge (the professional practice horizon) and to make scientific knowledge to an immediate factor in problem solving strategies (the consultant's practice horizon). Nielsen and Nielsen write that it is through this dialectics that university practices can make a contribution to regional development, which is considered as the university's third task (Nielsen & Nielsen 2006). Cooperation includes thereby both a welfare state and scientific potential.
The reflections between the professional practice horizon and the consultant's practice horizons are ambiguous. The particular and the universal in the particular must be expressed. The special is expressed through reflections via field notes, interviews, etc. The difficulty is to strengthen the universal joint that points beyond the concrete practice. Distance and closeness to practice thus becomes essential dimensions. The project in the field is the close practice, and viewed from the "inside", the university must be the place to create reflection upon practice. And as an insider who is immersed in work, it is possible to fail two see the obvios and you need external feedback on what you are doing (Costley 2010). The university must be my context and space for scientific reflection and reflection on the universal in particular.

The societal demands for knowledge creation to be useful, that research must be application oriented and that universities must contribute to regional growth and development through practically oriented projects, raises questions about whether I should regard the created knowledge as bound to the context.

7.3 Knowledge as bound to the context or universal
My PhD is inspired from action research. Together with the project employee I have developed a framework for a learning arena, but the learning process takes place as a common recognition process between fifteen persons and me. This raises two issues: the importance of contextualized knowledge and the importance of the subjectivity of the researcher. First, I reflect upon knowledge as bound to the context and then I will reflect on the issue of the subjectivity of the researcher.

My research is locally rooted and takes place in a particular context, which means that the knowledge produced is contextualized. The classical understandings of considering knowledge as something universal are in many ways replaced by other understandings. Within the human and social sciences, knowledge creation have more or less been replaced by a trend pointing towards understanding knowledge as radically bound to the context and local (Egmose 2011). It is regarded as a societal imperative that the created knowledge is practice-oriented. In a theoretical perspective, the poststructuralist tendencies become dominant. Nielsen and Nielsen write that criticism, as it is known from critical theory, is outdated (Nielsen & Nielsen 2006). Scientific theory and in relation to my subject area, I am up against the mainstream, because my research is to be found in a critical theoretical framework.
In critical theory the emphasis is on socialization, changing the historical production of human subjectivity. Human life and its living context are, in critical theoretical optics, at once specific and universal, determined by its historical conditions. Knowledge is perhaps tied to a local practice, but it also has a universal dimension that goes beyond this practice. (Nielsen & Nielsen 2010, Critical Theory). By using critical theory, I will try to express the universal in the concrete. I do not seek the universal in the abstract or general sense, but in a historical perspective. My approach is Alfred Lorenzen's materialist theory of socialization; that the subject is constituted through a process of interaction with the social world and always in a specific historical context (Berewill 2010). Lorenzer was occupied by the dialectics between such as collective and social dimensions of unconscious processes, and unconscious processes in the collective and social field, and how the function of these phenomena play a role in reproduction and the challenge of power in social relations. This creates an opportunity for change from both an individual and wider societal perspective (Redman 2010).
This means that it is not the individual who is at the center of research, but the immediate prominent social reality and thus the universal dimension that goes beyond the actual practice.
It is herein the critical element in the theory must be found. The theory helps to identify the influential elements in a chaotic, distorted or not readily identifiable pattern of events and actions (Elling 2004). This means that the focus is on the underlying structures and hidden processes. For Lorenz, the research has the intent to identify and reflect on the special social factors impact on social life and to reflect on unfulfilled areas of existing social arrangements. And thus identify utopian potentials for a better life. (Bereswill 2020). In critical theory, the dialectical view of society is consistently maintained and asserts that social phenomena must always be viewed in their historical context (Alvesson). This means that knowledge is a dynamic entity and that knowledge is always incomplete.
8. My position: Insider and partly an outsider researcher

In the following I want to take a look at my position in the field. 
Research in the practice field can be seen in several ways depending on how the researcher is attached to the field and the researchers perspective on the researched. The researcher may be a part of the field or come from outside the field. In the following I want to reflect upon my position in the research field.
8.1 Learning arena with the peer supporters

The project employee and I have developed a learning arena and in cooperation with the peer supporters we have developed the "good support" for patients who are hospitalized for mental illness. In this part of the project I am an insider researcher.
In action research the researcher must not only describe what happens in the field, but the researcher is a part of the construction of the processes of changes. (Nielsen & Nielsen 2010). The researcher in action research is involved, and the distance between researcher and research object does not exist as in traditional research. The activeness of the researcher and the participation in the field leads the researcher and the participants to make common experiences. Greenwood writes that participation is not only an ethical or political agreement, but is itself the key to success (Greenwood 2007). In that way the empirical material is generated in the hermeneutic and interactive processes. The peer supporters and I are active participants in the learning process about the good support to individuals with mental illnesses. Together, we make common experiences, which is a part of my empirical material. Participation and involvement are hereby constitutive processes of action research as science. At the same time engagement between researcher and participants are the democratic orientation in the research processes (Nielsen & Nielsen 2010). When action research is seen through that optic, the core of action research is to create more democracy and then science is not reduced to a technique or a method but as an approach to the lived life (Greenwood 2007). The peer supporters of this action research have experiences of empowerment processes that other people may enjoy in their institutional and everyday life.

In the processes of action research I am involved in a complex relationship with the peer supporters and cannot just be an observer. It is important to emphasize that the project has personal consequences for the peer supporters. As Costley point out, it requires moral obligation. The peer supporters offer their lived experiences with sickness and everyday problems to me, to each others and to the patients. They offer their vulnerability and reveal themselves. (Costley 2010). It means that I have to take care of the individuals in a personal way. It requires a moral obligation and a consciousness of my caring responsibilities. Not to forget that I have hired each individual and they get paid. Not an awful lot, however with an employer/employee relationship. I might create a fantasy of democratic relations, but it is very important to reflect upon the power dynamics. The power between me and the peer supporters is overt. I have to facilitate some learning processes, so the individuals learn to be aware of their lived experiences and learn to use them for the benefit of the patients. 
My expertise in the learning area, my experience as a supervisor, my perspective of humanity and science will of course reflect the way I am engaged and involved with the peer supporters. In my Ph.D. thesis I have to make sure that my perspectives of humanity and science, my choice of theories and so fort are visible and transparent for others.

Costley mention that personal relationships may change as consequence of the research findings. I might reveal some findings, that could lead to feelings of guilt, manipulation and deceit, or joy, pleasure and satisfaction (Costley 2010). I have very close contact with the peers including their personal feelings and problem in their everyday live. My findings could very well lead to some of the mentioned feelings.

Not to forget the basic issue of who gains from the research. But at the very same time the peer supporters have got a new social working role and identify themselves as colleagues which empower the individual peer supporter. Quote from a peer supporter: “I am going to work and I discuss the case with my colleagues” 
8.2 Staff at the psychiatric wards 

It is important to understand the context in which the research takes place. In my work with the staff on the psychiatric wards, I am partly an outsider researcher. I have no knowledge of the practice in the field. Although I am a nurse, I have no experience in psychiatric practice. My knowledge of psychiatric illness and treatment is limited to my three-month apprenticeship at an open department 30 years ago. I am used to having contact with staff at various wards through my 20 years as lecturer in health care, so my professionalism and respect sustain in the contact with the staff. This gives me a unique position to study particular issue, but I do not have special knowledge within the mental health care system. I don’t have insider information about psychiatric practice and I don’t have the access to people and information that further can enhance that knowledge. 
Costley mention that gaining access to the organisations is one of many problems. It may deal with staff members’ vulnerabilities to the outcome of the research, it takes up staff time and the research may adversely affect their working environment (Costly 2010). My lack of knowledge and experiences within the psychiatric area might also affect the staff members’ attitude towards me, not seeing me as an expert, resulting in problems by gaining access to the wards and difficulties in cooperation with the staff. I was hired as a project manager and the leadership of the psychiatry had decided to implement peer support at the wards, which makes the project top down driven. The staff members thereby have little or no influence on the idea. I am therefore aware of the staff feeling when obliged to cooperate with my research and the tensions the project could cause. It is particularly important to discuss the study with the department nurses and staff members. Go through the purpose, the ideas, the structure, action details and attempt to anticipate sensitive issues. The dynamics of the interactions might act as a barrier to my research and I have to be aware when I am researching and when I am advocating. Costley writes that one must provide a clear account of the type of access required and its purpose – a clear account of the requirement and establishing ones creditability will be vital in order to gain cognitive access (Costly p. 59, 2010). 

The department nurses act as gatekeepers and they may affect the staff willingness to engage with me. Costley describe that once worked with some members of the ward and established my credentials, the network of the community can have a snowball effect. This technique of word-of mouth recruitment, is the best way of gaining cognitive access (Costly 2010)

The staff refers the patients to the project. They ask the patients whether they want a visit from peer supporters and then they call me, so I have the possibility to connect a peer supporter to the patient. I cannot make challenges to status quo without staffs willingness to act upon my recommendations. Cooperation, trust and openness are vital in the process of getting patients to the project. Without, there will be no patients referred to the project. Therefore I have to consult staff about my research and inform them, and in the same time give them space to give me feedback upon my ideas and my work. Costly mention that It is necessary to show by ones actions and acknowledgement of the culture of their community of practice, be empathetic in ones understanding and try to understand their needs and opinions and being approachable (Costly). I will need to show that I respect the values of their practice and partly the ways of doing things. Partly, because I have to maintain the basic idea of the project. That in mind, I also must have sensitivity to the staff members, because it might affect their roles as experts in the field of psychiatry. I must consider the power dynamics in our relations. 

Psychiatric patients can have some complex issues and therefore the staff may not refer patients to the project. Issues that I do not know anything about and therefore may cause tensions between the staff and me. The staff members have the advantage of knowing the complexity of work and the status of the patients, because they have the in-depth knowledge of many of the complex issues. So the identified “idealised” criteria for insider-researcher in a practitioner research, is a bit more complex in my situation.  
8.3 Interviews with the patients
In life-history interviews you do not use an interview guide with structured or semi-structured questions. In the narrative approach you often use a broad theme or add issues that are themed according to the study purposes (Sommer 2007).
I open the interview with a question, but I do not control the content of the story. The interviewees talks freely about their illness. The narrative structure makes the interviewee to choose significant events and the areas that are perceived as relevant (Summer 2007). It is not I, as interviewer, who determine and control what has to be talked about and what is experienced as meaningful or relevant to them. It does not mean that I am quiet or passive during the interview. I actively listen and participate when the story unfolds. I listen and am interested in the story and thus the person. I have an accepting attitude in receipt of a person's narrative. In that way interviews can be a sensitive and powerful method of investigating the private life of the subjects. Costley note, that although the interviewees participate on a voluntary basis, you should be aware of the interdependency of the engagement. Interviews can be seen as liberating, but it is important to be aware of the power that is embedded in the interaction. For example trust and empathy may facilitate glean unguarded confidence (Costley 2010).

As with the peer supporters the patients offer their lived experiences with sickness, problems in their everyday life and experiences of painful events and relations. They offer their vulnerability and reveal themselves. Again it requires a moral obligation and a consciousness of my caring responsibilities. I am involved and cannot just be an observer. Trust can cause a privileged and powerful position and therefore it is important that I do not use my authority to manipulate or exploit the trustee. It is important that I am aware of the caring responsibilities and explore the research problem with a caring disposition which requires a constant reflective process.
Receipt of the whole person is crucial. The contact we obtain during the interview is relevant to the interviewee whether he feels recognized and accepted. The way I receive the story, the way I listen, the way I react and how I am touched on some of things I am told. The interpersonal relationships, where the story is told, and the way in which the relationship unfolds during the interview is very important. It is an interactive process where the interviewer and interviewee interact with each other in a relational space. An interview is not a real conversation, but it is important to be present in the relationship, so you are able to affirm and accept the other and the others’ otherness (Fogh 1998). The interview subjects are nervous about the interview situation, they have mental problems, feel uncomfortable about not being able to cope in every day life and they often have low self-esteem. My interest, my non-judgmental listening, my acceptance of the other and the others’ otherness is crucial for the persons trust in me and to the narrative depth and quality. Immediately after the interview I write down my experience with the interview, so I have my reflections to my analysis and interpretations upon the power dynamics, the different strategies of counter and counter transferences in the interview.
8.4 Researcher Subjectivity as an analytical tool

In the theories of socialisation and psychodynamic approach with the deep hermeneutic analysis method, the researcher's active participation and involvement in both the interview process and interpretation processes of the empirical material, is taken for granted. In a Lorenzer perspective, the researcher must let themselves be influenced and provoked by the research material. The researcher's task is to discover the autonomous level of meaning, the latent level, below the manifest level of research material, which has social and collective dimensions (Bereswill, 2010). The researcher's subjectivity must therefore be actively participating in the analysis and interpretation of the generated empirical data. 
In the process of analysis, I listen to how the person makes his story from the hospitalization period and to the time of the interview. I listen to what's being said about the experiences of illness, hospitalization and discharge as a whole and I listen for very specific experiences. I observe whether there is a certain structure in the events or specific points. I listen to how the story is told. I listen to the feelings expressed in the story and the tone of the narrative. I listen to how the person talks about himself, his ideas about and experiences of himself. I listen to whether there is congruence between content and relationship. I listen to why the story is told in this way. Olesen writes that the story will always be disseminated in a particular way, as commenting the content and the narrator's relationship to the content (Olesen 1999). Do I feel an anxiety, nervousness, sadness and so forth.

I use my researcher subjectivity as an analytical tool, since I am co-producer of the story created both during the interview and in the analysis and interpretation process. During the interview, I am co-producer of the created narrative, where the latent meaning of deeper conflicts, sociality and culture is unfolded. The relationship between interviewer and interviewee thus produces plural meanings. To access this plurality of meanings, it is essential not only to deal with the story as text, but also highlight the relationship between researcher and interviewee. Titel notes it as the relational space. Titel explains how the type of relation in an interview as well as the interviewee`s use of the relational space actually give heuristic hints to understand the latent aspects of the subject under your the research (Titel 2000). 

The analysis and interpretation of life histories is an inter-subjective experience of another person's specific cultural staging. It is not just my subjective experience or an objective description, but an intersubjective balance.

During the analysis and interpretation processes, I participate in workshops at the university doing analyses and interpretations and I participate in European Interpretation Seminars to get as complete understandings and interpretations of the interviews as possible. In that way I do not only reflect upon my subjective interpretations of the interview texts, but also a shared social and collective understanding of the latent level in the empirical material. I use my intra-subjectivity as well as inter-subjectivity as a source of interpretation of my empirical production.

The researcher subjectivity and my self knowledge-processes, related to the intension of change in a particular context, leads to results cannot be transferred exactly to another similar situation. This is due to the results being tied to particular performance and learning processes. This is part of why it is important to document the empirical material and make interpretations transparent.  But I can make some generalization that arises from the specific research project that may have the same general application in a similar context. Work Based Research may not transfer exactly to another situation, but it involves the application of the research, which have some usefulness and application to another situations. It is useful for community of practice and it has potential to generate theory.
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Hvem inddrages?
Borgernes situation er udgangspunktet for al 
hjælpemiddelformidling eller andre former for 
rehabilitering. Borgeren er inddraget fra starten!



Det er faktisk fag-
folkene, der inddrages  
i borgerens situation 
og hverdagsliv.
Borg T (2002) Livsførelse i 
hverdagen under rehabilitering. 
Ph.d.-afhandling udgivet af 
Forskningscentret Sundhed, 
Menneske og Kultur.
Filosofisk Institut. Århus 
Universitet.











5



Hvorfor brugerinddragelse?
Man bør behandle alle mennesker ligeværdigt, 
hvad enten de er mænd, kvinder, børn, udlændinge, 
fattige, rige, kriminelle, eller ”almindelige” samfundsborgere.
(Kant, I. (1999) Grundlæggelse af sædernes metafysik. København: Hans Reitzel.)



”Alle mennesker er født frie og lige i værdighed og 
rettigheder. ..” (Verdenserklæringen om Menneskerettighederne af 10. dec. 
1948 )



Ingen befolkningsgruppe må politisk, økonomisk eller via 
andre former for pression vanskeliggøre, at andre grupper 
kommer til orde. Alle skal have lige mulighed for at arbejde 
for, at deres ønsker og tanker bliver formidlet til andre, og 
bliver realiseret.



(Koch, H. (1995) Hvad er demokrati. 5. udg. København: Gyldendal.)
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Hvorfor brugerinddragelse?
Fordi det er dokumenteret, at de 
bedste resultater opnås, når:
Der tages udgangspunkt i borgerens 
egen forståelse og overvejelser om sin 
situation.
Borgeren er med til at tage alle 
beslutninger vedr. hans/hendes 
tilbud/behandling m.m.
Borgeren oplever den professionelle 
som et interesseret, engageret og 
forstående menneske vedrørende 
hans/hendes person og situation



Miller, S.,D., Duncan, B.,l., Hubble, M.,M. (1997). 
The escape from Babel. Toward a unifying language 
for psychotherapy practice.  New York. USA: W.W. 
Norton  & company. 
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Hvorfor brugerinddragelse?



Fordi brugerne ønsker:



Information (relevant, i rette 
omfang, på rette tid, og 
tilpasset individuelt)



Inddragelse (være med i 
beslutninger og ikke kun 
levere de oplysninger, som 
de professionelle finder 
relevante)
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Grundloven: Personlig frihed, valgret, religionsfrihed, ret til 
at ytre sig under ansvar 



Forvaltningsloven: Borgeren skal have indflydelse på sin 
sag og modtage almen vejledning og information om sagens 
forløb



Retssikkerhedsloven: Borgeren skal inddrages i 
sagsbehandlingen og have indflydelse tilrettelæggelsen.



Serviceloven: Rådgivning, sikre brugerinddragelse.



Lov om patienters retstilling: Sikre, at patienters 
værdighed, integritet og selvbestemmelsesret 
respekteres.



Hvad siger lovgivningen?
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Sikre borgernes værdighed.



Vise nærvær og empati.



Værne om borgerens
demokratiske rettigheder så



som ligeværd, medindflydelse og medansvar. 



Værdsættelse af borgernes individuelle, 
udviklingsmæssige, sociale og kulturelle forskelligheder



Sikre at borgeren modtager og forstår den information, 
der er nødvendig for at træffe valg. 



Via dialog og samarbejde gøre borgerne til ligeværdige 
samtale- og samarbejdspartnere. 
Respektere og fremme borgernes ret til at træffe 



deres  egne valg og beslutninger



Etiske retningslinier
Fra faglige organisationer
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Definition af brugerinddragelse 
ved hjælpemiddelformidling



Brugerinddragelse er ensbetydende 
med at behandle brugeren som et 
ligeværdigt menneske med 
udgangspunkt i menneske-
rettighederne, demokratiske værdier, 
lovgivningen og fagfolks etiske 
værdier.



Ligestilling angiver, at mennesker  har 
samme position fx samme status, 
myndighed eller rettigheder. 



Ligestilling skal ikke forveksles 
med ligeværdighed. 
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Definition af brugerinddragelse 
ved hjælpemiddelformidling



Brugerinddragelse indebærer:



Ligeværdig behandling af borgerne, herunder et reelt 
samarbejde (den menneskelige relation)



Rammerne og ydelsernes form skal fremme bruger-
inddragelse/ligeværdighed (institutionernes organisering, 
arbejdstilrettelæggelse og ydelsestyper)



Processen ved levering af ydelserne skal udføres via reelt og 
ligeværdigt samarbejde (faglige færdigheder, samarbejds-
former, metodevalg og koordinering) uanset om indsatserne kan 
imødekomme borgerens behov. 
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Forhold, der 
påvirker 
bruger-
inddragelse i  
praksis
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Forhold, der påvirker bruger-
inddragelse i  praksis



Markedsorienteret og 
bureaukratisk styring af 
den offentlige sektor 



Samarbejdsprocessen 
nedprioriteres



Moralsk ansvar 
omformes til teknisk 
ansvar



Kategorisering og 
diagnosticering



Ydelsestyper som 
behovskategorier
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Forhold, der påvirker bruger-
inddragelse i  praksis



Det ulige forhold mellem 
professionelle og borgere



Borgernes tilpasning 
til kategorisering



Det opdragende aspekt



Der er begrænset tid
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Forhold, der påvirker bruger-
inddragelse i  praksis



Værdier og 
strategier om 
brugerinddragelse



Metoder til 
brugerinddragelse



Evaluering og 
Dokumentation Opfølgning
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Praktiske anvisninger
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Praktiske anvisninger
LEDELSESFOKUS OG ANSVAR



Sproget
Samtaletips
Respekt for samarbejds-
partnerens problemfor-
ståelse og valg 
Refleksion før/under/efter samarbejdsforløbet



Forholdet mellem borger og professionel



Plan for brugerinddragelse og evaluering



Fysiske og organisatoriske rammer











18



Eksempler på
god 



bruger-
inddragelse
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Professionel distance og personlig nærhed
- Om at blive rehabiliteret



Naturlig og diskret hjælp
- om at arbejde sammen med mennesker med demens



Faglighed, respekt, ærlighed og forståelse
- om at få en ny kørestol



Ligeværdighed i kommunens sagsbehandling 
udspringer af fra den politiske og administrative 
ledelse
- om at modtage kommunale ydelser



BORGERINDDRAGELSE = LIGEVÆRDIGT SAMARBEJDE
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