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Preface

This book is the distillation of over thirty years' experience of talking to people in distress.

At the start of that period I had no reason to suppose that the received wisdom on questions of 'mental illness' would be in any way inadequate to the task of understanding and trying to help those I encountered. My naivety was quickly exposed. Working, as I then was, as an apprentice clinical psychologist in vast Victorian mental hospitals, I soon realised that we were not simply dealing with sick people whose illnesses needed to be diagnosed and cured by appropriate treatments before they were sent on their way.

Yet this was (as it still is) the ruling ideology. We worked in hospitals, with doctors, nurses, medical procedures and a suitably clinical vocabulary with which to describe our activities. The 'patients', though, somehow didn't seem to fit in with the model. Even the most severely disturbed didn't appear ill so much as confused and despairing, beside themselves sometimes with frustration, grief or rage; the less disturbed – the 'personality disorders', 'chronic neurotics' etc. – were at least profoundly unhappy. Though there were many whose case notes might have something like 'childhood uneventful' scribbled in them, there was, if you bothered to talk to them, not one whose life story did not abound with good reasons for their distress. To incarcerate people, drug them, patronise them with facile judgements about their 'adequacy', though one could see well enough how such procedures came about, was just to add insult to injury.

I quickly discovered that I was not the only one to find the orthodox approach to 'mental illness' unconvincing. Medicine wasn't infallible, science was full of uncertainty, the care of the 'mentally ill' was shot through with unexamined social and moral prejudice. And there were alternatives to the orthodoxy.

I changed my place of work to another vast Victorian mental hospital (Claybury Hospital in Essex), but this time one with a difference – a 'therapeutic community'. Here it was recognised that psychological disorder was a matter more of social experience than of illness, and the aim was to rehabilitate people through the experience of living together in a therapeutic environment (the hospital ward) where eccentricity was tolerated and difficulties in relationship reflected upon in daily meetings designed for that purpose.

For a short while the therapeutic-community movement, under the guidance of humane and to an extent charismatic figures like the psychiatrist Denis Martin at Claybury, flourished in the British National Health Service, and I am glad to have had the chance to play my part in it. But this approach, in essence anti-authoritarian in a way which presented an intolerable challenge to a hierarchical NHS bureaucracy as well as to entrenched medical power, was never likely to become the standard form of psychiatric treatment, and it passed its peak in less than a decade. Psychiatry retreated back into its medical/biological stronghold to busy itself with 'severe mental illness', and clinical psychology involved itself in the 'cognitive-behavioural' treatment of anyone whose problems could be seen as the result of their learned experience of life and relationships.

Even though liberated from the distortions and oversimplifications of the 'medical model', I found that there was still not a great deal of satisfaction to be gained from practising within the new orthodoxies of my profession. It was, true enough, a considerable and necessary advance to seek to understand people's distress in the light of their experience of life, but the theoretical background (such as it is) and practical toolkit of 'behavioural' and 'cognitive' approaches in clinical psychology, apart from having a kind of deadening banality about them, just didn't seem to work. In fact, none of the approaches to 'curing' people's emotional and psychological distress, whether derived from medical psychiatry, clinical psychology or the established approaches of psychoanalysis and psychotherapy, could make out a convincing case for its effectiveness.

Not that working with individuals in distress was itself unrewarding, but I suspect that, certainly in the earlier part of my career, I gained far more from it than they did. There was a huge amount to be learned from the fortitude and resilience with which people struggled with their difficulties, and their gratefulness for the crumb of comfort to be derived from talking to the likes of me about their predicaments was touching and warming. But only at my most self-deceiving could I have claimed that the 'therapy' I was dispensing was making any substantial difference to their lives.

In the early days I assumed that this was because I was simply not doing it as well as I should be. After all, the textbooks and the journal literature were absolutely confident about what could be achieved with the appropriate scientific scrupulousness. However, before long more reassuring and, I think, more likely explanations suggested themselves.

For a start, not all the confident pronouncements and scientific demonstrations in the literature could be right, because many of them contradicted each other. There must be another factor at work, and the most likely was professional self-interest. Doctors, behavioural scientists and so on are, sadly perhaps but absolutely inevitably, prey to the same need to justify themselves and earn a living as the rest of society. We told the stories the way we did mainly because that was the way we wanted it to be. That didn't mean that we were liars, charlatans or cheats, merely that we were human beings like everyone else. But it did mean that the very foundations on which our assumptions about mental health were built needed to be re-examined.

Another factor seemed to be that, closeted in our consulting rooms, we were not taking enough account of what went on in the outside world to explain why our patients didn't get better in the way the theory predicted. It wasn't so much what the therapist did to the patient that made him or her better as what everyone else did when s/he returned to everyday life.

But it is really Margaret Thatcher I have to thank as much as anybody for opening my eyes fully to what I came to see as the absolutely fundamental and overriding importance of the social environment in the genesis of psychological distress. For it was the utter soulless, callous indifference in the Thatcher years to the welfare and security of ordinary people that finally made it obvious that what mattered to pyschological wellbeing was precisely not interior attributes such as the 'responsibility', 'self-reliance' and 'initiative' beloved of the New Right, but the provision within society of essentially material resources. In circumstances where these resources were stripped from whole sections of society and redistributed to another, no clinician with half an eye could fail to see the damage done to those deprived: they came to the consulting room in droves, mostly bemused and blaming themselves for what they saw as their own inadequacies.

Official psychology and psychiatry barely took societal issues into account in their approaches to the understanding and treatment of 'mental illness', and certainly nowhere were they made central to the field of enquiry. We had simply overlooked those factors that give society its dynamic force and most closely affect its members: the distribution, maintenance and embodied effects of power. What caused people distress was not so much their own mistakes, inadequacies and illnesses as the powers and influences that bore down upon them from the world beyond their skin.

This discovery was no real surprise. We all know it and enact its consequences in our daily lives: we struggle to wrest our livelihood and the means of our physical and emotional security from the social and material world around us, and the struggle involves almost the whole of our attention. It is only when we become significantly emotionally disturbed, it seems, that we lose sight of what we have taken life to be about and resort to the most abstruse and unlikely theories about what makes us tick.

In the light of this 'revelation', the focus of my clinical work shifted from the patients themselves to the worlds that they inhabited. I found myself spending more and more time trying to persuade people that there was nothing the matter with them, but quite a lot the matter with the past and present contexts of their lives.

Although many people find it a considerable relief to discover that they are not 'going out of their minds', not everybody is immediately receptive to this view. Despite its having a good deal to recommend it on the grounds of sheer common sense, the idea that circumstances rather than selves are 'to blame' for emotional distress has a formidable weight of cultural opinion against it, and it takes an unusual independence of spirit to reject institutionalised authority, even in favour of the obvious.

But the more I pursue this line, the more I am persuaded of its fruitfulness. Almost all the mystique falls away from the process of psychotherapy, and patients become equal partners in the conduct of an analysis not of their 'psyches' but of the predicaments that cause them distress. In this there is no need of professional mumbo-jumbo, secrecy or superiority, no necessity to disguise the theory or the therapist's thought processes from supposedly 'manipulative' or 'resistant' clients. And, given a clear enough understanding of the causes of distress - an initial liberating break from the mystifying production of a century of psychology - there is not a great deal of need for psychotherapy itself.

Hence the writing of this book. It attempts to cover the principal themes on which I have found it most useful to concentrate with people struggling to understand the roots of their troubles and to shape strategies for trying to deal with them. These themes ideas about 'normality', 'responsibility' and 'will power', moral demands, change and, above all, the use and abuse of power are all closely intertwined, and hence recur throughout the book, but with each being given its principal statement in a chapter of its own.

The book is not intended as a do-it-yourself cure for psychological distress; indeed, its whole point is that such cure is for the most part not within the grasp of the individual sufferer, with or without psychotherapy. If the book can be said to have a 'therapeutic' aim at all, it is to remove from sufferers the burden of responsibility for their pain and to demystify as far as possible some of the ideas and practices that have grown up around psychotherapy during the course of this century.

A note on the use of examples

The use of 'case histories' presents a number of problems. They run the risk of either betraying confidences or straying into fiction, of including too much information or not enough. The more detailed and realistic one tries to make them, the more banal and pallid they seem to sound, or else luridly overdramatised, or (perhaps most often) subtly sentimentalised in a way that distorts reality. I know of no successful attempt to encapsulate people's lives in brief, 'clinical' snapshots of this kind (full-length biographies are problematic enough!). However, the provision of examples in some form is necessary to give shape and organisation to what would otherwise be an uncomfortably abstract discussion, and in what follows I have opted for a schematic oversimplification of types of distress and predicament which are so common as to identify no single individual, but may help to relate different strands of the argument to each other and to link themes that will recur in later chapters. Inevitably, earlier examples anticipate subsequent discussion to some extent.

To make it easier to refer back to them, I have given the examples names in alphabetical order.
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Chapter One
The Treatment of Distress: Current Approaches

Only the luckiest person gets through life without at some point suffering emotional distress to a degree which could be called 'clinical'. I'm not even sure that anybody is that lucky; if so, I haven't come across them myself. For the majority of us, the periods of our lives when we feel acutely emotionally distressed are usually fairly brief, or the distress itself not so intense that we think immediately of seeking professional help. But even so, there will probably be times in most people's lives when they feel at their wits' end and don't know which way to turn.

When a person does know which way to turn, it will probably be to someone in the family, a spouse or partner, a friend or perhaps a religious community. But sometimes – quite often, in fact – either there is no one immediately available, or those who are, are themselves involved in the problem in a way that makes it impossible for them to stand back and offer the kind of impartial concern necessary for effective support. At these times, the question of professional help may well occur to the person as something to consider.

Whether or not someone in distress consults a doctor (the GP usually being the first recourse), psychotherapist or counsellor, may well depend on a feeling that taking such a step would involve a tacit admission of 'abnormality', of having departed in a radical way from life's usual course. For many people consulting a professional constitutes in this way an expression of desperation.

On the one hand, it seems, there are unhappiness, upset, conflict, confusion, depression and distress (which we expect ourselves to deal with out of our own resources, so to speak), on the other 'breakdown', 'mental illness', 'neurosis', 'psychosis', 'clinical depression' etc., which would mark us out as having departed normal company and in need of people in white coats.

Certainly, the people in white coats do little to disabuse us of the notion that there is a dichotomy between normal and abnormal, 'common unhappiness' and 'hysterical misery',1 ordinary and 'clinical' types of distress. This is the received opinion, and one that gets endlessly circulated and recirculated via the media, eventually becoming 'common knowledge'. I do not think, however, that there is a great deal of convincing evidence to support it. In the end, what makes the difference between distress that the individual feels somehow able to cope with and distress apparently needing professional help is more a matter of quantity than kind: rather than splitting into a dichotomy, they lie on a continuum.

Usually, of course, it is events that upset us. However unbearable it may feel when it first overcomes us, the often very great pain events may cause us in the course of our lives is quite likely to fade with the passage of time, unless of course the events have effects that persist unchanged (as might be the case, for example, with having been made unemployed). No life could conceivably escape the occurrence of painful events, and, no matter how much we may hope to avoid them, most of us will not be so surprised at being overtaken by them that we feel outside the bounds of normal human experience. But even though painful events are common, most often relatively transitory, and only to be expected, how well we cope with them may depend on what we take to be the norm.

Interestingly, people rarely take their own experience as an indication of what is, so to speak, naturally human, but immediately look round at others to see how they handle similar eventualities. Rather than reflecting, when something painful happens to them: 'So this is how it feels when x happens', they tend to wonder: 'Am I reacting as people normally do?' Since, for a variety of reasons, it is often very difficult to establish what people normally feel in any given situation, it may often seem that what we are experiencing is significantly unlike what is 'normal', and when this happens we are likely to be overtaken by anxiety or shame, or both. This is a theme I shall be returning to in a later chapter. The point I want to make for the moment is that even quite common events that are likely to cause us distress in the course of a life – disappointments, betrayals, losses – may be frightening and isolating to the point where we may start to consider ourselves (and possibly even be considered by others) 'cases'.

It is not just our reaction to disturbing events that may cause us to worry about our normality. Even more problematic is the nature of our private experience. How do you know that the contents of your head from minute to minute, the ceaseless flow of thoughts and feelings which accompany your every waking (not to mention sleeping) moment, are acceptably similar to what's going on inside your fellow creatures? What is it permissible and what not permissible to think and feel? Since people almost never reveal exactly what they're thinking and feeling at any given moment, it is very hard to know whether our own flights of imagination might not be more than slightly crazy. In part, of course, it is precisely this worry that prevents us from revealing the private world of our imagination to others, and in situations where a person loses confidence in the soundness of his or her mental contents, something that is usually just kept to the self may become a source of great anxiety and distress.

In fact, we depend on a culture to establish the bounds of normality, within which we are able to feel at ease with our mind, and in this respect the culture may be more or less benign. The closing years of the twentieth century seem to be one of those times when it is less benign.

Cultures that become deformed by ideology tend to generate a kind of policing of thought which attempts to regulate mental life. In some cases, for example under totalitarian political regimes or fundamentalist religions, this process may be quite overt, with secret police and vast bureaucracies for punitive control; in others it may be implicit and informal. Our own culture, driven principally by an ideology determined by commercial interests, offers us a view of mental life which is both impoverished and distorted. On the one hand we are invited to identify with the idealised picture of the happily adjusted consumer, socially perfectly balanced and of impeccable judgement in choosing the options life offers; on the other we are entertained by images of immense violence and sexual prurience, presented to us as features of a kind of alien fantasy world where savagery and madness reign. No wonder we become nervous about our own private experience, for nowhere outside ourselves can we find an indication of how ordinary, real people do actually feel (this, again, is a question I shall be returning to later in this book).

All of us, anyway, live a secret life of doubt and pain which we are quite likely to think is specifically ours. If people become sufficiently troubled by their experience to seek help from a doctor or other professional, they may well do so in fear and trembling that their difference from others will at last come to light and that they will be diagnosed as abnormal.

Some people will be aware that there are brands of psychotherapy designed less to provide solace for troubled minds than to offer the individual some kind of spiritual enrichment or 'personal growth' in the shape of deepened self-understanding and an enhanced ability to live life to the full. For such people, consulting a therapist may constitute more a privilege – even a kind of status symbol – than a badge of shame. It is not for those people that this book is written. Self-exploration, certainly, is a perfectly legitimate activity and may well prove rewarding to those who have the resources to pursue it, but my concern here is with people whose need to understand themselves and their predicament arises out of pain rather than curiosity. My focus is the phenomena of emotional distress and the validity or otherwise of practices that claim to be therapeutic in relation to them.

Principal sources of help

For the person in distress looking for professional help, the prospect is, to put it mildly, confusing and the likely outcome a lottery. If it seems simple and straightforward, either the person is very lucky or very unaware of the sea of complexity surrounding him or her.

There is, to be sure, a more or less standard procedure for seeking help with emotional or psychological problems, and this might lead the innocent to believe that the help they get reflects state-of-the-art treatment, but anyone with experience of the mental-health industry will know how varied practices are and how little control people have over what happens to them.

Most often, people experience their distress as a form of illness (panicky anxiety, for instance, is often experienced initially as imminent physical collapse or even death), but even where they are aware that the core of their troubles is psychological rather than physical, the usual course is to approach the GP. Most GPs will treat the symptoms of distress by offering advice and prescribing the usual tranquillisers and antidepressants, but the pressures of their own job leave them very little time to listen to their patients, and they tend to vary quite markedly both in the way they are likely to view psychological problems and in their awareness of the specialist facilities that exist for treating them.

There are still many GPs of the 'pull yourself together' school and many whose only way of dealing with the mental is to translate it into the physical. These are not the best people to encounter if your distress is anything but temporary or superficial (if it is, on the other hand, these might be the best people to encounter!). Other GPs, an ever dwindling minority, may, in the best traditions of family medicine, use their knowledge of you and call on the wisdom born of years of observation and reflection to offer you sympathetic counselling and sound advice. Most likely, however, the GP will refer you to an expert whom s/he judges the most appropriate person to deal with the kind of problem you are presenting. GPs should have a good knowledge of the treatment facilities available locally (which may vary greatly from place to place), but this will by no means always be the case; there is, therefore, quite an element of luck about whom you may see next.

The options open to the GP for specialist referral are likely to be chosen from psychiatry, clinical psychology or 'counselling' in one or other of its forms. In some case, of course, s/he may wish to involve the social services or other specialist agencies, but probably only if there are obviously prominent factors of material or social deprivation or other practical difficulties involved.

The choice between psychiatry, clinical psychology or counselling is, however, not as straightforward as it may sound, largely because these are not unified disciplines offering standard approaches to treatment which have been tried and tested over time, but broad groupings of professionals who, while for the most part sharing a common and distinctive training, differ widely among themselves both personally (and in this field personality cannot be safely disregarded) and in what they believe about theory and practice. Which group the GP considers appropriate in any particular case is likely to depend on the view s/he takes of your difficulties.

If, for example, the GP considers that you are suffering from a form of 'mental illness', a degree of distress that can in some sense be considered 'clinical', the most likely referral will be to a psychiatrist, i.e. a medical practitioner who has specialised and obtained postgraduate qualifications in psychiatric medicine.

If, on the other hand, the GP considers your problem to be 'behavioural', i.e. arising from situational difficulties or the result of processes of learning that have in some sense been 'maladaptive', you are most likely to be referred to a clinical psychologist, who will have a degree in academic psychology and a subsequent postgraduate qualification, most probably these days as a (non-medical) 'doctor of clinical psychology'. The latter equips him or her to view your problems as having arisen from your experience of life and to treat them from, most likely, a 'cognitive-behavioural' standpoint which attempts to modify your attitude towards your difficulties as well as how you actually deal with them.

In those (frequent) cases where the person's distress seems to arise directly from his or her relations with others, possibly at work but more likely domestically, and where there is otherwise no hint of 'mental illness' or more deep-seated disturbance, there is an increasing likelihood that s/he will be referred to a counsellor. Counsellors may be attached to the GP's practice or may be located elsewhere in their own premises. Counsellors come from a variety of backgrounds. Some, like those who qualified originally as community psychiatric nurses, have professional roots in the mental-health service and considerable experience of people in emotional difficulties. Others have no such experience, but may have received their training on one of the myriad counselling courses that have sprung into existence in recent years. Counsellors may be paid or voluntary and may subscribe to any of a range of theoretical approaches (the most likely being that of the psychologist Carl Rogers). Many counsellors will be without formal qualifications in one of the mental-health 'core professions' such as psychology, medicine, nursing or social work, and though they may well have to conform to the standards of accreditation of the British Association of Counselling, this is not so in every case.

If this is already beginning to sound a little bewildering, it is, I'm afraid, even more complicated than I have so far made it appear. This is partly because, though most GPs are likely to refer roughly in accordance with the way I've indicated, there is in fact a wide overlap between the professions involved, and a lot may depend on who knows whom rather than upon any more reliable guidelines. There is also, as I have already suggested, a wide variation between practitioners within each of these fields, so that one cannot guarantee a standard product, so to speak. If, furthermore, one takes into account the provision of psychological help that exists in the private sector, the complications are greatly compounded and there is virtually no disinterested guidance for the individual to turn to. The major schools of psychoanalysis and analytical psychology (the respective creations of Sigmund Freud and C. G. Jung), for example, exist largely (though not entirely) outside the structure of public health services, as does a vast range of lesser-known approaches to psychotherapy and counselling which the individual may stumble across at some time more or less by chance.

Added to all this is the fact that the lay person has no way of judging the validity of the claims made by the various practitioners for the efficacy of their methods. For obvious reasons, people who depend for their livelihood on their ability to attract patients or clients tend not only to proclaim their wares with confidence, but also to believe their own rhetoric. And yet they cannot all be right. The variations in approach both between and within the broadly 'mental health' professions are not mere matters of emphasis, but are frequently mutually contradictory. This is not the place either to pronounce judgement or to try to reconcile these differences,2 but it may be instructive to give an indication of some of the difficulties confronting the major approaches.

Psychiatry

Psychiatry is an interesting case in point. Despite having come under increasing, and in my view justified, attack in recent years as promulgating an inappropriate medical model of mental illness, psychiatry still wields considerable influence in the public provision of mental-health services. The clinical head of 'community mental-health teams' will usually be a psychiatrist, and though the teams themselves may involve a range of different professions – nursing, social work, clinical psychology etc. – the structure and content of their operations will be heavily flavoured by psychiatric ideology.

Psychiatry does of course have its uses. A society has to have some way of containing and, where possible, helping people who become so confused, disturbed, excited or frightened that they threaten the safety of themselves or others. Even if mental illness is a myth, as the American psychiatrist Thomas Szasz suggested over twenty years ago, there would have to exist a profession for dealing as humanely as possible with the extremes of human distress. There is, however, a difference between containing distress and curing it, and it is in the latter respect that psychiatry may be said to be found wanting.

Few psychiatrists would agree that mental illness is a myth. Psychiatry has become increasingly biological in its approach in recent times, and huge amounts of effort are put into classifying and diagnosing supposedly clinical conditions ('psychoses', 'neuroses', 'character disorders' etc.) which are taken to have their origin in various forms of genetic and/or biochemical disorder. Psychiatrists are trained according to the established procedures of medicine and their specialism is structured exactly like that of other hospital doctors. They compete for status and reputation with their colleagues in physical medicine, and their credibility would be destroyed if they drifted too far from their medical roots.

The standard psychiatric procedures of treatment and training mean that anyone who becomes a patient is likely to come under the care of a consultant psychiatrist who will be responsible for overseeing his or her 'case'. The doctor doing the actual treatment (most likely the administration of psychoactive drugs of one kind or another) will, however, probably be a more junior psychiatrist whose need to climb the promotional ladder, and so frequently change jobs, means that contact with the patient is unlikely to provide any continuity of care. Indeed, as in other branches of medicine, there is in any case no guarantee that patients will see the same doctor at each outpatient visit. In these circumstances, the patient will probably be treated as someone with an illness, and, though the time spent talking to the psychiatrist may be somewhat longer than that which the GP can afford to give, it is unlikely that a great deal of attention will be given to the social significance of his or her 'symptoms', i.e. the underlying traumas and difficulties in background and current circumstances which give rise to distress in the first place.

Of course, not all psychiatrists fit this picture, and there are those whose experience and compassion make them valuable partners in the exploration of patients' emotional pain. There are also psychiatrists who specialise in psychotherapeutic approaches (most usually derived from one or another variation of Freudian psychoanalysis), but they are relatively thin on the ground in Britain and there is no guarantee that the average patient will get the chance of a consultation with one.

Psychiatry has over the last three or four decades had to learn to share the field of 'mental illness' with a number of other professional disciplines and to modify the nature of its once monopolistic claims. It has also had to bend to political changes in the way psychological disorder and its treatment are viewed and funded (the closure of the old mental hospitals and the reliance instead on so-called 'care in the community' have made big differences to psychiatric practice). Always strongly prone to fashions in treatment (one thinks of the crazes not all that long ago for leucotomy and insulin-coma therapy, now mercifully extinct), psychiatry is nothing if not pragmatic, and it is now happy enough to redefine some conditions it might once, for example, have called 'neurotic' as concerns of the 'worried well' and to leave their treatment to various nonmedical professions and voluntary groups of counsellors. These changes have not, however, resulted in psychiatry itself becoming any more liberal.

Increasingly, psychiatrists are having to develop and intensify their role as custodians of those who fall victim to the more extreme forms of distress our society gives rise to, often in very difficult circumstances dictated more by political constraints than by therapeutic concerns, and this, as noted, seems to result in a fortification of the biological approach. To read psychiatric text-books, or indeed simply to attend to the received opinion reflected in the media, we could be forgiven for thinking that there is no doubt that serious mental illnesses like 'schizophrenia' and 'clinical depression' exist as entities established by medical science. It would seem that the future lies in the further identification of the genetic and biochemical processes underlying disturbed conduct and thinking, and the refinement of the chemical means of modifying them.

Knowledge, as the French philosopher Michel Foucault suggested so persuasively, is inseparable from power,3 and it certainly seems to be the case that powerful interests within both psychiatry and the wider society have combined since the 1970s to paper over the cracks that critiques by people like Thomas Szasz and R. D. Laing had caused to appear in the notion of mental illness. An explosion of research in the sixties and early seventies which suggested that there could be important psychological causes for so-called psychotic thinking and behaviour has now been largely forgotten or summarily (and quite unjustifiably) discredited. Right-wing political regimes whose economic policies led directly or indirectly to profound psychological distress in whole swathes of the population, the enormously powerful drug companies supplying the vastly lucrative means of 'treatment', and, of course, the profession of psychiatry itself, all had a stake in presenting the concept of 'severe mental illness' as indisputably biological. Even the families of, for example, 'schizophrenic' patients, stung by what they experienced as the blame for their relatives' condition, formed associations to reinforce the indisputability of the illness model.

Bur disputed it has always been. There is a long tradition within psychiatry and psychology that has sought to establish that underlying even the more puzzling and apparently alien forms of psychological disturbance there are to be found social factors which have little to do with biological ones, except in so far as all thoughts, feelings and actions are mediated through and inseparable from our bodies. In my view, much of this work is far more intellectually convincing and empirically sound than the rough pragmatism of contemporary biological psychiatry, and yet its proponents are often barely heard of by present-day practitioners.4 I can only account for this with the help of something like Foucault's notion of a 'discourse of power': only certain kinds of 'knowledge' are thinkable and sayable under a given power regime.

Modern psychiatry too has its critics,5 but, again, their voices tend to be marginal and barely heard behind the chorus of orthodoxy. The view, for instance, that 'schizophrenia' can be called into question as a viable concept is now virtually irreceivable, despite its being one of the most muddled and empirically difficult to establish of all psychiatric diagnoses.6

What this means is that the sufferer falling into psychiatric hands cannot automatically expect to receive sympathetic, informed and intelligent help in understanding and alleviating his or her distress from the viewpoint of what it indicates about the nature of his or her world and what s/he can do about it. People in severe difficulties may of course be calmed down by appropriate medication, in some cases be given necessary if not always congenial asylum, and their families may receive much-needed respite. Psychiatry is far more about social control than it is about getting to the roots of psychological illness.

Clinical psychology

By contrast, clinical psychology is very much about understanding people's difficulties as the consequence of their experience of life (what's happening to them in the present as well as their 'learning history') and trying to devise ways of modifying their 'behaviour', as well as their attitudes and 'cognitions', so that the impact of these past and present events is lessened.

Clinical psychologists have nothing like the formal power of psychiatrists – they cannot interfere with or restrain their patients' bodies in any significant way – and so their influence over patients is reduced to the power of persuasion. Partly because of this lack of formal power, the kind of patronage or arrogance so frequently experienced with medical doctors is far less likely to be evident among clinical psychologists. They also spend much more time with patients than doctors do – consultations are likely to last for forty-five minutes to an hour at a time – and people are likely to be seen by the same person over the whole period of their treatment. A course of treatment may vary greatly in length, from just one or two consultations to over a hundred, but most will probably be between five and ten.

Although clinical psychology borrows liberally from related disciplines, in particular the various school of psychotherapy (and practitioners may vary widely in their theoretical allegiances), it has its roots in academic psychology, where there is a strong emphasis on experiment and evidence. This has the advantage that there is always an element of pressure on clinical psychologists to justify their procedures according to whether or not they can be shown to be effective, and hence, at least indirectly, to respect the views of their patients in this regard. The disadvantage is that academic psychology itself is a curious patchwork of competing notions (often grandiosely called 'theories'), the superficiality and implausibility of many of which are pretty evident to all except those trying industriously to establish the evidence in their favour.

This means that the ruling dogmas of clinical psychology, usually referred to loosely as 'cognitive behaviourism', embody an, in my view, extraordinarily simplistic collection of ideas about how people come to be the way they are and what they can be expected to be able to do about it. For example, how people learn things, how they form and change 'attitudes', whether and how they can control their 'thoughts', are often dealt with in psychology according to models that have been constructed from a combination of everyday, common-sense (and occasionally contradictory) assumptions and simplified laboratory experiments which scarcely do justice to the complexity of human experience. Such ideas, acceptable enough perhaps to undergraduate students learning the experimental ropes, ring particularly hollow when they come to be applied in the clinical setting, where people's difficulties are often complicated and intractable. Since these issues form the main preoccupations of later chapters, I will not discuss them further here, except to note that, however simplistic, the typical notions of cognitive behaviourism do at least have the merit of treating people as if they exist as social beings in a world that affects them and on which they may, through their own conduct ('behaviour'), have a reciprocal effect.

It is important also to note at this stage that what a practitioner thinks about what s/he is doing (and this applies, of course, to all practitioners, not just clinical psychologists), what his or her theories about it are, need not necessarily be all that important to the patient. What matters from the patient's point of view is whether what the practitioner does is helpful. In fact, many studies have shown that, at least for the 'talking therapies', to which, of course, clinical psychology contributes, what counts most towards patients' recovery is precisely not the theoretical inclinations of the practitioners, but their personality, i.e. how far patients feel able to talk to them and to trust them – how likeable they find them.

This is not a particularly convenient finding for those bent on demonstrating that their particular therapy – or even therapy in general – is a technically valid form of 'treatment', and any demonstrable advantage for procedures over personalities, however slight, is quickly seized upon. But, time and again, it is so-called nonspecific factors such as those mentioned that research throws up as principally important. This may mean that only personalities are important, but it may also mean that so far the active ingredients of successful therapy remain to be discovered. Given the simple-mindedness of many of the ideas about what is technically important in treatment, this latter possibility should not be discounted.

These speculations aside, we may conclude perhaps that what makes an encounter with clinical psychology more comfortable for many patients than one with psychiatry is as much as anything the time they will be given and the common sense and ordinary humanity with which they will be treated. Since counselling and psychotherapy share with clinical psychology a general lack of formal power (particularly in the case of nonmedical practitioners), the same may be said, to a large extent, for them.

Psychotherapy and counselling

Although clinical psychology is a well-established mental-health profession, there are still only a few thousand clinical psychologists practising in Britain, most of them in the National Health Service. There are undoubtedly many more counsellors and psychotherapists countrywide, though most of them practise outside the NHS. Like every other, the 'market' in psychotherapy and counselling has been largely deregulated over the past decade or so, and there has been a huge increase in the range of therapies available. Even staid institutions of the official health services may now be found offering alternative approaches such as aroma therapy or reflexology as part of their 'package of care', and the criterion of acceptability of therapeutic approaches in general has become one more of saleability than of demonstrable efficacy. It has also become extremely difficult to generalise about counselling and psychotherapy, and a virtual impossibility for the average 'consumer' to be able to make sensible judgements about what may suit him or her.

It would certainly not be possible in the space of a few paragraphs to give anything like a complete and balanced account of all the varieties of psychotherapy and counselling available, and in any case, as already remarked, the 'official' version of their procedures often differs quite radically from what therapists actually do. Anyone wanting to investigate how the various schools of therapy and counselling set about their business is probably best advised to start out with one of the available texts that attempt a general overview.7 I would, however, like to highlight one or two issues that seem to me particularly important.

The most obvious person to hold responsible for the origination of psychotherapeutic approaches is Sigmund Freud. In the public mind, certainly, Freud's creation, 'psychoanalysis', has achieved a higher profile than any other approach, and many of the basic ideas of psychoanalysis have become part of our everyday thought and language. Freudian psychoanalysis, moreover, having spent, in Britain at least, some of the middle decades of this century on the verge of, if not disrepute, then certainly neglect, has enjoyed a remarkable revival over the last twenty years. But it is important to realise that psychoanalysis is now only one of a vast range of 'talking' approaches to psychological distress, many of which have very little truck with psychoanalytic concepts.

All these approaches tend to differentiate themselves as clearly demarcated 'schools' with restricted entry, established procedures for training, and more or less strict criteria for accreditation. Psychoanalysis was no doubt very influential in setting this trend.

Freud, feeling himself and his colleagues a beleaguered band of scientific pioneers in a hostile and uncomprehending world of Philistines, was almost persecuted by the need to keep the strain of his ideas pure, and the structural development of psychoanalysis resembled more that of a fanatical religious group or a secret society than of a branch of knowledge. Similarly, those renegades who in the early days of psychoanalysis broke away from Freud to form their own systems, also took pains to differentiate themselves from others and to, so to speak, patent their ideas and give their approach a distinctive name. Alfred Adler, for example, developed his 'individual psychology', and C. G. Jung, rather more presumptuously perhaps, called his system 'analytical psychology'.

Throughout this century, ambitious and charismatic characters unable to toe the line of the therapeutic discipline in which they were schooled have continued the tendency to develop a new and distinctive brand, so that now there are literally hundreds of them. They compete in a flourishing marketplace where there is no short-age of potential consumers, whose only problem is to decide which brand is for them.

There is absolutely no hard and fast evidence that any one approach to counselling or therapy is more effective than any other.
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