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[bookmark: _GoBack]1 INTRODUCTION
Despite some important and pioneering work, social research in the field of mental health remains a relatively underdeveloped area. However, with the implementation of the National Service Framework and associated strategies, it is becoming increasingly recognised that social aspects are significant, both in contributing to mental distress or breakdown, and in relation to recovery (Duggan et al, 2002; DH, 2003 a, b and c; Social Exclusion Unit, 2004; Tew, 2005) – and hence there is a need to develop a more effective research and evidence base in this area.
The particular focus of this paper is on establishing a foundation for social research in terms of underpinning values and preferred methodologies. These would need to be congruent with the emerging value base of modern mental health services (see, for example, DH, 2004), and able to engage with the complexities of people’s social relationships, identities and experiences.
Many service users, carers and practitioners have been critical of existing mental health research – finding that it has not always asked the right questions, or asked them in the right way, so as to give them the effective tools that they needed in order to work towards empowerment and recovery. This paper seeks to address these concerns. It aims to clarify and build on good research practice in order to encourage social research that is both ethical and practically useful. In addition, although the paper explicitly addresses the domain of research, we see the analysis it contains as applying equally to the fields of evaluation and economic analysis of mental health services. 
By highlighting some of the theoretical, practical and ethical issues which may need to be thought through before embarking on social research, it is hoped to make the task of the researcher somewhat easier, and to ensure that the research enterprise is more effectively ‘joined up’ with the interests and participation of other stakeholders such as service users, carers and practitioners. 
This paper also starts to explore what may be helpful and relevant criteria by which to evaluate research proposals – criteria which take account of wider considerations than just the soundness (or otherwise) of their internal logic. To this end, the paper has been written collectively so as to build on a breadth of interest, experience and standpoint. 
This paper is intended to be useful to all stakeholders involved in the process of research, including:
· commissioners of research and funding bodies
· the academic research community
· service user and career researchers
· social care and health practitioners 
· those involved in research governance.
It seeks to promote an approach to the process of social research which is inclusive and emancipatory. It is important that the research process is not seen as one in which academic and professional elites control research in a way that furthers their interests, rather than necessarily the best interests of those who experience mental distress, or those who support them in either a personal or professional capacity.
All research in this field needs to recognise that mental health is a contested domain, and that there will need to be space for working through what may be quite profound differences of perspective between stakeholders – both within and between professional disciplines, and between service users, carers and practitioners. 
Some of these differences are reflected in questions of language and definition. 
The medical paradigm of research is centred around concepts of ‘mental illness’ or ‘psychiatric disorder’, subdivided by diagnostic categories which are defined in terms of specified symptomatologies. There is a need for social research to find language(s) and definition(s) that are appropriate to its own perspectives. For example, it may be appropriate for definitions to be based on levels of need or social functioning, or subjective levels of distress, or the meanings that people attach to their experiences – none of which may correlate particularly strongly with medical diagnostic categories. Furthermore, many medical terms – whatever their value in relation to medical treatment – have come to be seen as socially stigmatising labels and are deeply unpopular with many service users. For the purposes of this paper, we have chosen to use generic terms, such as ‘mental distress’ or ‘mental health difficulties’, which are more acceptable to the majority of service users and neither presume nor rule out the presence of any biological illness process.
[bookmark: _Toc108287928][bookmark: _Toc108288264][bookmark: _Toc108567038]2.MAPPING OUT THE VALUE BASE FOR SOCIAL RESEARCH IN MENTAL HEALTH
Five themes are proposed that start to clarify a value base for social research in mental health. These may be seen to link with current developments in service values:
2.1 Partnership– how relevant stakeholders, such as service users, carers and practitioners, can be meaningfully involved as partners in key aspects of the research process.
2.2 Standpoints and distance – good research needs to combine the ‘insider’ (experientially based) knowledge and insights of service users and carers with frameworks that give space for rigorous analysis, so that a clear and authoritative picture can emerge.
2.3 Holism not reductionism – looking at a person’s experience as part of their wider social context. This leads to a focus on social change (attitudes, opportunities…) as well as individual recovery.
2.4 Recognition of social diversity – acknowledging the impact of social divisions on people’s experience and opportunities, and being cautious about applying research findings from one social or cultural group to another.
2.5 Emancipatory purpose – how will researchproduce evidence and theory that can enable service users and carers to:
2.6 have a greater awareness of their situation so that they can make informed decisions and choices
2.7 have more control over the direction of their lives 
2.8 participate morein social, economic and political life and can enable them, in conjunction with practitioners and members of the wider community, to:
2.9 challenge stigma, injustice and social exclusion?  
[bookmark: _Toc108287929][bookmark: _Toc108288265][bookmark: _Toc108567039]3.ETHICAL PERMISSION
Existing processes for granting ethical approval for social research are currently being reviewed by the Department of Health. Service users and carers have conventionally been excluded from membership of ethics committees (although this is starting to change), and decisions may currently be made by committees with little expertise within the field of social research. 
[bookmark: _Toc108287930][bookmark: _Toc108288266][bookmark: _Toc108567040]4.SOCIAL PERSPECTIVES AND METHODOLOGICAL ISSUES
The value base may be seen to have implications in terms of how methodologies are implemented in practice and, to some extent, on the choice of methodology. In advancing an emancipatory agenda, there is a need to acknowledge the potential value of both qualitative and quantitative approaches. It is proposed that choice of methodology needs to be on the basis of what best fits the research question, rather than by reference to any predetermined ‘hierarchy of evidence’ as, for example, randomised controlled trials (RCTs) may only be of limited applicability in social care research. Given the complexity of the causes of mental distress, and of the needs of service users and their carers, research strategies may be required that can capture the interactions between social structures and individual agency; often this suggests multi-method studies. 
[bookmark: _Toc108287931][bookmark: _Toc108288267][bookmark: _Toc108567041]4.1SERVICE USER AND CARER INVOLVEMENT
Service user and career involvement is not only a moral issue, but involvement at all stages of the research process can be crucial in strengthening the relevance, utility and methodological adequacy of research. These include:
· identifying priority topics for research
· commissioning/funding research
· specifying research questions 
· selecting appropriate methodologies
· identifying appropriate outcome measures
· vetting the ethics of research proposals 
· interviewing and data collection 
· analysis of results 
· writing up 
· presenting and disseminating results.
As well as broadening the scope of involvement, it is important to work towards a greater degree of involvement in relation to each stage of the process – moving from models of consultation towards partnership or user control.                                    

4.2.ASSESSING THE QUALITY OF RESEARCH
Peer review remains the normal process for the quality control of research, both in relation to the acceptance of proposals for funding, and the publication of research findings. However, as with ethical approval, service users, carers and other stakeholders have tended to be excluded from this process of judging research. 
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Conventionally, the main criterion of quality that has been applied has been that of methodological rigour – with little concern for the potential relevance, usefulness or emancipatory potential of research. The Social Care Institute for Excellence (SCIE) has proposed a set of more inclusive criteria: Transparency, Accuracy, Purposivity, Utility, Propriety and Accessibility (TAPUPA). With appropriate clarification and development, these are seen as providing a useful framework for assessing the quality of social research in mental health
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Before starting any social research in mental health, a number of fundamental questions need to be asked, such as:
· Who has been involved in deciding what needs to be researched?
· Who has relevant knowledge and expertise that may be used to guide the research?
· Who is going to be participating in the research and how do they give informed consent?
· Who is it hoped will benefit from the research and in what way?
· How will research findings be used and who will have access to them?
· Do all stakeholders in the research process have equal power and influence, or are some privileged with respect to others?
At one level, these are pragmatic and practical questions. However, people’s answers will be indicative of the values that underpin their approach to research. Within the field of mental health, much of existing research and ‘evidence-based’practice has been based on positivist biomedical methodologies, whose value base tends to assume that:
1. People are passive objects that are done to by the technologies and practices of expert professionals.
2. In order for research to be rigorous, it is better if people are ignorant of what is being done to them and why.
3. Questions of meaning, categorization and significance are to be determined by the researchers and not the researched.
4. It is the individual, rather than their social/economic/political context that is problematic and needing to change.
Such assumptions – and the value base from which they stem – may be seen to be inappropriate for the practice of social research in mental health. Furthermore, such a value base may be seen to be out of step with the orientation of modern mental health service delivery in which principles of recovery, partnership and social inclusion are becoming increasingly central (DH, 2004). An alternative value base for mental health research has been proposed by the Social Perspectives Network (2003):
1. People are active participants or partners in their own recovery. 
2. People are experts on their own experience and by their own experience.
3. The research agenda must be as much about promoting social change (attitudes, opportunities…) as it is about individual recovery.
4. Service users, carers and practitioners who consent to participate in research must be fully informed about the purposes of the research and, if they wish, be given the findings of the research in a form that is accessible to them.
If service users and carers are to be treated as experts by experience within therapeutic relationships, then it is vital that they are accorded a similar status with regard to the research process – and social research has the potential to be at the forefront of such developments. Similarly, positions around other current issues in mental health, such as empowerment and valuing diversity, also need to be reflected in the value base of research – if research is to deliver evidence and findings that are actually going to be relevant to the diverse social and cultural contexts in which people are living.
[bookmark: _Toc107811474][bookmark: _Toc108287933][bookmark: _Toc108288269][bookmark: _Toc108567043]4.4 ETHICAL PERMISSION
Traditional approaches to research ethics have emphasised, quite rightly, that the process of research should not harm those who are being researched. The Research Governance Framework for Health and Social Care stipulates that primary consideration should be given to the dignity, rights, safety and well-being of research participants (DH, 2001). A second guiding principle is that research should be of potential benefit to those researched – or to others in similar situations. However, the very people on whose behalf such judgements are being made have conventionally been excluded from decision making – which raises the question of who is allowed to have ownership of ethical debates. The great majority of ethical permission committees in the UK do not have, among their members, service users of health and social care who could offer such a committee valuable advice on how research activity might be perceived by those on the receiving end – which “can result in overly protective or paternalistic committees” (Faulkner, 2004, p 31). However, it is encouraging to note that some ethics committees have been giving this issue active consideration and there are already examples of good practice in which service users have been co-opted as full committee members. 
There are a range of ethical codes in the public domain that are potentially relevant to social research in mental health – for example those put forward by the Social Research Association (2003), British Psychological Society (2000), British Association of Social Workers (2003) and the British Sociological Association (2003). However, as these tend to be discipline specific, the resulting fragmentation is not conducive to a ‘joined-up’ approach to ethical approval and is particularly unhelpful in providing clear guidelines for ethics committees who are seeking to decide on research proposals which are increasingly likely to be coming from research groups that cross disciplinary affiliations and include service user and carer researchers.
It has not so far been the practice of most ethics committees to address questions of service user and carer participation in the research process – or giving such people an effective say in how results are used and disseminated. In such respects, the value base underlying mental health research may be seen to lag behind developments in values based practice and service delivery (Repper and Perkins, 2003; DH, 2004; Woodbridge and Fulford, 2004). 
Beyond this, the current composition and modus operandi of ethics committees can tend to favour more traditional ‘clinical trial’ type approaches to mental health research, so that “even when emancipatory research is funded, ethics committees may be resistant to approving that it can take place, as they often do not understand the importance of emancipatory and user-controlled research” (Hanley, 2005). Thus, under the guise of ‘ethical protection’, research may be being stopped where its explicit purpose would be to provide a knowledge base that would enable service users to live more fulfilling lives and make more informed choices about the services they receive.
The routes for ethical approval for social research have been under review by the DH (Pahl, 2004), and it is recognised that there have been particular difficulties in relation to obtaining approval for social research via Health Research Ethics Committees whose composition has meant that they may not have fully understood proposals and have given inappropriate responses (Lewis et al, 2003). As yet, it is unclear as to what will be the best way forward, but there is a broad consensus that current arrangements are unsatisfactory.
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This paper explores five overlapping themes that may help to define the value base of social research in mental health:
5.1 Partnership – how relevant stakeholders, such as service users, carers and practitioners, can be meaningfully involved as partners in key aspects of the research process.
5.2Standpoints and distance – good research needs to combine the ‘insider’ (experientially based) knowledge and insights of service users and carers with frameworks that give space for rigorous analysis, so that a clear and authoritative picture can emerge.
5.3 Holism not reductionism – looking at a person’s experience as part of their wider social context. 
5.4Recognition of social diversity – acknowledging the impact of social divisions on people’s experience and opportunities, and being cautious about applying research findings from one social or cultural group to another.
5.5Emancipatory purpose – how will research outputs enable people to attain fuller social and economic participation and exercise more informed choice in relation to the services they receive.
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Social research in mental health takes place within a policy and practice context in which there is an increasing expectation of partnership with the major players, who usually would be service users, their significant others (some of whom will be carers), practitioners, service commissioners, policy makers, politicians and the general public. In this section we will consider more specifically the involvement of users, carers and practitioners in contributing to the research enterprise alongside academic researchers.
Genuine partnership among stakeholders in any social research is based on ensuring equality within the research context. This should be manifested in terms of involvement in the different phases of research, inclusive of:
· the choice of research question 
· selecting appropriate methodologies that fit the research question 
· identifying appropriate outcome measures
· vetting the ethics of research proposals to ensure that they are respectful of the interests of those to be researched 
· data collection 
· analysis, including negotiating questions of meaning, categorisation and significance
· writing up 
· presenting and disseminating results.
The justification for such an involvement comes from a fresh look at the relative value attached to different types of knowledge, and an appreciation of how the varied expertise of service users and carers may be crucial in delivering good quality research. It makes excellent sense to involve non-professional stakeholders, because evidence and understanding around social aspects of mental health experiences must primarily be based on learning from the lives of these stakeholders, and it is only of value if it is useful in improving their lives. Similarly, practitioners possess valuable expertise based on their experience of what may, or may not, make a difference to the lives of the people with whom they work – and they should therefore also be full partners within the research process. Such wider involvement in the research process may also be seen to promote interest in, and a shared sense of ownership of, whatever new evidence is generated. In turn, this could have a big impact in terms of promoting the implementation of research findings into everyday practice.
Many traditional approaches to research have colluded with more medicalized approaches to psychiatry in invalidating experiential knowledge accumulated by users, carers and practitioners, as this was labelled ‘subjective’ and hence not good enough for those who viewed as knowledge only objectively verifiable evidence. With the advance of interpretative (qualitative) social science understanding and methodology we have come to accept intersubjective and subjective knowledge as valid too within the search for social and personal meaning. 
Contested understandings as to the very nature of mental health difficulties provide a further incentive for involving service users, carers and practitioners from different disciplines in the research process, as a way of achieving greater comprehensiveness and clarification than has been the case up to now. The scientific and lay critique of medicine, embedded in disciplines such as medical sociology, and the promotion of participatory research outside of mental health, have provided further legitimation for such an involvement.
How possible is it to obtain equality within the research context when each partner comes with different knowledge and different expertise? This implies moving beyond a model of equality in which each partner duplicates what the other is doing, to participation which is based on the unique contribution of each, in a similar way to the pooling of expertise in any shared enterprise.
However, we would argue that for those unused to research it is important to provide real opportunities to understand what research is about – for example through seminars or training events. However, the most powerful way is to be engaged together in actually doing research, and participating as much as possible in each stage. Such participation highlights the potential of shared research to empowernon- researchers (Ramon, 2003; Glynn, 2004).
The meaningful involvement of research respondents, called ‘subjects’ in traditional research, brings to the fore a number of related, yet different, issues from those of engaging non-professional stakeholders as researchers. 
For far too long respondents were indeed treated as subjects, who were there only to provide the information the researchers were looking for, who had no say as to whether the questions put to them were acceptable to them or not, or whether they wanted to participate in the study or not. In certain traditions of research there has grown up an orthodoxy which rules out any prior consultation with research subjects for fear of introducing ‘interviewer bias’.
However, feedback suggests that people who are not involved or consulted with regard to the research process, or are reluctant to participate but do not feel empowered to say ‘no’, may tend to provide evidence that is of lesser quality or reliability. People may respond to please the researcher or professional by saying ‘the right thing’ – that is, what they think the researcher will want to hear. Or they may omit evidence which may be highly relevant, perhaps because they are not sure whether it would be considered important, or because it is not something that they would feel comfortable revealing if they felt they had no clear understanding of the purposes for which it might be used. 
More recently, those social scientists who are ready to accept that respondents should be respected as full social actors or participants in the research encounter have started to create opportunities for a more open discourse, and some of them see the involvement of users as researchers as an attempt to enable a more equal and truthful research encounter. A more participative approach may engage the research subject more actively in a quest for the (subjective and/or objective) truth of the specific situation or context. Evidence suggests that service user respondents are much more confident to ‘tell it as it is’ if they know that other service users have been involved in designing and carrying out the research (Tew et al, 2000; Rose, 2001). In a number of research projects in which users were the researchers, the respondents’ feedback has indicated how much better this was as an experience than being interviewed by non-user researchers.     
Ethically, it is hard to defend the concealment of the research purpose from respondents. Most ethically agreed research protocols today would explain to the respondents the aim of the research from the researchers’ perspective, and will outline to them what their rights are as respondents, including the right to withdraw from participation at any stage, as well as what will happen to the data collected from them. However, the considerable inequality between a respondent and a researcher, who comes with their pre-prepared research instrument, is not easy to overcome, and the measures mentioned above may require further thinking through in specific situations. Returning to respondents the transcript of what they have said in the research encounter, asking for their feedback on accuracy and verification of meaning, providing them with a summary of the research findings at the end, are some of the ways of introducing a more meaningful and less exploitative relationship.
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In recent decades, within the world of social science, there have been ever more complex debates as to how to generate knowledge of the social world (epistemology). Historically, a dominant position within social science has been a concern only in those aspects of social phenomena that seemed to be objective and predictable – amenable to the ways of producing knowledge that had been developed in natural science. More recently, there has been an increasing interest in subjective and intersubjective realities: what people experience and the meanings and significance they give to these experiences. Within the field of mental health, it may be argued that a failure to engage with subjective and intersubjective realities may result in a very skewed, superficial and erroneous account of processes of breakdown and recovery. 
STANDPOINT EPISTEMOLOGY
The idea of ‘standpoint epistemology’ started with feminist writers who suggested that science had been dominated by men, or at least by discourses characterised by the attributes of men (Rose, 1994; Hartsock, 1998; Harding, 2004). The exclusion of women from science was a matter of power as their own discourses and knowledges were undermined and denigrated. It was then argued that women’s knowledge, stemming as it does from a different position in society, needs to be re-instated as valid and powerful. 
Put simply, standpoint epistemology asserts that life experience of subordination or exclusion (as a woman, a Black person, a mental health service user, etc) can give people greater knowledge about certain realities that those in positions of relative power and privilege cannot easily know about in the same way, because they lack that life experience. This can be knowledge of ‘what is’ and also knowledge of ‘what is important’: both of which may be crucial to harness within the research process.
Since the Enlightenment, just as the notion of ‘reason’ has been used by those in positions of power and privilege to discount the capacity of women and Black people to be involved in the production of useful knowledge, so too it may be used against mental health service users – and, to some extent, carers and practitioners – who may be seen as too ‘involved’ to be ‘objective’. Issues to do with responsibilities towards others (for example, children) traditionally had not been seen as important as they were assumed to be ‘natural’ to women. The word ‘natural’ is important as it implies that women are closer than men to ‘nature’ and so emotional and less characterised by reason – assumed to be the province of men. But service users’ knowledge is invalidated on similar grounds to that of women. One could argue even more so. The idea of ‘reason’, with its birth in Enlightenment thought, has silenced the voice of madness on the grounds of its ‘unreason’ (Foucault, 1967).
Sandra Harding argues that standpoint understandings do not come ‘naturally’ to women, but constitute a level of awareness and knowledge that is achieved through a process of struggle against external and internalized forms of oppression. Such a logic may be seen to apply equally to mental health service users who may, through their process of recovery, arrive at insights and meanings in relation to their mental distress, and also first-hand knowledge of what may have been empowering and what may have been oppressive within their experience of psychiatric services. However, this argument should not be taken too far. There is a need to respect people’s own understandings even when they seem to some to be an example of ‘internalised oppression’. 
Research by service users seeks to describe and explicate the experiences of those deemed mentally ill and to show that these do indeed make sense. Because of this, a social perspective on mental illness can demonstrate how the life conditions of service users are the context in which difficulties arise, and that the very services offered (or compelled) may themselves compound difficulties. It may be seen that the silencing of the perspectives of service users is an act of power, and that the experiences of those with a diagnosis can constitute a valid and coherent standpoint. 
If service users were to develop their own knowledges of madness, would these be seen as valid as the currently dominant discourses of psychiatry? There is reason to believe that the knowledge thus generated could be more valid. For example, the standpoint knowledge of service users may be seen to have challenged conventional understandings of voice hearing and self-harming experiences – insights which may be seen to have profound implications for service users, carers, practitioners and policy makers (Pembroke, 1994; Lefebvre, 1996; Coleman, 1999).
The second reason why service users’ knowledge may be seen as especially valid is that they have access to both the dominant discourse and their own experiential knowledge. Service users cannot escape the dominant discourse of psychiatry – it surrounds them. But they also have access to their own knowledges, often collectively produced. Being able to ‘speak two languages’ means that service users can have a more complex understanding of mental health and mental health services than those speaking from only one position.
Whether such standpoints may be articulated only by service users themselves is a difficult question – and it is important that standpoint knowledges are not appropriated by (powerful) others who may lack the necessary empathy and understanding and who may seek, however unconsciously, to use such knowledges to further their own agendas.
[bookmark: _Toc108567047]6. LEARNING FROM THE WORK OF DISABILITY RESEARCHERS
Service users in their quest to develop more empowering and inclusive approaches to research have not only sought to build on other contributions, like that of feminist research. They have also sought to develop their own research approaches. It may be helpful to see mental health service users’/survivors’ research as part of a broader project which includes the pioneering work of other groups of health and social care service users, notably that of disabled people (Oliver, 1992, 1996; Lindow, 2001; Mercer, 2002). 
Such emancipatory and user-controlled research rejects positivist assumptions of ‘objectivity’. Researchers not only acknowledge the subjectivity of their own (and other research) approaches, they have also begun to challenge positivist assumptions about the helpfulness of being distanced from their subject. Thus, they not only challenge traditional assumptions of the deficiencies of service users designing questions and interviewing research participants. They also identify gains in doing this, for instance, in terms of these making more sense to the participants and eliciting different, fuller responses (Rose, 2001). Now, both implicitly and explicitly, the advocates of such research approaches are questioning both the possibility of ‘neutrality’ and ‘distance’ in research, and whether what have been seen as their merits may actually be deficiencies (Beresford, 2003).
6.1 .DISTANCE IN RESEARCH AND ITS PROBLEMS
The problem of being ‘distant’ from the experience being interpreted has particularly been highlighted. This can lead to the distortion and misunderstanding of such experience, for example, as a result of: 
· unequal power relationships between researcher and research participant, resulting in either hostile or paternalistic understandings
· inadequate awareness on the part of ‘distanced’ interpreters of their own position in relation to other people’s experience, cultures and perspectives
· where people or groups are separated by discriminations relating to class, ‘race’, gender and other forms of difference
· commitments to ideologies, agendas and values which pull people away from valuing or being able to appreciate the other person and their experience
· socialisation into and reliance on models of understanding which subordinate and pathologise people (for example, medical models of mental health (Beresford, 2004). 
A historically significant example of the problems inherent in such ‘distance’ was the 1970s Miller and Gwynne study of institutionalised disabled people. Disabled people’s reaction against this research played a key part in the development of emancipatory disability research. This study rejected the experiential knowledge of disabled research participants, who said that they wanted to and could live, with appropriate support, independently in their own homes. It asserted instead that this was ‘unrealistic’ and that they were inherently ‘parasitic’ (Miller and Gwynne, 1972). Subsequent changes in thinking, policy and practice, based on the experiential knowledge of disabled people, have fundamentally disproved this argument.
More recently, a range of gains from researchers being closer to the issue under study have been identified and the benefits of researchers getting closer to the experience with which they are concerned have been explored (Beresford, 2005). A number of ways in which researchers (without shared experience with research participants) can do this, have been suggested. Ways of moving from individual experiential knowledge to collective knowledge have also been highlighted (Mercer, 2002; Beresford, 2003, 2004). In this way, service user involvement in research may go beyond the nuts and bolts of doing research, and service users may begin to develop their own theories and arguments about what underpins research. In mental health user/survivor research such developments are already nascent. 
6.2MAINTAINING RIGOUR
Within a positivist paradigm, it is the expert researcher whose pre-existing knowledge guides the research, and informs the interpretation of results; the quality of research (defined in terms of reliability and validity) is seen as dependent on an experimental design that distances the researcher from any meaningful interaction with their research subjects. As has been argued above, this form of distance can lead to research that ‘misses the point’ – potentially quite disastrously – through disenfranchising the knowledge of those with the most direct experience of the issues being studied. 
However, some framework that allows space for thinking and reflection is essential in research. Raw experience does not immediately turn itself into useful knowledge: there is a need to stand back in order to analyse and interpret. There can be value in seeking out alternative sources of evidence to corroborate (or challenge) the knowledge that emerges from individual and collective experience. There may be benefit from collaborative working between those who come from different standpoints – such as academic researchers and service users, carers and practitioners. Such approaches to engaging with, and triangulating between, different sources of evidence may not be conducted on the basis of any assumptions of ‘neutrality’ or ‘objectivity’; questions of evaluation and significance can only be worked through on the basis of standpoints that are declared and out in the open. In many instances, rigour may perhaps best be judged by how faithful the outputs of the research process are in their representation and conceptualisation of people’s lived experience – and service users will tend to be the best judges of this. 
The dynamics of maintaining closeness (so as not to lose sight of the situations and experiences being researched) and giving space (for analysis, interpretation and discussion of the evidence) would need to be dealt with carefully. Such tensions may only be managed successfully if all standpoints are valued, and there is no use of power to sway the process in any particular direction. Collaborative approaches would have access to more positions and standpoints than more traditional approaches to research, and are likely to produce findings that could be more incisive in terms of getting to the core of those issues that are of greatest concern to service users, carers and practitioners. There are already successful examples of putting such approaches into practice where service user research groups are working collaboratively with university-based research teams. However, it must be emphasised that, given the history of supposed professional superiority that is still embedded within much research practice, achieving equality within such collaborations takes considerable hard work, honest reflection and mutual challenge.
[bookmark: _Toc107811478][bookmark: _Toc108287937][bookmark: _Toc108288273][bookmark: _Toc108567048]Holism not reductionism: looking at the person in their social context
Within the dominant biomedical approach to mental health research, there is an inherent tendency towards reductionism: the unit of study is usually a cluster of symptoms or a diagnosis.  However, it is now recognised that this model is not always adequate to explain many forms of illness. Although it has traditionally been assumed that “all illness has a single underlying cause, and removal or attenuation of the disease will result in a return to health”, evidence is increasingly emerging which suggests that these “assumptions are wrong” (Wade and Halligan, 2004, p 1398). The World Health Organization (WHO) has recently recognised the shortcomings of biologically dependent accounts of illness. A proposed expanded model of illness emphasises that physical disease is one factor alongside social/cultural and personal contexts (WHO, 2001). 
Under the biomedical model of research and treatment in mental health the question has not been what will help a whole person, with their particular strengths and vulnerabilities, on the road towards recovery, or what may have been the particular social and personal stresses that may have contributed to a person’s distress or breakdown. There has often been very little attempt to understand a person’s experience in relation to their social context, in terms of family, community, culture, gender, sexual orientation, employment history and so on. Reductionist research has its place – but it can only answer certain limited sorts of questions. “Traditional biomedical models of illness focus attention on discovering the pathology rather than understanding the illness” (Wade and Halligan, 2004, p 1401). It will typically be the task of social research to grapple with broader ‘whole systems’ questions and the effects of social, cultural and personal context on mental health and recovery.
It is now widely agreed that social circumstance, economic and environmental factors and life events can affect mental health (Ostler et al, 2001; Wilkinson and Marmot, 2003). Conventional biomedical approaches to research may not be sufficient to address or measure social and cultural factors, as they can be based on a limited understanding of the complexity of mental distress. A considerable critique of traditional clinical experimental methodologies in mental health research is emerging (Gould, 2006). As a study design which requires standardised and often artificial experimental situations, the randomised controlled trial (RCT) has been found wanting when investigating ‘complex interventions’ and systems, such as those in mental health (Hawe et al, 2004). 
While recognising the value of much clinical research, service users/survivors have said that “it does not adequately address the wider range of key issues that are critical to mental health, especially social issues…” (Mental Health Foundation, 2003, p 1). Now that the majority of mental health care is delivered in community, rather than hospital settings, the need for research to recognise the complex interplay of social, psychological, economic, political and environmental factors on an individual’s mental well-being is ever more vital. And if they are to be relevant to practice and outcomes, mental health research methodologies that account for the personal and social context need to be further developed and implemented. 
Service users are very clear that there should be a holistic approach to, and understanding of, their lives. They advocate “a ‘whole systems’ approach taking in [social care], healthcare, benefits, transport and support with training and employment” (Turner et al, 2003, p 25). But further to this “the social model is meant to imply more than just the practical issues that impact on a person’s life…  Contexts – social, political and cultural – are central to the understanding of mental health problems” (Double, 2002, p 26). For example, compelling bodies of research now demonstrate that those who experience social or political prejudice and exclusion can be at risk of poorer mental health. However, it is often these people who receive inadequate mental health services (Sainsbury Centre for Mental Health, 2002; King et al, 2003; King and McKeown, 2003;  Social Exclusion Unit, 2004), partly because they are historically based on a medical model that does not account for the influence of social or cultural factors.
The unique insight of service users/survivors into the social consequences of stigma, and how identities can be ‘spoiled’ as a result (Goffman, 1968), introduces an additional dimension to the social context. It has been noted that “some sociological studies of labelling and stigmatisation suggest that diagnosis, in effect an imposed biomedical model, has costs in reduced self-esteem and lower social status for the afflicted individual” (Saravanan et al, 2004, p 107). It is likely that these elements would also remain unconsidered in an exclusively biological reductionist or clinical approach to mental health research and research methods. 
There has been a tendency for mental health research to focus on biomedical outcomes, such as the remission of symptoms. Such outcomes may be important but only tell part of the story. From the perspective of service users and their families, what may matter most is the degree to which they can participate in family and community life, whether they are able to obtain and hold down a job, and whether they feel valued as a worthwhile member of society. Some service users may prefer to continue to have some symptoms if the costs of treatment – such as unbearable side-effects of medications – outweigh aspects of their difficulties. These concerns connect with a wider political agenda around social inclusion (Social Exclusion Unit, 2004), and suggest the need to frame social research in such a way as to capture such findings.
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Much of mental health research undertaken within a positivist tradition has tended to assume a homogeneous population, who would suffer the same sorts of mental health difficulties, brought on by the same causes, and for whom standardised treatments and service responses would have universal applicability. However, in other contexts, the realities of diversity are increasingly being recognised in academic and policy discourses, and there is a growing mass of research evidence which indicates that experiences of mental distress (and levels or prevalence) may differ very significantly across (and within) social and cultural groups (Rogers and Pilgrim, 2003). Interestingly, a recognition of human diversity is increasingly becoming part of medical research, with the aim of tailoring medical treatment to the individual – so this may become an area of some convergence between medical and social research methodologies.
What may be seen as relevant research questions – and the very meanings attached to experiences of mental distress – may differ as between social groups and communities because of our different social, historical experiences and relations to power. For African and African-Caribbean communities, there may need to be an interrogation of the history and legacies of slavery for example – racism, internalised racism and colonisation – in an attempt to confront and heal the farreaching impact this history has had on African communities. A particular focus of this interrogation is an attempt to unravel the relationships between this historical legacy and current mental ill health issues that impact particularly severely on Black communities in Britain, such as their apparently higher levels of mental illness, and their disproportionate subjection to compulsion in relation to mental health services (Ferns, 2005). Equally, it is important to recognise how other specific forms of oppression may link with particular mental health experiences for other communities (such as those originating from South Asia or Ireland). 
Not only are ethnic and cultural differences crucial in relation to mental health: prevalence and types of distress, and the social meanings attached to them, may be mediated by other factors such as sexuality, disability, age and gender. Considering the particularities of each collective experience adds dimensions to our understanding of how questions of disempowerment, marginalisation and oppression may interlink with people’s mental distress. Researching and addressing these issues may have major implications in terms of mental health promotion and opening up the possibilities of sustained recovery and enhanced quality of life. A consideration of such issues may provide opportunities to develop specific strategies that address the uniqueness of these experiences, while, at the same time, identifying common themes, such as social exclusion or inequalities of opportunity, that may affect many different social groups and communities.
As has been discussed earlier, questions of meaning and significance may be important in understanding mental distress and its impact on people’s social lives and opportunities. Such meanings only exist within specific social and cultural contexts, and can easily be misread if the normative understandings of dominant social groups are applied. Hence research constructs (such as diagnostic categories) cannot be generalised without regard to questions of culture, gender or other dimensions of diversity. For example, particular patterns of behaviour, such as emotional expressivity, may be misread as signs of mental disorder.
If it is to be effective, social research in mental health needs to locate the individual in their social, historical, economic and community context. The knowledge that communities and groups hold in relation to identities is integral to formulating an emancipatory agenda, to arriving at relevant research questions and to unpicking assumptions. For example, Linda McFarlane’s research on mental health withthe gay and lesbian community involved that community in formulating the research agenda and was carried out by an organisation that had knowledge of gay and lesbian cultures and experience and credibility in that area (McFarlane, 1998). By utilising such standpoint knowledges, her research findings may be seen to contrast sharply with other research which has been done onthe lesbian and gay community. 
Both the specificity and communality of experience need to be recognised. For example, women’s experience has been traditionally pathologised or ignored within mental health research – the lack of routine inquiry into women’s previous experiences of violence or abuse in mental health services is well established, despite evidence about the relationship of violence to mental distress (Williams, 2005). At the same time it is important to acknowledge that not all women have the same experience or view it in the same way, and that women hold a multiplicity of identities. Relevant and effective social research within a complex and diverse field may be seen to require both cultural knowledge and, more specifically, the standpoint knowledges that have arisen out of the struggles and the awareness of those with less power within society. Just as it is important to explore the complexity and diversity of women’s experiences, so too there is a need to explore the interplay between masculinities and mental health. Over recent years, certain groups of men have become particularly pathologised as they are seen as more dangerous, aggressive and violent, and therefore more likely to need social control by the mental health system. 
If we recognise that much about mental distress is not just culture-bound, but is intimately interlinked with other social differences with their attendant power implications, then we must become cautious about applying research findings from one social or cultural group to another. It cannot be assumed, a priori, that results can be generalised regardless of gender, sexuality, ‘race’, class and personal circumstances. The applicability of findings must be argued on an instance-byinstance basis. Where theoretical understanding and empirical evidence indicates a commonality of experience, then it may be appropriate to explore, through further research, whether findings are indeed applicable to other social or cultural groups. But this must not be assumed without checking it out first.
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Drawing on wider traditions of political and social action, service user movements have proposed that the purpose of social research should be explicitly emancipatory. The production of knowledge ‘as an end in itself’ may be seen as an insufficient justification for research from the perspective of those who may currently experience social exclusion or oppression in relation to factors such as ‘race’, gender, sexuality, disability or use of mental health services; research must aim to bring about change (see Humphries et al, 2000; Hanley, 2005). As one service user put it:  
Participation is affected if people don’t see a prospect of change. Especially for black service users, who start off with issues about engagement with services anyway. The issue of change is one reason why black people can be reluctant to get involved in research. (quoted in Faulkner, 2004, p 5)
Emancipatory research prioritises the achievement of people’s human and civil rights and their increased say and choices over their lives and the services they receive. This value base is reflected in its commitment to priorities of:
· more equal social relations of research production
· the empowerment of service users
· the making of broader social and political change. 
Carers and other family members may also experience marginalisation or powerlessness in their own right, both in their interactions with mental health services and, more generally, in their ability to participate fully in the economic and social life of their communities. In this way, they too may stand to benefit from a research paradigm that has an explicit emancipatory purpose. 
Emancipatory research challenges the tendency within conventional approaches to both research and service delivery towards pathologising the individual suffering with mental distress, and assuming that the person’s social environment, and prevailing models of service delivery, are unproblematic. It places change at the centre of the agenda, both in terms of empowering the service user and their immediate social networks, and in terms of challenging processes of discrimination, exclusion or abuse that may be impacting on them. Thus, it is argued that the research agenda must be as much about promoting social change (for example, in terms of social attitudes, opportunities) as it is about enabling individual recovery. 
Research has traditionally come from an elite – for whom publication is a source of power, status and funding. Research subjects have been allowed to take little, if any, part in shaping the research process and in how the results of the research are disseminated and used. An emancipatory approach seeks to democratise research, placing knowledge, and the potential for power that goes with it, in the hands of those who may currently feel disenfranchised and powerless to take control over their lives. This may be seen to fit well with a service orientation towards recovery.
It has been noticeable that it has been much easier to gain funding for certain topics rather than others – for example, it has so far proved impossible to gain funding for a comprehensive survey of abuse within mental health services in the UK, despite the evidence from service users (especially women) that this is very much an issue for them. As part of moving to a more emancipatory research process, there is a need to democratise the funding context and make visible the power relations implicit in the research process:
Most research commissioners seek to fund research that is perceived to be unbiased, objective and neutral. This has meant that existing research structures have prioritised and valued more traditional types of research over research that is seen to be emancipatory. Emancipatory research may not be seen as ‘real’ research because it focuses on people’s experiences and making changes. (Hanley, 2005, p 41)
A shift towards a more emancipatory focus in research may be seen as both challenging and potentially empowering for practitioners. On the one hand, it moves away from the production of ‘expert’ knowledge that can only be placed in the hands of professionals, and which is designed to give them ever more powerful technologies whereby to ‘do unto’ service users.  On the other, it seeks to provide research findings which can empower practitioners to work in new ways in assisting service users and carers to reclaim greater control over their lives. 
An emancipatory agenda is equally challenging to academic researchers – especially those who do not have lived experience of service use. The recent Toronto Group seminars on user involvement in research adopted the position developed by disability researchers that emancipatory research should be “controlled by service users” throughout the entire research process, although “researchers who are not service users may be involved” (Hanley, 2005, p 40). Alongside user-controlled research, other collaborative or partnership approaches may also have the potential to achieve emancipatory outcomes, as long as service users and carers are able to participate in research as full partners and not as implicit subordinates. Both usercontrolled and collaborative approaches to research represent a major shift from the current domination of research by an academic research community and funding arrangements which are in no way accountable to service users or carers. They share a commitment to ensure that “research is driven by people’s experiences, priorities and concerns, and draws more general conclusions based on these experiences” (Hanley, 2005, p 40).
As Foucault (1980) has argued, knowledge is power – so it is important to look at the practicalities of who will ‘own’ or have access to the fruits of research, and how they will use this power. Research will only make a difference if mechanisms are in place to ensure that it can empower service users, carers and practitioners to influence mental health policy and practice.
To summarise, the aim of emancipatory or collaborative research should be to produce evidence and theory that can enable service users and carers to:
· have a greater awareness of their situation so that they can make informed decisions and choices
· have more control over their lives in areas where this may have been taken from 
them
· participate in areas of social, economic and political life from which they may have been excluded.
and can enable them, in conjunction with practitioners and members of the wider 
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community, to:
· challenge stigma, injustice and social exclusion  (SPN, 2004, pp 24-25).
In seeking to put this agenda into practice, a number of issues may need to be considered:
7.1 Formulating the research agenda: whose emancipation?
	 To what extent are service users and carers (whether potential researchers or research participants) involved in setting overall research agendas and in the formulation of more specific research questions?  Do participants think that the research is potentially useful for them and would the research findings have the potential to give them more control over their lives?     
	 One cannot assume that the emancipation agenda will carry the same meaning to the different actors engaged in the research process. In view of this, it may be helpful to identify the different interests of those involved and seek to negotiate a research agenda that can be owned and controlled by all participants.
7.2 Power relations
	 When engaging in research, how can researchers be sensitive to any power differentials involved in the research process – either within the research team, 
or between members of the research team and research participants? It is likely that power differentials may be less of an issue if service users are conducting the research or have control over the research process. Where differentials do exist, recognising such issues may be seen as the first step in working to overcome them – and there needs to be space, and permission, for such issues to be discussed. Empowerment inevitably means that those situated in potentially oppressive positions of ‘power over’ may need to hold back from deploying it in order to allow the emergence of more effective forms of ‘power together’ between people with different backgrounds and experiences (Tew, 2002).
7.3 Consequences and outcomes
	 The potential social consequences of research need to be thought through – in particular being mindful that research has also been used as a tool to oppress and misrepresent the experiences of people it is supposed to be assisting. Therefore, some consideration may need to be given to how service users and carers may be able to influence or control how research findings are disseminated and used.
7.4 Accessibility
	 Research outputs have to be accessible in terms of language and context. In practice, research reports and publications may need to address different audiences if findings are to have influence on policy and practice – so different formats and summary versions may need to be produced. However, whatever format(s) are used, there needs to be a commitment to make the research accessible to those whose lives it reflects (Hanley, 2005).
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Seemingly technical (and dry) arguments about the methods that researchers select potentially become more understandable and significant when they are considered as symbolising differences in human thought about the nature of the world and how we can understand it (Oakley, 2000; Gough, 2004). One tradition (positivist) has attempted to develop social sciences in the way of natural sciences, seeking to understand the social behaviour as predictable and explicable in terms of general laws and principles. This is usually characterised by the use of experimental research designs and quantitative analysis. The other tradition (hermeneutic or interpretive) foregrounds people’s own accounts and interpretations of their social world; from this perspective knowledge is considered to be provisional and contestable, reflecting local circumstances. This tradition is usually characterised by in-depth interviews, observation and the study of texts, undertaken through qualitative analysis.
There is a danger that disputes around the appropriateness of methodological choices in mental health research can descend into simplistic polarisation between these quantitative and qualitative approaches. This dualism is further often reinforced by unhelpful caricatures of one or the other being on the side of the angels, usually the protagonists of quantitative analysis claiming that only large or standardised studies can overcome problems of validity, while the champions of qualitative research claiming that only in-depth textually rich data can convey the lived experience of having a mental health problem and overcome problems of reliability. It is important to recognise that this polarisation is a misleading representation of what social science research is about. Both qualitative and quantitative methods, in social science and in other disciplines, have their respective purposes – one to explore the possible ‘what’s’ of an issue or experience, and the other to explore who, where, when, how many etc.And while neither have an absolute claim to either reliability or validity, each have their own criteria in these respects – qualitative as well as quantitative – if they are to provide data which has some link to lived experiences in the areas researched. 
Furthermore, as Miles and Huberman (1994) have argued, the mundane reality is that quantitative analysis (particularly using advanced multivariate statistical methods) often involves the exercise of qualitative judgement (for example, ‘what label shall we use to describe this factor?’), whereas qualitative analysis usually incorporates some level of quantitative assessment (for example, ‘how many times was this theme occurring in these interviews?’). Research has much to gain from combining the two approaches – invariably, qualitative studies can be used to generate hypotheses to be explored in more structured approaches and qualitative findings give understandings to aspects of statistical findings. 
Within medical research, the dominant consensus has been in favour of a positivist quantitative paradigm, with almost iconic status having been given the RCT, although other quantitative approaches such as population-based and longitudinal studies have been seen as having their place. However, within the last 10 or so years, “qualitative methods have become more commonplace in areas such as health services research and health technology assessment, and there has been a corresponding rise in the reporting of qualitative research studies in medical and related journals” (Mays and Pope, 2000, p 50). Even the Medical Research Council (usually thought of as a bastion of quantitative research) now strongly advocates the use of qualitative approaches in the theoretical and modelling phases of research, for complex interventions (MRC, 2000). In support of these approaches, there is now an increasing availability of guidelines on undertaking and assessing qualitative work (Boulton and Fitzpatrick, 1994; Secker et al, 1995; Blaxter, 1996; Dingwall et al, 1998). 
In selecting appropriate methodologies for social research in mental health, there is a need to go beyond unnecessarily polarised representations of positivist and interpretive traditions to consider the wider logic of research, and the relationship between the needs of those who are researched, the research question and the selection of a research strategy (Gould, 2006; Glasby and Beresford, forthcoming). A more constructive approach would be to view methodological choices as informed by the nature of the questions being asked, rather than by some pre-determined hierarchy which may give a particular approach, such as the RCT, ‘gold standard’ status irrespective of its relevance or applicability to the research question (Upshur et al, 2001). 
In researching social aspects of mental health and the impact of professional interventions on the whole person, the RCT, may often not, on its own, be the most appropriate methodology by which to investigate many sorts of research questions. However, certain other quantitative approaches that are familiar within medical research may transfer more straightforwardly to social research. For example, epidemiological or longitudinal studies of populations may be very effective ways of isolating the range of social, economic and interpersonal factors that may play a part in contributing to mental distress or breakdown, and in enabling people to make an effective recovery. 
Thus, if we look at a range of possible research questions, we may see that different methodologies may have most to offer. For instance: 
· How do users and carers experience their mental distress and the impact of the services they receive? Questions like this may be best informed by in-depth qualitative interviews.
· What are the causal relationships between social factors and the prevalence and distribution of social distress? This type of question can be researched productively by surveys and longitudinal panel studies (surveys that follow up the same individuals over a period of time).
· What priorities should be reflected in the development of policies and organizational structures? This might be informed by a mixed-method case study.
· What is the effectiveness of a specific psychosocial intervention? Here, valuable evidence might be gathered by an RCT that compares outcomes for people receiving the intervention, compared to those that do not – as long as the design of the study is sufficiently sophisticated to take account of issues of social diversity within both the sample and the wider population. However, even here, a qualitative component to a clinical trial may be helpful in terms of exploring what, within the delivery of the intervention, is perceived by a service as making a difference, and in guiding the selection of outcomes that are relevant to the needs of users.
‘In-depth’ approaches to understanding the social causation and resolution of mental distress are likely to require the application of both qualitative and quantitative research findings: together the qualitative and the quantitative can be employed to tell the story from perspectives characterised by the ‘sociological imagination’ (Wright Mills, 1970), and resonating with wider social action and emancipatory paradigms (Ward, 2000) such as that developed by Freire (1972) in his work in Latin America. Inherent to these approaches are understandings of social experiences and situations which are informed by both structure and subjectivity, inner and outer, constraint and creativity (Dominelli, 2002). Such understandings can engage with social model perspectives in which people as social actors rather than passive objects are “shaped by the world around them but … are also creative beings” (Ward, 2000). In this they speak of the multiple interactions and processes involved in our social undertakings, which serve to underpin lived experiences – the processes hidden beneath our everyday perceptions and experiences of the world (Friere, 1972)  by which people’s ‘private troubles’, inner and outer, have emerged from ‘public issues’ (Becker and McPherson, 1997); thus, for example, we can trace the interactions of social meanings and social position in the generation of individual health concerns (Wilkinson, 1996). 
As we have argued, there is an emerging recognition that both quantitative and qualitative research traditions play their part in deepening understanding of social phenomena, and consequently there are times when contrasting methods can be combined to strengthen the overall relevance of a research inquiry. For example, a qualitative exploration of an issue with a small number of people can illuminate the questions that can be researched through a larger-scale survey. Alternatively, quantitative analysis of survey findings can suggest which individuals or groups could be interviewed in depth to give qualitative understanding to aspects of the statistical findings. As a third possibility, some ‘combined’ studies run qualitative and quantitative elements in parallel so that findings from each inform the other on an ongoing basis.
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The need to move beyond the stale dichotomies of objective versus subjective and quantitative versus qualitative connects with the perspectives of wider emancipatory paradigms in feminist, disability and anti-racism contexts. Understanding how processes involved in structural inequality, discrimination, social exclusion and stigmatisation impact on people’s outer and inner worlds, and the monumental and devastating realities with which they struggle, provides people with their means of empowerment (Dominelli, 2002). 
We cannot assume by any means that such a use of qualitative and quantitative social research will guarantee an emancipatory approach as proponents from feminist and disability movement standpoints have shown in relation to researchers from traditional social research perspectives seeking to approach their issues (Oliver, 1996; Hartsock, 1998). Some of these perspectives with their working assumptions about survivors can pathologise or render invisible their experiences as much as can a psychiatric diagnosis, and use of these assumptions in research generates interview questions, analyses and interpretations of findings which reproduce these assumptions. What is important therefore is to develop understandings fully in tune with users’ own experiences, respecting both their dignity as social actors and the profound impact of the social structures and processes they endure in social structures and social processes (Bhui, 2002; Double, 2002). Essential in developing this emancipatory paradigm are both increasing opportunities for user-led research, and processes of committed, lived partnership in the research enterprise between people who are survivors, practitioners and academic researchers. 
In exploring the hidden depths of social experiences, the whole of the emancipatory enterprise is defeated if researchers are not wholly engaged with people’s direct personal knowledge of those experiences. But how this can happen is only beginning to emerge from processes of dialogue and discussion, with survivors, carers, researchers and practitioners reflecting on experiences and assumptions, ‘problematising’ these reflections (Ward, 2000), and challenging each other (in the non-oppressive sense of raising awareness) (Dominelli, 2002) – all within a spirit of partnership. Much has to happen as a basis for this – researchers and workers need to engage with people from a position of changed assumptions and full commitment to take on and respond to whatever is learned about the monumental issues users and carers endure, their own part in this, and how in outer, practical terms as well as inwardly, the power they have can be genuinely shared in the course of the dialogue. 

[bookmark: _Toc108567054]9.RESEARCH METHODS FOR MENTAL HEALTH AND THEIR DIFFERENCIES
Qualitative and mixed methods play a prominent role in mental health services research. However, the standards for their use are not always evident, especially for those not trained in such methods. This paper reviews the rationale and common approaches to using qualitative and mixed methods in mental health services and implementation research based on a review of the papers included in this special series along with representative examples from the literature. Qualitative methods are used to provide a “thick description” or depth of understanding to complement breadth of understanding afforded by quantitative methods, elicit the perspective of those being studied, explore issues that have not been well studied, develop conceptual theories or test hypotheses, or evaluate the process of a phenomenon or intervention. Qualitative methods adhere to many of the same principles of scientific rigor as quantitative methods, but often differ with respect to study design, data collection and data analysis strategies. For instance, participants for qualitative studies are usually sampled purposefully rather than at random and the design usually reflects an iterative process alternating between data collection and analysis. The most common techniques for data collection are individual semi-structured interviews, focus groups, document reviews, and participant observation. Strategies for analysis are usually inductive, based on principles of grounded theory or phenomenology. Qualitative methods are also used in combination with quantitative methods in mixed method designs for convergence, complementarity, expansion, development, and sampling. Rigorously applied qualitative methods offer great potential in contributing to the scientific foundation of mental health services research.

Keywords: qualitative research, mental health services, dissemination and implementation research, mixed methods, ethnographic methods
There is a rich tradition of using qualitative methods in mental health services research, most notably represented in the ethnographies of populations with mental health problems (e.g., Estroff, 1981; Hopper, 1988), and the institutions that serve them (e.g., Caudill, 1958; Goffman, 1961; Rhodes, 1991). Nevertheless, as in other areas of scientific research (Kuhn, 1970; Patton, 2002), qualitative methods in mental health services research have long been regarded as being “unscientific”, largely due to a lack of understanding of and experience with such methods (Robins, Ware, dosReis, Willging, Chung, & Lewis-Fernández, 2008; Hopper, 2008,Scarpinati Rosso & Bäärnhielm, 2012). This perspective began to change in the last two decades with calls for more of an interdisciplinary perspective and a recognition that qualitative methods could offer more in terms of an understanding of the need for and delivery of health services in general (Berwick, 2008) and mental health services in particular (Hohmann, 1999; Slade & Priebe, 2001) than was available from the use of quantitative methods alone. Since that time, qualitative methods have increasingly been used in mental health services research, both as the primary or exclusive method of data collection and analysis (e.g., Brunette et al., 2008; Proctor et al., 2008; Ware et al., 1999), and increasingly when combined with quantitative methods in mixed method designs (Robins et al., 2008; Palinkas, Horwitz, Chamberlain, Hurlburt, & Landsverk, 2011). In both instances, there have been concerted efforts to demonstrate the rigor applied to the collection and analysis of qualitative data as well as the scientific basis for qualitative methods, characteristics that are also valued in the use of quantitative methods. In addition, the unique value of qualitative methods to scientific inquiry and understanding of mental health services has become more evident.

The aim of this paper is to provide an overview of the use of qualitative and mixed methods in mental health services and implementation research by drawing from the examples of their use embodied in the other papers in this special series, as well as from the larger mental health services literature, and to offer some guidelines on how such methods can and should be used to maximize their potential and insure rigor in their application to addressing important questions related to the need for and delivery of mental health services.

9.1 RATIONALE FOR USING QUALITATIVE METHODS
Qualitative methods represent an approach to understanding that does not require, or does not lend itself to, enumeration (Bernard, 2002). They can be viewed as both an art and a science. As in other fields of inquiry, they have often been used in mental health services research to provide a “thick description” (Geertz, 1970) of phenomena by providing a depth of understanding to complement the breadth of understanding afforded by quantitative methods, aiding in the interpretation of results obtained from quantitative methods, and contextualizing phenomena of interest. Examples of the use of qualitative methods in mental health services research for this purpose include Rhodes' (1991) ethnography of an emergency psychiatric unit; a descriptive account of the way in which clinicians reported making treatment decisions, their beliefs about how decisions should be made, and barriers to making treatment decisions (Simmons, Hetrick & Jorm, 2013); use of qualitative data to contextualize the outcomes evaluation of a quality improvement approach for implementing evidence-based employment services in specialty mental health clinics (Hamilton et al., 2013); and an examination of the context and intervening mechanisms of an RCT evaluating an intervention for shared care in mental health (Byng, Norman, Redfern & Jones, 2008). In the papers included in this special series, Rodriguez, Southam-Gerow and O'Connor (in press) use qualitative methods to “localize” evidence-based practices by providing the necessary insight into the local context in which practices that have been evaluated for their “global” generalizability must be applied.

Another major reason for the use of qualitative methods is that they are ideal for eliciting the perspectives of those being studied. Qualitative methods “allow people to speak in their own voice, rather than conforming to categories and terms imposed on them by others” (Sofaer, 1999, p. 1105). By eliciting participant perspectives, qualitative methods serve to enhance the validity of data being collected because it enables the investigator to compare their own perception of reality with the perception of those who are being studied. For instance, Lee, Munson, Ware, Ollie, Scott, and McMillen (2006) gave youths in foster care an opportunity to voice their experiences with mental health services and specific providers. Turner, Sharp, Folkes and Chew-Graham (2008) conducted in-depth interviews to explore women's views and experiences of antidepressants as a treatment for postnatal depression. In this special series, Rodriguez and colleagues (in press) used qualitative methods explicitly to better understand the perspectives of three groups of stakeholders on children's mental health services (parents, clinicians, and clinical directors) with the intention of seeing how these perspectives compared with one another. Similarly, Lyon, Ludwig, Romano, Koltracht, Vander Stoep, and McCauley (2013) used qualitative methods to elicit provider perspectives on the appropriateness of implementing an evidence-based, modular therapeutic approach within a school-based health clinic. Dorsey, Conover and Cox (in press) sampled foster parents to elicit their perspectives on engagement that could be incorporated into the adaptation of an existing engagement intervention. Murray and colleagues (2013) assessed counselors, children and caregivers perspectives on the use of Trauma-Focused Cognitive Behavioral Therapy (TF-CBT) in Zambia.

Qualitative methods are often found to be especially useful during initial stages of research because they enable investigators to acquire some understanding of issues, to obtain “pilot data”, or when there is too little previous research or absence of theory to allow for identification of hypotheses to be tested. Examples of such use include an exploration of the experiences of providers who have encountered immigrant patients in their services on a daily basis and to reflect on areas where difficulties may arise and how these are managed in mental health services (Sandu et al, 2012) and an exploration of wraparound services for youth with serious emotional disturbance (Mendenhall et al., 2013). Chew-Graham, Slade, Montana, Stewart, and Gask (2007) used qualitative methods to explore the function of community health teams in managing referral decisions at the primary-specialist interface from the perspectives of both referrers (primary care providers) and referred to (mental health specialists). In this special series, Lyon and colleagues (2013) employed qualitative methods “because the study of modular psychotherapy is in its infancy.” Dorsey and colleagues (in press) used qualitative methods as part of a pilot project effort to tailor an existing engagement intervention for use in implementing TF-CBT with a small group of foster parents to identify any population-specific areas of adaptation to the engagement intervention. Such exploration can be used to develop new theories or conceptual frameworks or to expand upon existing ones and to generate new hypotheses that may be tested using quantitative methods or to develop valid and reliable quantitative methods by identifying the content and form of questions to be asked and by identifying the target population through observation and interviews. For instance, Byng and colleagues (2008) used qualitative methods to generate provisional hypotheses, ready to be tested using the analytic induction process, that were derived both from themes emerging during initial coding of interview transcripts and by examining the matrix of obvious patterns. Beehler, Funderburk, Possemato and Vair (2013) used qualitative methods to develop a self-report measure of behavioral health provider adherence to co-located, collaborative care.

Finally, qualitative methods have been used in mental health services research for an evaluation of process. Such methods are frequently used in evaluation research to explain how a program or intervention operates. Harris and colleagues (2012) used qualitative methods to help understand why Early Intervention in Psychosis (EIP) services are effective by exploring the personal experiences of a small sample of services users. Byng et al. (2008) used qualitative methods to conduct a process evaluation of a complex intervention for shared care in mental health. In the papers in this series, Aarons and colleagues (in press) use qualitative methods to examine the process of scaling up of an EBP across an entire service system using an Interagency Collaborative Team (ICT) approach. Such methods can provide insight as to why program does not work as intended; it may also provide insight into unanticipated benefits or outcomes.

9.2 CHARACTERISTICS OF QUALITATIVE METHODS
Qualitative and quantitative methods are similar in that they both adhere to certain principles of scientific inquiry and rigor. The principles of validity, reliability, generalizability and objectivity that govern sound quantitative research have their counterparts in the principles of credibility, dependability, transferability, and reflexivity that govern sound qualitative research (Patton, 2002; Bernard, 2002). One of the techniques used to insure validity in qualitative methods is the concept of “saturation, the point at which no additional data collection in needed, no new codes are developed, and themes and subthemes have been fully fleshed out” (Padgett, 2008, p. 171). Saturation refers to completeness or fullness necessary to insure that everything related to the phenomenon of inquiry that can be collected and analyzed has been done so within the limits of the forms of collection and analysis chosen. In a study of women's attitudes toward using antidepressants to treat postnatal depression, Turner and colleagues (2008) reached saturation of key themes after interviews with 27 women, while Chew-Graham et al. (2007) achieved saturation with 35 general practitioners. Another technique used to insure validity is the identification of deviant or nonconfirmatory cases, the exceptions to the rule. This technique was employed by Turner and colleagues (2008) in their study of women's views of antidepressants as a treatment for postnatal depression and by Chew-Graham and colleagues (2007) in their study of community mental health teams. Validity has also been supported by means of “member checking” whereby study participants or others who share similar characteristics review study findings to confirm and potential elaborate on them. In their study, Dorsey and colleagues (in press) presented the findings of their interviews with foster parents to two boards, one comprised of foster parents and one comprised of caseworkers. They further “triangulated” the data collected from both boards.

Reliability or dependability of qualitative data analysis is usually achieved by establishing a specified level of agreement in identification of topics or themes through both qualitative and quantitative means. The inductive approach typically includes a process of “coding by consensus”, which includes one or both of two activities, 1) regular meetings among coders to discuss procedures for assigning codes to segments of data and resolve differences in coding procedures, and 2) comparison of codes assigned on selected transcripts to calculate a percent agreement or kappa measure of inter-rater reliability. Most studies in the mental health services literature report the first method (e.g., Gilburt, Slade, Bird, Oduola & Craig, 2013; Mittal, Drummond, Blevins, Curran, Corrigan, & Sullivan, 2013; Turner et al., 2008), while others report measures of inter-rater reliability of coding of qualitative transcripts (e.g., Bradley et al., 2003; Lee et al., 2007; Palinkas et al., 2008). Rodriguez and colleagues (in press) appear to have used both methods to insure the reliability of coding assigned; however, they also acknowledge that they relied primarily on a priori codes rather than identify new or emergent codes. (in press) and colleagues, Lyon and colleagues (2013) and Dorsey and colleagues (in press) rely only on the first method.

Qualitative methods also acknowledge the importance of generalizability, often referred to in the literature as the transferability of findings from one context or population to another. For the most part, this acknowledgment is usually described as a limitation. For instance, Rodriguez and colleagues (in press) note that all the parents recruited in their study were women. Lyon and colleagues (2013) urge caution when generalizing findings to other models or settings because their study included a sample of clinicians working in one particular type of school-based service delivery system. Murray and colleagues (2013) note their study was conducted only with children and caregivers of children who completed treatment and thus did not include the perspectives of children who did not complete treatment. It was also limited to local lay workers in an urban setting. However, as noted earlier, as qualitative methods are designed for depth and not breadth of understanding, the generalizability of findings is of less importance at this stage of the process of scientific inquiry than the attainment of maximum insight from the data that are collected.

Another characteristic of some qualitative studies is the explicit reflexivity employed by investigators as a means of identifying and addressing potential biases in the collection and interpretation of data. Such bias may be associated with the investigator's preconceived beliefs, assumptions and theoretical orientations; demographic characteristics; experience with the methods used and familiarity with the phenomenon under investigation. Gianakis and Carey (2011), for instance, make explicit their background and initial expectations in their study of adults who experience improvement in psychological functioning without the benefit of psychotherapy.

Other methods used in qualitative studies to enhance rigor of analysis include triangulation of viewpoints by purposefully interviewing people in various roles within an organization, peer debriefing and support meetings among research team members, and providing a detailed audit trail during analysis (Harris, Collinson, & das Nair, 2012; Miles & Huberman, 1994; Mendenhall, Kapp, Rand, Robbins, & Stipp, 2013).

9.3 DESIGN STRATEGIES
While adhering to the same scientific standards, qualitative methods are nevertheless distinguished from quantitative methods by certain other characteristics, including design strategies, data collection and analysis strategies. One of the most obvious distinctions in the design of qualitative studies is the reliance upon generally smaller samples for investigation. Although there are qualitative mental health services studies involving large samples, they generally do not require them since their aim is to achieve a depth of understanding rather than a breadth (generalizability) of understanding. Consequently, the number of participants is often based on availability of participants and feasibility of data collection rather than quantitative power calculations. Nevertheless, there are certain conventions in identifying how many participants to include in a qualitative study, including precedent and saturation (Guest, Bunce & Johnson, 2006; Miles & Huberman, 1994; Strauss & Corbin, 1998).

Another familiar feature of qualitative study designs is the use of purposeful sampling to identify and recruit study participants. Unlike quantitative studies that rely on random samples to minimize bias and confounding, qualitative studies rely principally on “purposeful sampling” designed to maximize the information gained from what is typically a much smaller group of participants than found in most quantitative studies (Palinkas, Horwitz, Green, Wisdom, Duan, & Hoagwood, 2013). Among the most common forms of purposeful sampling are extreme or deviant case sampling, criterion sampling and maximum variation sampling. Sampling extreme or deviant cases is designed to reduce variation and highlight the most prominent features of a phenomenon under investigation. For instance, Sandu and colleagues (2012) sampled services providers in 16 European countries after first sampling mental health services in areas with high concentration of immigrants in consultation with a research center for that country and then asking for an interview with a practitioner with the most extensive experience of providing mental health care to immigrants in the service. Criterion sampling is also intended to reduce the range of variation and limit the possibility of collecting information not directly related to the phenomenon of interest. For instance, Byng et al (2008) limited their sample to participants of an RCT of a complex health services intervention for shared care for people with long-term mental illness. As its name suggests, maximum variation sampling is intended to expand the range of variation and thereby select participants who are representative of a larger population and can maximize the opportunity for a comprehensive view of the phenomenon of interest. In a study of implementation issues related to several evidence-based practices for adults with serious mental illness that were included in a national demonstration project, Isett and colleagues (2007) asked the mental health commissioner's office in each participating state to identify potential participants who were knowledgeable about evidence-based practice (itself a criterion) and came from various backgrounds to capture a broad range of perspectives. Chew-Graham et al (2007) sampled general practitioners to insure variation in gender, ethnicity, experience, and practice size. Other forms of purposeful sampling have been used in mental health services research, including random sampling (Mendenhall et al., 2013) and convenience sampling (Mittal et al., 2013) or both (Stergiopoulos et al., 2012), but these two in particular are usually considered less likely to obtain information rich participants (Patton, 2002).

In this special series, Rodriguez and colleagues (in press) wanted to obtain a sample that was representative of the clinics that were the focus of their investigation using different sampling methods. They did so by sampling the universe of directors and clinic-affiliated therapists who worked in the study clinics and a subset of parents through informational flyers and invitations from providers. The other studies also appear to have used criterion sampling to identify potential participants, including full-time mental health provider in their respective schools (Lyon et al., 2013), foster parents based on referrals from caseworkers and youth exposure to at least one traumatic event and youth PTS symptoms (Dorsey et al., in press), all “outer” and “inner” context stakeholders involved in the implementation of an evidence-based practice in one county (Aarons et al., in press) and participants in a larger feasibility study of TF-CBT in Zambia (Murray et al., 2013). While these strategies are commonly employed in mental health services researchers, investigators should be mindful of the fact that representativeness is only one criterion for purposeful sampling. Other important criteria include familiarity with the topic under investigation based on experience, a willingness to share that information, and an ability to share that information based on the informant's own insight and communication skills (Bernard, 2002).

Another feature of qualitative research design observed in mental health services research is its emphasis on naturalistic inquiry, “a ‘discovery-oriented’ approach that minimizes investigator manipulation of the study setting and places no prior constraints on what the outcomes of the research will be (Patton, 2002, p. 39). Qualitative designs are, for the most part, observational in nature. Data are collected in situ, usually as events happen. These qualities are more often employed in long-duration ethnographic studies that make use of participant observation than in focus groups and semi-structured interviews to collect information guided by a priori conceptual frameworks (Padgett, 2008). The reason for this focus is to avoid or eliminate any potential bias, either on the part of the observer or those being observed or interviewed (Guba, 1978).

A final characteristic of qualitative studies of mental health services is the emergent and iterative nature of qualitative research. The emergent design is based on the principle that circumstances often dictate changes in focus or means of data collection and that the researcher should be prepared to accommodate to those changes rather than adhere to a plan to use potentially inappropriate or inadequate methods (Padgett, 2008). Qualitative mental health services research are often iterative in nature in which there is a constant back and forth between data collection and analysis (Bernard, 2002). In contrast, quantitative studies generally initiate the analysis phase only after data collection is complete or near completion. For instance, Isett and colleagues (2007) developed a protocol for conducting follow-up interviews based on three dominant themes identified in their analysis of the first set of interviews. Chew-Graham et al (2007) modified their interview schedule in light of emerging data.

9.4 DATA COLLECTION AND FIELDWORK STRATEGIES
There exist several different forms of data collection strategies in qualitative studies of mental health services. The most common strategies are extended interviews and focus groups, followed by ethnographic fieldwork, document reviews and more structured approaches that involve both qualitative and quantitative methods. The extended interview is the most frequently used method for data collection in mental health services research and is intended to elicit information on the participant's experience, opinions, and perceptions of mental health services. This form of data collection can range from brief responses to open-ended questions on more structured interviews or surveys (e.g., Marcus, Westra, Angus, Kertes , 2011) to a series of extended interviews with “key informants,” individuals especially knowledgeable about the topic under examination (e.g., Sandu et al., 2012). In this special series, Aarons and colleagues (in press) conducted interviews with executive staff from a state child welfare system, CBOs providing home visitation services, and a local foundation, using an interview guide consisting of open-ended questions tailored to each stakeholder group to assess roles and responsibilities and perceptions of the implementation of the SafeCare intervention. Lyon et al. (2013) conducted one-hour semi-structured interviews with 17 school-based mental health providers. Dorsey and colleagues (in press) conducted interviews of shorter duration (13 to 27 minutes) with 7 foster parents to collect information on the initial telephone call to facilitate engagement and experience with the first TF-CBT treatment session. Rodriguez et al. (in press) interviewed three parents using a semi-structured guide to obtain perceptions of causes of anxiety, depression and conduct-related problems in children; ideal treatments for these problems; barriers to making these treatments available; and additional comments. Murray et al (2013) trained counselors to ask a series of six open-ended questions to children in Zambia undergoing treatment for trauma and their caregivers, although they acknowledge potential problems with counselors interviewing children and caregivers, leading to hesitation to report negative feedback. This was followed by a second interview for further clarification and probing on the participants' initial responses.

A particular form of extended interviewing is the structured narrative, in which the participant describes the experience of having an illness and seeking services for that illness. Scarpinatti Rosso and Bäärnhielm (2012) collected narratives from 23 newly referred immigrants seeking help at a psychiatric outpatient clinic in Stockholm, Sweden, using a Cultural Formulation (CF) interview protocol (Bäärnhielm, Scarpinatti Rosso, & Pattyi, 2009). Marcus et al (2011) used narratives to understand client experiences of using motivational interviewing for treatment of generalized anxiety disorder. Rappaport, Jerzembek, Doel, Jones, Cella and Lloyd (2010) used narrative content analysis (Coffey & Atkinson, 1996) to construct narratives of uncertainties about treatment of mental health from free text responses to a questionnaire.

Another form of data collection that has been used extensively in mental health services research is the focus group. Focus groups are interviews that are designed to use group interaction to generate data and insights less accessible in individual interviews (Krueger, 1988; Morgan, 1988). Although this cannot always be achieved in service settings, the ideal composition of a focus group is between 6 and 10 “homogeneous strangers,” individuals who are similar by virtue of their experience with or familiarity with the topic but who otherwise are not closely linked to one another. In the articles in this special series, Aarons and colleagues (in press) conducted 9 focus groups with case manager supervisors, trainers, the seed team, and service provider team trained by the seed team. Rodriguez and colleagues (in press) conducted two focus groups with 11 providers using a guide similar in structure to the one used with individual interviews with parents; however, they acknowledge that while perhaps logistically feasible, the focus group format “created an uncomfortable environment for staff, making it difficult to disclose in the presence of fellow colleagues”.

Ethnographic fieldwork often consists of several different modes of data collections, but perhaps the most distinctive feature is the technique of participant observation. Participant observation consists of spending time and talking with people in their own settings (Ware et al., 1999). Estroff conducted ethnographic fieldwork with a group of discharged mental hospital patients living in Madison, Wisconsin. Her participation included taking antipsychotic medication to better understand the challenges of living with their side effects. Ware et al (1999) engaged in participant observation at two public community mental health centers (CMHCs) and one emergency psychiatric evaluation unit in Boston to identify the interpersonal processes of giving and receiving day-to-day services through which individual providers create experiences of continuity for consumers. Palinkas and colleagues (2008) participated in training workshops in three different evidence-based treatments whose effectiveness in their standard use and in a modular fashion in a randomized controlled trial. They also conducted site visits of each of the clinics participating in the study.

Finally, some qualitative mental health services studies have relied upon more quasi-statistical techniques for data collection. These techniques often represent the iterative nature of qualitative methods in that the investigators alternate between qualitative data collection, transformation of qualitative data into quantitative data, and validation or elaboration using another round of qualitative data collection. An illustration of this process is the technique of concept mapping (Trochim, 1989). Aarons, Wells, Zagursky, Fettes, and Palinkas (2009), solicited information on factors likely to impact implementation of EBPs in public sector mental health settings from 31 services providers and consumers organized into 6 focus groups. Each participant then sorted a series of 105 statements into piles and rated each statement according to importance and changeability. Data were then entered in a software program that uses multidimensional scaling and hierarchical cluster analysis to generate a visual display of how statements clustered across all participants. Finally, 22 of the original 31 participants assigned meaning to and identified an appropriate name for each of the clusters identified (Aarons et al, 2009). Another technique for data collection that relies on the iterative collection and analysis of data is the Delphi approach where opinions from content experts are collected and summarized with the primary goal of consensus building, thereby helping to insure content validity. Beehler et al. (2013) used this technique to develop a list of self-report measures of behavioral health provider adherence to co-located, collaborative care, beginning with the development of a 56-item measure of collaborative care, obtaining qualitative feedback from content experts while quantitatively rating each item's relevance for behavioral health provider practice through three rounds of emailed surveys. Items with consensus ratings of 80 percent or greater were included in the final adherence measure.

9.5 DATA ANALYSIS STRATEGIES
For the most part, qualitative studies rely on a variety of methods for inductive analysis and creative synthesis. For instance, Byng and colleagues analyzed their data using Realistic Evaluation, “a framework for a context sensitive process evaluation accompanying an RCT, designed to unpack the complexity of the intervention by examining interactions between intervention components and context and then further refining its core functions” (2008, pp. 3-4). This modified form of analytic induction was used to examine the empirical data from case studies and iteratively build “middle range theories.” However, there are instances of qualitative mental health services research that have also employed deductive approaches. For instance, in a study of stigma associated with PTSD among treatment seeking combat veterans, Mittal and colleagues (2013) began with an inductive approach based on grounded theory methods (Strauss and Corbin, 1998), followed by a deductive analysis with the use of an a priori model of the participants reaction to the stigmatizing labels they perceived. Hamilton and colleagues (2013) used a hybrid deductive/inductive thematic analysis approach in their study of implementation of employment services in specialty mental health.

Many of the coding strategies employed for analyzing qualitative data in mental health services research fall under the general rubric of “content” or “thematic” analysis. Such analysis often involves a rigorous process of reviewing transcripts and other documents line by line and assigning codes based on a priori and/or emergent topics or themes, and the construction of themes (Miles & Huberman, 1994; Strauss & Corbin, 1998). Coding also occurs in stages in which initial preliminary codes are followed by secondary or focused coding (e.g., Green et al., 2008; Simmons et al., 2013), or in which open codes are followed by axial codes (e.g., Hamilton et al., 2013). The papers by Rodriguez and colleagues (in press), Lyon and colleagues (2013), and Dorsey and colleagues (in press) provide an illustration of the inductive process or content or thematic analysis. They refer to the process of “unitizing” (i.e., construction of units) the data by creation of codes based on an a priori classification system (the MHSE model), construction of a codebook with a list of these units, and then the identification of themes through the use of text analysis software such as NVivo (Dorsey et al., in press; Rodriguez et al., in press) or Atlas.ti (Lyon et al., 2013). The papers by Murray et al (2013) and Aarons et al. (in press) employ another commonly used analytic process found in MHSR qualitative studies. Similar in many ways to the content analysis based on a priori topics described above, this process adheres more to a grounded theory (Glaser & Strauss, 1967; Strauss & Corbin, 1998) in which both a priori and emergent topics are coded to construct a conceptual framework or theory. Stergiopoulos and colleagues (2012) analyzed interview and focus group transcripts of a Housing First model for homeless individuals with mental illness using a grounded theory methodology. Isett et al (2007) utilized grounded theory case study methods developed by Yin (2003). In addition to systematizing the process of coding the data, qualitative analysts using this approach engage in an iterative process of “constant comparison” (e.g., Chew-Graham et al., 2007; Turner et al., 2008).

Although not as common as the grounded theory approach, another approach to qualitative data analysis used in mental health services is based in a phenomenological tradition. Drawing from the work of Husserl (1962), Schutz (1970), and others, phenomenology aims at gaining a deeper understanding of the nature or meaning of our everyday experiences. As equally concerned with rigor as is the grounded theory approach described above, phenomenology gives more attention to understanding the lived experience of individuals using or in need of mental health services while controlling for preconceptions and potential biases on the investigator. Gianakis and Carey (2011) utilized Interpretative Phenomenological Analysis (IPA: Smith, 1996), a cyclical iterative process with a constant revisiting of transcripts to insure the superordinate themes generated directly relate to the shared experience of the participants, in their investigation of the phenomenological experience of psychological change following distress from a range of problems in individuals who have not used psychotherapy to resolve those problems. Harris and colleagues (2012) used IPA to explore the experiences of being in contact with Early Intervention in Psychosis (EIP) services in a small sample of service users.

While the detail underlying the coding of data and generation of themes is critical to demonstrating the rigor applied to qualitative analysis, a holistic perspective is equally important. This perspective requires that the investigator goes beyond the enumeration of themes to provide “the big picture”, for instance, by explaining how the themes are linked together to provide a more comprehensive understanding of their meaning, operation, and relationships, and by paying particular attention to context. For instance, in the study by Lyon and colleagues (2013), key elements of the fit between the modular approach and the school context at the client and clinician levels are summarized, elaborated and integrated using the identified themes. Aarons and colleagues (in press) relied on the principle of constant comparison to condense coding categories into broader themes using a format that placed the phenomenon under investigation within a broader framework of understanding collaborations, negotiations and resolutions while considering inner and outer contextual characteristics.

One analytical strategy used in mental health services research to provide such a holistic perspective is the case study approach. Often relying on multiple forms of qualitative data (interviews, focus groups, participant observation) rather than a single form, case studies are less concerned with representativeness or generalizability and more concerned with richness in detail of individuals, groups, organizations, systems or experiences and their context (Yin, 2003). Examples include a multiple case study of implementation as usual in children's social service organizations (Powell et al., 2013), a phenomenological case study of communication between clinicians about attention-deficit/hyperactivity disorder assessment (Lynch, Cho, Ogle, Sellman & dosReis, 2014), and an evaluation of the state policy context of implementation of several evidence-based practices for adults with serious mental illness (Isett et al., 2007).

9.6 MIXED METHODS
Qualitative methods are increasingly represented in mental health services research in the form of mixed method designs that focus on collecting, analyzing and merging both quantitative and qualitative data into one or more studies. The central premise of these designs is that the use of quantitative and qualitative approaches in combination provides a better understanding of research issues than either approach alone (Cresswell & Plano Clark, 2011). In such designs, qualitative methods are used to explore and obtain depth of understanding while quantitative methods are used to test and confirm hypotheses and obtain breadth of understanding of the phenomenon of interest (Teddlie & Tashakkori, 2003).

Mixed method designs in mental health services research can be categorized in terms of their structure, function, and operation (Palinkas et al., 2011). Quantitative and qualitative methods may be used simultaneously or sequentially, with one method viewed as dominant or primary and the other as secondary, although equal weight can be given to both methods. The function of mixed method designs are usually based on whether the two methods are used to answer the same question or to answer related questions and whether they were used to achieve convergence (using both types of methods to answer the same question, either through comparison of results to see if they reach the same conclusion or by converting a data set from one type into another, e.g., quantifying qualitative data or qualifying quantitative data); complementarity (using each set of methods to answer a related question or series of questions for purposes of evaluation or elaboration, e.g., using qualitative data to examine treatment process and quantitative methods to examine treatment outcome); expansion (using one type of method to answer questions raised by the other type of method, e.g., using qualitative methods to explain findings from an analysis of quantitative data); development (using one type of method to answer questions that will enable use of the other method to answer other questions, e.g., using qualitative methods to construct a questionnaire or a theoretical model that can be tested using qualitative methods); or sampling (using one type of method to define or identify the participant sample for collection and analysis of data representing the other type of method, e.g., purposefully selecting participants for individual interviews based on their responses to a survey). Finally, the use of mixed methods in mental health services research involves three distinct processes or strategies for combining qualitative and quantitative data: merging or converging the two datasets by actually bringing them together, connecting the two datasets by having one build upon the other, or embedding one dataset within the other, so that one type of data provides a supportive role for the other dataset.

Some of the articles in this special series offer illustrations of the combining of qualitative data. For instance, Rodriquez and colleagues enumerated the number of units within each of the identified themes and compared these units using nonparametric statistics. Lyon et al. (2013) identified the percentage of participants who mentioned a particular topic or theme during their interview. The salience of the topics was indicated by the percentage of clinicians who discussed them during the interviews. Murray and colleagues (2013) also use frequency counts to indicate the salience or importance of identified themes. The study by Rodriguez et al (in press) was an early phase of a mixed-method university community partnership endeavor designed to adapt and test evidence-based practices for anxiety and depression. The study by Lyon et al (2013) occurred subsequent to an intervention study, while the study by Dorsey et al. (in press) occurred in the first phase of a two-phase feasibility trial of TF-CBT with youth in foster care.

The technique of concept mapping used by Aarons et al. (2009), where qualitative data elicited from focus groups are “quantitized” using multidimensional scaling and hierarchical cluster analysis, is an example of convergence. In a study of the implementation of evidence-based psychotherapies for PTSD in VA specialty clinics, Watts and colleagues (2014) conducted semi-structured interviews with staff at participating clinics using the PARiHS framework to develop overarching questions. Transcripts of these interviews were then coded by domain and element of the PARiHS framework and then a scoring rubric was used to transform each element of the framework into a numeric value. They then conducted a Poisson linear regression that used element scores for each facility as independent variables and percentage of patients at each sites receiving any evidence-based therapy as the dependent variable. Gilburt et al. (2013) used mixed methods to achieve complementarity in their evaluation of implementation of a recovery-oriented practice through training across a system of mental health services, using a quantitative audit of care plans in a random sample of 700 patients to assess change in core plan topics and in responsibility of action and semi-structured interviews with team leaders to explore understanding of recovery, implementation within the service and the wider system, and perceived impact of the training on individual practice and that of the team. The Delphi approach used by Beehler and colleagues (2013) is an example of mixed methods to achieve development and elaboration. Woltmann et al (2008) used qualitative data obtained through interviews with staff, clinic directors and consultant trainers to create categories of staff turnover and designations of positive, negative and mixed influence of turnover on implementation outcomes. These categories were then quantitatively compared with implementation outcomes via simple tabulations of fidelity and penetration means for each category.

Whether used in combination with quantitative methods in a mixed method design or alone, qualitative methods offer enormous potential to contribute to the field of mental health services research. Although they are distinguished from quantitative methods by features of design (reliance on small samples, purposeful sampling, emphasis on naturalistic inquiry, and iteration between data collection and analysis), data collection (interviews, focus groups, participant observation), and data analysis (grounded theory, phenemonology, holistic perspective), they share with quantitative methods a regard for rigor, validity and reliability. It must be kept in mind, however, that while there are certainly areas of overlap, qualitative methods are not a substitute for quantitative methods, but rather represent a specific set of tools that can be used with greater effectiveness in some phases of the process of scientific inquiry and with less effectiveness in others. Interview or focus group data may indeed be of little value when analyzing the outcomes of a randomized controlled trial; however, such data can enable an investigator to achieve a deeper understanding of process and context of an RCT, develop better instruments for measuring process and outcome, more efficiently target potential study participants, enhance the external validity of the findings, and account for unexplained findings of an analysis of quantitative data.

[bookmark: _Toc107811483]9.6 USER AND CARER INVOLVEMENT
A key theme of this paper has been the relationship of service users and carers to social research in mental health, and in recent years there has been growing recognition that this is not only a moral issue, but involvement at all stages of the research process can be crucial in strengthening the methodological adequacy of the research (Pawson et al, 2003). It may be helpful to look in more detail at examples of the benefits that service user and carer involvement may bring at particular stages of the research process (Fisher, 2002):
9.6.1 Specifying the research problem. Choosing the research question or issue is at the crux of the power relations between those who fund research, those who do it, and the people about whom the research reports. But defining the research question is not only a question of controlling the research agenda; without a user perspective, research may fail to articulate with sufficient precision or subtlety the question the research needs to address.
9.6.2 Defining outcome measures. The distinction between research and evaluation is difficult to draw, and may be unhelpful, but broadly when we consider evaluation we usually refer to forms of inquiry designed to identify whether interventions produce better outcomes for people. The experimental tradition in social research has tended to seek to define outcomes in terms defined by experts and measured against scales that are standardised, that is, have equal validity when applied to categories of people. Advocates of user inclusion in research have argued that userdefined outcomes are particularly more likely to be sensitive to process aspects of an intervention, to the broader context within which the intervention takes place, and have a better chance of capturing the diversity of users’ experiences. There is also of course no inherent reason why user-defined outcomes cannot be incorporated in standardised measures; we need a wider range of standardised measures that include social dimensions.
9.6.3 Analysis of qualitative data. Analysing data collected through interviews, observation, reading documents and so on usually involves ‘coding’ or identifying the themes or categories that are most important in the data and assigning material to illustrate those themes. Although user involvement in data analysis is one of the less developed aspects of the literature, Fisher (2002) cites various projects that he has experienced where it was user researchers who were best able to identify the issues that ‘counted’ buried within the data, particularly where the content was about the experience of oppression. 
Building on these ideas, it is possible to identify how service user and carer involvement can bring ‘added value’ to all stages of the research process. For example, what has often tended to be neglected in the past is the crucial importance of involving service users and carers right at the start of the processes of prioritising, commissioning and funding research – helping to ensure that limited resources are directed in the direction of research that has the potential to make a real difference to people’s lives. This is an area of involvement that is now being taken much more seriously by key organisations such as the DH and the Mental Health Research Network.
As well as broadening the scope of service user and carer involvement to all stages of the research process, it is important to look at the level of their involvement – what is the degree of their influence and participation?  Drawing on work on service user and carer involvement in service provision (Goss and Miller, 1995) and in mental health education (Tew et al, 2004), and on project work commissioned by the Empowerment Sub-Group of Consumers in the NHS (cited in Pawson et al, 2003, p 62), it may be helpful to conceive of a ‘ladder’ of involvement which starts from no involvement and progresses towards equal partnership or service user/carer control. In order to map progress in relation to the various stages of the research process, we can draw up a grid by which to record both the scope and the level of involvement within a research project:  
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Consultation may be seen as a helpful starting point which is likely to result in substantial improvements to the value and relevance of research undertaken. Participation takes this further with service users and/or carers making an active contribution. However, neither of these levels of involvement may be seen to shift the traditional imbalances of power between service users or carers and those commissioning or undertaking research – so there remains the danger that the research process may ultimately be reflective of established vested professional or academic interests. There is an ongoing debate as to whether full and equal partnership working, or user/carer-controlled research should be seen as best practice (Pawson et al, 2003, p 62). Both models have their proponents and have specific advantages. It can be argued that emancipatory outcomes may be more securely guaranteed if users or carers have control over the research process. It is also possible to achieve emancipatory outcomes through partnership working – and there may be other benefits to be gained from the different experience and expertise that other partners may bring.
There are also cautionary notes to be sounded. As Dominelli (1997, 2002) and Wilson and Beresford (2000) argue in emancipatory contexts, it is crucial to avoid ‘dumping’ on service users and carers. There is a critical need for researchers never to lose sight of service users’ and carers’ rights to serve their own interests and agendas – and their legitimate expectation of changes in service delivery and social opportunities as a consequence of their involvement in research. It is all too easy for service-based workers and researchers to ‘colonise’ users’ skills, understandings and labour, giving them little back in return. Thus service users and carers may need to develop their own independent collectivities, essential in articulating their own perspectives, and in which they can decide where they wish to channel their energies. Practitioners and researchers have a major responsibility to develop awareness and practice in respect of service users’ and carers’ issues and perspectives. Equally service users and carers who choose an involvement in research have a right to all the training and support they need to be able to be fully involved.
Full-scale service user and carer involvement will lead to research that is different to what has gone before. If it is to engage with something of the lived realities that service users and carers face, it will need to demonstrate “a clear and open approach towards all of the people involved in the project” (Faulkner, 2004, p 3). This requires a degree of transparency in relation to people’s positions, understandings and experiences which has not been common practice in existing practice or academic research, and involves a change of consciousness and strategy (Oliver, 1996; Beresford and Evans, 1999). This applies both to the theories and concepts underpinning the research, and to the details of the research questions developed, the questions designed, and the analysis and interpretation of data. 
Stages in the development of a more emancipatory and inclusive approach to social research might include:
· academic researchers and practitioners listening to and learning from service users’ and carers’ views through setting up opportunities for dialogue
· service users and carers having opportunities to learn about research methods 
– including quantitative as well as qualitative approaches 
· service users and carers developing their own research groups and support networks, theoretical and methodological perspectives, and negotiating the terms of their collaboration with other groups involved in the research process
· academic researchers and practitioners transforming their own practice – and not just abdicating the field to service user and carer researchers
· formation of new partnerships and collaborations – including academic researchers participating in service user or carer-controlled research projects.
If service users and carers are to be able to join the mainstream of social research as equal partners, their training, development and support needs must be recognised. They may face a variety of barriers to their involvement that researchers from more conventional academic backgrounds may not. These may include practical issues – for example, in relation to access to education or negotiating a way through the ‘benefits trap’. They may also be dealing with other disabilities, such as lack of confidence or ability to concentrate for long periods at a time, which may result from the experiences that they have gone through and/or the (negative) ways in which they have been treated by services. It is important that service users and carers feel entitled to the specific opportunities, adjustments and supports that they may need in order to become involved – and this may require major changes in the ways that social research is funded and practised, and the attitudes and values that underpin this.





[bookmark: _Toc107811484][bookmark: _Toc108567055]10. ASSESSING THE QUALITY OF RESEARCH
The development of a social knowledge base is set within the changing context of mental health services in the UK. With the introduction of the National Institute for Mental Health in England together with the development of key policies, a shift has taken place within current thinking within health and social care – ranging from practitioners, academics, users of the service and carers, to policy makers. This has led to an increasing focus on the construction of a knowledge base relevant for socially oriented practice, and the development of criteria for assessing the quality of the research evidence that informs it.
Within medical research, systematic reviews and RCTs have often been the preferred method for generating evidence on which knowledge is based. However, as we have seen, such approaches are not always relevant or valid within the field of social research. The intention here is not to champion one paradigm over the other in entering the long-standing debate of quantitative versus qualitative methods, but to highlight that, within the field of social research, appropriate criteria need to be established to evaluate the quality of research evidence, whatever the methodology used. 
While “the widespread use of hierarchies of evidence that grade research studies according to their quality has helped to raise awareness that some forms of evidence are more trust worthy than others” (Glasziou et al, 2004, p 39), current knowledge bases in mental health tend to be dominated by evidence that has been generated for the purpose of addressing clinical questions and service interventions. There has been relatively little attention given to the experiences and narratives of those affected by such interventions and using such evidence to inform knowledge. Consequently, although “a systematic review of randomised control trials would be appropriate for answering questions about the main effects of a treatment” (Glasziou et al, 2004, p 39), it may tell us little as to the effects this may have on the social functioning of an individual. For knowledge to be purposeful, it may need to draw on a variety of research approaches.
Given this, it is necessary to develop a framework in which ‘quality’ can be assessed and applied to a wide range of evidence, and one which makes clear what is meant by ‘quality’. In general, there has been a consensus within the research community that one criterion of quality has to be that of methodological rigour within the research process – but what is meant by this is dependent on the methodology chosen. Quantitative research has conventionally been evaluated using criteria of validity (are the findings justifiable on the basis of how the data was obtained and how it was analysed?) and reliability (how confident can we be in generalising from conclusions and applying them elsewhere?). Such an approach underlies systematic reviews such as those undertaken by the Cochrane Collaboration in relation to medical research (www.cochrane.org). Interpretative and qualitative methodologies come with their own rules of validity and reliability: they bring their own rigour, albeit defined differently from how it is understood within traditional positivist social science (see for example, Guba and Lincoln, 1989; Secker et al, 1995; Blaxter, 1996; Dingwall et al, 1998).
While there are ongoing debates as to how criteria of validity and reliability should be defined and applied, more fundamental questions have been raised as to whether a focus just on methodological rigour may distract attention from other broader questions about the purposes and usefulness of research – particularly from the perspective of service users and carers (Hanley, 2005). For example, a conventional approach to the evaluation of research would not seek to interrogate the ideological or experiential standpoints of the researcher, or undertake any critical examination of the prior assumptions that the researcher may have made in formulating research questions, and in deciding on what is and is not significant within the array of data generated. As has been discussed earlier, methodologically ‘pure’ research can result in findings that ‘miss the point’ in terms of what matters to service users and carers, or by operating on the basis of certain implicit assumptions, or selectively attending to certain issues but not others, to produce findings that are fundamentally misleading or oppressive.
At both the stage of a research proposal, and at the stage of reporting research, the conventional academic process for ensuring quality has been through peer review by other academics in the field. This has been criticised for: 
· concentrating exclusively on more narrow questions of methodological rigour
· being skewed by competitive rivalries between academic researchers
· being essentially conservative in the sense of tending to privilege ‘conventional wisdom’ and established approaches to research as against innovatory or emancipatory approaches
· reflecting academics’ own perspectives or perceived priorities
· excluding service users, carers and other stakeholders.
Despite these concerns, this remains the dominant mode of quality assurance within research. However, through the adoption of more broad-ranging criteria, and through building on progress towards the inclusion of service users and others within the peer review process (Hanley, 2005), there is the potential for the peer review process to become a more effective arbiter of quality standards. 
In response to concerns as to the narrowness of certain conventional ways of evaluating research-based evidence, the Social Care Institute for Excellence (SCIE) has proposed a broader framework for assessing the quality of knowledge within social care which may offer a potentially useful starting point for evaluating social research in mental health (Pawson et al, 2003). Unlike the more narrowly positivist tradition of ‘evidence-based practice’ (Trinder, 2000), the intention is not only to “attend to findings of rigorous empirical research”, but also to take into account “the importance of first hand experience” (Pawson et al, 2003, p 3). It is seen as important not to “privilege the viewpoints of any particular stakeholder, or any one strategy of generating knowledge”. However, it is suggested that not “all standpoints are of equal merit on all occasions, on all issues and for all purposes” (Pawson et al, 2003, p 3). 
This is a point that merits further discussion. Traditionally, it has tended to be those in positions of superior power or status whose standpoints have been seen, explicitly or implicitly, as having greatest validity. (It is only ‘expert opinion’ which is included within the Cochrane hierarchy of evidence.) However, from the earlier discussion, it may be argued that this hierarchy needs to be flattened out, and even reversed, so that for evidence to be seen as of ‘good’ quality, it must be seen as being grounded in, and accurately reflecting, the standpoint knowledges of service users and carers. 
The proposed framework looks at establishing a wider range of criteria by which the quality of evidence could be judged. These criteria (collectively known as TAPUPA) are summarised below:
· Transparency
	 The process of knowledge generation should be open to outside scrutiny – with clarification of aims, objectives and all the steps of the subsequent argument.
· Accuracy
	 All knowledge claims should be supported by, and faithful to the events, experiences, informants and sources used in their production. 
· Purposivity
	 The approaches and methods used should be appropriate to the task in hand, or ‘fit for purpose’.
· Utility
	 Knowledge should be appropriate to the decision setting in which it is intended to be used or ‘fit for use’.
· Propriety
	 Knowledge should be created and managed legally, ethically and with due care to all stakeholders.
· Accessibility
	 Knowledge should be presented in a way that meets the needs of the knowledge seeker. No potential user should be excluded by the presentational style used (Pawson et al, 2003, pp 38-40).
Although these criteria provide a very useful starting point, it may be helpful to expand and develop some of these further. Questions of transparency are crucial if we are to evaluate the quality of research evidence. In determining what would constitute good quality research, we might wish to consider:
· Is it clear who was involved in identifying and prioritising the issues to be researched, developing the research question and selecting the most appropriate research design? 
· What standpoints were or were not represented?  When there were differences of opinion between stakeholders, how were these resolved?
· What was the rationale for decisions and judgements made during the research process?
· Is there a full and open discussion of the possible limitations of the research and the potential applicability of its findings?
In relation to accuracy, it may be important to consider not only
· Was the chosen methodology rigorous in terms of appropriate criteria of validity and reliability? but also
· Were the findings and conclusions faithful to the concerns, issues and experiences of the service users and/or carers who were research participants?  How was this checked out?
The definitions of purposivity and utility suggest further criteria that contextualise research: not only must it be rigorous, but it must be explicit as to the purpose for undertaking the research (in terms of making a difference in the real world) and its findings must be delivered in a way that it is helpful to its end users. Where these definitions may need to be taken further is in terms of a more explicit examination of the perspectives of different stakeholders: who is involved in determining the purpose of a research project (and hence whether it is ‘fit for purpose’) and who is involved in judging its usefulness? This raises wider issues of accountability. In line with what has been argued above, there is an expectation that the purpose of the research should be emancipatory, both in terms of process and outcomes. From this perspective, there also needs to be an acknowledgement that “all knowledge production should be answerable to [service] users and their organisations” (Pawson et al, 2003, p 62). This would suggest the application of criteria such as:  
· Will the research enable the achievement of the human and civil rights of service users and/or carers?  
· Will the research increase understanding of issues such as stigma, injustice and social exclusion? 
· Does the research provide information or insights that would enable people to have more control over achieving and maintaining their ‘wellness’?
· How will research outputs enable people to have more say and choices over the services they receive?
· In what specific ways may research findings be useful to service users and/or carers – and how can this be demonstrated in terms of feedback or other evidence from service users and/or carers?
Similar issues arise in terms of the notion of propriety. While it is appropriate that research is judged in relation of ethical standards, there may need to be more clarification as to who defines what is ‘proper’. Within the overall context in which research has taken place it has conventionally been those in positions of power and authority who have promulgated their own particular versions of what is and is not ‘proper’ – and this is still reflected in the current composition of many ethics committees. It may therefore be suggested that research must not just demonstrate the exercise of ‘due care’ towards all stakeholders; it must also be evaluated on the basis of questions such as:
· How were service users and/or carers involved in discussing ethical issues?  Were there any differences of opinion between stakeholders and how were these resolved?
It is hard to see how the definition of accessibility could be improved on – apart from emphasising the possibility of presenting results in more than one format.
In conclusion, we may suggest that the quality assessment criteria proposed by SCIE provide a helpful framework for the assessment of social research in mental health, irrespective of the chosen methodology. They may be seen to provide a broader focus than the more conventional concern just with methodological rigour. However, they would benefit from further clarification and development if research is to be assessed in terms of its potential contribution towards the social inclusion and emancipation of service users, and the development of mental health services that help to deliver such goals. 
The approach rightly acknowledges the variety of stakeholders involved in social research and is designed to appeal to “knowledge producers as well as users, practitioners as well as policy makers, service users as well as providers and regulators” (Pawson et al, 2003, p 37). However, there may need to be a more explicit emphasis on the primacy of service users and carers: unless research findings have the potential to make a positive difference, in terms of enabling them to live their lives as they would wish to, then it is of little value.



[bookmark: _Toc107811485]10.1CONCLUSION
This paper has presented important developments in social approaches to mental health research, while recognising that there is much still to be done in terms of developing research capacity among the service user, carer and academic communities. The paper seeks to speak to various audiences, including commissioners and users of research, to promote an awareness of the important relationships that exist between the social objectives of research and the methods employed by researchers. Throughout there has been an acknowledgement that these debates take place in arenas where there are still contested views on some of these relationships but, nevertheless, there are some fundamental propositions that can be asserted:
· that users of services and their carers are experts in their own situation, and that research should recognise and build on their expertise
· that users of services are active participants in their own recovery, and research should respect that potentiality, and
· that research should be directed towards changing the social environments and constraints that impact on mental distress, as much as individual change.
The paper has then elaborated how those principles can be developed and promoted through various strategies including: the development of equal partnerships between the various stakeholders in research, the recognition of the validity of knowledge that derives from the direct experience of mental distress, the use of frameworks that address the wholeness of people’s lives rather than reducing them to clusters of symptoms, the recognition of diversity of standpoints and heritages, and the need for research to reflect emancipatory purposes.
The choice of research strategies and methods that embrace these principles, we have argued, transcend the sterile oppositions between quantitative and qualitative research. In judging the quality and appropriateness of research, there is a need to acknowledge methodological pluralism and the necessity of relating methods flexibly to research questions and purpose rather than being derived from a fixed positivist hierarchy. The complexity of the causes of mental distress and needs of service users and their carers calls for research strategies that can capture the interactions between social structures and individual agency; often this suggests multi-method studies.
USING KNOWLEDGE TO SUPPORT SOCIAL CARE
USING KNOWLEDGE TO SUPPORT SOCIAL CARE
USING KNOWLEDGE TO SUPPORT SOCIAL CARE
Not least, the paper has underlined the need to build research capacity in mental health and to develop a critical mass of social researchers signed up to the approaches we have espoused. Already there is a body of researchers who identify themselves as past or current users or survivors of mental health services, producing emancipatory research. There are also academic and professional researchers aligned to this project. The priority remains to influence funding bodies, commissioners and users of research that the way forward is to enhance progressive social research in mental health through the funding streams, research programmes and training opportunities that they support. This paper provides some important directions for the promotion of that research agenda.
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