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PROLOGUE 
 

 

It is staged as a people’s hearing: a place for mental health clients living in the region to 

air their grievances with mental healthcare and society in general. At the hearing, 

clients are invited to express how they suffer social exclusion in a public forum. The 

location is an auditorium of a psychiatric hospital in one of the larger cities in the south 

of the Netherlands. Although the hearing is supposed to start, people are shy. The 

chairman of the afternoon encourages those present to speak: “Who wants to begin? 

There really are no stupid things to say.” Finally, Kurt, president of the regional client 

union, takes the floor. He starts by listing the successes of the client union and 

gradually progresses to pointing out all the work still to be done. With his forceful plea 

for the recognition of clients’ rights, the hearing tentatively commences. Each in turn, 

clients tell their stories, recite their poems and voice their criticisms.  

Meanwhile, Maurice, a client from the long-stay ward, tries to cut in several 

times, but he is systematically passed over. Sometimes the chair simply ignores him, at 

others he says, “I’ll be right with you,” and then doesn’t return to him. Financial cuts 

are discussed, new legislation is considered and people complain about the lack of 

support for volunteer aids, which is said to undermine ‘the potential of civil society’. 

Maurice, however, does not get a chance to speak. Then he simply stands up and starts 

talking. It’s an incoherent story about the alderman’s nephew. According to Maurice, 

the nephew is a delinquent and a drug dealer, and he once also ended up in this 

hospital. During his admission, the alderman’s nephew harassed a nurse, but Maurice 

managed to protect her: Maurice grabbed hold of him and saved the nurse from further 

harm. After his statement, Maurice sits down, the hearing continues and he continues 

to be ignored. After some time, Maurice leaves. 



 

 

 



 

 

1 
 

INTRODUCTION 
Citizenship for long-term mental health clients? 

 

 

1.1 Setting the stage for citizenship1.1 Setting the stage for citizenship1.1 Setting the stage for citizenship1.1 Setting the stage for citizenship    

 

This thesis develops new ways of thinking about the citizenship of Dutch long-term 

mental health clients. Currently, mental healthcare is active in promoting clients’ 

citizenship, clients’ rights, client empowerment and the democratization of mental 

healthcare (Donker 1992, Houten van and Jacobs 2005, Kamp et al. 1989, Mezzina et al. 

2006, Redley and Weinberg 2006, Sayce 2000, Shardlow and Barnes 1997, Ware et al. 

2007). Yet the citizenship of clients of long-term mental healthcare is not self-evident. 

In the Netherlands, for instance, the first Krankzinnigenwet (Insanity Act) of 1841 

defined insanity as antithetical to citizenship and stripped mental health clients of their 

civil rights (Oosterhuis and Gijswijt-Hofstra 2008). The link between citizenship and 

Dutch mental health clients was positively established only after the Second World 

War when, inspired by ideas on mental hygiene, Dutch mental healthcare began 

implementing citizenship ideals like responsibility and self-development (Oosterhuis 

2007, Oosterhuis and Gijswijt-Hofstra 2008).  

Extensive criticism of mental healthcare voiced by the worldwide anti-

psychiatry movement and the patient movement changed how ideals of citizenship 

were fleshed out in the 1960s and 70s. The anti-psychiatry movement criticized large 

scale institutions for providing poor living conditions for their ‘inmates’, for reducing 

patients to a state of dependency and passivity (Fakhoury and Priebe 2007, Goffman 

1963) and for employing systems of micro-power (disciplinary power) (Foucault 2001). 

From a different perspective, the patient movement also criticised mental healthcare 
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and advocated its democratisation. This movement claimed that clients should be 

empowered by giving them a voice in decisions concerning their care. During this 

period, the ideal of citizenship transformed from one of guided self-development to one 

of spontaneous self-development. Avoiding a patronizing stance, professionals now 

sought to help clients develop their ‘true selves’ and the faculty of self-assertion 

(Oosterhuis 2007, Oosterhuis and Gijswijt-Hofstra 2008, Tonkens 1999).  

The 1980s and 90s saw large-scale organisational and policy changes in the 

mental health sector and the changing times shaped these policies. Client rights were 

articulated and to be taken into account. Opportunities for patients to voice their 

opinions were created on both the individual and collective levels (Trappenburg 2008). 

Furthermore, the principle of providing care outside of institutional walls was 

combined with older ideas on mental hygiene and the prevention of mental ill-health 

(Schene and Faber 2001). This led to the formation of Regional Institutes for 

Community Mental Health Care (RIAGGs), which marked a major step in the 

deinstitutionalisation of Dutch mental healthcare. Together, these policy changes and 

new laws on client rights, client voice and community care have been interpreted as 

ways of transforming institutionalised patients into autonomous, independent clients 

(Bovenkamp van de 2010, Lieshout van 1985, Tonkens and Weijers 1999). The people’s 

hearing described in the prologue is an example of the results of these developments in 

Dutch mental healthcare. 

 

 

1.2 Citizenship and long1.2 Citizenship and long1.2 Citizenship and long1.2 Citizenship and long----term clientsterm clientsterm clientsterm clients    

 

Witnessing scenes like the one in the prologue made me, as a researcher, wonder how 

citizenship discourses and citizenship practices – like this people’s hearing – relate to 

the everyday lives of clients suffering from severe, long-term mental health problems. 

In the field note, the organisers of the hearing sought to empower clients by giving 

them a chance to speak out publically. Clients were expected to, and in some case did, 

defend their rights and discuss the public good. The clients at the hearing were 

addressed as independent, autonomous citizens. Indeed, some of the clients I met 

during the research that underlies this thesis were able and, in fact, eager to speak out. 
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But – and this is central to the issue I discuss in this thesis – what of Maurice? While 

other clients with milder problems participated successfully, to my mind, the way in 

which Maurice participated was unsatisfactory.  

Putting the model of independent, autonomous citizenship into practice 

exposes the model’s drawbacks. Sweeping plans to democratise mental healthcare risk 

overtaxing vulnerable groups like people with severe, long-term mental health 

problems (Houten van and Jacobs 2005, Trappenburg 2008). Also, independent living as 

a central ideal overestimates the abilities of some long-term clients to function 

independently and to integrate socially: the literature reports that clients living in 

community environments suffer from loneliness and neglect (Wolf et al. 2002). And 

although some clients do achieve the goals of independence and autonomy, the 

question remains whether these ideals are the best ideals worth pursuing. Is an 

independent and autonomous life the epitome of a good life? There might be better 

ways of improving clients’ quality of life than by focussing on autonomy and 

independence. How else, then, could we think about and promote clients’ citizenship? 

Recent thinking about the relationship between citizenship and long-term 

psychiatry has led to the development of new citizenship concepts. ‘Relational 

citizenship’, for example, is a concept developed by Jeannette Pols (2006) and inspired 

by the way psychiatric rehabilitation was practiced and advocated by Detlef Petry and 

his team (Petry and Nuy 1997). Relational citizenship focuses on interpersonal 

relationships as ways of participating in the community. This corresponds to how I 

approach citizenship in this thesis: I study interactions between people that are 

considered acceptable and pleasant by the actors involved and that result in forms of 

communality.  

In this thesis, I describe everyday situations in which long-term mental health 

clients interact with other people and their material environment. They serve to 

illustrate the problems that can arise when prevailing ideas about citizenship are 

employed in mental healthcare. Some of the fieldwork also indicates where solutions to 

these problems can be found: they point to a new way of thinking about the citizenship 

of long-term mental health clients. Analyzing these situations helps me to develop new 

notions of citizenship for long-term mental health clients, which may serve as tools for 
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improving their quality of life and stimulate their successful participation in society. 

Hence, in this thesis, I will work towards answering two principal research questions:  

 

1. How do clients of long-term mental healthcare enact citizenship? 

2. How does this affect concepts of citizenship? 

 

 

1.3 Studying citizenship1.3 Studying citizenship1.3 Studying citizenship1.3 Studying citizenship    

 

Studying the citizenship of long-term mental health clients in everyday interactions 

places this research at the intersection of a number of scientific fields: it draws on 

sociology, political science, philosophy and (medical) anthropology. More specifically, it 

draws on work in the field of Science and Technology Studies. I was inspired by a 

school within Science and Technology Studies that focuses on everyday practices in 

scientific and technological labs in order to understand how objects of knowledge are 

produced. In this thesis, I refer to this school as ‘Actor-Network Theory’, even though 

the name itself is highly contested (Law and Hassard 1999) and the field has developed 

beyond what its name implies. The term ‘Actor-Network Theory’ (ANT) derives from 

studies that approach science as a social enterprise in which objects are formed within 

networks of human and material actors (Callon 1986, Latour 1987). In later studies, the 

practices studied by actor-network researchers extended to care practices (e.g. Mol et al. 

2010). Several of these later studies investigate how decidedly political concepts are 

enacted within care practices (Broer et al. 2010, Pols 2006, Struhkamp 2005, van Hal et 

al. 2011). The present study continues this line of investigation. 

Three important elements of the methodology of this study derive from ANT. 

Firstly, like actor-network researchers, I study objects in everyday practices. In my case, 

the ‘object’ of study is the citizenship of long-term mental health clients. I treat the 

concept of citizenship not as a point of departure for studying the mental health setting, 

but rather as something to be derived from how citizens interact in everyday practice. 

Secondly, I share with ANT an interest in relationships. Some actor-network 

researchers assert that scientific facts are relational: they are the outcome of how 

scientific controversies are settled within networks of actors. Drawing on Jeannette 
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Pols’s work (2006), I also focus on relationships and study how these relationships enact 

the citizenship of long-term mental health clients. Thirdly, my research shares with 

ANT an interest in the role of materiality. Actor-network researchers insist that 

material objects are not mere instruments but have agency and themselves change the 

world: they relate to other actors, both human and non-human. In my research, I take 

an interest in the material environment of long-term mental health clients and study its 

role in how clients enact citizenship. 

 

 

1.4 This study in relation to other approaches to citizenship1.4 This study in relation to other approaches to citizenship1.4 This study in relation to other approaches to citizenship1.4 This study in relation to other approaches to citizenship    

 

Approaching citizenship in terms of everyday practices, relationships and materiality is 

in some respects – but not wholly – in line with other approaches to citizenship. In the 

first place, several other approaches make what it is to be a citizen heavily dependent 

on people’s actions in everyday practices. Some communitarians, for instance, have 

defined citizenship in terms of social networks and the norms of reciprocity and trust 

that are constitutive of local communities (Putnam 2000). These norms are pre-

eminently expressed in everyday practices, making the study of these practices relevant 

to these types of citizenship research. Feminist scholars have also highlighted the 

significance of everyday practices to citizenship. Some of these scholars even make the 

case that the private is political (Lister 1997, Tronto 1993). So, from the feminist 

standpoint, citizenship research should include the study of everyday and especially 

domestic activities. Lister calls this the study of ‘lived citizenship’ (2007). Lastly, 

according to some educational theories, a focus on everyday activities is also warranted. 

Some theorists see children as future citizens and claim that the way in which ideals of 

citizenship develop in (young) people should be studied in relation to all dimensions of 

life (Lawy and Biesta 2006, Visscher 2008). Lawy and Biesta call this the study of 

‘citizenship-as-practice’ (2006).  

The theme of relationships is also tied to previous research on citizenship. 

Historically, relationships are basic aspects of citizenship as evidenced by the emphasis 

on brotherhood in the famous war cry of the French Revolution: liberté, egalité, 

fraternité. However, after the Second World War, attention to the value of brotherhood 
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abated in favour of the two other values: liberty and equality. In the 1980s, 

communitarian theories surfaced, placing fraternity centre stage again in the citizenship 

debate. According to communitarians, what is good is always to some degree tied to the 

social, which is local and particular (MacIntyre 1981). From their standpoint, values and 

beliefs are formed in public space and how citizenship is enacted should be evaluated in 

the light of the relationships in which this enactment takes place. Feminists also 

emphasise the value of relationships for citizenship (Tronto 1993). From the feminist 

perspective, we are all continuously enmeshed in caring relationships that determine 

how citizenship is enacted. Both communitarian and feminist approaches thus urge us 

to think about citizenship in terms of relationships instead of in liberal, atomistic terms.  

Introducing the theme of materiality is the most innovative aspect of my 

approach to citizenship. Although many studies on citizenship take materiality into 

account (e.g. Rawls 1971), they do so only on an abstract level. They are not concerned 

with specific material objects and environments, but bring all of materiality (a person’s 

money, cars, houses and diplomas) together under the header ‘resources’. Many 

theorists have taken great interest in how resources are distributed among citizens, 

concerning themselves with questions such as: Are these distributions fair? How are 

specific groups of people put at a disadvantage? And what would be a fair distributive 

scheme; is such a scheme guided by a concern for utility, individual liberties, or 

common interests? These are important questions. However, I believe that an important 

shortcoming of these approaches is that they do not address the agency of non-human 

actors. How do specific resources, like cars, affect how other resources are distributed? 

For example, public transport might be too hectic, too grubby, too unfamiliar for some 

mental health clients, while they would be perfectly at ease inside a car. This would 

make the possession of a car much more valuable to them than to others, because it is 

the only mode of transport that could get them to their jobs to accumulate valuable 

resources and recognition. This mechanism is not simply reflected by the monetary 

value of the car. In other words, it is important not only to ask what resources a client 

has at his disposal, but also how these things affect what a client is able to do and be. 
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1.5 Fieldwork & analysis1.5 Fieldwork & analysis1.5 Fieldwork & analysis1.5 Fieldwork & analysis    

    

This thesis consists of four empirical chapters: one based on a study of a journal for 

professionals working in mental healthcare and three that draw on ethnographic 

material gathered at a mental healthcare centre. These four empirical chapters were 

written as journal articles and the first three contain a description of the material and 

methods involved. Here, I will not dwell upon the research method of the literature 

study, as this is discussed in detail in the corresponding chapter. However, due to the 

limited length character of journal articles, the three ethnographic chapters deserve a 

more extensive methodological description. Before presenting an outline of the thesis as 

a whole, I will therefore provide some more background information on the fieldwork 

setting and the analysis underlying the three ethnographic chapters. 

 

1.5.1 Into the field 

In winter 2007, I spent a period of two and a half months familiarizing myself with the 

mental health setting by visiting a wide variety of settings at a mental healthcare centre 

in the south of the Netherlands. After being granted permission for participant-

observation, I visited and studied long and short-stay departments at the centre, a client 

meeting centre, a rehabilitation home where 12 clients learned how to live on their 

own, and the homes of clients who were living independently again after residing in 

one or more of the other settings. I also observed and sometimes participated in 

conferences on the quality of care and on community care, a client hearing and team 

discussions among care professionals. During this period, I conducted five interviews 

with key informants in the field: a psychiatrist, a mental health nurse, a respondent 

with experiential knowledge, the manager of a buddy project for mental health clients 

and a mental health client with whom I had more intense contact.  

In the summer of 2008, I returned to the mental health centre to conduct a 

second round of fieldwork in which I focussed on individual clients’ networks. I 

observed many team meetings of a care team I had specific interest in because, 

traditionally, their caseload included most of the long-term clients of the centre. They 

were said to have a philosophy on psychiatric rehabilitation in which meaningful 
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relationships are considered to be the cornerstone of rehabilitation and recovery. 

During this period, I worked in close collaboration with a case manager from this team, 

who kindly allowed me to join him during many meetings with clients living on wards 

of the mental health centre, or somewhere in the community. Through my informants 

in this team, I was introduced to several long-term clients, whom I subsequently visited 

independently. I studied their relationships by following and observing them in their 

daily activities and by talking to them, their friends and their relatives. During this 

second round of fieldwork, I interviewed five clients, eight buddies and friends of 

clients, ten family members (eight of which in a ‘double interview’), five care 

professionals and one respondent with experiential knowledge. 

 

1.5.2 Performing the analysis 

I performed the analysis of my ethnographic material by starting from a concept of 

relational citizenship. I identified situations where interactions between people were 

considered acceptable and pleasant by the actors themselves and where this interaction 

led to forms of communality. I was interested in how clients interacted with their 

everyday environments: I wanted to know what kinds of social relationships they 

established and how they interacted with material objects. Pleasant and acceptable 

interactions indicated to me where I might find themes to study in further detail. I 

selected those themes that stood out in the fieldwork material as everyday situations 

and activities where material objects created relationships. These themes are the topics 

for two of the ethnographic chapters of this thesis: gift-giving (discussed in chapter 

three) and shopping (discussed in chapter four). 

 For chapter five, the approach was a little different. This chapter does not start 

with material objects, but with the case of an individual client that intrigued me. The 

thing that intrigued me was the question of how this client was affected by materiality. 

I witnessed a change in this client’s behaviour in response to his material environment 

and started pondering the topic. Seeing the client’s changed behaviour put a lot of other 

field notes I had made about materiality into perspective. Before, the field notes seemed 

to be mere scraps of memories about objects and material environments written down 

out of a close attention for materiality. However, after I had developed a framework for 
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a new notion of citizenship, citizenship as being in-place (discussed in chapter five) 

they fell into place. This chapter turned out to be a central chapter in my thesis, because 

this new notion of citizenship forms a novel connection between the three central 

themes of everyday situations, relationships and materiality. 

 

 

1.61.61.61.6 Outline of this thesis Outline of this thesis Outline of this thesis Outline of this thesis    

 

After this introductory chapter, chapter two chapter two chapter two chapter two further introduces the reader to the topic 

of study by asking what function the concept of citizenship has in mental healthcare. 

To answer this question, I analysed contributions to the Maandblad Geestelijke 

Volksgezondheid (Monthly Journal on Public Mental Health), a leading Dutch mental 

health journal, which functions as a forum for professionals, researchers and policy 

makers to debate the practice and ideals of mental healthcare. By analysing the function 

of the concept of citizenship in the articles in this journal, I show that one of the 

advantages of citizenship over other concepts is that citizenship can function as a 

boundary object. Citizenship is sufficiently heterogeneous and malleable to encompass a 

large variety of functions, which can be used to strive for manifold, sometimes even 

conflicting goals in mental healthcare.  

Chapter threeChapter threeChapter threeChapter three introduces my three main themes for analysing citizenship – 

everyday practices, relationships and materiality – by studying how material objects are 

transferred between actors in everyday practices: it focuses on gift-giving between 

professional and client. Although all three themes are present, the theme of 

relationships stands out in this chapter because it has specific bearing on clients’ social 

inclusion. Professionals and long-term clients generally spend considerable time 

together and professionals are sometimes key nodes in clients’ networks. In this chapter, 

I ask whether these relationships also contribute to clients’ social inclusion. I take the 

case of gifts, sometimes deemed a quintessential community-building activity, and try 

to understand how gifts shape the relationship between professional and client. I 

conclude that while some gifts obstruct citizenship, others enact a relational type of 

citizenship for both client and professional.  
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In chapter fourchapter fourchapter fourchapter four, all three themes are again present, but the focus is on everyday 

practices. I coin the concept of ‘everyday citizenship’ and study whether it can be 

enacted by focusing on how long-term mental health clients go shopping. I relate my 

ethnographic material on clients’ shopping activities to literature on citizenship and 

show that there are indeed several ways of aligning the two. By going shopping, clients 

can successfully enact citizenship by fostering the personal relationships they already 

have. They can also enact a relatively new conception of citizenship that is constituted 

by ‘weak relationships’ between citizens.  

In chapter fivechapter fivechapter fivechapter five, I discuss the theme of materiality, making a topological analysis 

of the metaphors used in citizenship discourses in mental healthcare. 

Deinstitutionalisation and social inclusion are two such metaphors, each drawing clear 

boundaries between who is inside and who is outside of civic space. I argue that 

through these spatial metaphors, different kinds of spaces are co-produced with 

different concepts of citizenship. Borrowing a concept of space from human geography 

literature, I develop a new notion of citizenship, namely, citizenship as being-in-place. 

Central to this notion are people’s relationships to both human and material 

environments.  

In the concluding chapter, chapter sixchapter sixchapter sixchapter six, I piece everything together, returning to 

my central themes of everyday practices, relationships and materiality. I further 

develop my notion of citizenship as being-in-place and discuss how this notion feeds 

back into Actor-Network Theory. In addition, I position this thesis relative to other 

approaches to citizenship by comparing them in terms of my central themes. I conclude 

that while independence and autonomy are prevailing ideals in mental healthcare, the 

vocabulary offered by the citizenship notion of being-in-place might be a better tool for 

improving the quality of life of long-term clients, as it trains focus onto concrete, 

everyday practices and encourages us to think about how the relationships established 

in these practices promotes clients being in-place.  
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AbstractAbstractAbstractAbstract    

 

For some time now, Dutch mental healthcare has framed its ideals regarding the 

societal position of its clients in terms of ‘citizenship’. Different definitions of 

citizenship exist, which would entail different practical goals for one and the same 

context. In mental healthcare, however, a concept of citizenship is used without 

discussing its definition. So what function does the concept of citizenship perform in 

mental healthcare? This article investigates this question by studying a leading Dutch 

journal, which functions as a forum for professionals, researchers and policy makers to 

debate the practice and ideals of mental healthcare. By analysing the function of the 

concept of citizenship in the articles in this journal, we show that one of the advantages 

of ‘citizenship’ over other concepts is that ‘citizenship’ can function as a boundary 

object. ‘Citizenship’ is sufficiently heterogeneous and malleable to encompass a large 

variety of functions, which can be used to strive for manifold, sometimes even 

conflicting goals in mental healthcare.  

 

 

2.1 Introduction2.1 Introduction2.1 Introduction2.1 Introduction    

 

In the 1960s and ‘70s, Goffman’s seminal work on institutional life (Goffman 1963) and 

other writings of the anti-psychiatric movement introduced the idea of 

deinstitutionalisation into public debate. This gave rise to ‘deinstitutionalisation’ as a 



BEING IN PLACE 

 

 

24

policy objective in mental healthcare in many Western countries in the 1980s. But 

putting the policy into practice has exposed the drawbacks of deinstitutionalisation: at 

present, mental health clients may live in the community, but cannot be said to be 

members of it (Ware et al. 2007). Social inclusion has therefore become an important 

objective in mental healthcare internationally (Leff and Warner 2006).  

The Netherlands has followed international developments. The 1980s and ‘90s 

heralded the introduction of policy changes and new laws aiming to transform the 

institutionalised patient into an autonomous client living in the community and 

receiving ambulant care (Van de Bovenkamp 2010, Van Lieshout 1985). In the 

Netherlands, the problem of social inclusion has become prominent too: research warns 

us that mental health clients suffer from loneliness and self-neglect, or cause trouble in 

the community (Wolf 2002, Wolf et al. 2002). As in other countries, the ideal of social 

inclusion in the Netherlands has been constructed around a new buzzword: citizenship 

(Tonkens and Newman 2010). ‘Clients-as-citizens’ rhetoric is frequently used in Dutch 

mental healthcare journals (e.g. Boevink 1997, Kwekkeboom 2004, Van Loenen 1997, 

Van Weeghel 2005) and in 2008 alone, two large, national conferences on the practice 

of mental healthcare had the word ‘citizenship’ in their title (GGZ Nederland 2008, 

Kenniscentrum Rehabilitatie 2008)1.  

Ideals that are now assembled under the heading of citizenship have long been 

propagated in one form or another in the context of mental healthcare. After the 

Second World War, mental healthcare began spreading norms of responsibility and self-

development (Oosterhuis 2007). Subsequently, the focus became trained on patient 

rights, as a strong social movement campaigned to make mental healthcare more 

‘democratic’ during the 1960s and ‘70s (Van de Bovenkamp 2010, Donker 1992, Van 

Houten and Jacobs 2005, Tonkens 1999, Tonkens and Weijers 2011). In the decades that 

followed, opportunities for patients to voice their opinions were implemented both on 

the individual and collective levels. Patient rights were articulated and from then on, 

                                                 

 
1 In addition, in October 2009 a national project called ‘Recovery and Citizenship (‘Herstel en burgerschap’) 

has taken lift-off (GGZ Nederland 2010). In this project, mental health care, civil, and client- organisations, 

local governments, and health insurance companies work together to make citizenship one of their main goals 

in improving the social position of people with severe mental health problems in the Netherlands.  
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taken into account. Thus, virtues pertaining to citizenship have for some time now been 

part and parcel of mental healthcare discourses. Having said that, the explicit focus in 

the Netherlands on citizenship for mental health clients appears to be a more recent 

phenomenon in the Netherlands (Oudenampsen 1999). It seems that the concept of 

citizenship serves as a useful new tool for Dutch mental healthcare to define its goals.  

While the concept of citizenship came into swing in mental healthcare, it 

became a focal point for discussing a range of problems facing society as a whole, too: 

globalisation, ethnic and religious diversity, the gap between the political arena and 

individual voters, etc. (Beiner 1995, Van Gunsteren 1998, Heater 2004). These 

challenges have instigated debates about the meaning of citizenship itself. Alongside the 

introduction of the concept of citizenship in mental healthcare, citizenship literature 

experienced a revival in the 1980s and academics recognized citizenship as a concept 

that can mediate between liberal and communitarian philosophies  (Kymlicka 2002). A 

broad range of definitions of citizenship has been articulated over the years, reflecting 

the various political perspectives available (Lister 2007, Turner 1993).  

Each definition of citizenship can be translated into a distinct set of concrete 

goals in mental healthcare. Thus one might presume that in mental healthcare, choices 

are made between these definitions: choosing whichever conception of citizenship best 

fits the concrete goals that mental healthcare has formulated for itself. The choices 

made are important, since they entail very real consequences for the citizens affected. 

They affect the demands placed on citizens, the rights they can lay claim to and the 

identities they have (Kymlicka and Norman 1994). Winance, for instance, describes 

how citizens’ rights vary between different positions on citizenship (2010). From a 

feminist perspective it makes sense to economically valorise certain care responsibilities 

by means of governmental benefits for carers, while from a disabilities perspective 

funds are better paid out to those in care: using the benefits they can hire staff to care 

for them, thus eliminating the emotional dimension in the care provided. Winance’s 

example illustrates a crucial point: how the ideal of citizenship is defined determines 

which concrete goals are pursued in practice. 
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2.2 Citizenship in Mental Healthcare2.2 Citizenship in Mental Healthcare2.2 Citizenship in Mental Healthcare2.2 Citizenship in Mental Healthcare    

 

In this article we investigate how mental healthcare deals with this conceptual 

multiplicity. Does mental healthcare make clear choices between the different 

definitions of citizenship? Or is the concept left undefined and poly-interpretable? If so, 

how is it used? In order to answer these questions we trace the use of the concept of 

citizenship in this field by asking: what function(s) does the concept of citizenship 

perform in mental healthcare? By concentrating on the functions the concept of 

citizenship performs, it becomes possible to reflect on and question them. Do they tally 

with the concrete goals of mental healthcare? If so, how? And with which goals 

exactly? Is the actual goal of helping mental health clients find work, for instance, 

fostered by a striving for citizenship? Awareness of the constraints of the language with 

which mental healthcare workers and others verbalize goals may stimulate them to 

rethink these goals and the language in which they are pursued. Perhaps goals should 

be framed differently, using different words and catchphrases. The aim of this article is 

to help mental healthcare professionals, policy makers, and other parties concerned 

reflect on such questions.  

In order to explore the functions of the concept of citizenship in mental 

healthcare, an analysis has been conducted of discourses in the Dutch Monthly Journal 

for Public Mental Health (‘Maandblad Geestelijke Volksgezondheid’, MGV), the leading 

Dutch journal in the field. The journal serves as a forum for workers, researchers, policy 

makers, lay experts and others concerned, in which the practice and ideals of mental 

healthcare are debated. We took samples of the journal once every five years from the 

1970s onwards, looking for when and how the concept ‘citizenship’ was used. We read 

all titles and scanned abstracts and articles published in that one volume of the journal. 

We looked at original articles, editorials, open letters, book reviews, conference reviews 

and film reviews relating to client care.  

 We wanted to investigate the use of the concept of citizenship, not just the 

word ‘citizenship’ itself. We therefore searched texts in the MGV for the word ‘citizen’ 

and all its derivatives (search term: “burger*”). We found words such as ‘citizens’ and 

‘citizenship’, but also ‘citizenry’, ‘civil/bourgeois’, etc. (in Dutch: ‘burgers’, 

‘burgerschap’, ‘burgerij’, and ‘burgerlijk’ respectively). We scanned all articles a second 
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time for relevance; articles not relating – in the broadest sense – to the societal position 

of clients were excluded from our study.  

 

Table 1:Table 1:Table 1:Table 1: Articles found and articles included 

 

Year / Volume Articles found Articles included 

1970-1985 / 25-40 0 0 

1990 / 45 3 3 

1995 / 50 4 3 

2000 / 55 18 9 

2005 / 60 25 11 

Totals 50 26 

    

 

2.3 Functions of the Concept of Citizenship2.3 Functions of the Concept of Citizenship2.3 Functions of the Concept of Citizenship2.3 Functions of the Concept of Citizenship    

 

In this article we explore the function the concept of citizenship performs in the MGV. 

Table 1 shows the amount of articles in which the concept occurs in our sample of the 

MGV and states the number of articles included in this study. Our analysis reveals that 

the concept of citizenship was introduced in this context in the early 1990s. We have 

established that the concept of citizenship was first mentioned in 1990, after which 

there was an increase in its use. Our analysis allows us to make two general 

observations.  

Firstly, the popularity of the concept of citizenship, which was described in the 

introduction, does not resonate too strongly in the MGV. Although there has been an 

increase since the early 1990s, in 2005 the concept occurred in just 11 articles. As its 

incidence is so low, it is difficult to draw definitive conclusions on historical trends in 

the use of the concept. In addition, the concept generally occurs only once or twice in 

each sample article. There are five exceptions where the concept of citizenship is 

mentioned 4, 4, 9, 25, and 3 times. The concept, therefore, generally plays a rather 

marginal role in the journal’s authors’ argumentations.  
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Secondly, after having analysed the material, it is clear that the authors of the 

MGV do not discuss the concept of citizenship explicitly. Where one would perhaps 

have expected authors to reflect on their new vocabulary, they do not do so in our 

sample, nor do they make explicit choices in definition. How, then, does the language 

used relate to the goals the sector has set itself? We answer this question by drawing out 

five functions that the word ‘citizenship’ may perform in texts in the MGV. These five 

functions will be discussed in turn below. For each function, we shall point to the goals 

these functions may give rise to in mental healthcare. The remaining part of this article 

scrutinizes the relationship between the goals to be achieved and the language in which 

they are discussed.  

 

2.3.1 Designating a Living Space 

The first function we observed the concept of citizenship to perform occurs in two texts 

in our sample of the MGV. In these two texts, the concept of citizenship seems to 

designate a certain public space or domain. One of the texts is a report by Visser and 

colleagues on a conference discussing how to guarantee continuity of care in a 

community care situation. One of the conference’s workshops focussed on the successes 

and difficulties of projects to create community residences for mental health clients and 

other marginalised groups. The discussion that followed the workshop yielded a plan: 

 

“[…] to create special residences for people that have no intention of adapting 

to the civil habitat.”2 

(Visser and Van Busschbach 2000, p. 585) 

 

The merits of this plan can be disputed, as indeed they were at the conference. What 

the quote does establish though, is that invoking the concept of citizenship can create 

distinctions between spaces. By mentioning ‘civil habitat’, a physical or social space is 

marked out as separate from other spaces. To be more specific, a distinction is made 

                                                 

 
2 This translation and all subsequent translations were made by SO. 
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between institutional life (which is thereby deemed ‘un-civic’) and life in the ‘outside 

world’ (the civil habitat).  

Ever since the anti-psychiatric movement criticized institutional life for 

depriving its inhabitants of their civic roles (Goffman 1963), deinstitutionalisation has 

been a primary goal in mental healthcare. This goal is consistent with the ideal of 

citizenship: building community houses for mental health clients can be seen as 

fostering clients’ citizenship. Changing discourses on deinstitutionalisation into 

discourses on citizenship is an interesting strategic move on the level of rhetoric. It 

replaces negative language (No to the institutions!) with positive language (Yes to 

citizenship!); it specifies the mental healthcare ideal in a positive way. Interestingly, the 

quote shows that in this change of discourses, the objective of the old discourse has lost 

value. It shows that it has become possible again to debate whether or not clients are 

served by providing separated living environments. In the new language of striving for 

citizenship, it is possible to make separated living spaces for mental health clients a goal, 

while at the same time promoting the dominant ideal in mental healthcare, namely 

citizenship.  

 

2.3.2 Assigning a Bearer of Rights and Duties 

A marginal function that only comes up once in our sample mentions citizenship in the 

context of describing social roles. This text reports on a study into the social functioning 

of people diagnosed with schizophrenia. Social functioning was measured by indicating 

how clients function in eight different social roles, one of them being the ‘citizen role’. 

The exact meaning of ‘citizen role’ remains unspecified in the text. By its juxtaposition 

to other roles, it appears to allude to the fulfilment of civic duties (e.g. voting, paying 

taxes, being active in the community) and watching the news is mentioned explicitly as 

important for fulfilling the citizen role. The author describes the citizen role as one 

high up in a hierarchy of social roles: 
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 “Where norms and values are most prominent, failing in social roles will be 

most visible. This goes for the ‘higher’ roles especially: de occupational role, the 

social role, the citizen role and the parent role […].”  

(Asselbergs 1990, p. 4) 

 

According to Asselbergs, it is important to support clients in fulfilling their social roles, 

since failing to do so can lead to sanctions: people can be expelled from them, especially 

the higher ones. What is implied is that in the long run, failing to fulfil civic duties will 

raise controversy on the allocation of civil rights to mental health clients. Indeed, in 

certain restricted cases, not being a well-behaved citizen still leads to hospitalization 

against the consent of the client. The right to freedom is then overruled by the duty to 

be a well-behaved, responsible citizen. The quote above thus warns us that a claim to 

civil rights entails certain duties.  

In discussing the importance of the citizen role in terms of benefits and 

responsibilities, the concept of citizenship sees the mental healthcare client emerge as a 

new kind of entity: He is not just a patient, employee, friend and/or parent, he is also a 

citizen. Invoking the concept of citizenship in this function makes the mental 

healthcare client a bearer of rights and duties and people who attach importance to 

these rights underscore the importance of the citizen role in general. Therefore, this 

function of the concept of citizenship translates striving for citizenship into training 

and supporting clients in their citizen role – not just in claiming rights, but also in 

fulfilling duties.  

 

2.3.3 Characterizing an Ideal Type 

Invoking the concept of citizenship had the effect of characterizing ideal type citizens 

five times in the texts in our sample. Personal traits that members of civil society are 

expected to have, or that should be cultivated, are described, but the interpretation 

given to these traits varies. For instance, we found an article on the challenges posed by 

the new Dutch market-oriented healthcare system to mental healthcare and its clients. 

This new system allocates funds to which care clients are entitled in three different 

‘compartments’: cure, care, and ‘well-being’ oriented services. Clients applying for 
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finance of the care they receive ought therefore to be able to understand and take stock 

of their own situation. The author of this article questions these abilities in mental 

health clients by remarking: 

 

“[T]he client, as an independent, assertive3 citizen, is expected to be able to 

decide for him- or herself which care he or she wants to apply for at the 

counter. But everybody knows that clients need a lot of help in clarifying their 

wishes and needs, and in subsequently obtaining and using the desired 

assistance.”  

(Droës 2005, p. 1010, our emphasis) 

 

A different article investigates how to determine the competency of clients. Hondius 

and colleagues write a case report on a man suffering from both somatic and mental 

health problems, whose somatic problems go untreated because he refuses treatment. 

Only after the client has been judged to be incompetent can his will be overruled so 

that his somatic problems can be treated. Hondius and colleagues note that as a general 

principle: 

 

“Resistance against treatment by someone that is competent should […] be 

respected; those are the basic rights of each and every autonomous citizen.”  

(Hondius et al. 2005, p. 602, our emphasis)    

 

Citizenship takes shape as an ideal type in the two quotes above. ‘Independence’, 

‘assertiveness’, ‘competency’ and ‘autonomy’ are presented as civic personal traits. Even 

though clients may not yet possess them, they are presented as desirable or even natural 

traits citizens have. If the ideal is that clients be recognized as citizens, the goal should 

be to instil these properties in them.  

                                                 

 
3 The Dutch quote read ‘mondig’, which literally translates as ‘mouthy’, but this word does not reflect its 

meaning. The Dutch ‘mondig’ means being apt to articulate one’s rights and needs, especially vis-à-vis public 

institutions: being independent, responsible and articulate. We have chosen to stay with ‘assertive’, since this 

word also communicates looking after interests, especially – as does the word ‘mondig’ – self-interest. 
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2.3.4 Creating Common Ground between Individuals  

The concept of citizenship has the effect of creating common ground between 

individuals sixteen times in our sample of the MGV, most frequently in a text by Van 

Weeghel. This author discusses ways of alleviating stigma: the differences between anti-

stigma projects, important messages to get across, and best practices in which stigma is 

successfully combated. One of the effective ways to alleviate stigma against people with 

psychiatric disabilities is by bringing them into contact with other citizens. This is done 

in anti-stigma projects that welcome people with mental health problems into society. 

 

“These [anti-stigma projects] offer people with psychiatric disabilities and other 

citizens the opportunity to meet each other in a positive context […].”  

(Van Weeghel 2005, p. 387) 

 

By writing about ‘other citizens’, the common ground between people with and 

without psychiatric disabilities is made clear: all are fellow citizens. People in the anti-

stigma projects voluntarily meet their psychiatrically disabled opposites because – as the 

text implies – they are all citizens. Yet communication between these groups may also 

lead to tensions. Van Weeghel again: 

 

“Other citizens may find some of the conduct of people with psychiatric 

disabilities that much obscure, that they are embarrassed by it.”  

(Van Weeghel 2005, p. 385) 

 

This quote highlights once again that however hard it is to understand each other and 

however much the way people walk, talk and act differs, those with and without 

psychiatric disabilities belong to one and the same group: the citizenry. This common 

denominator presupposes contact and implies a sense of community and identification 

between members of the group. It is a function of the concept of citizenship that ushers 

mental healthcare to set goals to alleviate stigma and create places of contact between 

clients and non-clients in order to promote a group spirit. 
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2.3.5 Making Distinctions between Citizens  

Throughout quite a few texts, words such as ‘deviant’ and ‘non-standard’ vs. ‘average’, 

‘plain’ and ‘ordinary’ appear in relation to the concept of citizenship. These words mark 

out distinctions between citizens or groups of citizens. In sum total this function occurs 

ten times in the sample, of which we shall give two examples. Firstly, in the light of 

increased care consumption in mental healthcare, Hutschemaekers tries to answer the 

question whether the Dutch suffer from increasingly ill health. He brings together a 

large body of data on care consumption in 1980, 1988, and 1997 and comes to the 

conclusion that it cannot be stated with any degree of certainty that the Dutch actually 

are more ill. This conclusion indicates that there is no direct relationship between the 

extent of mental health problems among the Dutch population and the extent to which 

the public experiences mental health clients as causing public disturbance. The attitude 

against people with mental health problems seems to be toughening. People are less 

tolerant of the problems mental health clients cause, irrespective of whether or not they 

cause problems more frequently. Hutchemaekers quotes a source whose statement 

illustrates his conclusion: 

 

“[This author] alludes to the potential threat [clients] pose to the quality of life 

of ordinary citizens.” 

(Hutschemaekers 2000, p. 329, our emphasis) 

 

Emphasis on the infringement on the quality of life of the general population is the 

general tenet in public discourse, according to Hutschemaekers.  

The second example is a text by Broekaar in response to an earlier contribution 

in the MGV. That previous MGV article provides an enthusiastic perspective on the 

new market-oriented care system introduced in the Netherlands. Broekaar criticizes the 

way in which vulnerable groups of people such as mental health clients may suffer 

serious consequences from the introduction of the new system. One of her doubts about 

the new system addresses the way in which it portrays clients as critical consumers: 
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“For a lot of mental health clients [living up to this image] is too hard: even for 

the ‘average citizen’ making choices [between health insurance policies] is very 

difficult and time-consuming.”  

(Broekaar 2005, p. 1076, our emphasis) 

 

In both these quotes, the authors use the distinctions they make between mental health 

clients and other citizens to expose problems. In the first quote the problem is framed as 

a problem for society in general. Making distinctions between citizens sets the goal for 

mental healthcare in terms of ‘damage control’, giving rise to early intervention 

programs, more coercive measures, etc.  

By contrast, in the second quote, the problem focuses mainly on the mental 

healthcare client. Making a distinction between ‘average citizens’ and mental health 

clients enables the authors to make a claim for special needs and rights of clients as 

‘disabled persons’. For some time, psychiatric rehabilitation has spent much effort on 

decreasing the ‘skill deficits’ clients experience in relation to their environment 

(Anthony et al. 1982); it has revolved around the principle of reducing the differences 

between clients and non-clients, where being different was translated as falling short. 

These quotes show that making distinctions between citizens can also, contrary to the 

subtext of psychiatric rehabilitation, be in the interest of clients. They show us that 

clients and other citizens should not always be treated in the same way. Making 

distinctions between citizens allows mental healthcare workers to set the goal of 

campaigning for special rights for citizens who happen to be mental health clients.  

 

 

2.4 The Concept of Citizenship as a Boundary O2.4 The Concept of Citizenship as a Boundary O2.4 The Concept of Citizenship as a Boundary O2.4 The Concept of Citizenship as a Boundary Objectbjectbjectbject    

 

This article began by observing that citizenship has become a popular ideal in mental 

healthcare. However, there are different definitions of citizenship, each entailing 

different practical goals for one and the same context. We wondered how mental 

healthcare professionals deal with this ambiguity and asked what function the concept 

performs in the leading Dutch journal on mental health: the MGV. Although we found 

that authors in the MGV do not make it explicitly clear what they mean when using the 
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concept of citizenship, we were able to make some interesting observations about the 

functions the concept performs in the MGV. We have described five functions: 

‘designating a living space’, ‘assigning a bearer of rights and duties’, ‘characterizing an 

ideal-type’, ‘creating common ground between individuals’, and ‘making distinctions 

between citizens’. These functions can all be translated into goals that set the agenda for 

mental healthcare and we have given examples of the concrete goals they may give rise 

to in practice. 

 

2.4.1 Boundary Objects 

By enumerating the functions the concept of citizenship performs in the MGV, it 

becomes clear that the ambiguity that the concept of citizenship has in theory is 

mirrored by its use in the practice-oriented context of the MGV. The ideal of 

citizenship does indeed lead to multiple concrete goals to be strived for in mental 

healthcare practice. All involved should choose for themselves how to put the concept 

to best use. Nevertheless, we suggest that citizenship is an enticing concept for mental 

healthcare, because it enables bridges to be built: the concept of citizenship acts as a 

boundary object in the way that Star and Griesemer have described (1989). They state 

that some ‘objects’ – be they abstract or concrete – can create bridges between 

intersecting social worlds by being internally heterogeneous. The boundary nature of 

these objects is “reflected by the fact that they are simultaneously concrete and abstract, 

specific and general, conventionalized and customized” (p. 408). More specifically, we 

suggest that citizenship functions as an ‘ideal-type’ boundary object. According to Star 

and Griesemer:  

 

“[an ideal-type boundary object] is abstracted from all domains, and may be 

fairly vague. However, it is adaptable to a local site precisely because it is fairly  

vague; it serves as a means of communicating and cooperating symbolically – a 

'good enough' road map for all parties.”  

(Star and Griesemer 1989, p. 410)  
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Being an ideal-type boundary object, the concept of citizenship is indeed quite vague, 

yet it is able to set the agenda: it can be simultaneously abstract and concrete and is 

internally heterogeneous. We shall now flesh out some of the ways in which the 

concept of citizenship acts as a boundary object by indicating how it builds bridges 

between the different goals in mental healthcare and pointing to its internal 

heterogeneities.  

 

2.4.2 Bridges 

Firstly, the concept of citizenship creates bridges between a large diversity of goals that 

can be strived for in mental healthcare. It can build bridges between different goals 

precisely because it is such a broad concept. Other catchphrase concepts in mental 

healthcare, such as ‘deinstitutionalisation’ and ‘socialization’4, do not share its broad 

scope. Deinstitutionalisation only sets goals for clients’ physical living space. 

Socialization paints larger vistas: it makes claims for more changes than just in physical 

surroundings. The social environment of clients has to change, too, and clients 

themselves need to be socialized. Citizenship, with its functions of ‘designating a living 

space’, ‘assigning a bearer of rights and duties’, and ‘characterizing an ideal-type’ 

connects the goals of deinstitutionalisation and socialization. It also leads to new goals, 

like the claim for (special) rights yielded by the function ‘making distinctions between 

citizens’. In addition, the concept of citizenship allows one to talk of duties: 

responsibilities that clients have as part of civil society and responsibilities that citizens 

have with respect to fellow citizens who happen to be clients. Thus the concept of 

citizenship connects a large set of previously distinct, concrete goals of the mental 

healthcare sector; it is an ideological language that brings together all these goals.  

Secondly, the concept of citizenship bridges (potentially) conflicting goals. It is 

able to do so because – to a certain degree – it is ambiguous about the explicit goals that 

ought to be pursued. In other words, the concept of citizenship binds because it can 

remain abstract. When it becomes concrete, it becomes manifold, heterogeneous. For 

                                                 

 
4 In Dutch: ‘vermaatschappelijking’. 
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instance, a certain friction occurs between the functions ‘creating common ground 

between individuals’ and ‘making distinctions between citizens’. In the same context, 

the same word – citizenship – can be used to make completely opposing claims: we are 

all the same vs. we are in some respects crucially different. Both can be used to foster 

the interests of mental health clients, yet the claims themselves conflict one another.  

Within the function of ‘making distinctions between citizens’ a second example 

of friction occurs. We can point to differences between clients and other citizens in 

order to fight for client rights, or to restrict client movement in society to protect the 

general population. Campaigning for the citizenship of clients can therefore have the 

effect of increasing or restricting clients’ freedom to act. The concept of citizenship 

bridges by transcending, or ‘covering up’ these frictions. It can retain heterogeneity; it 

does not at once reveal its true colours. Thus, one of the main strengths of the concept 

of citizenship is that it is not univocal. This heterogeneity allows bridges to be built 

between potentially conflicting ideas and parties. As a boundary object, the concept of 

citizenship acts as a bridge between the goals that mental healthcare sets itself, bringing 

together the people and disciplines that articulate them in a common discourse.  

 

 

2.5 Discussion2.5 Discussion2.5 Discussion2.5 Discussion    

 

In the previous we have concluded that citizenship’s conceptual ambiguity is 

productive: its heterogeneity allows it to function as a linguistic bridge that connects 

different goals in mental healthcare. As an abstract ideal, it unites mental healthcare to 

strive for a common good, referred to as citizenship. We have also seen that outside of a 

concrete context, the concept of citizenship remains ambiguous about what exactly 

these good things are or for whom they are good. In some instances the call for 

citizenship may be empowering, while in other cases a plea for citizenship will call on 

people to answer to a set of duties. By bringing together different goals, the concept of 

citizenship has a depolarizing effect: the concept’s unifying nature obscures possible 

tensions between specific goals. 

One may wonder though, whether it is always a good thing to have concepts 

make tensions invisible. Would mental health care not be better served with concepts 
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that bring tensions between ideals into focus, so that parties concerned can continue to 

reflect on these? It may be useful to discriminate between, for instance, the ideal of all 

being equal (‘creating common ground between individuals’) and that of creating 

special positions for people with disabilities (‘making distinctions between citizens’). 

When these tensions remain hidden, the ideals behind them may get quietly lost along 

the way. With this article, we hope to create awareness of both the unifying and the 

problematic effects of citizenship’s nature as a boundary object. 
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AbstraAbstraAbstraAbstract ct ct ct     

 

Deinstitutionalisation has not only made the social inclusion of clients a key objective 

in long-term mental healthcare, it may also affect the role of the care professional. This 

article investigates whether the social inclusion objective clashes with other long-

standing professional values, specifically when clients give gifts to care professionals. In 

making a typology of gifts we compare the literature on gift-giving with professional 

codes for gifts and relate both to the objective of social inclusion of clients. Our 

typology draws on an analysis of ethnographic fieldwork carried out in 2007/2008 at a 

Dutch mental healthcare centre. We identify four types of gifts for professionals in 

long-term mental healthcare, each relating individually to professional codes and the 

objective of social inclusion of clients. Only the ‘personal gift’ directly supports social 

inclusion, by fostering personal relationships between professionals and clients. 

Acceptance of this type of gift is advocated only for long-term care professionals. We 

suggest that professional codes need to consider this typology of gifts and we advocate 

promoting reflexivity as a means of accounting for professional behaviour in 

deinstitutionalised care settings. 
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3.1 Introduction3.1 Introduction3.1 Introduction3.1 Introduction    

 

Over the last decades, the social inclusion of clients5 of long-term mental healthcare has 

become a primary objective of Dutch mental healthcare policy. It is widely agreed that 

clients should live in the community, among other citizens, rather than in institutions. 

Rehabilitation programs have been set up with the goal of trying to enable clients to 

participate in regular community life. In spite of all the effort geared towards enhancing 

social inclusion, research shows that actual social inclusion of clients is still a challenge 

(Leff and Warner 2006, Michon and Van Weeghel 2008). Clients may be living in the 

community but they are not perceived to be members of the community since they 

have few social relationships (Ware et al. 2007). Clients thus need to be supported in 

fostering these. 

One way of building and maintaining relationships is through giving gifts. 

Marcel Mauss, one of the founding fathers of the anthropology of the gift, describes 

gift-giving as an act that can create and strengthen social bonds (2002). This power of 

gift-giving has been investigated in studies on social in- and exclusion in contemporary 

Western societies. A study by Komter, for instance, reports social exclusion of 

marginalized people in the Netherlands to partly result from a failure to partake in gift-

giving practices (1996). She maintains that gift-giving practices are a main constituent 

of regular community life. Supporting clients of long-term mental healthcare in gift-

giving practices is an example of a concrete way of supporting clients in building and 

maintaining relationships and enhances their social inclusion. 

In the professional-client relationship, however, gift-giving is explicitly 

discouraged. Guidelines laid down in professional codes for Dutch mental healthcare 

workers state that professionals should – where possible – be cautious about accepting 

gifts from clients (see:  Table 1). Accepting a gift from a client could lead to a transgres- 

                                                 

 
5 The terms employed to refer to people using mental healthcare services are contested and politically laden 

with ideas about the practice of mental healthcare (McLean 1995). In the mental healthcare centre involved 

in this study, actors primarily use the term ‘client’ to refer to this group of people. Our use of ‘client’ in this 

article does not imply our personal stance in the debate, merely that we wish to stay close to the empirical 

material.  
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Table 1: Professional codes on gifts from clients in the Netherlands 

Guideline documentGuideline documentGuideline documentGuideline document    Code on gifts from clients Code on gifts from clients Code on gifts from clients Code on gifts from clients (our translations)    

National professional code for 

nurses and caregivers 

(V&VN/NU'91 2007) 

Article 2.12Article 2.12Article 2.12Article 2.12    

As a nurse/carer I shall consider the professional 

boundaries of my relationship with the client. This 

means that:[…] 

As an independent worker, I shall accept no loans from 

the client or accept gifts in kind, or money, or presents 

when these represent more than symbolic tokens of 

gratitude. 

Professional code for 

psychotherapists (NVP 2007) 

Article II.4.1: Prohibition on acceptance of giftsArticle II.4.1: Prohibition on acceptance of giftsArticle II.4.1: Prohibition on acceptance of giftsArticle II.4.1: Prohibition on acceptance of gifts    

During the course of treatment and afterwards, the 

psychotherapist shall not accept any gifts from the 

client that surpass a relatively small value. With regard 

to acceptance, the meaning of the gift should be 

considered. 

Professional code for 

psychiatrists (NVvP 2003) 

Article II.26Article II.26Article II.26Article II.26    

When a patient has drafted a will while under 

psychiatric care for an illness, the psychiatrist shall not 

accept legacies from the patient (Civil Code, book 4, 

art. 953, par. 1). A psychiatrist shall not accept gifts 

from living patients that are disproportionate to usual 

recompense. 
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sion of the boundaries of the professional relationship (Nadelson and Notman 2002). 

The current ideal of social inclusion may however require a revision of the professional 

role in the guidelines. In providing community care outside of the institutions, 

professionals may themselves have to become members of that community. They may 

function as important enduring contacts in the networks that clients do happen to have 

and whom gifts might be given to. In that case, professional codes that advise caution in 

accepting clients’ gifts are in conflict with the objective of enhancing the social 

inclusion of clients. 

How do professionals currently deal with gifts from clients? The literature 

suggests that care professionals are unsure of their role with regard to gifts from their 

clients (Levene and Sireling 1980). Brendel and colleagues have therefore developed a 

pragmatic framework for dealing with gifts (2007). In answering six basic questions 

they run through the possible practical consequences of accepting or declining a gift 

from a client. These questions ask whether giving the gift could harm the patient, 

whether the gift has great monetary value, whether the gift is desirable to the 

professional, whether accepting runs counter to professional norms, whether declining 

could be hurtful or counter-therapeutic for the client and if the decision to accept or 

decline is in the best interest of the client. The problem with this framework is that it 

presupposes unequivocality of professional norms. What if, as we argue here, a 

contradiction in these professional norms arises? In this article we study the 

contradiction between the objective of social inclusion and the professional norm of 

being cautious with accepting gifts, as advocated by professional codes. We examine 

examples from practice, of gifts presented to care professionals, to shed light on the role 

gift-giving may play in the social inclusion of clients of long-term mental healthcare. 

We ask the following general research question: what types of gifts do clients of mental 

healthcare give to their care professionals and how do these gifts relate to professional 

codes and the objective of social inclusion? 
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3.2 Background: Gift3.2 Background: Gift3.2 Background: Gift3.2 Background: Gift----GivingGivingGivingGiving    

 

The nature of gifts is a disputed issue (Komter 1996, Osteen 2002). In Marcel Mauss’ 

version, a gift is inseparably tied to the identity of the giver (2002). This presence of the 

giver in the gift causes the receiver to reciprocate and creates a continuous cycle, 

including three basic elements: giving, receiving, and giving in return. It is by repetition 

of this cycle that social bonds are made and maintained. 

Thus, one interpretation of Mauss is to say that gifts are social trading objects in 

a continuous cycle of gift-giving, ruled by the imperative to reciprocate. Some, 

however, claim that the imperative to reciprocate is a Lévi-Strauss invention that was 

later attributed to Mauss: Lévi-Strauss turns the empirical fact of gift-giving into the 

underlying principle of (obligatory) reciprocation (Sigaud 2002). Lévi-Strauss is thereby 

able to give one and the same explanation for social facts as varied as sharing wine and 

the taboo on incest, as he interprets both wine and daughters as goods that can and 

sometimes should be given to others (Lévi-Strauss 1976). He turns multiple, empirical 

total social facts6 into one underlying, abstract social phenomenon: the principle of 

reciprocity. 

The emphasis that Lévi-Strauss puts on reciprocation is disputed by a 

perspective that sees gift-giving as an act of altruism, inspired by the motive to 

construct intimacy or build personal networks. David Cheal, for instance, describes 

forms of gift-giving as means of communicating intimacy with others (1996). One way 

of creating intimacy through gift-giving is by singularizing the gift, making it uniquely 

suited to one particular recipient (Miczo 2008). In this perspective, both giving and 

receiving (accepting) say something about the personal investment of the giver and 

receiver in a relationship (Fennell 2002). The time interval between gift and counter 

gift permits agents socialized in the gift economy to ‘forget’ that gift exchange rituals 

can be analyzed as arranged according to the principle of reciprocity (Bourdieu 1998). 

                                                 

 
6 That is, events that have simultaneous social, religious, magical, economic, utilitarian, sentimental, legal and 

moral significance (Lévi-Strauss 1976). 
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In our analysis, we have borne these two general perspectives in mind, which 

view gift giving as either impersonal relationships of obligatory exchange or personal 

gift relationships between friends or other intimates. Yet even this dichotomy is 

contested. Komter, for example, criticizes it by emphasizing that the role of gifts in 

human relationships is more varied than can be contained by either of these two 

perspectives (2001). Komter also writes that giver and receiver may hold different views 

of their relationship, a suggestion that even further complicates the interpretation of 

gifts we saw given. 

In healthcare research, the role of the gift in the professional–client 

relationship has received marginal attention. We found two quantitative studies on gift 

giving in healthcare. One investigated the incidence of gift-giving in a range of medical 

specialties in a British hospital and showed that medical specialists were mostly grateful, 

but sometimes embarrassed by gifts from patients (Levene and Sireling 1980). The other 

compared differences in gift-giving between medical and psychiatric inpatients and 

shows how the stigmatization of mental health clients negatively affects gift-giving 

practices (Wiener et al. 1999). A small body of literature discusses gift giving from a 

psychotherapeutic perspective, where analyzing clients’ gifts is a primary objective 

(Hahn 1998, Hundert 1998, Smolar 2002). Closest to our own objectives is the 

qualitative research article by Drew and colleagues that studied the nature of gifts to 

professionals in general healthcare (1983). However, as these authors conducted their 

research at a department of internal medicine, their analysis cannot comment on 

aspects of gift giving that are specific to long-term mental healthcare. In addition, they 

interpret all gifts in terms of reciprocity. They leave no room for alternate, altruistic 

views on gift giving. By leaving the question of reciprocity versus altruism open in our 

study, we not only contribute to the ongoing discussion on the social inclusion of 

clients of long-term mental healthcare, but also achieve results that step outside of this 

dualism. 
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3.3 Setting & Data C3.3 Setting & Data C3.3 Setting & Data C3.3 Setting & Data Collectionollectionollectionollection    

 

This article was established within the context of a larger research project on the 

‘relational citizenship’ (Pols 2006) of clients of long-term mental healthcare. Continuing 

on previous research, ethnographic fieldwork was conducted in two rounds of two and 

three months respectively at a mental healthcare centre in the south of the Netherlands. 

This centre offers clinical care, ambulatory care, day care, part-time treatment, home 

care, and a day activity centre, and is located in the outskirts of a semi-large city. The 

mental health centre has been a frontrunner in developments in rehabilitation and 

social psychiatry in the past. Corresponding to national policy goals, this centre 

currently understands rehabilitation and social inclusion mostly in terms of 

independence and self-management. We, however, studied a care team that held a 

different view: they considered relationships to be the cornerstone of social inclusion. 

This is also how we understand social inclusion in this research: establishing a network 

of meaningful relationships – irrespective of the geographic location of this network.  

Via this multidisciplinary team of care professionals, access was gained to a 

variety of social settings in which long-term clients live. The care team consisted of a 

group of professionals working as case-managers to clients of a certain area of the city 

and the adjoining countryside. Irrespective of their disciplinary training and in regular 

consultation with the other team members these professionals worked with all types of 

long-term clients (excepting clients from the separate care department for addiction 

problems). Thanks to their long track record at the mental health centre, this team was 

also able to provide introductions to other long-term care settings, outside of the 

geographic area that was appointed to them.  

Given on-site permission for participant-observation, SO studied all types of 

long-term care settings receiving support from the centre’s professionals. Studied 

settings include both long- and short-stay departments at the centre, the day activity 

centre, a rehabilitation home where a group of clients learns how to live on their own, 

and the homes of clients who are living independently again, after having resided in 

one or more of the other settings. This kind of research allowed the fieldworker to have 

many informal conversations about the research topic with the actors involved. To gain 

insight in the perspectives of participants and as a form of triangulation key informants 
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(care professionals, clients, and members of the social networks of clients) were also 

interviewed in-depth. As part of the large project on ‘relational citizenship’ we 

interviewed six clients, one experiential expert (twice), the manager of a buddy project 

for mental health clients, eight buddies and friends of clients, ten family members 

(eight of which in a ‘double interview’) and seven care professionals. Interviews were 

conducted in private at locations that suited participants best: mostly in participants’ 

own homes or in interview rooms at the mental health centre. This resulted in 32 

audio-taped semi-structured interviews in Dutch. All participants gave informed 

consent for the interviews. 

Irrespective of commitments to either reciprocal or altruistic conceptions of the 

gift, gift giving is regularly defined by its demarcation from a market exchange. In 

studying gift giving in the context of professional (mental health) service provision it 

thus becomes important to discuss the economic context of mental health service 

provision in the Netherlands. At the time of study, the mental health sector was in the 

middle of a transition from a welfare state oriented organisation of care toward a market 

oriented structure. Professionals delivered services to clients in a configuration of actors 

defined by the Medical Treatment Contracts Act (WGBO), the Health Insurance Act 

(Zorgverzekeringswet) and the Social Support Act (WMO). This resulted in a situation 

in which, in general, no direct payment of professional services took place; payment of 

professionals was handled by healthcare institutions and financed by social insurance 

provisions and insurance companies. The arrangement of third-party payment can in 

principle leave clients in doubt over if and how payment of their professionals occurs. 

We come back to this point in our analysis. 

 

 

3.4 Data Analysis3.4 Data Analysis3.4 Data Analysis3.4 Data Analysis    

 

In our research project we explored social inclusion of long-term clients ‘on site’ as it 

was performed by the actors involved (Latour 1987, Law and Hassard 1999). By 

conducting participant observation, social inclusion could be studied as it was enacted 

(Mol 2002) in contact with the concrete, physical surroundings. ‘Following the actors’ 

(Latour 1987) on controversial issues regarding social inclusion led us to subordinate 
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themes to be further investigated. In this article we identify gift-giving as one such 

theme: gift-giving is both controversial in relation to professional codes and promising 

in relation to social inclusion, since it creates social bonds. We have taken a material 

semiotic approach (Mol and Mesman 1996) to studying the kinds of gifts given and the 

types of relationships they enact between professional and client. We have not asked 

either professional or client why they gave, accepted or refused certain gifts, but studied 

what kinds of relationships specific gifts enacted between them.  

By starting our analysis from the premise that the meaning of gifts is not fixed, 

we took an inductive approach to analyzing our material. Through open coding, we 

selected fragments of field notes and interviews in which things were offered, received, 

or otherwise transferred from clients to professionals or in which participants spoke of 

giving and receiving. The interpretation of these coded segments gained a deductive 

aspect, since we analysed them with secondary research questions drawn partly from 

the literature on gift-giving. Pivotal questions were: Which element of the gift giving 

cycle is most important: giving, receiving or giving in return? How long does the gift 

relationship last? Where does the gift place the professional in the client’s network? We 

analyzed these data following the thematic framework approach described by Ritchie 

and colleagues (2003): we sorted and synthesized data by charting them and constructed 

a typology across this chart. The process of charting and working toward a typology was 

cyclical: during the analysis new questions emerged from the data that were inserted as 

new categories in the chart.  

Four types of gifts being given in long-term mental healthcare were found: a 

symptom gift, a compensation gift, a courtesy gift, and a personal gift. We describe 

these types in turn below, relating them to both literature on professional practice and 

literature on gift-giving. In the discussion, we answer our general research question by 

describing how these gifts relate to professional codes and to the objective of social 

inclusion.  
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3.5 The Symptom Gift: Professional and Client as Therapist and Patient3.5 The Symptom Gift: Professional and Client as Therapist and Patient3.5 The Symptom Gift: Professional and Client as Therapist and Patient3.5 The Symptom Gift: Professional and Client as Therapist and Patient    

 

The first type of gift that clients may give is emblematic for mental healthcare. The 

beliefs of the giver are the central value of the symptom gift. Brian, a social worker, 

illustrates this kind of gift-giving. Explaining why he receives so many gifts from a 

particular client Brian said: 

 

Well, and this is a very personal hypothesis, I think it’s her way of linking 

people to her. […] She’s creating something around her, so that people will 

continue to like her, and then she hopes that people won’t abandon her when 

she needs them in future. I think that’s at the heart of it all. In a very basic way 

she’s feeling insecure, because she’s been abandoned by lots of people in the 

past. 

 

As this quote shows, Brian thinks the gift is a sign that refers to the belief of the giver. 

In this case – as might be the case elsewhere in mental healthcare – the belief is easily 

interpreted as having to do with the client’s mental health problems: the client’s 

feelings of insecurity. The gift is seen as a symptom of these problems. 

 Considering the beliefs of the giver is pivotal in a kind of interaction between 

giver and receiver modelled after the interaction between psychotherapist and patient. 

Robert Castel describes the Western world to be permeated by what he calls a ‘psy-

culture’ (Abma 1996). According to Castel, a psychoanalytic style of reasoning and 

understanding variations in behaviour is not only reserved for psychotherapists, but 

common to us all. This explains why a social worker would reason according to 

psychoanalytic fashion. 

In the interaction between therapist and client, it is the task of the therapist to 

understand the client – better than clients understand themselves – so that the client 

can learn from the analysis. Interaction with the therapist is therefore put under 

scrutiny, which makes exploration of the meaning of gifts an essential part of the 

therapeutic intervention (Hahn 1998, Smolar 2002). The professional code for Dutch 

psychotherapists therefore dictates: 
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With regard to accepting [a gift], the meaning of the gift should be considered 

[…] (NVP 2007, p. 17, our translation). 

 

Whether or not therapists accept a gift, depends on how they interpret the meaning of 

this gift to the giver. This professional code thus indicates: accepting or declining a 

symptom gift is secondary – the symptom gift must first be analyzed. When a gift is a 

symptom of problems, considering these problems and acting upon them is the 

principal course of action the professional must undertake. 

In this manner of reacting to gifts, the emphasis is placed on the first element 

of the gift-giving cycle: the giving. Receiving and reciprocation are only relevant to 

symptom gifts, insofar as they affect the beliefs of the giver. For instance, receiving or 

reciprocating her gift may work on the feelings of insecurity of the client discussed in 

the quote above. In other words: the recipient is hardly relevant as a person when 

symptom gifts are given. This makes giving symptom gifts a rather ‘unsocial’ type of 

gift-giving. Symptom gifts are not about relationships, they are about individual people. 

Thus they do not provide any direct means for enhancing social inclusion. 

 

 

3.6 The Compensation Gift: 3.6 The Compensation Gift: 3.6 The Compensation Gift: 3.6 The Compensation Gift:     

Professional and Client as Provider and CustomerProfessional and Client as Provider and CustomerProfessional and Client as Provider and CustomerProfessional and Client as Provider and Customer    

 

The second gift we identified in mental healthcare is offered as a means of 

compensation for services provided or to be provided. The essential value of this gift is 

its monetary worth, as a case manager in the care team explains in this field note 

fragment: 

 

I take Linda aside to ask her about gifts. She says that gifts are a touchy subject. 

Sometimes she gets something small, like a plant and she really likes that. But 

her motto on gifts is ‘never too expensive and not too often’. 

 

Expensive gifts and too many gifts put their monetary value centre stage. In 

compensation gifts, the monetary value is balanced against the cost of the services the 
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professional provides. Compensation gifts thus lead to a professional-client relationship 

that resembles a provider-customer relationship, where the third element of the gift-

giving cycle is pivotal: giving in return. With compensation gifts, reciprocation is, 

indeed, as Lévi-Strauss said of all gifts (1976), the underlying principle. 

This emphasis on reciprocation by clients is problematic in mental healthcare. 

It is the main reason why professional codes advise against accepting large gifts, both in 

the Netherlands and abroad.7 Compensation gifts can be problematic in two ways, 

depending on when the gift is given and who does the reciprocating. The first problem 

with compensation gifts is illustrated by the following quote from a care professional: 

 

I really think people shouldn’t [give me things]! I’m really clear on money. No 

way, none whatsoever! [I often have to turn down one of my clients, who] 

comes up to me with money for really the simplest of things, like when I’ve 

arranged his tax forms or something. Yes. Or when I drive over to pick him up 

from his daughter’s place. It’s a strict deal we have: you don’t pay me, because 

my boss is already paying me. 

 

In this situation, a client tries to reciprocate after receiving a service from his care 

professional. The compensation gift is intended to pay the professional for a service that 

is already paid for in his salary from the mental healthcare centre. Whether clients are 

aware of this or not, this would amount to being paid twice. Being paid twice is not in 

line with professional integrity and as the code advises: professionals should refuse 

compensation gifts. The second problem with compensation gifts is illustrated by this 

quote: 

 

There are times when I say to people: “It’s all very well that you’re giving me 

this, but we should still to be able to have a row, too. We have to be able to 

                                                 

 
7 The recommendations of the Ethics Committee of the American Psychiatric Association on the acceptance 

of large monetary gifts is a good example of such advice in the international context (APA 2001, p.36/37). 
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disagree. That’s what makes it hard for me, if each time you come round, you 

come bearing gifts.” 

 

In the situation described here, the client tries to give before receiving the service, 

obliging the professional to reciprocate. Accepting money or big gifts places the care 

professional in a position of indebtedness to the client. As a consequence, this could 

cloud their professional judgement, making it difficult for them to make decisions that 

go against the will of the client (which is at times deemed necessary in mental 

healthcare). It also creates the risk of giving preferential treatment. Both consequences 

are not in line with ideas on professionalism. As the code advises: professionals should 

refuse compensation gifts. 

Although compensation gifts do not always take the form of money, monetary 

gifts are characteristic since they strongly trace out the form relationships take between 

professional and client in compensation gifts. Although Viviana Zelizer described 

money as having a varied social life, functioning as either direct exchange, entitlement 

or gift (1996), professionals treat monetary gifts solely as means of direct exchange or as 

means of creating entitlements. Both direct exchange between professional and client 

and special entitlements for clients do not sit comfortably with notions of 

professionalism in mental healthcare. Since compensation gifts ought to be declined, 

they cannot function in any desirable way as a means of enhancing social inclusion. 

 

 

3.7 The Courtesy Gift: Professional and Client as Acquaintances3.7 The Courtesy Gift: Professional and Client as Acquaintances3.7 The Courtesy Gift: Professional and Client as Acquaintances3.7 The Courtesy Gift: Professional and Client as Acquaintances    

 

The third gift that clients may give in mental healthcare is intended to thank the 

professional. Its essential value is to follow the conventions of common courtesy. A 

courtesy gift is not about ‘care’ in terms of professional services, but rather care in terms 

of concern. Or, to put it differently: at stake is not what care is provided, but how it is 

provided. The following story of a home visit to Mrs. Smit in the company of a 

dedicated care professional illustrates this: 
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Mrs. Smit is getting us coffee, while her case manager Rudolf goes through her 

mail and sorts out her finances. Suddenly, Mrs. Smit appears with a bar of 

chocolate and gives it to Rudolf. “He does so much for me!” she explains to me. 

Rudolf smiles in appreciation, takes the chocolate bar, puts it to one side and 

continues filing Mrs. Smit’s bank statements. 

 

Rudolf does not get thanked for filing bank statements. The ‘so much’ Mrs. Smit refers 

to is a wide-ranging category: it comprises of all the care, authentic concern, and 

dedication Rudolf shows for her case. 

Professional training stimulates students to build and maintain care 

relationships with clients, based on mutual understanding, empathy, and trust (NFU 

2009, p. 30). Although showing concern is something all care professionals are trained 

to do, following the maxim of ‘detached concern’ the emphasis is placed more 

frequently on professional detachment (Halpern 2003). Professionals should remain 

detached from clients to prevent the professional–client relationship from becoming 

(overly) personal. Indeed, as nurse Gary says: 

 

However good the relationship is, clients can never become your friends. That 

is just not possible. 

 

The air of detachment in clinical settings gives way to a technocratic understanding of 

care, where care is increasingly organised as if it were a commodity (Scheid 2000). 

Given these circumstances, clients can feel that authentic concern is something that is 

given to them on top of the (detached) care services they receive, and that this concern 

calls for a gift in return (Drew et al. 1983, Spence 2005). In terms of the basic elements 

of the gift-giving cycle – giving, receiving, and giving in return – in courtesy gifts the 

emphasis lies on reciprocation. 

Courtesy gift-giving in a way resembles the logic of the classic gift economies 

in Polynesia, discussed by Mauss, Bourdieu, and many others. As Bourdieu writes, in 

this kind of gift-giving, “the initial [gift] is an attack on the freedom of the one who 

receives it […], it is a way to possess, by creating people obliged to reciprocate” (1998, p. 

94). Yet the way in which people are socialized, creating a certain ‘habitus’ as Bourdieu 
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calls it, allows them to enter the gift-giving ritual while ignoring or denying the 

principle of reciprocity underlying it. In analogy we may conclude that clients’ courtesy 

gifts are given ‘as if’ they are free gifts, as if there is no pressing need to give them. At 

the same time, clients giving courtesy gifts have been socialized into feeling the need to 

reciprocate: to thank their care professionals for the concern and dedication they have 

shown. 

While there are similarities between courtesy gift-giving and the gift-giving 

described in classic gift economies, there are contrasts as well, as the element of honour 

is played out differently. We might say that clients retain their honour or social prestige 

by giving courtesy gifts: they restore a social balance. While restoring this balance, 

there is no need for clients to give beyond the effort of the ‘initial gift’: the care given 

by the professional. After giving a courtesy gift, professional and client reach quits and 

may go their separate ways. Yet in classic gift economies, giving more than one has 

received or even destroying wealth are important ways to gain prestige, which keep the 

gift-giving cycle going and giver and receiver perpetually bound to each other. Giving 

more (either by giving a more expensive gift or by putting more effort into choosing a 

personal gift) would change the professional–client relationship by removing the 

element of detachedness. More expensive gifts and more personalized gifts fall outside 

of the scope of the courtesy gift. 

To sum up: the courtesy gift underscores a dimension of care that is sometimes 

overlooked. It points out that caring is not only a (medical) technical procedure, but 

also a social activity (Sevenhuijsen 2000). Courtesy gifts pay tribute to relationships, 

which acknowledge this social dimension; people relating to each other as social 

acquaintances. Although professional codes on gifts advise exercising restraint, other 

guidelines take precedence here. Professional training stimulates care professionals to 

be attentive to the social nature of care relationships, and therefore to accept courtesy 

gifts in order to have a good relationship not turn sour. Not accepting courtesy gifts 

would simply be rude, since it would be disrespectful to the (honourable) social position 

of the client. However, social inclusion is not directly enhanced by giving courtesy gifts, 

since the social network of the client is not enlarged by this types of gift-giving. After 

giving and receiving a courtesy gift, professional and client do not remain socially 

bound to each other. 
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3.8 The Personal Gift: Professional and Client as Friends3.8 The Personal Gift: Professional and Client as Friends3.8 The Personal Gift: Professional and Client as Friends3.8 The Personal Gift: Professional and Client as Friends    

 

A fourth kind of gift given in mental healthcare is chosen to relate personally with the 

receiver, either by choosing a very personal gift, or by giving some other personal 

favour. The essential value of the personal gift is to underscore the bond between giver 

and recipient. Personal gifts can do this because they emphasize the first two steps of 

the gift-giving cycle: giving and receiving. 

Giving can be emphasized by singularizing the receiver: by making a gift 

uniquely appropriate for one particular person (Miczo 2008). This does not necessarily 

mean picking out for a gift an object the receiver greatly desires; it can also be 

accomplished by other means. Consider this fragment from field notes written on a visit 

to a rehabilitation home: 

 

During the shift handover, Jacob [client] stumbles in, hiding a bouquet behind 

his back. The home rule is that staff should not to be disturbed during shift 

handovers, so he is sent away. But Jacob is more pushy than usual, saying he 

needs just a minute. It turns out it’s his case manager Nancy’s birthday and he 

wants to give her the flowers. Coincidentally, Becky [client] is also celebrating 

her birthday today, but Jacob hasn’t bought Becky anything. 

 

This gift singularizes Nancy. Jacob’s determination to give Nancy flowers combined 

with the fact that Jacob did not get Becky anything gives the impression that more than 

anyone else in the rehabilitation home Nancy is a special person for Jacob. By 

remembering her birthday, he shows his personal investment in their relationship. 

Personal gifts are given between professional and client in relationships that reach a 

personal level: where the professional and client are (also) friends. 

 Receiving is also important in personal gifts, since it shows the receiver’s 

investment in the relationship. It takes two to tango: if the receiver does not accept, 

there is no personal relationship. As the following quote from a discussion with a 

professional shows, care professionals dealing with personal gifts think receiving can be 

an important professional activity: 
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I think it is important for people to be able to give back, to let them [the 

clients] take care of me every once in a while. [...] Sometimes it’s important to 

allow the tables to be turned. You shouldn’t always leave [clients] out in the 

cold with your ‘professional detachedness’. So, sometimes I let [clients] see a bit 

of me, of my personal life. 

 

This care professional talks of allowing clients ‘to give back’; sometimes he is not the 

only one giving care, sometimes clients care for him. This is only possible if he gets 

close to clients, by telling them about his personal life. 

With a personal gift it is not so much a question of how much one has invested 

in a relationship (the monetary value of a gift), but far more how much one is invested: 

how much one is personally committed to the relationship. This understanding of 

personal gift-giving is in line with David Cheal’s observation that gifts play a role in 

communicating intimacy between close ties (1996). Indeed, Lee Anne Fennel writes 

that in gift and counter gift the giving parties communicate to and fro about their 

respective investments (2002). Gift-giving thus becomes a dialogue between giver and 

receiver about their mutual investment, about how close and personal the ties between 

giver and receiver are. 

Still, telling clients about your personal life is at odds with the professional 

attitude of ‘showing concern while remaining detached’ and it contradicts professional 

codes. The professional code for psychotherapists, for instance, states that personal 

relationships can occur, but only after termination of the professional relationship (NVP 

2007). Professionals should prevent relationships from becoming personal by not 

disclosing personal information and remaining emotionally detached from the client. 

But in the case of long-term clients, counter-expertise exists to the doctrine of 

professional detachedness, which promotes being friends with clients in order to 

maintain and rebuild the subjectivity of the client after crises and long-term admissions 

(Petry and Nuy 1997). By investing oneself personally in the care relationship, the 

professional helps clients re-find their life history and identity. Since being friends can 

help long-term clients, some professionals say it is the right course of action to accept 

personal gifts from clients and thereby become part of the client’s personal network. In 

these cases, accepting personal gifts enhances the social inclusion of clients. 
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3.9 Discussion: Gift3.9 Discussion: Gift3.9 Discussion: Gift3.9 Discussion: Gift----Giving, PrGiving, PrGiving, PrGiving, Professional Codes and Social Inclusionofessional Codes and Social Inclusionofessional Codes and Social Inclusionofessional Codes and Social Inclusion    

 

In the introduction, we stated that in the case of gifts from mental health clients to 

their professional carers, professional codes can conflict with a key objective in mental 

healthcare: the social inclusion of clients. We sought to dispense this apparent conflict 

by looking at the diversity of gifts and gift-giving in practice. From this exercise, we 

draw several conclusions on gift-giving in general, professional codes and the social 

inclusion of clients of mental healthcare. 

With regard to gift-giving: in the introduction we mentioned that the nature of 

gifts is a contested issue (Komter 1996, Osteen 2002). Investigating gifts empirically has 

permitted us to set aside the question of the (essential) nature of gifts and allowed us to 

observe various types of gifts given in practice. Our observations contradict the doctrine 

of a unified nature of gifts that for instance Lévi-Strauss presents (1976). Indeed, others 

have already accused Lévi-Strauss of building his theories on gift-giving on a 

conspicuous lack of foundation in practice (Sigaud 2002). Our study shows that 

empirical research is essential for providing meaningful contributions to the 

understanding of gift-giving. Staying focussed on the empirical material has enabled us 

to describe an unexpected type of gift: the symptom gift. This gift is surprising because 

where gift-giving is broadly considered as the quintessence of social interaction, the 

symptom gift is in fact an unsocial type of gift. 

Our research also underlines the point that the dichotomy between impersonal 

relationships of obligatory exchange and personal gift relationships between intimates, 

friends, or relatives does not hold empirically. Indeed, in this study we also traced these 

archetypical relationships. The compensation gift, for instance, can produce demanding 

clients who hold little regard for the professional as a person whereas the personal gift 

occurs when professional and client have become friends, within the boundaries of the 

professional relationship. We also observed a gift that does not belong to either one of 

these categories: the courtesy gift is a hybrid in which the elements of reciprocity and 

intimacy come together. Hence, when a client gives a courtesy gift to the professional, 

their relationship is not as impersonal as an obligatory exchange or as intimate as a 

personal relationship. 
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Having made this typology of gifts, we can now come back to our general 

research question. Because giving gifts is an example of how social inclusion can be 

stimulated, we asked how specific gifts given by clients to their care professionals relate 

to professional codes and to the objective of social inclusion of clients. With regard to 

professional codes, we conclude that the codes advise professionals to analyze a 

symptom gift, to decline a compensation gift, to accept a courtesy gift and to prevent a 

personal gift from being given, by remaining detached as a professional. With regard to 

the relationship between gift-giving and social inclusion we conclude that the symptom 

gift is an unsocial type of gift, the compensation gift could at best lead to undesired 

types of relationships, and the courtesy gift does not necessarily produce lasting 

relationships between professional and client. Therefore, the symptom gift, the 

compensation gift, and the courtesy gift do not directly support the social inclusion of 

clients. 

Indirectly, symptom gifts may help clients understand their own behaviour and 

change social behaviour in the future, enabling contact with others. Courtesy gifts may 

also indirectly affect the social inclusion of clients, since practicing social conventions 

in the relationship with the care professional may improve clients’ abilities to interact 

successfully with other people. Research on whether and how these indirect effects of 

clients’ gift-giving occur could provide further leads for the social inclusion of clients. 

Only one type of gift supports social inclusion of clients directly: the personal 

gift. Accepting personal gifts changes the position of the professional vis-à-vis their 

clients: they are no longer detached, but attached – invested in reciprocal enduring 

relationships with clients. This changes the professional’s social position. Although most 

professionals working at the mental health centre we studied complied with the 

professional codes, some of the professionals that had worked longest with long-term 

clients chose a different, contested professional attitude. These professionals were not 

just mental healthcare representatives. At the same time, they were part of the social 

circle of long-term clients. In providing community care, the professionals themselves 

have become deinstitutionalised and have begun participating in community life as 

fellow citizens. They felt that maintaining personal relationships could benefit clients 

and belongs to the right professional attitude toward long-term relationships with 

clients. Indeed, in general healthcare, long-term relationships between professional and 
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client have been reported to change into more personal relationships as well (Wiles and 

Higgins 1996). Nevertheless, the professional codes advise preventing against the 

chance of receiving personal gifts, by remaining emotionally detached from clients. We 

therefore conclude that in long-term relationships, professional codes do not fully 

describe how professional–client relationships should be fashioned. 

Yet it is important to keep evaluating professional behaviour in long-term 

relationships, especially in mental healthcare where clients can be vulnerable. This 

study indicates that professionals could perhaps better account for their behaviour by 

referring not only to professional codes. Indeed, reflexivity may be more important 

(Pols 2006). This involves reflecting on professional behaviour and how to improve it, 

either in care team discussions, or – even better – by bringing in outsiders with new 

perspectives. Pols shows that this way of accounting for care ties in well with 

relationships between professionals and clients that have become personal, because the 

set courses of action of professional codes are at odds with the flexibility needed to 

maintain personal relationships. 

We advocate promoting reflexivity as a good course of action in relation to 

gifts. Professionals already encourage one another to consult supervisors or ask others 

for their opinion on specific gifts (Hundert 1998). Turning these informal moments of 

reflexivity into routine procedure may enable professionals to feel more confident about 

their courses of action in relation to personal gifts and will help protect clients from 

undesired relationships with professionals. Instead of underscoring the relevance of 

professional codes that foreclose personal professional–client relationships, building in 

contextual reflexivity procedures in professional practice seems preferable in long-term 

mental healthcare, where social inclusion of clients is a key objective. We therefore 

fully agree with the attendees of a short conference on professional codes in mental 

healthcare, who concluded that professional codes had better be used as a tool to kick-

start ethical discussion, than as a tool to make ethical discussion redundant (Anzion 

1993). 
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Everyday citizenship in long-term mental healthcare 
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Abstract Abstract Abstract Abstract     

 

One of the goals of mental healthcare is to support long-term clients in the activities of 

daily life. At the same time, striving for clients’ citizenship is one of mental healthcare’s 

principal policy objectives. In this article we study whether we can make big policy 

objectives and activities of daily life merge into a concept of ‘everyday citizenship’. 

More specifically, we ask how mental health clients can enact citizenship by going 

shopping. By analyzing ethnographic material on how clients of mental health care 

shop and literature on citizenship and shopping, we identify three ways in which 

citizenship is indeed enacted by going shopping. Firstly, we discuss the prevailing ideal 

of independent citizenship that for its accomplishment in practice proves to depend on 

the help of other citizens. We call this the enactment of in/dependent citizenship. 

Secondly, we identify bonding citizenship, which is enacted when, by going shopping, 

close ties between family members or friends are cultivated. Thirdly, some clients 

enacted bridging citizenship by making contact with relative strangers while shopping. 

Based on this study we develop new ways of thinking about citizenship, which may be 

useful to long-term mental healthcare professionals. 
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4.1 Introduction4.1 Introduction4.1 Introduction4.1 Introduction    

 

One of the goals of long-term mental healthcare is to support clients in the activities of 

their daily lives. Liberman, for instance, advocates training clients in practical skills like 

those of personal hygiene, recreational activities and shopping in order to improve their 

lives (Liberman et al. 1986, Liberman and Corrigan 1993). At the same time, mental 

healthcare advocates political ideals such as citizenship, rights, empowerment, and 

democracy (Van Houten and Jacobs 2005, Mezzina et al. 2006, Sayce 2000, Shardlow 

and Barnes 1997, Ware et al. 2007). Taken together, everyday activities and abstract 

political ideals merge into a concept that we propose to call “everyday citizenship”. 

While more established concepts of citizenship involve the study of exemplary civic 

practices such as doing volunteer work, visiting internet forums, or joining 

demonstrations (e.g Pattie et al. 2004, Stoker 2006), our notion of everyday citizenship 

is constituted by people’s everyday activities. In this sense, “everyday citizenship” 

corresponds to concepts used by other authors, such as “citizenship-as-practice” by 

Lawy and Biesta (2006) and “lived citizenship” by Lister (2007).  

But how can we correlate everyday activities with civic ideals? For some 

activities it is more easily done than for others. Activities in which the correlation is 

apparent are considered to be important ideals in mental healthcare. Think, for 

instance, of the emphasis mental healthcare places on work rehabilitation (Bennett 

1970, Leff and Warner 2006, Van Weeghel 1995) and social integration (Sayce 2000, 

Ware et al. 2007). Working readily correlates with civic ideals such as independence 

and productivity, while social integration correlates with civic ideals such as 

community and relationality. Both work rehabilitation and social integration thus 

correlate with citizenship and both are realized through activities of daily life. The 

correlation between citizenship and activities such as tending to personal hygiene, 

recreational activities and going shopping, however, is not so easily shown.  

A study by Jeannette Pols investigates what civic ideals are enacted when long-

term mental health care professionals help clients tend to personal hygiene (2006). In 

her analysis of everyday personal washing practices, she describes how washing 

correlates with civic ideals such as privacy, independence, self-actualization and 

relationality. The correlation between activities of daily life and citizenship is studied 
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within an institutional setting. She asks what conceptions of the community are 

relevant for the different washing practices she distinguishes. This research further 

develops her work within the context of a community setting. In this study we 

witnessed clients engaged in numerous activities in the community, like walking in the 

park, taking public transport and shopping. Of these activities we selected the case of 

shopping for intense study, because this case was the most promising example of where 

a correlation might be found between an everyday activity and citizenship. In this 

article we therefore ask: how can we correlate the everyday activity of shopping with 

the citizenship of long-term mental health clients? We provide insight into how big 

ideals correlate with everyday practices in the community and show how this produces 

new ways of thinking about citizenship.  

 

 

4.2 Theoretical Framework4.2 Theoretical Framework4.2 Theoretical Framework4.2 Theoretical Framework    

 

We were inspired to study the relationship between citizenship and shopping practices 

by the work of other authors, especially those employing actor-network theory (ANT) 

(Law and Hassard 1999). Actor-network theorists maintain that concrete practices are 

not merely a reflection or application of theories, but have their own dynamics in 

which entities can have multiple meanings or “enactments”. Hence ANT urges 

researchers not to focus on concepts or ideals, but on the way in which concepts and 

ideals are “performed” or “enacted” in daily practice (Latour 1987, Mol 2002). The 

multiple enactments that exist often have distinct political consequences. Taking a lead 

from ANT, we therefore followed actors – mental heath clients – in field to see how 

they enacted citizenship, taking into consideration that these enactments may be 

multiple. 

We benefitted from the work of Michel Callon, who applies ANT to economic 

markets (Barry and Slater 2002, Callon 1999, Callon 2005). His analyses explain how 

economic and social framings of the world come together in enactments of economic 

transactions. These framings also exist for the practice of shopping: while shopping can 

be studied in the context of economic framings, sociological descriptions of shopping as 

a practice exist, too (e.g. Miller 1998). Callon maintains that neither economic theories 



BEING IN PLACE 

 

72

relying on calculative actors, nor social theories explicating how a web of relational ties 

propels these actors, adequately describe what goes on during an economic transaction. 

More importantly, neither of these framings consider the political consequences of 

economic transactions. In our research we analyze the economic and social framings of 

shopping practices and in analogy with Callon’s work, we describe and study how these 

framings are political: we show how they enact different civic ideals. While perhaps not 

doing justice to Callon’s whole argument, his work prompts us to study the everyday 

shopping activities of mental health clients for their political consequences.  

Finally, we also benefitted from Bang and Sørensen’s hallmark study of “the 

everyday maker” (1999). The “everyday maker”, they say, is a newly emerging political 

identity that defies conventional conceptions of civic engagement. It is a citizen who is 

engaged with the community on his own terms, outside of the formal structures of 

government bodies or local organizations. Thanks to Bang and Sørensen’s article we 

were also open to finding unconventional enactments of citizenship; ways of enacting 

citizenship that do not relate to an established body of citizenship literature. Part of our 

analysis, then, focuses on an organization of actors, which is not traditionally described 

in terms of citizenship, but in which civic ideals are enacted nonetheless. 

    

    

4.3 Method 4.3 Method 4.3 Method 4.3 Method & Setting& Setting& Setting& Setting    

 

The ethnographic material underlying our arguments was gathered as part of a broader 

study into the nature of ‘relational citizenship’ (Pols 2006). For this study, two 

consecutive rounds of fieldwork of two and three months respectively were conducted 

at a mental health centre in the south of the Netherlands. Granted permission for on-

site participant-observation in a selected range of settings, the first author studied the 

various social settings in which clients live. Although all the material was studied, in 

this paper we only give examples of field note material written down in the 

rehabilitation home. At this semi-independent home, twelve clients are trained in 

living on their own in a homely setting over periods ranging from several months to 

years. Performing participant-observations enabled the fieldworker to have many 

informal conversations about the research topic with the actors involved. To gain 
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insight into the perspectives of participants and as a form of triangulation, key 

informants (care professionals, clients and members of clients’ social networks) were 

also subjected to in-depth interviews. This resulted in 32 audio-taped, semi-structured 

interviews in Dutch. All participants gave informed consent for (recording) the 

interviews. 

 

4.3.1 Analysis 

Initial analysis of all the ethnographic fieldwork material showed shopping to be a 

recurrent phenomenon in which clients interacted with other citizens. It was therefore 

chosen as a focus for studying (relational) citizenship. Based on this initial analysis and 

in an iterative process, we drafted a set of keywords with which to retrieve fragments of 

field notes and interviews related to the topic shopping. The following keywords 

emerged: ‘to buy’ (and verb conjugations), ‘purchase’, ‘shop’, ‘to shop’ (and verb 

conjugations), ‘customer’, ‘commercial/ad’. Computer-assisted data retrieval using these 

key words (MaxQDA 2001) enabled us to obtain all the relevant material from the 

fieldwork material. 

We subsequently analysed these coded fragments by comparing them to key 

themes in literature on citizenship, shopping and consumption. Our analysis was 

neither purely inductive, nor purely deductive, but instead we traversed the 

hermeneutic cycle. We kept going back and forth between the literature and fieldwork 

material and ultimately established a conceptual scheme in which to index our coded 

material, enabling us to identify three types of answer to our research question: 

in/dependent citizenship, bonding citizenship and bridging citizenship. These three 

enactments exhausted the ethnographic material for shopping activities relating to 

citizenship.  

We describe the three enactments of citizenship below by means of three 

secondary research questions: what characteristic elements are essential to clients’ 

shopping, how are interactions between citizens ordered and what specific civic ideals 

are enacted? Afterwards, we compare the three enactments by discussing how citizens 

may benefit from enacting them and what is required of the citizens enacting them. We 

will also discuss how our analysis affects ways of thinking about citizenship. 
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4.4 Grocery Shopping: In/dependent Citizenship 4.4 Grocery Shopping: In/dependent Citizenship 4.4 Grocery Shopping: In/dependent Citizenship 4.4 Grocery Shopping: In/dependent Citizenship     

 

A well-established theoretical model of citizenship, which also serves as an objective in 

mental health care, is independent citizenship. We use a fieldwork example to discuss 

this model. In the example, a client explicitly professes to act as an instructor of 

shopping to a new caregiver: he will show others how to shop independently. However, 

as we shall see, it is not at all evident that this client shops independently himself.  

 

Susan – an intern – is new at the rehabilitation home I [an ethnographer] am 

studying. Pete, a client, agrees to show her around a bit by taking Susan and me 

grocery shopping. At the home, we are asked to take the trolleys with 

recyclable waste with us. At the recycling point next to the supermarket, Pete 

shows us how the recycle is done. There are gloves in the trolley, which can be 

put on in order to keep our clothes clean, but Pete does without and quickly 

throws the milk cartons here, tins there and glass in yet another recycling 

container. He gets the sleeves of his jacket dirty, but does not seem to be 

bothered by that. Susan and I, on the other hand, are struggling to keep our 

clothes clean and because of that do not make much progress with the 

enormous heap of rubbish. After some time, Pete has had enough and starts 

randomly to throw stuff in the three containers. 

On to the supermarket: we park our shopping trolleys at the “trolley-

park” where I’ve seen people from the rehabilitation home park them before. 

Pete shows Susan where to put hers. Then into the shop. We have our 

shopping list: sugar, milk, chocolate, cheese… I would have expected Pete – 

who comes here regularly – to know where everything is, but if he does, he 

doesn’t show it. Looking for but not finding applesauce, Pete opts for apple 

compote. “That’ll do as well,” he says; like recycling, shopping seems quickly to 

bore Pete. When done, Susan and I put everything on the conveyor belt. At the 

counter, Pete makes his favourite joke: “This lady is paying for everything”, he 

says with a broad grin, while at the same time nudging me forward. Luckily, I 

picked up the rehabilitation-home purse before we left.  
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On our way out, Pete starts to take his role of instructor very seriously 

again. He even tells me how to get my 50 cents back from the shopping cart. 

On the way back home, Pete shows us the way through the city streets. But 

because Pete is walking a bit criss-cross, cutting corners and crossing streets 

without minding us with the trolleys, Susan’s trolley gets stuck as she pushes it 

off a pavement. Luckily, she manages to pull it free again. 

 

The type of shopping Pete advocates is a means to an end: it is purposive. According to 

Pete, shopping is a task to be fulfilled and the task is to get the groceries needed, in this 

case for the home. It consists of a number of recognizable elements with which Pete is 

familiar and he shows the intern and the ethnographer recycling, parking the trolley, 

getting the products on the shopping list, paying for them and finding the way back 

home. Also, Pete “teaches” the ethnographer how to get her 50 cents back from the 

shopping cart. This element of Pete’s instructions exemplifies Daniel Miller’s 

ethnographic description of shopping: in certain task-oriented types of shopping thrift 

is a key element (1998). In reclaiming the 50 cents, Pete advocates thrifty shopping. 

If the shopping Pete advocates constitutes citizenship, then in what way are 

interactions between citizens ordered by his type of shopping? This example shows 

elements of both dependence and independence that resonate with discussions of 

dependence and independence in the literature. We shall first discuss Pete’s 

independence. Given the way Pete instructs going shopping, interaction with others is 

not strictly necessary: he could have ordered online, as other clients sometimes do, and 

that would have fulfilled the same purposes. Pete is also teaching others to shop 

independently. Independent shoppers are independent citizens: calculating individuals 

bearing certain rights and preferences (see for instance: Van Gusteren 1998). Enacting 

independent citizenship through shopping consists of successfully procuring goods in 

the public space of the (super-) market. Others inherently become distant others in this 

civic ideal, since direct interaction about the exchange of products is either relegated to 

the market, or to the government that should safeguard the conditions under which 

citizens can shop. The same is true of buyers of fair-trade or bioorganic products who 

are described in the literature as ‘citizen-consumers’ (Johnston 2008, Jubas 2007, Mol 
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2009): citizen-consumers create better worlds for distant others, like Pete does when he 

recycles.  

Yet Pete’s independence relies on (at least) two ways in which Pete’s shopping 

is actually dependent on others. Firstly, Michel Callon reminds us that economic 

transactions never occur in a social vacuum (Callon 1999, Callon and Muniesa 2005). In 

a specific framing of products, producers and consumers, those active in the production 

chain can become so distant that they seem almost non-existent, resulting in the 

perception of independence. Only when the ordinary chain between producers, 

products and consumers breaks down – if the dairy sector should go on strike, for 

example – do these distant others suddenly pop back into the fore: no milk for Pete. 

Secondly, and contrary to his own instructions, Pete is dependent on more proximate 

others to make his shopping trip a success. To some extent, others help him – by taking 

care of payment, for instance. When he is not helped, things go wrong: he buys the 

wrong products, he gets bored with recycling and he does not wait for those pulling the 

trolleys with groceries on the way home. If the task was to get the groceries, Pete 

certainly did not fulfil it alone. Taken together, these two kinds of dependency resonate 

with criticisms voiced by feminist scholars who have debated that one would be hard 

pressed to think of a situation in which complete independence could be achieved at all: 

each of us is continually dependent on care from (proximate and distant) others 

(Sevenhuijsen 1996, Tronto 1993). Thus, although the ideal of independence is 

ingrained in a wide range of political theory, in actual practices like the one described 

here it would appear that independence implies dependence. We therefore call this 

blend between the political ideal and empirical reality in/dependent citizenship. 

 

 

4.5 Shopping with Friends: Bonding Citizenship4.5 Shopping with Friends: Bonding Citizenship4.5 Shopping with Friends: Bonding Citizenship4.5 Shopping with Friends: Bonding Citizenship    

 

Our second example of shopping focuses on maintaining relations with friends, or 

family. The following field note shows this in a shopping trip undertaken by a different 

resident of the rehabilitation home.    

 



CHAPTER 4: GONE SHOPPING! 

 

77

Lately, David, a client, has fallen back into his habit of drinking. Drunk, or 

hung-over though David may be, today he takes the initiative to go and buy the 

bacon that is required for supper from the supermarket, even though Mary – 

the household help who is cooking tonight – has offered to go and get it 

herself. “Rich, do you feel like coming to the supermarket with me? It’ll be fun 

to go together!8” David asks one of the care professionals at the home. When I 

put myself forward for the outing, it’s all “the more the merrier”. Paul, another 

client, who has recently been reluctant to do anything much about diner at all, 

is even coming along. Since David has staged this trip as a social outing, in the 

supermarket, caregiver Rich makes a big point of the fact that neither men 

need worry about the groceries that have to be bought: he will fix all that. He 

stresses that the shopping list is in fact quite a distraction from what this trip to 

the supermarket is all about. “No, this is a social outing,” he says merrily, and 

the shopping list isn’t really part of that. 

 

In this example, shopping is not – at it was for Pete – simply a task that must be 

fulfilled. In fact, there are no pressing reasons for going shopping at all, since household 

help Mary is happy to go shopping herself. This fact is in line with the observation that 

while shopping, any task-oriented aspects, such as actually buying the bacon or other 

items on the shopping list, are obscured. But even though this type of shopping is not 

task-oriented, it is still purposive. Shopping is a means to an end, only the end is 

different. Having fun is continually highlighted during this shopping trip, thus the 

purpose of this type of shopping appears to be to have fun. What makes shopping fun is 

doing it together: the more the merrier. David, Rich, and Paul understand shopping as a 

pleasurable social activity to undertake at their leisure.  

In what way are interactions between citizens ordered in this field note? While 

the relative unimportance of buying groceries may have rendered the trip to the 

supermarket meaningless, the shoppers have a different way of assigning purpose to the 

                                                 

 
8 In the actual quote the Dutch word ‘gezellig’ was used, which is characteristic of the Dutch language and not 

easy to translate. Its meaning is close to the German ‘gesellig’, although the Dutch ‘gezellig’ is more generally 

applied. ‘Gezellig’ denotes an informal, easy and relaxed way of being together with others.  
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outing. They continually underscore the social nature of the outing explicitly. As such, 

they work on the ties between themselves: they make them stronger – they are 

bonding. In his ethnography on grocery shopping, Daniel Miller observed treats being 

bought for loved ones and couples attuning to each other’s habits and preferences by 

going shopping together (1998). With his description, he counters the image of 

shopping as a practice in which individualism is expressed (by buying particular 

products instead of others) with an image of shopping as a practice in which 

relationships of care and concern are cultivated (Miller 1998: 35). This is also how we 

understand the way in which David, Rich, and Paul shop. In their own right, they form 

part of a household together9: the bonds between the household members are 

strengthened by going shopping together. In the process of going to the supermarket 

and buying bacon, the relationship between the men is cultivated.  

What civic ideals are enacted in this shopping trip? In shopping, David, Rich 

and Paul enact a type of citizenship that understands the citizen as a person defined by 

his social relationships with others. They participate in the community by relating to 

each other. In her analysis of washing practices in mental healthcare, Jeannette Pols 

describes friendships and personal relationships as ways of practicing citizenship, too 

(2006). Indeed, the idea of social connectivity as a public good is deep-seated in social 

and political theory. Theorists from John Dewey to Robert Putnam argue that local, 

face-to-face associations are important seedbeds of civic participation and democracy 

(Dewey 1927, Putnam 2000). A rehabilitation home, with its inhabitants and 

professionals, associated families and the various other people involved, may be 

considered to be such an association. A rehabilitation home is a relatively closed social 

unit with its own system of values and ways of doing things: a group of people with 

strong social ties (Granovetter 1973). The example shows that going shopping together 

                                                 

 
9 To call Rich, the caregiver, part of the household amounts to a specific understanding of the role of the 

caregiver. Usually, relationships between caregivers and clients are restricted by formal codes of conduct, in 

which professionalism is often understood as remaining detached from clients. Our caregiver Rich appears not 

to be opposed to more personal relationships with his clients. We elaborate on the differences in professional 

styles of relating to clients and the consequences thereof for the citizenship of both client and professional in 

chapter three. 
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affirms the relationships within this association. By going shopping together these 

people enact what might be called bonding citizenship.  

 

 

4444.6 Shopping in the City: Bridging Citizenship.6 Shopping in the City: Bridging Citizenship.6 Shopping in the City: Bridging Citizenship.6 Shopping in the City: Bridging Citizenship    

 

In our third example of shopping, shopping is performed as a pastime. The following 

field note describes how another resident of the rehabilitation home performs this type 

of shopping.    

 

I have been asked by the overburdened staff at the rehabilitation home to go 

into town with Jason, a client, to help him run some errands. Jason wants to 

buy a file folder at the big department store in town. At the store, we slowly 

make our way to the file folder section, while Jason checks out the stuff we 

encounter along the way. He saunters around near the suitcases before spotting 

the stationary section in the far corner of the basement level. He fiddles about 

for a bit with paper and plastic folders, until I finally point out a rack nearby: 

“Look: ring binders!” 

At this rack, he picks up one black ring binder after the other and 

checks out the insides: 23 rings, 4 rings, et cetera. Sometimes he picks up a 

couple of binders that have been folded into each other: “These aren’t right,” he 

says. I point to the 2-ring ring binders. He opens a couple of these, too. 

Eventually, he says: “I’ll take a 4-ring and a 2-ring ring binder”. It’s taking so 

long that I’m getting a bit impatient. Nevertheless, I remind Jason of the 

different colours they sell: I pick up a silver-coloured binder and show it to 

him. Jason scrutinizes it before deciding to take it. The black ring binders are 

casually dropped into a nearby rack.  

When we’re finally queuing with our stuff, I notice that the price tag is 

missing from the ring binder. There is a long queue and the cashier is taking his 

time, so I think I have enough time to run back and quickly change the binder 

for one that is priced. When I get back to the counter, Jason is chatting with 

the slow, aged cashier, as he checks-out his stuff. They are speaking in dialect. I 
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smile at the cashier, hoping he gets a move on, but the man just keeps on 

talking. Since I don’t speak the dialect, I don’t understand a word and am 

relieved that Jason is happy to do all the talking. I think they are talking about 

common interests; it all sounds so cordial. They are still chatting when Jason 

and I are already moving towards the escalators: the cashier and Jason just keep 

on shouting one-liners at each other, having a jolly time. When the cashier has 

cracked the last joke and we’re half way up the escalator, I ask Jason in a 

whisper: “Did you know that guy?” “No,” Jason says, “this is just what folks are 

like down here.” 

 

Like the previous two, this field note appears to be about tasks to be fulfilled and social 

activity. But contrary to the first field note example, the shopping list Jason starts out 

with turns out to be more of a provisional guideline, rather than an actual goal. Nor 

does working on existing relationships seem to be Jason’s reason for going shopping, as 

was the main purpose of going shopping in the second example. What stands out in this 

field note is that every act is spun out: Jason is slow in choosing the right binder and he 

is slow in paying and leaving again. A light-hearted idleness is the main element of his 

way of shopping. In this type of shopping, shopping is not purposive, shopping is a 

purpose in itself (cf. Lehtonen 1999). Jason has a lot of time on his hands and one of his 

ways of filling time is by going shopping.   

In what way are interactions between citizens ordered in this field note? First 

of all, while remaining cordial, the ethnographer keeps her distance as Jason shops. The 

contact between the ethnographer and Jason is limited to where she can help Jason in 

his shopping and where he can help her with her ethnography by explaining things to 

her. The other social contact Jason has is in an encounter he did not plan, with someone 

he does not know, but in which small talk leads to a lot of fun. Neither the contact with 

the ethnographer, nor the contact with the cashier is affirmed as a relationship during 

the shopping trip: all three may or may not meet again and whether they do is not 

important. In effect, this type of shopping creates ties, but the ties are weak 

(Granovetter 1973). This type of encounter between Jason and the cashier echoes Ruth 

Soenen’s sociological description of city life, in which she underscores the importance 

of small talk for positive encounters between strangers in public spaces, such as shops 
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(2003). She discusses how contingency is a key element in the contact between city-

dwellers and explains how small talk helps citizens deal with this contingency and with 

differences between them and others. Indeed, talking – but in that case specifically 

reflective, self-critical talking – has also been reported to tie people to each other 

elsewhere and has been shown to have the ability to bridge (social) differences between 

people (Lichterman 2005).  

What civic ideals resonate in these interactions? Like bonding citizens, in this 

field note Jason enacts citizenship by relating to other people. However, the weak ties 

that exist between him and the other citizens he meets lead to a particular way of 

framing a community. Political scientist Robert Putnam describes how up until the mid 

1960s, a community consisted of people strongly tied to each other, with formalized 

modes of interaction, in which norms of reciprocity and trust were central (2000). From 

then on, he maintains, strong group ties have been increasingly diluted and formalized 

modes of interaction have become less prevalent. However, where Putnam witnesses 

the collapse of community life, critics deem community life to be changing rather than 

collapsing. The weak ties that exist between Jason and his contacts lead to a different 

conception of a community from the one Putnam describes: they produce a 

‘community-lite’ (Duyvendak and Hurenkamp 2004) consisting of ‘loose connections’ 

(Wuthnow 1998). Jason helps create a community by making contact with strangers in 

public space by means of small talk. Small talk, therefore, may be a relevant civic 

activity (cf. Shotter 1993). Since Jason bridges social distance through small talk with a 

weak social tie, we call this enactment of citizenship bridging citizenship. 

 

 

4.7 Citizens & Societies4.7 Citizens & Societies4.7 Citizens & Societies4.7 Citizens & Societies    

 

In the introduction we coined the concept of ‘everyday citizenship’ and asked whether 

citizenship can indeed be enacted through the activities of daily life. We studied this 

question by focusing on how long-term mental health clients performed one such 

everyday activity: shopping. By analyzing ethnographic material we have found three 

options for enacting citizenship through shopping: in/dependent citizenship, bonding 

citizenship and bridging citizenship. In this section we compare these types of 
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citizenship by looking at how citizens may benefit from enacting these types of 

citizenship and what these types require from the citizens enacting them.  

The first type of citizenship, in/dependent citizenship, proved to be 

complicated, since it describes what goes on when we confront a reputed civic ideal – 

independence – with actual practice. In practice, framings of independence turn out to 

depend on both distant and proximate others. In/dependent citizens can be perceived as 

independent only by negating the considerable efforts invested by other people 

(Sevenhuijsen 1996, Tronto 1993). In care contexts, the ideal of independence is 

criticized for being all the more inappropriate, since the people cared for so clearly 

receive this care in the context of a care relationship (Mol 2008). And this is true in 

general, too: the ideal of independence relies on the continual willingness of both the 

people performing ‘subservient’ work and those receiving the benefits of their labour to 

make this work invisible. As a descriptive concept, independence is, therefore, 

inadequate: independence does not construct societies. 

We called the second type of citizenship encountered in our material bonding 

citizenship because of the strong ties that exist between the people enacting citizenship 

in this way. One of the main strengths of this type of citizenship is that it meets the 

feminist critique of the ideal of independence: it pays explicit tribute to the 

relationships both disabled and able citizens rely on in times of need (Sevenhuijsen 

1996, Tronto 1993). In enacting bonding citizenship, relationships are always a focus of 

attention. Relationships can be nurtured by performing activities together. Bonding 

citizenship is enacted through strong ties characterized by sharing a stock of what 

sociologists have called “bonding social capital”: norms of reciprocity and trust that tie 

individuals together to form communities. Citizens may benefit from having a lot of 

bonding social capital, since close ties make it likely that people will stick by and 

support each other over long periods of time. This aspect is all the more interesting for 

citizens in need of care.  

Although having many strong ties would seem like a good ideal to strive for, 

there are some constraints to enacting bonding citizenship that form a barrier for people 

who would like to enact citizenship in this way. Firstly, bonding social capital is mainly 

produced in homogeneous groups of people, which are said to be less apt at coping with 

divergence (Putnam 2000). Conforming to the interactional norms of bonding social 
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capital can be quite a challenge for people suffering from severe mental health 

problems. Secondly, outsiders do not easily penetrate the homogeneous groups in which 

bonding citizenship is cultivated. Those wishing to expand their social networks with 

close ties have to invest over long periods of time in order to achieve results. Although 

by performing activities together people may strengthen existing social ties and thereby 

enact bonding citizenship incidentally, marginalized people who simply do not have 

many strong ties to begin with have little chance of enacting citizenship in this way.  

We called the third type of citizenship bridging citizenship because of the 

social differences that can be bridged through interaction between weak ties. This type 

of citizenship has several strengths. Firstly, enacting bridging citizenship generates 

bridging social capital, the type of social capital that acts as a social lubricant. The 

tolerance for (social) differences exhibited in weak ties is valuable to citizens in the 

interaction with people that are in one way or another different from them. Secondly, 

while strong ties may be of more value in the case of ‘helping each other out’ in daily 

life, weak ties are reported to be especially good for getting ahead in society 

(Granovetter 1973). The people citizens know outside of their own social group are 

generally most valuable in providing – for instance – job opportunities. Ambitious 

citizens may thus profit from making contact with (relative) strangers. Weak ties can 

also be valuable sources of information about volunteer work or community activities. 

Lastly, people that bridge social divides through small talk can ‘spiral outwards’ and 

come into contact with people from other social groups (Wuthnow 1998). This may be 

an enriching and empowering experience.  

Bridging citizenship also places demands on both individuals and society. 

Firstly, it relies on other citizens to engage in contact with relative strangers, to take 

time and make an effort to make small talk. Secondly, framing small talk as a civic 

virtue can cause problems for individual citizens. It relies on people’s skills and their 

readiness to actually make small talk. This can be quite a challenge to some and not 

everybody will be inclined to do so. In other words: introvert or passive people have 

little chance of enacting bridging citizenship. They will perhaps better enjoy contact 

and blossom more in already existing close relationships that constitute bonding 

citizenship. 
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4.8 Conclusion4.8 Conclusion4.8 Conclusion4.8 Conclusion    

 

In this article we have established a correlation between shopping and citizenship and 

seen how various modes of shopping enact three distinct types of citizenship. But what 

do these results mean for the discussion on citizenship? Firstly, this research has 

consequences for the way in which citizenship is evaluated and studied. Citizenship 

research has generally focused on activities such as doing volunteer work, visiting 

internet forums and joining in demonstrations (e.g. Pattie et al. 2004, Stoker 2006). 

Although these activities may be necessary for ordering societies, they are by no means 

sufficient conditions for doing so. In fact, we would reason that the most important way 

in which societies are ordered is through citizens’ everyday interactions. Accordingly, 

we used the notion of everyday citizenship in our study (cf. Lawy and Biesta 2006, 

Lister 2007). By studying everyday interactions between citizens we have come to 

understand why an influential civic ideal like independence can only be realized as a 

paradox in practice and described an alternative that is more straightforward: 

relationality. Further on-site empirical research may yield other activities of daily life 

through which citizenship can be enacted and prompt the analysis of what specific 

ideals of citizenship are realized through them.  

Secondly, our research makes a distinction between the kinds of relationships 

that may be constitutive of citizenship and argues for the relevance of weak ties to 

citizenship. Although the value of close ties is recognized in sociological citizenship 

discourses, ‘loose connections’ (Wuthnow 1998) between citizens have so far rarely 

been conceived as relevant to citizenship. Our description of ‘bridging citizenship’ 

demonstrates that this sort of interaction does indeed enact civic ideals such as bridging 

(social) differences. The capacity to bridge social differences is important in relation to 

mental health, but is also relevant to broader societal issues in which differences 

between people have become problematic. In this light, future research into everyday 

citizenship becomes all the more significant. Knowing whether and how differences 

between citizens are bridged while in the park, on public transport, or walking the dog 

provides a different perspective on public policy on these issues. In addition to existing 

arguments for the support of these kinds of provisions and activities, activities such as 

walking dogs might be stimulated as opportunities for people to come into contact with 
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others and bridge social differences. Research on these everyday ways of enacting 

citizenship may thus guide public policy and be instructive for mental health workers 

that seek to support clients in enacting citizenship.  
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AbstractAbstractAbstractAbstract    

 

This paper explores the spatial properties of several notions of citizenship, which are 

used in long-term mental healthcare. We claim that speaking of citizenship is a way of 

drawing borders: some people fall inside and some fall outside of the civic domain. 

Therefore, citizenship is our object of study and we investigate it by asking what kind of 

spatial properties it has. Using topological methods, we make comparisons between 

different kinds of spaces that are co-produced with different notions of citizenship. Our 

study aims to develop a new way of thinking about citizenship: citizenship as ‘being-in-

place’. This is a notion that ties in with Nussbaum and Sen’s Capabilities Approach and 

that brings together disparate values that have been pursued in other citizenship 

notions. Helping clients be in-place is a new way of thinking about citizenship in long-

term mental healthcare. Fostering it can have emancipating effects on clients, as well as 

being beneficial to clients’ social networks. 

 

 

5.1 Introduction5.1 Introduction5.1 Introduction5.1 Introduction    

 

Policy goals in mental healthcare that relate to ideals of citizenship are often cast in 

spatial metaphors. For a long time now, ‘deinstitutionalisation’ has been a primary 

policy goal. Now that deinstitutionalisation is gradually being realised, the emphasis is 
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shifting towards ‘social inclusion’ as a primary objective. Both of these goals make use of 

an inside/outside logic in order to define mental healthcare’s objectives: they draw 

borders between who is included in the civic domain and who is not. To gain 

citizenship implies a re-localisation of clients: either a re-localisation to a community 

neighbourhood, or a re-localisation into a social community. In this paper we study 

these spatial metaphors and the re-localisation processes that mental healthcare 

advocates with them in order to draw out the notions of citizenship that the spatial 

metaphors embody. We ask in what way the spatial metaphors organise citizens: where 

the borders are drawn between inside and outside the civic domain. We argue that 

spatial metaphors produce cut-outs of the general population to indicate what 

citizenship is. Our goal is to develop a new spatial metaphor and a new notion of 

citizenship – a notion, which may be useful to professionals in long-term mental 

healthcare as well as elsewhere. 

 

 

5.2 Background: How to Study Spaces5.2 Background: How to Study Spaces5.2 Background: How to Study Spaces5.2 Background: How to Study Spaces    

 

In human geography, questions of space have for some decades been brought to bear on 

the topics of both citizenship and (mental) health, but seldom on a combination of the 

two. Geographies of citizenship, on the one hand, focus primarily on spaces in which 

more ‘mainstream’ types of social exclusion are brought about, like sexism or racism, 

although a review by Painter and Philo does briefly touch upon the citizenship of 

mental health clients (1995). Geographies of mental ill health, on the other hand, have 

over the past decades primarily produced micro-level geographical analyses of the 

everyday world of clients by relying on ethnographic research (e.g. Parr 2000, Parr 

2007, Pinfold 2000, Tucker 2010b). Wolch and Philo warn us that these micro-level 

geographies risk ‘disengaging from real life politics and policy-making’ (2000): they fear 

that political consequences are out of the scope of micro-level geographical 

descriptions. Nevertheless, the citizenship of mental health clients is an important topic 

that deserves a place on the human geography agenda.  

This study fills this gap in human geography literature by taking a different 

tack on investigating spaces from human geographers. For this, we take a lead from 
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developments within Science and Technology Studies (STS). STS is known for studying 

the agency of non-human actors or ‘actants’ (Latour 1987, Callon 1986). Its methods 

have been brought to bear upon human geography by emphasising the way in which 

non-humans and humans influence each other reciprocally. Geographies of cases like 

wild-life, property, and food, for instance, demonstrate the hybrid nature of the 

‘natural’ and the ‘social’ (Whatmore 2002): in these cases we should not look for agency 

in humans only, but also acknowledge non-humans as actors, which make associations 

in the world. These are classic STS-arguments. However, after the initial ‘discovery’ of 

the agency of non-human actors, STS has progressed by studying the spaces that are co-

produced with scientific and technological objects. These studies into (the multiplicity 

of) spaces allow STS researchers to comment on the conditions these spaces set on the 

kinds of objects that can be enacted within them. In spite of their interest in everything 

spatial, we are not aware of studies by human geographers taking this approach.  

The present study, therefore, takes the STS argument one step further in 

human geography by making use of John Law and Annemarie Mol’s ideas on the 

multiplicity of spaces (Law and Mol 2001, Law 2002, Mol and Law 1994). Their analyses 

draw on topology: a mathematical sub-discipline that distinguishes spaces on the basis 

of the properties that are preserved when objects in them are deformed. Using concepts 

from topology, we explore what notions of ‘space’ appear in the objectives of mental 

healthcare and what notions of citizenship these entail. In other words, we investigate 

what notions of citizenship are co-produced with the spatial metaphors of mental 

healthcare. We describe policy objectives in mental healthcare and juxtapose these 

against ethnographic material drawn from 5 months of fieldwork in a mental health 

facility. In both types of material we analyse what kinds of spaces are enacted. In order 

to perform this analysis, we draw on a number of literatures, particularly on STS, 

human geography and ideas about citizenship developed within Nussbaum and Sen’s 

‘Capabilities Approach’ (Nussbaum 2011). By analysing empirical examples, we show 

that thinking in terms of capabilities is useful for discussing the citizenship of long-term 

mental health clients.  
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5.3 Becoming Acquainted with Mr. Lenferink5.3 Becoming Acquainted with Mr. Lenferink5.3 Becoming Acquainted with Mr. Lenferink5.3 Becoming Acquainted with Mr. Lenferink    

 

Mr. Lenferink is a client who was admitted to the mental health facility I [SO] 

am researching three weeks ago. He was admitted here once before – nearly 

eighteen years ago – and has since been struggling with his mental health 

problems largely outside of the mental healthcare circuit, supported by his 

family. Recently, however, his behaviour at home became so excessive and 

aggressive that he received a court order to stay at the mental health facility for 

a maximum of six months. He was initially taken into custody at the crisis 

intervention ward, but when the court order came through, he was moved to 

the semi-long stay ward and was allocated to the care team for long-term 

clients I am studying.  

John, his new psychiatrist, Daisy, his social worker and appointed case 

manager and I visit him today. It is the second time I will meet him. I ask 

whether Mr. Lenferink has settled in a bit at the new ward and John answers 

that at least he has found the smokers’ room, where we go to look for him. The 

room is empty but for Mr. Lenferink. A cigarette defies gravity by sticking to 

the outmost edge of his lips. Mr. Lenferink is covered with the ash that has 

fallen from his cigarette and which he hasn’t dusted from his clothes. As we 

walk to a different, more airy room, Daisy comments on a burn mark on Mr. 

Lenferink’s clothing.   

Two weeks later I have come to know Mr Lenferink as a withdrawn, 

reproachful person, who spends his days in solitude, smoking one cigarette 

after the other. We are about to visit his home with him, where he lives with 

his sister and his aged mother and where, ultimately, he should return. 

 

Mr. Lenferink’s life as the ethnographer came to be familiar with it over the months of 

her visit to this mental health facility, was starting to become a classic example of 

institutional life. In the 1960s, the anti-psychiatry movement extensively criticised 

large-scale psychiatric institutions for providing poor living conditions for their 

‘inmates’, for reducing patients to a state of dependency and passivity (Fakhoury and 

Priebe 2007, Goffman, 1963) and for the systems of micro-power (disciplinary power) 
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employed (Foucault 2001). These criticisms resonated with sentiments inside the sector 

and conjointly have since led to momentous changes in the organisation of mental 

healthcare worldwide. Deinstitutionalisation was the primary focus: patients were 

moved out of large-scale institutions into the general community. In Italy, closure of 

mental health institutions has been statutorily enforced since 1978 and as of 1998, state 

mental hospitals no longer exist (Burti 2001). 

The Netherlands were rather slow to follow suit, but during the 1980s, the 

principle of providing care outside of institutional walls was combined with older ideas 

about mental hygiene and the prevention of mental ill-health to produce Regional 

Institutes for Community Mental Health Care, or RIAGGs (Schene and Faber 2001). 

The formation of the RIAGGs was one of the first steps in the Netherlands in the 

transition from long-term hospital care towards ambulant community care. In the 

eighteen years since his first admission, Mr. Lenferink was treated by one of these 

RIAGGs, receiving home visits from a RIAGG mental health worker every couple of 

months.  

In the Netherlands, the idea of deinstitutionalisation was embedded in a 

broader context of ideals such as self-realisation and equality and tied to a 

phenomenological interest in the experience of spaces (Tonkens and Weijers 1996). But 

one of the most prominent features of the deinstitutionalisation movement is a 

reorganisation in the geographic location of clients. The policy is that clients shouldn’t 

live ‘here-in-the-institutions’, but ‘out there’: outside of institutional walls in the ‘real 

world’ and, ideally, independently. This reorganisation also entails a change of living 

environment. The old institutions were frequently placed in remote surroundings, 

which were believed to have a therapeutic effect on patients (Parr 2007). These 

landscapes can, however, have specific anti-therapeutic effects, too (Pinfold 2000, 

Milligan and Bingley 2007). Today, in preference, mental health services are provided 

in less isolated, community, or even urban environments. Reformers hoped that 

community care as opposed to institutional care would produce better living conditions 

for long-term clients and that problems of dependency, learned helplessness and other 

unwanted or adverse behaviour would be avoided. 
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5.3.1 In what Kind of Space are Clients Deinstitutionalised? 

One of the most striking effects of striving for citizenship in the logic of 

deinstitutionalisation is the reorganisation of a common-sense notion of space: 

Euclidean space. In this logic, becoming a citizen depends on changing xyz coordinates. 

If we were to use a map to point out where mental health clients ought to be to become 

citizens, we would not point out large institutions, or geographically isolated areas. 

Instead we would advocate community living and point out community 

neighbourhoods in towns and cities. We would, therefore, point out certain regions on 

the map and not others. In this logic, some sets of xyz coordinates – for instance, those 

designating an apartment on the second floor of a three storey building in a 

neighbourhood in a semi-large city in the Netherlands – imply citizenship, while others 

– for instance, those designating a room on a long-stay ward at a mental health hospital 

on the outskirts of a semi-large city in the Netherlands – do not.  

This Euclidean conception of space is also implicit in citizenship debates 

outside the scope of mental health. For instance, discussions about national citizenship 

versus the newly emerging concept of ‘global citizenship’ contest the importance of 

Euclidean space. One of the central questions in these debates is whether it is possible 

to give meaning to a concept of citizenship outside of the framework of a territorial 

nation. Indeed, some authors contest this idea (Isin and Turner 2007). In Euclidean 

space, specific ingredients of general conceptions of citizenship are highlighted: 

Euclidean space territorialises and atomises citizenship. For Euclidean citizenship, 

citizens are independent individuals and societies are an aggregate of these within a 

territorially defined nation. Being a citizen within that territory subjects one to a 

relationship with national powers, but not with other citizens. Civic rights and 

obligations accrue to individuals on account of this relationship between nation state 

and citizen. In order to obtain civic rights, all citizens need to do is to be in the right 

location.  
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5.4 A Community Home 5.4 A Community Home 5.4 A Community Home 5.4 A Community Home –––– and Now What? and Now What? and Now What? and Now What?    

 

To a certain degree, deinstitutionalisation has reached its objectives: at present, a large 

proportion of the long-term mental health population lives in the community among 

other citizens, avoiding the problems of hospitalisation and dependency. In this new 

environment, however, other ingredients of citizenship become problematic. We will 

focus on two of these. Firstly, clients living in the community experience difficulty 

organising their daily lives. A strong emphasis on independence has professionals 

navigating between the pitfalls of paternalism and neglect (Tonkens and Weijers 1999). 

Where does stimulating independence end and neglect begin? An alternative to 

focussing on independence is to focus on sociability. Clients can obtain help and 

support from social contacts who care for them. Indeed, this is an important part of 

what is at stake in the formation of community support systems. These systems strive to 

bring under one header all sorts of professional social and psychiatric services and the 

social support provided by friends and family (Weeghel and Dröes 1999). 

Social relations can provide support, but in mental healthcare, having social 

contact – like contact with colleagues or neighbours – is of value in its own right. This 

is because social contact is an answer to the second major problem with community 

living: loneliness. Having social contact can decrease feelings of loneliness and 

contributes to a higher sense of self-esteem; it improves clients’ quality of life. Indeed, 

one of the objectives of projects like the Dutch Vriendendiensten – a buddy project for 

long-term clients – and Kwartiermaken – an initiative that stimulates participation of 

mental health clients in ordinary social life – is to remedy clients’ social isolation. As an 

answer to problems of both neglect and loneliness, regular day-to-day care focuses on 

clients’ sociability. This focus is also evident in our field notes: 

 

We drive over to Mr. Lenferink’s home in Daisy’s van: she and Mr. Lenferink 

in the front seats, me in the back. Daisy tries to strike up a conversation along 

the way. She talks about the things we pass: how they are building roundabouts 

everywhere, and does he remember that old manor that used to be here but 

was demolished some time ago? Because he knows I’m not from around here, 

Mr. Lenferink points out the American cemetery to me, and an abbey in the 
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distance, but he stays in a rather subdued mood and most of the drive passes in 

silence. 

At our destination, Daisy and I find ourselves sitting in the sun in the 

courtyard of Mr. Lenferink’s farmstead. Adjacent to it looms a mansion, which 

was bought by a judge and his partner and is currently being renovated by 

Polish migrant workers. It’s a shame the workers went on holiday yesterday, 

Mr. Lenferink’s sister tells us, since Mr. Lenferink has built up a friendly 

relationship with one of them, called Jozef. Mr. Lenferink sits alone some feet 

away from us. Every now and then he interrupts us to tell his family how angry 

he is about them having had him admitted and for making changes to the 

house in his absence. 

Later on, after coming home from the trip to Mr. Lenferink’s house, 

Daisy explains to me that she would like to work on how the family interacts. 

Mr. Lenferink has to learn to trust the people around him again: to be made to 

understand that they act with the best of intentions. After the long years of 

inactivity caused by his condition, Daisy would like to find out which activities 

and relationships Mr. Lenferink enjoys and ‘practise’ these with him. She will 

make an inventory of Mr. Lenferink’s social network, including people like 

Jozef, the Polish worker. Given time, she will try to find out whether Mr. 

Lenferink would like some kind of support in maintaining these relationships, 

or enlarging his social circle. 

 

5.4.1 In What Kind of Space are Clients Part of Social Networks? 

In this field note, Daisy is attentive to Mr. Lenferink’s sociability and intends to make 

an inventory of his social network. In a Network Chart (Smit and Van Gennep 1999) for 

instance, professionals and clients can together chart what social contacts a client has in 

a graph consisting of concentric circles, where the innermost circle represents intimate 

contact and the outermost circle mere acquaintances. Through the Network Chart, 

clients can gain insight into their own social position and, for instance, re-evaluate their 

sense of loneliness (Broer et al. 2011). Social network analysts in many disciplines make 

use of this kind of ‘social accounting’ (Mukherjee 2007). Social epidemiologists, for 
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instance, stipulate size, range, density or homogeneity of social networks, or count the 

frequency with which contact is established and then go on to study how social 

inclusion, via these characteristics, leads to (ill-) health (e.g. Berkman and Glass 2000). 

Individuals’ social networks can be used to analyse the structure of communities. 

Cumulating information about individual social networks produces images of 

community networks in which network density indicates where social connectivity is 

strong. Implicitly, this network connectivity is a normative notion: it is good to have 

many contacts.  

The idea of citizens as part of social networks implies a notion of space, which, 

like Euclidean space, makes use of an inside/outside logic. With few social contacts, one 

is exterior to the civic domain. But in this case, the civic domain is conceived in terms 

of social network connectivity rather than Euclidean coordinates. This spatial metaphor 

resonates with other network metaphors that are currently used in public and scientific 

discourse, like that of the Network Society that sustains the travel of information 

(Castells 2004) or the human/non-human actor-network that sustains the existence of 

scientific and technological objects (Law and Hassard 1999). Conceiving of citizenship 

in network space results in an understanding of citizens as nodes in a network. While 

high connectivity in a social network designates a civic community, poorly connected 

‘nodes’ don’t count as citizens. It is the connectivity between nodes that is pivotal: 

having relationships with other citizens is the essence of citizenship in network space. 

The network understanding of citizenship is reproduced in discussions on the alleged 

decreased connectivity of (civil) society (Putnam 2000) and in debates about whether 

‘network-clustering’ on the basis of social and ethnic backgrounds is desirable. 

 

 

5.5 Topological Interlude: Comparing Notions of Citizenship5.5 Topological Interlude: Comparing Notions of Citizenship5.5 Topological Interlude: Comparing Notions of Citizenship5.5 Topological Interlude: Comparing Notions of Citizenship    

 

So we now have two kinds of space that structure how citizenship is framed as an 

objective in mental health discourses: Euclidean space and network space. What we can 

deduce from this analysis is that to become a citizen is to re-locate: clients either have 

to change geographic location, or become embedded within a social network. But how 

do these spaces relate to each other and what does this tell us about citizenship? In 
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order to answer this question we shall take a detour to the mathematical field of 

topology. Topology is the sub-discipline of mathematics that deals with objects and 

spaces. It can compare objects by examining whether objects remain continuous when 

they are changed into each other. An object is said to be continuous when stretched, 

bent, or squeezed, but not when broken or cut, because breaking and cutting indicate 

the crossing of the borders of an object. In topology, continuity between objects is 

called homeomorphism.  

Science and technology scholar John Law explains the concept of 

homeomorphism using examples of shapes in a two-dimensional plane (Law 2002). A 

slightly moderated version of his example goes as follows: Let’s say we take a circle and 

a square. The circle can be bent and stretched in order to produce the image of the 

square, resulting in two squares: circles and squares, then, are homeomorphic. From our 

original position in a two-dimensional plane, however, our circle cannot be moved into 

the square, because for the circle to move into the square would require that the square 

be cut. In other words, moving the circle into the square produces a different object: a 

circle-in-square that is not homeomorphic to circle plus square.  

But, Law continues, if we allow for more types of space, new possibilities for 

stretching and bending ensue. For instance, in three-dimensional space, a circle-in-

square is homeomorphic to our original situation of a circle plus a square. If we place 

circle and square next to each other and think of the place where they connect as a 

hinge, our mind’s eye can rotate the square along this hinge in the z-dimension and 

place it onto the circle. Thus, and this is one of the central points derived from this 

topological detour, objects should be evaluated within a spatial context. Objects and 

spaces are – as STS scholars say – co-produced. In two-dimensional planes we have 

objects that become manifest as either circles or squares, and we have the circle-in-

square object. In three-dimensional space, the circle-plus-square (circle-plus-circle, 

square-plus-square etc.) is – topologically speaking – actually the same as the circle-in-

square: they are homeomorphic.   
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5.5.1 Comparing Euclidean Citizenship and Network Citizenship 

Let’s see how we can now use this topological frame to look at the notions of citizenship 

we have found so far. We are studying the object citizenship. We know that one of the 

main tenets of the deinstitutionalisation movement is a Euclidean notion of citizenship 

and that the attention for clients’ sociability implies a notion of citizenship as a 

network. But are these citizenship ‘objects’ homeomorphic? Can both concepts of 

citizenship be stretched, bent, or squeezed so that they will mean the same thing? 

Looking at it from the perspective of deinstitutionalisation, we find that research 

indicates that processes of social in- and exclusion of mental health clients are both at 

work in community settings, outside of the institutions (Parr 2000). In other words: 

sociability (network citizenship) can be realised in Euclidean civic space, but network 

citizenship can also be completely absent in Euclidean space. The other way around, 

research describes how social inclusion can be realised institutionally by creating a mix 

between residents receiving and others not receiving care provided by a facility 

(Marrewijk and Becker 2004, Tonkens 1999). Thus network citizenship can be realised 

while Euclidean citizenship is compromised. In other words: Euclidean citizenship and 

network citizenship sometimes overlap, but not always and not necessarily. Parts of 

both concepts can never be made to coincide. What follows is that the two notions of 

citizenship – deinstitutionalisation and social inclusion – are not homeomorphic: they 

draw different borders between people to demarcate citizenship. Instead, the two kinds 

of space come with two distinct notions of citizenship.  

The two notions of citizenship draw different borders between inside and 

outside the civic community and this may lead to problems. The disparities between the 

two notions can result in fragmented or even conflicting practical goals for mental 

healthcare (cf. Ootes et al. 2010). Should primacy be given to living outside of 

institutions? Or would we rather concentrate on clients’ social networks? What 

happens when there is interference between the two values? How, for instance, should 

social networks inside an institution be evaluated against a lonely but independent 

community life? Both spaces thus produce ways of fostering citizenship, but both also 

prescribe limits on the possibilities of doing so and these possibilities and limits do not 



BEING IN PLACE 

 

100

necessarily coincide between the two notions. In order to make both values fit into one 

framework we use a classic topological trick: we add a new space.  

But what should this new space look like? Human geography provides us with 

clues about how to conceptualise this new space: it describes a kind of space that is 

relevant to mental health clients’ quality of life. Below we describe this space and show 

how it affects clients’ lives. From there, we develop citizenship theory by connecting 

this space with Nussbaum and Sen’s Capabilities Approach. But first, in order to get a 

feel for the kind of space we refer to, we return to Mr. Lenferink and the home visit we 

accompanied him on. 

 

 

5.6 What Places Can Do 5.6 What Places Can Do 5.6 What Places Can Do 5.6 What Places Can Do     

 

While chatting with his family, I incidentally glance at Mr. Lenferink, who is 

still sitting a couple of feet away from us smoking his cigarettes. He looks like 

he’s had it up to here with everyone and would prefer to be left in peace, just 

sitting there smoking. But then, suddenly, he looks up and asks me: “Shall I 

show you around a bit?” 

Together with Mr. Lenferink and his brother who has joined us, I pass 

through the stables to the rear of the house, to the pastures where some of the 

Lenferink family’s cattle are grazing. We cross a ditch and from there have a 

nice view over the meadows. Mr. Lenferink’s brother points out where their 

land borders municipal grounds in the distance. As we are looking in that 

direction, Mr. Lenferink loses his temper, because in the meadow there’s a bull 

standing among the cows while there shouldn’t be – or there’s no bull while 

there should be, I can’t really follow the argument or the dialect. Before things 

get out of hand, Daisy catches up with us and asks Mr. Lenferink to show us his 

vegetable plot.  

We walk on over and Mr. Lenferink points out the pits of potatoes, the 

rhubarb, the columns of peas and the rest. I contribute to the discussion by 

debating the best place for rhubarb, since I always thought they did really well 

on the banks of ditches. But Mr. Lenferink will have nothing of it: his rhubarb 



CHAPTER 5: WHERE IS THE CITIZEN? 

 

101

has done very well on a stretch right here in the middle of the plot for years. 

Daisy asks if he’s had to divide the rhubarb in the past, but apparently that was 

never necessary. […] 

As we get in the car to head back to the mental health facility, we sit 

in the same seats as on the way over: Daisy and Mr. Lenferink in the front, me 

in the back. Unlike on the outward journey, however, there is no need to 

laboriously strike up a conversation; Mr. Lenferink does all the talking himself. 

He talks about the surrounding countryside, but also about what happened to 

him when he was taken from his home to be admitted to the facility all those 

weeks ago.  

As we enter the ward upon our return, Daisy introduces Mr. Lenferink 

to a new nurse who is on duty. “She’s Belgian,” Daisy says, and to the nurse: 

“Mr. Lenferink has just shown us his farm.” I am amazed to see the subdued, 

angry Mr. Lenferink actually joke with the nurse, saying that because she’s 

Belgian she probably wouldn’t know what a farm is and that she can come over 

to his farm if she wants to know what a real farm looks like.     

 

This field note demonstrates how the material environment can have a potent effect on 

people and the way they interact. Although Daisy tried her best, when we set out on 

our home visit to Mr. Lenferink’s house, there was little contact between us. But this 

changed upon entering Mr. Lenferink’s home environment. He opened up: At home, he 

showed us his interests, what angered him and what made him proud and in the end it 

inspired him to be quite sociable with the nurse back at the mental health facility. 

What Michel de Certeau first described as ‘place’ – that is: the material environment at 

a specific location (De Certeau 1984) – thus appears to strongly influence human (inter-

)action. Places have agency of their own (cf. Latour 1987). At times, professionals 

cleverly use this potential afforded by the material environment. For instance, in 

projects such as a comfortable and homey ‘comfort room’ for angry, agitated and scared 

clients (De Veen et al. 2009), or in the idea of arty ‘conversation pieces’ that stimulate 

social interaction in institutions (Marrewijk and Becker 2004). 

Reports from human geography confirm our finding that the material 

environment affects mental health clients. We give three examples. Firstly, mental 
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health geographers have shown that specific places can be therapeutic in that they hold 

the potential for people to recover from mental health problems. This is demonstrated 

by Hester Parr’s research on nature and gardening work, in which she shows how 

nature can have a calming effect on distressed clients (2007). In addition, Vanessa 

Pinfold shows that by creating ‘safe havens’ of familiarity with surroundings, auditory 

hallucinations can be abated (2000). Secondly, places can enact relationships. 

Ethnographic research in a secure psychiatric unit shows that relationships with others 

outside of institutions can be maintained through display objects such as pictures and 

postcards (Parrott 2010). Gardens are also good places for creating and maintaining 

relationships, because the work they require gives rise to regular visits and 

conversational exchanges in the gardens (2007). Thirdly, material objects capture 

present and past identities. For instance, research shows that people living on 

institutional wards have several repertoires for identity maintenance at their disposal: 

they can decorate their rooms (albeit in often very inconspicuous ways), or dress in 

distinct, personal styles (Parrott 2005). Also, research in clients’ homes shows that in 

the habits that are peculiar to people’s own homes, identities are continually re-enacted 

(Tucker 2010a). To sum up: specific places can have powerful effects on clients because 

the material environment can be “imbued with emotions, relations, and histories” 

(Tucker 2010a, p. 532).  

Human geography thus provides a new perspective on the objectives of mental 

healthcare. In addition to their Euclidean location and social networks, human 

geography stresses that the places in which clients reside are important to their well-

being. In Mr. Lenferink’s case, being out of place in the care facility deprived him of his 

capacity to relate to others, to control his environment and, in general, to act. Only in 

relation to his own place, the farm, was this capacity reconstructed. All sorts of 

discontinuities between people’s own places and care settings can add to people’s sense 

of being out of place in care settings. In our research, for instance, lights on wards and 

in interview rooms that were operated by motion sensors were criticised for having a 

disorienting and alienating effect on clients. The criticism centred on the idea that 

clients already in a state of anxiety may suffer even more from such technologies, even 

though they were installed to be helpful and efficient. Frequently, there is no 

relationship between long-term mental health clients’ identities (their emotions, 
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relations, and histories: Tucker 2010a) and their material environment. The absence of 

such a relationship constructs clients as out-of-place and compromises their capacity to 

act. 

 

5.6.1 In What Kind of Space Do Clients Need to Be in-Place? 

What kind of space is congruent with the necessity of being-in-place? The human 

geographic perspective on places centralises the intimate relationship between humans 

and their material environment. Heidegger claims that this relationship is constitutive 

of being. To dwell in and cultivate places is the essential mode of being itself (Heidegger 

1991). Sloterdijk builds on Heidegger’s ideas and in his work we find clues about the 

topological properties of the relationship between humans and the places in which they 

dwell. To understand this relationship, Sloterdijk uses the image of the sphere 

(Sloterdijk 2003). His concept of a sphere has a dual nature. Spheres can designate both 

the geometric properties of globes and properties of social settings, usually described as 

atmosphere, or ambience. For Sloterdijk, all relationships – be they with the material 

environment or with people – that protect from potential threats and allow humans to 

develop, constitute spheres. Spheres can thus range from uteri to igloos, from 

friendships to political institutions. Essential to all these “inside spaces” is that their 

production is a relational effect between humans and their environment. In order to 

preserve a human way of life, the relationships that constitute spheres need to be 

nurtured.  

For people to enact citizenship in spherical space, it is crucial that they be in-

place. It is crucial to preserve a relationship of identification between citizens and the 

places they are in: between them and their human and material environment. Through 

continuity in this relationship, individuals are able to function in intrinsically human 

ways: to act, to relate to others, to enact appreciations etc. Without a sense of being-in-

place, people are incapable of leading a dignified human life. Disrupting the relationship 

between citizens and their environment disrupts their capacity to act. This argument 

can also be demonstrated at the group-level. The (socio-cultural) citizenship of all kinds 

of marginalised groups hinges on the ability of these groups to act like they belong in 
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places with which they cannot identify, because these places are constructed to the 

image and capacity of the majority culture (Painter and Philo 1995).  

Citizenship as being-in-place ties in with the Capabilities Approach to human 

development as espoused by Nussbaum and Sen (2011). This is a perspective on justice 

that claims that we should not strive for a certain state of development in all people, but 

for equal opportunities for people to develop their idiosyncratic (intrinsic) capabilities. 

The realisation of these capabilities allows them to function in intrinsically human 

ways. Both the Capabilities Approach and the idea of citizenship as being-in-place are 

related to other citizenship perspectives in the sense that they claim (equal) rights for 

citizens. These rights, however, are not classic rights in the sense that they refer to 

specific resources or to recognition, they refer to something more abstract: the right to 

function in a dignified human manner. Moreover, the way a person should be able to 

function is not a universal given, but is defined by a person’s intrinsic capabilities and 

thus varies from person to person. In both the Capabilities Approach and our own 

citizenship perspective, different people have equal rights to realise their varying 

capabilities. Both perspectives are attempts to overcome the tension between ‘equality’ 

and ‘difference’, which is a central problem in many citizenship discussions.  

 

 

5.7 Comparing the Thr5.7 Comparing the Thr5.7 Comparing the Thr5.7 Comparing the Three Notions of Citizenshipee Notions of Citizenshipee Notions of Citizenshipee Notions of Citizenship    

 

So far we have established that there are three notions of citizenship that are co-

produced with three forms of space: deinstitutionalisation in Euclidean space, social 

inclusion in network space and being-in-place in spherical space. Deinstitutionalisation 

and social inclusion are not homeomorphic: they draw different borders between being 

inside and outside the civic community. This is risky, since it can result in conflicting 

practical goals for mental health clients. But now we have a new form of space, 

spherical space, which produces a new concept of citizenship: citizenship as being-in-

place. How does being-in-place compare to deinstitutionalisation and social inclusion? 

Is spherical space a good space in which to make this comparison? And does spherical 

space create a deeper understanding of long-term mental health clients’ citizenship?  
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In fact, we find that spherical space can function much like the third 

dimension that was the solution to our circle-in-square problem, since being-in-place 

combines properties from both Euclidean space and network space. On the one hand, 

places have a distinctly Euclidean character: they are geographically localised. This is 

also recognised in human geography, where scholars encourage each other to study 

geographic and experiential aspects of places in combination (Kearns 1993, Cummins et 

al. 2007). Places and their experience are in part defined by geographic location. 

Coming back to mental healthcare, this means that institutional borders can indeed 

influence clients’ sense of being in- and out-of-place. However, not decisively: some 

clients may feel in-place in institutional settings and display a variety of relationships 

with the institution that enable them to realise their capabilities. Conversely, clients 

may not be able to realise their capabilities in community settings if they do not feel in-

place there. On the other hand, citizenship as being-in-place also shares properties with 

the social network concept of citizenship: both are influenced by social interaction. We 

have already noted that relationships can be enacted in places and through the material 

objects in these places. Sloterdijk’s definition of spheres already implies the social aspect 

of spherical space. He defines spheres as relationships (Sloterdijk 2003): these 

relationships can be either social or material. Therefore, in his definition, the close 

relationship between material places and social relationships is already present.  

Thus citizenship as being-in-place can function as a bridge – or indeed a hinge 

– between the citizenship notions of deinstitutionalisation and social inclusion: 

combining the properties of both into one integrated notion. Citizenship as being-in-

place accumulates within its borders citizens of each of the three notions of citizenship: 

Euclidean citizens, network citizens and citizens-in-place. However, this does not make 

the three notions homeomorphic. Not all citizens conceivable in Euclidean and social 

network space are citizens-in-place. People who don’t live in institutions, for instance, 

with no strong want for social relationships, can be citizens in place, but not if they lack 

a relationship of identification with their material environments. Analogously, through 

the citizenship notion of being-in-place, citizenship can be achieved within an 

institutional setting by having a good social network, but – again – not if clients lack a 

relationship of identification with their material environment. Thus citizenship as 

being-in-place draws a new border, and thereby excludes, yet again, certain people 
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from citizenship. The areas outside of this notion indicate which aspects of the goals of 

deinstitutionalisation and social inclusion may not be desirable after all. We claim that 

only if deinstitutionalisation and working on social networks lead to a sense of being-

in-place do these goals contribute to clients’ citizenship. 

 

 

 

5.8 Discussion5.8 Discussion5.8 Discussion5.8 Discussion    

 

Citizenship as being-in-place is an integrated notion of citizenship, since it combines 

aspects of citizenship that have a tendency to disconnect in citizenship theories. 

Citizenship as being-in-place shares this multiformity with the Capabilities Approach 

(Nussbaum 2011): one of the essential features of the Capabilities Approach is its 

commitment to a plurality of values. Unlike the Capabilities Approach, however, 

citizenship as being-in-place instantly draws attention to concrete, material 

environments in everyday contexts. Some of the questions this notion raises are 

beguilingly simple. Would clients like to display pictures or postcards from relatives? Or 

some form of art that they appreciate? Are there a lot of buttons, switches, or controls 

in clients’ living areas, in day activity centres or places of work and do clients know 

what these are for? These questions may seem bland, but they point in a general 

direction, via which the more charging objectives of deinstitutionalisation and social 

inclusion can be achieved and leave aside aspects of these objectives that may not be 

desirable after all. Working with these questions results in a sense of being-in-place for 

clients, which we have seen to be important to realising their capabilities. By being-in-

place, people are able to have relations, enact appreciations etc.  

Points of departure for fostering citizenship in spherical space are manifold, but 

they will always try to create continuity between clients’ identities and their 

environments. This can be attempted in both clients’ living areas and other places in the 

community. To get a feel for this notion and its implications for long-term mental 

healthcare, we will give two examples of how it can be fostered. Firstly, the notion of 

citizenship as being-in-place draws renewed attention to the hominess of care 

environments. Although this is nothing new in mental healthcare, care professionals in 
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this research still felt that care settings were not (sufficiently) homey, or – through the 

introduction of technology, or due to lack of time to pay attention to hominess – were 

even becoming less homey. Yet living environments that are not homey but that take 

the quality of, for instance, work environments construct the clients actually living 

there as out-of-place. Paying attention to the hominess of places where institutional 

care is provided and in clients’ own homes can have emancipating effects on clients as 

well as be beneficial to clients’ social networks.  

Secondly, if clients’ unfamiliarity with certain places in the community, or the 

objects in those places, obstructs their capacity to act, clients can become familiar with 

them. Take the example of technology. Some authors criticise the role of technology in 

care settings. Poland and colleagues, for instance, describe that the presence of medical 

technology in (somatic) care settings can emplace relationships of power between 

professionals and care recipients (2005). In our analysis of being in- and out-of-place, 

we would deem that the relative unfamiliarity of care recipients with high-tech medical 

objects constructs clients as out-of-place vis-à-vis the professional who – by contrast – is 

in-place and in power. But technology does not always or necessarily result in a sense of 

being out-of-place. Lopez and Sanchez-Criado, for instance, describe that care 

technologies can relate to existing habits people have (2009). They argue that there is 

not one unified border between what is familiar and alien technology, but that 

technologies can actually be incorporated into people’s habits in multiple ways. For 

those interested in fostering mental health clients’ sense of being-in-place, the 

challenge is, therefore, to find out where unfamiliar material, like technology, makes a 

connection with the existing identities of clients. By connecting unfamiliar material to 

the identities of clients, clients can become in-place and thereby expand their sphere of 

action. This approach can be taken in home environments, but also in other places in 

the community, like the workplace. 

Citizenship as being-in-place trains focus to clients’ identities and the places in 

which these identities are expressed. Mental health professionals have launched the 

term ‘re-historisation’ to promote taking an interest not just in the medical histories of 

clients, but also in their life histories (Petry and Nuy 1997, Petry 2005). The purpose is 

to recapture clients’ identities by creating continuity between what life was like before 

falling ill and how it is led now. In analogy, this article has introduced the term ‘re-
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localisation’. Paying attention to clients’ identities and recapturing those identities in 

the places they live, work and play can make them feel more in-place and thereby help 

them realise their capabilities.  
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6 
 

DISCUSSION 
Placing Citizenship 

 

 

6.1 Introduction6.1 Introduction6.1 Introduction6.1 Introduction    

 

This thesis deals with the citizenship of clients of long-term mental healthcare. I have 

discussed clients’ citizenship by analyzing stories derived from ethnographic fieldwork 

at a mental health centre and by examining literature from a specialist journal in the 

field of mental healthcare. In the prologue to this thesis, I introduced Maurice. Maurice 

is a long-term client with severe mental health problems who tried to participate in a 

people’s hearing: a forum-like setting that corresponds readily to our intuitive, 

commonplace understanding of what citizenship enactment entails. I felt that the way 

in which Maurice participated was not satisfactory and attributed this to the prevailing 

model of independent, autonomous citizenship that inspired the hearing. In the 

introduction, I stated that even though Maurice may not have satisfactorily participated 

in the hearing, it does not necessarily follow that he cannot successfully enact 

citizenship in other contexts. How, then, can we find new ways of thinking about 

citizenship that will include people like Maurice? 

In order to develop new ways of thinking about citizenship for long-term 

mental health clients, I studied citizenship according to three themes: everyday 

practices, relationships and materiality. My main research questions were: How do 

long-term mental healthcare clients enact citizenship? And how does this affect 

concepts of citizenship? In this concluding chapter, I first describe my main research 

finding: a new notion of citizenship for long-term mental health clients, which I then 

further develop. According to this concept, citizenship of long-term mental health 
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clients can be conceived as the degree to which clients are in-place. The notion of 

being-in-place best captures all three themes I use to study citizenship: everyday 

practices, relationships and materiality. These themes are derived from my research 

methodology: Actor-Network Theory and its later development in the field of Science 

and Technology Studies. After discussing the notion of being-in-place, I discuss how it 

feeds back into Actor-Network Theory. In the last section of this chapter, I compare my 

notion of being-in-place to other approaches to citizenship in order to develop it yet 

further.  

 

 

6.2 Citizenship as Being6.2 Citizenship as Being6.2 Citizenship as Being6.2 Citizenship as Being----inininin----PlacePlacePlacePlace    

 

The key proposition of this thesis is that ‘being-in-place’ is a good way of thinking 

about citizenship. To be a citizen is to be in-place in one’s human and material 

environment. Clients of long-term mental healthcare may come to be in-place by 

creating relationships of familiarity with their environments. In chapter five, I likened 

the idea of being-in-place to being in a sphere: being in an environment consisting of 

people and things that connect with a person’s identity. These spheres are constituted 

by relationships that provide shelter and allow people to develop. Being in-place means 

that there is little that causes distress due to unfamiliarity; clients can be at ease because 

they understand and can meaningfully react to what is going on. Being in-place thereby 

enables them to develop certain capabilities, like having relationships or enacting 

appreciations that they would not be able to in stressful, unfamiliar environments. 

What makes this citizenship notion an appealing one for long-term mental health 

clients – and possibly for other groups with disabilities – is that at its root is a basic 

condition for any person’s agency: being at ease in a human and material environment. 

In the introduction, I stated that because of their mental health problems, clients may 

find it difficult to participate in citizenship practices inspired by the values autonomy 

and independence. Independent living, for instance, has turned out to be an 

unattainable ideal for many clients. I would like to suggest that this is so because in 

these practices, long-term mental health clients do not experience one of the basic 

conditions for agency: they are not at ease in their human and material environment. 
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Consequently, in independent living situations, they fail to (satisfactorily) make a 

connection with what is going on around them.   

So, from the perspective of being-in-place, problems may arise because clients 

living independently are confronted with (too many) environments and situations with 

which they cannot relate. However, being-in-place is not to be considered a static 

situation. The spherical, relational aspect of my notion of being-in-place allows clients 

to establish relationships with new people and things while moving to new locations, 

and thereby re-establish a situation of being-in-place. By establishing, or helping clients 

establish these relationships, and thereby expanding the spheres where clients are in-

place, clients may move into community homes, into work environments, into 

community activity centres, etc. However, moving to other locations like community 

environments is not a necessary precondition for considering the citizenship of clients 

to be successful: clients can just as well be in-place in an institution. An essential aspect 

of this citizenship notion is that exactly what being-in-place amounts to, varies from 

person to person.  

Whereas I introduce ‘being-in-place’ as a positive ideal, similar concepts, such 

as ‘belonging’ and ‘being-at-home’, have been developed as critical concepts. Although 

further research will need to be done to study the exact relationship between being-in-

place and other concepts, I would like to make some preliminary comparisons between 

being-in-place and related concepts. Firstly, like the concept of belonging, being-in-

place also speaks of citizens’ relationships with other people and groups. However, a 

central and innovative aspect of being-in-place is that in addition, it refers to citizens’ 

material environment, too. This material environment is for a large part constitutive of 

the degree to which clients and other citizens are in-place. Another distinction between 

being-in-place and other concepts is the dynamic nature of my notion of being-in-

place. While, for instance, being-at-home always indicates one static point of reference 

(the home), being-in-place refers only to being a citizen in relation to one’s 

environment and, as people move, they can establish new relations to this environment 

at different locations.  

After developing the notion of being-in-place in relation to the mental health 

practice that I studied, the notion may itself travel elsewhere. Locations to travel to 

probably include other mental health practices, but perhaps other long-term care 
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settings, too, like elderly care and even debates on the citizenship and participation of 

immigrants. In the case of care for the elderly, for instance, the notion of being-in-place 

prompts questions such as: What does it take for elderly people to be in-place? Does it 

require them to remain in their own homes, or in the area they lived for many years, 

because of the way these environments at least in part constitute their identities? Or 

can they also be in-place in other locations? What would be required of the human and 

material environment for the elderly to be in-place elsewhere? Answers to these sorts of 

questions may go towards helping the elderly and disadvantaged groups be more in-

place, thereby fostering their citizenship. The answers may even be relevant to us all, as 

being-in-place may be a notion of citizenship that applies to all people. Future research 

will have to show whether this is indeed the case.  

 

 

6.3 Non6.3 Non6.3 Non6.3 Non----Human Actors inHuman Actors inHuman Actors inHuman Actors in----PlacePlacePlacePlace    

 

My focus on everyday practices, relationships and materiality helped me to articulate a 

new notion of citizenship for long-term mental health clients. As explained in my 

introductory chapter, this focus was drawn from a specific methodology – Actor-

Network Theory (ANT) – developed in Science and Technology Studies. Can my new 

concept of citizenship for clients of long-term mental healthcare also feed back into this 

research methodology? I think it can. I will support this claim by introducing a short 

ANT-like analysis of an everyday, material type of object cherished by Dutch Science 

and Technology researchers (cf. Bijker 1997): my bike. Actor-Network Theory’s main 

argument is that (scientific and technological) objects exist as networks of relationships 

between people and things. By continually performing these relationships, objects are 

formed and remain. In the case of my bike: if bikers, manufacturers, steel, bicycle lanes, 

bike stands, bells, traffic regulations, my bicycle pump and a host of other actors 

(actants) continue to perform the same relationships together, the object ‘my bike’ will 

continue to exist. If, however, any of the actors within this actor-network falls away, 

resists, or otherwise causes rupture within the actor-network, ‘my bike’ as I know it 

will cease to be. Latour showed that the ties between the actors holding the network 

together ought to be strong and steady for an object to be able to travel and remain 
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stable (Latour 1987). Of course, there can be change (transformation, translation), but to 

translate is to betray: change creates new objects (Law 1999). 

In this thesis, I have shown that the nature of relationships can vary and that 

objects are not only enacted in networks consisting of strong relationships between 

actors. The claim is similar to the arguments of (post-)Actor-Network Theorists who 

describe the different kinds of relationships that underlie ‘fluid objects’ (de Laet and 

Mol 2000, Mol and Law 1994), ‘fire objects’ (Law and Mol 2001) and ‘phantom objects’ 

(Schrader 2010). The existence of these objects does not depend on the strong and 

steady relationships described in Latour’s analyses, but on relationships that change and 

relationships that only temporarily, or partially exist. In chapter four, I described the 

value of a specific kind of relationship between humans: weak relationships. Is this kind 

of relationship also relevant to actor-networks? Returning to my bike, I find that it is in 

contingent contact with other actors. For instance, it occasionally connects with free, 

compressed air stations that have recently popped up all over the city of Amsterdam 

and where, as the need arises, I pump up my tires. The bike’s link with these stations is 

weak; it can function well without them. Therefore, compressed air stations are not 

obligatory passage points (Callon 1986) for this object’s survival. However, compressed 

air stations do relieve me from the laborious task of manually pumping air into the tires, 

or walking all the way home on a rainy day. Compressed air stations help maintain and 

‘oil’ my bike’s actor-network: the bike as a means of transport is merely made a little 

more convenient thanks to them. Thus weak relationships in human/non-human actor-

networks function similarly to the weak relationships in the human networks described 

in this thesis: they act as a lubricant between actors. To conclude: what is important 

about weak relationships for actor-networks is not that they are essential for object 

survival, but that they make the actor-network somewhat more robust and at the same 

time more flexible.  

 

 

6.4 Citizenship: Everyday Practices, Relationships & Materiality6.4 Citizenship: Everyday Practices, Relationships & Materiality6.4 Citizenship: Everyday Practices, Relationships & Materiality6.4 Citizenship: Everyday Practices, Relationships & Materiality    

 

In this last section, I place this thesis within the broader field of studies on citizenship. I 

discuss how each of the three themes of everyday practices, relationships and 
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materiality individually relate to the notion of being-in-place, suggest how future 

research may benefit by concentrating on these themes and contrast my approach with 

work done within other approaches.  

 

6.4.1 Everyday Practices  

The first theme that runs through the analysis performed in this thesis is a focus on 

everyday practices. In chapter four, I coined the term ‘everyday citizenship’ to describe 

this take on citizenship. The notion of everyday citizenship is constituted by everyday 

activities like shopping. Everyday activities are crucially connected to my notion of 

being-in-place. While clients may or may not be in-place when they perform other, less 

mundane activities, their everyday practices in particular make them be in-place. This is 

so because those are the activities through which clients can make connections with 

their human and material environment. It is thus essential for clients to perform these 

everyday activities – by themselves, or in the company of buddies (volunteer friends). 

Probably, clients can also be in-place by performing other everyday activities 

than those described in this thesis, such as visiting a public park, taking public transport 

or walking a dog. These activities are opportunities for clients to interact with the 

material and human environments outside of their homes, in everyday situations. In 

this interaction, a sense of being-in-place may or may not arise. Studying these sorts of 

activities can inform us about exactly how everyday interactions contribute to clients’ 

being-in-place. One might, for instance, wonder whether citizens’ relationship to 

animals is relevant for the degree to which clients are in-place, and thus to citizenship 

(cf. Haraway 2003, Singer 1980). Studying the everyday practice of walking dogs can 

reveal whether this is the case and how the dog, other dog walkers, the park and other 

aspects of walking dogs connect with the dog walker’s identity. How do these aspects 

enable the dog walker to be a citizen and undertake other activities that would 

otherwise not have been possible? Dog walkers could, for instance, chat with other dog 

walkers and thereby expand their relational network. More research into this and other 

everyday activities may produce valuable answers to these sorts of questions and lead to 

further insight into ways of enacting and fostering citizenship. 
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Communitarian and care ethicists’ approaches to citizenship also pay attention 

to everyday activities, be it that communitarians start from existing communities in 

order to see how these give meaning to everyday practices. However, other approaches 

to citizenship do not seem to take heed of everyday activities as ways of enacting 

citizenship. For instance, scholars inspired by republican theories of citizenship study 

how people have a voice in and communicate their voice on distinct topics. They 

investigate exemplary civic practices like participation in town meetings, in community 

councils, polling, etc. The people’s hearing in the opening section of this thesis would 

probably have been of great interest to them. My discussion of this people’s hearing 

pointed to the limitations of this take on citizenship for long-term mental health 

clients. Satisfactory public participation of clients depends on whether they can attain 

the ideals of autonomy and independence. But are these ideals the right ideals? Can 

people who do not want or cannot be informed about policy changes, or people who do 

not participate in public debates not enact citizenship? Are clients’ everyday 

interactions with other citizens not at least equally important to citizenship? Everyday 

citizenship starts from the premise that everyday interactions with others are that 

important and investigates in what way specific practices contribute to clients’ being in-

place.  

 

6.4.2 Relationships 

The second theme that runs through my analyses of citizenship is a focus on 

relationships. This thesis thereby further develops the concept of relational citizenship 

coined by Jeannette Pols (2006) by also encompassing relationships with the material 

environment. Relationships are essential to my notion of being-in-place because the 

notion describes a specific kind of relationship: one in which clients experience a sense 

of familiarity with other people and the material environment. Clients do not have to 

know the specific people and things around them, but should experience some things 

they already know. To give some concrete examples: clients may be in-place in large, 

but unfamiliar shopping malls because they have visited similar malls before. Clients 

could be in-place in public transport simply because they are in the company of a 

friend. I previously noted that weak ties between clients and their environments can 
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contribute to being-in-place, too. Client-run bicycle repair shops, cooking projects and 

the like are all excellent environments for clients to create weak ties with other citizens 

– and strong ties with their co-workers. By providing (material) service to others, 

clients may gain recognition through contingent interactions and gain a valuable place 

within a community of weak ties. Unfortunately, these kinds of projects are currently 

under pressure due to financial cutbacks. Other places where clients can socialize, such 

as Psychiatry Cafés that offer sheltered but entertaining environments, may also 

stimulate them to make contact with others. 

Focussing on relationships feeds into citizenship discourses in two principal 

ways. Firstly, my focus on relationships criticizes the ideal of individual independence 

that is present in many liberal and to some extent in republican theories. On this 

respect, I side with feminist theorists who claim that a concept of citizenship in terms of 

individual independence could never account for how societies are or should be 

organised (Sevenhuijsen 1996, Tronto 1993). Independence can only be staged as a 

decisive ideal by ignoring certain supporting roles, practices and segments of society 

(Tronto 1993). Conceiving of the citizenship of long-term clients’ in terms of individual 

independence thus ignores valuable opportunities for clients to enact citizenship. 

Conceiving of citizenship in terms of relationships, on the other hand, opens up these 

relationships for further scrutiny. Both private and professional care relationships – 

which from the perspective of independence can either obstruct, or are irrelevant to 

citizenship – become interesting objects of study in themselves. By studying activities 

undertaken in these relationships, further distinctions can be made between them: 

while some relationships allow people to be in-place, others do not.  

This brings me to the second way in which my focus on relationships feeds into 

the citizenship debate. While I have focussed on the value of relationships for 

citizenship, I do not take these relationships to constitute a homogeneous category. 

When relationships receive attention in communitarian and feminist citizenship 

discourses, it is usually the caring, reciprocal relationship, resulting in strong ties, that is 

lauded as the connective tissue of societies. However, a diversity of relationships 

emerges from chapters three and four. Chapter three, on gift-giving, mobilises a 

different vocabulary for discussing relationships from chapter four on shopping: it 

analyses professionalism instead of citizenship. But underlying the courteous and 
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personal relationships that are discussed in chapter three are actually the same two 

kinds of relationships that I discuss in relation to shopping in chapter four: those 

consisting of weak and strong ties. The chapter on gift-giving is based on the premise 

that social inclusion is constituted by ‘strong ties’. It concludes that giving courteous 

gifts does not create strong ties and hence does not enhance social inclusion. But my 

later chapter questions this conclusion: is there really no way for these kinds of gifts to 

foster clients’ citizenship? My analysis in chapter four suggests that they can. It makes a 

distinction between strong and weak ties and concludes that weak ties are constitutive 

to citizenship, too. Since courteous gifts appear to create weak ties, I conclude in 

retrospect that citizenship can be fostered through them after all. Weak ties can 

contribute to clients’ being-in-place. This is also the conclusion I would like to 

emphasise to other scholars studying social connectivity. Having conversations with 

people we do not know is a pivotal opportunity for enacting citizenship, since, assuming 

that these conversations are friendly, they can contribute to our being in-place in public 

spaces.  

 

6.4.3 Materiality 

The third theme that runs through my analyses of the citizenship of long-term mental 

health clients is a focus on materiality. The argument is that materiality is a basic 

citizenship theme. Being surrounded by a material environment that is in some way 

familiar is a condition for being in-place: it gives clients agency. Lacking a relationship 

of familiarity with the environment can cause clients to lack agency: they cannot act 

satisfactorily in their human and material environments. Although long-term clients of 

mental healthcare today may formally have citizenship status and can claim certain 

rights and resources, they need to be able to act in order to benefit from this status. 

Without a specific, idiosyncratic material environment, clients cannot even begin to 

enjoy the liberties and resources that the status of citizenship potentially gives them. 

Also, specific material objects may help clients to be in-place. Flowers grown in a 

community garden project, or bicycles repaired in a client-run repair shop are material 

objects that can serve as gifts, or commercial products. These objects cause clients to 

have contact with other citizens. For living environments, I suggest that it could be 
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important that these environments are, in fact, homely – rather than resembling office 

spaces. It might also add to clients’ being in-place if they have some control over how 

these living places are decorated, because by decorating their material environment 

themselves, they can bring in objects and decorations that have meaning to them. For 

environments other than living environments, it might help if the environment offers 

clients familiar points of reference. For instance, if clients start working, it might be 

advisable to start working in neighbourhoods they know. Or, if clients wish to explore 

new territories, they may appreciate going in the company of a buddy, a friend, or a 

care professional they know well. 

Hopefully, the conclusion that materiality is a basic citizenship theme will give 

rise to closer study of the role of materiality in how people enact citizenship. Other 

than the cases discussed in this thesis, I witnessed numerous other objects perform a 

curious or contested role in clients’ everyday lives during my fieldwork, too. Although I 

did not study these objects further, I did wonder about how sugar sachets, timetables, 

spare keys, dolls, clocks and plastic caps affected clients’ citizenship. For instance, one 

client at the rehabilitation home encouraged me and fellow clients to put the plastic 

caps of empty bottles in a special bag instead of throwing them away. “All people should 

collect caps,” she insisted, because wheelchairs for disabled children could be made 

from them. At the time, I was not at all sure about whether collecting the caps would 

indeed mean more wheelchairs for disabled children, but what this story does illustrate 

is that the caps enabled this client to connect to a prevailing citizenship discourse: 

recycling. Future research on these and other kinds of material objects and 

environments could reveal new ways of enacting citizenship that may help clients to be 

more in-place. 

As noted in the introduction, the theme of materiality is not often discussed in 

other citizenship approaches, and when it is, discussion revolves around concern about 

whether people are able to accumulate material resources. This thesis can be seen to 

complement these sorts of approaches since the ethnographic chapters hint at an 

interesting reversal in the role of materiality. People may bring together material 

resources. This thesis shows that specific material objects and environments, such as 

flower bouquets and shops, can be seen as bringing people together, too. Flower 

bouquets are meant for giving, products in shops are meant to be bought. In bringing 
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people together, flower bouquets, shops and numerous other material objects and 

environments can contribute to people’s being in-place: with these material objects and 

environments, relationships can be established and maintained. 

 

    

6.5 Conclusion6.5 Conclusion6.5 Conclusion6.5 Conclusion    

 

Thinking about citizenship for long-term mental health clients is often in terms of the 

values autonomy and independence. But the implementation of these ideals in mental 

health practice can lead to distressing situations in which mental health clients are 

overtaxed, lonely, neglected, or socially excluded. In order to combat these problems 

and be able to propose viable alternatives, mental healthcare is in need of new ways of 

thinking about the citizenship of its clients. In this thesis, I have presented a new 

citizenship vocabulary for long-term mental health clients: citizenship as being-in-

place. It is an integrated notion since it encompasses two elements of older citizenship 

concepts: clients’ everyday activities and clients’ relational networks. An innovative 

aspect of the notion of being-in-place is that it directly links citizenship to concrete, 

human and material, everyday environments, i.e. the places citizens are in. It is 

concerned with how the relationships established in these environments make people 

be in-place. I have argued that making human and material environments more familiar 

to clients of long-term mental healthcare is an important way of helping them enact 

citizenship. I conclude that it is paramount to sustain and develop projects and practices 

that support clients in relating to their human and material environment. 
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EPILOGUE 
 

 

Rita, a nurse working with long-term clients, has taken me to the psychiatric outpatient 

clinic where clients receive their depot medication. She says it is an excellent place to 

meet long-term clients. She introduces me to Maureen, because to Rita’s mind, 

Maureen’s case is such a good example of how a long-term client can successfully enact 

citizenship. I tell Maureen about my research and its focus on relationships and after 

the lukewarm response of other clients, I am surprised when Maureen immediately 

starts telling me about her life and relational network and activities. Maureen uses the 

gym and swims in the pool at the mental health centre. She also takes computer classes. 

Actually, that is where she was just now, before coming to receive her depot 

medication, and she is doing quite well at it. She has been living on her own for a year 

and a half and has had her own computer for a couple of months now. She tells me her 

son moved to England with his father, but apparently this all happened decades ago. It 

has been a year or two since her daughter-in-law gave birth to her grandson and she 

says it is nice to be able to keep in closer contact with them all through the internet. 

Maureen also tells me that she used to live at this mental health centre and – for some 

fifteen years – at the rehabilitation home I previously studied. She is still friends with 

some of the clients and professionals she met during that period. In fact, she’s going out 

dancing with one of them this Thursday. However, she is very happy to have her own 

place in the city now. Her family helped her decorate and furnish her apartment: they 

put in the floor, put up wallpaper and helped her buy furniture. Her family also helps 

her with her meals. In the afternoons, Maureen often eats at the lunchroom for clients 

and in the evenings, often at one of her sisters’. Cooking for herself doesn’t work for 

her: she doesn’t like to eat alone.  



 

 

 

 

 

 

 



 

 

 
 

SUMMARY 
 

 

Chapter One: Introduction Chapter One: Introduction Chapter One: Introduction Chapter One: Introduction     

 

Dutch long-term mental healthcare is active in promoting clients’ citizenship. Yet the 

citizenship of clients of long-term mental healthcare is not self-evident. For a long time, 

mental ill-health was defined as something antithetical to citizenship. Only after the 

Second World War did mental healthcare begin to promote ideals of citizenship for 

clients, and how these ideals were fleshed out changed in the decades that followed. In 

the 1980s and 90s, a set of broad policy changes and new laws were introduced in 

mental healthcare, in which autonomy and independence were the dominant 

citizenship ideals. Putting the new model of independent, autonomous citizenship into 

practice exposed the model’s drawbacks: it risks overtaxing vulnerable groups like 

mental health clients and overestimates long-term clients’ abilities to function 

independently and socially integrate. More importantly, the model denies the fact that 

clients’ quality of life may be more effectively improved through other means, such as 

by helping clients build a social network, or by finding them satisfactory ways of 

spending their time. And on a more conceptual level: Are the ideals of independence 

and autonomy the right ideals? Or are there other models for practicing citizenship? 

This thesis therefore raises the question of how to think about and promote clients’ 

citizenship in terms other than those of autonomy and independence and aims to 

propose a viable alternative. 

Drawing on Actor-Network Theory, a school within Science and Technology 

Studies, and later developments in this field, I studied the citizenship of long-term 

mental health clients according to three themes: everyday practices, relationships and 
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materiality. To study everyday practices, I used ethnographic methods (participant 

observation, in-depth interviews). During five and a half months of fieldwork at a 

mental healthcare centre, I studied how long-term mental health clients enacted 

citizenship while conducting everyday activities. The theme relationships was directly 

linked to this specific mental health setting, as the professionals here share a philosophy 

on psychiatric rehabilitation in which meaningful relationships are considered to be the 

cornerstone of rehabilitation and recovery. Analysis of their practices previously 

resulted in the articulation of a concept of ‘relational citizenship’ – a concept of 

citizenship that focuses on interpersonal relationships as ways of participating in the 

community. This concept served as a point of departure for this thesis. The theme of 

materiality is evidenced by my interest in the material environment of long-term 

mental health clients. In this thesis, I start from the premise that material objects have 

agency and I study how they affect the way in which clients enact citizenship.  

In chapter two, I study the concept of citizenship as it is used by mental health 

policy makers, researchers and professionals. Subsequently, in chapters three, four and 

five, I analyse my ethnographic material using the themes everyday practices, 

relationships and materiality and identify activities and situations in which citizenship 

is enacted. Finally, in chapters five and six, I work towards a new notion of citizenship 

for long-term mental health clients that builds on the preceding chapters. 

 

 

Chapter Two: Bridging BoundariesChapter Two: Bridging BoundariesChapter Two: Bridging BoundariesChapter Two: Bridging Boundaries    

 

In this chapter, I ask what function the concept of citizenship performs in mental 

healthcare. To answer this question, I analysed contributions to the Maandblad 

Geestelijke Volksgezondheid (Monthly Journal on Public Mental Health), a leading 

Dutch mental health journal, which functions as a forum for professionals, researchers 

and policy makers to debate the practice and ideals of mental healthcare. By analysing 

the function of the concept of citizenship in the articles in this journal, I was able to 

identify five functions of the concept of citizenship. Firstly, the term citizenship was 

used to designate a living space: the space outside of institutional walls. This function 

thus explicitly refers to the ideal of deinstitutionalisation. Secondly, the term 
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citizenship was used to address clients as bearers of rights and duties. Using the term 

citizenship in this way implied that mental health clients are not just patients, 

employees, friends, or parents; they are also citizens. Thirdly, the term citizenship was 

used to characterize an ideal type: a set of personal traits that members of society are 

expected to have, or that should be cultivated. The articles that describe this function 

suggest that if the ideal is that clients be recognized as citizens, then the goal should be 

to instil this set of properties in them. Fourthly, the term citizenship was used to create 

common ground between individuals. Used in this way, the term citizenship highlights 

the idea that however hard it is to understand each other and however much the way 

people walk, talk and act differs, those with and without psychiatric disabilities belong 

to one and the same group: the citizenry. Fifthly, the term citizenship was used to make 

distinctions between citizens. With this last function, clients are set apart from other 

citizens, claiming that specific kinds of citizens – like long-term mental health clients – 

should not always be treated as equal to other citizens. This kind of argument is used in 

order to make a claim for the special rights of long-term clients on account of their 

disabilities. In conclusion to this chapter, I show that one of the advantages of 

citizenship over other concepts is that citizenship can function as a boundary object: it 

is sufficiently heterogeneous and malleable to encompass a broad variety of functions. 

These functions may appeal to and thereby bond a group of people concerned with 

mental healthcare, even though the individuals in it advocate manifold and sometimes 

even conflicting goals for the field.  

 

 

Chapter Three: Opening the Gift Chapter Three: Opening the Gift Chapter Three: Opening the Gift Chapter Three: Opening the Gift     

 

Chapter three is the first chapter that relies on the ethnographic data collected for this 

thesis. It introduces the three main themes along which I studied citizenship: everyday 

practices, relationships and materiality. In this chapter, I study how material objects are 

transferred between actors in everyday practice in mental healthcare: it focuses on gift-

giving between professional and client. Although all three themes are present, the 

theme of relationships stands out here, because this chapter has specific bearing on 

clients’ social networks. Professionals and long-term clients generally spend 
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considerable time together and professionals are sometimes key nodes in clients’ 

networks. But do these relationships contribute to clients’ social inclusion? In this 

chapter, I take the case of gifts, sometimes deemed the quintessential community-

building activity, and see how gifts shape the relationship between professional and 

client. Acceptance and refusal of clients’ gifts is guided by professional codes. I identify 

four types of gifts for professionals in long-term mental healthcare, each relating 

individually to professional codes and the objective of clients’ social inclusion.  

The first type of gift is a ‘symptom gift’ in which the beliefs of the giver are of central 

importance. These beliefs are readily interpreted as being related to the client’s mental 

health problems: the gifts are interpreted as symptoms of these problems. According to 

professional codes, care professionals are primarily expected to analyze gifts and to find 

out of what problems the gift is a symptom. I conclude that symptom gifts do not 

provide any direct means for enhancing social inclusion. The second type of gift is a 

‘compensation gift’. This is a gift the central value of which is its monetary worth. 

Compensation gifts are considered to be a means of compensation for services provided, 

or to be provided. Compensation gifts are thus given in a context of reciprocation. 

Professional codes urge professionals to decline such gifts because they put the 

professional in a vulnerable position by creating entitlements. I conclude that these 

kinds of gifts cannot enhance social inclusion in any desirable way. The third type of 

gift is a ‘courtesy gift’, making it essential to follow the rules of common courtesy. By 

giving a courtesy gift, the client thanks the professional and professional codes advise to 

accept such gifts, because declining would ruin the professional-client relationship. 

However, courtesy gifts do not establish enduring relationships and I conclude again 

that these gifts do not enhance the social inclusion of clients in terms of enlarging 

clients’ personal social networks. The last type of gift is a ‘personal gift’. This gift fosters 

personal relationships between professionals and clients. Professional codes advise to 

decline personal gifts, just as they advise the avoidance of personal relationships 

between professionals and clients in general. However, I conclude that this type of gift 

does enhance clients’ social inclusion. This is in line with the fact that some of the care 

professionals I studied advocated acceptance of this type of gift for this very reason. I 

conclude this chapter by suggesting that professionals sometimes need to engage in 

more personal relations with their long-term clients. I suggest that professionals engage 
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in reflective practices to ensure that these relationships stay in line with professional 

ideals. 

 

 

Chapter Four: Gone Shopping!Chapter Four: Gone Shopping!Chapter Four: Gone Shopping!Chapter Four: Gone Shopping!    

 

In chapter four, all three themes for studying citizenship are present once again, but the 

primary focus is on the theme everyday practices. The chapter starts with the 

observation that one of the main goals of long-term mental healthcare is to support 

clients in the activities of daily life. I merge the broader policy objective of citizenship 

and the narrower goal of supporting clients in their activities of daily life into a concept 

of ‘everyday citizenship’. I study how clients enact everyday citizenship by focusing on 

how long-term mental health clients go shopping. I relate my ethnographic material on 

clients’ shopping activities to literature on both shopping and citizenship and show that 

there are three principal ways to align them: in/dependent citizenship, bonding 

citizenship and bridging citizenship. I illustrate these types of citizenship by analyzing 

examples of clients’ shopping trips.  

I use a first fieldwork example of a client who goes shopping to discuss the ideal 

of independent citizenship that is so prominent in many citizenship discourses. Analysis 

of this example shows that to successfully enact independent citizenship in practice in 

the case of long-term mental healthcare clients depends – paradoxically – on the help of 

other citizens. I therefore call this first enactment of citizenship ‘in/dependent 

citizenship’. The second example in this chapter shows how close ties to family 

members, or friends are cultivated by going shopping. Drawing on literature on the 

importance of civic connectivity, I call the kind of citizenship enacted by these clients 

‘bonding citizenship’. The third example in this chapter shows that by going shopping, 

some clients make contact with relative strangers, whom they will not necessarily meet 

again. Although this way of shopping does not correspond to citizenship literature on 

strong connectivity within groups, it does tie in with recent citizenship literature 

highlighting the relevance of ‘weak ties’ between citizens. Contact by means of weak 

ties is said to potentially bridge social distances. I therefore call this enactment ‘bridging 

citizenship’. After having identified these three types of citizenship, I discuss what these 
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types of citizenship require from both individual citizens (clients) and from society. I 

close this chapter by asserting that there are indeed ways of aligning everyday activities 

and a concept of citizenship, thereby strengthening the notion of everyday citizenship. 

I conclude that everyday citizenship is a valuable concept for thinking about citizenship 

for people with long-term mental health problems and that weak ties are an important 

constituent of this concept. 

 

 

Chapter Five: Where is the Citizen?Chapter Five: Where is the Citizen?Chapter Five: Where is the Citizen?Chapter Five: Where is the Citizen?    

 

In chapter five, I place the theme materiality centre stage by explicitly asking how 

material objects and environments are able to affect clients’ citizenship. In order to 

answer this question, I begin by making a comparison between two important 

citizenship ideals in mental healthcare: deinstitutionalization and social inclusion. I 

claim that speaking of citizenship is a way of drawing borders; some people fall inside 

and some fall outside of the civic domain. Deinstitutionalisation and social inclusion are 

two spatial metaphors that draw such boundaries. To make the comparison between 

these ideals and the people they include and exclude, I draw on the mathematical 

discipline of topology. This is a discipline concerned with (the insides and outsides of) 

spaces. I analyze the spaces that deinstitutionalisation and social inclusion refer to in 

order to contrast them with a new citizenship ideal I propose: being in-place.  

I borrow the notion of being in-place from human geography literature, where 

researchers study how specific places and the objects in them affect mental health 

clients. Both my own ethnographic observations and human geography literature show 

that clients’ material environments greatly affect how clients can and do act, because 

the environments are imbued with emotions, relations and histories. I infer from these 

observations that being-in-place is constituted by people’s relationships to their 

material environment. Being familiar with their material environment gives clients 

agency: it enables them to act, relate to others, enact appreciations, etc. In short, it 

makes them be in-place. This argument for being in-place can also be reiterated for the 

human environment: being familiar with (aspects of) the people around them makes 

clients be in-place. I suggest that ‘being-in-place’ is a viable alternative to the ideals of 
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deinstitutionalisation and social inclusion. Being-in-place is a new way of thinking 

about the citizenship of long-term mental health clients, which shares aspects with 

older ideals and leaves out aspects that are perhaps not desirable after all. I conclude 

that fostering citizenship in terms of clients’ being in-place could have emancipating 

effects on clients and be beneficial to clients’ social networks. 

 

 

Chapter Six: ConclusionChapter Six: ConclusionChapter Six: ConclusionChapter Six: Conclusion    

 

In the concluding chapter, chapter six, I bring everything together, returning to the 

themes of everyday practices, relationships and materiality. I propose that citizenship 

for long-term mental health clients can be conceived as being in-place and I relate this 

to other conceptions of citizenship. The notion of being-in-place that I developed in 

chapter five best captures all three themes along which I studied citizenship: everyday 

practices, relationships and materiality. It is an ideal of citizenship that may improve 

the quality of life of long-term mental health clients and stimulate their social 

participation in ways that other, prevailing ideals – like independence and autonomy – 

cannot. In this final chapter I further develop the notion of being-in-place by showing 

how it compares to other notions, such as ‘belonging’ and ‘being-at-home’. While these 

notions indicate static points of reference (like the home), being-in-place refers only to 

how citizens relate to their environment. Clients may continue to be in-place while 

moving to other locations. Furthermore, I discuss how my thesis feeds back into Actor-

Network Theory by arguing that weak ties are relevant to actor-networks. Finally, I 

situate the notion of being-in-place between other approaches to citizenship by 

comparing it to these approaches in terms of the themes of everyday practices, 

relationships and materiality. The themes of everyday practices and relationships are 

touched upon to some degree by communitarian, care-ethicist and feminist approaches, 

whereas republican and especially liberal approaches do not. The theme of materiality is 

discussed in other approaches only as a concern about whether people are able to 

accumulate material resources and not, as I do, in the sense of how things, as objects 

with agency, affect what a client is able to do and be. This thesis directs attention to 

concrete, everyday practices and encourages us to think about how relationships 
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established with the human and material environment in these practices can help 

clients be in-place. In this thesis, I argue that making the human and material 

environments more familiar to the clients of long-term mental healthcare is an 

important way of helping them enact citizenship. I conclude that it is paramount to 

sustain and develop projects and practices that support clients in relating to their 

human and material environments. 
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Hoofdstuk Eén: IntroductieHoofdstuk Eén: IntroductieHoofdstuk Eén: IntroductieHoofdstuk Eén: Introductie    

 

Werken aan burgerschap is een van de belangrijkste doelen in de zorg voor cliënten 

met ernstige, langdurende geestelijke gezondheidsproblemen in Nederland. Dit is 

opmerkelijk aangezien geestelijke ongezondheid lange tijd juist als de antithese van 

burgerschap werd beschouwd. Pas na de Tweede Wereldoorlog begon de Geestelijke 

Gezondheidszorg (GGZ) burgerschap als ideaal te zien en uit te dragen, maar in de 

decennia die volgden verschilde het hoe aan dit ideaal gestalte werd gegeven. In de 

jaren ’80 en ’90 van de vorige eeuw werd een breed palet aan beleidsvernieuwingen en 

wetswijzigingen doorgevoerd die hun weerslag hadden op de GGZ. Hierin stonden 

autonomie en onafhankelijkheid centraal als burgerschapsidealen. Met het in praktijk 

toepassen van het model van autonoom, onafhankelijk burgerschap werden in meer 

recente tijden echter de schaduwzijden van dit model duidelijk. Het burgerschapsmodel 

van onafhankelijke autonomie heeft het risico kwetsbare groepen zoals GGZ-cliënten te 

overvragen en ziet de mogelijkheden voor cliënten om onafhankelijk te leven en sociaal 

te integreren te rooskleurig in. Belangrijker nog: dit model laat andere manieren 

om de kwaliteit van leven van cliënten te verhogen – zoals cliënten helpen een sociaal 

netwerk op te bouwen of zinnige tijdsbestedingen voor cliënten vinden – onbelicht. Op 

een conceptueel niveau rijst de vraag of autonomie en onafhankelijkheid überhaupt de 

juiste idealen zijn om na te streven. Zijn er ook andere manier om burgerschap tot stand 

te brengen? In dit proefschrift stel ik de vraag hoe je over burgerschap kunt denken en 

hoe je burgerschap kunt bevorderen in andere termen dan die van autonomie en 

onafhankelijkheid en beoog ik een vruchtbaar alternatief te schetsen. 
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 Geïnspireerd door Actor-Network Theory (ANT), een stroming binnen het 

veld van Science and Technology Studies, en latere uitwerkingen van ANT richt ik me 

in mijn analyses van het burgerschap van cliënten van de langdurende GGZ op drie 

thema’s: alledaagse praktijken, relaties en materialiteit. Voor het bestuderen van 

alledaagse praktijken maakte ik gebruik van etnografische methoden (participatieve 

observaties, diepte-interviews). Gedurende vijf en een halve maand veldwerk in een 

GGZ-instelling keek ik hoe cliënten van de langdurende GGZ burgerschap in praktijk 

brachten tijdens het verrichten van alledaagse bezigheden. Het thema relaties is 

gekoppeld aan de GGZ-praktijk die ik bestudeerde. De GGZ-professionals in deze 

praktijk hebben een filosofie over psychiatrische rehabilitatie waarin het hebben van 

betekenisvolle relaties als het uitgangspunt voor het werken aan rehabilitatie en herstel 

wordt beschouwd. De analyse van de zorgpraktijk van deze professionals mondde in 

eerder onderzoek uit in de beschrijving van het begrip ‘relationeel burgerschap’ – een 

burgerschapsbegrip dat zich richt op inter-persoonlijke relaties als manier van 

maatschappelijk participeren. Dit begrip vormde het vertrekpunt van het in dit 

proefschrift beschreven onderzoek. Het thema materialiteit komt tot uitdrukking in 

mijn interesse voor de materiële omgeving van cliënten van de langdurende GGZ. In dit 

proefschrift ga ik ervan uit dat materiële objecten handelingskracht hebben en 

bestudeer ik hoe objecten de manier waarop cliënten burgerschap tot stand brengen 

beïnvloeden.  

In hoofdstuk twee bestudeer ik hoe GGZ-professionals, beleidsmakers en 

onderzoekers het begrip burgerschap in het Maandblad Geestelijke Volksgezondheid 

gebruiken. Vervolgens analyseer ik in hoofdstukken drie, vier en vijf mijn etnografische 

materiaal aan de hand van de thema’s alledaagse praktijken, relaties en materialiteit en 

wijs ik activiteiten en situaties aan waarin burgerschap succesvol tot stand komt. Ten 

slotte kom ik in hoofdstukken vijf en zes tot een nieuwe notie van burgerschap die 

voortbouwt op de voorafgaande hoofdstukken.  
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Hoofdstuk Twee: Grenzen OverbruggenHoofdstuk Twee: Grenzen OverbruggenHoofdstuk Twee: Grenzen OverbruggenHoofdstuk Twee: Grenzen Overbruggen    

 

In dit hoofdstuk vraag ik welke functie het begrip burgerschap vervult in de GGZ. Om 

deze vraag te beantwoorden analyseerde ik bijdragen in het Maandblad Geestelijke 

Volksgezondheid (MGV), een toonaangevend vakblad waarin professionals, 

onderzoekers en beleidsmakers de praktijk en idealen van de GGZ bespreken. Door het 

begrip burgerschap in dit blad te bestuderen kon ik vijf functies die dit begrip kan 

vervullen onderscheiden. Ten eerste werd de term burgerschap gebruikt om een 

bepaalde leefruimte aan te wijzen: de ruimte buiten de instituties. Deze functie verwijst 

expliciet naar het ideaal van deïnstitutionalisering. Ten tweede werd de term 

burgerschap gebruikt om cliënten aan te spreken als dragers van rechten en plichten. 

Door de term burgerschap op deze manier te gebruiken werd geïmpliceerd dat GGZ-

cliënten niet slechts patiënten, werknemers, vrienden of ouders zijn: ze zijn ook 

staatsburgers. Ten derde werd de term burgerschap gebruikt om een ideaaltype te 

karakteriseren. Op deze manier beschrijft de term burgerschap een set van persoonlijke 

eigenschappen die burgers geacht worden te bezitten of die in hen gecultiveerd zouden 

moeten worden. Bijdragen aan het MGV waarin burgerschap op deze manier wordt 

gebruikt suggereren dat als het ideaal is dat cliënten burgers worden, dat men dan deze 

eigenschappen in hen zou moeten stimuleren. Ten vierde werd er met het gebruik van 

de term burgerschap gelijkheid gecreëerd tussen individuen. Op deze manier gebruikt 

benadrukt de term burgerschap dat – hoe moeilijk het ook moge zijn elkaar te begrijpen 

en hoe veel het doen en laten van mensen ook moge verschillen – mensen zonder en 

mensen mét psychiatrische beperkingen allemaal tot eenzelfde groep behoren: ze zijn 

allemaal burgers. Ten vijfde werd de term burgerschap gebruikt om verschillen tussen 

burgers aan te wijzen. Middels deze laatste functie worden cliënten apart gezet van 

andere burgers teneinde te kunnen betogen dat specifieke soorten burgers juist niet 

altijd gelijk behandeld moeten worden als andere burgers. Wanneer men voor speciale 

rechten voor GGZ-cliënten wil pleiten bijvoorbeeld, vanwege de beperkingen die 

cliënten nu eenmaal hebben. Vervolgens laat ik in dit hoofdstuk zien dat een van de 

voordelen van burgerschap boven andere begrippen is dat burgerschap als ‘boundary 

object’ kan fungeren: het begrip is voldoende heterogeen en kneedbaar om een grote 

verscheidenheid aan functies te vervullen. Deze functies kunnen een diverse groep 
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mensen die betrokken zijn bij de GGZ aanspreken en verenigen, ook al bepleiten de 

individuen binnen deze groep mensen verschillende en soms zelfs conflicterende 

doelen voor de GGZ. 

 

 

Hoofdstuk Drie: Het Openen van de GiftHoofdstuk Drie: Het Openen van de GiftHoofdstuk Drie: Het Openen van de GiftHoofdstuk Drie: Het Openen van de Gift    

 

Hoofdstuk drie is het eerste hoofdstuk dat gebaseerd is op mijn etnografische materiaal. 

Dit hoofdstuk introduceert de drie thema’s langs welke ik burgerschap bestudeerd heb: 

alledaagse praktijken, relaties en materialiteit. In dit hoofdstuk bespreek ik hoe 

materiële objecten worden overgedragen tussen actoren in alledaagse GGZ-praktijken. 

Meer specifiek richt ik me op situaties waarin cliënten cadeautjes geven aan de 

zorgprofessionals die hen behandelen. Hoewel alle drie de thema’s waarlangs ik 

burgerschap bestudeer aanwezig zijn, staat het thema relaties hier op de voorgrond, 

aangezien dit hoofdstuk zich specifiek richt op de sociale netwerken van cliënten. 

Professionals en cliënten van de langdurende GGZ brengen vaak aanzienlijke 

hoeveelheden tijd met elkaar door en soms zijn professionals sleutelfiguren in de sociale 

netwerken van cliënten. Maar dragen deze relaties ook bij aan de sociale inclusie van 

cliënten? In dit hoofdstuk neem ik cadeautjes geven als voorbeeld – wat in sommige 

literatuur als gemeenschapvormende activiteit bij uitstek wordt gezien – en bekijk ik 

hoe cadeautjes de relatie tussen professional en cliënt vormgeven. Het accepteren dan 

wel afwijzen van een cadeautje is voor professionals gebonden aan beroepscodes. Ik wijs 

vier types giften voor professionals in de langdurende GGZ aan die ieder op hun eigen 

manier relateren aan beroepscodes en aan het doel van de sociale inclusie van cliënten.  

 Het eerste type cadeau is een ‘symptoomgift’ waarbij de ideeën van de cliënt 

centraal staan. Deze ideeën worden al snel geïnterpreteerd als waren ze gerelateerd aan 

de geestelijke gezondheidsproblemen van de cliënt: symptoomgiften worden gezien als 

symptoom van die problemen. Sommige beroepscodes stellen dat GGZ-professionals 

cadeautjes eerst moeten analyseren om uit te zoeken waar een cadeau een symptoom 

van is. Ik concludeer dat via symptoomgiften sociale inclusie niet direct bevorderd kan 

worden. Het tweede type cadeau is de ‘compensatiegift’. Dit is een cadeau waarvan de 

geldelijke waarde centraal staat. Compensatiegiften worden beschouwd als manier om 
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de professional te compenseren voor de professionele inspanningen die hij of zij levert, 

of zal leveren. Bij het geven van compensatiegiften gaat het er dus om dingen of 

diensten uit te wisselen. Beroepscodes dringen er op aan dat professionals dergelijke 

cadeautjes afwijzen aangezien ze professionals in een kwetsbare positie zetten waarin zij 

cliënten iets verschuldigd zijn. Het derde type cadeau is een hoffelijkheidgift, waarin 

alledaagse omgangsvormen centraal staan. Door een hoffelijkheidgift te geven, bedankt 

de cliënt de professional. Beroepscodes raden aan dergelijke cadeaus te accepteren, 

omdat het afwijzen van deze cadeaus het einde van de goede relatie tussen professional 

en cliënt zou kunnen betekenen. Hoffelijkheidgiften geven echter geen gestalte aan 

langdurende relaties en ik concludeer daarom dat hoffelijkheidgiften niet de sociale 

inclusie van cliënten bewerkstelligen, in de zin van het vergroten van het sociale 

netwerk van cliënten. Het laatste type cadeau is de ‘persoonlijke gift’. Dit cadeau voedt 

persoonlijke relaties tussen professionals en cliënten. Beroepscodes raden aan dergelijke 

cadeaus af te wijzen, net zoals ze in het algemeen aanraden persoonlijke relaties met 

cliënten te vermijden. Ik concludeer echter dat dit type cadeau wél de sociale inclusie 

van cliënten bevordert, omdat professional en cliënt hier langdurende relaties met 

elkaar aangaan die ook voor een deel persoonlijk zijn. Om deze reden meenden 

sommige professionals die ik in mijn onderzoek sprak dan ook dat professionals 

dergelijke cadeau soms toch aan moeten nemen. Ik sluit dit hoofdstuk af met de stelling 

dat het goed is dat professionals in de langdurende zorg soms persoonlijke relaties met 

cliënten aangaan. In die gevallen kan de professional nagaan of zijn of haar handelen 

strookt met professionele idealen door er alleen of in groepsverband op (blijven) te 

reflecteren.  

 

 

Hoofdstuk Vier: Ben even Winkelen!Hoofdstuk Vier: Ben even Winkelen!Hoofdstuk Vier: Ben even Winkelen!Hoofdstuk Vier: Ben even Winkelen!    

 

In hoofdstuk vier ligt het accent op het thema alledaagse praktijken. Dit hoofdstuk 

begin ik vanuit de observatie dat het ondersteunen van cliënten in hun alledaagse 

activiteiten één van de hoofddoelen van de langdurende GGZ is. Ik laat daarom in het 

begrip ‘alledaags burgerschap’ het abstractere beleidsdoel van burgerschap samenkomen 

met het concrete doel van het ondersteunen van cliënten in hun alledaagse activiteiten. 
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Ik bestudeer hoe cliënten alledaags burgerschap tot stand brengen door me te richten op 

de vraag hoe cliënten van de langdurende GGZ winkelen. Door mijn etnografische 

materiaal over winkelende cliënten te verbinden met literatuur over winkelen en 

burgerschap laat ik zien dat er drie vormen van burgerschap bestaan waarin deze 

aansluiten: on/afhankelijk burgerschap, verbindend burgerschap en overbruggend 

burgerschap. Ik illustreer deze typen burgerschap door voorbeelden van veldwerk 

waarin cliënten winkelen te analyseren.  

 Ik gebruik het eerste veldwerkvoorbeeld van een winkelende cliënt om het 

ideaal van onafhankelijk burgerschap, dat zo invloedrijk is in burgerschapsvertogen, te 

bespreken. De analyse van dit voorbeeld laat een paradox zien: het tot stand brengen 

van onafhankelijk burgerschap vraagt in het geval van cliënten van de langdurende 

GGZ vaak om de hulp van andere burgers. Daarom noem ik de vorm van burgerschap 

die ik in dit voorbeeld laat zien ‘on/afhankelijk burgerschap’. Het tweede voorbeeld in 

dit hoofdstuk laat zien hoe hechte relaties tussen familieleden of vrienden gevoed 

kunnen worden door samen te winkelen. Voortbouwend op literatuur over het belang 

van verbondenheid tussen burgers noem ik deze vorm van burgerschap ‘verbindend 

burgerschap’. Het derde voorbeeld in dit hoofdstuk laat zien dat sommige cliënten 

tijdens het winkelen contact maken met onbekenden die ze niet per sé nogmaals zullen 

zien. Hoewel deze vorm van winkelen niet aansluit bij burgerschapsliteratuur over 

sterke verbondenheid tussen burgers, sluit ze wel aan bij recente literatuur waarin het 

belang van zogenaamde zwakke relaties tussen burgers benadrukt wordt. Zwakke 

relaties hebben het vermogen sociale afstanden te overbruggen. Ik noem deze vorm van 

burgerschap daarom ‘overbruggend burgerschap’. Het hoofdstuk vervolgt met een 

bespreking van de eisen die deze drie vormen van burgerschap stellen aan individuele 

burgers (cliënten) en aan de samenleving. Concluderend stel ik dat alledaagse praktijken 

inderdaad als burgerschapspraktijken gezien kunnen worden, waarmee ik een basis leg 

voor het begrip ‘alledaags burgerschap’. Alledaags burgerschap is een waardevol begrip 

voor het denken over het burgerschap van mensen met ernstige, langdurende 

geestelijke gezondheidsproblemen. Zwakke relaties tussen burgers vormen een 

belangrijk onderdeel van alledaags burgerschap.  
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Hoofdstuk Vijf: Waar is de Burger?Hoofdstuk Vijf: Waar is de Burger?Hoofdstuk Vijf: Waar is de Burger?Hoofdstuk Vijf: Waar is de Burger?    

 

In hoofdstuk vijf stel ik het thema materialiteit centraal door expliciet te vragen hoe 

materiële objecten en omgevingen het burgerschap van cliënten van de langdurende 

GGZ beïnvloeden. Om deze vraag te beantwoorden maak ik eerst een vergelijking 

tussen twee belangrijke burgerschapsidealen in de GGZ: deïnstitutionalisering en 

sociale inclusie. Ik stel dat door te spreken van burgerschap grenzen tussen mensen 

worden aangegeven: sommige mensen vallen binnen de burgersamenleving en anderen 

vallen daarbuiten. Deïnstitutionalisering en sociale inclusie zijn twee 

burgerschapsmetaforen die zulke grenzen trekken. Om een vergelijking te maken 

tussen deze twee idealen – en de mensen die ze in- en uitsluiten – grijp ik terug op de 

topologie: een discipline binnen de wiskunde. Topologie houdt zich bezig met de 

grenzen van ruimten en ruimtelijke objecten. Ik analyseer de ruimten waar 

deïnstitutionalisering en sociale inclusie aan refereren en vergelijk deze met een nieuw 

burgerschapsideaal dat ik in dit hoofdstuk uiteenzet: ‘op je plek zijn’. 

 Ik leen het idee van het belang van ‘plekken’ uit de sociale geografie, waar 

beschreven wordt hoe specifieke plekken en de objecten daarin GGZ-cliënten 

beïnvloeden. Zowel mijn eigen etnografische observaties als sociaal geografische 

literatuur laten zien dat de materiële omgeving van grote invloed is op de wijze waarop 

cliënten (kunnen) handelen, doordat materiële omgevingen doortrokken zijn met 

emoties, relaties en persoonlijke geschiedenissen. Uit deze observaties leid ik af dat het 

‘op je plek zijn’ bepaald wordt door de relaties die mensen hebben met hun materiële 

omgeving. Bekend zijn met hun materiële omgeving geeft cliënten handelingskracht: 

het stelt hen onder meer in staat relaties aan te gaan en voorkeuren te hebben. Kortom, 

bekend zijn met hun materiële omgeving zorgt ervoor dat cliënten op hun plek zijn. 

Het belang van op je plek zijn geldt ook voor de sociale omgeving: bekend zijn met 

(aspecten van) de mensen om hen heen maakt dat cliënten op hun plek zijn. Ik stel dat 

‘op je plek zijn’ een waardevol alternatief is voor idealen als deïnstitutionalisering en 

sociale inclusie. ‘Op je plek zijn’ is een nieuwe manier van denken over burgerschap 

voor cliënten van de langdurende GGZ, die ten dele overlapt met de andere besproken 

idealen, maar het laat ook bepaalde aspecten daaruit weg die misschien toch niet erg 

nastrevenswaardig zijn. Mijn conclusie is dat er van het werken aan het burgerschap 
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van cliënten in termen van ‘op je plek zijn’ een emanciperende werking uit gaat en dat 

deze insteek bovendien gunstige effecten kan hebben op de sociale netwerken van 

cliënten.  

 

 

Hoofdstuk Zes: ConclusieHoofdstuk Zes: ConclusieHoofdstuk Zes: ConclusieHoofdstuk Zes: Conclusie    

 

In het laatste hoofdstuk, hoofdstuk zes, breng ik alle resultaten samen door terug te 

keren naar de thema’s alledaagse praktijken, relaties en materialiteit. Ik stel voor het 

burgerschap van cliënten van de langdurende GGZ te duiden als het ‘op je plek zijn’ en 

vergelijk deze burgerschapsnotie met andere burgerschapsbegrippen. De notie van 

burgerschap als ‘op je plek zijn’ zoals ik die in hoofdstuk vijf ontwikkel omschrijft de 

drie thema’s waarlangs ik burgerschap bestudeerde – alledaagse praktijken, relaties en 

materialiteit – het best. Het is een burgerschapsideaal waarmee de kwaliteit van leven 

van cliënten van de langdurende GGZ verbeterd kan worden en waarmee ook de sociale 

participatie van cliënten gestimuleerd kan worden, waar andere, vigerende noties – als 

onafhankelijkheid en autonomie – dit niet doen. In dit laatste hoofdstuk ontwikkel ik 

het idee van burgerschap als ‘op je plek zijn’ verder, allereerst door een vergelijking te 

maken met andere noties zoals ‘erbij horen’ en ‘thuis zijn’. Dergelijke vergelijkbare 

noties refereren vaak aan één statisch punt (zoals ‘thuis’), terwijl op je plek zijn juist niet 

gebonden is aan één prototypische omgeving. Cliënten kunnen nog steeds op hun plek 

zijn terwijl ze door ongelijksoortige omgevingen circuleren. Daarnaast bespreek ik in 

dit hoofdstuk ook hoe dit proefschrift Actor-Network Theory verder ontwikkelt door te 

beargumenteren dat zwakke relaties ook relevant zijn voor actor-netwerken. Tot slot 

geef ik aan ‘op je plek zijn’ een plaats tussen andere burgerschapsbenaderingen, door 

mijn notie met deze benaderingen te vergelijken op de thema’s alledaagse praktijken, 

relaties en materialiteit. De thema’s alledaagse praktijken en relaties worden tot op 

zekere hoogte door communitaristische, zorgethische en feministische benaderingen 

opgenomen, terwijl republicanistische en zekere liberale benaderingen dat niet doen. 

Het thema materialiteit wordt door andere benaderingen wel opgenomen, maar dan 

alleen in vragen over de verdeling van materiële hulpbronnen. Andere wetenschappers 

houden zich niet bezig met de vraag naar hoe dingen – als objecten met 
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handelingskracht – beïnvloeden wat een cliënt kan doen en zijn. Dit proefschrift vestigt 

de aandacht op concrete, alledaagse praktijken en stimuleert het denken over hoe 

relaties met de sociale en materiële omgeving in die praktijken cliënten kunnen helpen 

op hun plek te zijn. Ik betoog dat cliënten van de langdurende GGZ meer bekend 

maken met die sociale en materiële omgeving een belangrijke manier is om aan 

burgerschap te werken. Ik stel daarom dat het van groot belang is GGZ-projecten en 

GGZ-praktijken te ondersteunen en te ontwikkelen die cliënten bijstaan in het leggen 

van relaties met hun sociale en materiële omgeving.  
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