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Abstract: This paper is based on qualitative research among people diagnosed with a mental ill-
ness who voluntarily attend a mental health center. Such individuals are given a degrading “men-
tally ill” label, which transforms them into a “new” person. This study showed that—due to their 
label—research participants are often socially marginalized—not only in the public but also in 
the private sphere. As members of an “organized deviant group” (the mental health center), they 
follow a “deviant career” and find a job outside the regular job market. Their marginalization is 
not only caused by their health problems (by their impairment), but they are also disabled through 
social reactions to these problems. Psychiatry based on the biological model of the disease cannot, 
therefore, help them without the cooperation of social science approaches dealing with social mar-
ginalization. 
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Thispaper focuses on 
the social aspects 
of mental illness. 
Individuals di-

agnosed with a mental illness are given a degrad-
ing label by the majority, which transforms indi-
vidual medical symptoms into the overall identity 
of the person. The text shows how this label may 
lead to the exclusion of the labeled person from 
the majority. Therefore, their marginalization is 
caused not only by mental illness but also by so-
cial reactions to individuals with mental illness. 
For this reason, the article further argues that 
psychiatric approaches based on pharmacological 
treatment, understanding mental illness as a pure-
ly biological matter, cannot suffice to integrate an 
individual into society. Unless society’s attitudes 
(stereotypes and prejudices) towards individuals 
with mental illness change, these individuals will 
be socially marginalized despite advances in med-
ical diagnosis and development in pharmacy.

Research Design 

The research was based on a qualitative study 
among individuals diagnosed with mental illness 
voluntarily attending a client center for people 
with mental illness. One of the researchers attend-
ed this center for one month. For the first time, the 
researcher visited the center as part of a regular 
monthly informative meeting for clients, which 
brought together about twenty people. During 
this meeting, the research project was presented, 
and four clients responded positively to the call 
to participate. The rest of the participants were 
recruited through snowball sampling where-
in the original informants led the researchers to 
other members of the target group (i.e., clients of 
the center). This is how a sample of a temporary 
population with relative existence was obtained—

this temporality and relativity are given by their 
dependence on the existence of the center where 
the research participants meet and engage in joint 
activities. This association formed a social group 
with shared values, norms, and goals. At the 
same time, these individuals share the same label 
and similar experiences resulting from the label 
(Becker 1966).

A total of 13 persons participated in the study, 
men and women aged 35 to 68 years. These inter-
viewees have varied diagnoses, which were not 
the focus of the research as the participants them-
selves stated that their diagnoses had changed 
several times in their lifetime. Semi-standardized 
interviews were used to gain insight into what 
it is like to live being labeled “mentally ill” and 
how the label affects the social life of those con-
cerned. Non-participatory observation of the cen-
ter’s activities showed that the clients were used to 
talking in detail mostly about their mental health 
conditions, so the interviews were conducted to 
keep clients focused on their social life. The “com-
prehensive interview” technique by Kaufmann 
(1996) was employed. Kaufmann’s approach is 
based on grounded theory and aims to disrupt the 
hierarchy between the researcher and the research 
participant, more closely resembling a conversa-
tion between two equal partners. Informed con-
sent was signed with each participant before the 
interview, and all data were anonymized.

The researchers were particularly interested in 
whether the clients of the center felt discriminated 
against in certain social situations, and whether 
they felt the label affected their relationships with 
other people and job opportunities. The paper will 
focus primarily on three categories: family and 
partner relationships; relationships with friends 
and neighbors; and work and employment. 
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Theoretical Framework

Impairment and Disability

In the article, mental illness is seen through the con-
cept of disability studies distinguishing between 
impairment and disability. While impairment arises 
from specific physical or mental conditions, disabili-
ty is socially or culturally imposed on top of the im-
pairment. In the declaration of the Union of the Phys-
ically Impaired Against Segregation (UPIAS 1976:3), 
disability is understood not as a personal fact but 
a social one—it is a label that “unnecessarily isolates 
and excludes a person from full participation in so-
ciety.” Disabled persons suffer, for example, from 
work segregation, and they have lower incomes and 
higher unemployment than the majority. “Disabili-
ty is, therefore, a particular form of social oppres-
sion” (UPIAS 1976:14).

This concept originated as a critique of the “med-
ical model” of disability. The medical model sees 
disability purely as an individual problem and 
considers the isolation of people with impairment 
from the majority to be due to their impairment, 
and the only way to treat their problems is through 
medical tools. The sociocultural model of disabili-
ty, which theoretically elaborates and specifies the 
original statements of the Union of the Physically 
Impaired Against Segregation, points out that “it is 
not impairments per se which disable, but societal 
practices of ‘disablement’ which result in disabil-
ity” (Waldschmidt 2017:21). For example, most of 
the words referring to mental problems in every-
day speech are defamatory or condemning. A per-
son with mental illness is labeled with pejorative 
terms, such as “freak,” “loon,” “hysterical.” The 
labels are usually metaphors, the original meaning 
of which is given little thought by many (Goffman 

1963). As members of society have internalized 
these phrases into everyday communication as 
part of the socialization process, they are unaware 
of the fact that they reproduce the stereotyped im-
age of mental illness, which leads to the marginal-
ization of concerned people. 

Therefore, in addition to the problems that impair-
ment causes to individuals, it is necessary to study 
disabling social mechanisms. At the same time, the 
factual nature of the impairment cannot be ignored 
and the whole problem cannot be viewed only on 
the social level. Regardless of discriminatory label-
ing practices, the consequences of impairment often 
make it impossible for individuals to fully partici-
pate in many social activities. As Goodley states 
(2017:85 [original emphasis]), “impairment is a pre-
dicament and can be tragic.” Disability is, therefore, 
“produced as much by environmental and social 
factors as it is by bodily conditions” (Adams, Reiss, 
and Serlinet 2015:5). Thus, in the case of mental ill-
ness, an individual’s specific behavior reflects not 
only their illness but also how their social environ-
ment perceives them through the stereotypical view 
of mental illness.

In this context, the diagnosis of mental illness must, 
therefore, be seen not only as an individual disease 
but also as a social label that contributes to individ-
ual social marginalization. Diagnosis is not only 
a neutral description of the disease but also a pre-
scription for how an individual should behave and 
be treated by society. “[I]t seems politically naive to 
suggest that the term ‘impairment’ is value-neutral, 
that is, ‘merely descriptive,’ as if there could ever be 
a description that was not also a prescription for the 
formulation of the object (person, practice, or thing) 
to which it is claimed to innocently refer” (Tremain 
2001:621 [original emphasis]). Disability is a label 
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that is imposed on an individual, and the individu-
al gradually internalizes it, often not able to distin-
guish the societal disabling mechanisms from the 
effects of impairment. 

Thus, while it is necessary to distinguish impair-
ment and disability on a practical level, and to be 
aware of the sociocultural dimension of margin-
alization of individuals with impairment, in fact, 
these two entities form a whole wherein the factual 
state of impairment cannot be separated from how 
the individuals with impairment are viewed by soci-
ety and how they internalize that view themselves. 
“From a critical and deconstructive point of view, 
impairment is no longer conceptualized as a distinct 
sign, neither a natural nor a cultural one” (Schlegel 
2017:107). Moreover, the individual is marginalized 
and excluded through one’s label by the dominant 
discourses of the majority and its institutions, but, 
at the same time, the individuals themselves accept 
and reproduce their label not only concerning them-
selves but also in relation to the other labeled indi-
viduals and the majority. The individual’s disability 
is not only produced by the dominant discourse but 
they often reproduce it themselves through their ac-
tivities when they accept their inferior position in 
society (Foucault 1985; Tremain 2006). In this way, 
both disability and (often) impairment, both society 
and (often) the disabled individuals themselves par-
take in the process of marginalization.

Labeling

The personality of individuals with mental illness is 
socially constructed as deviant in the sense that the 
individuals are often perceived as persons unpre-
dictably violating social norms. This unpredictabili-
ty may stem, in part, from the nature of their illness 
(from their impairment), but, based on the impair-

ment, individuals get a social label, a group identity 
of the deviant (which is a disability).

When individuals violate the group’s norms, they 
trigger a social reaction (Lemert 1951). It is rare for 
one act to provoke such a strong reaction as direct-
ly identifying the perpetrator as deviant, and so the 
individual has the option to rationalize their behav-
ior—this is the primary phase of deviance. Once 
the individual no longer wants to or can rationalize 
their behavior, they reach the secondary deviance 
phase. The individual is not only stigmatized by 
the majority; they also gradually begin to identify 
themselves with the label. When the deviant role 
is accepted and adopted, an integrating process 
comes into play, in which the individual also begins 
to identify with other roles arising from the main 
deviant role. The “adjusted” deviant is, in short, an 
individual who accepts their deviant “social status, 
role, and self-definition” (Lemert 1951:96). 

Lemert also sought to find the answer to what 
makes a person stop rationalizing their actions and 
embrace their deviant role. He identified two main 
reasons. The first is that it is exhausting to be con-
stantly struggling with the social definition of one’s 
self (with the label), to be forced to always present 
adequate reasons for one’s behavior perceived as 
deviant. The other reason is joining an existing “de-
viant social organization” with a value system the 
person may identify with and thus enjoy the group 
solidarity (Lemert 1951). In the case of this study, 
the deviant social organization could be the par-
ticipant’s family or the client center for people with 
mental illness that they visit.

Becker (1966) calls this process a “deviant career.” 
He, like Lemert, claims that there are sequences of 
events that occur when norms are broken, which 
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can lead a person to adopt a deviant personality as 
their own. The concept of the deviant career refers 
to a person’s shift from a position in a “normal” so-
cial system to a “deviant” one. One of the most im-
portant steps in building a stable pattern of deviant 
behavior is the experience of having been publicly 
labeled “deviant,” which leads to the change of the 
individual’s public identity, due to which the indi-
vidual is suddenly seen as someone else than whom 
they had been considered to be until now—sudden-
ly the individual is, for example, a “schizophrenic.” 
Having a deviant characteristic may create a sym-
bolic value, thanks to which the individual is au-
tomatically expected to have undesirable charac-
teristics associated with the deviant label—people 
labeled as “schizophrenic” are, for example, seen as 
unreliable and unexpectedly aggressive.

Treated as deviant by society, the individual is con-
fronted with a self-fulfilling prophecy—a set of 
mechanisms is developed, shaping the individual 
into the form attributed to him or her by others. The 
individual is excluded from participation in “con-
ventional community,” and they finally join an “or-
ganized deviant group” (Becker 1966; also see Le-
mert’s [1951] “deviant social organization”). This has 
a major impact on the self-concept of the individual. 
They begin using the language of the deviant group 
and expressing their motives with phrases learned 
from interaction with other people labeled as devi-
ant. As these people face identical problems owing 
to social rejection, being a member of an “organized 
and institutionalized deviant group” only strength-
ens their deviant identity. Organized groups serve 
to teach people with a deviant label how to antic-
ipate problems when they break rules and how to 
rationalize the fact that they have not stopped their 
“deviant” activities (Becker 1966). Although the cli-
ent center that research participants attend is intend-

ed to help these people to cope with their illness, it 
is often a place where they confirm their differences, 
reinforcing their separation from the majority.

A very effective way of segregating an individual 
into an organized deviant group and deviant label 
is to block them from assuming a non-deviant role. 
For example, former psychiatric patients have prob-
lems securing a job even if their behavior is accept-
able, as the research showed. This shows that the 
rejection of people with mental illness is a deeper 
manifestation of stigmatization rather than an as-
sessment of actual behavior (Scheff 1999). Even if 
discharged patients no longer have any symptoms 
and could regain full social and economic compe-
tencies, they continue to be closely monitored by 
others who consider them suspicious. An ordinary 
mistake or conflict is dramatized as the relapse of 
incurable mental illness (Lemert 1951).

Certainty from Uncertain Diagnosis

In psychiatry, a medical diagnosis—as uncertain 
as it often is—can irreversibly change the patient’s 
status (Scheff 1999). Using the terminology and ap-
proach of mad studies (see, e.g., Menzies, LeFrançois, 
and Reaume 2013), Wilson and Beresford (2002) call 
themselves “psychiatric system survivors.” They 
joined the movement of mental health service users, 
criticizing the symbolic violence manifested in the 
power held by medical discourse over the formation 
of a patient’s identity. 

Generally, the psychiatric community views men-
tal illnesses as being similar to physical illnesses—
they have their origin in an individual and can be 
identified with the help of an expert (Kutchins and 
Kirk 1999). However, mental illnesses cannot be es-
tablished using a laboratory test, which is acknowl-
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edged by an increasing number of psychiatrists. 
“We will never have a biomedical science that is 
similar to hepatology or respiratory medicine, not 
because we are bad doctors, but because the issues 
we deal with are of a different nature” (Bracken et 
al. 2012:433). The patient’s problems are context-de-
pendent, and treatment cannot be successful if it 
does not take into account the relationships and val-
ues shared by both the patient and the society in 
which the patient lives (Bracken et al. 2012). Mental 
illness is not just an impairment treatable by means 
of pharmacology, but its manifestations are also cre-
ated by the disabling mechanisms of society.

In the traditional psychiatric model, built on the 
model of other medical disciplines, the patient is not 
seen as a specific personality, but as a representative 
of the diagnosis assigned to them by the psychiat-
ric system, often based on subjective assessment 
of psychiatrists, leaning on symptom descriptions 
published in diagnostic manuals (Wilson and 
Beresford 2002)—see also the situation described by 
the research participants: their diagnosis has been 
changed several times in their lifetime. Based on 
this diagnosis, society gives an individual the label 
of mentally ill. The individual is placed by this label 
in a category around which society often acts in a 
way that is discriminatory in many respects (Becker 
1966; Waldschmidt 2017). The individual is then no 
longer a unique individual having a particular dis-
ease, but a personification of the disease itself. They 
no longer suffer from, for example, schizophrenia, 
but they are schizophrenic, or just “crazy” and “in-
sane.” Patients themselves often internalize this at-
titude and are unable to verbalize their experiences 
without using the concepts of experts and describe 
their mental states using medical terminology—this 
is how many research participants referred to each 
other within the client center. Thus, they reproduce 

the privileged position of medical discourse over the 
categorization of highly individual states and feel-
ings of patients. This can have, among other things, 
a negative economic impact on them, when psychia-
trists warn their patients that they will probably not 
be able to do stressful work, if they can work at all, 
and thus make “second class citizens” from them 
(Wilson and Beresford 2002). 

Research Findings

Family and Partner Relationships

In the context of mental illness, family plays a piv-
otal role, as was evident from how frequently the 
interviewees discussed the issue at hand. Fami-
ly members are often swayed by prejudice until 
they gain first-hand experience with mental illness 
(Thornicroft 2006). All interviewees reported some-
one in the family who had no understanding of their 
mental illness. The interviewees were criticized for 
being too lazy and inefficient, and for making their 
family ashamed of them. Apart from this, they were 
treated with exaggerated care, which humiliated 
them as it portrayed them as being incompetent. 

The interviewees coped with these reactions in 
several ways. Some said they finally separated 
themselves from their family. Almost half of the 
interviewees confirmed that one of their family 
members had suffered from mental illness and 
that this had affected how the family responded 
to their illness. As a result, these people were met 
with greater understanding in their family than 
those whose families had no experience with men-
tal illness. In that case, however, it happened that 
the family as a whole was labeled “mentally ill” 
and was marginalized by society as an organized 
deviant group (Berger 1966).

The Social Marginalization of People Living with a Mentally Ill Label—Family, Friends, and Work



©2021 QSR Volume XVII Issue 382

Amelia described an utter lack of understanding by 
her family wherein the members of the family did 
not believe she was mentally ill: “Well, they don’t 
want to admit it, my mental health disorder...I’ve also 
been treated for a thyroid disorder. And so they’re 
always asking me about my thyroid, but never ask 
how I’m doing mentally. They say it’s not a condi-
tion at all.” Thus, her family does not accept her 
impairment, which is disabling as a result. Amelia’s 
family tries to rationalize her rule-breaking behav-
ior, attributing it to a socially acceptable health dis-
order, to prevent her from being labeled as mentally 
ill. One of the reasons is that Amelia’s family fears 
that her mental illness would harm the public iden-
tity of the whole family. Families like Amelia’s may 
fear the label and stigma to such an extent that they 
try to discourage the relative with an illness from 
receiving psychiatric treatment (Praško et al. 2012). 
The family worries that once a member is diag-
nosed as mentally abnormal, the entire family will 
be labeled. Goffman (1963) refers to such a transfer 
of stigma from a labeled individual to their family 
as “courtesy stigma.” 

Family members can make an individual’s men-
tal condition worse not only by passively ignoring 
his or her impairment, but can also actively deep-
en the negative conditions associated with impair-
ment. Hugo was talking about his mother, who had 
been a strict parent and remained so even dozens of 
years later, long after Hugo fell ill: “if I suffered an 
episode, mom would just scold me. Which makes 
things even worse, ‘cause getting all stressed doesn’t 
do me any good.” When someone in the family de-
velops psychotic symptoms, the family usually finds 
it very difficult to understand what is happening, 
which may cause their inappropriate reactions only 
to aggravate the condition (Thornicroft 2006). In this 
case, Hugo’s mother is disabling him by amplifying 

his mental condition. The approach of Hugo and 
Amelia’s families makes them marginalized in their 
families, and therefore they seek support elsewhere 
(often in the client center), thus separating them-
selves from their families.

Elisabeth’s family is, on the contrary, an example 
of the organized deviant group. Elisabeth believes 
her disorder is partly inherited: “In my family, it’s 
my granny, mom, a cousin, another cousin, an un-
cle who have suffered from depression…And my 
family, they took it really well because they’ve 
been through it.” Her family not only views Elisa-
beth in a non-discriminatory way, but they are also 
able, thanks to their experiences, to help Elisabeth 
when the illness presents itself: “I can’t really tell 
when I’m already on the way. People around me 
are better at this…Mom just warns me, ‘Hey, Betty, 
you’re getting manic.’ And I can see she’s right, and 
I didn’t use to be able to see that.” On the other 
hand, Elisabeth thinks her mother is too worried: 
“She’s always checking on me…I know that she 
does that because she loves me, but I’m 40 and I still 
have to call her every morning and evening. I just 
think it’s way over the top.” Thus, the mother’s ap-
proach to Elizabeth can be seen not only as help-
ing but, at the same time, as disabling. Moreover, 
many of Elisabeth’s relatives had experiences with 
psychiatric treatment, labeling, and social stigma. 
By embracing the social status they received due to 
the label, they helped Elisabeth accept it, as well. In 
this way, the family deepens her separation from 
the majority.

In some cases, the interviewees believed that their 
psychiatric diagnosis improved their quality of 
life and relations with others. This is the case of 
Susan, who had mental problems before, but was 
diagnosed with mental illness only when she was 
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40 years old. She and her siblings had a very strict 
upbringing. When she felt sick and had trouble get-
ting out of bed, her mother was angry at her for be-
ing lazy and sometimes gave her a beating. Susan 
herself was not sure what was wrong with her. Not 
much attention was paid to those things back then, 
and so no one thought to seek professional help. She 
attempted suicide when she was 18 years old. She 
was not properly examined then either: “I was in-
terviewed by a psychiatrist as to why I had done it, 
and she said: ‘That was a silly thing to do, wasn’t it?’ 
And I replied: ‘Yeah, it was.’ And that was it.”

Susan has been ill for a long time without know-
ing it, and she found it difficult to cope with her 
mood swings. When she was diagnosed and began 
to receive treatment, she felt a great relief: “I was 
happy to finally know what was wrong with me…
And also, the moment I got medication, everything 
fell in its place for me, just the way it should be.” 
In addition, Susan appreciated her diagnosis for im-
proving her relationship with her eldest son, whom 
she thought had suffered from her extreme mood 
swings: “That’s, I’d say, the greatest benefit that I was 
able to talk about it…and managed to explain what’s 
wrong with me.” In Susan’s case, the relatives who 
had no previous experiences with mental illness did 
not understand her situation and tended to reject 
her. However, her son, when he got the information, 
supported her and, today, she babysits his children. 
Thus, the diagnosis itself and its treatment, if not 
accompanied by stigmatizing social reactions, can 
help the individual. Nevertheless, Susan fears neg-
ative social reactions outside her primary family. 
She does not even include her current partner in her 
family, and therefore she is unwilling to discuss her 
mental problems with him. While he knows she is 
on medication, he is unaware of the true reason. Su-
san does not spend much time with him, and she 

referred to him as a “stranger,” saying that “I do 
not disclose my condition to strangers.” She tries to 
spend a lot of time on her own because she is unsure 
how he would handle the information: “Sometimes 
I sleep for a day when I am not well…I’m not sure 
whether my partner would put up with something 
like that if he saw me like this.” Susan’s case demon-
strates that diagnosis may help eliminate troubles; 
impairment, if not seen as impairment and if not 
treated as such, may be a real burden for fulfilling 
life. On the other hand, she tries to hide her diagno-
sis from some people to avoid the mentally ill label, 
and she often segregates herself from other people, 
even her partner, to avoid negative reactions. 

Neighbors and Friends

One’s hospitalization in a psychiatric ward is likely 
to become known to members of the local commu-
nity. They may view the hospitalized through the 
label associated with psychiatric treatment and thus 
contribute to their exclusion from the majority. Ev-
ery interviewee has faced prejudice; some of them 
mentioned in this context their neighbors. Elisabeth 
reminisces: “I was hanging up the laundry, and 
she said something along the lines of, ‘Why don’t 
you go back to the madhouse, where you belong.’…
Neighbors look at me differently now. I think they 
talk about me as the ‘loony Beth.’” This is a way peo-
ple with deviant labels are symbolically excluded 
within their social environment. 

The interviewees strove to “look normal” when 
dealing with people outside their family who are 
considered mentally healthy. In the case of people 
with mental illness, trivial failures are seen as direct 
evidence of their difference. The labeled are aware 
of it and conform their behavior to it. For example, 
when talking to “normal” people, the stigmatized 
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individual has to carefully choose every word (Goff-
man 1963). This can lead to withdrawal from soci-
ety, as was the case with Susan: “And I never try to 
make small talk...I tend to keep out of sight. So as 
not to give a reason or something. I’m worried about 
it, don’t wanna be made fun of or something, don’t 
wanna say the wrong thing.” 

Having to constantly check oneself requires a lot 
of energy (Lemert 1951), so the majority of the in-
terviewees withdraw from social life and form re-
lationships mostly within a deviant social organi-
zation made up of individuals sharing the mental 
illness label. Most of the interviewees conferred 
that mental illness had completely changed their 
lives—their priorities changed, they started to see 
different people. This transformation of the labeled 
individual is a typical example of a deviant career. It 
involves isolation from a conventional community, 
followed by the decision to join an organized devi-
ant group (Becker 1966), the client center in the case 
of the research participants. This is where labeled 
individuals meet people facing very similar prob-
lems, who are empathetic to them, and thus they 
mutually reinforce their “deviant” identities. Many 
interviewees describe joining the center as a “new 
beginning.” They were able to make friends there, 
to whom they did not need to explain how they felt 
or apologize for their behavior. The fact that the cli-
ents felt fully accepted in the group has led many of 
them to withdraw from the conventional communi-
ty to the point that they have no other friends than 
those with mental illness.

For example, Helen made her first closer friend at the 
age of 18, but the friend ended their friendship after 
learning about Helen’s time in the psychiatric ward: 
“She thought I was a loon…She stopped talking to 
me ‘cause of my illness.” Later, Helen made a new 

friend. Helen was not having any symptoms, and 
when she decided to confide in her friend, the friend 
did not judge her for her mental illness: “she was 
fantastic, took it really well. Also, because she knew 
me when I was doing well.” However, when Helen 
was hospitalized again, and she called her friend, 
she felt the friend was not happy to hear from her. 
Today, Helen no longer tries to make friends outside 
the client center, where she has found people who 
understand: “I don’t try to find friends among the 
healthy crowd anymore. You can be yourself here 
[in the center].” 

Helen’s case illustrates secondary deviance (Lemert 
1951), characterized by gradual identification with 
the label given by society and by the adoption of the 
resulting role. This is manifested by isolation from 
the majority and by a focus on relationships within 
deviant social groups, which hold values   and norms 
different from those prevailing in social groups 
considered normal. Helen’s view was echoed by the 
vast majority of the interviewees, such as Sylvia: 
“I’ve made good friends [in the center] who make 
me happy…I just don’t hang out much with healthy 
people ‘cause they live different lives.” In addition, 
some of the interviewees have met their partners in 
the center, for example, Helen and James: “Mental 
illness gave me Helen…I don’t think I’d be able to, 
since I’m sick, to have a healthy partner. Things are 
awesome between us like this. I mean, we’re just 
very much alike.” 

Work Experience

Work plays a pivotal role in one’s mental health. It 
offers the opportunity to gain skills, money, social 
contacts, and it can become a source of a valued so-
cial position and identity. The absence of employ-
ment is often connected with exclusion from society. 
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Although those with psychological problems may 
greatly benefit from employment, diagnosis is one 
of the most effective ways to disqualify them from 
the job (Thornicroft 2006). This is why employment 
was a much-discussed issue for the interviewees. 

Although none of the research participants worked 
full-time at the time of the interviews, work is an 
important factor for many of them, not only finan-
cially but also socially. Employment would make 
them part of the majority and earn them a non-de-
grading social status. For many of the interviewees, 
“being normal” means working, but illness and 
medication make them too tired for “normal” work. 
That is why most of them claim benefits providing 
financial support to those unable to make a living 
because of their impairment. 

Employing people with an impairment is finan-
cially supported by the state, so employers create 
protected jobs for them. However, although they 
promise a protected environment to their employ-
ees, many interviewees have never been given such 
benefits. For example, Melissa and another client 
from the center took a protected job in a museum 
café. The other people working in the café first kept 
their distance, but it disappeared over time, which 
was not always an advantage: “Once they saw…that 
we could manage, they...wanted us to give 100% at 
work.” Finally, Melissa had to quit because the job 
proved too demanding. Helen worked for an IT 
business, which employed people on impairment 
benefits, but failed to provide them with sufficient 
working conditions: “I was made to work just like 
the healthy people…All I can say is that it’s a busi-
ness that hires the impaired. And it’s not taken into 
account at all.” Therefore, Helen had to leave the 
job. This shows that although the label makes life 
difficult in many situations, disregarding the im-

pairment, which is a life complication in itself, is not 
a solution; the disregard can disable the individual.

Helen also worked as an administrative assistant in 
a law firm, where all employees knew they would 
be helped by clients of a mental health center. The 
clients, on the other hand, knew nothing about 
their co-workers: “That was a real handicap…Some 
of the staff made direct fun of us and things like 
that.” Therefore, Helen quit the job since working 
there was not the way to overcome her impairment; 
on the contrary, the labeling environment strength-
ened her disability. 

Multiple interviewees also reported that people la-
beled as mentally ill would be denied some of the 
jobs designed for individuals with impairment. 
This experience was reported, for example, by Bon-
nie: “I told them I had a mental condition. ‘Mental, 
you say? I’m sorry.’” Elisabeth shared a similar sto-
ry: “And he asked me why I was claiming [impair-
ment benefits], and then he never called again.” The 
interviews showed that research participants were 
discriminated against due to their mentally ill label 
even when applying for jobs that were publicly pro-
moted as protected. 

Former psychiatric patients struggle to find a job 
even if their behavior is acceptable. Although the 
symptoms of the disease are eliminated, they are 
mistrusted by potential employers. Therefore, most 
of the interviewees said they would conceal their 
illness from their employers to avoid dismissal or 
rejection. One of them is Janine, talking about her 
job in a hotel. She was hired by a woman who knew 
her, but did not precisely know about her condi-
tion: “Well, she found out later and got really up-
set with me, and she said I should’ve told her...I told 
her I’d not done it because I’d thought she wouldn’t 
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have hired me. And she said: ‘Yeah, you’re right, 
I wouldn’t have hired you.’”

Impairment Benefits—Aid or Disadvantage?

Claiming impairment benefits is a complication for 
some of the interviewees. There are conditions they 
are required to meet to be able to claim the bene-
fits, and so they worry that they could lose this sta-
ble income if they find a job. This is described by 
Thornicroft (2006), who focuses on the causes that 
prevent people with mental illness from joining the 
workforce. One of them is the effects of social wel-
fare payments. For many people with health impair-
ment, these are the only reliable sources of income. 
Mental health service users are thus not willing to 
surrender this financial security because they fear 
they could soon lose the new job. This is why they 
often do not even seek jobs and stay separated from 
the majority. 

This is the case of Janine, who had only a few part-
time jobs but no permanent employment since 
she was diagnosed with mental illness. Ironically 
enough, she believes she would benefit from hav-
ing a regular job: “I’m home all day long. It’d help if 
I went to work and had to get up, have a routine.” 
Although Janine would like to work, she is not seek-
ing any employment: “It’s all limited by the fact that 
if you’ve a pension and fix yourself with a job, you 
could lose it.” In short, impairment benefits help 
those who are unable to work at full capacity, and 
yet they also serve to segregate individuals into 
a deviant label. 

Many of the interviewees find a solution to their 
work-related problems in the client center. It pro-
vides them with simple job positions (receptionist, 
cleaning staff, etc.) without putting pressure on 

performance. As Janine says: “Well, it’s only the 
center who don’t mind when...you don’t cope well 
with stressful situations.” These are often unpaid 
positions, and yet they are popular with the inter-
viewees. Phillip was paid for cleaning in the center 
“about a year and a half,” and then, as he said, “I had 
to decide whether I’d go on cleaning the place and 
not be a client or be a client and not do the clean-
ing. When I had to make a choice, for me, it’s more 
important to hang with the people here than make 
money.”

The demand for employment at the mental health 
center supports Lemert’s (1951) concept of second-
ary deviation, where the individual with the devi-
ant label is rejected by the majority and isolated. 
The isolation is further reinforced by employment 
in an environment filled with people stamped with 
the same label of the mentally ill. In line with Beck-
er’s (1966) theory, not only did these individuals 
enter an organized deviant group, separated from 
the conventional community, and made friends 
there, they also found jobs there thanks to the sup-
port the group provides, which further strength-
ened their deviant identity. Preventing the indi-
vidual from entering a non-deviant role, namely, 
a standard job, is an effective tool used to segregate 
the individual with mental illness into the deviant 
label (Scheff 1999), which is embraced by multiple 
interviewees.

Conclusion

The research suggested that family played an im-
portant role in the lives of the research participants. 
Some of the interviewees were helped by their fam-
ilies. It was the case of the families which had ex-
perience with mental illness and had gone through 
the same labeling process and social stigmatization 
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as the participants. In these cases, the family has it-
self become an organized deviant group which, in 
fact, enhances the individual’s isolation from the 
majority. Some others were given degrading labels 
by their relatives, who treated them as inferior or 
felt ashamed of them in their worry of receiving 
“courtesy stigma” as a whole (Goffman 1963), or 
were overly concerned to a degree that made them 
appear incompetent. Research participants were 
also rejected by their neighbors, former friends, and 
in the working environments outside the client cen-
ter—they were discriminated against in the field of 
work even when applying for positions designated 
for disadvantaged people. 

People labeled mentally ill often prefer minimal 
contact with their families, neighbors, and former 
friends; they do not have regular jobs and seek 
support in a different environment. Thus, in a way, 
they exclude themselves from the majority, finding 
a solution to their problems in the client center that, 
as a result, functions as an organized deviant group. 
The entrance to the center is a “new beginning” for 
them that may lead to almost complete withdrawal 
from the majority. They have friends there; some of 
them even found their partners there. They can also 
work there, free from pressure from the employer 
about their performance. However, the positions are 
often unpaid and isolated from the majority, so they 
are, in fact, a part of work segregation. 

Therefore, the interviewees agreed that mental ill-
ness had completely changed their lives. The la-
bel changed their identity as they were suddenly 
viewed as a different person, an “outsider” (Becker 
1966). Their illness and label made them become in-
terested in other things and see new people deal-
ing with the same problems as theirs, not due to 
shared impairment (their diagnoses are different 

and change over time) but because the “mad” la-
bel leads to similar afflictions (Kolářová 2012). They 
empathize with one another, mutually reinforcing 
their “deviant” identity. 

The disabling label “mentally ill” can cause more 
harm than impairment because it creates an idea 
of how the labeled behave and what their place in 
society is. Society tends to see people with mental 
illness as the personification of a diagnosis/label, 
which affects their self-concept. People with men-
tal illness internalize the degrading view of so-
ciety and lack the ability to face the stigmatizing 
label and its effects. Their problems are thus large-
ly caused by the social attitudes that these people 
face and which medicine is often not able to take 
into account in its treatment procedures. Without 
changes in social attitudes towards people with 
mental illness, their condition and situation can-
not improve. Psychiatry needs to cooperate more 
with the social sciences because without such co-
operation it cannot help these people enough. It is 
necessary, using the theoretical approaches and 
methodology of the social sciences, to study the at-
titudes of society and “be more open to the experi-
ences of patients” (Uchtenhagen 2008:538); not only 
to rely on “the words of those who tried to cure, 
tame, correct, or end it,” but also focus on “a rich 
and self-conscious record of the perspectives of 
disabled people themselves” (Adams et al. 2015:9), 
which was the attempt of this study.

Psychiatrists, no matter how good they might be as 
diagnosticians and with the best medical tools at 
hand, cannot change the disabling attitude of a pa-
tient’s social environment from the position, which 
is built on the biological model of the disease and the 
pharmaceutical paradigm of treatment. This model is 
not able to take into account that some of the symp-
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toms may not be caused by the disease itself, or only 
by this disease, but are also caused by social atti-
tudes. The psychiatrist then treats the cause (impair-
ment), but until the consequences caused by society 
(disability) are eliminated, the treatment cannot be 
successful. And so, even in the framework of psychi-
atry, “there is a growing appreciation that personally 
meaningful recovery from a serious mental disorder 
is not necessarily related to the specific treatments 
that are prescribed” (Bracken et al. 2012:432). 

Psychiatric approaches based primarily on the bio-
medical model of disability should be replaced by 
a model that takes into account the socio-psycho-
logical dimension of the disease, in which “in the 
words of its founder Engel...‘all three levels, biolog-
ical, psychological, and social, must be taken into 
account in every health care task.’ No single illness, 
patient, or condition can be reduced to any one as-
pect” (Ghaemi 2009:3). 

This is a model that is “more scientific (since it in-
cludes also psychosocial sciences), pragmatic, and 
humanistic” (Ghaemi 2009:3). It offers a new ap-
proach in the form of “social psychiatry,” which 
focuses on “keeping the emotionally and mental-
ly ill in the community, or at least attempting so-
cial reintegration wherever possible...enabling the 
individual to live adequately in a normal social 
context” (Uchtenhagen 2008:535). And this cannot 
be successful without the education of a society fo-
cused on removing negative labels and prejudices 
that are stereotypically associated with mental ill-
ness.
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