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Abstract

People with severe mental illness face a different ‘interventional’ landscape compared to some decades ago,
when mental hospitals were dominant, in Sweden as well as in the rest of the Western world. The aim of the
research reported in this article was to follow men and women diagnosed with psychosis for the first time
over a 10-year period, and to explore what interventions they experienced. The interventions, here defined
as “spheres”, were either community-based or institutional. A third sphere represents no interventions.
Based on data from registers and using a time-geographic approach, the individuals were visualised as 10-
year trajectories where their transitions between the different spheres were highlighted. The results show
a great diversity of trajectories. Two main categories were detected: two-spheres (community-based and no
interventions) and three-spheres (adding institutional interventions). One third of the population experienced
only community-based interventions, with a higher proportion of men than women. Consequently, more women
had institutional experience. Two sub-categories reveal trajectories not being in the interventional sphere in
a stepwise manner before the 10th year, and long-term trajectories with interventions in the 10 year. The most
common pattern was long-term trajectories, embracing about half of the population, while one-fifth left the
institutional sphere before the 5" year.

Keywords: trajectories, psychosis, interventions/no interventions, time-geography, visualisation, gender, Sweden

Article history: Received 26 February, Accepted 25 October 2020, Published 31 December 2020

1. Introduction but equally to the individuals’ collective submission to

When a person is faced with a diagnosis of severe mental
illness (SMI), society will look upon, evaluate and treat
the person, differently depending on when [in time] and
where [geographically] this occurs. Until some decades
ago, large-sized mental hospitals were the common form
of treatment in the Western world, where people could
spend years of their lives, secluded from the surrounding
world. These hospitals have been called total institutions,
referring not only to their size and foreclosure function,

a totalitarian social system, regulating all aspects of
their lives. The patients lived their lives in one limited
institution, overlooked by an authority which replaced
the different ways to live a “normal” life, outside
the institutions: homes, workplaces, cinemas, stores,
restaurants, forests, parks, etc. (Goffman, 1961). Hence,
substantial control of the individual comprised all parts of
everyday life with little or no regard to the individuality of
the individual.
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For several decades now, de-institutionalisation has
been the core-word for the development of new forms of
interventions, basically meaning the closure of mental
hospitals and the development of community-based
interventions (Topor et al., 2015; Oots et al., 2013). This
process aimed inter alia to normalise and improve the
living conditions for persons with SMI (Marklund, 2005), to
ensure citizen rights and enhance autonomy (Davidson et
al., 2010). Even if this development can be problematised
(for example, concerning economic improvement: see
Topor et al., 2019), there has been a major change of
living conditions for persons with SMI, in Sweden as in
many parts in the Western world (Becker and Vazquez-
Barquero, 2001; Priebe et al., 2005; Priebe et al., 2008). In
Sweden, this change mainly took place during the 1980s
and 1990s (Lindqvist et al., 2010; Topor, et al., 2015) and
out-patient facilities, organised by the regional psychiatric
care, and various types of social support, organised by the
municipalities, were developed (Topor et al., 2015). Still,
institutional interventions in terms of 24-hour care exist in
terms of psychiatric inpatient care and supported housing,
the latter organised by the social service sector.

The development towards community-based support has
led to the involvement of different organisations providing
interventions (Topor et al., 2011). As a result, persons
with SMI are now facing an interventional landscape
considerably different from the era of the mental hospitals.
Although this development has been ongoing for several
decades, little is known concerning what interventions
persons with SMI are actually subject to. Interestingly,
there is little knowledge about whether there are periods of
no interventions over time as well. This gap of knowledge is
somewhat striking, since the ultimate aim of interventions
is to help the persons obtain a self-managed life.

As stated earlier, the interventions directed towards
persons with SMI, were enacted at an institution of “brick
and mortar” at one place, which also enclosed just about
every aspect of a person’s life. Mental health geographers
have stressed the importance of connecting SMI and societal
changes and integration to place (De Verteuil et al., 2007) and
activity space (Townley et al., 2009). This development has
further been described in terms of a “post-asylum landscape”
(Larsen and Topor, 2017), a “new institutional landscape”
(Topor et al., 2015) or “landscapes of de-institutionalisation”
(Wolch and Philo, 2000), all referring to physical terrain. In
the wake of this development, the concept of a “fragmented
interventional landscape” is used in this article (Andersson
et al., 2019). The fragmentation refers to the appearance
over time of the different organisations now operating in the
field, representing different types of interventions enacted in
different places and “spheres”.

The concept of “spheres” used in this study corresponds to
what kinds of interventions persons diagnosed with psychosis
are subject to. They might be embedded in an institutional
sphere, including inpatient care or supported housing; or
their lives might take place in a community-based sphere,
where they live in a regular setting with community-based
support of different kinds from different actors. A third
sphere, vital in this study, is the non-interventional sphere
which corresponds to shorter or longer periods with no
interventions in a person’s life.!

The transitions of each unique person between these
three spheres can be seen as their trajectories over the
10-year period under study. By using different colours to
represent each sphere, these trajectories are visualised,
making it possible to follow the timing (when and for
how long) and sequence in which persons with SMI move
between spheres.

The use of the concept “trajectory” or “course”, is quite
common in follow-up studies of persons with SMI, although
the ‘object’ of what is being followed and “trajectorised” in
such studies is rather diverse, as well as the duration of the
follow-up periods. In general, follow-up studies of persons
with SMI are afflicted with short follow-up periods (Pelayo-
Teran et al., 2014), as well as missing data (Hegelstad
et al., 2012; SBU, 2012) - and not including the diversity of
interventions appearing (Topor et al., 2015). Another problem
is that follow-up studies just pin-point specific moments
and thereby miss continuity over time (see for example,
Harrison et al., 2001; Wiersma et al., 1998). The focus in
follow-up studies using the term trajectory or course, vary:
such studies have a clinical focus, such as cognitive or social
functioning (Barder et al., 2014, 2015; Gonzales-Blanche
et al., 2015; Hall et al., 2015; Milev et al., 2005; Sanchez-
Torrez et al., 2017), while others focus on symptoms (Abdin
et al., 2017; DeVylder et al., 2014; Pelayo-Teran et al., 2014)
and treatment response (Levin et al., 2010). There are also
studies with a more global outcome perspective, including
living conditions (Ciompi, 1980; Green et al., 2013; Harrison
et al., 2001; Wiersma et al., 1998). Long-term follows-up
exposing continuous trajectories on an aggregated level,
revealing both patterns of and no interventions and including
the diversity of interventions from different organisations do
not, to our knowledge, exist.

One important result from studies with long follow-up
periods is stated by Ciompi (1980, p. 420):

“...there is no such thing as a specific course of
schizophrenia. (...) In the light of long-term investigations,
what is called “the course of schizophrenia” more closely
resembles a life process open to a great variety of influences
of all kinds than an illness with a given score.”

Twenty years later Harrison et al. (2001, p. 516) concludes
in a 15-year follow-up that:

“Striking heterogeneity in the long-term course of
schizophrenia challenges conventional notions of chronicity
and therapeutic pessimism.”

The course of psychosis has also been investigated through
biographical trajectories, relating to how the experience of
psychosis constituted the notion of the self, culminating in
five different types of trajectories with a variety from being
‘subsumed by’ to ‘assume agency’ over the experiences,
the latter relating to examples of recovery (Georgaca and
Zissi, 2019).

Lastly, few follow-up studies have been conducted in
Sweden (SBU, 2012), and the ones that are have mostly
a clinical focus, with some exceptions (Arvidsson, 2008;
Biilow, 2004; Kjellman, 2003).

Hence, there is a need for studies including the different
types of interventions provided in the fragmented
interventional landscape that has developed after de-

! The definition of the different spheres occurring in the trajectories originates from a study in which everyday life was analysed
on a daily level related to time and space (see Andersson, 2009). In this study the unit of analysis is ten years, but the spheres

are still applicable.
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institutionalisation. It is important to minimise drop outs
(which is possible by the Swedish personal registration
number) and to follow the indivisible continuous courses of
indivisible individuals in a longtime perspective. Since the
significance of a gender perspective in mental health studies
has been stressed (Schon, 2010), we have acknowledged
that as well.

In a previous article we focused on the trajectories of
interventions (Andersson et al., 2019), investigating which
type of intervention occurred in a trajectory, when and
for how long. We found, for example, that while it was
more common among women to be subject to institutional
interventions, men spent more time in the institutional
sphere since the sequences of institutional care in the
trajectories of men were longer. Further, we found that
community-based interventions played an important role for
both men and women, related to the recurring appearances
in the trajectories. While the frequency of community-based
interventions showed a slight decline after a few years among
women, it increased among men. Another important and
interesting result from the former study is that up to 70%
of the total accumulated time over the 10 years for the total
population, is time without interventions (ibid.). This will be
further explored in this article.

The aim of this article is to explore the course of
interventions and no interventions in the continuous
trajectories over 10 years of men and women, after being
diagnosed with psychosis for the first time. Thereby we could
identify in what spheres persons with severe mental issues
live their lives over the period. The research questions,
related to gender, focus on: What patterns can be identified
and how can they be categorised? Since the previous study
(Andersson et al., 2019) focused on patterns of interventions,
this study takes a major point of departure in the sphere of
no interventions.

This is the third article using a time-geographic
visualisation method, created especially for the Stockholm
10-year follow-up study of persons diagnosed with
psychosis for the first time (see Andersson et al., 2019;
Vrotsou et al., 2017). This new interactive method
visualises individual trajectories of interventions, based
on individual data, at an aggregate level. The visualisation
method is inspired by time-geography (Ellegird, 2019;
Hégerstrand, 1970). The previous published studies using
this method of visualisation had different foci compared to
the present study with its orientation towards patterns. The
aim in Vrotsou, et al. (2017) was to thoroughly present and
explain the method (data conventions, functionality, visual
representation) and how it could be used on the dataset

Ages Men Women All
18-24 26 (13%) 18 (10%) 44
25-34 54 (26%) 45 (27%) 99
35-44 72 (35%) 43 (24%) 115
45-54 36 (17%) 31 (18%) 67
55-64 11 (5%) 25 (14%) 36
65-74 8 (4%) 4 (2%) 12
75-84 1 9 (5%) 10
85+ 0 1 1

Z 208 (100%) 176 (100%) 384

Tab. 1: Age distribution at the time of diagnosis, 384
men and women. Source: authors’ research

by showing some preliminary results. In Andersson et al.
(2019), the appearances and frequencies of different types of
interventions were exposed. The visualisation concentrated
on one intervention at a time, not revealing patterns of
fully exposed trajectories. The periods of no interventions
were not explored as well. In the present article we take
a step further and follow the courses, including the spheres
of no intervention. This specific study is a part of a larger
research project: “Persons with severe mental illness - living
conditions, interventions and paths. A ten-year follow-up.”
The research team has an interdisciplinary background in
social work, psychology, nursing, human geography and
visualisation science.

2.Data

2.1 The study population

The study population consists of all persons who were
diagnosed with psychosis for the first time between the years
of 2000 and 2004, in all 447 individuals, in the catchment
area of a mental health organisation in the southern part
of Stockholm (with a total count of 282,000 inhabitants, of
which 232,000 were 18 years of age and older). The catchment
area includes inner-city parts as well as older and new
suburban areas, with a diverse socio-economic population. The
criteria for inclusion in the study were a psychosis diagnosis
that complied with DSM-III-IV (Diagnostic and Statistical
Manual of Mental Disorders) or ICD 10 (International
Statistical Classification of Diseases and Related Health
Problems). The included individuals should also have been
in contact with the psychiatric care organisation during the
year 2004. The study, then, is a longitudinal and naturalistic
cohort study. All patients with psychosis diagnoses, according
to the inclusion criteria, were included and the data presented
reflected a psychiatric organisation that offered psychiatric
care according to treatment as usual (TaU).

The follow-up period was ten years for every individual
from the date of the diagnosis. This means that year “0” can
differ, from year 2000 to year 2004. Out of a total population
of 447, ten were missing in the registers, resulting in a total
population of 437 persons. The 53 persons who died during
the period (22 women and 31 men) are not included in this
study, leaving a total of 384 individuals. There is a higher
share of elderly women compared to men: 21% of the women
and 9% of the men were over 55 years of age at the time of the
diagnosis, turning 65 and more during the study period. This
could have had an impact on what types of interventions the
person is subject to (see Limitations).

2.2 Data and databases

Data for this study were collected from several registers.
In Sweden, each citizen has a personal ‘registration number’
which facilitates the possibility to conduct follow-up studies
with a minimum of dropouts. These numbers, connected to
the persons in the study, appear in all registers used. After
the approval of a Board of Ethics, data from different registers
can then be linked together. This study was approved by The
Regional Ethical Review Board (EPN) in Stockholm in 2005
(2005/ 2:1), in 2009 (2009/806-32) and in 2015 (2015/115532).

Data collected from which registers are presented in Table 2.
For a more detailed description, see Topor et al. (2011).

By combining the different registers it is possible to reveal
what spheres the individuals go between and, thereby, what
different types of interventions they meet, how often these
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Databases Data collected

National Board of Health and Welfare-Hospital Register
Stockholm County Council — Psychiatric activity database (PVS)

Psychiatric inpatient care and diagnosis
Psychiatric out-patient care
Swedish National Council for Crime Prevention Type of sanction*

Financial assistance, social support in daily living, occupational
and rehabilitation interventions

Death and cause of death

Stockholm Municipality — Social Services database

Cause of Death Register

Tab. 2: Databases used and data collected. Source: authors’ research
Note: * Nobody in the study-population was sent to jail during the follow-up period but seven men (five under 30

years old) were sentenced to forensic psychiatry)

interventions occur, for how long they last and from what
organisation they originate. It is also possible to detect when
the persons are subject to interventions and when they are
not, at individual as well as group levels.

The data refer either to interventions from the regional
psychiatry care or the municipalities’ social services.
Psychiatric care is divided between community-based
interventions like medication and therapeutic support, and
inpatient interventions. Social services embrace community-
based social support specialised for persons with SMI-like
support in daily living, occupational/activity support and
supported housing with access to staff.

The intervention events collected from the registries
are of varying temporal granularity, ranging from minutes
(telephone call) to months or years (institutionalisation). In
the data used in the study, the smallest time unit describing
events has been set to a day. This implies that interventions
with a duration less than a day (such as ‘phone calls or visits)
are considered instantaneous events and characterised
by a daily time stamp, while longer interventions are
considered as event intervals and characterised by a starting
and end day.

3. Method and theoretical approach

The theoretical and methodological framework of this
study is based on time-geography. As the concept of time-
geography indicates, both time and space are important
dimensions in a time-geographic approach, with the
possibility to utilise different geographical and time scales
(Ellegard, 1983; Héagerstrand, 1970, 1972, 1973, 1974;
Lenntorp,1976). A fundamental aspect of time-geography
is the indivisible individual, reflecting the fact that the
individual lives continuously during her lifetime, hence,
the individual is indivisible. Indivisibility indicates that it
is not possible for an individual to exist at several places
at the same time. Consequently, all actions taking place
in a person’s life are sequentially tied to that individual
in time and space. Furthermore, time-geography provides
a notation system enabling the representation of an
individual’s continuous movement in time and space,
which can be geographic or abstract space. In this study,
the trajectories of individual men and women are visualised
across the abstract space made up from the spheres of
interventions, and taken together, they constitute an
aggregated view of the population under study. In this
way, continuous sequences of interventions, not seldom
interrupted by periods of no interventions, are visualised,
in analogy with the idea of the indivisible individual.
Time-geography provides both concepts and methods for
visualising individuals over time by continuous trajectories,
which are suitable for longitudinal studies.

The spheres, which correspond to the individual’s
relations to different kinds of institutions providing
interventions at different places, emanate from a qualitative
everyday life study of persons with SMI (Andersson, 2009).
Using time geographic diaries, Andersson constructed
trajectories of the individuals’ everyday life, hour by
hour. A trajectory formed from time geographic diaries
can clarify the individual’s geographical, temporal and
social anchoring. Consequently, by following the trajectory
of an individual, different contexts of everyday life are
revealed (Ellegird, 2001, 2019). The contexts identified
by Andersson (ibid.) related to psychiatric and social
interventions, including people and places of significance
in everyday life. She also identified periods in life without
interventions, and its social, temporal and geographical
connotations. These contexts formed different conditions
and framed everyday life (Andersson, 2009). The contexts
discovered — community-based interventions, institutional
interventions and no interventions — were then transformed
into “spheres”, a concept which can comprise abstract places
with their various societal organisations and connotations,
as well as physical places. The spheres, then, demonstrate a
way to relate individual experiences and societal structures
for persons with severe psychiatric problems, and they
represent abstract places defined by their functions and
rules. The community-based sphere includes places like
outpatient clinics and activity centres, but also a person’s
home can be a place for intervention. Besides interventions
and a social world populated by professionals, this sphere
is represented by ordinary living and a varying extent of
informal relations. The institutional sphere includes places
like psychiatric clinics and supported housing, and the daily
social contacts can be limited to staff and other patients/
co-habitants (but potentially also friends and family). The
no interventional sphere includes the home and most of the
routine places where people perform activities in daily life,
and the social contacts can be varied. This sphere can be
interpreted as “normalised” living, in which the individual
manages with no interventions.

Individuals have limited possibilities of action, and to
deal with this in time-geography, three basic constraints
are identified (Lenntorp, 1976; Hégerstrand, 1985;
Aquist, 1992): authority, coupling and capacity constraints.
Capacity constraints embrace the individual’s physical
and mental capacity, material assets, knowledge, etc. and
are expressed in the interactions between the individual
and the social, material and physical environment.
One capacity restriction of people in this study is their
psychiatric problems. Authority constraints refer to laws,
rules, policies, etc. They exist at an organisational level and
orchestrate the individual’s room for manoeuvre; hence,
it is problematic for the individual to change or influence
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them. In this study, extensive authority constraints can
be imposed on persons in special institutional settings
in the institutional sphere, and less, but still substantial
authority constraints influence the individual when in
the community-based sphere, where the private home can
be the base for daily life. Coupling constraints relate to
individuals’ opportunities to interact, i.e. to be in the same
place at the same time as another individual and are based
on agreements, negotiations and obligations. Coupling
constraints are specifically time-geographic constructs
and they reveal that there are several restrictions in a
person’s life caused by location, timing of activities and
projects and decisions taken by others. They shed light on
interdependencies and the importance of everyday logistics.
The different types of constraints are mutually inter-
related, and they affect peoples’ opportunities to interact
and to live their lives (Ellegird, 1998; Westermark, 2003).
As indicated, the different spheres reflect different types
of constraints, which will be further developed in the
following discussion.

In this study, (as well as in Andersson et al., 2019, and
Vrotsou et al., 2017) the geographical dimension is ‘toned
down’, although it is reflected in the different spheres
corresponding to locations in a “fragmented interventional
landscape”. A person in the non-interventional sphere lives
(most likely)? in a regular setting in society. The community-
based sphere indicates a regular living situation combined
with social support or medication, while the institutional
sphere indicates that a person either is in a clinical
setting 24/7 or in supported housing with staff.

3.1 The principle of visualisation

Figure 1 shows the principle of the visualisation used in
this study. It is based on the trajectories of five persons,
from the first year of the diagnosis of psychosis to the 10
year. Each person’s path of intervention is represented as
a bar-formed trajectory corresponding to their sequence
of interventions over the 10 years under study. Time is
represented on the vertical y-axis, while the horizontal x-axis
displays the individuals, ordered side by side. The position
of each bar along the y-axis corresponds to the start time
of the corresponding event and its length depends on the
duration of the event. If the event is instantaneous a bar of
fixed size is used. The width of the bars is proportional to the
size of the screen and the number of individuals displayed
simultaneously. Hence, the trajectory of an individual should
be read from the bottom to the top of the figure. The colours
correspond to the different spheres: community-based
interventions are marked in blue, institutional interventions
in red, and time-periods without interventions are in white.
When a person deceases, their remaining trajectory is
coloured black (not shown in Fig. 1).

Trajectory A, to the left in the figure, visualises a person
who initially mostly experiences institutional interventions
(red) for almost three years. Then, for a short period,
community- based interventions (blue) are mixed with
periods of no interventions (white). For the rest of the 10-year
period, this pattern persists: community-based intervention
superseded by periods of no interventions with recurring
short periods of institutional care. Trajectory B visualises
a person who is subject to community-based interventions
(blue) on and off for about a year and thereafter there

are no interventions appearing for rest of the 10 years.
Consequently, the white area after the last intervention
is part of the continuous trajectory, when the person is in
the non-interventional sphere for the rest of the 10-year
period. Trajectory C visualises a person with the same initial
pattern as B but with the last intervention around year six,
meaning the trajectory continues into the interventional
sphere a few years later than B. Thereafter, C appears in the
non-interventional sphere, with no further interventions.
Trajectory D has a similar pattern as A, staying in the
interventional sphere off and on for the whole period, but
without any institutional interventions. The last example, E,
reveals a trajectory with quite intense interventions, both
community-based and institutional, for a year, then no
interventions at all for five years and then community-based
interventions at three more times for the rest of the period,
leaving considerable periods of no interventions in between
interventions. The trajectories of persons A and D exemplify
what we call “long-term trajectories” and those of persons B,
C and E exemplify “stepwise trajectories”.

Year
10

94

i

il

“ABCDE

Fig. 1: Trajectories of five persons (A-E) with different
experiences of the interventional spheres from 1% year of
diagnosis to 10™ year. The persons are arranged side by
side on the x-axis, while the 10-year period constitutes
the y-axis. Source: authors’ elaboration

2 Almost all the people in this study lived in ordinary housing at the time of the diagnoses. Data is missing concerning six persons.

It is possible that some or all of them could be homeless.
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The principle of the aggregated pattern of trajectories
was shown in Figure 1. In the same manner, the aggregate
trajectory patterns of the total population are captured in
Figure 2.

Taken together, all the trajectories reveal the aggregate
pattern over the ten-year period. All trajectories are exposed side
by side, men to the left, women to the right, divided by the yellow
line. Year “0” is at the bottom line. The figure shows a diversity
of trajectories where the red parts of a trajectory corresponds
to time sequences at institutions and blue, community-based

support. The white parts of a trajectory represent time without
any interventions, and black the persons that died during the
follow-up. In the present article, all these trajectories (minus
the black) have been analysed and categorised.

It is crucial in this study that each individual is regarded
as indivisible since the interventions that each individual
is subject to and the sequences of no interventions oscillate
between the different spheres over time, thereby, shaping
the trajectory’s sequential pattern of different spheres for
each individual.

Year
10+

Old Young olid

Fig. 2: All trajectories, including the dead (the trajectories are black after death), men to the left, women to the right

Source: authors’ elaboration

The system used for visualising and analysing data from
the registers is web-based. The system was specifically
designed for this follow-up study (and for the study presented
in Andersson et al., 2019) and is fully presented in Vrotsou
et al. (2017). The inspiration for the visualisation originates
from Ellegérd and Vrotsou (2006) and Vrotsou (2010). The
visualisation method follows the time-geography approach
in having its point of departure in the indivisible individual
(Ellegérd, 2019; Hégerstrand, 1970).

3.2 Analyses

For this particular study, the trajectories were organised
manually during the analysis. The first principle of the
categorisation emanated from what spheres could be
detected in the trajectories and according to what pattern.
Investigating each and every trajectory we found that no
one included just one sphere, instead there were either just
community-based interventions along with periods of no
interventions, or both community-based and institutional
interventions along with periods of no interventions. Then
all trajectories were defined after this principle, resulting
in two main categories: two-sphere trajectories and three-
sphere trajectories.

The next step was to identify patterns within these two
main categories. Since the main point of departure was the
pattern of no interventions, the trajectories were sorted with
respect to the time of occurrence of the last intervention
present in their trajectory. This revealed a step-like pattern
starting with the shortest trajectory: i.e. having the last
intervention ending earliest of all (just a few months after
the time of the diagnoses) and gradually increasing until
the longest trajectory is reached: i.e. including interventions

spanning until the end of the 10-year period. In sum the
step-wise order shows when the trajectories “leave” the
interventional sphere (blue or red) and continue in the
non-interventional sphere (visualised by turning white) at
different times up to the 10" year.

In the further analyses, two subcategories of interventions
emerged: stepwise intervention trajectories, displaying
individuals not being in the interventional spheres up to
the 10" year, and long-term interventional trajectories,
individuals still being in the interventional sphere the 10t
and last year. In that way we could analyse the patterns of
trajectories not being in spheres of interventions and those still
with interventions during the last and 10* year, separately.

An important time unit in the analysis of the material is
the full year. The choice of a year was two-fold. Being without
interventions for a year shows a potential to manage without
support for a substantial period of time. It also seemed to
be the most effective way to visualise the discrepancy in
patterns. A third sub-subcategory emerged from the long-
term interventional trajectories: those with less than a year
of coherent periods without interventions, revealing dense
patterns of interventions and trajectories with a year or more
with coherent non-interventional periods, which are defined
as sparse patterns. This gave us a tool to further examine the
long-term trajectories and, thereby, spot trajectories with the
most long-lasting and intense patterns of intervention and
the ones with less such features.

This article focuses on patterns of no-interventions in
the trajectories. For a more thorough presentation of the
interventional parts of the trajectories, see Andersson
et al. (2019).
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3.3 Limitations

This study is affected by limitations, mainly concerning
registration and categorisation. But the age distribution
should be mentioned as well. Among women, 39 are over 55
years of age at the time of the diagnosis, and 20 men. In
a ten-year perspective they turn 65 and older, reaching
retirement age during the follow-up period. This could have
implications on the types of interventions since social services
has special interventions after 65 years, such as homes for
elderly persons. Our data, however, show that only four
persons (three women, one man) were subject to this type
of institutional care (and mostly for short periods), meaning
that most of the institutional interventions are connected to
the psychiatric problems and not primarily to age.

Community-based psychiatry care and community-based
social services register interventions differently. Psychiatric
care registers every actual meeting with the person, while
the social services register is based on formal decisions
valid over a time period (for example, six months of social
support). As a consequence, interventions from social
services will sometimes appear as longer coherent (blue)
parts in a trajectory. How often the actual intervention
appears during this period is not known, but other studies
reveal that, for example, social support in daily living often
occurs once or twice a week (Andersson, 2009; Andersson
et al., 2015). A similar coherent (blue) pattern will appear
when psychiatric care has a frequent contact with a person,
at least once a week. Less frequent contacts will appear as
dots in the aggregate visualisations. This is a limitation in
cases when interventions from social services appear more
seldom than once a week, and then a similar dot-like pattern
would be more relevant.

Another limiting factor is the potential effect of our
visualisation choices in relation to the temporal aspect of the
data. The total time span of the data is 10 years and within
this time the minimum time unit with which interventions
are represented is a single day. Over the entire 10-year
study period interventions from different spheres can
occur in parallel: for example, several community-based
interventions can occur during longer institutional
interventions. The large variation of interventions in
temporal granularity, as well as their temporal overlaps,
have a considerable effect on the visualisation of the data.
Longer events or several short ones occurring consecutively
appear more prominent in the representation, since they
are visible as continuous long bars in the trajectories. At
the same time, temporally scattered short events create
a cluttered impression and become harder to distinguish.
Moreover, overlapping interventions are also represented,
overlapping in the visualisation which increases the clutter.
Choosing a coarser temporal resolution, for example
a monthly resolution, and applying temporal aggregation
to the data would considerably reduce this clutter in the
representation. This, however, would require us to choose
a single intervention to be the representative ongoing
event of that period, which would imply considerable loss of
information. In our work we have chosen not to aggregate
the data in this manner, partly because we wanted to retain
the visibility of the large temporal variation, but more
importantly because we did not want to lose information
concerning the shorter (community-based) interventions by
using a more coarse temporal resolution.

Categorisation demands choosing break points and
those choices will impact the results (see for example,
Topor et al., 2018). The choice of at least one year without

interventions afflicts the creation of the two main categories
and the distinction between dense and sparse patterns.
A two-year limit, for example, would separate the trajectories
differently but would not capture trajectories with tightly
recurring interventions as well. Another way to categorise
the trajectories could be to cluster the different spheres in
order of appearance or amount of time spent in each sphere.
The visualisation program in its current status, however,
will not allow that, and to handle all spheres manually would
be too complicated. This would be something to develop for
future research.

It would have been an advantage to be able to make
thorough and exact comparisons to the previous study
focusing on the periods of interventions rather than periods
without interventions (Andersson et al., 2019). This is due
to the choice of not including the dead in this study, since
there would be too many categories to overview. Although
the 53 deceased persons are excluded here, the overall
results from the two studies correspond and can therefore
serve as references when needed.

Lastly, there might be persons diagnosed with psychosis
between 2000 and 2003 that were not in contact with
psychiatry in 2004, the year of inclusion. This means there
might be more persons that we define as “early leavers”
(not subject to any interventions after the 5™ year) in the
catchment area, but not included in the study.

4. Results

The aim of this study was to explore the patterns of two
kinds of interventions and no interventions in the trajectories
of men and women after being diagnosed with psychosis for
the first time, and to present the results according to sex.
From the population of 384 persons, the results reveal
trajectory patterns forming two main categories:

e Trajectories transitioning between two-spheres -
community-based interventions (blue) and no
interventions (white); and

e Trajectories transitioning between three-spheres -
community  interventions  (blue), institutional
interventions (red) and no intervention (white).

Within each category, two subcategories were defined
depending on the distribution of interventions over the
course of the 10-year study period, as was described above.
First, trajectories including persons entering the non-
interventional sphere in a step-wise order from the 1% up
to the 9" year, which we define as “step-wise trajectories”.
Second, trajectories illustrating persons who are still involved
in the interventional spheres during the 10™ and last year,
which we define as “long-term trajectories”. The results will
be presented according to the scheme in Figure 3.

4.1 Two-sphere trajectories

The 112 men and women in the first main category
composed of trajectories involving two spheres, have only
experienced interventions from the community-based
sphere combined with no interventions, for example social
support in daily living, occupational/activity support,
medication, therapeutic support, etc. Comparing the
amount of men and women in this category, there are 62%
men and 38% women.

Figure 4 displays all trajectories representing the two
spheres in this category: community-based interventions
(blue) and no interventions (white). Women are shown to
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the left and men to the right sorted in a step-wise pattern
according to the time for their last occurring intervention
(as described in Section 3.2: Analyses). In the following, in
order to study the trajectories closer, the figure will be split
up into two parts according to the subcategories defined: the
stepwise trajectories (interventions within the first 9 years)
and the long-term trajectories (interventions during the
whole 10-year period).

4.1.1 Stepwise trajectories

Figure 5 illustrates trajectories transforming into the non-
interventional sphere for the rest of the period in a stepwise
order from the 1% to the 9 year (leaving at least a year at
the end with no intervention). Out of the 43 women with
only community-based interventions, 24 are found in this
category. It is noticeable that more than half of these women
(15) are not subject to any interventions after the 5% year.
We will refer to them as “early leavers”, meaning that they
leave the interventional sphere for the rest of the period.

Compared to women, there are relatively fewer “early
leaving” men. Looking at the figure, there is a rising curve
formed by the last interventions revealing around a third
(12) without interventions after the 5% year. Although the

lowest common denominator in the stepwise category is that
interventions cease to appear before the 10" year, they show
various patterns up to that time. Some of the trajectories
among both men and women have substantial periods of no
interventions between interventions. Others show a pattern
of densely recurring interventions.

4.1.2 Long-term interventional trajectories

The subcategory long-term interventional trajectories
includes trajectories of persons still appearing in the
interventional sphere during the 10™ and last year. The
patterns are quite diversified up to that point. Some have
a pattern of dense recurring interventions during the whole
period, and some have substantial periods of no interventions,
just like the trajectories in the stepwise formation.

There are 19 women and 38 men with long-term
trajectories. The trajectories with dense patterns are
presented to the left in the sub-figures of Figure 6, and
the ones with a more sparse pattern of interventions to
the right, thereby spotting trajectories with the most long
lasting and intense patterns of intervention and the ones
with longer periods of no intervention. Among the women
there are about as many trajectories with recurring dense

Trajectories of 176 women

and 208 men (N=384)

Two-sphere trajectories

(N=112: W=43, M=69)

|—|_‘

Long-term
interventional
trajectories
(W=19, M=38)

Stepwise
trajectories
(W=24, M=31)

Three-sphere trajectories
(N=272: W=133, M=139

Long-term
interventional
trajectories
(W=85, M=97)

Stepwise
trajectories
(W=48, M=42)

Fig. 3: Scheme of presentation of the results
Source: authors’ elaboration
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patterns of intervention as there are with extensive gaps
without interventions. Among the men it is more common
with a sparse pattern than dense. There are as long coherent
periods without interventions of three to five years among
women and three to eight years among men.

4.2 Three-sphere trajectories

The three-sphere main category reveals, not surprisingly,
even more complex patterns, since institutional interventions
(in-patient care or supported housing) are added to the
community-based interventions and non-interventions.
This category consists of 272 trajectories, about as many
women, 133, as men 139 (Fig. 7).

This section will be organised in the same way as the
two-sphere part, starting with trajectories in stepwise order
followed by long-term trajectories.

4.2.1 Stepwise trajectories

Figure 8 exposes the stepwise trajectories of 48 women
and 42 men, which is about a third of men and women
respectively with institutional experience. More men (about
half) than women (about a third) are “early leavers” in this
category, noticed in a curve among men that is more levelled
out. Compared to early leavers in the two-sphere category,
the amount of men and women are reversed. In this category
as well, the trajectories show various patterns up to the last

intervention. Some show extensive periods of nointerventions
and some extensive periods of interventions. Comparing
the different types of interventions (community-based and
institutional), most of the institutional interventions occur
as short periods in time, but, longer periods of institutional
care also exist®.

4.2.2 Long-term trajectories

The next subcategory with three-spheres trajectories
exposes long-term trajectories where the last intervention
occurs during the 10" and last year. As noted previously,
there can be a substantial disparity in patterns.

There are 85 women and 97 men with long-term
trajectories, including institutional experiences. The
trajectories with dense recurring interventions are placed
to the left and those with longer coherent periods of no
intervention are presented to the right in Figure 9.

There are 50 women with dense patterns in their
trajectories and 35 with sparse patterns. Most of the women
with sparse patterns in their trajectories have around a year
at a time without interventions, but some have coherent
periods between two and as long as seven years. Among the
men as well, dense patterns are more common than sparse
(60 versus 37). Half of the trajectories with sparse patterns
show periods of around a year and the rest between two and
five coherent years without any interventions.
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Fig. 5: Two-spheres stepwise trajectories: women at the top (n = 24), men below(n = 31)

Source: authors’ elaboration

3 According to Andersson et al. (2019) the extensive periods of institutional interventions often correspond to housing rather than
clinical care. The population in this article is not exactly the same as in Andersson et al. 2019, not including the dead, but the

overall results from the two articles correspond




MORAVIAN GEOGRAPHICAL REPORTS

4.3 Summary

In Table 3, the main results are compiled in percentage
terms, according to sex. The distribution of stepwise and long-
term patterns shows that long-term trajectories are more
common for both women (60%) and men (65%). There is also a
difference between the spheres in long-term trajectories: 11%
of the women have only community-based interventions
versus 48% with institutional experience as well. Among

2020, 28(4): 283-298

men the discrepancy is 18% versus 47%. Dense patterns in
long-term trajectories with institutional interventions are
more common than sparse, among both women and men. In
the stepwise category we can notice that 18% of the women
and 16% of the men can be referred to as “early leavers”,
not having any intervention for at least five years. While
there is hardly any difference between the spheres among the
women (8% and 10%), there are more men with institutional
experience in this category (11% versus 6%).
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Women Total Two-spheres Three-spheres
(N =176) % (number) N =25% (43) N = 75% (133)
Stepwise 40% (72) 14% (24) 27% (48)
E: 18% (32) E: 8% (15) E:10% (17)
Long-term 60% (104) 11% (19) 48% (85)
S:26% (45) S:6% (10) S:20% (35)
D: 33% (59) D:5% (9) D:28% (50)
Men Total Two-spheres Three-spheres
(N = 208) % (number) N = 33% (69) N =67% 139
Stepwise 35% (73) 15% (31) 20% (42)
E: 16% (34) E:6% (12) E: 11% (22)
Long-term 65% (135) 18% (38) 47% (97)
S:29% ( 61) S:11% (24) S: 18% (37)
D: 36% (74) D: 7% (14) D: 29% (60)

Tab. 3: Main and sub-categories, according to sex (E = Early leavers, S = Sparse, D = Dense)

Source: authors’ elaboration

5. Discussion

This article contributes new knowledge about men and
women diagnosed with psychosis as subjects to interventions
offered by society from the year of diagnosis and ten years later.
People with severe mental illness faced a different landscape
of interventions after the era of the large institutions, and
still the knowledge of what types of interventions, when they
occur and for how long, has been insufficient. In this article
we explored when they experienced what interventions and
identified periods without interventions. We used a time-
geographic approach and studied the consequent trajectories
of these women and men.

5.1 Diversity of patterns

First of all, the trajectories show a great diversity. As noted
in the introduction, Ciompi (1980) and Harrison et al. (2001)
stated that there is no given direction in the life-course after
being diagnosed with schizophrenia but rather a “striking
heterogeneity” (Harrison et al., 2001, p. 516). The overall
result of our research confirms this conclusion: men and
women who get the diagnoses of psychosis for the first
time, can go on with their lives in many different directions,
shaping a great variety of trajectories. While Ciompi (1980)
used typologies to illustrate different courses, this study
follows each of the 384 individuals on aggregate level during
the whole 10-year period. This unique approach is grounded
on the time-geographical prerequisite concerning the
indivisible individual, and a time-geographic visualisation
method is used that allows us to closely follow each indivisible
individual, year after year without interruption, showing
when s/he is subject to different types of interventions, as
well as periods with no interventions.

In this discussion, we will highlight the existence of
the no interventions sphere. This is based on the time-
geographic concept of the indivisible individual, combined
with the fact that previous studies focus on interventions,
not recognising that, after the institutional care era, periods
of no interventions may appear in most people’s lives that
might not be analysed as an abandonment of persons’ need
of help. Not being in the interventional sphere for more than
a year was our main tool to analyse different patterns. The
result was an aggregated pattern of all individuals, some who
stepwise left the two spheres of interventions, and others

who were in these two spheres during the whole follow-up
period (long-term trajectories). These aggregate patterns
pointed out differences between trajectories with long and/
or recurrent periods without interventions (sparse patterns)
and trajectories with short or no intermissions between
interventions (dense patterns).

5.2 Recovery

The discovery that interventions could cease to appear at
any time in a trajectory, with no more interventions during
the rest of the 10-year period, can be related to the research
field of recovery. Recovery in mental health has different
definitions (Davidson and Roe, 2007; Slade et al., 2012;
Topor et al., 2018). Our data does not give us the possibility
to relate them to “personal recovery”, defined as the
persons’ experience of their situation. Our data can however
be related to the concept of clinical or institutional recovery,
based on the person’s use of mental health services.

The lengths of the follow-up periods that states when
a person is recovered has been debated. Although cut-off
periods of two years are not uncommon, several studies
argue that a five-year period gives a more stable outcome
(Laudet, 2007, Topor et al., 2018; Torgalshoen and
Rund, 1998). Our data allow us to choose a five-year time
span (as used for medical conditions such as cancer). From
such a point of departure, 18% of the women and 16% of
the men in this study can be regarded as recovered from
psychosis. In our study, we consider all types of interventions,
and the result shows that being subject to institutional care
does not necessarily seem to have a substantial impact on the
possibility to leave the interventional sphere at early stage.

Since the follow-up period is as long as 10 years, and the
individuals are regarded as indivisible, thereby including
periods with no interventions, we might add a new
dimension to recovery from psychosis. The sparse patterns
reveal that there are no intervention periods “in-between”
interventions. Compared to follow-up studies that only pin-
point specific moments (see for example, Harrison et al., 2001;
Wiersma et al., 1998), this method brings us a more thorough
knowledge about the total situation during a coherent period
of life. Even if a person is subject to interventions at the end
as well as at the beginning of the longer follow-up period,
there could be years without interventions in between. In this
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study these intermissions could last up to several years and/
or recurrent at several times during the 10-year period. This
indicates that a person can get by during substantial periods
of time with no interventions, and just occasionally need
attention from service providers.

5.3 Spheres and constraints

The three spheres in which people with SMI live their
lives, lingering from one sphere to another, are characterised
by similar constraints, but with different outcomes. The
results from this study give insights about how people who
are subject to interventions from the different spheres in
the fragmented interventional landscape, meet the time-
geographic constraints. We will compare this situation
with the old institutionalised care system. There are both
different and similar effects of the constraints for an
individual’s life, in the two different eras of organising SMI-
interventions.

As mentioned in the introduction, the former institutions
were not only secluded from the rest of society, they also
controlled major parts of a person’s life (Castel, 1988;
Foucault, 1961/1989; Goffman, 1961). Reconnecting to
the time-geographic constraints, most aspects of life
were performed in one place under authority constraints
controlled by one authority, in contrast to life in the rest of
society where a manifold of organisations impose various
authority constraints. Coupling constraints were reflected
in different ways: the patients in former institutions were
often far away from home, family and friends and had
very limited possibilities to maintain social relationships
(Kjellman, 2003). Thus, social interaction mainly involved
two social categories: other patients, and staff, strongly
coupled to each other. In terms of capacity constraints,
expectations that the mental hospitals would improve the
psychiatric status and decrease the capacity constraints of
the individuals caused by SMI, were obscured by research
showing that the effects of hospitalisation enhanced capacity
constraints rather than reversed them (Barton, 1959; Wing
and Brown, 1970).

A relevant question is whether the sphere of institutional
interventions might be regarded as a prolongation of the
former institutions. While modern institutional care under
surveillance is mostly on a short-term basis (Andersson
et al., 2019), the constraints cannot be compared to former
institutional care. Supported housing is more a long-term
project and may reveal some contradictions on the matter. It
may enhance the possibilities of normalised living conditions
(as a place of your own) and enhanced access to control
your daily life (indicating less authority constraints) and
supporting staff may help to decrease capacity constraints
(Andersson, 1997, 2016; Ruud et al., 2019). But internal
rules (for example participation in activities, compulsory
contact with social services/psychiatry, cooperation with
staff) indicate the possibility of extensive authority
restrictions. Staff will also have knowledge about many
aspects of a person’s everyday life, with the possibility to
affect decisions and ways of living. Authority constraints can
thereby still inflict heavily on a person’s life and supported
housing, originally based on the idea of normalisation, may
in that sense possibly be seen as re-institutionalisation
(Andersen et al., 2016; Topor et al., 2015). The coupling
constraints can also recall the former institutions, as
social life can still mainly consist of two social categories
- professionals and co-habitants (Andersson, 1997, 1998),
although not necessarily constrained by housing authorities

but the person’s capacity in terms of resources, for example,
poor economy, limiting the possibilities to interact in
social life (Topor et al., 2014; Ware and Goldfinger, 1997;
Wilton, 2003).

Most people (2/3) in this study have experience of
institutions, but for most of them just for shorter periods.
This means that they mainly live in a regular home. The
common denominator for the regular home is that there
are no constraints associated with the home relating to the
resident’s psychiatric problems. They have the same rights
and obligations as other citizens.

The community-based sphere, as well as the no
interventional sphere, involves an ordinary home as a base
for living, including the surrounding society. The sphere of
community-based interventions, then, is a combination of
regular living conditions (such as a home) and an intervening
society. This weakens the authority constraints (compared
to institutional living) and may decrease the influence of
capacity constraints on the individual. Community-based
interventions involve both psychiatry and social services,
and interventions may take place at an office/ clinic as
well as in a person’s private home, with the intentions to
enhance a person’s capacities and to eventually manage a
life on their own. At the same time, as the interventions
might decrease capacity constraints, authority constraints
may increase by the presence of officials obtaining increased
influence and insights in the private life and home
(Andersson, 2009; Chow and Priebe, 2013; Fakhoury and
Pribe, 2007; Foucault, 1975; Topor, et al., 2015).

In the sphere of no interventions, people live under similar
circumstances and are influenced by similar constraints as
other people. Periods of no intervention in the trajectory of
a person with SMI can be regarded as personal or private,
where authorities connected to the psychiatric problems
are not involved. Home is in that sense a protected area.
Still, a combination of authority and coupling constraints
exist that affect the lives of persons with severe psychiatric
problems, who are depending on the welfare system: poor
economy (Read, 2010). This influences an individual’s
possibilities to master social life in the wider society and
may strongly affect her/his opportunities to utilise the
weaker coupling constraints a life outside institutions could
offer, partly due to economy.

As stated earlier, the different types of constraints are
mutually related and influence peoples’ opportunities to
interact and carry out activities (Westermark, 2003). The
individual’s room for manoeuvre is in this way regarded as
limited (Lenntorp, 1976), regardless of where and how a person
lives. Persons with severe psychiatric problems may face specific
constraints depending on the spheres in which their lives take
place. Authority constraints, such as surveillance, may restrict
life in supported housing, but can also influence life in ordinary
accommodations with the presence of community-based care
and support. Authority constraints in terms of the rules of the
welfare system may have effects regardless of sphere, as the
poor economy affects the possibility to interact in social life
and enhance coupling restrictions.

6. Conclusions

In this article we have stated that the 10-year outcome
for persons diagnosed with psychosis for the first time can
be substantially diverse, and that it always includes periods
of no intervention. This knowledge could have implications
on attitudes and expectations among professionals in this
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field, in that a diagnosis of psychosis does not necessarily
mean life-long interventions. Keeping the perspective of the
indivisible individual is the key to understanding how life
turns out in the long run for persons with severe psychiatric
problems: not only investigating periods of interventions,
but with equal interest, examining the sequences without
interventions. Only with fully exposed trajectories during the
whole follow-up period, using this visualisation method, can
this evaluation be carried out.
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