
Full Terms & Conditions of access and use can be found at
http://www.tandfonline.com/action/journalInformation?journalCode=resw20

Download by: [82.217.122.167] Date: 01 August 2017, At: 05:02

Ethics and Social Welfare

ISSN: 1749-6535 (Print) 1749-6543 (Online) Journal homepage: http://www.tandfonline.com/loi/resw20

Sharing Care Responsibilities Between
Professionals and Personal Networks in Mental
Healthcare: A Plea for Inclusion

Elleke Landeweer

To cite this article: Elleke Landeweer (2017): Sharing Care Responsibilities Between
Professionals and Personal Networks in Mental Healthcare: A Plea for Inclusion, Ethics and Social
Welfare, DOI: 10.1080/17496535.2017.1352008

To link to this article:  http://dx.doi.org/10.1080/17496535.2017.1352008

© 2017 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group

Published online: 01 Aug 2017.

Submit your article to this journal 

View related articles 

View Crossmark data



Sharing Care Responsibilities Between Professionals and
Personal Networks in Mental Healthcare: A Plea for Inclusion
Elleke Landeweer

Center for Medical Ethics, Institute of Health & Society, Faculty of Medicine, University of Oslo, Oslo, Norway

ABSTRACT
This positional paper explores the role of personal networks (family
and friends) in caring for people with mental health problems. Since
the eighties, major changes have been made in the organization
and focus of professional mental healthcare. Correspondingly, new
expectations and changes in the division of care responsibilities
between people with mental health problems, their personal
networks and their professional care providers were created. In this
paper, I investigate how the transition in mental healthcare changed
the allocation of care responsibilities between personal networks,
people with mental health problems and professional caregivers.
I will consider why care responsibilities of personal networks have
been taken for granted in these processes, and discuss whether
personal networks should have a more prominent voice in the
assignment of care responsibilities, and how this can be done.
A theoretical framework of feminist care ethics inspired by
scholars such as Margaret Urban Walker, Joan Tronto and Hilde
Lindemann is used to reflect on the need for social inclusion.
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Introduction

In the last decades, changes in mental healthcare policies have enlarged the role and
involvement of families and friends in the care for people with mental health problems.
Influenced by the need to become more cost efficient, in combination with the increasing
context of individualization of society expressed in values of self-management and indi-
vidual autonomy, welfare policies nowadays steer toward more involvement of personal
networks in meeting the care needs of people who depend on (daily) care and support
due to mental health problems. New policy discourses emphasize as much self-support
and self-reliance as possible for people with mental health problems, only using pro-
fessional resources if absolutely needed. These policy changes not only affected the
relationship between (individual) people in need of care and professional services (Land-
eweer, Abma, and Widdershoven 2010), but it also revalued the use and role of personal
networks as resources in healthcare (Barnes 2011; Grootegoed, Van Barneveld, and Duy-
vendak 2015; Pols 2016).
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In mental healthcare, major transitions started in the eighties when policies changed
the care locus from institutions to communities. It became apparent that confinement
to large psychiatric hospitals was not contributing to the well-being of the patients
(Goffman 1961; Foucault 2006). In the Netherlands as well as in other Western countries,
the growing dissatisfaction with mental institutions led to the breakdown of the isolation
and large size of mental hospitals, and long-term admissions were reduced considerably.
Though, in the Netherlands, the de-institutionalization process was less radical than in the
United States, the United Kingdom and Italy (Oosterhuis 2004), ideals and social norms
regarding how to care for people with mental health problems changed similarly. New
targets developed, focusing on coping and recovery for people with mental health pro-
blems, rather than containment and taking control of the patient within institutions
(Anthony 1993; Thornicroft and Tansella 2002). Besides cost-efficiency motives (commu-
nity care was supposed to be cheaper than hospital care), it was thought that people
with mental health problems would benefit from living in normal surroundings. Living
in ‘normal’ communities would stimulate development of social skills, strengthen social
networks and result in a personal identity beyond being a patient; becoming less depen-
dent on professional care. They would thrive from social interactions, exercise their auton-
omy and thereby develop a better quality of life. Mental healthcare aimed to be less
paternalistic and controlling. Patients should not be isolated from society, but included
and integrated in society (Pols 2016). Independence from public welfare was prioritized
as an important value. People with mental health problems were expected to self-
manage their mental health problems and lead productive and fulfilling lives (Perron,
Rudge, and Holmes 2010). Public resources could only be used if personal resources
could not carry out specific care needs or had run dry. Only people with serious mental
health problems who did not manage to participate in society and whose mental
health problems caused high risks (hurting themselves or others) were eligible for tempor-
ary hospital care. Others were expected to live outside and could apply for community
care in addition to their own resources, if necessary (Lamb and Bachrach 2001). At the
same time, it was assumed that personal networks would fulfill their caring obligations
(Rugkåsa 2015). The tasks and responsibilities of professionals changed correspondingly.
Professionals were expected to develop strategies to activate citizens and mobilize the
resources in social networks (Verhoeven and Tonkens 2013). Community and home-
based care focused their services on supporting and teaching people with mental
health problems to realize their self-management skills and become independent (Ooster-
huis 2004).

The shift from care in hospitals to the community and the focus on self-management,
inclusion and participation, created new expectations regarding the division of care
responsibilities between people in need of mental health care, their personal networks
and professional care providers. People with mental health problems were expected to
be responsible for their own caring needs (Perron, Rudge, and Holmes 2010) and rely
on their personal networks (Rugkåsa 2015; Barrett, Butler, and Hale 2016). In this paper,
I will explore how the changes in mental healthcare affected the allocation of care respon-
sibilities between personal networks, people with mental health problems and pro-
fessional caregivers, argue why personal networks have been taken for granted in these
processes, and discuss whether they should have a voice in the assignment of care respon-
sibilities. First, I will describe the relationship between professionals and personal
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networks, and illustrate how the focus on the patient as primary responsibility of pro-
fessionals assumed that personal networks would (naturally) take on care activities.
Then, I will explain why personal networks were not considered relevant stakeholders,
even though the transitions did impact and change their roles and responsibilities. After
that, I will describe how divisions of care responsibilities are constructed in practice,
how personal networks and professionals vary in moral logics, and discuss whether
mental healthcare policies should involve personal networks as stakeholders in dividing
care responsibilities. Finally, I reflect on whether and why personal networks should be
considered relevant stakeholders, and how they can be involved in the division of care
responsibilities.

Mental healthcare and personal networks

Although professional care changed its targets and focused on supporting people with
mental health problems in recovering and coping with mental illness within their commu-
nities, one aspect that did not change was that the individual patient him/herself
remained its primary focus. The primary responsibility of professionals was providing
care to and supporting patients (Landeweer et al. 2011). Personal networks were con-
sidered if supporting them would benefit the patient. If, for example, personal ties were
jeopardizing the treatment and recovery of people with mental health problems, pro-
fessionals could intervene and offer therapy. Various studies looked into the effect of
‘Expressed Emotions’ within families on the well-being of people with mental health pro-
blems. Correlations were found between high stress within families, and the development
of psychosis, and created awareness that families could have an impact on mental illness
(McFarlane and Cook 2007; Pharoah et al. 2010).

Professionals recognized families and friends as instrumentally valuable (van de Boven-
kamp and Trappenburg 2009; Verkerk et al. 2015), meaning they were recognized as ben-
eficial if they had a positive influence on the well-being of the patient, and were
considered problematic if they had a negative impact. An aspect that got less recognition
was the well-being and interests of the people in the personal networks themselves, and
how the transitions in mental health care had an impact on them (Goodwin and Happell
2007a, 2007b; Wilkinson and McAndrew 2008). The policy changes created new ways for
personal networks to become and/or stay more involved in the lives and care for people
with mental health problems, sharing a household together or living in the same neigh-
borhood. With professional care being less available, less paternalistic and less controlling,
various personal networks experienced increased moral pulls and enlarged care responsi-
bilities to fill in some of the care needs, such as monitoring and supervising the mental
health of their loved ones (Karp 2001; Rugkåsa 2015).

Although personal networks were pushed to take on more care responsibilities, a more
intensified collaboration and participation with professional care was not initiated (Per-
reault et al. 2005; Wilkinson and McAndrew 2008; Nordby, Kjonsberg, and Hummelvoll
2010). On the contrary, several studies illustrate that people in personal networks often
experience feelings of exclusion (Karp 2001; Wilkinson and McAndrew 2008; van de Boven-
kamp and Trappenburg 2009). Personal networks sometimes experience that their care
activities are taken for granted by professionals in practice, and that they are perceived
to be a cheap resource and an easy way to reduce costs in health care (Rose 1998;
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Barrett, Butler, and Hale 2016). Hungerford and Richardson (2013), for example, looked into
the impact of recovery-oriented services from the perspective of carers of people with
severe mental illness (SMI). The interviewed carers found that they were assumed to
take on more responsibility without any guidance or considerations of their knowledge
and interests. For them, policies focusing on recovery were perceived as giving mental
health professionals a justification to reduce their responsibilities.

So, although personal networks were taken into account from the (one-sided) perspec-
tive of beneficence for the person with mental health problems, and therefore received
recognition as having instrumental value, professional care did not recognize them as sta-
keholders, as a person or group with a valid interest of its own. They did not involve them
in decisions regarding the choices of what kind of care they would facilitate, and what
their new scope of responsibilities would be. The following sections address the question
of whether personal networks should be involved as stakeholders (e.g. partners) in
decisions about divisions of care responsibilities.

Division of care responsibilities

To answer to the question of whether personal networks should be involved as stake-
holders, we first need to look more closely into what care is, what is meant when we
talk about care responsibilities, and understand why personal networks have not been
considered to be relevant stakeholders. Care is not a simple concept. It is a relational
and dynamic process, expressing actions as well as dispositions, and exists in various prac-
tices, which are nested and related together in several ways. Following the broad defi-
nition of Fisher & Tronto, care can be understood as an activity that:

Includes everything that we do to maintain, continue, and repair our ‘world’ so that we can live
in it as well as possible. That world includes our bodies, our selves, and our environment, all of
which we seek to interweave in a complex, life-sustaining web. (Tronto 2013)

Joan Tronto identified five steps in the process of care that correspond to specific moral
values or qualities. The first step is caring about, which requires that unmet caring
needs are noticed. This step is related to attentiveness as moral quality; the capacity to per-
ceive needs. The second step is caring for. If caring needs are noticed, someone has to take
action to meet those needs. This step requires responsibility as moral quality, specifically
making sure that the needs to care are being addressed. The third step involves care
giving. In this step, the actual caring work is taken on, which requires the moral quality
of competence. The fourth step is care receiving, which requires responsiveness as moral
quality, to ensure that the care has reached its goals. The fifth step is that of caring
with. This step requires solidarity as moral quality, and is about how to organize care prac-
tices so that the caring needs of all people in society are considered (Tronto 2013).

The fifth step is relevant for investigating if and why personal networks should be
involved as partners in the division of care responsibilities. How we actually care with
others, leads to the question of how we think about and construct responsibilities for
care in practice. According to Tronto, assignment of care responsibilities implies assigning
a particular set of actions to certain people or groups, and at the same time freeing others
from those responsibilities. The meaning and operationalization of responsibilities is con-
structed within the actions of assignment, and accepting responsibilities in reality. The
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process of ascribing and assigning responsibilities can be ambiguous. It is not straightfor-
ward who should do what, but a matter of continuing negotiation.

Negotiating our mutual responsibilities in practice is what Margaret Urban Walker con-
siders our real morality – expressing what we value in what we expect from ourselves and
others. Morality is considered the social negotiation of ascribing and assigning responsi-
bilities in practice, a continuing interaction between people. Developing good practices
for assigning responsibilities requires putting ‘people and responsibilities in the right
places with respect to each other’ (Walker 2007, 84). Ideally, this suggests, according to
Tronto, that assigning responsibilities would require that everyone should be involved
in making decisions about the division and allocation of responsibilities (Tronto 2013,
56). In practice, assignments of responsibilities are already there; often experienced as
‘given’ facts. Responsibilities are assigned and accepted based on implicit and explicit
assumptions, and not always experienced as free choice or without conflicts. Personal net-
works may care because of their shared biographies and relationship to each other. They
are embedded in normative expectations, which may vary between and within personal
networks.

Nevertheless, the practices of assigning responsibilities are ongoing processes in which
responsibilities can be acknowledged and renewed or declined due to new perspectives,
situations and/or interests that are included. To critically reflect on whether the given
caring practices correspond to a fair division of responsibilities requires us to rethink
whether the right people are around the table. In this way, people get the chance to evalu-
ate and deliberate (democratically) whether they are the ones who are the most appropri-
ate to address the caring needs (steps 3 and 4).

The practice of allocating responsibility in the context of answering to caring needs
goes beyond expressing personal preferences or assigning blame. It is a mutual search
to allocate responsibilities together in such a way that it can be responsive to all caring
needs (including the caring needs of caregivers). It is a relational practice; when one
party accepts certain responsibilities, implicitly others are freed. This interdependence is
described by Barnes as ‘networked care’ (Barnes 2015). It emphasizes the dependencies
between all involved in the division of care responsibilities, which extends the patient–
professional dyad. Those who are assigned care responsibilities need to have sufficient
power to perform the responsibilities, and carrying out certain responsibilities may
create new (unmet) caring needs at the same time. To find out what is the best way to
divide responsibilities regarding caring needs is therefore to dialogue with all relevant sta-
keholders whether and how well-caring needs are being met. These practices of respon-
sibility need to include the actual relationships among people and the implications of their
power allocations (Tronto 2013).

The following question is then, who are the ‘right’ or ‘relevant’ stakeholders, and should
personal networks be included in the development of policies in mental healthcare?

Exclusion of personal networks

There are two social explanations of why personal networks have not been ‘at the table’ in
developing policies in mental healthcare. First is the assumption that personal networks
would naturally take on care responsibilities in their daily lives, if they share their lives
with people with mental health problems. Being ‘natural’ refers to implicit expectations
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that exist within relationships and societies, addressing moral duties and pulls to care for
each other (Verkerk et al. 2015). In the practice of mental health care, it is, for example,
often the mothers who respond to the caring needs of their grown-up children, providing
homes, food and other support if their mentally ill child does not seem to manage it all by
themselves. Most of the time, this care is not experienced as a choice, but considered a
natural, moral obligation, springing from their role and responsibility as the parent. The
assumption of ‘naturally’ taking on care responsibilities shows resemblance to the neotra-
ditionalists’ arguments that women are supposed to be more natural in caring for children
than man. Therefore, they argue that women should ‘stay’ in the role of ‘motherhood’
based on its naturalness to care. People in close personal networks seem – in a similar
way – ‘naturally committed’ to each other, not the least because care is often viewed
through a gendered lens and seen as women’s work (Tronto 2013). Personal networks
are characterized by providing a context in which people look after each other and are
committed to each other. Although this may not be without struggles and conflict,
people often experience strong moral pulls to care for each other. In his study into how
families cope with mental illness, Karp concludes that drawing the line between them-
selves and the person with mental illness is the most difficult thing to do for people in per-
sonal networks (Karp 2001). Unless they are willing to abandon the relationship altogether,
it is a constant, emotional struggle to find a balance between care responsibilities and pro-
tecting their own well-being (Finch and Mason 1993). Yet, although personal networks
may appear to care for each other ‘naturally’ and may explain why professionals have
not included their perspectives, it does not justify taking their experienced care responsi-
bilities for granted. Kleingeld and Andersons’ arguments against neotraditionalists are
useful here. They claim the neotraditionalists are mistaken in their assumption of
natural motherhood. Although it may be experienced as ‘given facts’, it actually is a
social construct based on prejudices and role assumptions and consequently fostering
inequality and injustice (Anderson 1997; Kleingeld and Anderson 2014). Thus, although
care from personal networks may be expected and people may experience strong
moral duties, it does not justify excluding them as relevant partners.

A second assumption that could explain why personal networks are not around the
table is the neoliberal perspective of individual responsibility and the focus on the pro-
fessional–patient dyad. The neoliberal discourse emphasizes values of individual self-man-
agement, resilience and citizen participation. Active citizens are expected to take
responsibility for their individual well-being as well as for the quality of their communities.
In the Netherlands, encouraging active citizenship in health care is central in the Social
Support ACT, which emphasizes that care and support are in first and foremost the respon-
sibility of individual citizens themselves, and if they cannot manage, they have to rely on
their personal networks. Healthcare services are only eligible if alternatives have failed
(Verhoeven and Tonkens 2013). This also applies to people with mental health problems
(Perron, Rudge, and Holmes 2010). The negotiation of care responsibilities between
people with mental health problems and their personal networks is located in the
private domain, where it is considered a private matter who wants to take on what kind
of responsibility.

In both assumptions, members of personal networks are not recognized as relevant sta-
keholders, although their role is affected in practice by policy changes, and they are
expected to take on new care responsibilities. The caring needs of the individuals in the
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personal networks are not considered, nor their conflicting interests and other responsibil-
ities. Tronto calls the ‘irresponsibility machine’ (59–61) the exclusion from certain groups to
perform caring tasks and refers to this as an unjustified discharge of care responsibilities.
Being excluded from the table, while at the same time receiving care responsibilities, can
be understood as another form of injustice. When people do not have a voice in accepting
care responsibilities, their care is easily taken for granted and they receive care responsi-
bilities without authority (Barrett, Butler, and Hale 2016).

Different moral logics

According to Margaret Urban Walker (Walker 2007), practices of assigning and accepting
responsibilities define our identities, relationships and values, and are interwoven (67). For
example, being a mother of an adult son is a role that gives specific expectations and
responsibilities within that relationship. The relationships and roles within personal net-
works can be varied and are often different in character compared to the relationship
between professionals and people with mental health problems. Nevertheless, if both
take on care responsibilities for a person with mental health problems, they are dependent
on each other regarding who does what. Changes in professional care responsibilities,
therefore, can affect the responsibilities experienced within personal networks. Care prac-
tices are nested within each other (Barnes 2011; Tronto 2013). When professional care
changes the scope of care responsibilities, it affects other care practices. When there
are gaps, or negligence is experienced in performing care responsibilities, others will
feel obliged to take it on. If people with mental health problems are not able to care for
themselves in certain domains, the unmet care needs are often first noticed within per-
sonal networks (caring about) and taken on (caring for) by them, processes which are
often considered ‘natural’, as explained above.

Hilde Lindemann Nelson explains the moral differences between professional care and
care from personal networks or families in her book The Patient in the Family (Nelson and
Nelson 1995). She recognizes two different systems of ethics that are nested within each
other, but express different moral logics, therefore causing differences in the demands of
care responsibilities and related identities, relationships and values (Lindemann 2007). The
family logic differs from the moral logic of professional care in several ways. First, pro-
fessional ethics is patient-centered, whereas in personal networks, everyone counts.
Second, professionals view autonomy as individualistic, while in personal networks it is
relational. Third, while professional ethics emphasize patients’ consent, in personal net-
works interests extend beyond the individual self. Fourth, professional ethics rely much
on the importance of preserving patient confidentiality, while in personal networks
many confidences are shared. Barrett, Butler, and Hale (2016) have also studied the differ-
ences between the moralities of professionals versus personal networks in their work on
the ethical issues that are typical for family caregivers today. Their selection adds to the list
of Lindemann. While professionals’ care responsibilities are limited through formal restric-
tions, norms of efficiency and financial reimbursements, personal networks do not have
such boundaries regarding their care responsibilities, and can go beyond normal or
usual care. While professional care relations are occasional and temporary, in personal net-
works care relationships are ‘continuing’. In addition, the quality of the relationships with
the person with mental health problems is different. Whereas professional–patient
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relationships are characterized by thin relations, relationships within personal networks
may be thicker, anchored in a shared past and commitment to the future (See Table 1).

While moral logics between professionals can vary as well (social workers have different
targets than for example nurses working in mental health institutes), the moral logics of
personal networks may cause specific moral dilemmas. Personal networks may struggle
with how much care responsibility they should carry. Often this is experienced as a con-
stant search into how much of their own health, interests, other responsibilities and iden-
tity should be put on the line, and/or how to sustain the quality and reciprocity of the
relationships; what the right balance between involvement and distance in the relation-
ship is to be. Members of personal networks have described it as a constant dilemma
how much time and effort it is morally justified to spend on one’s own career or pursuit
of happiness, compared to the moral duties within the personal ties (Finch and Mason
1993; Karp 2001). Other responsibilities could conflict with these assumed care responsi-
bilities, such as the need to earn a living. The stress and burden that can develop at home
can, for example, jeopardize employment relationships (Vermeulen et al. 2015).

Professional caregivers report specific dilemmas regarding involving personal networks
as well, related to their responsibility toward the well-being of their patients. Personal net-
works may be considered ‘over-involved’ and seen as a risk for the treatment and well-
being of their patients. Moreover, not all families are necessarily warm or caring toward
each other (Pols 2016). Besides, it is not always clear who are recognized as members
of the personal network and people with mental health problems may not want to
involve their personal networks although they may provide care (Landeweer et al. 2017).

An example

Due to the changes in Dutch mental health care, autonomy of the patient got a central
place in restoring the power imbalance between people with mental health problems
and professionals. In 2004, a new law was implemented, regulating the use of coercion
in mental health care and aiming to protect the autonomy of the patient better (Ministry
of Health 2004). This law permitted the use of coercion only if a person displays dangerous
behavior, affecting the safety of themselves or others, caused by a mental disorder, which
could not be averted in any other less intrusive way than by using force. When people did
not explicitly consent to care, while considered competent, and did not meet the criteria of
danger, they could no longer be forced to accept professional care.

While the law that regulates privacy and information-sharing applied to the healthcare
sector in general (Medical Treatment Agreement Act), in mental health care, professionals
weremore reluctant to involve personal networks than other health care sectors. A possible

Table 1. Schematic overview of differences in moral logics.
Professionals’ logics Personal networks’ logics

Patient-centered Everyone counts
Individual autonomy Relational autonomy
Individual consent Trust in networks
Confidentiality Shared secrets
Boundaried, formal responsibilities Unboundaried responsibilities
Episodic Sustained
Thin relations Thick relations
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explanationwas that the act on coercion and its jurisprudence influenced the field ofmental
health care, assuming that people with mental health problems would not want to have
their personal networks involved (van de Bovenkamp and Trappenburg 2009). Currently,
the emphasis on individual autonomy is debated in the Netherlands; especially regarding
how to reach a specific group of people with SMI that do not consent to professional
care. The case described below concerns a mother who had been involuntarily admitted
in the past, and clearly expressed she did not want to have anything to do with professional
caregivers anymore. Because the daughter was prepared to care for her mother, the pro-
fessionals respected the wishes of the mother and stopped their involvement.

Natasja, a 33-year-old woman who had been taking care of her mother, asked the mental health
care service for help. The situation of her mother had been difficult for years, but Natasja increas-
ingly felt that it was getting to be toomuch for her. Hermother had not been out of the house for
more thanayear. Shewas sittingon the couch formonths at a time, andoftendidnotbother togo
to the toilet. She had not had a shower for a long time, and constantly shouted at her daughter, to
their cats or to herself. Natasja did the best she could to keep the house clean, andmade sure her
mother ate and drank. When Natasja contacted them, the professionals recognized the serious-
ness of the situation and understood this situation had to change. Yet, Natasja’s mother did not
want any help, besides from her daughter. She did not allow others than her daughter in her
house, especially not professionals. Natasja hoped they would take her mother to a hospital
where she could get the care she had received in the past and which worked out well. Four
years ago, her mother was involuntarily admitted after she threatened her neighbors. During
that admission, health services helped her mother to get motivated to take care of herself.
After the hospitalization, she went back home to live with her daughter. The positive effects of
thehospitalization lasted for awhilebut fadedafter someyears. At first, hermotherwasmotivated
because she did not want to risk a new admission. Over the years, she became ‘lazy’ again, and
Natasja felt obliged todomore andmoreof thehousehold tasks. Yet, themental health caregivers
were clear. Theywerenot allowed to takehermother to thehospital because the situationwasnot
dangerous enough. Besides, the situationwas not new, so therewas no clear justification to inter-
vene now. Therefore, they advised the daughter to stop caring for her mother, thereby allowing
the situation to deteriorate and create sufficient justification for an involuntary admission. Natasja
did not understand how the professionals could ask her to do such a thing. For her, it was obvious
that if she stopped caring for her mother, her mother would not survive.

Although the case of Natasja is fictional, these kinds of situations are common in mental
healthcare, and professionals acknowledge that these situations exist in practice. It illus-
trates the different moral logics of professionals and personal networks. While pro-
fessionals understand and sympathize with relatives and friends of their patients, they
are bound by their professional moral logic that does not allow interference when the
patient does not consent. The consequence was that the daughter experienced large
care responsibilities, which she could hardly bear any longer. The solution offered by pro-
fessionals did not correspond to her moral logic. The question is whether more intense
collaboration and sharing of care responsibilities between professionals and personal net-
works could bridge these different logics, and find a solution that is satisfactory for both
the mother and the daughter.

Arguments for inclusion

In a normative perspective, morality understood as negotiating our mutual responsibilities
implies that those who are carrying responsibilities in practice should be engaged in the
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negotiation of assigning and deflecting care responsibilities. Receiving care responsibil-
ities without authority can be considered a form of social injustice. It does not correspond
to the value of solidarity. The fact that people in personal networks have their own diffi-
culties and struggles supports the idea that personal networks should not be taken for
granted, but should be involved in negotiating the constructions and divisions of respon-
sibilities. In the case example, when the mother made clear after her involuntary admission
that she did not want to have anything to do with mental health care, the professionals
stepped back, respecting her autonomy. When the situation gradually worsened, they
were not able to share some of the care responsibilities of the daughter that were assigned
to the daughter. It brings up the question of whether they should have been more atten-
tive to the needs of the daughter from the start. They assumed the mother was ‘in good
hands’ when she was released from the hospital, but did not realize that they may have
taken the care responsibilities of the daughter for granted. Including all people that are
involved in carrying care responsibilities would benefit the care practice in fine-tuning a
balanced, just and realistic division of care responsibilities.

To address the fifth step of care, caring with others, requires taking all people who take
on care responsibilities or who are expected to take on care responsibilities seriously, that
is to care for those who care. How we care with others illuminates that people taking on
care responsibilities should also care for each other. First, professionals should take into
consideration the moral logics of personal networks; where its boundaries lie and
where it differs from their logic, and vice versa. This requires openness and interest in
how roles, identities and relationships are constructed within personal networks, and
how their care responsibilities affect the responsibilities experienced within personal net-
works. Democratic sharing of care responsibilities based on actual involvement is not only
a more fair approach to answering to caring needs in practice, it could also foster clarity
and efficiency in that it forces all involved to make explicit what is mutually expected,
and requires an answer to vulnerabilities.

Second, all stakeholders should acknowledge that although the person with mental
health problems may be the central person in need of care, all involved have caring
needs, and these are nested within each other. The caring needs of all stakeholders
deserve recognition in practices of sharing responsibilities. In the case of the daughter
who was asked to keep her distance, it should have been recognized that based on her
history and relationship with her mother, the response of the professionals to her
request to intervene did not consider her caring needs. It conflicts with her need to
keep and fulfill her identity as being a caring daughter. What she needed was support
and respite from her care responsibilities. Therefore, this request should be reconsidered
and balanced again, taking into account all perspectives, searching for a division of
responsibilities that all parties feel comfortable with. It would be more constructive to
look together, given the relationships and dependencies, how to move forward. What
kind of involvement and support could be given to the daughter in her caring for her
mother to prevent that the situation gets out of hand?

This perspective pressures professionals to reconsider the moral logic of a patient-cen-
tered and individualistic approach to a broader scope in which personal networks are
included. Although there are social explanations for why personal networks have not
been involved, it does not justify that others bear the consequences of policies without
giving them a voice and considering their needs. This does not mean the perspective of
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the patient itself should be downplayed and/or personal networks should be given more
authority regarding their caring needs. The voice of the patient is important in what kind
of care, by whom, would be acceptable. However, when division of care responsibilities
affects personal networks, and when they are expected to facilitate care, they should be
involved as well. To include all involved in the practice of care in the division of care
responsibilities does not only meet the principle of social justice and solidarity, in the
end, it will improve the quality of the actual care practice and foster more sustainable div-
isions of care responsibilities.

To quote Tronto:

Care rarely happened between two people, only. And to create opportunities to ‘triangulate’
care also creates opportunities to break up a relentless hierarchy of power. (Tronto 2013, 153)

Disclosure statement

No potential conflict of interest was reported by the author.

Funding

This work was supported by the European Union Seventh Framework Programme (FP7-PEOPLE-
2013-COFUND) under grant agreement n° 609020 - Scientia Fellows.

Notes on contributor

Elleke Landeweer is a moral philosopher and specialized in ethics in mental healthcare. She currently
works as a postdoctoral fellow at the Center for Medical Ethics at the University of Oslo.

References

Anderson, Joel. 1997. “Is Equality Tearing Families Apart?” In Applied Ethics: A Multicultural Approach,
edited by Larry May, Shari Collins-Chobanian, and Kai Wong, 2nd ed., 362–372. Upper Saddle
River, NJ: Prentice-Hall.

Anthony, William A. 1993. “Recovery From Mental Illness: The Guiding Vision of the Mental Health
Service System in the 1990s.” Psychosocial Rehabilitation Journal 16 (4): 11–23.

Barnes, Marian. 2011. “Caring Responsibilities. The Making of Citizen Carers.” In Participation,
Responsibility and Choice: Summoning the Active Citizen in Western European Welfare States,
edited by J. Newman, and E. Tonkens, 161–177. Amsterdam: Amsterdam University Press.

Barnes, Marian. 2015. “Beyond the Dyad: Exploring the Multidimensionality of Care.” In Ethics of Care,
edited by Marian Barnes, Tula Brannely, Lizzie Ward, and Nicki Ward, 31–43. Bristol: Policy Press.

Barrett, Patrick, Mary Butler, and Beatrice Hale. 2016. “Ethical Issues in Family Care Today.” Annual
Review of Nursing Research 34 (1): 67–87.

Finch, Janet, and Jennifer Mason. 1993. Negotiating Family Responsibilities. London: Routledge.
Foucault, Michel. 2006. History of Madness. New York: Routledge.
Goffman, E. 1961. Asylums. Essays on the Social Situation of Mental Patients and Other Inmates.

London: Random House.
Goodwin, V., and B. Happell. 2007a. “Consumer and Carer Participation in Mental Health Care: the

Carer’s Perspective: Part 1 - the Importance of Respect and Collaboration.” Issues in Mental
Health Nursing 28 (6): 607–623.

ETHICS AND SOCIAL WELFARE 11

D
ow

nl
oa

de
d 

by
 [8

2.
21

7.
12

2.
16

7]
 a

t 0
5:

02
 0

1 
A

ug
us

t 2
01

7 



Goodwin, Val, and Brenda Happell. 2007b. “Consumer and Carer Participation in Mental Health Care:
The Carer’s Perspective: Part 2—Barriers to Effective and Genuine Participation.” Issues in Mental
Health Nursing 28 (6): 625–638.

Grootegoed, Ellen, Eva Van Barneveld, and Jan Willem Duyvendak. 2015. “What is Customary About
Customary Care? How Dutch Welfare Policy Defines What Citizens Have to Consider ‘Normal’ Care
at Home.” Critical Social Policy 35 (1): 110–131.

Hungerford, Catherine, and Fiona Richardson. 2013. “Operationalising Recovery-Oriented Services:
The Challenges for Carers.” Advances in Mental Health 12 (1): 11–21.

Karp, David A. 2001. The Burden of Sympathy. How Families Cope with Mental Illness. Oxford: Oxford
University Press.

Kleingeld, Pauline, and Joel Anderson. 2014. “Justice as a Family Value: How a Commitment to
Fairness is Compatible with Love.” Hypatia 29 (2): 320–336.

Lamb, H. Richard, and Leona L. Bachrach. 2001. “Some Perspectives on Deinstitutionalization.”
Psychiatric Services 52 (8): 1039–1045.

Landeweer, Elleke, Tineke A. Abma, Linda Dauwerse, and Guy A. M. Widdershoven. 2011. “Triad
Collaboration in Psychiatry: Privacy and Confidentiality Revisited.” IJFAB: International Journal of
Feminist Approaches to Bioethics 4 (1): 121–139.

Landeweer, E. G., T. A. Abma, and G. A. Widdershoven. 2010. “The Essence of Psychiatric Nursing:
Redefining Nurses’ Identity Through Moral Dialogue About Reducing the use of Coercion and
Restraint.” Advances in Nursing Science 33 (4):E31–E42. doi:10.1097/ANS.0b013e3181fb2ef9.

Landeweer, Elleke, Bert Molewijk, Marit Helene Hem, and Reidar Pedersen. 2017. “Worlds Apart? A
Scoping Review Addressing Different Stakeholder Perspectives on Barriers to Family
Involvement in the Care for Persons with Severe Mental Illness.” BMC Health Services Research
17 (1): 349. doi:10.1186/s12913-017-2213-4.

Lindemann, Hilde. 2007. “Care in Families.” In Principles of Health Care Ethics, edited by Dawson
Angus, Ashcroft Richard, Draper Healther, and McMillan John, 351–356. Hoboken, NJ: John Wiley.

McFarlane, William R., and William L. Cook. 2007. “Family Expressed Emotion Prior to Onset of
Psychosis.” Family Process 46 (2): 185–197.

Ministry of Health, Welfare and Sport. 2004. Psychiatric Hospitals (Compulsory Admission) Act. no. 4.
The Hague: International Publications Series Health, Welfare and Sport.

Nelson, Hilde Lindemann, and Nelson, James Lindemann. 1995. The Patient in the Family. An Ethics of
Medicine and Families. New York: Routledge.

Nordby, K., K. Kjonsberg, and J. K. Hummelvoll. 2010. “Relatives of Persons with Recently Discovered
Serious Mental Illness: in Need of Support to Become Resource Persons in Treatment and
Recovery.” Journal of Psychiatric and Mental Health Nursing 17 (4): 304–311.

Oosterhuis, H. 2004. “Between Institutional Psychiatry and Mental Health Care: Social Psychiatry in
The Netherlands, 1916-2000.” Medical History 48 (4): 413–428.

Perreault, M., H. Tardif, H. Provencher, G. Paquin, J. Desmarais, and N. Pawliuk. 2005. “The Role of
Relatives in Discharge Planning From Psychiatric Hospitals: the Perspective of Patients and
Their Relatives.” Psychiatric Quarterly 76 (4): 297–315.

Perron, A., T. Rudge, and D. Holmes. 2010. “Citizen Minds, Citizen Bodies: the Citizenship Experience
and the Government of Mentally ill Persons.” Nursing Philosophy 11 (2): 100–111.

Pharoah, F., J. Mari, J. Rathbone, and W. Wong. 2010. “Family Intervention for Schizophrenia.”
Cochrane Database Systematic Reviews (12):Cd000088. doi:10.1002/14651858.CD000088.pub2.

Pols, J. 2016. “Analyzing Social Spaces: Relational Citizenship for Patients Leaving Mental Health Care
Institutions.” Medical Anthropology 35 (2): 177–192.

Rose, L. E. 1998. “Gaining Control: Family Members Relate to Persons with Severe Mental Illness.”
Research in Nursing & Health 21 (4): 363–373.

Rugkåsa, Jorun. 2015. Care and Culture. Care Relations From the Perspectives of Mental Health
Caregivers in Ethnic Minority Families. Cambridge: Cambridge Scholars.

Thornicroft, G., and M. Tansella. 2002. “Balancing Community-Based and Hospital-Based Mental
Health Care.” World Psychiatry 1 (2): 84–90.

Tronto, Joan C. 2013. Caring Democracy. Amrkets, Equality, and Justice. New York: New York University
Press.

12 E. LANDEWEER

D
ow

nl
oa

de
d 

by
 [8

2.
21

7.
12

2.
16

7]
 a

t 0
5:

02
 0

1 
A

ug
us

t 2
01

7 



van de Bovenkamp, H. M., and M. J. Trappenburg. 2009. “De Moeizame Relatie Tussen Hulpverleners
en Familieleden in de GGZ.” Maandblad Voor Geestelijke Volksgezondheid 64 (1-2): 27–38.

Verhoeven, Imrat, and Evelien Tonkens. 2013. “Talking Active Citizenship: Framing Welfare State
Reform in England and the Netherlands.” Social Policy and Society 12 (3): 415–426.

Verkerk, M. A., Hilde Lindemann, Janice McLaughlin, Jackie Leach Scully, Ulrik Kihlbom, Jamie Nelson,
and Jacqueline Chin. 2015. “Where Families and Healthcare Meet.” Journal of Medical Ethics 41 (2):
183–185. doi:10.1136/medethics-2013-101783.

Vermeulen, Bram, Hilde Lauwers, Nele Spruytte, Chantal Van Audenhove, Connie Magro, John
Saunders, and Kevin Jones. 2015. “Experiences of Family Caregivers for Persons with Severe
Mental Illness: An International Exploration.” http://www.caringformentalhealth.org/c4c_reports/
c4c_global.pdf.

Walker, Margaret Urban. 2007. Moral Understandings. A Feminist Study in Ethics. 2nd ed. New York:
Oxford University Press.

Wilkinson, C., and S. McAndrew. 2008. “‘I’m not an Outsider, I’m his Mother!’ A Phenomenological
Enquiry Into Carer Experiences of Exclusion From Acute Psychiatric Settings.” International
Journal of Mental Health Nursing 17 (6): 392–401.

ETHICS AND SOCIAL WELFARE 13

D
ow

nl
oa

de
d 

by
 [8

2.
21

7.
12

2.
16

7]
 a

t 0
5:

02
 0

1 
A

ug
us

t 2
01

7 


