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Abstract
Objective: The aim of the study was to compare users of community-based mental health day centres (DCs) and
clubhouses in Sweden regarding reported social networks and social interaction and the stability of these over time.
A further aim was to investigate social network predictors both cross-sectionally and longitudinally.
Methods: People regularly attending DCs (n=128) or clubhouses (n=57) completed questionnaires about social
network and social interaction (social engagement and social functioning), self-esteem and socio-demographics at
baseline and a nine-month follow-up.
Results: Perceived social engagement and social functioning did not differ between the groups and remained
stable over time. Fewer in the DC reported having a close friend but there was no difference regarding having
recently (the past week) seen a friend. When naming “someone with whom you can share your innermost thoughts
and feelings”, the DC group named more professional contacts, fewer friends and more often “nobody” compared
to the clubhouse group. Finally, on both occasions the DC group scored significantly lower on size of the social
network compared to the clubhouse users. Self-esteem and having recently seen a friend could predict size of the
social network in the cross-sectional perspective. Strong indicators of belonging to the group with a larger social
network at follow-up were being a woman, attending a clubhouse programme and having scored high on social
network at baseline.
Conclusion and Implication for Practice: Having friends and strengthening one’s self-esteem may be essential
factors for the social network of people with psychiatric disabilities in a short-term perspective. Visiting
clubhouses seems advantageous in a longer-term perspective.
Keywords: community mental health services, psychosocial rehabilitation, mental health recovery
1. Introduction
Severe and persistent mental illness (SMI) can cause a psychiatric disability, which can be defined as a significant
interference with the individual’s performance of major life activities and participation in everyday life and is
sustained over time (Psykiatrisamordningen, 2006). It is generally acknowledged that social networks play an
important role in the maintenance of psychological well-being (Kawachi & Berkman, 2001) and in the recovery
from mental illness (Onken, Craig, Ridgway, Ralph, & Cook, 2007). Providing opportunities for social interaction
and networking is thus an important component of community mental health services (Anthony & Mizock, 2014;
Elstad, 2014). Community-based day centre (DC) services form the most common psychosocial rehabilitation
alternative for people with psychiatric disabilities in Sweden. Clubhouses constitute another community-based
approach to psychosocial rehabilitation and, like DCs, provide opportunities for meaningful daily occupations
(Norman, 2006; Tjörnstrand, Bejerholm, & Eklund, 2011). Both approaches have been found to facilitate social
interaction (Bejerholm & Eklund, 2004; Carolan, Onaga, Pernice-Duca, & Jimenez, 2011) and participation has
been described by both groups of users as creating feelings of inclusion and belonging (Carolan et al., 2011;
Tjornstrand, Bejerholm, & Eklund, 2013a). Ascertaining whether one approach to psychosocial rehabilitation is
better than others in terms of promoting social interaction generates valuable knowledge; successful programmes
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can inspire less successful ones. Participants in consumer-run community mental health programmes have
reported larger and more diverse social networks as opposed to users of DCs and day hospitals (Catty, Goddard,
White, & Burns, 2005; Hardiman & Segal, 2003). Although clubhouses are not consumer-run they are strongly
consumer-centred (Bellamy, Garvin, MacFarlane, Mowbray, Mowbray, & Holter, 2006). No research appears to
have explored if day centres and clubhouses differ in terms of opportunities for social interaction and social
support as perceived by the users and this study addresses this knowledge gap.
The term social network refers to a set of individuals and the patterns of relationships between them (Wasserman &
Faust, 1994). Social interaction and support are two of the processes that may take place within the social network
(Berkman & Glass, 2000). Social interaction and support and the development of meaningful personal
relationships form important facets of personal recovery, which has been described as an individual process of
learning to manage one’s illness and pursuing a meaningful life in the community (Anthony, 1993; Noordsy,
Torrey, Mueser, Mead, O'Keefe, & Fox, 2002; Onken et al., 2007). Townly et al. (2013) found that although casual,
routine interaction with community members (termed distal support) could predict recovery and community
integration, the more traditional social network support (e.g. family, friends, staff) was more influential in these
respects. Access to enabling social environments such as those available in DC and clubhouses can, through the
long-term support they offer, provide a safety net from which the users can benefit in their recovery process
(Tanaka, Craig, & Davidson, 2015). Several researchers argue, however, that there is a risk in relying on
relationships tied to programmes and that the programmes should facilitate support systems in the community
(Bonavigo, Sandhu, Pascolo-Fabrici, & Priebe, 2016). Nonetheless, other research has concluded that dependence
on services also has positive effects such as social contacts and rehabilitative activities in a safe environment
(Bryant, Craik, & McKay, 2010). Since social networks and social support have repeatedly shown to be associated
with recovery (Corrigan & Phelan, 2004; Hendryx, Green, & Perrin, 2009; Kawachi & Berkman, 2001), it is thus
important to investigate whether either of the two contexts is better suited to provide this support. Increased
knowledge in this respect can form an important basis for the planning of psychosocial rehabilitation and support
within community mental health services.
House (1981) proposed that social support could be divided into four subtypes: emotional (e.g. caring and
understanding), instrumental (e.g. practical help and assistance), appraisal (e.g. help in decision-making) and
informational (e.g. provision of information). Individuals with psychiatric disabilities may have impaired social
functioning (Bellack, 2004), which hampers the ability to establish and maintain social relationships and networks.
The social networks of people with psychiatric disabilities commonly decline over time and become less capable
of providing social support (Tracy & Biegel, 2006). Small or restricted social networks, and dissatisfaction with
the social network, have been associated with a poor quality of life (Bengtsson-Tops & Hansson, 2001) and
increased risk of psychiatric disorders (Hawkley & Cacioppo, 2010). Conversely, larger networks, more social
contacts and better network satisfaction have been associated with fewer psychiatric symptoms and greater
recovery (Corrigan & Phelan, 2004).
Several factors have shown to be associated with the social networks of people with psychiatric disabilities. A
higher education level (Goldberg, Rollins, & Lehman, 2003), higher age, living in a house compared to a flat
(Eklund & Hansson, 2007), higher scores on self-esteem and quality of life (Bengtsson-Tops & Hansson, 2001)
and fewer psychiatric symptoms (Goldberg et al., 2003; Sörgaard et al., 2001) have all shown a positive
association with larger network size. Furthermore, being female, living in an urban area and better psychosocial
functioning has predicted a larger social network and more emotional relations (Sörgaard et al., 2001).
1.1 Day Centres and Clubhouse
Terms such as day centres, day care, community day treatment centres or mental health centres are used
inconsistently in research, but generally denote community mental health services that offer a range of everyday
activities, socialization and ongoing support (Bryant, Craik, & McKay, 2005; Elstad, 2014; Yurkovich, Smyer, &
Dean, 1999). Day centre seems to be the most commonly used term (Catty, Burns, Comas, & Poole, 2008; Nilsson,
Argentzell, Sandlund, Leufstadius, & Eklund, 2011), and such centres are run by the municipal authorities in
Sweden. They have been described as mainly consisting of two types: meeting place-oriented or work-oriented
(Tjörnstrand et al., 2011). Meeting-place DCs offer activities such as playing games and having a meal together.
The activities in work-oriented DCs focus mainly on producing things, including preparation of food and assembly
work. Some DCs combine the two orientations (Tjörnstrand et al., 2011). Common for both orientations is that
they are only open during office hours. Clubhouses, on the other hand, are non-governmental, non-profit
organisations that also provide evening and weekend activities (Norman, 2006). The clubhouse approach to
psychosocial rehabilitation originated in the US in the 1940s and has since developed into the established
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Clubhouse Model (Raeburn, Schmied, Hungerford, & Cleary, 2016). It has been implemented in over 300 sites
internationally (McKay, Nugent, Johnsen, & Lidz, 2016) and there are currently 12 clubhouses in Sweden
(Sveriges Fontänhus Riksförbund, 2016). Personal relationships and peer support are emphasized in the model.
The social structure is egalitarian and the users are referred to as members (Coniglio, Hancock, & Ellis, 2012).
Members and staff work side-by-side, sharing decision-making and the daily work such as cooking, administration
and maintenance (Norman, 2006).
1.2 Social Networks among Users of Clubhouses and Day Centres
Several studies have explored aspects of social networks among clubhouse members (Biegel, Pernice-Duca,
Chang, Chung, Min, & D'Angelo, 2013; Carolan et al., 2011; Pernice-Duca & Onaga, 2009; Pernice-Duca, 2008).
Pernice-Duca (2008) and Beigel et al. (2013) found that although clubhouse staff and peers made up a substantial
portion of the social network, family members were the most nominated source of support. A longitudinal study
found that family, friends and clubhouse peers remained relatively stable sources of support, whereas clubhouse
staff and other professionals were named less often over time (Pernice-Duca & Onaga, 2009). Comparative studies
addressing social aspects in the clubhouse context are scarce. Nevertheless, Hultqvist and colleagues (2016)
explored organizational factors in DCs and clubhouses and found that clubhouse members scored higher than DC
attendees on “characteristics of the social context”, which includes feelings of inclusion and belonging and of
being valued by others. Another study compared clubhouse members with participants in Assertive Community
Treatment Programmes and found the experiences of social relationships and networks to be similar (Stein, Barry,
Dien, Hollingsworth, & Sweeney, 1999).
Studies concerning the social networks of users of DC are rare. Research comparing users of day centres with those
attending day hospitals has shown, however, that the former reported more social interaction (Catty, Goddard, &
Burns, 2005a) and were more likely to confide in friends and neighbours than in professionals (Catty, Goddard,
White, & Burns, 2005b). A Swedish study showed that social support was mainly provided by informal caregivers,
for example, family members. The DC users reported larger social networks, but did not experience better quality
in their relationships than non-users with psychiatric disabilities (Argentzell, Leufstadius, & Eklund, 2013).
Furthermore, the results of a British study showed that DCs met an important need for social contacts and
enhanced continuity of the users’ social context (Sweeney et al., 2016).
Research comparing users of DCs and clubhouses regarding their social networks and social interaction is lacking.
There is also a knowledge gap concerning factors that can predict the social network in the target group. Increased
understanding of the users’ perceptions of the social network and its predictors would shed light on integral factors
for mental health and recovery. Previous research suggests that social networks change over time (Tracy & Biegel,
2006). It thus seems important to also address stability over time when exploring social networks among users of
DC and clubhouses and also to control for level of functioning and well-being, which have been found to be related
with both qualitative and quantitative aspects of the social network (Bengtsson-Tops & Hansson, 2001).
2. Aims
The overarching aim was to compare users of DCs and clubhouses regarding perceptions of their social network
and social interaction. The specific aims were a) to compare the groups on social network size and social
interaction, and investigate change in each group separately from baseline to a nine-month follow-up; b) to
compare the groups regarding the roles of persons identified as giving the users emotional support; and c) to
explore which baseline factors could predict the social network size cross-sectionally and longitudinally, taking
sociodemographic factors, perceived social interaction and time attending the programme into consideration and
controlling for psychosocial functioning and self-esteem.
3. Material and Methods
The present study employed a naturalistic, longitudinal design.
3.1 Setting, Procedure and Selection of Participants
The study participants (n=185 at baseline; n=154 at follow up) included men and women regularly attending DCs
(n=128 at baseline; n=116 at follow up) or clubhouses (n=57 at baseline, n=37 at follow up).
The DC attendees came from two previous projects. Firstly, four DCs located in three regions in the south of
Sweden were included. These day centres were of work-oriented as well as meeting place-oriented character. The
four DCs had constituted a control group in an intervention study and as such had not taken part of the intervention
(Eklund, Gunnarsson, Sandlund, & Leufstadius, 2014). The intervention entailed enriching the DC with more
meaningful activities, but since these four DCs were used as controls and did not take part in the intervention they
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could be included in the present study. The data collection included a follow-up after approximately nine months,
which set the follow-up interval for the current study as a whole at nine months. Secondly, six further DCs from
central Sweden were included. Attendees from these DCs had taken part in a project investigating organisational
change in DC services due to new Swedish legislation concerning freedom of choice in health care and social
services and are described in more detail in a previous study (Eklund & Markstrom, 2014). A double baseline
measurement with a nine-month interval was performed before implementation of the reform, and those two
measurements were used for the present study. The DC units were both work-oriented and meeting place-oriented.
In both projects, managers of the selected DCs were contacted and informed about the study and asked whether the
researchers and project assistants could visit the unit to inform attendees and staff about the study.
The study included five purposely selected clubhouses in central and southern Sweden. These were members of
the Swedish National Organization for Clubhouses (Riksförbundet Sveriges Fontänhus) and Clubhouse
International (ICCD). Four of the five clubhouses were accredited and one that had recently opened was not, but its
director had long experience as a director of an accredited clubhouse. The directors of the selected clubhouses
were contacted by the first author. After obtaining the members’ approval the first author, and on two occasions a
research assistant, were invited to meetings where all clubhouse members had the opportunity to attend. A
follow-up was made to obtain more robust data for investigating the main aim, but also to address stability over
time regarding the number of social contacts and the users’ perspective on social support.
All DC attendees and clubhouse members in the selected settings were invited to participate. A minimum
attendance of four hours per week was set as an inclusion criterion. Exclusion criteria were: substance abuse as the
main diagnosis and co-morbidity with dementia or learning disabilities. Socio-demographic and clinical
characteristics of the participants are presented in Table 1. Differences in socio-demographic factors between DC
attendees and clubhouse members were investigated. The analysis showed no significant differences between the
two groups regarding gender (p=0.467), age (p= 0.978), civil status (p=0.902) or education (p=0.528). The
analysis concerning clinical factors revealed no differences between the groups regarding self-reported diagnosis
(p=0.159), but there was, however, a significant difference regarding the GAF score, DC attendees being rated
lower (p=0.010). The GAF score denotes psychological, social, and occupational functioning on a hypothetical
continuum ranging from extremely good mental health (=100) to extremely bad mental ill-health (=0) (Vatnaland,
Vatnaland, Friis, & Opjordsmoen, 2007). For example, a score below 50 indicates lacking work capacity.
Table 1. Socio-demographic and clinical characteristics of the participants at baseline.
Characteristics

DC (n=128)

Clubhouses (n=57)

Gender; male/female: n(%)

60(47%)/68 (53%)

23(41%)/33(59%)

Age: mean(min.-max.)

48.7(23-72)

48.7(28-69)

Civil status; married or cohabitant/single: n(%)

17(14%)/108 (86%)

8(14%)/48(86%)

Education level: n (%)
not completed compulsory school
completed compulsory school
completed sixth-form college
completed undergraduate studies

8(6%)
35(28%)
61(48%)
22(18%)

Have a close friend: yes/no n(%)

100(78%)/28(22%)

52(93%)/4(7%)

Have seen a friend during the last week: yes/no n(%)

70(57%)/53(43%)

38(68%)/18(32%)

15(2-35)

21(5-40)

15(1.5-35)

21(4-40)

27(21%)
47(37%)
16(12%)

8(14%)
29(51%)
5(9%)

1(2%)
12(23%)
28(54%)
11(21%)

Hours per week at DC or clubhouse:
mean (min¹-max)
Baseline
Follow-up
Self-reported diagnosis: n(%)
Psychoses (F20)¹
Mood and anxiety disorders (F30+F40)
Autism/neuropsychiatric disorders (F80+F90)
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38(30%)

15(26%)

47(20-85)

51(30-80)

1)

Note. Internal attrition was between 0 and 8 on the above variables. One DC participant reported less than the stipulated
minimum of four hours on both occasions. ¹F20, F30, F40, F60, F80 and F90 are codes in the clinical cataloguing system
ICD-10 (International Statistical Classification of Diseases and Related Health Problems - Tenth Revision)

3.2 Ethical Considerations
The participants received oral and written information. Informed consent and assurance of confidentiality and
voluntariness were applied. The interviews took place in a private room at the DC or clubhouse. The data
collection took approximately one hour and breaks were made if needed. The study is based on data collected from
participants included between 2008 and 2014. Approval was obtained from the Regional Ethical Review Board at
Lund University (Reg. no. 2008/274; Reg. no. 2009/625 and Reg. no. 2012/70).
3.3 Data Collection
Self- report questionnaires were used to collect the data. The first author or a project assistant collected the data at
the clubhouses. Five project assistants were involved in the data collection at the DCs in central and southern
Sweden. All project assistants were trained occupational therapists with experience from working with the target
group and from performing data collection.
The Interview Schedule for Social Interaction. The Swedish self-report version [ISSI-SR] (43), of The Interview
Schedule for Social Interaction [ISSI] (Henderson, Duncan-Jones, Byrne, & Scott, 1980) was used in the present
study. Psychometric testing has indicated good reliability and validity of the ISSI-SR when used with people with
different psychiatric conditions (Eklund, Bengtsson-Tops, & Lindstedt, 2007). The ISSI-SR comprises 30 items
that form four sub-scales. Two of the sub-scales examine aspects of social interaction: Availability of Social
Integration (AVSI), which addresses the amount of social contacts a person has, and Availability of Attachment
(AVAT), which concerns access to close relationships. The other two address the quality or adequacy of the same.
The present study used a brief scale to measure the social network; it combines five items from the AVSI sub-scale,
which have shown the best psychometric properties of the ISSI-SR subscales (Eklund et al., 2007) and two items
from the AVAT sub-scale. This brief scale has been proposed as adequate when using several instruments with
respondents that are easily exhausted, such as people with psychiatric disabilities (A. Bengtsson-Tops, personal
communication, September 1, 2009). The AVSI items concerned the role of the network member who provides
emotional support. The maximum sum score of this brief scale is seven. A Cronbach alpha coefficient of 0.58
based on the current sample indicates somewhat low internal consistency but sufficient for group comparisons
(Birren, Lubben, Rowe, & Deutchman, 1991).
Profiles of Occupational Engagement in People with Severe Mental Illness: Productive Occupations (POES-P).
POES-P (Tjörnstrand, Bejerholm, & Eklund, 2013) was developed on the basis of the Profiles of Occupational
Engagement in People with Schizophrenia [POES] (Ulrika Bejerholm & Lundgren-Nilsson, 2015). It has two parts,
the first being a time-use diary listing activities performed and the second a rating on the basis of the diary content.
The P in the POES-P denotes “productive occupations,” indicating that the time-use diary as well as the
assessment focuses on the hours spent in productive activities. In the present study two items from the second part
of POES-P were used, selected since they address aspects of social support and interaction at the DC/clubhouse
(Ulrika Bejerholm & Lundgren-Nilsson, 2015). Item 4: I feel that I have the support I need from other people. Item
5: I think that I manage being around other people.
Self-esteem. The Rosenberg Self –Esteem scale (RSES) which was used in the present study was designed to
measure a global sense of self-worth (Rosenberg, 1965). The scale consists of ten questions which in the present
study were answered with yes or no by the respondent as recommended by Oliver, Huxley, Priebe, & Kaiser (1997).
The RSES has two subscales, indicating positive and negative self-esteem, and the final score, which may vary
from -1 (negative) to 1 (positive), is expressed as a balance between the two. The RSES has in psychometric
testing been found to have satisfactory item convergent and discriminant validity, internal consistency reliability,
and to be without floor and ceiling effects (Sinclair et al., 2010) and to have good test-retest reliability (Torrey,
Mueser, McHugo, & Drake, 2000).
Socio-demographic and clinical factors. A questionnaire devised specifically for this study was used to collect
socio-demographic factors such as gender, age, civil status, educational level and hours spent weekly at the day
centre or clubhouse. Two questions concerned whether the participant had a close friend and had seen this friend
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during the last week or not. The participants were also asked for their self-reported diagnosis. A diagnosis made by
a professional could not be obtained since no medical records were kept at the DCs or clubhouses. Based on the
self-reports a specialist psychiatrist made ICD-10 diagnoses according to a previously validated procedure
(Eklund & Sandlund, 2012). The Global Assessment of Functioning [GAF] (Vatnaland et al., 2007) was used to
measure psychosocial functioning. The scale ranges from 1 to 100; a higher value indicates fewer and/or less
severe psychiatric symptoms and better functioning. Psychometric research has found that the GAF can be rated
reliably after minimal training (Startup, Jackson, & Bendix, 2002), and all the research assistants in the present
study had received specific training and calibration for making the GAF rating.
3.4 Data Analysis
Prior to the statistical analyses, responses from open-ended questions from the ISSI-SR, concerning the persons
from whom emotional support was perceived, were classified into five categories that are further described below.
The Kruskal-Wallis’ H-test was applied to investigate differences between the groups. The main parts of the
quantitative data were not normally distributed and were derived from ordinal scales and non-parametric statistics
were thus used. The Mann-Whitney U-test was applied to investigate differences between the DC attendees and
the clubhouse members at baseline and follow-up. The Wilcoxon signed-rank test was used to explore differences
over time. Differences on socio-demographic and clinical data were investigated by the Chi-square test and the
independent samples t-test and the Kruskal Wallis’ H-test. The Spearman rank correlation was employed to
examine relationships between variables. Finally, two logistic regression models were performed in order to
analyse which variables could explain the size of the social network. The first of these had social network at
baseline as the dependent variable and the other concerned the social network situation at follow-up. Both of these
were dichotomised according to a median cut to create dichotomous variables. Predictor variables showing an
association of p<0.10 were included in the regression models. Age was also dichotomized according to a median
cut. This was done due to the great variation in the age variable, which if significant might otherwise make the
result difficult to interpret. The data analyses were performed with the SPSS software, version 21. The level of
significance was set at < 0.05.
4. Results
4.1 Differences between Day Centres and Clubhouses
The analysis of the social network size showed a significant difference between the groups at both baseline
(p=0.026) and follow-up (p<0.001), the DC group scoring lower on both occasions.
The two groups did not differ at baseline regarding perceptions of social interaction in the programme, as measured
by item 4 (p=0.343) and item 5 (p=0.349) from POES-P; nor did they differ at follow-up on these items (p=0.475
and p=0.546, respectively).
4.2 Comparison over Time
The size of the social network showed to be stable in the clubhouse group (p=0.245), but to significantly decline in
the DC group (p=0.048). Descriptive statistics are presented in Table 2.
Table 2. Social network in day centres and in clubhouses at baseline and follow-up
Variable

DC¹

Clubhouse²

p-value

Social network,
baseline: Md (min-max)

3.3(0.0-7.0)

4.0(1.0-6.0)

0.026

Social network
follow-up: Md (min-max)

3.0(0.0-7.0)

4.0(2.0-7.0)

<0.001

Note: ¹Missing values=3, ²missing values=1.

The perception of social interaction, reflected in item 4 (p=0.345 for DC group and p=0.591 for clubhouse group)
and item 5 (p=0.740/p=0.198) from POES-P, was similar for both groups and showed to be stable over time.
4.3 Comparisons Regarding Persons Providing Emotional Support
The persons named as providing the DC attendees and clubhouse members with emotional support formed the
following five different categories: no one, family (for example partner, spouse, parent, sibling, or grandparent),
friend, staff at DC/clubhouse, and professional (e.g. psychologist, mental health worker, social worker, clergy).
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The analysis showed no difference between the groups (p=0.639) regarding the response to “Someone who would
feel happy just because you are happy”. There was, however, a significant difference (p=0.034) regarding
“Someone with whom you can share your innermost thoughts and feelings”. For this item the DC group nominated
more professional contacts, fewer friends and more often no one at all compared to the clubhouse group. The
naming of family members and DC/clubhouse staff were similar in the groups (Table 3).
There was a significant difference regarding having a close friend, where fewer in DC group reported having a
close friend (p=0.015), whereas there was no difference between the groups regarding having seen a friend during
the last week (p=0.165).
Table 3. The roles of persons named by DC attendees and clubhouse members as giving emotional support
Variable

DC¹

Clubhouse²

Is there someone who would feel happy just because you are happy?
7(12.5%)

No one: n(%)

25(20.2%)

Family: n(%)

54(43.5%)

24(42.9%)

Friend: n(%)

35(28.2%)

23(41.1%)

Staff at DC/clubhouse: n(%)

3(2.4%)

2(3.6%)

Professional contact: n(%)

7(5.6%)

0(0.0%)

Is there someone with whom you can share your innermost thoughts and feelings?
32(25.6%)
45(36.0%)
27(21.6%)
0(0.0%)
21(16.8%)

No one: n(%)
Family: n(%)
Friend: n(%)
Staff at DC/clubhouse: n(%)
Professional contact: n(%)

10(17.9%)
21(37.5%)
19(33.9%)
2(3.6%)
4(7.1%)

¹Missing values=3, ²missing values=1.

4.4 Multivariate Analysis
Table 4. Correlations between baseline variables and social network size at baseline and follow-up
Social network size at baseline

Social network size at follow-up

r

p-value

r

p-value

Self esteem

0.209

0.005

0.165

0.041

Having a close friend

-0.197

0.008

-0.142

0.081

Having seen friend during the last week

-0.266

<0.001

Psychosocial functioning

0.228

0.002

0.268

0.001

Gender

0.140

0.059

0.144

0.057

Age

0.132

0.077

Variables (baseline)

Civil status
Group (DC/clubhouse)

-0.166

Social network size at baseline

ns

ns

ns

-0.136

0.096

0.026

-0.327

<0.001

0.579

<0.001

At baseline gender, age, psychosocial functioning, having a friend, seen a friend during the last week, self-esteem,
and “group” (DC attendee/clubhouse member) showed an association of p<0.10 with size of the social network
(Table 4). These formed the independent variables in the logistic regression model with the social network at
baseline as the dependent variable. Two of the variables could predict the social network in this cross-sectional
perspective: self-esteem and having seen a friend during the last week (Table 5). The model was supported by a
non-significant Hosmer-Lemeshow test (p=0.993) and explained 24.7% of the variance in the dependent variable.
The odds ratios indicated that a high level of self-esteem was associated with a close to threefold chance, and
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having seen a friend a fourfold chance, of belonging to the group with a larger network (Table 5).
Table 5. Results from logistic regression analyses with baseline social network size as the dependent variable
Variable

Odds ratio

95% C.I.

p-value

Self-esteem

2.991

1.554-5.754

0.002

Having seen friend

4.019

1.715-9.415

0.001

The second model included baseline self-esteem, having a close friend, psychosocial functioning, gender, group,
civil status and baseline social network (Table 4). Three of the baseline variables could predict social network size
at follow-up: gender, group (DC/clubhouse) and the social network size at baseline (Table 5). The model was
supported by a Hosmer-Lemeshow test with p>0.05 (0.434) and explained 38.6% of the variance in the dependent
variable. Strong indicators of belonging to the group with a larger social network were being a woman and
attending a clubhouse programme, both of which were associated with close to a threefold chance of belonging to
the group with a larger social network. Another strong indicator for belonging to the group with larger social
network was belonging to the group with larger social network at baseline as indicated by an odds ratio of 2.5
(Table 6).
Table 6. Results from logistic regression analyses with follow-up social network size as the dependent variable
Variable

Odds ratio

95% C.I.

p-value

Gender (women/men)

2.786

1.130-6.871

0.026

Group (DC/clubhouse)

2.741

1.036-7.250

0.042

High social network at baseline vs low

2.523

1.725-3.690

<0.001

5. Discussion
The results showed that DC attendees experienced significantly smaller social networks compared to clubhouse
members. Several factors may explain this, such as the fact that the DC group was rated lower on psychosocial
functioning, which has shown to be a predictor of smaller social networks in previous research (Sörgaard et al.,
2001). Although psychosocial functioning showed a bivariate association with social network in the present study
it was not significant in any of the regression analyses, which indicates that other predictors were more important.
The main explanation may instead be that participants in consumer-run community mental health programmes
tend to report larger and more diverse social networks as opposed to users of DCs and day hospitals (Catty et al.,
2005a; Hardiman & Segal, 2003). Although the clubhouses are not consumer-run they are strongly
consumer-centred (Bellamy at al., 2006) and this approach and the emphasis on peer support probably facilitate the
making of friends and strengthen one’s network. A consumer-centred approach and peer support may, however,
also be a feature to some extent in the DC services. Since these aspects were not addressed in the present study, no
firm conclusion can be made as to causes behind the identified difference.
The social network size was stable over time in the clubhouse group, while there was a significant decline in the
DC group. The reason for this is unknown, but it is possible that worries regarding the imminent free-choice
reform in one of the DC samples may have influenced their ratings at the follow-up. It should be noted, however,
that although network size has been found to be important for recovery (Corrigan & Phelan, 2004; Hendryx et al.,
2009), a larger size network may not automatically increase the quality of, or satisfaction with; the social network
and social support (Argentzell et al., 2013). Brunt and Hansson (2002) found that low scores on availability of
social integration were accompanied by higher scores on satisfaction with social integration, indicating that small
networks can provide the support needed and thus be perceived as adequate.
The result also showed that the groups did not differ regarding perceptions of social interaction in the programmes;
nor did any of the groups’ ratings change over time. This indicates that both approaches were equally suited for
providing support in this respect. DC services are generally more densely staffed compared to clubhouses, where
the aim is to have a low staff-to-member ratio and an emphasis on peer support. The balance between staff
managing and peer support may play a role in how the users perceive social interaction and relationships. Such
nuances may be obscured in a quantitative paper like the present one. Further studies could preferably explore this
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balance, particularly in the DC context where this is very rarely studied; also the reciprocity in users’ relations with
peers needs to be explored since previous research has found this important for the personal recovery process
(Davidson, Chinman, Sells, & Rowe, 2006; Topor, Borg, Di Girolamo, & Davidson, 2009).
The groups did not differ, in terms of perceived emotional support, regarding the roles of the persons named as
“Someone who would feel happy just because you are happy”. While regarding “Someone with whom you can
share your innermost thoughts and feelings”, there was a significant difference indicating that the DC attendees
relied to a greater extent on professional contacts. This might be due to more frequent professional contacts,
although this does not have any support in previous research in the DC context, indicating low-frequency use of
psychiatric services (Eklund & Sandlund, 2012). Furthermore, as compared to the clubhouse members, the DC
attendees mentioned more seldom a friend as someone with whom they could share their innermost thoughts and
feelings. This is in line with our finding that the DC group to a lesser extent had someone they saw as a close friend
compared to the clubhouse group. This could be due to their lower level of psychosocial functioning (Sörgaard et
al., 2001), but could also be a result of the organisation within the programmes. If this is the case, the DC services
were less successful in supporting the establishment of informal social relationships, and thus less successful in
applying an important principle of personal recovery. Research among people with psychosis has shown that those
whose social networks consisted primarily of friends and other non-relatives reported better recovery and better
social and occupational functioning compared to people whose networks were composed primarily of relatives
(Erickson, Beiser, & Iacono, 1998; Sörgaard et al., 2001). This suggests that opportunities for people with
psychiatric disabilities to add non-relatives to their social network would be important and strengthen their chances
for personal recovery. Such opportunities may be created by organizing psychosocial rehabilitation in such a way
that it enhances access to community-based social arenas and contacts with the surrounding society.
Finally, the result of the first multivariate analysis showed that having seen a friend during the last week and
higher self-esteem were strong indicators for belonging to the group with a larger social network at baseline.
Having seen a friend as an indicator appears to be logical. The result regarding self-esteem is supported by
previous research on people with psychiatric disabilities, showing a positive association between their
self-esteem and the size of their social network (Goldberg et al., 2003). Where the follow-up perspective is
concerned, belonging to the group with a larger social network was predicted by being a woman, participating in
a clubhouse programme and belonging to the group with a larger social network at baseline. Females have in
previous studies been reported to have larger social networks (Bengtsson-Tops & Hansson, 2001; Sörgaard et al.,
2001), but there are also studies reporting no differences between women and men (Goldberg et al., 2003).
Baseline social network was smaller in the DC group compared to the clubhouse group and declined further over
time; it thus appears logical that belonging to the clubhouse group was associated with a larger social network at
follow-up. The finding that belonging to the group with a larger social network at baseline increased the
likelihood of belonging to the high group at follow-up also appears to be logical. Despite the slightly lower odds
ratio, the social network at baseline was highly significant, more so than gender and group. The findings indicate
that all three factors, gender, type of service and baseline social network, played important roles for social
network at follow-up.
5.1 Methodological Considerations
The design of this study, with two measurement points, served to increase the internal validity by providing both
cross-sectional and longitudinal findings. Although this is a strength of the study, there are also some weaknesses
that need to be mentioned. The internal consistency of the scale for estimating social network size was at the lower
end of what is acceptable for group comparisons. This means that findings with p-values just under or above the
level of significance should be interpreted with caution, such as the decline in social network size in the DC group
from baseline to follow-up. The difference between the groups at the follow-up was clearly significant, however,
as were the findings from the regression analyses.
No information was gathered regarding the participants’ length of stay in the DC or clubhouse. Since we have no
information to confirm whether the groups differed regarding length of stay in the respective programmes we
cannot make any assumptions about its impact on social network. The results of a previous study in a DC context
rendered some evidence that longer duration of using the services was associated with a larger social network
(Catty et al., 2005b). A study in the clubhouse context found, however, that neither length of membership nor
weekly participation was associated with social network size (Pernice-Duca, 2008). Further research is therefore
needed to investigate whether length and frequency of attendance play a role for the size of social networks among
user of DCs and clubhouses.
The number of non-participants could not exactly be estimated thus making the generalizability of this study an
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issue. The external validity would be limited if the DC attendees and clubhouse members who were most affected
by their psychiatric disability chose not to participate. Moreover, no medical records are kept in DC or clubhouses
in Sweden and we thus had to rely on self-reported diagnoses. Previous research has shown, however, that both DC
attendees and clubhouse members represent a variety of mental disorders that cause psychiatric disability (Eklund
& Sandlund, 2012; Mowbray, Woodward, Holter, MacFarlane, & Bybee, 2009) and prior research gives some
support to the validity of self-reported diagnoses (Eklund & Sandlund, 2012).
6. Conclusion
It is a challenge for mental health services like DCs and clubhouses to assist people with psychiatric disabilities in
maintaining their existing relationships and support them in creating new ones, within and outside of the
programmes. The conclusion from the current study is that having friends and strengthening one’s self-esteem may
be essential factors in a short-term perspective. Thus, providing opportunities for people with psychiatric
disabilities to add non-relatives to their social network is important to strengthen their chances for personal
recovery. Such opportunities may be created by organizing psychosocial rehabilitation in such a way that it
enhances access to community-based social arenas and contacts with the surrounding society. Furthermore it
appears important for DCs and clubhouses to ensure that the activities in the programmes afford the users to use
their competencies and abilities and that the activities are at an appropriate level of engagement when striving to
support the strengthening of self-esteem. Visiting clubhouses appear to be advantageous in a longer-term
perspective. Female gender also showed to be beneficial, and studying women’s way of socialising and
encouraging men to follow their examples might be advantageous for the latter. Furthermore the current findings in
relation to previous research implicate that developing strategies to increase peer support as well as striving to
improve an environment that further supports the establishment of informal social relationships appears warranted
in the DC services. Although this study contributed some new knowledge, further research should address which
circumstances are associated with maintaining stability in one’s social network, and preferably increasing both its
size and adequacy.
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