

























































































































































































































































































































































































































































































Table VI: Participant profiles in terms of the nature of support

Support
Systems
(Emotional
Needs)

Formalised work
support (in work
place)

Andrew

Sharon

Good support
(Family, friends,
church etc)

Robert
Galiel
Donovan
Malixoli
Christo

External support
(agency
Involvement)
Andrew

Donovan

Sharon

Sipho
Robert

Some support
(Mostly family or
friends)

Jessica
Andrew
Chriselda
Nicolas
Suzaan
Thalitha

Reasonable
Accommodation

Andrew

Donovan

Sharon
Suzaan

Some support
(Mostly church)

Sharon
Nomisa
Dorothy

Support during
iliness episodes

Andrew
Chriselda
Donovan
Dorothy
Galiel
George

Nicolas
Sharon
Suzaan
Thalitha
Sipho
Robert

No support
systems in place

Sipho
George
Joanne

No support

Jessica
Malixoli
Nicolas

Thalitha

Christo
Joanne
Nomisa

While sampling decisions were informed by the characteristics presented

above, emphasis was placed on the protection of participants’ rights to refuse

participation.

Sampling decisions

were

therefore to

some degree

overshadowed by the process used to obtain participants; detail will follow.
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4C.5.2. Negotiation of access

Locating participants

Service providers (these included occupational therapists and other
professionals) that were known to assist people with psychiatric disability in
the field of work were approached. The aim and purpose of the study was
explained in some detail and questions that arose were answered. A request
was made for the service providers to identify potential participants who, in
their opinion, could contribute in the study. Service providers were asked to
discuss the study with such potential participants, allowing an opportunity for
initial decisions about participation to be made within the boundaries of an
existing relationship. The assumption was that the power imbalance would be
less pronounced between a service user and service provider who knew one
another, and when the person requesting participation did not have a stake in
the research. Only once potential participants had provisionally agreed to
partake in the study did service providers make contact details available. I
therefore did not have knowledge of potential participants who had decided
not to participate. All the participants who agreed to participate were included

in the study.

Obtaining consent

Potential participants were telephoned. The purpose of the first interview was
explained in terms of setting up a meeting during which participants could ask
questions about (a) the research project and (2) what would be required of
them in terms of participation. I explained to potential participants that their
agreement to participate in the study was considered provisional, and that the
issue would be re-negotiated at our first meeting. Care was taken to mention
that no one else (such as family member(s), employer, or service provider)

would be contacted or involved in any way.
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The first meeting commenced with introductions and small talk, aimed at
establishing a comfortable conversation. Once a relatively easy interaction
had been achieved a consent form, in the participant’s home language, (see
Appendices 2-4) was introduced. Time was given for the participant to read
the form before reading through it together. I prompted participants to ask
questions about the study at reqular intervals. Participants were given the
option to take time in order to consider their participation before signing the
form. Two participants asked for time to take the form away with them, one
to think about her participation (Joanne), the other to show his mother by
way of explaining his involvement in the study (Andrew). Other participants
seemed to have made the decision that they would participate in the study

and were ready to start the first interview.

Context for interviews (and the issue of recording)

The best context for interviews to take place was negotiated with the
participant before the first meeting (examples were home, library and work).
Some guidance was given, mainly to explain that the context ideally should
allow for a private conversation. The use of a tape recorder was also
introduced at this time. T would have preferred not to discuss recording of
interviews at this early stage, but did so to pre-empt possible discomfort at
later stages. The idea was for participants to select a context in which they
would feel comfortable having an interview with the intrusion of a tape
recorder. However, this discussion was deliberately not concluded, instead,
consent to record interviews was negotiated as a separate issue after
participants had agreed to partake in the study. Two participants initially
asked that the interviews not be recorded. Nomisa changed her mind three-
quarters into our first interview, assuring me that she was happy for
interviews to be recorded. Joanne preferred not to have the first three (of

four) interviews recorded.
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An attempt was made to conduct interviews in natural contexts. Three
participants suggested that interviews be done in their work environments.
Some suggested a meeting in their home environment. When work or home
environments were not deemed suitable by participants, public spaces such
as public libraries and coffee shops were used. In situations where a public
library was used, 1 contacted the chief librarian ahead of time to ask for
permission. Each time a space was made available in which the interview

could be done with relative privacy and without interruption.

4C.6. Data Collection

4C.6.1. Strategies used for data construction

Narrative interviews and observation were the main strategies used in the

process of data construction.

Interviewing

An average of three interviews was conducted with each participant. This was
done to ensure prolonged engagement and to allow for member checking to
be done. The core business of the first interview was for participants to tell
their story. At the start of this interview participants were invited to relate
their story of living with a psychiatric disability and work, or wanting to work.
An attempt was made to identify the term participants themselves used to
explain their condition. Variations included mental iliness, psychiatric illness or
diagnostic categories such as bipolar and depression. These terms were then
used as far as possible to replace psychiatric disability when questions were
asked and during subsequent interviews. Psychiatric disability was however
the term used on the consent form and in explanations of the purpose of the

study. A rationale for the use of this term was given as seemed necessary,
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depending on participants’ reaction to this label. Every attempt was made to

remain sensitive to terminology used.

The second interview was arranged only once the first interview had been
transcribed. Questions that emerged during transcription and initial analysis of
the first interview were taken back to the second interview. The concerns
during the second interview were:
¢ for the participant to elaborate on her story, as told in the first
interview, relating particular aspects in more depth,
¢ questions that came to mind when the first interview was transcribed
were brought to the second interview,
¢ any reflections or ideas that participants might have had between
interviews were shared.
Most participants mentioned that they had been thinking about our
conversation between interviews and offered insights, reflections or opinions

that they thought might be useful.

The focus of the third interview was to do member checks. This interview was
generally scheduled at least two months after the second interview. A
provisional conceptual framework, developed to portray the outcome of the
unfolding analysis, was discussed with participants. This framework depicted
the emerging influences from all the interviews with participants but care was
taken to highlight those influences that emerged from interviews with the
particular participant. Ideas contained in the provisional analysis were usually
confirmed and elaborated on. Participants would then pick up on the
categories they might have questioned; contrasting their own views and/or
experiences to explain their disagreement. Participants also used the
opportunity to add more information, to explore the same issues in more

depth or to share their reflections.

The pacing of interviews was done to allow at least 12 weeks between the

first and last interview. This was done to ensure that I would be in a position
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to recognise fluctuations in participants’ health, for example shifts in mood,
inconsistencies in self-presentation or changes in perception. None of the
fluctuations that I identified were not already identified by the participants

themselves.

Observation

Observations made were not focussed or limited according to pre-determined
strategies. Observations were captured by incorporating these into
transcribed interviews, constructed biographies and in reflective writing that

was done as soon as possible after the interviews.

4C.6.2. The nature of data collected

Questions were designed to elicit the telling of life stories. Often during the
telling of life stories participants would become reflective and introspective,
sharing their story in a way that would be more in keeping with what Denzin
defined as a self-story. A self story “is literally a story of and about the self in
relation to an experience” (Denzin, 1989:43). It is interesting to note that the
self-story is being made up as it is told. It therefore does not exist with the
status of a story until it has been told for the first time; when it can then be
retold as a story (Denzin, 1989). Personal experience narratives also emerged
in the telling of life histories. These are different from self-stories in that the
teller is not necessarily positioned centrally; their focus is on shareable
experience. I found this distinction an important one. It captured very clearly
the different modes of sharing during interviews. Self-stories were usually told
with some emotion and with disregard of what the participant might have
interpreted to be a '‘good’ response to give. Often participants would remark
that they themselves had not before thought of an event in quite the same
way. It was clear that the telling of self stories allowed for reflection and that

it required the participant to foreground the self in the sharing of an
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experience; something participants did not seem to do very often. Conversely,
the telling of personal experience narratives seemed to have been
constructed as a ‘defence’ against anticipated discrimination, often without
challenging the stereotypes that underlie discrimination. Participants seemed
to have internalised, to varying degrees, society’s stereotypes about people

with psychiatric disability.

Participants were not expected to tell a complete life story; instead they were
asked to tell their story that was constructed around those epiphanies that

related to experiences of work, no work, desire to work or ability to work.

4C.6.3 Focus of data constructed at system levels

The use of interpretive biography design in this study yielded a perspective of
influences that were rooted in the experiences of participants. A tendency for
emphasis on influences that originate from the micro and meso environments
would therefore be expected. Examples of influences that originated from
micro environments would be those that were experienced on a personal
level, such as reduced ability to concentrate or reduced confidence in their
own abilities. Examples of influences from the meso environment would
include those that originate from community level, for example work
environments or family environments. During the process of interpretation,
the participants’ stories were situated in relation to their social contexts, thus
bringing to the fore influences of meso and macro environments. Examples of
influences from the macro environment would be at society level, for exarmple
social constructions that result in stigma or the policy environment that
shapes opportunities. Understandings of influences from the macro
environment were further enhanced through interpretive processes that were
informed by existing literature. Such literature fell into one of two categories;

firstly published research focussed on answering similar questions (mostly
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quantitative) and secondly scholarly writings to explore pertinent concepts in

depth (for example the occurrence of stigma).

The collaborative interpretive processes used in the construction of data are
portrayed in Figure 1. It illustrates how participants, in the telling of their
stories, placed emphasis on influences from micro environments. This was
shown by a triangle-shaped arrow with the emphasis (depicted by a darker
shade) on micro influences. The identical inverted shape depicts the
interpretation of the participant’s story within social contexts that bring into
play those influences that originate from macro environments. The connecting

lines show how interpretations were made across the experiences of

participants.

Figure 4.1. Linking data construction with analysis and interpretation across

systems

Macro environment
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4C.7. Management of the data

4C.7.1. The production of texts

Three different types of texts were constructed to contain the data that was
constructed. These were:

Transcriptions: Each interview was transcribed to create a text that aimed to

best capture the narrative conversation. Prominent observations were
incorporated into these texts.

Biographies: One biography was created for each participant after the first
interview. Biographies were further developed after subsequent interviews
and during analysis.

Reflective writing: Ideas, impressions, observations and questions that arose

during interviews were captured as soon as was practical after interviews had
taken place. These documents were further developed during analysis and

interpretation processes.

4C.7.2. Language variations

Participants who spoke three different languages participated in the study,

namely Afrikaans, English and isiXhosa.

Afrikaans: Interviews were conducted, transcribed and analysed in Afrikaans.
English translations for the quotes that are cited in this report were included
to facilitate understanding. (These translations were done by me.)

English: Interviews were conducted, transcribed and analysed in English.
isiXxhosa: A isiXhosa-speaking occupational therapist assisted with the
interviews. She took on the role of research assistant rather than interpreter.
By this I mean that the interviews were conducted by both of us together.

Before the first interview care was taken to explain to the research assistant
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the aim and purpose, as well as the research design. The following procedure
was then used during the interviews:

¢ I asked the question in English

¢ The question was translated into isiXhosa by the research assistant.

¢ The participant responded in isiXhosa.

¢ The research assistant translated the response into English.

The recorded interviews were given to another isiXhosa-speaking person to
transcribe the isiXhosa sections of the interview in isiXhosa before translating
it into English. I then compared the English account that had been transcribed
and translated (done by the transcriber) with the English account (on audio
tape) translated by the research assistant during the session. Discrepancies
between the two versions were discussed with the research assistant and
consensus was achieved. Very few discrepancies were found; those that did
occurred when an isiXxhosa concept did not have an obvious translation in the
English language, hence requiring a description. For example, Sipho spoke
about his community not accepting him as a man. This did not imply a
question about his gender, but rather a denial of his adulthood; referring
specifically to a particular adult status bestowed on isiXhosa males once they
had undergone a traditional initiation process that involves circumcision. Only

one participant (Sipho) chose to conduct interviews in isiXhosa.

4C.8. Analysis and interpretation

4C.8.1. Analysis of narrative or Paradigmatic analysis

In his explanation of analysis of narrative (or paradigmatic analysis),
Polkinghorne (1995) highlighted its tendency to focus on what is common
among actions. His explanation of the method included the following steps;

these were followed during this project:
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¢ Constructing (or discovering) concepts that give categorical identity to
the particulars and items in the data collected.

¢ Examining the data for common themes and ideas.

¢ Inspecting the data to identify the common attributes that define them

as members of a category.

This method of analysis was done once the transcribed interviews were ready.
These texts were imported into a qualitative research computer programme?*’
to assist with the process of analysis. Each text was read to identify units of
meaning that were understood to contain influences that shaped decisions or
participation in work., The categories were provisionally constructed, then
verified, broadened or collapsed with the reading of subsequent texts. In
other words, one set of categories were developed for the influences that
emerged from the texts, for example, incidents when participation in work
was assisted, hindered, prevented or maintained. Participants would typically
be talking about a range of issues, including:

¢ adapting to work,

¢ feelings at work and during periods of no work,

¢ motivations or reasons for attempting to work or deciding to stop

work,
¢ expectations of people in their respective communities and

¢ anticipated and experienced difficuities.

The influences, around which categories were formed, emerged inductively
from the data. The paradigmatic analysis should be understood to have been
a ‘first level” analysis. It stayed close to the words used by participants with
limited interpretation. The first level analysis directly informed the

development of themes, but was predominantly used as a mechanism to

7 Nvivo qualitative analysis programme.
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ensure comprehensive coverage of all the potential influences inherent in the
data.

Concurrent to the first level analysis, described above, analysis of narratives

was done. I will refer to that as a ‘second level” analysis and discuss it below.

4C.8.2. Narrative Analysis

A narrative analysis was the main strategy used to uncover the influences
that impacted on participants’ work-lives. This analysis was done through the
process of constructing biographies; this could also be understood as a
‘second level’ analysis. The construction of biographies commenced
immediately following the first interviews. The biographies were further
developed, altered and refined as insights emerged during the first level
analysis and after each interview. Biographies were constructed in such a way
as to foreground the life plots that emerged from participants’ narratives.
These tended to consist of major turning point events that shaped
participants’ work narratives. The development of themes was therefore
informed by the categories that emerged during the first and second level

analyses.

It was during this stage of analysis that data was scrutinised to consider
verisimilitude. Analysis was done with an attitude of scepticism. When a
seeming pattern was identified in participants’ behaviour or an interpretation
made to reveal a possible influence, care was taken to interrogate such

provisional understandings in order to develop them further.

4C.8.3. Reflexive writing for analysis and interpretation

Influences that impacted on participants’ participation in work were not

always communicated verbally by participants. Instead, such influences were
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evident in the behaviours, decisions or emotions that were shared, for
example:
¢ being willing to work in contexts very different from what participants
enjoyed and were trained to do,
¢ talking about wanting to go back to complete training but not doing
anything to enrol for such training for a protracted period, or
¢ taking responsibility beyond what was expected. One example was
when Jessica and Thalitha contacted me to give their new contact

numbers when they unexpectedly moved house.

These types of influences were captured in reflective writing that was done
throughout the process of data collection and analysis. Three types of
reflexive writing assisted analysis and interpretation in different ways. These
will now be briefly explained:
¢ Memo-documents in which early ideas and/or emerging trends were
captured. These assisted with the recognition of trends that were
similar or different between participants.
¢ During the construction of biographies, life plots emerged, together
with epiphanies that pointed to the main influences that impacted on
participants’ ability to participate in work. These were captured in
memos that informed the development of categories, and ultimately,
themes.
¢ A text with the name “Who is [name] and what did I learn from
him/her” was developed to record striking impressions. It captured the

character and the contextual detail of relationships with participants.

These processes of analysis and interpretation were done concurrently, while
interviews were being carried out. Figure 4.2. was developed to depict the
way in which the two methods were combined to begin construction of an

understanding of the research question.

158



Figure 4.2: Analysis and Interpretation
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It became evident mid-way through the process of data collection that the
developed categories accommodated influences from new interviews; in other
words, no new categories were required to capture the influences that

emerged.

4C.8.4. Participation of participants

Savin-Baden and Fisher emphasised the participation of research participants
in our research processes as one of the strategies through which ‘*honesty’ is
negotiated (Savin-Baden and Fisher, 2002). I made every attempt to include
participants in the process of knowledge construction. Further participation
was elicited through the adapted process of member checking. Most
participants engaged comfortably with the ideas presented and would relate
examples from their own lives when they agreed with the categories
presented. Some categories elicited in-depth discussion, either because
participants found relief in the knowledge that other participants shared their

experiences, or because they did not immediately identify with the category.
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When participants did not identify with a category, one of the following
reactions was seen:
¢ they saw the category as a pertinent influence but experienced it
differently,
¢ they saw the category as a pertinent influence for other people with
psychiatric disability, but did not see its applicability to themselves or,
¢ they disagreed with the category.
The first response led to fascinating discussions and subsequent modification
of categories to incorporate these views. The third led to the participant’s
questioning of the category to ensure that it was in fact an influence that was

experienced by other participants.

When it was time to do member checking with the first participant, I was
confronted with a decision either to give feedback on the entire framework of
categories, or only to give feedback on the categories that were relevant to
the particular participant. I made the decision to give feedback on the entire
framework, but highlighted when a category seemed relevant for the
participant particularly. The main reason for this decision was that it was a
less threatening way to discuss categories sensitively, because participants
would not be made to feel uncomfortable. The strategy worked well and I
decided to continue using it for the foliowing reasons:
¢ Many participants were positively surprised that they were given the
opportunity to comment on the framework of categories. Most of them
verbalised their appreciation for being involved in this way.
¢ Most participants were truly interested to know how their views and
experiences were either the same, or different, from those of other
participants.
¢ Discussion was generated when participants were ‘reminded’ by the
categories that they too shared similar views or experiences.
¢ It was a kind approach in that participants saw their own experiences
in the context of a fuller picture. The impact was that difficult

experiences were to some extent normalised.
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¢ Knowledge was gained that would otherwise have been missed, for
example the strong commitment of many participants to be involved
with other people with psychiatric impairment and the stereotypes that

participants themselves held of other people with psychiatric disability.

The member-checking interviews were tape recorded, transcribed and
incorporated into the analysis in the same way as was done with other
interviews. Their impact on both knowledge construction and analysis was
however in some ways more significant. I believe this was because of the
quality of participants’ participation and the way they connected with the

process of data construction.

4C.8.5. Formal analysis

The final stage of analysis involved the writing up of findings as presented in
the chapters to follow. The emphasis in this phase was a synthesis of
previously described processes in order to group and refine constructions of
the influences that emerged. This process involved further consideration of
the emphasis placed on particular aspects by considering all the available

data, as well as revisiting literature.

The categories and themes that emerged from the simultaneous processes of
narrative analysis and analysis of narratives generated themes and categories
that will be presented in Chapters 6 and 7. The next step to consider was to
show how these categories and themes were in fact impacting on the lives of
participants. The focus of analysis underwent a subtle re-orientation that is
difficult to capture, but that had something to do with a move away from the
experiences participants had had and the influences that were currently
impacting on their behaviour, towards an attempt to explicate the dynamics
that resulted in such experiences and influences. The first two steps in

analysis relied heavily on the experiences of each individual participant with
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some of the insights generated from other participants’ experiences also
playing a role; it was, however, for the most part dominated by the intra-case
analysis. The third step in analysis, namely formal analysis, was constructed
on a global view of influences that emerged across the experiences of

participants. This analysis was therefore predominantly inter-case in focus.

It was during the formal stage of analysis that attention was given to politics
as a mechanism to legitimise the research done. It is here that the
marginalisation of people with psychiatric disability had to be considered.
Participants’ own endeavours to make sense of the influences that impacted
on their participation in work had to be considered within a macro context in

which the social constructions of such disability would be considered.

Conclusion

The methodology that was presented was well suited for use with the
participants in the study and for finding answers to the research questions.
Its participative character allowed for construction of findings that were based
on more than one dimension. Participants shared their views and experiences,
for which their life stories provided a context and an understanding of the
temporal dimension. Processes of analysis and interpretation were enriched
by understandings gleaned from the matches and mismatches between
participants’ ‘telling a life’ and their ‘living a life’ dimensions. The findings are

presented in the next two chapters.
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Chapter 5: STEREOTYPES AND STORIES

Introduction

The main purpose of this chapter is to introduce the participants in this study
and to show how their lives challenged many negative stereotypes heid by
society and by some health professionals. Participants’ stories were shared
during the interviews, but these stories were also being lived day by day. The
depth of participants’ experiences and their open sharing of their stories in
themselves made me aware of a world that stood in complete contrast to the
types of stories that usually dominate service settings and revolve around
illness. The humour, seriousness, compassion, sorrow, sincerity and detail
with which participants told their stories foregrounded full lives in which
psychiatric impairment was one (albeit an important) influence alongside
many other influences that their authors generally fully appreciated. Rich lives
characterised by many different aspects served to contextualise episodes of
hospitalisation as small and contained (albeit usually extremely traumatic)
events that were flanked by many regular and diverse experiences. The
tendency in medical model service settings has been to focus on people’s
symptoms and on behaviours associated with psychiatric impairment to the
neglect of broader issues such as strengths, life circumstances, values or their
hopes for the future. The extent to which such a tendency had ‘reduced’ or
‘stripped’ people of their contextually rich lives was highlighted by the
contrast of meeting participants in their own environment, on their own terms
and without any expectation that they be required to fit a particular mould in

order to be judged ‘sane’.

Participants” stories went against many stereotypes about people with
psychiatric disability. Negative stereotypes often are not recognised for what
they are and therefore go unchallenged. In this chapter a number of such

stereotypes will be shown to be untrue as the life stories of participants
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illustrate a reality opposite to that which shapes dominant stereotypes. Many
health professionals do not have a conscious awareness of the stereotypes
that influence their decisions and actions pertaining to people with psychiatric
disability. Negative stereotypes are most noticeable as stigma, as was
discussed in the preceding chapters. Stigma is seldom expressed as an active
rejection of a psychiatrically disabled person. Instead it presents as an all
pervasive passive acceptance of the exclusion of people with psychiatric
disability from participation in important social domains. Work is one such
domain, The stereotypes introduced in this chapter were understood to be
interfering with the conceptualisation of people with psychiatric disability as

workers — they were based on my own experience.

5.1. Stereotypes about people with psychiatric disability and work

During more than two decades of work experience in various psychiatry
service settings I developed an appreciation of the attitudinal barriers that
people with psychiatric disability face from day to day. Prominent stories were
those that contained instances of abandonment, abuse, neglect or ridicule.
Examples included families who refused to accept patients home after
discharge or patients being ridiculed by community members who would call
out names such as ‘malletjie”®. These types of behaviour were often the
result of stigma attached to psychiatric impairment. It also relates to an
inability to separate the person, from the impact of her impairment; which
means that judgements are made about behaviour over which the person
with the impairment might not have had control. The damaging consequences
of such episodes are obvious and open; different from more subtle, broadly
held beliefs and stereotypes that I believe to be equally damaging. In fact, I
hold the view that explicit instances of prejudice are easier to obfuscate,

because these are easily identified. When negative stereotypes are

'8 An abusive term, literally “small crazy one”, from Afrikaans ma/ - ‘mad/crazy’.
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operationalised without these being made explicit, the consequences are
usually not discerned; ultimately resulting in attitudinal barriers that are not
challenged. My own awareness of social stigma associated with psychiatric
disability has been confirmed by published research (Camp et al., 2002;
Perlick et al., 2001; Penn and Corrigan, 2002; Sirey et al., 2001) and social
commentary (Herrman, 2001; Johnstone, 2001; Kaas, 2001). However, the
stereotypes presented in this chapter are the ones that in my own experience
were foremost when it comes to hindering people with psychiatric disability in
their ability to work. The recurring stereotypes are presented in inverted

commas and discussed below (5.1.1.-5.1.10).

5.1.1. "People with residual symptomatology cannot work”

During the years I worked in the field of psychiatry the view was held that
people who are experiencing residual symptoms associated with psychiatric
impairments were not well enough to work. In fact, it was feared that

working at this stage could be detrimental because of the associated stress.

Both Sharon and Andrew had been experiencing overt symptoms of
schizophrenia for more than a decade. Yet, both of them were working at the
time of the interviews. Both participants experienced positive and negative
symptoms, but they themselves were most affected by positive symptoms,

particularly verbal hallucinations.

Andrew worked as a security man and general assistant at a home for older
people. He used a ‘Walkman’ to block out the voices that he heard whenever
he was alone. Andrew also experienced symptoms associated with an
obsessive compulsive disorder (OCD). This was a more recent problem, which
added to the strategies he needed to control the impact of psychiatric
impairment on his life and on his work. Accommodation was made at work

when symptoms associated with OCD made it difficult for Andrew to perform

165



some of his work tasks, for example he was no longer expected to assist with
washing the residents. This accommodation was crucial; without it Andrew
might not have been able to continue working. It should be noted that the
director of the home, a social worker, also happened to be Andrew’s mother.
The accommodation made was however in line with the guidelines of the
Code of Good Practice (Department of Labour, 2001). Andrew never
completed school and he was not able to work for more than a week in any of
the entry-level jobs he attempted. This all changed when he started to attend
Roseberry House’® and was placed in the Transitionary Employment
Programme (TEP). Through his involvement in the TEP Andrew began to trust
his ability to participate in work. He was encouraged by the support of other
members, particularly staff members and found great comfort in the
knowledge that someone else would be available to do his job when he was
not. He relied heavily on messages from other members that they thought he
would succeed and felt he could ask them to explain things he did not
understand. Andrew improved his own performance as a worker whilst in the
TEP and was assisted to negotiate for his current job by staff members of the
TEP.

Sharon had been at university for one month, having won a scholarship to
study English literature, when she first became ill. After her first
hospitalisation she made one more unsuccessful attempt to study before
finding work that she was able to maintain for just over a year. Sharon was
then unemployed for 13 years, until she obtained administrative work in a
library as part of a supported employment programme. Since starting to work,
Sharon carefully monitors her daily activities in order to prevent exhaustion
which leads to intrusive hallucinations that she experiences when over-tired.

Sharon has been working reduced hours; four hours per day for four days a

¥ Actual name of the organisation was changed. It is a disabled people’s organisation that
functions on the principles of a clubhouse as described in Fountain House New York City
(1999) The Wellspring of the Clubhouse Model for Social and Vocational Adjustment of

Persons with Serious Mental Iliness, Psychiatric Services, 50, 1473-76.
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week. As she described her current work, a range of emotions were palpable.
Sharon saw her work as a valued opportunity, she enjoyed the contact with
her co-workers and she loved being surrounded by books. Sharon explained
how her current work situation resembled the dreams she initially had for her
future after leaving school. Work had a major positive impact on her identity

and gave her new hope for the future.

Not only did participants continue to work while they experienced symptoms,
but some even found that the benefit of work assisted in the alleviation of the

symptoms they were experiencing.

Christo had worked as a site surveyor for seven years and had been
promoted to site supervisor one year before his first experience of bipolar
mood disorder. During his first (undiagnosed) manic episode Christo resigned
from his job because he was planning to start his own business; shortly after
this he was hospitalised for the first time. Immediately following discharge
Christo unsuccessfully tried to negotiate with his employers to return to work
and because more than three months had elapsed after he resigned he could
no longer approach the Commission for Conflict, Mediation and Arbitration
(CCMA). Christo was unemployed and started to receive bills for the debts he
incurred during the time he was experiencing mania. The expensive furniture
and technological equipment he bought had been stolen from his house
during hospitalisation; apparently by a stranger he had invited to live with him
at the time. Christo bravely faced the devastation caused by his own doing,
not finding much solace in the fact that his judgement had been impaired by
iliness. He took the first opportunity he could find to work, even though this
meant he had to do manual labour. When our first interview took place, one
year after he had been discharged from hospital, he had moved on to a better
paid job as a general handyman. By the second interview, Christo had been
made redundant and he once again focussed all his energy and efforts on
finding work. During this interview he highlighted the negative effects of not

having work, directly linking such times with increased symptoms of
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depression. When he later started to work with street children on the streets
of Cape Town, he marvelled at the positive impact his work was having on

the alleviation of his depressive symptoms.

Andrew, Sharon and Christo were not the only participants who were able to
work successfully and have a sense of recovery while also experiencing
symptoms; many other participants maintained their work whilst experiencing
some symptoms. It should however be noted that the symptoms experienced
were either residual symptoms or affective symptoms, particularly depression
and hypomania. These are symptoms that participants would have had time

to get used to and that they felt were now more or less in their control.

5.1.2. "People with psychiatric disability do not want to work”

Low internal motivation is often cited as a reason why people with psychiatric
disability do not work. It has been my experience that this explanation is
often used to overrule reasons people themselves give for not finding work or
not maintaining work. It is to some extent linked with an attitude that
disabled people should be grateful to be given for any opportunity to work;

no matter what their personal preference might be.

Reduced motivation is indeed a powerful symptom associated with particular
psychiatric impairments. It should, however, not be used to over-simplify and
label the difficulties experienced by people with psychiatric disability. All of
the participants interviewed in this study wanted to work. Times of no-work
were associated with hardship and frustration. Participants did experience
difficulties at work, not unlike people without psychiatric disability, and
complained about aspects of work, as most people do. This did not indicate
an intention or desire not tc work. During interviews with participants who did
not have work, their need to work was emphasised to such a degree that it

might be have been considered a preoccupation. Such a preoccupation
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translated, for some, into ongoing attempts to seek work. Other participants,
seemingly less confident that work could be a reality in their lives, did not
seem to take as much action. Participants who worked concerned themselves
with doing well in order to ensure maintained involvement at work. More than
one participant shared the opinion that they had to do better than non-

disabled co-workers as proof of their worth.

For example Suzaan was based in the head office of a large liquor distribution
company. She started her career in this organisation as a cashier after
dropping out of school. Suzaan later explained that she left school because of
an unplanned pregnancy; something she never regretted but that came
during her first experiences of being hypomanic. At the time of our first
interview, Suzaan had been working for the same company for 23 years.
Suzaan lived with bipolar mood disorder and experienced heavy and
prolonged bouts of depression following frequent manic episodes that would
lead to hospitalisation. Since late adolescence, hospitalisation was an almost
annual occurrence, with the exception of three or four years. Suzaan had had
many periods of absence from work and had used more than the allocated
amount of sick leave. She explained that going to work was the reason she
got up on days that she did not feel she had the strength to leave her bed.
Suzaan told me that she would be discharged from hospital on a Friday and
be back at work on the Monday. During the second interview Suzaan jokingly
said that she hoped to marry a rich husband who would take care of her,
thereby allowing her not to have to work. Suzaan was feeling ‘low’ at the time
and was finding it difficult to get up for work and to get going. She was
working flexi-time (started later but was still doing a full day) to
accommodate the slow start in the morning. Suzaan’s ‘joke’ led me to reflect
on her motivation to work and helped me to understand the toll Suzaan’s
illness was taking. It would be fair to say that she required a high level of
internal motivation to keep going during stages of intense depression when

she was consistently feeling ‘low’. Work was in fact an important and integral
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part of Suzaan’s life. She seemed to sense that without work, her life would

come undone.

The toll of some types of psychiatric impairment on endurance should not be
underestimated. Certain (differing) aspects associated with work, for example
socialisation or getting instructions in the presence of co-workers could be
intensely stressful. Some participants did have frequent periods of absence
from work. Labelling periods of absence from work as ‘lack of motivation’,
without sufficient scrutiny to determine the cause of such an absence, would

however be a dangerous oversimplification.

Robert, who had been a high achiever at school (was head boy and played
sport at provincial level), first experienced symptoms associated with
schizophrenia in his final year of studies for a LLB qualification?®. He obtained
his law degree the previous year and was one week away from writing his
final examinations when it became apparent that he seemed to have been
experiencing a prodromal phase of schizophrenia all through his final year.
Although he only needed to be hospitalised twice for short periods of time, he
worked for no longer than a few weeks in fourteen years. Robert had
however continued to play tennis competitively at a club in his
neighbourhood. Robert had made an active decision not to join the TEP
offered by Roseberry House where he attended daily and he was not
attempting to find work. Robert repeatedly emphasised the goals he set for
himself while at Roseberry House. These goals were not very ambitious and
were very long term objectives. For example, his goal for one year was to
learn to use one software package (Powerpoint) and to teach other members
at the Clubhouse the use of another (Excel). Robert spent, on average, six

hours daily at Roseberry House where he was given the most responsible ‘
tasks (bookkeeping and banking) and was involved in ‘teaching’ other

members, without any remuneration. Robert’s explanation of the decision not

% A postgraduate law qualification that is a required qualification for all advocates.
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to work hinged on his view that he was recuperating and getting back the
skills and abilities that he had lost, and that he was set on completing his LLB
before attempting work. Robert admitted openly that he did not wish to re-
enter the world of work as somebody with reduced status; this might have
had something to do with the fact that he did not have to earn money in
order to live comfortably (his parents was taking care of his financial needs).
Robert might be labelled as ‘lacking internal motivation’ and therefore not
wanting to work. I believe such an assessment would be an over-
simplification of the influences at play. A disproportionately large fear of
failure was very evident in Robert’s narrative, as well as cues that suggested
that his family preferred the low-risk lifestyle he chose. As time went by,
Robert recognised the accumulation of non-productive time that he would
have to account for when he did look for work. The future picture that Robert
had been working towards before first becoming ill was one he could not let
go. He seemed to be casting himself into the role of someone needing to
work hard to recover from a temporary (and devastating) experience and that
once this had been achieved, he would resume the life he had always planned
to live. Entry into the TEP or starting other work would mean that Robert
would have to accept the fact that he had a reduced capacity to work and
that he would not achieve the goals he had set for himself. His family similarly
seemed more happy with their son focussing on recovery and prevention of
future relapse, and less happy for him to start an entry-level job of much

lower status than the one they always envisaged he would have.

5.1.3. "People with psychiatric disability are too low functioning for

the open labour market”

A very broad-based belief is that work in the open labour market (OLM) is
only suited to high functioning people and that most people with psychiatric
disability are too low functioning to work in the OLM. This notion is

problematic from two perspectives; firstly people with psychiatric disabilities
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are found to participate in a broad range of work categories and across
performance levels and secondly, the OLM offers jobs which require skills

from the most basic to the most sophisticated, and across many categories.

A further concern is the tendency to describe people as high or low
functioning without measuring performance at work. This is poor practice.
Yet, this descriptor of performance is often used to classify people with
psychiatric disability. Low functioning is generally taken to mean that the
person could not be expected to perform social roles, such as work,
successfully. Indicators used to determine when people are low functioning
could include the severity of symptoms associated with a chronic psychiatric
condition or intellectual impairment. Level of education would usually be used
as an indicator, as well as the level of insight demonstrated. Some of these
variables were illustrated to have poor predictive value when it came to ability
to work. When a vague classification such as ‘low functioning’ informs
decisions made about the opportunities that people are given, it is likely to

have detrimental consequences.

George would have been considered ‘low functioning’. He spoke a dialect of
Afrikaans (Kaaps) but his speech was slurred and his conversation often
lacked coherence. He did not have insight into the experiences associated
with paranoid schizophrenia with which he had been diagnosed. Instead he
believed that he was being persecuted and harassed by youngsters who
meant to harm him, but only during those times when he was ill. He had not
sufficiently understood his impairment to recognise when he was in fact

experiencing paranoid symptoms.

George had been working for the same company for 17 years. He arrived at
work every day to find a loaded truck ready for him and two other men to
deliver dairy products to supermarket chain stores. He started work early, at
06h00, but finished when all the deliveries were done. He worked for six days
of the week and had to be up by 04h30 to start work on time. George spoke

172



about his job with fondness. It was obvious that the demands of the job were
well within his abilities and that the freedom associated with it suited him
well. He seemed to enjoy the camaraderie that he shared with his co-workers.
The work routine was always the same. He spoke about the work being more
demanding on Fridays and Saturdays and towards the end of the year when
more stock was requested by the shops they served. This meant they had to
work a bit harder, but George felt he could cope with the increased demand

during those times.

George's story contradicts both of the assumptions embedded in this
stereotype. The label ‘low functioning’ is shown up to be flawed. George
owned the modest home in which he has been living with his large family. He
spoke about his children and was proud that he was providing them with a
good education and opportunities to have a better life than the one he has
had. His long career illustrates that the open labour market (OLM) comprises
many categories of work, all requiring different levels of performance. Thus,
the OLM market offers opportunities to people in a vast number of

occupational categories which varies in terms of performance requirements.

5.1.4. "Problems at work are ascribed to the psychiatric impairment”

There is a tendency to assign problem behaviour that occurs in the workplace
on the person having a psychiatric impairment. Participants all had stories to
tell in which they felt stereotypes were used in this way. They would meet the
demands of their jobs to a greater or lesser extent; however, it seems that
when psychiatric disability comes into play, problems associated with work

performance tend to be ascribed to the person’s psychiatric impairment.
Thalitha was working part-time as a music teacher at a primary school, did

voice instruction at a university, was the organist and musical director in her

church and when the opportunity presented itself, would perform musicals or
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opera on stage. Thalitha was sharing her work history when she told the story
of having been *fired’ from one of the schools where she had worked. Thalitha
was playing the piano and assisting another teacher who was directing the
school choir when she found herself in a situation in which the iearners were
misbehaving and being rude. She called them to order by hitting a stick on a
table and, when they were quiet, she reprimanded them. Thalitha’s contract
with the school was terminated, the reason given was that she scared the
children. Thalitha had not disclosed the fact that she was living with a
psychiatric disability during her job interview. However, soon after starting
her new job she disclosed to co-workers. Thalitha believed that senior people
at the school came to regret her appointment when they became aware of
her disability status. She therefore did not accept the reason given for her
dismissal and believed that she was asked to leave because of her psychiatric

impairment.

5,1.5, "People with specialist knowledge are needed to assist”

Potential employers often will not consider employing people with psychiatric
disabilities because they believe themselves to be ill-equipped to understand
the needs of psychiatrically disabled people. Many participants’ stories
contradicted such a belief and illustrated how beneficial the input of

employers and co-workers could be. Galiel was one such a participant.

Galiel completed school before he started work as a storeman. During this
time he enrolled for a part-time course and qualified as a fitter and turner.
When Galiel first became ill, he became suspicious of his co-workers, causing
some disruption at work. His employer and co-workers knew him well and
realised something was wrong. Galiel's employer’s sensitivity towards his
needs was the main reason why he could continue to make a valuable
contribution to the company. He liaised with Galiel’'s wife, assuring the family

that Galiel’s job would be safe. This was done at the onset of Galiel’s illness
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when his prognosis was not at all clear. Galiel emphasised the importance of
knowing that his job was safe; this provided him with the impetus to get
better. Galiel returned to work after one month at home, even though he was
not yet able to cope with the demands of his job. He was given a further
three months of sick leave although he was entitled to only one week. He
started working half-days, gradually increasing his work hours. Galiel was
quietly proud of the fact that he was doing even better at work than he did
before his iliness. His explanation was that he channelled the gratitude he felt
towards his employer into his work, thereby improving his accuracy and

production speed.

It is not realistic to expect that all employers would go to such lengths to
accommodate their workers. It was however not an isolated occurrence.
Nicolas had experiences of both a very accommodating employer and one
that was discriminatory. Nicolas worked for a wholesaler for seven years and
had been promoted into a senior position shortly before his first admission for
the treatment of depression following a suicide attempt. After a second
admission, which followed shortly after the first admission, he was
pressurised by his manager to resign. Nicolas remained unemployed for one
and a half years before he obtained the job that he still held at the time he
participated in the study. He worked in a medium-sized supermarket and was
expected to stock shelves, do some cleaning and also to collate orders.
Nicolas had a very supportive employer; not only did he allow Nicolas to take
time away from work in order to go to the clinic, he also assisted by giving

advice and reminding Nicolas to take his medication.

In these examples, and others, the employers were instrumental in
promoting, maintaining or hindering work participation. These employers
furthermore understood the needs of their employees and how to assist

them.
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5.1.6. "People with psychiatric disability are not the best workers”

Even those who believe that psychiatrically disabled people are able to
participate in work will seldom expect that they will be excellent at work. Such
a tendency is unjust and could limit work opportunities and negatively affect

promotion. It is based on the same types of stereotypes explained above.

Both Nicolas and Galiel were excellent workers. Galiel’s precision work could
not be done by other employees. Although Nicolas seemed to fret about his
performance, his employer seemed to be more than satisfied with his work.
On completion of our second interview, on Nicolas’s off-duty day, he returned
to work to clean the floor. He explained that he had attempted, at the
employer’s request, to train other employees to take over this task. Neither
Nicolas, nor his employer, was satisfied with the quality of their work and
each time the task would be given back to him. Nicolas was now cleaning the
floor outside his normal shifts, receiving extra remuneration for the additional
hours of work. Nicolas, a person with psychiatric disability, demonstrated that

he excelled at work.

5.1.7. "Knowledge of psychiatric disability will lead to rejection”

Most participants in the study seemed to have internalised this view, a view
which it would seem is held by many health professionals and members of
society. Chriselda and Christo, as well as Nomisa, had experienced
discrimination as a result of their psychiatric impairment becoming known.
They drew links between lack of promotion or lost work and the fact that their
direct supervisors or employers had knowledge of them having a psychiatric
impairment. Some participants made the decision not to disclose for fear of
being discriminated against. The experiences of other participants illustrated
that employers and co-workers did not discriminate, rather, they

accommodated and assisted participants. Galiel and Nicolas’ stories, shared
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above, are good examples. The stories of Andrew and Sharon illustrated that
it was only after disclosure of their disability status that they were able to find

work.

5.1.8. "People with psychiatric disability always need special

acconmmodation”

Malixoli lived with an anxiety disorder and had always felt shy and lacking in
confidence. When he reached adolescence, his anxiety became linked to
social situations and, more specifically, exposure to women. Malixoli lived with
his mother in one of the informal settlements on the outskirts of Cape Town.
He was enrolled for his masters degree, at the same time as working for the
university. He also developed his own business, spending time after work
hours to design, make and sell clothes for his friends and other customers.
Malixoli was able to deal with his anxiety when he was doing business. He
explained that he learnt to 'talk business’ to his friends; even when he found
himself in social situations. He explained that ‘business talk’ allowed him to
play to his strengths, the confidence he experienced related to the success he
had in business dealings. This seemingly insignificant change helped greatly
to deal with his shyness and the associated feelings of anxiety. Work itself,
for Malixoli, provided the containment and focus that enabled him to deal with
his anxiety. He was substituting leisure occupations with work occupations
and relied on the same elements that he applied in business to manage social
situations. For example, he relied on predetermined structure to reduce his
anxiety. He functioned well within a predictable structure. In preparation for
our first interview he phoned to ask what would be expected of him and how
long it would take. When I explained that a pre-determined interview guide
would not be used, he suggested that the interview last for 45 minutes. He
phoned to confirm that the meeting was happening 30 minutes ahead of time
and arrived early. The structure he brought to an anxiety provoking situation

helped him to contain his anxiety.
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The level of demand required by Malixoli's combination of work-related tasks
is the opposite of what one would expect of somebody with an anxiety
disorder. Malixoli's story challenged the stereotype that people with

psychiatric impairment always need help from others.

5.1.9. "Psychiatric disability increases hardship and brings negative

consequences”

There is an automatic assumption that the occurrence of psychiatric disability
brings hardship and will necessarily lead to negative consequences. Two

participants experienced the opposite.

Nomisa’'s story was different from that of the other participants. Her illness
brought some relief from a life of hardship. Having a psychiatric impairment
brought suffering, but also provided a form of escape at times of severe
hardship and turmoil. In the long term, it provided a very modest but stable

source of income in the form of a disability grant.

Nomisa’s life story highlighted the trials and tribulations faced by many black
women who have lived most of their adult lives under agpartheid in South
Africa. Nomisa was trapped, unable to live her dreams as an expression of her
potential. She wanted an education in order to become a nurse or a teacher.
This desire lured her into marrying a man who promised that he would pay
tuition for her to complete her schooling, something her parents were unable
to do. Once married, she was soon pregnant with the first of her five children.
Her dreams of an education never materialised, leaving her in a situation of

powerlessness.

Nomisa first became ill when her husband brought a new woman to their

home to take her place as his wife. He wanted Nomisa to maintain the
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household and continue to care for their children. Nomisa’s sister removed
her from the situation and invited her to live in Cape Town. She had to find
work and make a life for herself. Nomisa found part-time work as a domestic
worker, but spent most of her time without employment. With her disability
grant (DG), she has been able to significantly improve the quality of her life.
Having money, in the form of a DG, was not the only improvement that came
along with the impairment. Benefits were not only financial. Nomisa joined a
wellness group that brought a sense of purpose and some recognition.
Nomisa became the natural leader of the wellness group. She found a

meaningful place for herself in the group and in her community.

Similar to Nomisa, Dorothy also experienced some positive outcomes
associated with having a psychiatric impairment. It brought a way out of a
very restrictive environment. Dorothy lived with her mother in a settlement
that was given the name "Smarty Town” by the locals. She shared a tiny
house with her mother and three brothers. Dorothy had a daughter who was
born when she was a schoolgirl aged 17 (Grade 12). After the birth of her
daughter, she returned to school to complete her high school education; her
mother took care of the baby. Directly after completing her schooling,
Dorothy started to work in a large chain grocery store, She started as a casual
worker but was later made a permanent member of staff. Dorothy had moved
out of her family home and was happily living with her daughter when her
father died and she had to move back home to look after the family. Only one
other member of the family, her brother, worked; the family therefore relied

on Dorothy to pay the bills.

Dorothy was hospitalised for an affective disorder with psychotic features.
She started our first interview by telling me that she had learnt a valuable
lesson; “to speak what is on [her] mind and to ask for help if needed”. I was
surprised when Dorothy told me that she thought she needed the breakdown
and subsequent hospitalisation the previous year. I clarified the point with

her, asking her directly what she meant by her words “I think I needed it”
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She explained that she needed the breakdown because it changed her
outlook and taught her to take better care of her own needs. Her illness
brought with it a sense that “the worst has happened”. The long term
consequence was that she experienced the freedom she needed to be
assertive, despite immense family pressure. Having a psychiatric impairment
meant that she had to look after herself and it brought a realisation that she
had to consider what was good for her. She was planning to move out of the
family home and to continue her relationship with a man of whom her mother
disapproved. Dorothy believed she would not have come to these realisations

if she had not experienced the psychiatric impairment.

5.1.10. "People with psychiatric disability need help, support and

guidance rather than providing it”

Throughout the study it was evident that many participants were in fact able
to provide support and guidance for others. For example;
¢ Nomisa took a leadership role in the wellness group she belonged to.
She also took the initiative when it came to arranging funerals or
other significant community events.
¢ Dorothy was the only person in her family who earned an income and
who could be relied upon.
¢ Sipho worked as a member of an entrepreneurship group in

Khayelitsha where he took a leadership role.

Most participants spoke often about helping others with similar problems.
Different variations of 'giving back’ to those in need was a strong theme of
their stories. Their capacity for empathy and a shared understanding of what
life could be like when they were at their worst seemed to enhance their

interest and capacity to want to alleviate the suffering of others.
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Conclusion

Participants’ narratives painted a picture that did not fit into the many
stereotypes that are often held about people with psychiatric impairments.
However, participants were all deeply affected by the impact of psychiatric
impairment on their lives. Their decisions about work, and other life domains,
were shaped by the immediate effect of psychiatric impairment and by the
strategies they employed (some more consciously than others) to normalise
their lives as far as possible. A detailed exploration of the impact of
psychiatric impairment on the lives of participants and the strategies they

employed to counteract these will be discussed in the next chapter.
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Chapter 6: LIVING WITH DIFFERENCE

Introduction

This chapter will focus on the approaches used by participants to deal with
difference and with the possibility of relapse. It will explore the adaptations
that participants made in their life-spaces. By life-space I mean ‘those natural
contexts in which people regularly participated in occupations’. The themes
presented represent those influences that shaped decisions about
participation in general but with a specific focus on work. These are
integration of competing identities, strategies for healthy living, approaching
life differently, identity rebuilding strategies and managing stigma, ignorance
and prejudice. The impact of these themes on participation in occupations,

particularly work occupations, will be considered.

6.1. Integrating Competing Identities

Potentially competing elements that were shown to influence the construction
of identity were identified. These are diminished by impairment, identity
defined by others, iliness identity versus worker identity, construction around
being a helper versus the one needing help and also competing health beliefs.
Trends in participants’ lives suggested that the benefit gained from resolving
potential conflicts between competing elements of identity improved their

ability to participate in work.

6.1.1. Diminished by impairment

Participants highlighted the injurious effects their psychiatric impairment had
on their sense of identity. These were closely associated with negative

symptoms they experienced, examples include;
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¢+ mood swings that reduced experiences of joy and happiness,

¢ impaired judgement that left them with financial debts and experiences
that were generally embarrassing,

¢ impaired problem-solving that led to decisions that they later came to
regret,

¢ hallucinations or delusions that brought confusion and fear,

¢ ideas of persecution that led to broken relationships.

Changes to identity were most noticeable when participants first experienced
psychiatric impairment; prominent negative consequences were also brought
with relapse. However, participants also noted lasting residual effects such as
reduced ability to concentrate. These lasting negative effects were most
feared because these had a lasting impact on identity, for example most
participants experienced themselves as less confident and having reduced

self-esteem.

Often when participants did not experience symptoms they would be
reminded by family, friends or co-workers who thought (incorrectly) that
participants’ behaviour or feelings were affected by symptomatology. This
caused irritation and anger in participants who felt that they were not trusted
and who did not want to be reminded of ‘bad’ experiences during relapse.
Whilst the irritation associated with such events had a short term impact,
participants were left with the message that they were not trusted to have
the insight required to identify and to manage the symptoms of their iliness.
When participants had a history of not being able to recognise symptoms and

relapse, these events would have an even bigger impact.

The important consideration is that symptoms could cause feelings of shame,
beliefs of weakness and of being less worthy than ‘normal’ people. Here
Chriselda is talking about returning to work to face colleagues who saw her
when she first experienced a bipolar mood disorder whilst at work. The

humiliation she experienced was clearly evident.
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"And .. the sort of ubh.. [deep sigh] my having to fax letters and to send my
.. My sick certificate, hospitalisation certificate to companies and sort of the
'Oh gosh, these people are going to go’ "Ag shame.. she just came from
[Name of psychiatric hospital], she must be off her rocker!" And .. the sort
of.. stigma that is attached. The first couple of weeks, it was.. everybody
was- that knew me.. and .. those that saw me in hospital, when I was..
drugged out of my scull.. and was deranged and really loony.. and .. they
were handling me with kid gloves, which I understand.. because they were

not sure if I'm on or if I'm off” [starting to cry again]. [Chriselda]

Thalitha was one of the two participants who contested the idea of being
diminished by having a psychiatric impairment. This contrasted with the other
participants who all felt that because of having a psychiatric impairment they
experienced diminished worth and reduced confidence or ability. It should
however be noted that the intensity of these feelings varied greatly from one
participant to the next. Thalitha insisted during the final interview (in which
member checking was done) that having a bipolar mood disorder was a part
of who she was in much the same way as other aspects of her personality
formed a part of who she was. The excerpt below was taken from this

discussion:

"But you see to me, .. spoiled.. not a spoiled identity. That is me .. The
after’ is more just sort of in fact, not reducing self worth, but um.. ..
learning to value one's worth even more. .. Not reaucing it. [Long pause]. Um
..with me, it's not a reduction or an impairment, as you said the before and
the after. The after, .. isn't after, it's .. learning to really take .. .. made
aware of ones worth, .. and being forced .. to .. change one’s life in such a
way that .. because for me I feel, that when I have the um.. episodes, it's

been I work too much...” [Thalitha]

Thalitha explained this view by explaining the positive associations that were

being made about people with bipolar mood disorder in some countries. As
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early as our first interview she explained that, for performers, having a bipolar
mood disorder could be regarded as a positive attribute and added her views
indicating her agreement. It should be clarified that Thalitha’s life had been
negatively affected by psychiatric impairment. She did not work full days
because she consciously monitored her levels of fatigue. This severely limited
full-time employment opportunities that offered benefits such as pension or
leave; which placed her in a financially vulnerable position. Thalitha’s work
commitments comprised;
¢ Vvoice instruction for a number of students at a university,
¢ part-time music instruction at a primary school where she also
rehearsed and conducted the choir for each class
¢ organist at her church where she also conducted the choir and would
oversee rehearsals once a week, and
¢ piano tuition at her home.
Although Thalitha was not performing during the time our interviews were

done, she usually accepted work as a singer on stage at least once a year.

The contrast of Thalitha's perceptions with that of other participants led to an
understanding that the impact of psychiatric impairment on identity can be
more damaging, or less damaging, depending on the processes of identity
construction. Firstly, Thalitha did not perceive the social context in which she
performed to be hostile; this might have reduced the negativity of influences
that impacted on her identity. Secondly, the impact of symptomatology on
identity was seen to be enhancing those characteristics she valued, rather
than reducing them. The dynamic interplay of influences that informed her
construction of identity might have led to the fact that she did not experience
the impairment as having had a devastating effect, when compared with

other participants.
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6.1.2. Identity defined by others

Participants seemed to rely on the judgement of others when they were
gauging how well they were doing, the value of their own contributions and
their acceptability as participants within the work place. It should be noted
that this tendency seemed to apply beyond the work setting, to family
situations as well. Criticism from others would have a detrimental impact on
participants’” own judgement of their acceptability or their contribution.
Participants did not always accept criticism at face value, but would
nonetheless spend considerable time thinking about such judgements.
Evidence that contradicted such criticisms would be put forward and revisited
by participants in an attempt to refute what they considered unfair criticism.
On the other hand, positive feedback or behaviour from others affirming the
role and place of participants were found to be greatly encouraging.
Participants would often repeat statements made by others to affirm their
own contribution and worth. Similarly, they would scrutinise the behaviour of
others around them for signs of empathy. When co-workers or family gave
some indication that they appreciated the difficulties confronted by
participants, or that they recognised participants’ attempts at overcoming

obstacles, participants read validation into this.

Nicolas’ interpretation of other’s behaviour towards him was influenced by his
own previously held negative views regarding people with psychiatric
impairment. These views were developed during a childhood that was
characterised by extreme poverty and entrenched patterns of alcohol
dependence that characterised the daily lives of his family members. Nicolas,
the youngest of twelve children, was the only one who did not use alcohol,
something he came to associate with psychiatric impairment. Although Nicolas
altered his views of people with psychiatric impairment after he first received
treatment for depression, he continued to expect other people to have

negative views that were similar to those he himself had held. This resulted in
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his withdrawal from his friends and unhappiness with the community in which

he grew up in since his birth:

“Ek wil ‘n ander heenkome gaan vind.. want ek vind uit.. vanwee my
siektetoestand, almal wat ek ken, hulle behandel my nie.. soos hulle my eers
behandel het nie. En ek kan dit nie hanteer nie.. dit kan ek nie hanteer nie.
En ek dink nie dis reg van hulle om so te verander nie. [Small pause]. Ander
tye was ons in 'n klub gewees, 'n snoeker-klub, waarvan ek die kaptein was.
Toe ek in die hospitaal beland, toe vat hulle my kapteinskap af.. ek is nie
meer kaptein nie.. ek is nie meer in die senior span nie.. ek is na die junior
span geskuif. Toe vra ek nou waarom.. dan het hulle met my suster gaan
praat, my suster het my siektetoestand aan hulle verduidelik.. toe sé hulle
hulle wil nie meer daardie druk op my plaas nie.. van te presteer nie. Toe sé
ek maar.. dis nie nog druk nie, dis dan ontspanning vir my. Hulle sé nee, in 'n
kompetisie is dit nie ontspanning nie, om kompetisie te wen, Sit ekstra druk
op jou. In die juniorspan.. is dit nie so nodig nie. Dis maar net 'n oefenspan,
ast ware, wat na die A-span toe gaan. Toe sé ek maar dan is dit mos
nutteloos vir my, en toe onttrek ek my uit die klub uit want.. ek voel ek is
goed genoeg vir die A-span. Hoekom moet ek na die B-span toe gaan? Toe

Sé ek nee, ek stel nie belang meer nie”. [Nicolas]

I want to find another home for myself.. because I am discovering.. that people are
treating me differently due to my illness, everybody who knows me treat me differently..
different from the way they used to treat me. I don't think it is fair of them to change in
this way [small pause]. I used to belong to a club, a pool-club, I was the captain. When I
landed up in hospital, they took my captaincy away.. I am no longer the captain.. I am no
longer in the senior team.. I was moved to the junior team. When I asked about this.. they
told me they went to speak to my sister, she explained my illness to them.. so they said
they did not want to put pressure on me.. to have to perform. I told them I did not
experience pressure, instead, I found it relaxing. They said that playing in a competition is
not relaxing, pressure came with the need to win competitions. In the junior team, this is
not the case. It is a practice team, so to speak, to feed into the A team. I told them this is
of no use to me, and I withdrew from the club.. I feel I am good enough for the A team.
Why should I be in the B-team? I said no, I am no longer interested.
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This excerpt was taken from our first interview together, The discussion that
followed led to an exploration of the possible intentions of Nicolas’s friends.
During our third interview, Nicolas reported that he had gone back to the
club, after doing some thinking. He came to believe that his friends had been
genuine in their concern for him, motivating their behaviour, After explaining
his illness and disappointment with not being able to play in the A-team to

them again, Nicolas re-joined the club and was accepted back into the team.

This part of Nicolas’s story illustrated the unfortunate consequences of a
participant’s reliance on the opinions of others, at the same time anticipating
the views held by those around them to be negative. During the interviews
Nicolas was trying to provide a rationale for his decision to withdraw from
participation in an occupation that he valued above all others, including work.
He realised during the interview (and subsequent reflection on the interview)
that his friends might have been acting out of concern, rather than with intent
to exclude him. The trend picked up during interviews was that participants
often, passively, accepted real or anticipated negative views. Whilst they
would ponder on the consequences and the unfairness of such views, they
seldom confronted other people in order to confirm negative views, and then

to challenge such views.

6.1.3. Balancing illness identity and worker identity

With the first occurrence of psychiatric impairment, participants would already
have constructed an identity that was informed by their life experiences in the
absence of psychiatric impairment. Such experiences might have included
participation in work, or being a student, which led to the construction of a
work identity., The occurrence of new experiences that are shaped by
symptoms related to psychiatric impairment might be equated with the

incorporation of an iliness identity. For the purpose of this study ‘illness
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identity’ should therefore be understood to mean ‘the definitions that are
created for and superimposed on the self as a person with psychiatric
impairment’. One might for example consider the person who yields to
symptoms associated with psychiatric impairment to such an extent as to
choose a life with many restrictions, as having a strongly developed iliness
identity. This would be in contrast with a person who attempts to continue
with life as it was known before the occurrence of psychiatric impairment,
rejecting life style changes and not utilising support that might be available.
Participants’ life stories illustrated the need for a good balance in work
identity and iliness identity to provide the flexibility required for adjusting to
the fluctuations that necessarily will occur. An over-reliance on one of these
constructs tends to bring rigidity that disallows fluctuations in health that
otherwise might have been contained without secondary disruption. It also
gives impetus to strategies that are overly vigilant in restricting participation

as a protective mechanism.

Participants who had their first experience of iliness earlier in life, while at
school or university, would have incorporated an illness identity at an earlier
stage, Some participants seemingly incorporated an iliness identity into their
existing identity constructions with relative ease, others experienced great
difficulty. When participants resisted elements of an iliness identity, they
seemed to be more determined to continue with their lives in ways that
resembled their life before psychiatric impairment. The opposite was also
true. However, the bigger determinant was not the ease or difficulty with
which an illness identity was adopted, but the ease or difficulty with which a
worker identity was constructed. Those participants who already had a well
established work identity by the time they first became ill found the
continuation of a worker identity much easier than participants who did not
have such a foundation from which to proceed. They former group seemed to
rely on being a worker in order to mediate the distress experienced as a

result of psychiatric impairment.
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In the absence of a worker identity, participants seemed less prepared to
overcome the barriers that made entry into work difficult. Constructions of
identity seemed to be absorbed in issues around preservation of health as a
protective mechanism against possible relapse. Without a work identity to rely
on for affirmation that they might succeed in work, participants faltered when
they attempted to obtain and maintain work on their own. For example,
Robert and Sharon were both top students at school and had been elected to
leadership positions before they had gone to university. The first experience
of psychiatric impairment during their student years seemed to derail them
from previously held future plans to such an extent that they were unable to
contemplate working for many years. In the following excerpt Sharon talks
about being given an opportunity to enter work within the context of a
supported employment programme. She mentioned that she did not succeed

in finding work until she did this in a disabled capacity.

"I have noticed there is no stress barrier ...stress here at [the library], as I
had in other libraries. Maybe because it is a semi-refigious organisation, or
the staff have been told that I am disabled, I was never able to work until I
found a job in a disabled capacity. And fortunately I knew exactly what to do
... I've done proofreading, they put me on a 10-day computer course, which 1
managed to pass, ... every day there is something new to do, and I ... just all

my talents have come back”. [Sharon]

Sharon'’s life story illustrated an interplay between her iliness identity and
worker identity. Both had to be acknowledged and held in a particular balance
for her participation in work to be enabled. The same was true for Donovan
and Andrew who found that their ability to work was greatly enhanced by the

support they received from Roseberry House.

Both had had repeated attempts to find work, with mixed success. The real
problem was, however, maintenance of work. Donovan could hold a job for
up to two months, but Andrew only lasted weeks. Both participants became

members of Roseberry House and entered into the TEP. After a number of
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temporary placements they both found jobs. This time they were able to
maintain work, arguably because they were able to utilise the help that was

offered to them.

6.1.4. Balancing constructions of 'helper’ and ‘helped’

Being in a position of needing help caused discomfort and feelings of
ambivalence. It evoked seemingly contradictory feelings, on the one hand
being appreciative and feeling cared for and, on the other, feelings of being
weak, out of control or unable to look after self and others. Negative
associations with needing help might have had something to do with the fact
that people with psychiatric impairment usually need help from others only
during phases of active iliness, when they experienced relapse or during
recuperation after relapse. Examples of the help that is needed during these
phases vary, it includes curative and rehabilitative intervention, practical
assistance, for example a place to stay, assistance with problem-solving and
decision-making, and financial support to cover costs of treatment and also
lost income. Participants’ need for help obviously intensified when relapse was
associated with impaired judgement. The main argument here is that being in

need of help reminded participants of relapse; it therefore had connotations.

In contrast, participants valued instances where they themselves were in the
position of being able to help others. The pattern was observed when
participants spoke about hospitalisation, and about their lives outside the
realm of work: being in a position to help others brought positive feelings and
might have demonstrated to themselves their ability to make a worthy
contribution. Whilst needing help was something participants disliked and that
they accepted with some reluctance, being able to help others allowed them
to feel needed, worthy and in control. In the quotation below Thalitha is
talking about her hospitalisation. It is clear from the excerpt that she

positioned herself as the helper, something she valued being:
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".. you observe people also just in a slightly different way, and that makes
one sympathetic towards other people, you know, I won't just make a split
Jjudgement on a person like, okay.. if they haven't done that, what is the
reason, is there a reason, how are we going to find out, do we ask, who do
we ask, do we ask the director, do we ask a parent, or you know, until you

get.. until you get a better picture...

If one thinks of.. you know, psychology for teachers, you know, we certainly
did not do in-depth psychology training at all. Which in psychology training
you obviously get that, you know, because there's a problem, okay, don't
judge the problem, is there a reason, what are the reasons, and you get a
picture and you then make some sort of prognosis, it's not.. it's not in the
Judgement, you have to.. you know, is that.. it’s .. will that be a workable
thing, can we work with that person, with that result. As I say.. I had to
learn that.. I actually had to land up in hospital to learn that”. [Thalitha]

Seemingly an anomaly was that participants did not judge those that needed
their help in the same way they judged themselves when they needed help.
Some participants were, for example, outspoken about the need for
reasonable accommodation to be implemented for people with psychiatric
disability, at the same time resisting the idea that they themselves needed

such accommodation.

Frustration arose when attempts to regain independence was hindered by
those who continued to question participants’ ability to be independent.
Participants therefore seemed easily irritated when they felt they were being
treated like children. Conflicting emotions about accepting help might have
been the result of shame or helplessness experienced during those times
when they did in fact need help. The unhappy reality for most participants
was that there were times, even after relapse, that practical assistance and

support from others was needed. Real gratitude and feelings of intense
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irritation were often expressed in quick succession during interviews. This

pointed to the presence of such conflicts.

6.1.5. Competing health views

Traditional views about illness and health are often in contrast with Western
views of illness and health. Particularly in psychiatry a lot has been written
about the differences in interpretation between Western and African points of
view when explaining the cause and reason for psychiatric impairment. The
detail and variation of these views, that were briefly introduced earlier, fall
outside the scope of this study. The focus of this discussion will be on

influences as they emerged from the life stories of participants.

Black-African participants alluded to conflicts that arose from having to
balance competing views and beliefs. The first decision they had to make was
whether to consult a traditional healer or enter into the government health
system. The participants in this study all chose to seek help from within the
government health system. For Nomisa this direction was influenced by a
strong grounding in the Christian faith whilst Malixoli spoke about being
comfortable with modern interpretations of anxiety disorder. For Sipho the
issue was more clouded. His parents had renounced all traditional Xhosa
practices and were expecting him to do the same. Sipho himself was torn
between the interpretation his parents wanted him to follow and his own
feelings that he should be closer aligned with the traditions of his community.
Even though Nomisa and Malixole did not seem to have conflicting ideas
themselves, they nonetheless were confronted by those that felt differently on
a daily basis. Traditional views were in some instances vilified by Christian
beliefs, while people who chose Western solutions were in turn marginalized
by some members of their communities. Constructions of identity were
therefore further complicated by ongoing decisions about alliance with one

worldview or the other.
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Sipho’s internal conflict was emphasised during our interviews. He based
decisions on one of two opposing worldviews that he had been living with for
most of his life. The occurrence of schizophrenia brought to the fore different
sets of choices available to him; these were underpinned by either a particular
sectoral belief system (with a strong foundation in Christianity) that was held
dear by his family, or the traditional isiXhosa belief system to which he
subscribed. Sipho attributed much of the distress he experienced as a result
of his illness to conflicts about how best to manage his illness. Sipho and the
rest of his family held opposing views, causing a deep divide that separated

him from especially his father.

Sipho explained how his family convinced him not to use the medication given
to him on discharge from hospital. Instead, they thought he would be healed
through prayer. When Sipho’s dissatisfaction with his life, and his frustration
with the symptoms he was experiencing remained, he chose a solution in
keeping with isiXhosa traditions, that of undergoing initiation. This was
something that his family did not agree with. Sipho was therefore caught
between gaining the acceptance of his community that consisted
predominantly of isiXhosa-speaking people who held traditional views. For
them initiation is considered an essential step to be taken by boys to become
men, Without undergoing an initiation ceremony in a proper initiation-school,
a isiXxhosa male would not be taken up into the community as an adult. He
would for example not be allowed to marry women from certain families and
could not rely on assistance from the larger community in times of crisis. In
the excerpt below Sipho explains his unhappiness that arose in part because

of needing help and in part because of the conflicting belief systems.

“Sometimes at home I don't feel I belong there. Everything I want I try and
do it on my own. For example when I went for circumcision school my sister
who is married helped me. At home they did nothing for me because they

believe that I am a man so I must do all my things by myself. I don't go to

194



school. I am not working and those are the other things that worry me. My
family goes to church that does not believe in African culture. But I went for
cireumcision because I was thinking about the future of my children. 50 now
its like I don't belong there. Everything I want I try it by myself, even the
clothes that I am wearing I suffered getting them”. [Sipho]

Nomisa spoke about the same conflict between traditional and Western
beliefs in the management of psychiatric disability. She told me that many
African people would see the illness as having been brought about by the
Tokolosh®. This is believed to happen when somebody is bewitched by
another person, usually somebody who had been angered by the person
experiencing the problems. Choosing one of these dominant worldviews
above the other brought conflicts to the fore that otherwise might not have
surfaced, and resulted in difficult decisions. Nomisa told many stories that
revealed a tendency of people confronted with psychiatric disability to shift
between worldviews in their attempt to find explanations and solutions. These
shifts cannot be made easily as the two worldviews in question are diverse.
Shifts would therefore result in disagreements such as experienced by Sipho.

Nomisa shares her views of these conflicts in the excerpt below.

"I think they.. few, why I'm saying that, there's a lot of people outside there
who's sick, walking around, dirty.. eating in the dirty bins, because they can't
think. If you can think, if they.. if they can be like myself, I think.. .. they will
be okay, I think really, because I didn't think before, I was sick. I was
walking up and down, but my sister was there for me. Even if they can get

someone, I think that can be better...

Where there are families.. it's the families.. they, they don't care for them.

Um.. ..other people, they think if someone is sick like.. if you remember last

2L A very small male creature that is strongly associated with having evil intentions.
Mechanisms designed for protection against the Tokolosh are used daily. One such
mechanism is to place all beds in the household on bricks because it is believed that the
Tokolosh would not be able to reach. The Tokolosh could also bring good fortune if
appeased.
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time I was telling you that if.. ..their families, or other people, they can take
them to.. here to hospitals, taking the medication, they will be okay. They
Just taking them as the mad, some ones they won't be healed, won't be okay,
you see what I mean. They just don't care for them whether they okay or
not, they just don't care for them. They just telling themselves "Oh! she's
mad”. Because what they.. the.. the.. word I don't like they using.. it's 'mad”.
[Nomisa]

Nomisa lamented those who held on to traditional views, thereby not using
Western medication that she believed was required. She thought they needed
education and identified this as the main reason for her active involvement in
the running of a support group for people with psychiatric disability in the
community. Nomisa, a deeply committed Christian, explained how those who
were seeking help from traditional healers were caught in a destructive cycle.
In her sharing of her concerns for these people Nomisa explained that people
with psychiatric impairments are feared by others in their communities.
Nomisa herself did not experience negative aftitudes from her community.
She explained this was because of the active contribution she was making in
her community. She would organise prayer sessions before funerals and
would be of general assistance to all those who needed her help. This, in
Nomisa’s opinion, negated the fear people in the community might otherwise

have.

6.2. Strategies for healthy living

Experiences associated with having a psychiatric impairment, together with
subsequent service interventions, made participants aware of the need to
approach aspects of their lives differently. During interviews, participants
often highlighted their intention to change particular behaviour patterns that
they identified as less than ideal. For some participants, the need for change
was motivated by a need to prevent the horror of having to live through
another relapse. Others identified aspects of behaviour that they had always
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considered problematic and that they now wanted to change. For a small
number of participants the onset of psychiatric impairment meant that they
no longer had to live up to internalised expectations they perceived others to
have of them. Freedom from previously felt external expectations allowed for
re-appraisal of goals, bringing these closer to the personal choice of the

individual.

The categories that emerged to make up this theme were closely related and
it was therefore difficult to tease out how they related to one another; these
were self-imposed restrictions, anticipating relapse and maintaining
equilibrium and holding uncertainty. It was not always clear whether the
strategies used by participants were motivated by the need for healthy living,
with the positive spin-offs being an experience of wellness and being in
control, or whether it was motivated by the need to prevent relapse.
Participants placed different emphasis on the two categories, but both were
used by all participants. When participants feared relapse, their main strategy
was to hold back from opportunities in order to prevent stress that they
associated with unfamiliar expectations. This was done as a mechanism to
reduce stress and to prevent fatigue, and ultimately prevent relapse that was

strongly associated with too much pressure or burnout.

6.2.1. Self imposed restrictions

The main mechanism used to prevent relapse was to hold back, thereby
placing restrictions on the occupations participants chose to do. When
activities or situations were judged to be potentially stressful, participants
would usually try to avoid them. Some participants increasingly linked
particular activities or situations directly or indirectly to relapse. For some
participants, restrictions of behaviour became a preoccupation that emerged
as the foundation for most of their decisions. The preoccupation with

preventing relapse often led to non-participation in work-occupations. The
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intensity of participant’s focus on preventing relapse might be understood

when it is recognised that several factors reinforced it.

The unpredictable nature of psychiatric impairment led to participants’ need
to invest their energy into finding explanations for relapses experienced and
how to prevent them from happening again. The ‘out of control’ experience of
having psychiatric impairment seemed to contribute to participants’ need to
develop a personal framework with ‘cause’ and ‘effect’ built into it. Every
participant in this study shared their ideas about the causes of either their
first ‘breakdown’, or subsequent relapses during the interviews. This was
usually done together with the strategies participants had identified for

themselves to combat recurrence of relapse.

Participants generally emerged from a relapse to face the same stresses they
identified to be the ‘causes’ of their iliness, however, they did so from a more
vulnerable position. They were now living with the evidence that they had not
been ‘strong’ enough to ‘cope’ in the first place, hence their ‘breakdown’. A
reduced belief in own ability to maintain health meant that participants
restricted their participation by steering clear of what they perceived as
potentially stressful situations. Christo was reflecting on the jobs he had been
doing since discharge from hospital one year before. He never contemplated
not returning to work, but did not consider himself able to cope with the
same pressure he experienced whilst working as a site surveyor. This was

something he did successfully for twelve years.

"Ja, kind of you know.. just.. suddenly there was this, you know.. we were-
when we started the job.. there was no.. time-limit emphasised.. there was
no.. .. limit on your funding, your funds, you know.. so we.. we basically went
into the job.. quite casually.. and then suddenly near the end it was a case
of.. move it, move it move it.. you know.. you're using tooc much money..
this, that and the rest.. and, and, and.. that- when that happened.. .. I just
felt.. I knew that, I still wasnt ready to cope with that kind of stuff. I felt..

I'm not ready to cope with it because it will just rip me apart.. inside. And .. it
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scares me.. honestly.. it scares me to.. to try and imagine having to go back
into.. the real world, as I said to my friends in my cell-group. It was like..
when I was working with my friend, and then I went to work for my brother
in law and then I went to work for.. this maintenance company.. I was..
because it was.. the way that it was.. I had a lot of support.. .. people were
very encouraging, there was no.. hectic tempo.. like I'd experienced in my
past job”. [Christo]

6.2.2. Anticipating relapse

The pattern of life with a psychiatric impairment was one that brought much
uncertainty and reduced participants’ ability to develop a sense of personal
causation’. The generic characteristic across different psychiatric
impairments is in the pattern of unexpected relapse, followed by
undetermined periods of recuperation. The pattern included those times
during which participants were not aware, or in control of aspects of their
own behaviour, usually during the worst phase of active illness. This aspect of

psychiatric impairment brought major disruption to identity.

The irony was that whilst participants’ behaviour during relapse was often not
in line with reality, the damage that resulted from such behaviour was real.
Some participants spoke about rebuilding their lives, while others would use
words such as “picking up the pieces”. It became evident that all participants

lived their lives with a sense that healthfulness is fragile.

Participants were particularly concerned with finding explanations for the
pattern of their impairment; this was closely tied with the need to identify
factors that caused fluctuations in their health and weliness. Attempts were

made to isolate factors that caused the iliness in the first place and those that

22 A collection of dispositions and self-knowledge concerning an individual’s capacities for and
efficacy in occupations Kielhofner, G. and Forsyth, K. (1997} The Model of Human
Occupation: An Overview of Current Concepts, British Journal of Occupational Therapy, 60,
103-10..
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brought subsequent relapse. The inevitable uncertainties with which they
were left seemed to reduce participants’ belief in their own ability, and
therefore the development of personal causation. Participants voiced their
fear of relapse repeatedly, often whilst explaining preventative strategies.
Such strategies were dominated by a need to minimise stress, often by
avoiding particular occupations or situations. In other words, participants
seemed to live in apprehension, doing what they perceived to be within their
power, in order to prevent the recurrence of symptoms or full-blown relapse.
This meant that the impact of symptoms on identity was not restricted to
periods of relapse, but that the impact was ongoing. Sharon, who returned to
work within the context of a supported employment programme after
seventeen years of unemployment, is talking here about the strategies she
used to avoid relapse. The distress brought about by symptomatology is

clearly evident:

“So I work 4 mornings a week, and 4 mornings a week I can manage easily,
work starts at 9 and ends at 12. So I have time to get up in the mornings,
have breakfast, have medication, take the bus to work, and on Thursday

afternoon when I finish for the week, I am tired.

I only hear voices occasionally when I'm really stressed out and tired, and
that's in the afternoon when I've worked all day, and then I take a pill and go

to sleep, wake up refreshed.

You know, ‘cause schizophrenia is a horrible affliction, and it.. you hear these
changed voices, and if you listen to your voices you will land up doing
unspeakably ridiculous things, so the whole point is.. to differentiate between
ones inner- and outer realities. You know, to see that the external reality is
not.. the same as one’s internal reality. Its this differentiation, which my
psychiatrist taught me years ago, it's always in the front of my mind, you
know,. and I wouldn't wish it on my worst enemy. It's horrible. I don't think
I'll ever get back to as I was in matric, I was a prefect, but.. ..with the help of
God.. I may become .. um.. member of a group of the [Name of place of

work] vou know, an active member of staff”, [Sharon]

200



Fear of relapse, and the restrictions imposed on self to try and prevent
relapse was one of the main influences on the lives of participants. The time
and effort that went into preventing relapse came as a surprise. Participants
vigilantly scrutinised the demands of the day in an attempt to avoid stress

that was consistently cited as the cause of relapse.

6.2.3. Maintaining equilibrium and holding uncertainty

Fears associated with their psychiatric impairment seemed to result in
heightened attentiveness to influences that could impact on wellness.
Participants seemed to live on the alert, scrutinising how well they were doing
at any particular time. They were sensitised to appraise the state of their own
well being on a day-to-day basis and invested time to consider the impact of
many factors on their wellness. At the start of each interview, and often
during interviews, participants would summarise ‘how they were doing’. This
would usually involve a description of mood, and the stress they were
experiencing in terms of the extent to which life events fell within the limits of
their perceived competence. Mostly, participants seemed concerned about the
extent to which life events were within the realm of their own control, and

could be engaged with safely.

Another issue that reinforced participants’ pre-occupation with prevention of
relapse was the unpredictable pattern of psychiatric impairment. Participants
had to accommodate extraordinary shifts, sometimes brought about by a
change in aspects of identity that determine the most personal dimension of a
person, such as mood, ability, motivation or confidence. When considered
with an understanding that psychiatric disability is chronic in nature,
maintaining equilibrium becomes a life task. Donovan, who negotiated a

permanent administrative position for himself after he had completed a TEP in
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the company, talked about maintaining equilibrium. Donovan had been

working successfully for this company. He explained:

"And then also.. .. basically, what.. what’s helped me a lot.. initially it was.. it
was very difficult.. finding work and being able to keep the job. I actually
found it very, very difficult, initially.. mainly I think because you don't
understand exactly.. .. what’s happening to you. People may explain to you,
but.. .. you dont really grasp the impact it has on your life. And you kinda
want to go on.. .. how can I say.. .. doing things exactly the way you had
before.. .. having become ill. And you kind of find that you.. you.. youre a bit
disjointed.. .. and the balance is not there anymore, and you somehow have
to find an equilibrium for yourself. And it’s very important that a person..
realize that you have to be comfortable with who you are now, you no
longer are what you used to be, it doesnt mean that I dont feel that I'm
less a man that I was before becoming ill, which was 1989.. only.. its much
more difficult because I think the challenges that faces you.. .. has also got a
lot to do with your own attitude, your own.. .. self-image.. .. and that you..
you, how can I say, you.. almost like.. let’s say it’s falling from your little
pedestal and its difficult for a person to get up and start all over again.

Because that’s basically been my experience”. [Donovan]

It seemed the more participants were able to tolerate change brought by the
pattern of psychiatric impairment, the better they were able to incorporate
the changes that were necessitated by psychiatric disability. This was because
such an ability made them flexible and more able to accommodate
uncertainty. The opposite was true, and participants who were uncomfortable
with change were more easily unsettied and became more rigid in their
attempt to control their environment by restricting their participation in a

range of occupations.
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6.3. Approaching life differently

Life with a psychiatric disability required approaches and strategies that
participants would not have needed before. However, some participants
spoke about a permanent re-orientation that was almost existential in nature.
The categories that will be discussed to support this theme are developing
constructions of difference and living within the Will of God. The third
category was more difficult to name, so ‘surviving the worst’ was used to
capture participants’ ways of thinking that suggested, and celebrated, their
survival of what was usually a horrible experience. In their survival of the
worst that could happen to them, they found freedom to change aspects of

their lives that they might not have considered changing before.

6.3.1. Developing constructions of difference

Most participants would at some stage during our interviews use terms to
describe the world into which they did not fit. They described this world as
“the real world”, “the normal world” or the “world out there”. Other
participants did not make such distinctions, but would describe people without
psychiatric disability in terms that set them apart; referring to such people as
“"them” and “they”. Participants consistently perceived themselves as different
and separate. They not only set themselves apart from people without
psychiatric disability but also used narrative that showed them up as being
less able, less worthy or weaker than ‘normal’ people. Although some
participants spoke about experiences of stigmatisation and would criticise
faulty beliefs held by society at large, many did not seem to question the
accuracy, or the fairness, of such beliefs or attitudes. Sipho's quote below

depicted the acceptance of difference that most participants shared.

"If those people would understand my personality and the condition that I'm

in and the way they lreat me.. they should take me as if I am like them,
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although they know that I am not. So I think that would make me
comfortable working with other people”. [Sipho]

When constructions of difference were very strong, this interfered with
participants” construction of a worker identity. The reason for this relates to
the fact that work environments are dominated by non-disabled people and

the stigmatisation of psychiatric impairment.

Suzaan'’s construction of her own difference was all-pervasive. She could not
capture in words how she was different, but her narrative set herself apart
from her co-workers, her friends and her children. When asked about the
experience of ‘difference’ directly, her answers would be vague and she would
not really commit herself to answering the question. However, two types of
‘difference’” were captured by Suzaan. When her family was very supportive
and visited her in [Name of psychiatric hospital], she felt different in a

positive sense.

"My family was always there.. and my mother and my brother are overseas
but my sister and my daughters, my two daughters.. they never let me down
through all those times- they were always visiting. A lot of people just.. they
Just don't they just call or they will.. that, that made me feel different. You

understand?” [Suzaan]

Yet, at work, when she was the focus of conversation amongst colleagues she

felt different in a negative sense.

"I think so. I think so.. If 1, If I just started there or worked there a year or
so.. I doubt whether.., they would have kicked me or I would have feft. I
personally don't think I would have.. because a lot of those people work
there long as well. So , whether, whether they ask me the question out of
curfosity or concern.. it didn't bother me, I just answered it and I said that is

enough don’t ask me any more”. [Suzaan]
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Sipho had the same all pervasive way of describing himself in ways that set
him apart from the rest of the community. He seemed to ascribe most of the
difficulties he experienced to the fact that he was considered being different
from his own family and from his own community. Like Suzaan, he was not
able to explain in which ways he considered himself to be different. However,
Sipho’s construction of himself as different and apart from others became the
reason he chose to actively withdraw from social, community and family life.
He lived in a small room in the backyard of the house in which his family lived
and explained that he would have to decline work offers that involved
working with people without psychiatric disability. Sipho emphasised that he

was alone and also very lonely.

"My life is up and down because of my sickness. I've been sick and then feel
better, and sick and then better, so my life is like that. My life is
unpredictable. I don't feel like I am like other people. I feel I am different
from others”. [Sipho]

When, during the interview, the issue was explored in order to gain a better
understanding of the reasons why Sipho saw himself as being different, he
found this upsetting. Showing his irritation, Sipho insisted on his difference,
based only on the fact that he had a psychiatric impairment. Sipho seemed to
base his construction of ‘the place’ of people with psychiatric impairments in
the community on the views of the larger community. His internalisation of
society’s views seemed to have stripped away his own power to challenge
something that brought him much pain. He not only accepted the status quo,

but also asserted his own difference.

"Yes, that's one of the things and when we talk about my health and others
because there are people who are like me who have nothing. But on my
health side I know the other person does not have what I have so I am
different from him. Secondly the other person has never experienced a
mental illness so that makes me different. I am not different on external

appearance from other people but deep inside me I am... ... I am different in
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my own eyes and also in the eyes of the people whom I have told my story,
like you and [Name of CHW], but other people don’t know that”. [Sipho]

Based on their own ignorance prior to first experiencing psychiatric
impairment, and on their subsequent frustration to explain their iliness,
participants anticipated ignorance and negative attitudes from those around
them. They operated on the assumption that people without psychiatric
impairments did not understand, were not able to understand in much the
same way they themselves were not able to fully understand. This seemed to

contribute to a feeling of being different and apart from those around them.

6.3.2. Living within the Will of God

Participants were affiliated to different faith communities. With the exception
of four participants, they looked towards God for understanding (making
sense of what had happened to them), meaning (finding a reason why) and

for guidance about strategies that could be used.

Understanding God’s Will for their lives and identifying a possible purpose for
their disability brought much comfort to participants. While for some, their
faith was relied on to make sense of what had happened to them, others
changed their lives in order to bring a closer alliance between the lives they

were living and the life they understood God wanted them to live.

Christo spoke with much conviction about his decision not to re-enter what he
termed “the real world”. He saw an opportunity to combine work with doing
something for God and for other people. He spoke about work for God as a
‘blessing’ that he could actually experience physically, spiritually and
emotionally. He also saw it as a defence against his depression. Therefore, it
is something that provided meaning and purpose, at the same time making

him feel better about himself and reducing the negative impact of psychiatric
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disability. Interpreting God’s will for his life, and living his life accordingly,
became the single most important mechanism used by Christo to re-build his

shattered life.

For some participants, like Robert, living the life he understood God wanted
him to live also meant that it was less demanding and possibly less harsh.
Robert’s faith assisted him to accept a level of participation in work that might
be considered ‘low key’ for somebody who has a bachelor’'s degree and future
plans to be a lawyer. He did not contemplate challenges that fell outside the
activities and contexts in which he felt familiar. Making sense of his choices
within the realm of his faith, might have made it possible to accept a life
without participation in mainstream work. Never having worked was justified
by him re-defining his contribution within the Will of God. In so doing,
Robert’s identity needs might have become less reliant on him being a

successful worker.

Interpreting their experience within God’s Will seemed to bring comfort, and
aligning participation in work to serve God brought a life with more meaning.
For some it might have offered 'a way out’. God’'s bigger plan, and the
fellowship experienced with people sharing their own faith, was something

that participants relied on to make sense of the hardships they experienced.

6.3.3. Having ‘survived the worst’

A number of participants explained that they had always found it difficuit to
live their lives in accordance with their own wishes. It seemed that they
would behave in particular ways because they did not want to disappoint
significant others who held particular expectations. When they then
experienced psychiatric impairment they gained the impetus to make changes

in accordance with their own wishes.

207



Chriselda and Dorothy are good examples; they both felt free to implement
change in order to meet their own needs better. Dorothy had earlier agreed
to move back into to her family home, where she did not feel safe, after the
death of her stepfather. Being the only breadwinner in her family, she felt
compelled to return home to help support them. This was done at great
personal cost. Dorothy had been living within a religious community with her
daughter in circumstances that she referred to as “the happiest time of her
life”, Dorothy spoke a number of times about her need to pray; her wish was
that she would end up in a place where all she had to do was pray. She
laughed at this, saying that she never knew this wish would come true.
Dorothy was referring to her time in hospital, when she could prayerfully re-
think her decisions. She spoke about her experience of being ill and said "I
needed it”. Being ill signalled her distress that she was not able to express at
the time, and made people understand that her needs had to be considered.
Dorothy’s iliness brought relief as she felt, for the first time, permitted to

express her own needs and entitled to plan around these needs.

During our last interview, Dorothy shared that she had started to make very
tentative plans to move out of the family home. She devised a compromise in
which she would pay towards her family’s expenses, but live on her own. It
also meant she would no longer give her entire salary to her mother, as she
had been doing. Having a psychiatric disability somehow allowed Dorothy to
give some priority to her own needs, and justified making decisions about

changing her life.

Chriselda spoke about having a low self-esteem, which she ascribed to her
tendency to put too much value on the opinions of other people. She tried for
most of her life to live up to the expectations she perceived other people had
of her, yet did not feel that she was able to meet these expectations. One
obvious example was a relationship she had allowed to continue for seven
years, despite knowing that it was not a good one. She explained how all this

changed after she had had her first experience of bipolar mood disorder.
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Using the expression that “the worst had happened”, she explained that she
no longer needed to uphold the image she thought others expected of her.
This allowed her to align her behaviour and decisions more closely with a
renewed sense of self she was experiencing. She spoke about having had to
confront herself when she was at her lowest, stripped of all pretences. This
experience seemed to free her in some ways. She spoke about being able to

see herself for the first time:

"It's like um, very concerned about others opinions and always asking them
um what do you think about this, do do you think I should join this club, do
you think I should go here that kind of thing, and um.. now its like, you
know I try to - you can't please everybody. So you can do what.. you can

only do what you can do.

After this happened to me, it was um.. um.. the person I was before it
happened to me was um.. it was um.. you can say it was a complete stranger
to me, and um after that it was um sort of picking up the pieces, um.. um..
getting to know and remembering um.. who I am. Who um, what's it, um
getting to know my personality and my sense of self. Getting that back again,
whereas before it was um just sort of mindlessly plodding through life”.
[Chriselda]

Chriselda had always been sensitive to the image she portrayed. She often
spoke about being a fashion designer, the image that had to be developed
and upheld in order to be considered a good designer. She used words like
“fake” to describe the world she worked in. The need to behave in ways she
perceived others wanted her to behave seemed important in her line of work.
However, Chriselda seemed to apply this attitude to the rest of her life. Once
“the worst had happened,” she felt that whatever image others had had of
her had been shattered. Her intention was now to speak about her feelings
more honestly and to behave in ways that would meet her own needs better.

This included confronting people when this was required, at work and at
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home. Chriselda experienced a new found freedom, and a responsibility to

organise her life in ways that would ensure her own wellness.

6.4. Identity rebuilding strategies

Participants focused much of their energy, and a range of strategies to rebuild
their lives. Some of the strategies fell within the realm of searching for
meaning and attempting to make sense of what had happened to them.
Participants also attempted to answer the ‘why me’ question. Strategies they
used to put their lives back together again included finding a positive outcome

from having a psychiatric disability.

6.4.1. Finding positive outcomes

Finding positive outcomes resulting from their psychiatric disability was a
trend through most interviews; exceptions were George, Malixoli and Joanna.
Emphasis was placed on finding positive spin-offs from having psychiatric
disability while participants continued their existing way of life. In extreme
cases, for example Thalitha, positive spin-offs were seen to make
experiencing psychiatric disability worthwhile. For other participants finding
positive outcomes made having a psychiatric disability more bearable. It
assisted participants to accept their disability better as shown in the excerpts

below.

"..I'm going to say a very funny thing: (Short pause) I thank God that I
actually have this iliness.. because it has given me an insight that I wouldn’t
have had otherwise’ It’s making me less judgmental, especially since this last
experience and the way I was treated, and the way my treatment took
place”. [Thalitha]
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“Yes I am still working at this place, and.. in my case I find that.. it’s ..
things are looking much, much better, it's almost like things took a complete
180 degree turn. It's because I decided to take part in my life instead of just
watching my life go along. And .. some days I have my 'ups’.. some days are
up days and some days I have my 'bad’ days. [Name of psychiatric hospital]..
.. in retrospect, it was, it was.. it was a good place for me to discover myself
again..” [Chriselda]

Positive outcomes included relationships. Participants spoke about a new
appreciation for people they might have overlooked in the past. Relationships

with friends and family took on new meaning.

“..my dad and I chat the other night and he said for thirty one years.. you
never saw the things people did for you Christo, you were so busy with.. your
own things’.. but now after that- after what has happened.. uhh, I see the..
effort that my parents make.. to.. to show their love.. ..and the same with my
friends.. I definitely have a different outlook with regards to my friendships.
So.. ..that, that, that'’s definitely been.. a, a.. a plus.. that’s something- that’s
why I don't want to get back into.. the rat race.. of work.. because you kind

of.. you lose that.. everything just gets blurred...” [Christo]

Interestingly, even when relationships deteriorated or were terminated,
participants often interpreted this to be a good outcome. This was because
these relationships were considered to have been insincere or destructive,
therefore it was better to terminate rather than continue them when they

were ‘false’.

6.4.2. Reluctant refiance on others

Assistance and support received from employers, co-workers, family, friends
and service organisations, such as Roseberry House’s TEP was repeatedly
mentioned by participants. While this did not come as a surprise, the extent

to which it enabled continued involvement in work was indeed a revelation.
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Feelings of ambivalence associated with needing help were discussed in 6.1.4.
Despite the ambivalence experienced, reliance on others emerged as a strong
influence that positively impacted on maintained participation in work.

Support at work will be discussed in Chapter 7.

Support from family brought encouragement and seemed to soften the
distress associated with having a psychiatric impairment. For some
participants, having family support was motivational in that they wanted to do
their best for their families. Participants who were able to rely on support
from family seemed less alone in their struggle to regain equilibrium and
focused more on being well again. Some of this is illustrated by Galiel talking
about the support he received. This is made more significant when read with
the knowledge that Galiel had been suspicious of his wife at the time,

something that was a symptom of paranoid schizophrenia.

".the support I had all around, you know my family was won.. especially the
family that I live with, my in-laws and um .. my wife, they were just
wonderful, you know, they just understood. You get a lot of people ..um I
mean I have family members, until today who havent asked me what really
happened, or what kind of iflness do you have. You know they just kind of
like ever since that time they avoid me.. it’s you know, it’s because, probably
because.. I don't know because they dont understand the situation.. ..but um
..I mean my, my family here were very supportive, they understood and um
..my wife used to sit up with me at night, I wouldnt want to go to sleep, I
would sit in that chair here, and just.. you know, I would be scared to get
into bed.. ..and things ..going on in my mind, and she wouid sit on the couch
there and just ..be awake, just, we wouldn't speak, but she was just there. T

knew that she was there for me”. [Galiel]

Some participants, for exarnple Nomisa, did not show any reluctance to
accept help from others. She relied on others in times of difficulty and
considered the fact that she was able to do this a blessing. In the absence of

her family, she relied on friends and members of her community for support.
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Other participants, for example Chriselda, were surprised by their own
capacity to accept help at times of crisis, but soon insisted on returning to

their status of self-reliance.

"Getting back to society was a bit strange.. and.. what overwhelmed me
[crying as she speaks] was the.. the .. the compassion of people. It was.. it
was a big surprise.. and .. the.. how willing people are to help you out. That
was.. it was a big surprise to me because I used to be.. .. T can do this on
my own, I don't need anybody's help yadee, yadee yadee'. And.. uhh.. my
sister’s circle of friends, and my circle of friends.. just sort of phoning up,
checking how I am, inviting me to spend an afternoon with them, kind of
thing. Then sleeping over for @ week at a friends place, her husband was on
business trips and she was alone with the kids, you know, sort of having a

holiday.. and just relaxing”, [Chriselda]

Robert relied heavily on family support and in his case reliance on others did
not lead to maintained involvement in work. In fact, the level of financial and
practical support he was receiving from his family might have contributed

actively to his decision not to participate in work.

"My parents told me time and time again that they will provide for me, and
they will, - and I've got my disability grant. If I stay single, a bachelor, then
I'm sure I will be able to survive until I finally die. If I had a partner, I dont
quite know how that will all work out. I would love to have a job, but it’s a
dream, at the moment any way, the technicalities getting up for work, when
you just don't feel like a full day at work. I'm still a little bit weary, a bit
scared of plunging in where it might be too deep for me at the moment. So
what I'm doing at the moment, is taking it day by day, and making the effort
each day. Like with my sport, trying to get fitter, more active and day by day
working towards this goal and then eventually getting a job one day. They
do have a TEP program here that might be the next step. Although the work
gets, “entry-level” work and it is half day, and that might be the next step.
That might be the next option”. [Robert]
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It became clear through the interviews that participants found solace in the
relationships that offered support during difficult times. They also took
encouragement from people who were significant in their lives. Some
participants were more reluctant to rely on others, and as a result were more
ambivalent about being in a position where they were not independent. Such
participants seemed to be motivated to return to work in order to regain self-
reliance. Other participants were motivated by the “do good” for those who
had shown their support and stood alongside them in difficult times. The
result was return to work in order to take up caring roles previously fulfilled.
Comfortable reliance on others seemed to possibly reduce the impetus to

participate in work.

6.5. Managing stigma, ignorance and prejudice

6.5.1. Alienating consequences of impairment

Changes associated with impairment usually affected the very core of a
person’s being, their feelings, their thoughts and behaviour. This ‘power’ of
psychiatric impairment to affect those aspects that a person uses to define
and understand identity was, in my opinion, the main destabilising factor.
Experiences of alienation that participants had experienced include:
¢ A father who did not trust himself to be alone with his young children
because he experienced paranoid ideation and worried that he might
harm them.
¢ Voices instructing people to do things that go against their religious
beliefs and against their set of values that always quided their
behaviour.
¢ Finding a previously satisfying career unsatisfying.
¢ Finding that good relationships changed, in part because of actual

behaviour (that often occurred during relapse), in part because family
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or friends lost their respect for the participant or looked at them

differently.

The alienation that participants experienced seemed related to a mismatch
between the identity they have come to know and the identity that was
affected by the psychiatric impairment. It follows that the more these
changes went against the participants’ sense of themselves, the more
alienating the experience. Alienation however also came from a mismatch
between the demands of the environment and the participants’ construction
of their own ability. This was especially true if participants were facing
opportunities to get involved in occupation that were different from their
interpretation of the ‘level’ at which they performed before having a
psychiatric impairment. For example, participants who were busy with tertiary
education, and with no work history, found it extremely difficult to identify
and make use of opportunities. The issue here was not only confidence, it had
something to do with not being able to consider themselves as belonging in

the contexts that now offered opportunities.

The feelings experienced when participants were expected to perform in
contexts that did not match their perceived level of competence were not
easily explained; whilst participants were often over-qualified and had the
required skills. A strong trend was seen in which participants prevented
themselves from engaging in opportunities in which they could not be sure
that they would comfortably meet the demands posed. Participants would
speak about opportunities with much excitement, only to change their minds
about becoming involved. Most participants were not able to consciously
reflect on this trend; instead it was a pattern that was picked up in their
behaviour. A few participants had been conscious of this tendency and spoke
about holding themselves back. The alienation that is associated with being in
situations for which participants felt ill-prepared is clearly demonstrated in the

excerpt from an interview with Robert.
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“Yes I think so. I'm familiar with Roseberry House now.. , and if I'm to break
new ground and go into unfamiliar territory, then it’s got to be slow, it’s got
to be slow. .. that’s.. I'm scared, I'm scared of going into unfamiliar territory..
because .. I dont want to.. fail.. I dont want to.. ..have my confidence
knocked once again, you know, as far as work goes and.. .. familiar.. I'd say
Roseberry House is famifiar, ja.. .. (pause) but with also lacking, lacking in
work experience.. s something.. that .. ..if I had to apply for a, for a job..
then that would be.. moving away from Roseberry House and going into
meeting new people- that’s a big thing.. the buildings around me doesnt
bother me that much, it’s the people..” [Robert]

The severity of alienation experienced therefore related to the process of
incorporating a changed identity into existing life-spaces in ways that enabled
participants to feel that they belonged. Galiel, for example, spoke about his
one experience of schizophrenia in ways that suggested it was something that
‘came and went’. He had been greatly affected by schizophrenia when he was
actively experiencing symptoms and was now convincing himself that he
would no longer be affected by it. By attempting to keep his impairment
completely separate from the rest of his life, Galiel was seemingly trying to
put the alienation that made him so vulnerable behind him. He actively
resisted the impact of psychiatric impairment on his life, re-building his life to
resemble the one before his iliness as closely as possible. It was not yet clear
whether this strategy would make people more vulnerable; as I suspected it
might. Galiel’s behaviour during interviews confirmed for me that he needed
to keep the experiences related to psychiatric impairment neatly separate
from the rest of his life. Interviews with Galiel were shorter than with other
participants. His answered questions politely and was positive about his
participation in the study, however, his answers were factual and brief. This
strategy seemed to leave him more vulnerable than participants who made
more allowances for the impact of their iliness to be an acknowledged part of
their lives. I do not mean to imply that episodes of relapse were less
threatening or less devastating to other participants, only that they seemed to

incorporate change and imperfection into their identity. Such integration
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seemed to increase the comfort with which participants were able to talk
about their illness. More importantly, it seemed to reduce their sense of
alienation. This was demonstrated by Thalitha's attitude toward her

impairment that was discussed earlier.

6.5.2. Environments characterised by stigma and prejudice

Stigmatisation of psychiatric impairment and the stereotypes that are
confronted in attempts to participate in work have been presented in the first
four chapters; these will not be repeated here. It should however be
emphasised that all participants lived in awareness of society’s stigma of
psychiatric disability. Some participants would single out the issue of stigma
and speak about their impressions of it. Donovan, who found work for himself
now had a permanent position. He was doing well, but still clearly aware of

stigma.

“Ja...I've been working for some time. I think for me the biggest problem I
actually had was.. um.. or even still is...um...people’s attitudes. Um.. and also
basically rgnorance when it comes to mental iflness...lots of people think, or
have this idea that.. um.. a person with mental illness is...um...let’s say,...um
you're crazy, or your mad...um ..and they somehow link that with people who
has  either got chronic...um...um ..mental disorder, or...um..even the
criminally insane, and they look more at the..um...that negative side of
things; and ..um.. it seems to me ..um..like a blanket attitude that they
have towards you ...um...the stigma is still out there and I think some of the
employers, actually for me, as far as my experience is, ...um.. lots of them /s
still ignorant when it comes to mental illness ; and...um.. basically,.. basically
they see you more as a danger than an advantage to them um.. in the work
place um.. Whereas...um...maybe theres...as far as I'm concerned, there’s
actually adjustments they have to make...um...when you've someone with a
mental fliness which..um.. which has been diagnosed properly and

where...um.. your illness has been managed..um.. well by both you, and
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..um ..either by a therapist or a doctor...um or whatever, you know’.

[Donovan]

Other participants did not separate the issue out in this way, but their
narratives would reveal their separateness and their need to prove

themselves worthy of being considered a person, not unlike others.

6.5.3. Balancing issues of stigma, ignorance and disclosure

Attitudes towards psychiatric disability - participants” own and that of other
people, shaped decisions about work. Participants themselves might have
harboured feelings of prejudice towards people with psychiatric impairment
before experiencing it themselves for the first time. Some participants
continued to talk about others with different psychiatric impairments in ways
that demonstrated such stigmatisation. Furthermore, participants seemed to
trust the opinions of others better than their own when it came to their being
acceptable. This kind of reaction may have been created by those times when
participants’ trust in their own ability to judge for themselves had been
shaken or when their judgement might have been clouded. The result was
that participants did not scrutinise the fairness of others’ attitudes towards

themselves sufficiently.

Some of the difference that set participants apart seemed to originate from
the views participants themselves held before their first episode of psychiatric
impairment. Some people grew up with members of their family who lived
with psychiatric impairments, this informed their views. Nicolas and Galiel
both had negative experiences of mothers who were hospitalised. Others, like
Thalitha, Chriselda and Jessica recognised the symptoms they experienced to
have been noticeable in the behaviour of their parents, but did not have
negative associations. However, most participants shared similar views to that

of mainstream society. Attitudes towards people with psychiatric impairments
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were mostly negative, albeit relatively unformulated and clouded in mystery

and misconceptions.

Disclosure seems to be the one way of managing experiences of stigma. The
issue of disclosure is a complex one, with the processes of reasoning to judge
each instance of disclosure on its own merits being something that
participants seemed to consider carefully. Jessica, who initially did not
disclose her disability to anybody, spoke about issues of competence all the
time. The paradox here was that she received messages from employers and
co-workers indicating their view of her as a competent beauty therapist.
Jessica did not believe this to be true; instead she explained with some
agitation that people did not know her. Jessica’s disregard for feedback from
others seemed to have something to do with her own internal struggles about
her competence. She spoke about being a fraud, and explained that she
“looked the part”. In the quote below, Jessica was sharing one instance in
which she disclosed the fact that she was living with a Bipolar mood disorder

to a co-worker. This disclosure on Jessica’s part was an exception to the rule.

"..she said "you took all the wind out of my sails - I'm gonna tell you
something Jessica, the problem is, you look the part”. (Pause). You look the
part. 50.. it's a facade you know, , that's why I tell you I can push through
that I'm capable.. because.. if you tell me to dress that way, I'll dress that
way, if you tell me to not smoke and not chew gum and to be polite I'll be

those things...” [Jessica]

Some of the turmoil Jessica experienced at work seemed to have something
to do with the fact that she did not disclose her disability. She would feel
alone and isolated in her struggle to work with what she termed invisible

diseases?. At the same time as needing to feel understood and accepted, she

2 Jessica was diagnosed with having an attention deficit disorder and dyslexia as a child.
These impairments made learning difficult. She would dress carefully to hide prominent scar
tissue that resulted from a burn she obtained as a child. She explained that all of these were
invisible to people out there in society.
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needed to hide the difficulties she was experiencing from people at work.
Much later during the research process, significant events contributed to her
disclosure. Jessica was now working as a beauty therapist in an environment
in which she had fully disclosed her disability to her employer and co-workers,
as well as many of her clients. With her disclosure, she also broke the ‘three-
months at one place” work pattern that she had developed, and the doubts
about her competence seemed to have disappeared from her narrative.
Jessica did not once refer to issues of competence during her fourth

interview, this being very different from her first three interviews.

A new found relaxed confidence was evident in the fourth interview with
Jessica that took place one year after she started work in a beauty salon in
which she had been open about her disability. Jessica had not been treated in
the ways she feared she would when people discovered her psychiatric
impairment. Significant to note was the fact that she wore a blouse that

revealed a scar on her chest that she had been hiding up to this time.

Other participants seemed to share this experience. When the nature of
impairments became known in the place of work, difficulties experienced
became less diffuse. Chriselda, for example, could point to exact instances in
which she felt she was being discriminated against. Such incidents would
result in the anger she experienced. Her anger was focussed however,
without causing the generalised discomfort and alienation Jessica seemed to
experience while she worked without disclosing. Donovan and Sharon also
attempted to work without disclosure before they altered their decision to
disclose. Both these participants experienced a similar sense of being true to
themselves and reduced diffuse anxiety that they previously experienced

when they attempted to work without disclosing.
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Conclusion

The issues presented in this chapter represented conscious or unconscious
mechanisms or strategies that participants used to live with disability.
Participants identified some of these issues themselves and were able to
discuss the strategies as well as possible consequences. Other strategies were
however not conscious and were understood from the interpretation of
participants’ life stories together with their behaviour and to some extent the
discrepancies between those things they hoped to do and what they ended
up doing.

Some of the strategies participants used were required to protect identity,
whilst other strategies were about promoting participation in various
occupations. In Chapter 8 the discussion will look at work as a health-giving
phenomenon. It will show how participation in work assisted participants to

re-build their lives and to promote positive identity construction.
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Chapter 7: ACHIEVING WELLNESS THROUGH WORK

Introduction

If one accepts Baumeister’s view that “the self is inferred from experiences”
(Baumeister, 1986:14) it follows that experiences in work would have a direct
impact on the self. Participants all recognised work as a mechanism through
which they were able to meet their needs and as a goal that would assist in
their self-development. However, they also gauged the value of their
contribution and (in some instances) their wellness against their participation
in work. Maintained involvement in work was for all participants their ultimate
goal to work towards; reservations they might have had concerned their
ability to obtain and maintain work. They understood, without reservation,
that such a goal was the expectation of people around them as well.
Participants did not doubt the value of work as a health-giving occupation and
saw it as a mechanism through which they could meet a range of needs. In
other words, work was seen as (1) a means through which better health
could be achieved and (2) a goal that, once achieved, would signal the

achievement of competence and good health to others.

In emphasising the value of work in this chapter, I am not disputing many
well documented negative consequences of work on the health and/or
wellness of workers. Participants’ stories included examples the hardship they
endured when participation in work caused unhappiness, high levels of stress
and, in particular settings, ill-health. When, however, participants compared
periods of no work with the hardship or boredom endured in less than ideal

work situations, unemployment was considered the heavier burden.

Having a ‘work vision’ seemed to affect the ability of participants to work in
positive ways. By work vision I mean the ability to perceive a future that

involves participation in work. Participants with a future picture of themselves
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as workers seemed to have increased confidence in their own abilities and
seemed to invest more energy in constructing a path for themselves in the
world of work. Similarly, having a work history seemed to be a positive
influence on participants’ ability to continue their work with particular
employers. The difference between these two positive influences was that
work vision was an internal process with motivational consequences. Having a
work history was an external influence that led to better acceptance and
accommodation in the work place. A strong relationship between these two
influences was evident. Participants would develop a work vision based on
previous and current work experiences. They would use examples of
competence at work to confirm their own wellness and their ability to work.
External influences, for example the expectations of family or judgements
expressed about participants’ competence however also impacted directly on
work identity.

Achieving wellness through work will be described in much detail as a theme
that emerged from the data. It should however be noted that, as a strategy
with which to achieve wellness, participants did not find all work equally
helpful. It seemed that the more participants held established elements of
worker identity, the more they considered having work to be an integral part
of their lives and the stronger their reliance on work to meet their needs,

including identity needs.
This chapter discusses the improvement of wellness through work under the

following themes: Establishing and maintaining a worker identity, work well

matched and work as a means of managing identity.

7.1. Establishing and maintaining a worker identity

The extent to which participants” worker identity had been established was

one of the most prominent influences that impacted on their decisions about
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work, and the satisfaction they experienced with their current work or career
seemed to be linked. Early on during analysis I realised that for some
participants being a worker was an established part of their identity.
Participants’ identity formation seemed to incorporate their participation in
work., Working was a way of life. The question was not whether to work or
not, instead they focussed on how to obtain and maintain their participation

in work.

Those participants who had been working prior to the first occurrence of
psychiatric impairment seemed to be better able to maintain their
involvement in work. This seemed to lead to them having developed a worker
identity that became an integrated part of their overall identity. Participation
in work became habituated intc an integral routine of everyday life. These
participants seemed tc make every effort to maintain their existing work, or
to find a new job when necessary. Those who were working did not want to
contemplate a life without work, describing an existence without work in

negative terms.

Suzaan seemed to have a well-established worker identity. She did not
entertain thoughts of ‘not going back to work” and viewed work as an obvious

part of her daily routine.

"I never.. in all the time that I worked thought of giving up my job. I mean
there were times I was in hospital, I just knew that when I get out of there
I'm going back to work. And if I came out on the Friday.. that Monday I

would be back at work”. [Suzaan]

Being a worker formed part of Suzaan’s identity construction. She spoke in
ways that showed her identity as a worker to have been consolidated as an

automatic part of her future.
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"Yes because, I'm divorced and my children are grown and I cannot see
myself ah.. doing anything else. Sitting around doing nothing. Like I said
even if I had the money I wou- what do you do?.. with yourself all day. I
think its important to be creative its- although I would love to do a beautician
course and go into that field, I don't have the money right now. But.. I dont
think its too late”. [Suzaan]

This was not the same for all participants. In response to the first question
asked during the first interview with Sipho, he gave a long account, detailing
the experience of the onset of his psychiatric disability and the problems he
experienced as a result of this psychiatric disability. At the end of his account,
in the very last sentence, he mentioned that he was frustrated by his inability
to work. However, the importance that he seemed to assign to concentration
problems and his inability to sleep outweighed his frustrations about being
unable to work. Having reflected on Sipho’s experiences, I came to
understand that he had a very tentative work identity, one that might not be

of assistance to boost his confidence should he wish to find work.

With the exception of Galiel and George, participants all shared their doubts
about the work they were doing at the time, or with the career they had
chosen for themselves. Doubts about work fell into two distinct categories,
depending on the extent to which participants had an established worker
identity. Participants with a tentative worker identity had not made firm
decisions about work participation in work or not. The tendency was to speak
about future involvement in work using vague terms and not being sure about
the types of work that would be suitable. Participants with a stronger worker
identity knew that they wanted to work, but expressed doubts about current

work or chosen career.

Three factors were identified to be interfering with participants’ development

of worker identity. Firstly, the absence of a prolonged experience of work
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within a formal work-setting. Secondly, having to ‘start all over again* after a
relapse became too demanding a task for participants who had lost their
confidence. A macro environment characterised by high unemployment
intensified the impact of these two factors. Thirdly, shifts in worker identity
were brought about directly by symptoms associated with psychiatric
impairment. Such shifts interfered not only with participants’ ability to work
uninterrupted, but also with choices made about work and satisfaction with a

chosen career.

7.1.1. Opportunity to develop a worker identity

When participants first experienced psychiatric impairment before having had
an opportunity to work, the development of a worker identity was extremely
difficult. Sharon and Robert were at university when they first became ill;
Andrew and Sipho were still at school. Donovan had only started work for the
first time some weeks before he first became ill. Sharon, Andrew and
Donovan slowly worked on development of worker identities within
programmes designed for this purpose, specifically supported employment
and TEP. During the course of this research Sharon and Andrew were in the
process of developing worker identities while Donovan had achieved a
permanent position and a well-established worker identity. Robert and Sipho
were both participating in work-occupations, at Roseberry House and the
Noluntu group respectively, without making their contributions formal in any

way. Both participants were attending regularly and taking a leadership role.

# Pparticipants experienced relapse as a major disruption; continuation of life after each
relapse was experienced as a new ‘episode’. Their use of language revealed the effort

required e.g. "picking up the pleces’ ‘rebuilding’ or ‘starting over’,
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7.1.2. Starting again

Participants who had worked for some time, and who had developed a strong
worker identity before becoming ill and losing their jobs seemed to be shaken
by the fact that they were not then in a position to work. Finding a new job
became an immediate focus, and the source of much anxiety. Being without
work was something these participants did not contemplate. An obvious
concern was to replace the income they no longer had, but the need to work

went beyond meeting financial responsibilities.

The experiences of participants who lost their jobs as a result of having a
psychiatric impairment seemed to be very different from those who could go
back to doing the work they did before their illness. Those who returned to
work seemed to operate from a position of strength when compared with
participants who faced a life without the job when work used to be a part of
their life. Having work waiting seemed to impact positively on both the
experience of illness and the process of recovery. Getting back to work
became the most important focus during the phase of recuperation, while

also providing a sense of containment of symptoms.

Some participants did not seem to want to start over again when for one
reason or another, mostly related to psychiatric disability, they found
themselves unemployed. Picking up the pieces in order to start all over again
was something that took courage, energy and that for some seemed to be
more than they were able to cope with. Going back to a familiar work
environment in which participants were known while they were well, served
as a foundation from which they could continue their life. Participants without
such a foundation found themselves in a position of having to start over

again, re-building a life rather than continuing with life.
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Whether or not participants were able to ‘start all over again’ related to their
flexibility and attitude towards change. It seemed plausible that participants’
flexibility in adaptation positively shaped their ability to maintain their
involvement in work. The contrast between Galiel’s point of view that was
captured in the first quote below, with that of Robert in the second quote
illustrates this point. Galiel, an expert at the work he did within the company,
was prepared to be shifted into domains of work that required less skill in

order to ensure continuation of work.

Ja, .. I had a very low self esteem.. at the time when I was ill, you know I
felt like I couldn’t go on, I couldn’t.. I couldnt work I just felt so useless.. and
then after I started therapy, and I was at home, and I started thinking is this
going to be my life, am I going to sit like this all my life, just sit? I
mean you just sit from the morning till the night, you get up, you do nothing,
all you do is you sit around, you don't even help with the kids.. ..I think.. ....
the time off from work made me realise how important work really is, and I
think, that boosted my confidence to go back and you know, .. just to give it
my all and.. ..cause I knew at the back of my mind, you know, I was.. at the
stage when I was well again I became so worried because I thought.. my
boss is paying me now, but he’s not going to pay me for the rest of my life.
And I have to, I knew that I had to get back to work.. no matter what
happens, even if I had to go and do some other work, lighter work or..
something that took less concentration, maybe just a driver or something,
you know.. delivery boy, a labourer or something, just.. you know, work for

my family, for my children”. [Galiel]

Robert seemed less able to make adjustments in order to find work for
himself outside Roseberry House. He was not considering work outside the
domain of Law, his choice of career before he first experienced psychiatric
impairment. Robert, who had completed a Bachelor in Arts degree,
disregarded the qualification he had completed successfully. Instead, he
persisted with the idea of completing his LLB degree before attempting to find
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work. After 14 years, this goal did not seem attainable, not even to Robert.

He also opted not to join the TEP programme within Roseberry House,

"Yes I think so. I'm familiar with Roseberry House now.. , and if I'm to break
new ground and go into unfamiliar territory, then it’s got to be slow, it’s got
to be slow. .. thats.. I'm scared, I'm scared of going into unfamiliar territory..
because .. I dont want to.. fail.. I dont want to.. ..have my confidence
knocked once again, you know, as far as work goes and.. .. famifiar.. I'd say
Roseberry House is famifiar, ja.. ..but with also lacking, lacking in work
experfence.. is something.. that .. ..if I had to apply for a, for a job.. then
that would be.. moving away from Roseberry House and going into meeting

new people- that's a big thing..

When I was Head Boy at High School, matric, played provincial soccer, and
I've always been a “aim high” sort of chap. It doesn't just have to be the
degree that can give me pride, there’s other things that I could also do that I
could feel proud of. I'm proud of this place, I'm proud of Roseberry House.
So it looks like I'm getting satisfaction and fulfiiment out of something
different to full-time UCT, I'm getting self respect. I'm proud of the work I do
here, the work I'm being taught. I'm proud of Roseberry House. So maybe
I'm moving into a new area now. Given time, maybe, I won't be so obsessed
with this whole law business you know. If I can make some money, if I can
make a living, somehow, through Roseberry House, and what the next step

is, if I can make a living, I must just go with the flow”. [Robert]

7.1.3. Accommodating shifts

The often tentative identity constructions of participants were linked not only
to fluctuations in their sense of identity (mostly linked directly to their
psychiatric impairment), but also to constructions of identity, competence and
suitability. Emotional discomfort, together with a sense of alienation, was
experienced in varying degrees depending on fluctuations experienced from

within or from the external environment. Degrees of discomfort depended on
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participants” ability to ‘hold” uncertainty, discomfort and alienation for
prolonged periods of time. During such times participants doubted their
decisions about work and their suitability to work. Doubts would differ in
severity, from a tendency to rethink decisions to being unable to make
decisions. For this reason participants often seemed ambivalent about their

decisions about work.

Jessica’s uncertainty about being a beauty therapist is illustrated by the
following three quotes taken from the same interview. The interview took
place days after Jessica had resigned from an upmarket beauty salon in which
she had been working to start her own business from home. Her own
business was not succeeding, and when the owner of the salon she had been
working for approached her to do locum work for a period of time, Jessica

agreed.

“..Isaid I'd never.. don't ever use the word never, I chose the word never, I
never want to go back to beauty therapy again because.. it’s about touching
people to make them happy. But, too many people have told me about my

hands, that I have to use them in my work..

So I knew I had the job.. so, but I think its been a very stretching, excellent-
excellent oppor.. I really want to carry on with beauty therapy now. I would

like to work with a psychologist one day...

I think I'm a con-artist that'’s what I feel, I feef as if I'm not really a beauty
therapist-ike smart but feeling dumb.. it the same thing I suppose if feel.
but yet it's a gift I mean I really, really have a gift I mean, I've walched
people when I massage them.. how it affects them.. it's wonderful, wonderful

Stuff”. [Jessica]

Jessica’s ambivalence might have been more pronounced because of the
uncertainty surrounding her work at the time of the interview. Examining all

the interviews with Jessica over a period of two years, it became clear that
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her ambivalence about her chosen career was linked to her mood state. Being
a beauty therapist seemed to have more appeal when she was experiencing
an elevated mood state. She would talk about beauty therapy being her
‘calling” and shared her future vision in which she was working in conjunction
with a psychologist to achieve wellness for their clients. In a subsequent
interview Jessica’s mood state was lower, and being a beauty therapist had
lost its appeal. Jessica was finding it difficult to capture a career vision for the
future. She certainly did not consider beauty therapy as an ideal career for
the future. Much changed later on for Jessica who returned to doing beauty
therapy, this time having disclosed her psychiatric disability. She felt
consistently happy about her chosen career and worked in the same salon for

longer than a year.

Suzaan had a well established worker identity. She had been working for the
same company for 22 years when I met her. She held various positions in the
company as she worked herself up to a position ‘in Head Office’ that she held
when I met her. She shared her dream of becoming a beauty therapist with
me during the first interview. For Suzaan, it seemed, this dream became more
of an issue when she experienced manic episodes. During these episodes she
spoke about wanting to undergo training as a beauty therapist in order to
change her career. The only reason she gave for not changing her career was

her inability to afford the training.

For Jessica and Suzaan their satisfaction with their chosen careers was
directly linked to their iliness experience. Galiel and George similarly came to
view their jobs differently when they were experiencing paranoid ideation in
the work place. Both these participants were particularly satisfied with the
work they were doing at the times of the interview, but found it an unsafe
place to be when they became suspicious of people at work due to symptoms

associated with their illness.
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It is important to note that the shifts being described here could potentially
derail participants from being able to work successfully. Christo ‘resigned’
from work during his first hypo-manic episode. Over-confidence, linked to
grandiose ideation he had at the time, informed his decision to start his own
business. The shift in Christo’s mood state effectively ended his seven-year

work history with the company he was working for.

The key to maintained involvement in work related to the capacity of the
individual, as well as the work environment, to ‘hold’ negative feelings or
ambivalence that interferes with work satisfaction. The ability to continue
work despite fluctuating levels of satisfaction was a crucial, albeit obvious,

influence that maintained and threatened involvement in work.

7.1.4, Decisions about disclosure

In the years that I've worked in psychiatry settings the issue of disclosure is
one that was always at the forefront when people with psychiatric disability
prepare to re-enter their lives after treatment. Information is not available to

guide decisions about disclosure.

When participants, or their families, anticipate discrimination they often
choose not to disclose their disability status. In the past, the only risk
associated with such a decision was that an unexpected relapse might lead to
being ‘caught out’ as having an undisclosed impairment. However, since the
promulgation of new labour legislation in South Africa particular disclosure
could be beneficial; reasonable accommodation is one example of such
benefit. Disabled people who alert employers to the fact that they have a
disability during the appointment phase of starting a new job are eligible for
reasonable accommodation. Disclosure would also offer protection against
dismissal on the grounds of having a disability. Reasonable accommodation in

the workplace, support mechanisms, protection against unfair dismissal due
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to illness and education focussed on the removal of attitudinal barriers in the
workplace are strategies that can only be implemented once participants
disclose their disability and nature of their impairment. The decision to
disclose, as well as when to disclose, could therefore have a major impact on

a disabled worker’s ability to secure and maintain work.

Disclosure also seemed to influence the level of integration experienced by
participants in the workplace. Most people with psychiatric disability, their
families and service providers operate on the assumption that disclosure of
psychiatric impairment will lead to alienation in the workplace. However,
participants in this study experienced the opposite. Jessica’s story best

illustrates the impact of disclosure on ability to participate at work.

At the time of our first interview Jessica was 43 years old. She had had an
erratic work-life, moving from one job to another with frequent career shifts.
Jessica would stay in the same job for three months to a year. She would
then choose to leave, often without an obvious reason. Jessica never
disclosed her psychiatric disability to employers or co-workers. Strong
interpersonal skills and a seemingly outgoing nature allowed her to find work
easily. Even though her work-history was fragmented, Jessica gave
assurances that she was a good worker. Several incidents, one being that she
was approached by a previous employer to locum at a beauty salon weeks
after resignation, at almost double the salary she earned while working there,
provided evidence for the fact that she was indeed a good worker. It became
clear that, for Jessica, everyday participation in work was demanding to such
an extent that she would leave as soon as an opportunity arose for her to do
so without causing too much disruption at work. Jessica found the effort to
sustain work sufficiently difficult that she needed to ‘drop out’ when a good
opportunity arose. In one of the interviews she spoke about leaving one of

her jobs as “a door opening”, allowing her to leave.
]
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This all changed when Jessica was approached to work in a beauty salon for
an employer with Parkinson’s disease. At the onset her new employer
explained to Jessica that she could no longer manage her clients due to
deterioration of her physical abilities and endurance. She focussed on the
management of the business. Jessica, impressed by the openness of her new
employer, disclosed her own disability status for the first time. A year later
she was still working at the same salon. She had changed her attitude about
disclosing her illness and explained how this new attitude had freed her to do
things differently. Small accommodations, for example the fact that she was
not expected to constantly play background music, alleviated stressful
irritations that previously made work difficult. Constant music had in the past
led to her feeling over-stimulated and irritated, in turn causing frustration and
feeling overwhelmed. Without disclosure, Jessica would not have been able
ask for the accommodations that now seemed to make a big difference in her

ability to work.

The acceptance that came with disclosure, together with being in a position
to make needs for accommodation known, made all the difference. She was
developing new confidence in her ability to work. Jessica disclosed not only to
her employer, but also to co-workers and some of her regular clients. The
result was that she experienced improved interpersonal relationships and

acceptance and greatly reduced feelings of alienation in the workplace.

When participants first experienced psychiatric impairment while already
employed, they obviously did not have a choice whether to disclose or not.
Chriselda and Dorothy found themselves in such a situation. Their
experiences were different in that Dorothy found that the knowledge
employers and co-workers had positively impacted on her relationships at
work, and her ability to speak freely about matters associated with her
impairment as well as those that were not. Chriselda experienced similar
acceptance at first, but soon found that employers no longer seemed to trust

her. Her work as a fashion designer was shaped to increase her involvement
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in administrative and technical tasks, such as development of textiles, while
responsibilities that involved relating with clients or the public were given to
co-workers. Chriselda’s disappointment with this state of affairs made her re-
think her work in that particular setting; she considered leaving in order to

start her own business.

Disclosure emerged as a prominent influence that clearly impacted on
participants’ ability to work. Positive spin-offs that came with disclosure were
clearly evident in the experiences of most participants. Chriselda and Christo
were the exceptions in this regard. The issue of disclosure is a crucial one and

it will be explored further in chapter 8.

7.2. Work well matched

When there was a fit between the needs and interests of participants and the
work they were doing, they seemed to participate with ease and find work a
pleasure. The creation of a good fit between work and the abilities and
interests of workers is something that is not new to occupational therapists.
The positive impact of having work that matched the interests and abilities of
participants was clearly illustrated in the study. Interviews with participants
who enjoyed what they were doing and who felt comfortable and competent
revealed their confidence that the future, with work, would be positive. The
focus of concerns raised seemed to be on the management of their
psychiatric impairment rather than on issues related to work. Work served as
a stabilising influence that made the future seem more manageable. Concerns
seemed to be with possible ways in which psychiatric impairment could

interfere with their future ability to work.

George was a particular example of somebody who was ideally suited to the

work he was doing.
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"Wee, nee dis baie, dis a baie lekker werk. Dis baie lekker werk. Jy weet die
middelde is so.. baie, baie Desemnber-maande, dan is die swaar werk.
Gewoonlik Is daar so drie man.. jy werk nie te swaar nie, behalwe einde van
die maande, dan steek die werk mos nou op- dan vat die customers nou mos
klomp goete en so aan.. nee mens moet maar net sweet en kom. Daar wat
hulle jou aflaal en dan eers ry, dan kom hulle weer terug en laal jou op en so

aan, so aan, so aan. As ons nou kiaar is, dan kom ons nou mos terug”.

[George]

No, no the work_is great, it is great work, It is a great work, You know the average is..
many, many.. the months of December, the work is heavy. Usually there are three men..
the work_is not too heavy, except for month-ends, then the work tends to be more-
customers buy lots of stuff.. no, nothing to be done but hard work, First we download
and then leave for the next place, then return again to load our stuff and so we continue,

until we finished. When we ve finished, we return.

The motivational influence of participation in work that was well suited to the
needs and abilities of participants was obvious. Furthermore, it provided
containment to participants who relied on having work as a foundation from
which they were able to confront the uncertainty that was associated with

psychiatric impairment.

7.2.1. Accommodations af work

When the environment at work or the systems and procedures that are used
to shape work behaviour are not naturally a good match for the skills and
abilities of people with disability, accommodations can be made to improve
the goodness of fit. Such accommodations, according to the South African
Code of Good Practice (2000) should not interfere with the expectation that

the employee should competently fulfil the requirements of the job.
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When participants were asked about accommodation, all participants singled
out the attitudes of co-workers towards them as disabled people as their main
concern. Obvious accommodations might have increased the discomfort that
many participants were experiencing in their quest to prove to co-workers
that they were competent and worthy role players in the workplace. This
might explain the tendency by participants to welcome the concept of
reasonable accommodation as a strategy to assist other people with disability
to participate in work, but at the same time insisting that they themselves did

not need such accommodations.

Participants spoke about adaptations that had been made in their
environments, without necessarily recognising these as reasonable
accommodation, for example being allowed more than the allocated number
of sick leave days. Such adaptations improved the fit between the
participants’ abilities and the work they were expected to do, in the following

ways.

e Assistance with management of impairment: Dorothy, George
and Chriselda became ill, for the first time, while they were at work.
Their employers were involved to a larger or a lesser degree in the
management of their iliness. Assistance was given with access to the
services they needed for the management of their impairment. In
George’s case, co-workers picked up that he was not well. George,
who was experiencing paranoid ideation, contributed the source of the
problem to the fact that his co-workers were talking about him behind
his back. When he became violent at work, his employer sought help
on his behalf. Dorothy received similar support when she started
behaving inappropriately at work. Her supervisor established contact
with her mother and set up a meeting to discuss concerns and to

discuss possible steps to be taken.
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Time for follow up appointments: Participants were all given time-
off from work to attend follow-up appointments. Chriselda was also
given one afternoon per week to attend a drumming workshop that

she found to be beneficial.

Flexible work hours: Sharon worked for four hours per day and four
days per week. This was done to prevent fatigue that in turn leads to
her hallucinations being much worse, Similarly, Jessica negotiated to
work for four full days during the week and a half-day on Saturdays.
This arrangement suited her well and seemed to prevent over-
stimulation and uncomfortably high levels of anxiety that made it

difficult for her to maintain employment previously,

Flexible sick leave benefits: Employers made allowance for those
participants who needed more than the allocated number of days for
hospitalisation and subsequent recuperation. Chriselda had to take
unpaid leave to cover her period of hospitalisation, but George, Galiel,
Dorothy and Suzaan received full benefits during these times. Not all
participants needed prolonged sick leave; Donovan, Jessica, Malixoli
and Sharon were also employed but did not need this accommodation.

They had not had relapses that required prolonged hospitalisation.

Gradual entry back into work: Some participants needed to ease
back into their work after a relapse. Galiel and Dorothy were both
given the opportunity of initially working less hours which they
gradually increased until they were working full-time again. Galiel, who
worked on high-speed machines as a specialist fitter and turner, was
given alternative jobs to do for a period of time. He did this until he felt
confident enough to start doing his original work again. When he
returned to work, it was for four hours per day. His work hours were
gradually increased to allow him to ease back into working full time

over a three-month period.
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Educating co-workers about psychiatric impairments:
Exploration of reasonable accommodation with participants inevitably
led to participants sharing their view that all they needed was to be
treated fairly. Education of co-workers was something that participants
identified as a need. They would either explain how they themselves
were attempting to explain their psychiatric impairment to co-workers,
or they would share their conclusion that psychiatric impairment could
not be understood by people who have not experienced it. Not all
participants directly identified the need for education of co-workers,

but they expressed their wish for their iliness to be better understood.

"I've been working for some time. I think for me the biggest problem I
actually had was.. um.. or even still is.. um.. people’s attitudes. Um.. and also
basically ignorance when it comes to mental illness.. lots of people think, or
have this idea that.. um.. a person with mental illness is.. um.. let’s say.. um
you're crazy, or youre mad.. um.. and they somehow link that with people
who have either got chronic.. um.. um.. mental disorder, or.. um.. even the
criminally insane, and they look more at the.. um.. that negative side of
things; and.. um.. it seems to me.. um.. like a blanket attitude that they have
towards you.. um., the stigma is still out there and I think some of the
employers, actually for me, as far as my experience /s.. um.. lots of them are
still ignorant when it comes to mental illness.. and.. um.. basically.. basically
they see you more as a danger than an advantage to them um.. in the work

place”. [Donovan]

7.2.2. Supported employment

Through supported employment disabled people are placed in jobs that are
well suited to their abilities and interests. Sharon was the one participant in
this study who was in a supported employment programme. Before entering

into supported employment, Sharon unsuccessfully attempted to find and
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maintain employment on her own. She was living with active symptoms
associated with paranoid schizophrenia that never completely disappeared.
Her illness, together with the numerous barriers she faced, led to prolonged
periods of unemployment. Through this programme she was given an
opportunity to participate in a real job in the open labour market. Sharon

explained her work needs in the following way

I did ask, I said I would like to sit down, I would like to be out of the
mainstream and please, I don't want to speak on the telephone, or handle
money, because I still have a problem counting, I can’t count very well. And

L. ..I don't mind talking to people, but I don't.. I don't want a desk job.

Sharon found work in a library, with the assistance of an occupational
therapist who co-ordinated the Supported Employment programme. She was
able to fulfil the requirements of the job, and was paid accordingly. On-going

support was provided by the previously mentioned occupational therapist.

For Sharon, supported employment seemed to bring together the best of both

worlds, work that is well suited with accommodations already made.

7.2.3. The Transitional Employment Programme

The Transitional Employment Programme (TEP) emerged as a strong enabling
mechanism for people with psychiatric disability to develop a worker identity
and maintain work in the open labour market. The TEP is different from
supported employment in a number of ways. Work obtained through a
supported employment programme is held by the disabled person and is
permanent. Within the TEP jobs are held by Roseberry House and members
are given an opportunity to work in a particular job for three months at a
time. Members who join the TEP would usually rotate through a number of
three-month placements. Another difference is the level of support. Within a

supported employment programme the disabled person in that post carries
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the responsibility for the job. Within the TEP, members can rely on other
members of Roseberry House to work on days that they themselves are not

able to work.

Andrew, one of the participants who had experienced unsuccessful attempts
at work without formal support, repeatedly highlighted the value of being in
the TEP:

"..I went to work every.. day, I got up. I had support, that was the main
thing, and we were told if you're not feeling well, you can stay at home. But
it was not strict actually it was just we learn to work and it's normal life, just

it was a lot of support at Roseberry House...

On my life.. it's changed my whole life, I wouldn't have been where I am to-
day.. Roseberry House at least have helped me to get somewhere, where..
where I'm satisfied where I am, look I.. L. don't even know if I need to
study, I never knew life could be this great, I thought my life was over when

I had the iliness, I'm not joking, I'm serious. Ja.

It's starting all over.. I've been born again, honestly. I thought my life was
over. And when I had the hallucinations, they knew I had it at Roseberry
House.. they just said to me ‘listen, go for it”. I told them I'm scared,
whatever, they told me go for it, they told me how to deal with the situation,

and my hallucinations stopped at work.. honest, it's good man”. [Andrew]

The knowledge that work was safeguarded in the event of symptoms
becoming worse, or even relapse was invaluable. This seemed to be a key
ingredient in the success of the TEP. Donovan talked about the impact of

knowing that his job would be safe in the excerpt below.

But , just the fact that I knew that if there was something to go wrong, I'm
not gonna lose my job and things like that. Whereas before, that’s usually
what would happen, like I mean I'd crack up and everything and I'd lose a
good job and stuff like that. And , there was nothing, there was no support or
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nothing backing me up and at the end of the day, then I have to start at,
right at the beginning again, and it’s it really I mean it breaks you down and
you like really feel, is it like worth it even, sometimes, is it all the effort I put
in and whatever it’s, it’s at the end of the day, if I fall flat on my face, again,

then like you know , once again, therell be no-one for me.

Donovan described his job as being stressful, demanding flexibility and the
ability to take on more than your own responsibilities. He also highlighted the
need for attention to detail. He spoke about his job with obvious pride,
highlighting his own role in making his permanent employment a reality. For
Donovan, Roseberry House and the TEP seemed to function as a ‘safety net’
when he needed it. He explained that he, unlike some of others on TEP,
never needed Roseberry House staff to help him with his work physically.
Instead, he seemed to benefit from knowing that they would be available in
case he needed their assistance. This kept him going independently, unlike

previous attempts, when he worked without a ‘safety net’.

The TEP provided participants with a testing ground. They were able to test
their own competence against the demands of a real job in the open labour

market. Success within the TEP instilled confidence in their ability to work.

7.2.4. Support at work

Support provided at work emerged as a powerful positive influence that
impacted positively on participants’ ability to work successfully. Participants
were however quick to insist that they did not ask for preferential treatment.
Special treatment caused discomfort and irritation and was not considered to
be helpful. Support, on the other hand was singly mentioned most often as an
influence that helped participants initiate and maintain work. Support, for
participants, meant a combination of having knowledge of their impairment,
having an appreciation of the difficulties that result from having the

impairment and being accepting.
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Donovan obtained full-time permanent employment in a large insurance
company after successful completion of a six-month TEP placement. Donovan
insisted that he did not want or need any special assistance. He did however
have strong views regarding the lack of knowledge regarding psychiatric
impairment displayed by his co-workers. Donovan spoke about his need to be
treated with consideration and respect; the same respect people without

disability have for one another.

"And that I'm not.. I'm not just existing or.. or.. um.. that I'm living in the full
sense of the word. Never mind any of the obstacles, the obstacles that that
we have, we deal with in our way and we don't feel, I mean I don't feel that..
um.. the employer.. um.. or even your colleagues and so on, in your
workplace, need to treat you any differently.. um.. they need to give you the
opportunities and.. and.. the exact same chances that they have to advance
themselves, but naturally their approach towards you.. and.. um.. the
altitudes, and the way that they do things, basically they just need to show
you the same kind of respect, the same kind of courtesy, and.. um also.. um..
um.. for me also, the biggest thing is, of course, the stigma attached to

mental iflness”. [Donovan]

Donovan’s life story showed that he had had a rich experience of work with
psychiatric disability. He started work at a young age, before having a
psychiatric impairment. After losing his first job due to iliness, he struggled for
years to obtain work. During this stage, in which he was also mis-diagnosed,
he made numerous atternpts to work, each lasting for a few weeks to a
couple of months. This changed when he was correctly diagnosed and

referred to Roseberry House where he joined the TEP.

It was particularly the support built into being a member of the TEP that
seemed to be an essential ingredient for success for those participants who
were members. Participants with employers who acted in ways that

communicated their support were greatly encouraged to continue their
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participation in work. The element that preserved work seemed to be that
participants were assured that they would not lose their jobs as a result of
iliness. Employers’ obvious power to ensure that jobs would be safe is

illustrated in Galiel's quote below.

".. my boss, he was wonderful he also supported me, [name of occupational
therapist] was in contact with him all the time, my wife used to be in contact
with him. He just told my wife.. look, um.. she mustn’t worry, I mustnt
worry.. um.. once I'm back on my feet I must know I must come back, I have
my job in my place. He employed someone else in my place, because were a
small company, but.. ..also just until I got back, until I was fit again to go
back, then I had my job back, so.. I'm very grateful for that, that was also a
very big help for me, knowing that I'm ifl, I'm at home now, but at least I
know.. that once things change for better I will be able to go into a job

again”. [Galiel]

Behaviour considered helpful from co-workers contained the essential element
of fairness. This was something that all participants agreed on. Many
examples were given of instances in which participants felt they were treated
fairly. They often equated being treated fairly to the way their colleagues

without disability were treated.
Participants who were open and comfortable about their disability status,

thereby allowing support from others, seemed to benefit greatly from such a

situation.

7.3. Work as a means of managing identity

Through their engagement with aspects of work, participants were able to
meet some of their identity needs. Work became a mechanism used by

participants to re-build their confidence and to make them feel worthy. Work
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was used by participants to gauge their own wellness; being able to work was

equated with being well.

7.3.1. Validation of wellness and worth

Work seemed to be the one measure of competence and worth that was
external to themselves and their own behaviour. Furthermore, being able to
work served as a public statement to people with psychiatric disability
themselves and to society in general that indicated weliness and competence.
Many of the stereotypes held in South African society about people with
psychiatric disability culminate in a view that those with psychiatric disability
are not able to work. This view often goes unchallenged, and people with
psychiatric disability themselves buy into it. Against this backdrop, being able
to work made a strong statement about participants’ worth and ability. Some
participants surprised themselves that they were in fact able to maintain
work. Others were confident about their ability to work, and used it to
challenge perceptions of society at large that they were somehow less able

than non-disabled people.

Three excerpts from an interview with Sharon demonstrate the complex
interplay of benefits to be had from employment. A range of different needs;
financial gain, self-esteem, belonging, acceptance and the need to care for

others were met by her involvement in work.

“You know, even my physical appearance has changed. I now have money to
buy suitable clothing, and for my husband and my daughter. So.. .. this has

helped so much in my life, being a useful, productive member of society.

But now, like I'm getting into routine, because I can see .. I don't.. when I
was ill I'd lie in bed all day, and just cry and scream, and drink 16 cups of
tea, and you know, I was a basket case. 50 I'm trying actually to re-structure

my life. As my mind is becoming restructured through um.. routine and
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discipline at work, everything has to be filed consecutively and numerically,

50 it's a very good exercise for the mind...

But like, I still make mistakes, not at work but just generally, maybe I don't
dress properly, or my hafr style is inappropriate, you know, I would like
somehow rehabilitating myself to dress properly for work and you know, so
that I don't sit there and look like, you know the village idiot in an
environment that is quite up-market, because it's a very nice library, you

know, it's very smart”, [Sharon]

Even when participants did not enjoy the work they were doing, they

recognised value in being in a position to work.

"I dread having to go to work in the morning, but when I get there and um..
working with people, interacting with people, and working together with
other people, it um.. um.. it's sort of um.. .. um it's enjoyable to feel that
sense of self”. [Chriselda]

Dorothy explained how, when she was having a bad day, she would stop and
say to herself: "I am working, therefore I am fine. I am not crazy, crazy
people cannot work”. She elaborated by saying that while she arrived at work
on time, stacked the shelves as required and assisted customers when they
asked for her assistance, she went home in the evenings knowing that she

was well.

7.3.2. Integration through interaction and contribution

Having a psychiatric disability is something that has an isolating effect on
people. Participants’ use of language, such as the way in which they spoke
about ‘normal’ people as being different and separate from themselves, as
well as their stories, demonstrated that they did not experience themselves as

being integrated into mainstream society. The experience of being different
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and apart from people without psychiatric disability was also evident in the
narratives of those participants who did not mention discrimination and
stigmatisation directly. Being lonely seemed to be an expected part of

everyday life for many of the participants.

A by-product of working is the interaction with co-workers. Participants that
were working all spoke about relationships at work. These were not always
comfortable, but the participants’ need to demonstrate their competence to
co-workers was evident in all their narratives. This need was closely aligned
to their need to prove their competence to themselves. Being able to work,
and showing co-workers that they were able to work contributed to

participants’ confirmation of their own wellness.

For Sipho, working as part of a group allowed him to experience a sense of
community. This is something that he was not able to experience in other
contexts. Sipho not only formed part of the group, he took a leadership role

within the group.

"The people I work with are the people that I know. When I am amongst
them I don’t have the feeling that I am sick although I know I am. 50 that is
why I like being here”. [Sipho]

Andrew explained how being a worker set him apart from those with mental
illness and grouped him with ‘normal people’. The guilt he so obviously felt at
making these comments might be seen to indicate the shame he himself felt

when he was a non-worker.

“Ja it changes me, it changes how I meel new people and working with..
working with new people, I've got the confidence to speak to my friends at
work, I don'’t have to.. it doesn't have to be a person who has a mental
Hiness, ..'cause I feel different now, I feel I'm learning, to be like a normal
person because I'm round normal people. On TEP that started, I felt.. .. I
wouldn't say, I shouldn't say this but.. it's a bad thing to say, but I have to
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say it to the research.. you feel normal when you have to work, because you
can come to Roseberry House, I shouldn't say this.. ..but I will say it .. You ..
..feel a bit better ‘cause you feel different from the others who's not working,
because they have a mental illness and you feel so confident coming from
work, but it's.. it's a bad thing because you are more positive than them.
They are feeling a lot of stress, they are stuck with a lot of stigma. Being
around normal people, for more than four, for more than three hours, two
hours, makes you so called "normal” in your mind although you've got a
chemical imbalance, whatever, so it helps a lot with a mental illness. I even
used to think this is part of my therapy for schizophrenia, but eventually the
delusion went away and I realised no, it's the real thing, it's working”.

[Andrew]

7.4. Motivation for, and obstacles to, work

Certain external influences affected participants’ participation in work. While
these influences were not always comfortable for participants to have to

endure, they motivated participants to attempt work.

7.4.1. To earn money

The main factor pressing for work was the need to earn money. Even when
work situations were less than ideal, participants favoured work above periods
of no-work. This was in part due to the need to earn an income. In the
excerpt below Chriselda shared her experience of work. Conflicting feelings

and difficult decisions are illustrated:

Ja, sort of um.. productive can um sort of ..um.. the more you're capable of
working um.. it means.. to you it means um.. .. um.. you sort of fit in .. in
society. And um.. .. um I suppose you, you're accepted by society, if you
work. .. I dread having to go to work in the morning, but when I get there

and .. working with people, interacting with people, and working together
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with other people, it .. .. it's sort of .. .. it's enjoyable to feel that sense of
self. ...the job that I'm doing now, and the company that I have to go to
work for, it's like .. every morning it's .. 'do I have to go to this place’, and it'’s
.. T have to go because I have to eat, I have debts to pay, I've got bills to
pay’. that kind of thing. And also the .. sort of .. being glad that I do have a
Job. And it's , some days it really gets me down, I feel really frustrated, in the
work that I'm doing..” [Chriselda]

Many other similar quotes could be given to illustrate the multi-dimensional
value of work. The quote illustrates the fact that work brought an income.
Financial gain then led directly and indirectly to participants’ ability to have

other needs met.

The quotation emphasises the need to work and the reason for doing so, but
contrasts that with how difficult it is to keep it up. It shows realistically how
work is of benefit, whilst it is not always easy for people with psychiatric
disability to succeed. Other participants spoke about how difficult it can be to
maintain work. However, participants’ narratives revealed that episodes of
unemployment were found to be even more distressing than difficult

experiences at work.

7.4.2. Responsibility for family

Family responsibility pressed for work in much the same way as the need to
earn an income did. However, the quality of the commitment was different.
Caring for family implied taking responsibility for the well-being of others, and
also implied fulfilling socially constructed roles that served as a validation of

ability. Suzaan is talking about her daughter in the excerpt below.

"I think its .. in my case, I've got a responsibility.. the main thing for the
past.. the first three years, when I had the first three breakdowns was.. my

daughter. I knew.. she came first. That is why I pushed myself. If she was..
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if she was not living with me.. and working.. I wouldn't have done it. I might
not have done it.. for myself, but I did it.. because I knew that she had to
finish her college and I had to push myself to go work. And.. in a sense that
was fike a.. ke a.. base, now I would do it for myself. Because she’s now
finished with her college and she’s working.. so I, I.. it was a good push you

know what I'm saying? [Suzaan]

7.5. Obstacles encountered

Some participants did experience the negative consequences of stigma that
so many disabled people anticipate and fear. The negative conseguences
experienced by participants in this study was characterised by unfair
approaches to workers with psychiatric impairment, specifically unfair
dismissal and withholding of promotion. The devastating consequences of
these practices were far-reaching. Participants to whom this happened may
have been particularly disconcerted by these behaviours because they had
well established worker identities. Facing a process of recuperation, without
the foundation provided by having a job, caused major disruption and
anxiety. Neither did they have a reasonable expectation that they would find
work in the future. Participants who had worked for a number of years come
to rely on a steady income to maintain a lifestyle that they had grown
accustomed to. Without work as a base on which to build their future, the

unpredictability of psychiatric impairment seemed more threatening.

7.5.1. Unfair dismissal

Christo was the one participant who lost his job because of becoming ill. His
first experience of bipolar mood disorder started with him becoming manic. In
the time leading up to his iliness people around him did not recognise his
behaviour as symptoms associated with illness. Instead, they judged his

behaviour without taking cognisance of the fact that he was ill.
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"I worked for them until.. the end of 99.. huh [said in a way one says it
when you ask a question] no.. the end of 2000.. for six years.. ..and then I
had my breakdown. What actually happened was, when, when I approached
them I, I approached then and said look.. I'd like to start my own company,
but.. can I carry on working.. with you guys tll.. I've sorted- got my stuff
sorted out.. and they said ja. And then.. I know.. that an incident happened
because I was neglecting my work and that.. my mind was elsewhere..
because I wasn't well.. an incident happened.. .. there was a discussion over
the phone.. where I was a little too aggressive, okay.. ..and I think that was
kind of the, the decider that, that they were just gonna kick me out in the
end.. leave me out to dry.. so to speak.. .. so their whole story changed..
[after discharge] that I came to them and I resigned. That'’s what they said..
what they said when I first went to the CCMA.. and they said.. too late”.

[Christo]

Nicolas, who was working for a very supportive employer spoke about an
earlier experience where he was asked to leave the company he had been
working for many years. This was a direct consequence of Nicolas needing a

second admission for the treatment of depression after a suicide attempt.

Both Nicolas and Christo had received promotions more or less a year before
they lost their respective jobs. This indicates good performance, thereby
suggesting that the dismissals were brought about by psychiatric disability

rather than poor performance.

7.5.2. Promotion withheld

Chriselda had been working for a new company as a junior fashion designer
for almost a year. During this time, she worked under the guidance of a
designer who was expected to ftrain her. This designer was close to

retirement, Chriselda would then be promoted to the position of designer.
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