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MATERIAL INTERESTS: THE MANUFACTURE OF DISTRESS

Some psychologists believe that the consciousness we have of our actions is no more than sea-froth, that this little bit extra that makes us feel human is a mere ‘epiphenomenon’ of the real stuff which is behaviour that can be measured and reinforced. This view of ourselves fits quite neatly with alienated life under capitalism, where we may feel our bodies to be lifeless machines in which we think but over which we have little control. Our psychology and what the psychologists say about it are important precisely because these things are interwoven with physical reality. The discipline of psychology is embedded in the material organisation of the world, and the decisions psychologists make have consequences for our space to act and to think. This chapter shows how psychology is part of a network of practices structured by political and economic interests. To understand the stuff of psychology we need to take seriously how the discipline operates to physically limit us, with effects that go well beyond some strange ideas about what individuals should be like. 
Psychological processes are grounded in biology 

Once ‘psychology’ has been carved out as a distinct domain of study a weird unsolvable puzzle drives the psychologists to try and find out where ‘it’ – the psychology they measure and speculate about – really is. One desperate short-circuit is to study the ‘biological bases of behaviour’ and try and find psychology there. Another move in this bizarre dance is to patch together what we know about biology with some data about ‘social influences’ and imagine that our psychology will reappear somewhere in the middle. The ‘bio-psycho-social’ models operate in this kind of way.
 

It is true that our thinking and acting are embodied and as dependent on the evolutionary history of the human species as our breathing and digestion are. This biological nature is transformed when we ourselves struggle to understand ourselves and others, and the historical social relationships through which we carry out that struggle produce a ‘second nature’. This second nature comprises needs, demands and desires that are peculiarly human, becoming human at the moment we articulate them to others and ourselves. This second nature, only possible because of the evolutionary biology of the human species, is profoundly affected by what the psychologists say and what they do to us.
 

There is a pecking order between psychiatry and psychology 

What the psychologists say and do is also grounded in something else other than biology. The historical relationship between different institutions concerned with good behaviour and the detection of abnormality makes psychology as a discipline dependent on others, and dependent in a peculiar way upon knowledge of biological processes. Psychologists know this, and that is why they anxiously search for approval and legitimation from their colleagues in the natural sciences. The laboratory-experimental paradigm in psychology mimics how psychologists imagine natural scientists carry out their work, and clinical psychological models of distress then remain awestruck by what they think of as big hard science, psychiatry.

Psychologists are below psychiatrists in the scientific and professional pecking order, and while some psychologists are very loyal and willing to know their place and lowly status this does give rise to some resentment.
 Psychiatry itself has battled for status among other medical professions, and that battle has encouraged the shift to medical models of distress; more time is now spent diagnosing mental ‘illnesses’ and prescribing medication than any other activity. The kingpins now are those working for the pharmaceutical industries, and so ‘psychopharmacology’ as a medical speciality has become the site for what appears to be real knowledge about the ‘biological bases’ of behaviour. Material institutional relationships that psychologists are tied into then function as relays for the prescribing of psychiatric drugs. These drugs have powerful effects not only on our ‘second nature’ as human beings, but also on underlying biological processes that makes it possible for us to think and act.

Pharmacology constructs psychology in its own image 
Modern medicine is driven by the development of new drugs produced by the gigantic pharmaceutical companies, and these companies spend trillions of dollars on research and advertising to encourage doctors to prescribe them. The pharmaceutical industry has come to define what the research agendas are for psychiatry. The focus on certain kinds of ‘problem’, and on what can be cooked up to make the problem disappear, has also come to define what normal and abnormal ‘psychology’ is expected to look like. In recent years the drug companies have managed to persuade doctors that an increasing number of ‘disorders’ can be targeted and managed with their own special medication; Pfizer markets Viagra as if it could now operate as therapy for every man, Lilly targets mood swings as ‘bipolar disorder’ and has medication ready for this, and GlaxoSmithKline has approval for drugs to treat ‘Restless Legs Syndrome’.
 

Diagnostic systems have a material history 

The International Classification of Diseases (ICD) provides one powerful and explicitly medical framework for identifying different kinds of mental disorder.
 This is usually used by psychiatrists and psychologists alongside the even more influential handbook, the Diagnostic and Statistical Manual of Mental Disorders (DSM), which, like the ICD, has been through a number of different editions and various revisions.
 The DSM categories, the number of which increases exponentially with each version, are elaborated by committees of psychiatrists and psychologists. Definitions reflect the committee structure; the presence of a particular disorder is to be decided by a certain number of relevant symptoms out of a list. 


Psychological disorders are rooted in medicine and in the particular mistaken application of medical ideas to mental distress by the discipline of psychiatry. The existence of each of the particular ‘illnesses’ that psychiatry claimed to have identified is contested, but this does not stop psychologists from taking up those categories and turning them into categories they can work with.
 Far from simply applying medicine to a new domain, however, the DSM and ICD categories mimic medicine; the peculiar formulation of ‘symptoms’ and ‘disorders’ reflects the influence of the pharmaceutical companies and the committee structure that sifts and simplifies descriptions of ‘abnormal’ behaviour given by representatives of different disciplines. The DSM was once a fairly amateurish enterprise influenced by the particular personalities of those running the committees, but now it has become big business, structured accordingly.

Categories of disorder carry the weight of medical knowledge 

The DSM and the ICD were transformed by the success of drug treatments in the 1950s. The influence of psychoanalytic notions started to wane, and the number of categories of disorder that would be defined in relation to the medication that was given to treat it started to increase rapidly. The battle inside psychiatry between the psychoanalytic and more hard-line medical practitioners was tilted further in favour of medicine, and psychologists then found themselves further squeezed. At this point psychology fell back on what it knew best; since it had little to offer in terms of explanation or treatment it put its energies into categorisation and measurement.


The technical process by which the categories in the diagnostic systems are arrived at once again reflects the primary function of psychology as a method. Any number of theories and speculations about the nature of the mind are permitted to slosh around inside psychology; what is crucial to those who uphold psychology as a ‘science of mental life’ is that it should follow a scientific methodology. In this way the process of categorisation as such is more important to psychology than any particular category. Diagnoses of discrete disorders may be taken up and dropped out – with homosexuality voted off the list in 1973 as one of the most famous instances – as long as the process of inventing and applying labels can continue apace. The incredible increase in the number of categories from one edition of the DSM to the next is evidence of this methodological imperative in psychology, and reflects the increasing influence of psychologists in the committees.

Everyday neurotic miseries are treated as if they are on a continuum with madness 

Medical definition of really serious disorders, the ‘psychoses’, and the success that new drugs had in dampening down symptoms and keeping the patients quiet, have had a number of consequences for the more common ‘neurotic’ complaints. These complaints – of anxiety and depression that the psychologists had been left to deal with – now started to be treated with drugs as well. The category of ‘depression’, for example, started to come into common usage, and the medical definition of the problem put more pressure on the psychologists. 


It is sometimes difficult to appreciate how new ‘depression’ is in Western culture, for the vocabulary of depression, and even of ‘depressive illness’, has circulated through the culture so rapidly and become part of the dominant system of self-talk in everyday life.
 In this way ‘depression’ becomes one of the everyday disorders, often to be treated with medication, and there are then also calls for the mass training of clinical psychologists to get the depressed unemployed workforce back to work.
 This is then the ‘psychological’ complement to more serious disorders like ‘schizophrenia’. The argument that so-called ‘schizophrenia’ is a construction within medical discourse is crucial to finding ways of addressing distress; the distress is so serious that medical models that intensify it and turn the diagnosis into a life sentence need to be questioned, and psychological alternatives should also be treated with caution.

The drug industry constructs its categories of disorder around effects of medication 

The main selling point of a new drug is that it will remove symptoms, but the definition of the symptom concerned is itself constructed around the behaviour or experience that a particular drug will remove. The emergence of new categories of disorder has been driven by the pharmaceutical industry being able to persuade doctors that they have discovered how certain chemicals will remove a certain kind of problem and then branding that problem as a psychiatric disorder. Different systems of control have focused on different aspects of behaviour that they would like to suppress; in the Soviet Union there was particular concern with those who refused to work or voiced dissident opinions;
 in the Western world there has been a growing obsession with erratic or unstable behaviour that is unsettling to those around the person who is targeted and labelled. 

Again, it is crucial that we take seriously the physical effects of the drugs. The most horrible physical ‘side effects’ can be permanent, and tardive dyskinesia – involuntary movements and failures of muscle groups – are then viewed as evidence that the individual has a problem and needs medication, rather than that the psychiatric drugs are the cause of those physical problems.
 Diagnosis and prescription have material effects on the ability of people to think and act, and to think and act about the problems that led them to ask for help or be referred to a psychiatrist or psychologist in the first place. Psychiatrists who have noticed an increase in the incidence of ‘mental disorders’ and examined the connection between political economy – the structure and dynamics of capitalist society – and individual distress have come to the conclusion that ‘schizophrenia’ and other supposed ‘illnesses’ are a function of a sick society.
 Some psychologists have also come to that conclusion, but the majority show obeisance to psychiatry and aim to be accepted by those they still view as their superiors so that they can better manage those beneath them who have failed to live a ‘normal’ life.

Psychiatry constructs the normal, in which psychology has a function 

The diagnostic systems that have been constructed by the pharmaceutical industry in alliance with medical psychiatry provide psychologists with certain limited room for manoeuvre. Though there is some space for movement, the psychologist is hemmed in now by medical terminology used to describe the ‘serious’ disorders and by the increasing influence of medicine on everyday problems of living defined as psychological problems that could be removed with the right medication. When psychologists carve out their own sphere of influence, however, things are not much better.

Health is relocated from the body into the mind 

One response by psychology has been to redefine medical areas of expertise as lying within its own discipline and pretend-expertise. One example is ‘health psychology’, and this gives some space for psychologists to contest medical power. The problem is that questions about what makes people define themselves as ‘sick’ are put aside in favour of good advice about a healthy lifestyle or moral ideals about the importance of ‘well-being’.


It is worth noticing at this point that psychologists are here bravely battling against one dominant assumption that many individuals in Western culture have about their bodies, an alienated conception of their minds as separate and helpless passengers inside biological organisms. However, the corner they are arguing for – the active self taking charge of their body and working to keep it healthy – is itself just as deeply framed by a peculiarly Western assumption about the split between body and mind. The search for ‘health’ and the concern with making people responsible for their own health (if they have the right guidance from the psychologist) is now deeply embedded in the neoliberal deregulation and privatisation of health services. In this sense, ‘health psychology’ is neoliberal self-management. It arises from a culturally specific separation of mind and body and now takes root in an economic system that makes each individual responsible for managing their mind and body.

Embodiment is relocated into body image, and normalised images of the body 

The most typical move that psychology makes in relation to the other disciplines – those it parasitises on and aims to displace – is to shift attention onto the way that people perceive their problems. The normative dimension, what is taken to be good and right, is smuggled back in by way of ideological systems that define how people could be and how they imagine they should be in order to fit in with what others expect of them. Studies of ‘body image’ are a case in point, and the psychologist who simply describes how people see themselves thereby seems to sidestep criticism that they are actually reinforcing dominant ideas. They are still working with culturally normative images of the body, but in an indirect and more insidious way.
 


The moral advice that psychology has traditionally given to women, for example, is now supplemented by the injunction for the woman to reflect on her own values and to come to see that it would be better for her own health if she were to take responsibility. The intimate relationship between moral advice, self-governance, gender and class can be seen in the attempts to instil healthy attitudes about weight. The panic about obesity in the West thus serves as an exercise in class contempt, with middle-class psychologists lining up with the other professions and media pundits to emphasise the importance of ‘self-image’ and ‘self-control’; it also operates to confirm the importance of psychology as such, for those who have failed are those who do not speak the same language about their ‘selves’ and ‘identity’ and ‘self-esteem’ as everyone else.

Sex differences are relocated into gender identity

While traditionally psychologists used to be obsessed with sex differences, they have been quick to learn that there is a difference between ‘sex’ and ‘gender’.
 Sex differences are biological differences between ‘males’ and ‘females’, but even these differences are determined by interpretations of what these two categories are like and how boys and girls should be assigned to them. Gender differences are mapped onto what seem to be real physical sex differences, but a masculine or feminine sense of oneself does not necessarily correspond to what sex one actually is.
 

However, while many psychologists now study ‘gender’ instead of ‘sex’, they still treat these categories as given, and they still tend to buy into the gender-identity definitions that are elaborated in the psychiatric diagnostic systems. This is very clear in the conception of ‘identity’ that is used to understand sex-change operations, and in the advice that is given to those who manage the transition from one ‘sex’ to another.
 Psychology merely repeats in a different key, then, the standard psychiatric images of women as closer to madness; femininity as such was historically seen as something more unstable, pathological and closer to nature, as can be seen in the classic nineteenth-century conceptions of ‘hysteria’. Women cannot win within these theoretical coordinates, and the practice of psychiatry and psychology has ensured that ‘normal femininity’ is itself a trap which will serve to alienate the woman from herself at the very moment that she is supposed to be cured.

Psychology models itself upon and then competes with medical psychiatry 
Evaluation is closely linked to ‘evidence’ – a particular empiricist and pragmatic idea of what ‘evidence’ is – and this has been the field within which psychology has become most successful in providing an alternative to medical psychiatry. However, the ‘evidence-based treatments’ that it provides merely mimic the ‘evidence-based medicine’ that the drug companies and the medical profession are together using to redefine psychiatry. Evaluation of treatment has then been claimed by psychologists as a speciality that their discipline, which has always been defined by method rather than particular theoretical content, excels in. Psychology builds its own account of what is important from its own field of expertise, which is close observation and measurement of how people think and feel about themselves. Most of the time this way of approaching a problem effectively recycles commonsense rather than offering particular distinctive models of the mind.
 

‘Evidence-based treatment’ warrants the distribution of disorder and physical treatment 

The concern with ‘evidence’ is now an expression of a distinctively psychological approach used to define how a range of psychotherapeutic treatments should be evaluated.
 In this sense, the cultural shift to ‘focus group’ politics in which representatives try to ensure that their policies merely reflect what people say they want is an ideal climate for the triumph of psychology over the old medical psychiatry. People are encouraged to define for themselves what ideals they take from the representations of health and efficiency around them, and then tell the psychologist how far they believe they match up to these ideals.



The drive to conform to ‘evidence’ in treatment of medical and psychological problems rests on assumptions about the nature of the thing that will be measured and assessed. One must be able to define it clearly, which is problematic enough with respect to physical symptoms and extremely misleading when it comes to our experience of unease or distress. And one must be able to compare the effects of the different treatments, ideally in randomised controlled trials in which the participants do not know whether they have been given the real treatment or have been assigned to the ‘control group’.
 This comparison is, again, difficult enough in the field of drug treatments because placebos themselves have been shown to have beneficial effects for nearly every complaint.
 

There is an experiential aspect to the taking of medicines that already has effects on physical symptoms. Comparison becomes nearly impossible with psychological treatments unless we screen out the experiential aspect, and so the very aspect that the psychologist wanted to study in the first place has to be wiped away so that the mechanical procedure can be defined and effects observed. The appeal to ‘evidence’ then ensures that the psychologist may hand their clients over to other professionals who claim to have expertise in a particular area. The psychologist may be one of the many professionals that legitimise the use of physical treatments such as electroshock, for example, if the psychiatrist insists that it really is necessary. Ethical judgement which would challenge such abusive practices is replaced by adherence to diagnostic categories that have been agreed between psychologists and psychiatrists.

Cognitive behaviour therapy reproduces certain notions of evidence

Psychology is led into a dead-end when it has to develop treatments that will be amenable to ‘evaluation’; those that will meet the peculiar requirements of those conducting ‘evidence-based treatment’ studies. The reductive and mechanical contender that fits the bill now is Cognitive Behaviour Therapy (CBT).
 The ambiguous and diffuse sense of difficulty that someone may have is now fixed, treated as existing only in strictly defined problem categories, and then it is only those categories that are measured at the beginning and end of the treatment. The focus is on making the individual imagine that they are thinking clearly and rationally about their lives and able to address problems effectively. In this way they become a little model psychologist. 

Apart from the limited focus of CBT, there are also dangerous ‘side effects’ that may only become apparent to the patient well after they have filled out the assessment that tells the psychologist (and the insurance company, perhaps) how well the treatment has worked. When unpredictable and uncontrollable events happen later on which cannot be easily interpreted, the person’s newly strengthened ‘cognitive’ abilities can collapse, leaving them more helpless and desperate than before. The way to prevent this happening, of course, is to ensure that people lead very limited lives in which they will not encounter anything unexpected, where they will not be given any opportunity to change how they live their lives or who they think they are. In this way, clinical psychologists using CBT must enforce a system of social control in which people only have limited room for manoeuvre and in which they should never have the opportunity to discover what alienation is so that it can be combated and transcended in the collective activity of interpreting and changing the world. 

Notions of ‘trauma’ are taken from medicine and adapted to regimes of evidence 

Cognitive Behaviour Therapy also reinforces the focus on the ‘here and now’ at the expense of historical and social factors. Not only is the exploitation and oppression that the person suffers bracketed out, because the psychologist is only concerned with how their ‘patient’ or ‘client’ thinks and feels about it during the assessment, but history is bracketed out. Personal history is even treated as something that may be misleading to the person, a source of error. 

Studies of ‘false memories’ of sexual abuse, memories supposedly implanted by crooked psychotherapists, serve as a lever for cognitive psychologists to overturn the privilege that was once given to psychoanalytic theories. The irony here is that psychoanalysis was itself accused for many years of refusing to take actual child sexual abuse seriously, and this was indeed a problem in forms of psychoanalysis concerned only with infantile ‘fantasy’.
 The accusations that psychotherapists were inducing their clients to remember things that never happened began as a reaction to the perceived influence of feminist ideas, and so cognitive psychology now stepped in with CBT, which would completely sidestep the questions of fantasy, memory and history. The diagnostic category of ‘post-traumatic stress disorder’ (PTSD) has then been used to group together and reify the variety of different responses that someone may have to distressing events. This diagnosis also sets out a normal pathway that people are expected to take to overcome these responses.

Advice and education in psychology enable individuals to school themselves 

Much of the advice and education that psychologists offer comprise home-spun truths about living a healthy and rational life, with an insistence that people should take responsibility for addressing their problems. In this way some of the worst of old psychoanalytic practice is repackaged and used to blame the victims. Complaints are now more neatly dealt with, though; rather than interpreting them as being due to long-standing grudges against parents (popular with some psychoanalytic types), the psychologist simply repeats the message that the individual can take charge of things now themselves. 

The overriding message is that the client is the kind of person for whom psychology works, and once they have learnt that then all other forms of happiness that are really important will follow. This message is also drummed home to those who are positioned as ‘users’ or ‘consumers’ of psychology services, and those who are recruited as professional ‘users’ or ‘consumers’ on the committees that are supposed to operate as open democratic ‘consultative’ bodies. There is a distribution of responsibility in which the assumptions about mental functioning that the cognitive psychologist makes are relayed through to the way they run their consultative committees. At one level they assume that thoughts represent and manage behaviour, and that those thoughts can be engineered to enable the individual to live a more effective and healthy life; at the other level they imagine they can appoint people as ‘representatives’ and then tell those they represent that all is well, and that things are being done in everyone’s best interests.

Psychology requires that we be schooled into life, and into what psychology is 

The psychologists operate in a limited space, and they then become committed to making their clients come to terms with the limitations operating in their own lives. The ideal client of a psychologist is expected to become like a psychologist themselves, and the expectations of an ideal client must be trimmed to size for psychology to be useful for them. Psychological techniques can sometimes be useful, but only if they are used in a tactical way rather than as a lesson about how people really are and how they should be. However, the room for manoeuvre has to be fought for because psychologists do have a great deal of power to make decisions that will materially limit their clients’ possibilities for movement.

We learn to labour, with schooling functioning as anticipation of work roles 

Educational psychologists are responsible for carrying out assessments that will determine the trajectory of a child through school. The advice they give may decide whether a child stays in a particular class or whether they should be excluded from the school altogether. The issue here, once again, is not whether the educational psychologist is a nice person or not, though someone acting as an educational psychologist may be able to interpret the tests flexibly so as to be able to challenge the school.
 

The key issue concerns the pathways and choices that are set out for the psychologist and the definitions of the psychologist’s responsibilities that the discipline has constructed for them in struggles for psychology to define itself as a profession against the other competing disciplines in the school. 

Inclusion operates on the basis of more detailed exclusion of those unable to fit 

Definitions of ability and ‘disability’ serve to segregate children so that those with ‘learning difficulties’ assessed by the psychologist may be excluded and put in a place of ‘special education’.
 The logic of segregation in an educational system aiming to meet assessment targets is to remove those who are difficult to handle, and the ‘special’ label is then a euphemism for being ‘abnormal’ (one that ‘normal’ children understand all too well).
 Government initiatives to ensure that schools function effectively then have the effect of making it all the more difficult for children who do not fit in.


Children are increasingly pathologised for too much childish behaviour. As schools come under more and more pressure to meet educational targets, the children who are disruptive come under more pressure to be well behaved. If exclusion of the child is not an option, then medication is used. This is where the educational psychologist will be expected to make diagnoses of ‘attention deficit and hyperactivity disorder’ (ADHD), and then it is a short step once again to the world of psychiatric medication.

Decisions are made about how children should fit into the family 

The assessment of ‘risk’ is supposed to be used to protect the child, but this assessment also involves the use of notions of what is and what is not a healthy happy family. Forensic psychology then intermeshes with developmental and educational psychology to determine degrees of criminality and identify the guilty parties. Levels of ‘attachment’ of the single mother to her child (derived from the work of Bowlby and reinforced with animal behaviour studies) are then brought into the equation, with the supposedly ‘scientific’ evidence being that functional magnetic resonance imaging (FMRI) scans show that bits of the brain that should light up do not do so among these sorry inadequate creatures.

This logic of adaptation is then reinforced by practices which aim to identify and ‘reintegrate’ those who have broken the norms of a group or ‘community’, and attempts to bring about ‘reconciliation’ between offenders and victims are then psychologised such that there is an expectation that a certain degree of ‘shame’ will be felt by those who are displaying remorse for their wrong-doing.
 In strategies of ‘reintegrative shaming’ that have become popular among some criminologists, for example, the person who feels ‘shame’ is reinforcing dominant ideas about what emotions are inappropriate and what it is normal to feel.

Psychology creates a niche for itself as the science of the individual 
The battles that psychology undertakes against other professionals, in medicine, the schools and courts, determine the shape of psychology as a discipline, and the shape of the individual that they operate on. The adjacent disciplines – medical, educational, legal – have historically been more powerful than psychology, and they set the ground on which psychology has to fight for itself. Those other disciplines also determine to a great degree how far the clients of the psychologist feel they can go in making demands for help, and what options are open to them. Some psychologists take them further and open up new possibilities, but this is not because they are doing good psychology. One of the crimes that psychology commits day after day is that it endorses those limits and encourages people to adapt to them.

The ‘bio-psycho-social’ dimension is a cover for subordination to psychiatry 

The dependence of psychology on psychiatry incites some psychologists all the more to try and study brain processes and the effects of medication themselves, to short-circuit the annoying relationship with the psychiatrists. Instead of questioning the role of medication, for example, psychologists have been eager to have prescribing rights themselves.

Psychologists once had to fight for their particular role to be taken seriously against rival professions, but they now have the ascendancy in many academic and clinical departments and the power to determine what research is conducted, and, most importantly, how it is conducted. While the particular content of psychological theory has shifted year by year, and the role of political struggle by those who are subjected to labels that pathologise their behaviour has been incredibly important in reshaping what we take to be normality and ‘pathology’, the rise of the discipline of psychology has more insidious effects. Along with the psychologisation of problems of life in capitalist society – the increasing tendency for people to blame themselves for social problems and to try and find personal solutions to economic injustice – the methodology of psychology as a discipline has reinforced the mistaken idea that it is only what can be directly observed and measured that counts. The turn to ‘evidence’ in ‘treatment’ tightens the circuits of social control and closes down spaces for those who want to find new ways of living, new ways of being. 

Psychology operates within a powerful ‘personal-political-economic’ complex
We need to understand the competing interests of the different groups that claim expertise in ‘mental’ problems and offer different ways of managing them. The notion of a ‘cure’ is appropriate to something that really is an ‘illness’, but even the drug companies and their agents inside the psychiatric system no longer promise cure. The traditional psychiatric wisdom that someone who has the label of ‘schizophrenic’ will always be a schizophrenic, and that the most they can hope for is to manage that identity with the appropriate medication, has now been given a psychological twist. In psychological culture everyone is encouraged to feel that they are vulnerable, that they are ‘at risk’, and that any glimmering of unhappiness must be a sign that something is wrong with them. In this society even the moments of unhappiness that could lead us to reflect on what is wrong with the world are turned into signs of pathology that must be blotted out; alienation in psychological culture is thus reinforced and any awareness of it is suppressed. 
Medication and physical treatments are already adapted to function among the array of techniques that are offered by the different specialised branches concerned with mental health. Psychology unfortunately knows its place in this complex of practices; it reduces the sphere of personal life to that of ‘health’ and it deliberately rules out an engagement with politics. In the process, the discipline maintains the economic interests that feed off the very distress it played a part in manufacturing.
Setter: please gather chapter endnotes as volume endnotes 
� Most research in psychology on ‘mental illness’, for example, claims to operate with a ‘bio-psycho-social’ model, but actually ends up with a ‘bio-bio-bio’ model (Read, 2005). The best that can be hoped for if one adopts a ‘bio-psycho-social’ model is that one arrives at an account somewhere in the middle, with psychology, but the worst, most prevalent outcome is that the research builds everything on what psychologists imagine biology to be. See Fonagy et al. (2004) for an example of an approach that oscillates between the bad and worst options. 


� Young (1992) discusses the concept of ‘second nature’ and the way it operates in the work of Donna Haraway (1989, 1991).


� For an analysis of the mistaken view that psychology holds of the natural sciences see Harré and Secord (1972). Hedges (1987) questions the image that psychology holds of what ‘hard’ and ‘soft’ science are; for a recent argument that qualitative research in psychology is actually more scientific than quantitative research, see Harré (2004).


� For an account of the way this operated in the development of clinical psychology in Britain, see Pilgrim and Treacher (1992); for brave attempts within the field of psychiatric nursing to beat back the influence of medical psychiatry, see Barker and Davidson (1998).


� For a powerful analysis of contemporary developments in pharmacology, see Healy (2002), and on ‘side effects’ of psychiatric drugs, see Breggin (1993).


� See Moynihan and Henry (2006) for an edited collection on these cases. For critical responses from within psychiatry to the way the drug companies guide psychiatric research, see Healy and Cattell (2003) and Moncrieff (2006).


� The 2006 ICD is available online, see World Health Organization (2006).


� The fourth edition (text revision) of the DSM was published in 2000; see American Psychiatric Association (2000). This is not available online, partly because the APA relies on sales and updates of the DSM to pay the mortgage on its headquarters building. For a good overall account of the development and marketing of the DSM, see Kirk and Kutchins (1992). There are other specific responses to assumptions made about psychology in the DSM by Schacht (1985).


� See Parker et al. (1995) for a review and ‘deconstruction’ of categories of psychopathology, and for two excellent collections that bring together activists working against the dominant models in psychiatry, psychology and the psychiatry system survivor movement, see Newnes et al. (1991, 2001).


� See Spiegel (2005) for an entertaining account of the role of Robert Spitzer in DSM committee work.


� For the argument that psychology is defined by method rather than theory, see Rose (1985); see also Danziger (1985). For a critique of ‘evidence-based medicine’ as a rationale for rationing services, see Saarni and Gylling (2004). The argument that the rise of ‘evidence-based’ studies then rebounds on methodology itself, closing down developments in qualitative methodology, is made by Lincoln and Cannella (2004).


� For a history of the development of the category of depression, see Healy (1997), and on the role of the pharmaceutical industry in this, see Healy (2004).


� The medical view of depression is still dominant (see Healy, 2002), but recent studies in the UK have enthusiastically called for those trained in ‘cognitive’ treatments to be put to work on the unemployed and so to save the government the money paid out in disability benefits (Layard, 2006).


� Boyle (2002) shows that the construct ‘schizophrenia’ lacks any credibility when the historical and clinical literature is examined; some clinical psychologists claim that it is better to treat the symptoms (e.g., Bentall, 1990), but they then, of course, often take the descriptions of each symptom at face value.


� Cohen (1989) gives an account of Soviet psychiatry, following up an earlier book in which he shows how it operates alongside equally grim stories of psychiatry in ‘democratic’ countries (Cohen, 1988).


� See Breggin (1993) for a discussion of the way drugs for depression and psychotic disorders cause tardive dyskinesia.


� See Hill (1983) and Warner (1994) for analyses of the political economy of mental health and illness.


� The split here is classically Cartesian; that is, it works with the assumption that the ‘mind’ can be treated as something separate. This is a state of affairs that is examined by the US American critical psychologist Ed Sampson in a series of articles in relation to assumptions about identity (Sampson, 1985), indigenous psychologies (Sampson, 1988), the ‘self’ (Sampson, 1989) and social control (Sampson, 1990).


� For studies of women’s and men’s self-body image and a commentary on the norms of beauty and health in Western culture, see Grogan (1998).


� There is also, of course, a cultural dimension here, for it is white middle-class norms about weight and self-responsibility that are being assumed and advertised to everyone else. For feminist ‘constructionist’ analyses of images of women and weight, see Malson (1997) and Hepworth (1999).


� The focus on ‘gender’ was important for many years in sociology in the English-speaking world before making its way into psychology as a crucial starting point for feminist analyses of the way ‘sex’ was usually treated as a given in research on and treatment of women; there is a good overview of these developments, which includes attention to a range of alternative psychoanalytic arguments, by Sayers (1986). In US American psychology the notion of ‘gender’ became treated as a cognitive process, and here the notion of balance between ‘masculine’ and ‘feminine’ cognitive qualities sat uneasily with the feminist project. The work of Sandra Bem is indicative of the way feminist psychology became another version of psychology as such; see, for example, discussions of ‘androgeny’ and ‘gender schema theory’ by Bem (1976, 1983). 


� There have been conceptual advances in the question of the relationship between culturally constructed ‘gender’, and what we imagine to be the real ‘sex’ to be that corresponds to it, by Butler (1990, 1993).


� Raymond (1980) shows how the sex-change industry is underpinned by conservative images of what ‘masculine’ and ‘feminine’ psychology are like, and psychologists end up enforcing certain norms of behaviour and experience for ‘men’ and ‘women’.


� The analyses by Chesler (1973) and Millett (2000) in the US and by Ussher (1991, 2005) in the UK and Australia underscore the way that women are already, culturally speaking, ‘mad’ and how thus to be ‘normal’ is already to be confined in certain alienating conditions of existence. Waterhouse (1993) extends this critique of the way psychological treatments normalise certain kinds of behaviour for women to the more humanistic ‘person-centred’ approaches. See also Kitzinger and Perkins (1993) on the fate of lesbians at the hands of clinical psychology.


� For an analysis of cultural assumptions in the development of Western medicine, see Turner (1987).


� See Westen et al. (2004) for an example of this kind of logic applied to support psychotherapy. See Strathern (2000) for an analysis of the assumptions made about ‘transparency’ in this kind of framework; see Lincoln and Cannella (2004) for a discussion of the way this reinforces certain ideas about methodology, and see Shore and Wright (1999) for critical reflections on the connections between ‘audit culture’ and neoliberalism. 


� See Bracken and Thomas (2001) for an attempt to move beyond these assumptions in British psychiatry; see Bracken (1995) for an argument for why Michel Foucault’s work is relevant to critical psychiatry now.


� See French (2001) for an acknowledgement of the pervasiveness of the ‘placebo’ effect in psychology (and of hopes to tame it). For a detailed account from within medical anthropology, see Moerman (2002). 


� For arguments against electroshock and drug treatments, see Breggin (1993), and for strategies for coming off psychiatric drugs, see Breggin and Cohen (2000); see also Lynch (2004). The classic study by Rosenhan (1973), which showed that those who have a label of mental illness will have every aspect of their behaviour monitored in such a way as to confirm the diagnosis, is further explored in Rosenhan (1975). There is an argument against diagnosis in clinical settings, on the grounds that it will not only pathologise the patient but also hand over power to the psychiatrists to determine treatment in what they judge to be ‘serious’ cases, in Parker (1999c).


� This approach was developed by Aaron Beck (1976), who turned from psychoanalysis when he was disappointed with the speed of recovery of his patients; the cognitive notions he developed in Cognitive Behaviour Therapy actually continue a track of clinical work in US American psychoanalysis after the assumption had been adopted that the aim of the treatment should be to strengthen the ego (Hartmann, 1958). For a critique of the way a certain notion of ‘evaluation’ flows from this tradition in psychoanalysis from an alternative tradition, see Jonckheere (2005).


� Miller (1998) gives an impassioned account of the way children are disbelieved and betrayed by adult professionals.


� Feminists have argued that each of these shifts in clinical treatment – from the emphasis on infantile ‘fantasy’ to the panic about ‘false memories’ to the attempt to conduct treatment without addressing history at all – have served to silently introduce a political perspective which blames the victims (Burman, 1997). The idea that there should be a ‘normal’ reaction to ‘trauma’ and that those suffering abuse should show a certain range of reactions that can then permit a diagnosis actually serves to pathologise those women who show other kinds of reactions (Levett, 1995), and there are serious implications here for the way that cultural assumptions about the nature of ‘trauma’ repeat the colonial history of psychological theory and treatment (Levett, 1994). The assumption that there are specific ways of expressing distress particular to men and women or to people from particular cultures also serves to pathologise those who do not fit with what the expert on ‘gender’ or ‘culture’ expects; for a discussion of this problem in relation to ‘transcultural’ psychiatry, see Mercer (1986). See Bracken (2002) for a critical account of work on ‘trauma’. 


� The advocacy movement in mental health has been struggling to find ways to get round these problems of ‘representation’, either by handing control directly to those affected so they can make decisions in advance about the kind of treatment they would and would not accept (see, e.g., Cohen and Jacobs, 1998), or by working collectively so that one individual is not picked out to ‘represent’ everyone else. For an excellent account of the collective struggle for better conditions and alternative practices, a struggle born from within the ‘therapeutic communities’ in the UK and which gave rise to organisations like the Mental Patients Union, see Spandler (2006). 


� Billington (2000) explores how an educational psychologist working in the school system in the UK can find ways of turning the tables on those who label and pathologise children’s behaviour. Timimi (2002) explores this issue from the standpoint of a child psychiatrist.


� For a study of the way that such children are constructed as ‘other’ in teacher training ostensibly concerned with ‘inclusion’, see Evans (2002).


� Newnes and Radcliffe (2005) bring together radical psychologists, psychotherapists and psychiatrists who refuse to accept this pathologising of children’s behaviour; a number of different progressive alternatives are discussed in the book.


� The UK government’s ‘Healthy Schools’ initiative, for example, is mostly focused on what can be done to change children who do not fit into the ‘healthy school’; it follows programmes from the United States, South Africa and Australia.


� On the role of the DSM in pathologising children’s behaviour, see Mitchell (2003). For an analysis of the way that ‘emotional’ and ‘behavioural’ difficulties are constructed, see Jones (2003). There is a detailed analysis of the way that the label ‘ADHD’ pathologises boys and those from outside the dominant culture in the West in Timimi (2005). For a narrative therapy approach to ADHD that treats the label as the problem rather than the behaviour of those labelled with it, see Law (1998).


� See, for example, the chapter by Fonagy and Target (2004); the theoretical framework for this grim research is set out in Fonagy et al. (2004). 


� For discussion of reconciliation within the restorative justice tradition in New Zealand, see Monk et al. (1997); there is already a risk of psychologisation in these practices, though some narrative therapists are concerned with the way that psychology operates as a system of social control and try to find ways of ‘externalising’ the problems identified by psychologists (see, e.g., the papers in Parker, 1999b).


� Braithwaite’s (1989) model of ‘reintegrative shaming’, for example, supposes that certain communities will be strengthened by the process; for an explicit example of this assumption played out in different ‘ethnic’ contexts, see Zhang (1995). When this ‘shaming’ is applied to expressions of white racism, it may then have the effect of reinforcing a loop of prejudice and self-congratulation by the racist in as much as they have been able to tell everyone how racist they are as they make amends for what they have said (for this argument, see Ahmed, 2004).


� For an analysis of neoliberalism and the massive profits made by pharmaceutical companies with the increasing individualisation of distress and psychiatric responses, see Moncrieff (in press).
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