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Making Sense of Madness

‘Jim Geekie and John Read have written a fascinating book about what
psychiatrists call “schizophrenia”. They address the usually ignored issue of
how people who experience hallucinations and delusions make sense of those
experiences themselves. They also tackle why it is that experts continue to
disagree about what “schizophrenia” is and, indeed, whether it exists at all.
This is a “must read” for all mental health professionals and everyone else
interested in madness.’ Professor Paul J Fink, Past President American
Psychiatric Association, Temple University School of Medicine, USA.

‘One can only hope that every new trainee in mental health will first read this
book before exposing him - or herself to the confusing amount of theories
and categorizations that have become accepted as “knowledge” of madness.
Developing an attitude of continuously contesting and questioning accepted
knowledge will help close the current gap between subjective experience and
professional reductionism.’ Prof. dr J. van Os, Dept. Psychiatry and Neuro-
psychology, Maastricht University, The Netherlands.

‘At long last, a book that eloquently demonstrates the necessity to listen to
subjective experiences of madness in order to gain real insight into sanity,
madness and the human condition. Humane, accessible and illuminating.’
Jacqui Dillon, Chair of the National Hearing Voices Network, England.

The experience of madness – which might also be referred to more formally
as ‘schizophrenia’ or ‘psychosis’ – consists of a complex, confusing and often
distressing collection of experiences, such as hearing voices or developing
unusual, seemingly unfounded beliefs. Madness, in its various forms and
guises, seems to be a ubiquitous feature of being human, yet our ability to
make sense of madness, and our knowledge of how to help those who are so
troubled, is limited.

Making Sense of Madness explores the subjective experiences of madness.
Using clients’ stories and verbatim descriptions, it argues that the experience
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of ‘madness’ is an integral part of what it is to be human, and that greater
focus on subjective experiences can contribute to professional understandings
and ways of helping those who might be troubled by these experiences.

Areas of discussion include:

• how people who experience psychosis make sense of it themselves
• scientific/professional understandings of ‘madness’
• what the public thinks about ‘schizophrenia’

Making Sense of Madness will be essential reading for all mental health
professionals as well as being of great interest to people who experience
psychosis and their families and friends.

Jim Geekie is a clinical psychologist who has been working for Auckland
District Health Board in New Zealand since 1995, mostly in the area of early
intervention for psychosis. Before moving to New Zealand, he worked in
Scotland and England as a psychologist, and before that he spent a few years
living in East Africa, where he was employed as a teacher of psychology and
philosophy.

John Read is an Associate Professor in Clinical Psychology at the University
of Auckland, New Zealand. Before that he worked for twenty years as a
clinical psychologist and manager of mental health services – predominantly
in services for people diagnosed psychotic in the USA and New Zealand. He
is the coordinating editor of Models of Madness: Psychological, Social and
Biological Approaches to Schizophrenia (Routledge 2004) and editor of the
journal Psychosis: Psychological, Social and Integrative Approaches.
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The International Society for the Psychological
Treatments of Schizophrenias and other Psychoses
book series
Series editor: Brian Martindale

The ISPS (the International Society for the Psychological Treatments of the
Schizophrenias and other Psychoses) has a history stretching back more than
fifty years during which it has witnessed the relentless pursuit of biological
explanations for psychosis. The tide is now turning again. There is a welcome
international resurgence of interest in a range of psychological factors in
psychosis that have considerable explanatory power and also distinct thera-
peutic possibilities. Governments, professional groups, users and carers are
increasingly expecting interventions that involve more talking and listening.
Many now regard skilled practitioners in the main psychotherapeutic modal-
ities as important components of the care of the seriously mentally ill.

The ISPS is a global society. It is composed of an increasing number of
groups of professionals, family members, those with vulnerability to psych-
osis and others, who are organised at national, regional and more local levels
around the world. Such persons recognise the potential humanitarian and
therapeutic potential of skilled psychological understanding and therapy in
the field of psychosis. Our members cover a wide spectrum of approaches
from psychodynamic, systemic, cognitive, and arts therapies to the need-
adaptive approaches, group therapies and therapeutic institutions. We are
most interested in establishing meaningful dialogue with those practitioners
and researchers who are more familiar with biological based approaches. Our
activities include regular international and national conferences, newsletters
and email discussion groups in many countries across the world.

One of our activities is in the field of publication. Routledge have recog-
nised the importance of our field, publishing the ISPS journal Psychosis:
Psychological, Social and Integrative Approaches www.isps.org/journal.shtml.
The journal complements Routledge’s publishing of the ISPS book series
which started in 2004. The books aim to cover many topics within the spec-
trum of the psychological therapies of psychosis and their application in a
variety of settings. The series is intended to inform and further educate a wide
range of mental health professionals as well as those developing and imple-
menting policy.

Some of the books will also promote the ideas of clinicians and researchers
well known in some countries but not familiar to others. Our overall intention
is to encourage the dissemination of existing knowledge and ideas, promote
healthy debate, and encourage more research in a most important field whose
secrets almost certainly do not all reside in the neurosciences.

For more information about the ISPS, email @isps.org or visit our website
www.isps.org
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Introduction

As this is, in many ways, a book about stories, we have decided that we
should begin this book with a story. A true story.

A young mother sits at home every night thinking about her predicament.
Her two boys, aged 2 and 5, are asleep, and her husband is out working
night shift in a coal mine. He won’t be back until early the next morning.
She’s preoccupied with how her life has been going recently, and finds
she thinks about nothing else once the kids are in bed. Night after night
after night, she returns to the same old issues, the same old questions,
and finds she reaches the same old dead-ends in looking for answers.

As the weeks pass, the content of her thoughts remains much the
same, but the way in which she thinks about her situation starts to
change. It moves from being an internal monologue to being an external
dialogue. She finds that instead of having her thoughts running around in
endless circles in her mind, she is now having a discussion with her own
head, which has somehow, miraculously she thinks, started to appear in
the top corner of the bedroom, looking down on her, talking to her and
contributing ideas and suggestions about ways of dealing with her cur-
rent circumstances. Her head appears pretty much every night, and she
finds that the discussions she has with her head are more fruitful than
just having the thoughts running around in her mind.

After some months of these nocturnal discussions, the young mother
and her disembodied head together find a solution. It’s simple: she
just has to kill herself. That now seems fairly straightforward to her.
However, this in itself creates another problem: what to do with the
children? It would be cruel to leave them behind. Indeed, she would
find it impossible to do so given the circumstances. The solution to this
dilemma also develops out of the dialogue the young woman has with
her head. Again, it’s a simple and obvious solution. She will kill her two
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children first, then she’ll kill herself, thus ensuring that they all escape
and that the kids are not left behind to face the situation on their own.

It seems so clear and simple, yet something about it does not sit easily
with the young woman. Somehow it just doesn’t feel right. She decides
to go to see her family doctor, hoping there’s something he might be
able to do that will prevent her ending her own and her children’s lives.
She decides not to start off by telling him about the discussions she’s
been having with her head. Instead, she begins by talking about another
problem she’s been having. She believes she’s been walking in a strange
way, with her body leaning over to one side. She told her family, but
they dismissed her concerns, saying she walks just fine. She believes
they are lying, for some reason deliberately hiding something from her.
She tells the doctor about her walk and he responds, not surprisingly,
by asking her to walk around the surgery. The doctor sees nothing
remarkable about her way of walking and tells her so. She believes the
doctor is in cahoots with her family. The doctor senses the young
woman is troubled, and, this being the early 1960s, he gives her a pre-
scription of phenobarbitone, which she never actually uses. She’s seek-
ing help, but she’s been distrustful of medicine ever since she was
offered, and refused, thalidomide while pregnant with her second child.
The doctor, clearly of the opinion that the young woman is mentally
unwell, then tells her that if she doesn’t stop thinking this way, he’ll
have to send her off to the mental hospital to see a psychiatrist. The
woman experiences this as a veiled threat, becomes more frightened,
and decides – wisely, we might think – to say no more about her difficul-
ties. The doctor hears nothing about her conversations with her head.

The young woman doesn’t kill herself, nor does she kill her children.
Instead, she decides to leave her husband, a task which proves far from
easy as she has few other supports. After leaving her husband, she finds
that, in time, the discussions with her head cease, and she no longer
feels that she’s leaning over to one side when walking.

The above story is one which confronts us with a number of important ques-
tions and many of the issues which we hope to explore in this book. What are
we to make of this woman’s experience? Is she mad? Does she have a mental
illness? Does she need help? What kind of help? We might also ask about her
children. Are they safe? Is she safe? We might also wonder what she herself
makes of her difficulties seeing as she is clearly troubled by them. Some of
these questions are rather academic at this point in time, given that the events
took place in the 1960s, and the woman and her now grown-up children are
safe and well. She no longer has experiences of such intensity, which would

2 Introduction



cause us to have concerns about her, or anybody else’s safety. She has never
received any input from mental health services. However, although these
events happened quite some time in the past, we can still fruitfully consider
the question of what we are to make of this woman’s story. While her story
is, of course, unique in its details, it also has elements which it shares with
other people’s experiences and, as such, the question of what we make of
these stories has ongoing relevance.

First, let’s consider the woman’s relationship with her family doctor. She
feared that if she had told him her whole story, he would have viewed her
as insane, and treated her accordingly, most likely by sending her off to the
‘mental hospital’. In this respect, she is almost certainly correct. Her story
can be construed from a clinical perspective, where we find a vast literature
aimed at investigating, making sense of, and ‘treating’ experiences of this
nature. From this position, which, for our purposes, we are assuming her
doctor would have upheld, her experiences are indeed seen as indicative of a
mental illness. Using medical terminology, we would say she was experiencing
psychosis: hallucinations of a visual and auditory nature along with delu-
sional ideas about her way of walking and her family conspiring to hide
things from her. Both at that time in the 1960s and in the present day, she
would, in all likelihood, receive a diagnosis of schizophrenia were she to share
her experiences with her doctor. Given the apparent risk issues, where her
own and her children’s safety seemed of concern, she would, as she feared,
have been hospitalized and, both then and now, medication would have
been the mainstay of the treatment she received.

However, the clinical perspective, as would have been embodied and
enforced by her doctor, is not the only perspective that could have been
brought to bear on this woman’s experience. She could also have solicited
the opinions of family and friends. She did speak to them about her concerns
about walking to the side, but, as with her doctor, she kept from them the
parts of her experience that she considered most likely to cause them alarm.
She felt ‘shunned’ by her family when she mentioned any of her troubles, and
she suspected that if they knew more of the story they too would have seen
her experiences as indicating that she had something seriously wrong with her
mind. She believed they would have seen her as mad, and most probably
would have wanted her to be hospitalized and treated with medication. She
assumed they would have felt that her experiences lay outside their realm of
expertise and they would have seen medical professionals as the most
appropriate people to address these experiences.

Because of her fears about the ways in which the medical profession and her
family and friends would have construed and responded to the most unusual
aspects of her experiences, the young woman chose to keep these experiences
to herself. In some ways this compounded her distress, making her feel all the
more alone with what was going on and uncertain about what to make of it.
Of course, we might add that by not sharing her story with these significant
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others, the woman thereby excluded herself from any assistance that she
might have been offered by her family or by the medical profession. We
should also recognize that the woman did not, in fact, solicit opinions from
her family about her talking to her head, but rather she surmised what they
were likely to think, based on her knowledge of them and on how they
had responded to her other difficulties. It is possible that she may have been
mistaken in this regard. However, whether or not she was correct in her
assumptions about what others would have thought (and we suspect she was
not mistaken), her story nonetheless illustrates that different perspectives
can be brought to bear on such experiences.

In asking the question of what we are to make of this woman’s story, the
professional, clinical opinion of her doctor and the lay perspectives of family
and friends are, of course, both important. They tell us a lot about how such
experiences are construed from these perspectives and provide us with some
ideas about how we might respond to the person who is having these experi-
ences. It so happened in this situation that there was considerable overlap
between the medical and family perspectives, something which, as we shall
see later in this book (Chapter 4), is not always the case. Further, it is import-
ant to recognize that the perspectives expressed in this story are specific
instances of both clinical and lay understandings of such experiences.
Each of these broad frameworks – the professional and the lay – encompasses
a wide range of ways of making sense of the kind of madness experienced
by this young woman. Later in this book we will explore in more depth the
range and variety of ways of understanding madness that we find in both the
professional literature (Chapter 5) and in research that investigates family
members’ and other lay understandings of psychosis (Chapter 4).

Illuminating though the professional and the lay perspectives are, they
are clearly not exhaustive in terms of the positions from which such experi-
ences can be understood. Another important perspective, often overlooked
in research into schizophrenia and psychosis, is that of the very person who
has the experiences, in this case the young woman. Might it be that she
herself could shed some light on these unusual and distressing experiences?
Perhaps we should consider the advice of the great American psychologist,
George Kelly (1955: 322) who suggested, somewhat ironically, ‘If you don’t
know what’s wrong with a person, ask him: he may tell you’. Kelly is here
pointing out the folly of assuming that only the ‘experts’ can make insightful
observations about clients’ subjective experiences; a folly sadly found still in
much of today’s research literature on mental health difficulties and clinical
approaches to offering help to those who have such experiences.

So, let us return to our young woman’s story, to see if she, with her unique
perspective based on lived experience, is able to help us make some sense of
what might have been going on when she started speaking with her own
head, and developing her plan to kill her children and herself. Looking back
on this time, the woman, now in her sixties, comments:
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My life was in very real danger. My husband was beating me severely more or
less every day when he came home from work. The beatings were so bad that I
believe that if I hadn’t got out of that situation, he really would have killed me. I
felt ashamed about the beatings, as if they were my fault, and I had no-one I
could turn to. Friends and family shunned me and either didn’t notice, or pre-
tended not to notice my bruises from the beatings. I felt stuck in the situation,
and could see no way out. Talking to my head at least provided me with an
outlet for some of my distress, and let me consider my options from different
points of view. Killing myself and my children was preferable to being killed by
him. It took me a while to see that there were other options, and that even if it
would be difficult, I could leave him, as I did, and continue living with my bairns. It
was the 1960s, so there weren’t many supports for battered women at that
time. As for why I thought I was walking to the side . . . Well, that’s a bit of a
strange one, eh?

Here then, we see another way of making sense of the woman’s unusual
experiences. We can see these experiences, or some of them at least, as being
related in important ways to her lived experience. In particular, she suggests
that her madness can be made sense of in the context of her life circum-
stances at the time. Though the comment above was given retrospectively, the
woman was clear that even at the time of her psychotic episode, she saw these
experiences as closely connected to the abusive nature of her marriage, and
her limited options for escaping this. The fact that her experience of talking
to her head as well as her thoughts about killing herself and her children
stopped after she had left her husband, shows that her understanding of the
situation was a useful one which led to a successful resolution of her difficul-
ties. We might ponder what the outcome might have been if she had followed
the path of telling her family doctor, and then being admitted to the mental
hospital. One of the points we wish to make in reference to this story is the
seemingly simple claim that the person who experiences such distressing and
confusing experiences is, just as George Kelly suggested, able to make an
important contribution to how it is that we might understand such experi-
ences. Surely, not a contentious position to take, one might think, although
in fact (as we shall see in Chapter 2) people who experience madness have,
by and large, been excluded from discussions about how to understand the
experience and how to help those troubled by such experiences.

Our story above illustrates many of the themes that we will be exploring
in this book. First, the story serves to illustrate the kind of unusual, even
bizarre, and often distressing experiences that this book focuses on. Having
a discussion with one’s disembodied head about killing one’s own children
is not, we assume, a commonplace experience. Similarly, believing that your
family is conspiring against you to cover up your unconventional way of
walking seems like an unusual belief to have, particularly in the absence of
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any convincing evidence to support it. In the psychiatric literature these
experiences would be referred to as hallucinations and delusions and would
most likely lead to the individual being given a diagnosis of schizophrenia.

Second, the story illustrates the variety of ways in which these experiences
can be understood. The woman herself was troubled by her experience, and
perplexed by aspects of it. However, and this is a crucial point, she did not see
her experiences as lacking meaning. She identified a connection between what
was going on in her life at that time and the seemingly bizarre experiences,
thus rendering them less bizarre to her. There were aspects of her experience
(such as the feeling of walking to the side), that did not make much sense to
her, and we might hypothesize that were she able to discuss these experiences
in some detail with someone else, this might have helped her develop an
understanding of these experiences too. However, although she was aware
that others would construe her experiences differently, she did not feel that she
was able to do this with those around her. She believed that her doctor, as well
as her family and friends, would pathologize her experience, consider her
dangerous and so take what they consider to be appropriate steps to contain
this danger. Of course, the fact that the young woman did not tell others about
her story means we cannot be absolutely sure that those around her would
have seen her experience in this way. Nonetheless, her assumption about how
others would see her experience does illustrate a common way of making
sense of her experience, namely, as signs of a mental illness, or in lay parlance
a ‘mental breakdown’ or ‘madness’. The focus of this book will be on the
various ways we can understand experiences like those in the woman’s story.

We believe that the experience of ‘madness’ is a quintessentially human
experience, found in all human societies, and as far as we know, across all
times. The propensity for the mind to deviate from what is considered ‘nor-
mal’ and acceptable in any given society, and for other members of this
society to construe these deviations as signs of madness seem to us to be
central aspects of what it is to be human. The kinds of deviations from
‘normality’ that we are talking about here are generally those where some of
the fundamental assumptions about the world, or how we perceive the world,
are called into question. This might include, for example, perceiving some-
thing that others cannot perceive (such as a voice), or developing a firmly held
belief that is not shared by others, nor based on what might be considered
sound reasoning (and so might be referred to as a delusion). Experiences such
as these, which can be intense in nature, inevitably generate a range of ques-
tions: questions for the individual concerned, for others around him or her,
and more generally, questions for all of us engaged in and concerned with
the human enterprise. These questions might include, for example, how these
experiences come about, how they can be responded to and how we might
make sense of them. In this book we want to explore some of these questions,
which emerge from a consideration of the experience of madness.

Our main focus here will not be on how it is that madness manifests itself
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in its various forms (such as hallucinations, delusions or thought disorders),
interesting though this is. Rather, our primary concern we will be the various
ways in which we can, and do, make sense of the experience of madness. It is
our contention that madness is, somehow, a fundamental aspect of what it is
to be human, and that the ways in which we identify and explain madness, at
any given time and place, says much about the particular notions of what it
is to be human which are operating, usually tacitly, in a particular culture at
a given time. Similarly, how a given society responds to such experiences
also, we believe, expresses something important about the nature of that
society.

Before we move on to discuss the topic of madness in detail, there are a
few matters we feel require some clarification. To this end, there are three
main issues we will address in the remainder of this chapter: first, we will
discuss in some detail the notion of ‘storytelling’ which, we believe, provides
us with a useful framework for thinking about the various ways in which we
can make sense of madness (indeed, for many aspects of human experience
that we aim to understand). We will then look at the contentious and prob-
lematic issue of terminology in this area. By this we mean specifically the
language used to refer to the experience of madness. This is a topic which
has given rise to considerable, sometimes heated, discussion. Our purpose
here will be primarily to state our own position and to clarify our own use
of this terminology in this book. Finally, we will provide a brief introduction
to the positions and experience of the authors in relation to madness, in both
their personal and professional lives.

Storytelling

Those whom the gods wish to destroy, they first make mad
Euripedes (Greek playwright; 480–406 )

We see from the quote above, usually attributed to Euripedes, that in ancient
Greek society, one of the ways in which madness was construed was for it
to be understood as resulting from the machinations of the Gods, and their
endeavours to drive some poor soul mad. Further, we might see this explan-
ation of madness as expressing at least something of how, at the time, humans
were viewed, suggesting the fragile nature of the human psyche in relation to
the sometimes pernicious influences of the Gods. The point we wish to stress
here is, simply, that the ancient Greeks had their own particular ways of
making sense of madness: ways of thinking about the experience that helped
them understand and relate to it within the context of their culture. Now, this
particular way of viewing madness may seem somewhat alien to us in modern
Western culture, where our views of humans as well as our notions of the
Gods are quite different to those of the ancient Greeks. But this example
does serve the purpose of drawing our attention to some of the variation that
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exists in how madness is understood at different times, in different places and
by different individuals within the same place and time. This is one of the
central points that we will be making in this book: that wherever we look, we
find a multiplicity of ways of making sense of madness. We will explore this
multiplicity of understandings throughout the book, but, before doing so, it
will be helpful to consider a general framework that will help us to navigate
our way through the myriad understandings we will encounter. To this end
we find the notion of ‘storying’ or ‘storytelling’ a fitting framework that can
assist us in acknowledging and evaluating this diversity of understandings.

We live in stories the way fish live in water, breathing them in and out,
buoyed up by them, taking from them our sustenance, but rarely con-
scious of this element in which we exist.

(Taylor 1996: 5–6)

The way in which we are using ‘story’ here is related to but not identical to
its common everyday usage. In the quote above, Taylor gives us a powerful
metaphor which portrays stories as things which sustain us, while remaining
largely invisible to us, in the same way that water is, we presume, invisible
yet essential to fish. That is, stories here are viewed as the largely invisible,
yet essential, foundations which shape or determine how we understand
the world about us. As part of our exploration of madness, we think the
metaphor of ‘storytelling’ is a helpful overarching framework that allows
us to consider the various explanations for madness that will be discussed
throughout this book.

The role of stories in shaping how we view ourselves and how we see and
navigate the world around us is conveyed nicely by Taylor’s quote. Now, of
course, what Taylor gives us is just a metaphor, but it is nonetheless a power-
ful one, which draws our attention to and invites us to consider how it is that
stories function in our lives and in our ways of making sense of the world.
This invitation to consider the role of stories is one we would like to accept
in this book, and to extend by looking at the ways in which we make sense
of, or ‘story’, one particular aspect of what it is to be human: the experience
of madness. Throughout remaining chapters of this book, we could say that
we will be looking at the various ways in which the experience of madness
has been ‘storied’ (or made sense of) by various contributors to discussions
about this topic. Our hope is that we can shed some light upon this, thereby
enhancing our understandings of the sometimes painful, sometimes bizarre,
and often confusing experience of madness.

It is important to note that ‘storytelling’, as we are using it here, is not
intended to imply a form of fiction. We are using it in a much broader sense
to cover the ways in which we choose to make sense of a particular aspect
of the world: how it is that we ‘story’ aspects of the world, by putting them
within a narrative framework that renders our experiences meaningful. Thus,
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whereas the ancient Greeks seemed to see madness as manifesting the whims
of the Gods, others (such as the young woman in our story above) might be
more inclined to locate madness within a perspective which sees it as being
related to one’s immediate personal life experiences and circumstances. Yet
others might construe madness as being the product of, say, faulty brain
chemistry. Indeed, these are all positions from which madness has been
viewed. Within the storytelling framework, we might say these are all differ-
ent ways of ‘storying’ the experience of madness. This ‘storytelling’ notion
therefore is a kind of ‘meta-framework’ which encompasses a wide array of
ways of making sense of madness and views each as one of many possible
ways of making sense of experience. Those who believe that one of the stories
(invariably their own, of course) is the ultimate ‘truth’ or ‘reality’ of the
matter, may struggle with this way of thinking. Our invitation at this point
is to put any reservations aside for a moment, and see where our notion of
multiple stories takes us in our endeavour to understand madness.

So, from this perspective, ways of storying the experience of madness
would include scientific attempts at making sense of the experience, as well
as, at the other end of the continuum, unique personal narratives based on
lived experience. While we will explore these, and other, ways of storying
madness, it is not our intention here to claim that all stories are equal.
On the contrary. The point we wish to make is that all stories (or all ways
of making sense of a particular set of experiences) are different, and that
they differ along a number of dimensions. For example, some stories, such
as scientific stories, may have a stronger ‘evidence base’, whereas others
may have more personal meaning and relevance for an individual, despite
a lack of ‘scientific evidence’. Different cultures will develop different ways
of making sense of madness, and within any one culture, there may be com-
peting explanations from different groups or individuals within that culture.
Explanations will also differ in the implications they have and they may
have quite different implications for different parties. Some explanations
may be more attractive to the individuals who experience madness, while
being less appealing to the individual’s family, or more broadly to members
of the subculture to which the individual belongs. Some ways of storying
madness may serve the interests of particular groups by, for example, indi-
cating that they are the experts on providing professional assistance to
those who are troubled by madness. The storytelling framework then is, we
believe, helpful in drawing our attention to some of the implications which
emerge from the various ways of making sense of madness and it is, there-
fore, a useful framework which fits well with our intention here to look at
ways of making sense of the experience of madness. In considering the
different explanations of madness that we encounter, we think it is helpful
to keep in mind a range of questions. In addition to the usual questions
such as ‘Does this make sense?’ and ‘Does it correspond to any evidence?’ it
is also, we believe, crucial to consider other questions such as ‘Is it helpful?
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And if so, to whom?’, and, more generally, ‘Who’s interests are best served by
this particular explanation?’

Now, of course, this notion of storytelling as a way of conceptualizing
how we make sense of and relate to experience is not an invention of ours,
but is something we are borrowing from a much broader intellectual trad-
ition, which, like so many great ideas, has its roots in philosophic thinking,
and which has come to have some impact on the sciences, particularly the
social sciences. Some have argued that the storytelling framework is part of
a major ‘paradigm shift’ within social science, which brings with it quite
different assumptions about how we think about such fundamental matters
as what it is to be human and how we should conduct scientific investigations
in this area (for example, see Harré 1998; Rabinow and Sullivan 1987). This
new approach to the understanding and study of human beings has been
referred to as, among other things, ‘the interpretative turn’ (Rabinow and
Sullivan 1987), ‘discursive investigations’ (Harré 1994), ‘social constructiv-
ism’ (Gergen 1977), ‘deconstructionism’ (White 1991) and ‘folk psychology’
(Bruner 1990). The common thread to approaches subsumed by these terms
is that meaning-making is a central feature of what it is to be human, and
that meaning is something that we individually and collectively actively
construct in our engagement with the world.

Historically, we can trace the roots of this perspective to the interest in
rhetoric found in the classical writings of the likes of Aristotle and Cicero
and their interest in how it is that meaning is conveyed through persuasive
argument (Sloane 2001). While rhetoric went somewhat out of fashion with
the birth of the scientific era, there was something of a resurgence of interest
in the role of meaning-making in the twentieth century. This resurgence of
interest in meaning-making has been attributed, at least partly, to the ‘lin-
guistic philosophy’ movement, especially the works of the influential Austrian
philosopher, Ludwig Wittgenstein. Wittgenstein was particularly interested in
the way in which language constructs and conveys meaning and his views on
the relationship between language and meaning have had a significant impact
on science in general, and the social sciences in particular (Wittgenstein 1922,
1953). This emphasis on the importance of meaning-making, and the role
that language has within this, has extended beyond philosophy and has
spawned considerable amounts of research in the social sciences.

As already noted, one of the basic principles of the storytelling approach
is the notion that we human beings are, first and foremost, meaning-makers,
actively involved in interpreting the world around us, rather than being pas-
sively subject to and influenced by our experience. One of the fundamental
ways in which we make meaning, and convey this meaning to others, is
through weaving a narrative (or a ‘story’) which renders our experiences
meaningful. So, in this context then, a ‘story’ is a way of making sense of
experience in a narrative framework, which reflects our active, constructive
engagement with the world. One assumption of the storytelling approach is
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that the stories we construct are not merely descriptive of experiences, but
are seen as constitutive. That is, stories do not merely describe an independent
objective reality. Stories are seen as constituting the very fabric which makes
life meaningful. In this vein, the late Australian therapist and writer Michael
White (1991) commented:

The narrative metaphor proposes that persons live their lives by stories,
and that these stories are shaping of life, and that they have real, not
imagined, effects.

(White 1991: 28)

Within psychology, meaning-making and storytelling are most readily sub-
sumed within what are referred to as ‘constructivist’ approaches. It is in
the work of American psychologist George Kelly (1955) that we can trace
the first comprehensive expression of the constructivist framework within
psychology, although the focus on meaning does, of course, have a longer
tradition within psychology, being found to varying degrees in the works of
some of the founding fathers of psychology such as Wundt (1897), James
(1890) and Freud (1904). George Kelly argued that it is through the applica-
tion of our own ‘personal construct’ system that we navigate reality. Kelly’s
position has been developed by Mair (1977, 1988) and Bruner (1990), who
have proposed that a natural elaboration of Kelly’s constructivist framework
and a fruitful model for investigating how meaning is constructed is that of
‘storytelling’. This approach has proven particularly fertile within the area of
clinical psychology, where a therapeutic model, narrative therapy, based on
this premise has been developed (Mair 1988; White and Epston 1990). It is
important to note that this storytelling approach, and the constructivist
framework from which it derives, is more than simply a way of looking at
how experience is made meaningful. There is a well-established constructivist
literature which discusses broader philosophical implications of constructiv-
ism, such as ontological (relating to ‘being’) and epistemological (relating to
knowledge) matters (Bakhtin 1986; Mancuso 1996; Rorty 1980). While this
is a complex literature, outlining the constructivist view of what it is to be
human, this complexity is captured nicely by Gilbert (2002), who contrasts
this perspective with that of conventional quantitative scientific approaches
when she says that as humans ‘we live in stories, not statistics’.

Interesting implications which emerge from the storytelling epistemology
include the notions that the boundary between ‘fact’ and ‘fiction’ is blurred,
and the idea of there being a single ‘truth’ is called into question. Instead,
we are faced with an epistemology (or theory of knowledge) which allows
for, even encourages, multiple stories, and a multiplicity of ‘truths’, each
reflecting one particular way of storying the experience being considered.
Claims to have access to an undisputed or objective ‘truth’ are viewed with
some suspicion. Roberts (1999a: 5) suggests that ‘it may be only the deluded
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and the fundamentalist who know the truth’. From this position, claims to
some form of objectivity are viewed with considerable scepticism and seen
primarily as a rhetorical device, aimed at persuading others of the superiority
of one interpretation over all others. We can see that this perspective is con-
gruent with the critical position of the French philosopher Michel Foucault,
who used historical analyses of social phenomena to show that knowledge,
power and social practice are closely interrelated. Foucault (1980) argued
that those with power in society will use this power to legitimize their own
knowledge claims, while endeavouring to disqualify, or discredit, competing
knowledges (or ‘discourses’). For Foucault there is no knowledge or truth
outside of networks of power relations.

The extension of the interest in meaning-making and storytelling from
the confines of philosophy to the world of empirical investigations has
brought with it the need for the development of methods of doing research
that are congruent with this approach. While conventional science has trad-
itionally used statistical methods as the basis of scientific investigations,
many (for example, Geertz 1983; Heron 1981; Shotter 1993) argue that quan-
titative methods are ill suited to the study of meaning-making, and other
related topics such as interpretation and culture: issues which are of central
concern to this new breed of social scientists. Incorporating these philo-
sophical notions within science required the development of new ways of
conducting research: ‘qualitative methods’ which are more suited to the study
of meaning and meaning-making (Denzin and Lincoln 2000). A detailed
exposition of the various qualitative methods is beyond the scope of this
book. However, it is possible to identify some general characteristics of quali-
tative research, in terms of strategies and aims, which are common to the
different qualitative methods. Morse (1992) suggests that among the common
characteristics of qualitative research is a focus on the participants’ subjective
understanding of experience. Qualitative methods commonly aim to provide
a framework for developing a deeper understanding of the experience being
studied and to do so from the perspective of participants. The central feature
of qualitative methods is that they place emphasis on meaning over meas-
urement. A substantial portion of this book (Chapter 3) will focus on one
particular qualitative study, carried out by the authors, investigating the
subjective experience of madness as expressed by clients diagnosed as being
‘psychotic’ or ‘schizophrenic’.

Terminology

This brings us now to the important but rather difficult matter of termin-
ology. The particular aspect of human experience that we are concerned with
in this book is what might be variously referred to as ‘madness’, ‘schizo-
phrenia’, ‘psychosis’ or more generally perhaps as a ‘nervous breakdown’.
This book is an exploration into the stories we tell when the mind (or, some
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might argue, the brain) goes astray, when the person starts to have unusual
perceptions, ideas or experiences which tend to be neither shared nor
endorsed by others and which may result in out of character behaviour. We
have already noted that these experiences might include phenomena such as
hearing things (for example, voices) that others cannot hear, or holding
beliefs that just do not seem to make much sense to others and which appear
not to be based on sound evidence or reasoning. One of the common threads
to these experiences is that they seem to conflict with our more general stories
of how reality is, or perhaps ought to be, experienced. In our own explor-
ations of madness in this book, we ourselves will, of course, inevitably be
weaving our own narrative about how we might construe such experiences.
Our own position will be stated explicitly in Chapter 6, though we suspect
it will be implicit in different ways throughout the book.

We have, perhaps somewhat confusingly, already used a number of differ-
ent terms – madness, psychosis, schizophrenia – to refer to the subject matter
of this book. So, before we manage to make things even more confusing, it
will be helpful at this point to try to clarify these terms and, in particular,
how we will be using them in this book. One of the issues which we face in
considering terminology is that currently there is no term that is ‘neutral’,
simply descriptive of the experience and quite free of any theoretical assump-
tions and connotations. Indeed, perhaps it is impossible for there ever to
be such a neutral term, as whatever language we use will, in however subtle
a manner, betray something of our position, or way of thinking about these
unusual experiences. Each term brings with it its own baggage and has its
own connotations that take it beyond the merely descriptive. The three terms
that we will consider here are ‘schizophrenia’, ‘psychosis’ and ‘madness’.

We will begin this discussion with a consideration of terms used in the
professional clinical framework. We do this not because we want to suggest
that this framework is the only or even the most appropriate way of making
sense of these experiences, but because as clinical psychologists working clin-
ically and researching in the area of mental health, it is this terminology with
which we are most familiar. Also, it would be fair to say that it is in this
domain that the terminology has been most thoroughly developed and most
clearly articulated and defined, with the twin concepts of ‘schizophrenia’ and
‘psychosis’ both being firmly rooted in the medical tradition. As such, these
terms carry with them clear medical overtones, suggesting as they do that
the experiences they refer to are appropriately seen as ‘symptoms’ of a ‘men-
tal illness’, a perspective that, as we shall see, not everyone endorses. While
there are a range of terms used within the clinical framework (others include,
for example, schizoaffective disorder, bipolar disorder and schizophreniform
disorder) each with subtle, but important differences, here our focus is on
the two terms most closely related to our main concerns: schizophrenia and
psychosis. They are the two terms most commonly used in clinical practice
and in the research in this area.
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Schizophrenia is the more clearly defined term, having been coined approxi-
mately 100 years ago by the Swiss psychiatrist Eugene Bleuler (1911), being a
development which eventually replaced the earlier notion of ‘dementia prae-
cox’ proposed by nineteenth-century German psychiatrist Emil Kraepelin
(1919). Despite the fact that there have been continual modifications to
the definition of schizophrenia, and an even wider variety of developments
in attempts to explain and treat schizophrenia, the basic notion of schizo-
phrenia has remained largely intact, though certainly not unchallenged,
since the times of Kraepelin and Bleuler.

The current operational definition of schizophrenia which is most com-
monly used in clinical settings and in research is to be found in the
American Psychiatric Association’s (APA) Diagnostic and Statistical Manual
of Mental Disorders, DSM IV-R (APA 2000). This manual uses what has
been referred to as a ‘Chinese menu’ approach to diagnosis, where a specified
number of symptoms from a set list are required for a diagnosis to be
made (Bentall 2003: 60). In the DSM IV-R, schizophrenia is defined as
the presence of any two from a list of five ‘characteristic symptoms’: delu-
sions, hallucinations, disorganized speech, grossly disorganized or catatonic
behaviour, and negative symptoms (such as affective flattening, or avolition).
Only one of these five symptoms is required if the delusions are considered
‘bizarre’ or if the hallucinations are of a particular type (that is, voices pro-
viding a running commentary on the person’s behaviour or voices conver-
sing with one another). In addition, importance is given to the duration of
the symptoms and any loss of function; some disturbance must be apparent
for six months (including at least one month duration of the symptoms
listed above) before a diagnosis can be made. The diagnostic manual also
lists a range of subtypes of schizophrenia, such as paranoid, disorganized
and simple.

The term ‘psychosis’ has generally been less clearly defined than schizo-
phrenia. Like schizophrenia, how the term has been used has varied over
time. In the 1970s, ‘psychosis’ meant ‘out of touch with reality’ or ‘un-
understandable’, and was used in contrast with ‘neurosis’, which implied
understandable, and recognized by the individual as a problem. This psych-
osis–neurosis distinction was once the bedrock of the diagnostic framework
but has since been removed from the diagnostic manual (Bentall 2003: 38).
Nowadays the DSM IV-R uses the term ‘psychosis’ to refer to a range of
symptoms which vary across diagnostic categories. Somewhat oddly, and
rather confusingly, the term has slightly different meanings depending on
which particular diagnosis it is being used with. For example, in schizo-
phrenia (and other closely related diagnoses), ‘psychosis’ refers to hallucin-
ations, disorganized speech or behaviour, whereas in delusional disorder,
‘psychosis’ is (tautologically) equivalent to ‘delusional’. Not surprisingly,
given its lack of a clear operational definition, the term psychosis is much less
commonly used in research than are diagnostic terms such as ‘schizophrenia’.
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Despite (or perhaps because) of the relative looseness with which the term
psychosis has been used, it does seem to have found favour among certain
clinicians and researchers, many of whom are critical of the diagnostic
approach favoured by the American Psychiatric Association. For example, an
influential report by the British Psychological Society (2000) recommends the
use of the term psychosis, rather than schizophrenia, arguing that psychosis
can be used to cover a whole range of unusual perceptions and beliefs and
that it is a less pejorative and stigmatizing term than schizophrenia. Further,
a significant development in clinical services, particularly in the developed
world, is for the term psychosis to be preferred over schizophrenia, particu-
larly when people are presenting for the first time to mental health services.
Since the late 1990s there has been a proliferation of the establishment of
‘early psychosis’ services in many different parts of the world, including
New Zealand, Australia, Scandinavia and the UK.

A recent development in the use of language in this area is a campaign to
abolish the label ‘schizophrenia’ which has been gathering some momentum
in the UK and elsewhere (www.asylumonline.net). Supporters of this cam-
paign argue that the concept of schizophrenia is unscientific, lacking suf-
ficient reliability or validity to be a helpful scientific concept (Bentall 2003;
Boyle 1990) and, further, that the term is stigmatizing and as such damaging
to those to whom it is applied and that therefore, it should be abolished. Some
family-based organizations have already dropped the term. For example, the
Schizophrenia Fellowship in England now calls itself ‘Rethink’.

In contrast to these medically oriented terms, we have the lay notion of
‘madness’. This term, like most lay language, has been much less clearly
defined and operationalized. The American Heritage Dictionary of the English
Language (2006) defines madness as ‘The quality or condition of being
insane’. The Oxford English Dictionary adds to this the notion of having a
‘disordered or dysfunctional mind’. The quality of losing one’s sanity or
one’s mind is a common thread that runs through the various dictionary
definitions of madness. While the term ‘madness’ has, like schizophrenia, also
often been used in a pejorative, stigmatizing way, recent years have witnessed
attempts to ‘reclaim madness’ from within the psychiatric consumers’ move-
ment, in the same way that gays and lesbians have reclaimed ‘queer’. This has
seen those who have personal experience of ‘madness’ and who may have
been diagnosed as having, for example, schizophrenia or psychosis, adopt the
term ‘madness’ in their personal accounts of the experience (for example,
Russo 2001). This term has also been adopted by groups such as the inter-
national Mad Pride movement (www.mindfreedom.org), where the term is
used as a way of reappropriating the experience through the use of a lay term
rather than a medical term. British service users Dillon and May (2002) argue
that traditional clinical language is used to ‘colonize’ people’s subjective
experience. They propose that the use of lay terms, such as madness, can help
overcome this by acknowledging and valuing the client’s perspective. Some,
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no doubt, continue to use the term ‘madness’ as derogatory and many cer-
tainly use the term as a put down.

Our position is that these terms – schizophrenia, psychosis and madness –
refer essentially to the same kinds of experiences, but that they do so from
different positions. Or, we could say, they ‘story’ the experience differently.
The first two terms locate these experiences within a clinical, predominantly
psychiatric, framework which brings with it the assumption that expertise on
these experiences lies with clinicians. When we use the term ‘madness’ to refer
to the same sets of experiences, this gives less emphasis to the clinical perspec-
tive as it locates the experience more within the realm of ordinary everyday
language, and thus, ordinary (or extra-ordinary) everyday human experience,
so making it a topic that all of us, including those who have such experiences,
are able to contribute to meaningfully. By using the term ‘madness’ the
experience is wrested from the grip of a select few experts on ‘schizophrenia’
and ‘psychosis’, and portrayed not as a medical condition with an obscure
Greek or Latin derived title, but rather as an aspect of the human condition,
about which we all can have our say.

In this book, our preference is for the use of the term ‘madness’, reflecting
our sympathy for the arguments outlined above. Our intention is to give
greater emphasis to subjective experience and to the endeavours of a wide
range of people, including, but not limited to, clinicians and scientists in this
area, to make sense of these experiences. However, we will at times be obliged
to use the clinical terms, when, for example, referring to research carried out
by others who have used these clinical terms in their reports. It is not our
intention to devalue the clinical perspective. As clinicians and researchers
ourselves we obviously have some knowledge of, attachment to, and indeed
respect for the clinical perspective. Despite this, we believe that clinical terms
can unnecessarily and unhelpfully limit participation in discussions about
experiences such as madness, which, we want to argue, are, first and foremost,
aspects of the human condition about which we all have a vested interest,
and which none of us, least of all those directly affected by these experiences,
should be alienated from.

Whatever terms we may use, and whatever reservations and criticisms
may be levied at those terms, it is important that we do not lose sight of
the fact that ‘madness’ is a significant and often highly distressing experience
for the individual and for his or her family and loved ones. We certainly
do not want to downplay this aspect of madness, but we do want to stress
that the medical perspective does not have a monopoly on acknowledging
the suffering that commonly (although not universally) accompanies mad-
ness. In fact, we might argue that any language which functions to alienate
the person from the experience, or to ‘colonize’ this experience, is only
likely to compound whatever suffering the experience itself entails for the
individual.

This book then is an attempt to look at how we can go about making sense
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of madness, whether we choose to refer to this experience as ‘schizophrenia’,
‘psychosis’ or ‘madness’, terms which we take to be largely synonymous.
Our exploration of these topics will include a substantial discussion of the
subjective experience of madness, as expressed by those who have first-hand
lived experience and who have been generous enough to share this experience
and their personal understandings of it with us.

Where are we coming from?

Given that this book is an exploration of the various ways in which we can
make sense of madness, and that our starting point is that madness can be
viewed differently from different positions, none of which can have a genuine
claim to objectivity, we feel that it is appropriate that we declare relevant
aspects of our personal and professional backgrounds, so allowing readers
to recognize the contribution these may make to our analyses of the various
topics explored in this text. We do this not because we believe there is any-
thing especially unique either about us, or about the topic of madness. We
believe that it is disingenuous to approach the study of any aspect of what it
is to be human without recognizing that those who conduct such research are
themselves part of the human enterprise and aspects of their personal experi-
ence will inevitably influence the positions and approaches they adopt in
addressing the particular aspect of the human world under investigation. To
this end, we now provide a brief summary of our own experience, in order
to make more transparent the positions we adopt, which influence how we
construe and relate to the experience of madness.

Jim Geekie

Jim grew up in a working-class Scottish home, as part of a tight-knit and
generally loving extended family. His first exposure to the world of madness
came as a young child when his mother had a ‘breakdown’. Jim’s mother’s
story is in fact the story we used to begin this chapter. This story is, of course,
shared with permission of Jim’s mother, who requested the story be given
in the third person. As the younger child in this story, aged only 2 at the time,
he has no personal recollection of the events related above, though this is
not to claim that they had no impact on him.

In terms of personal experiences that might be construed as ‘psychotic’,
Jim has had the very occasional experience of hearing a hallucinatory voice,
an experience which he finds neither distressing nor confusing, although the
first such experience did come as something of a surprise. In his professional
life, Jim spent a few years living and teaching in East Africa, before returning
to the UK, where he completed his training as a clinical psychologist in 1992.
He has a long-standing interest in psychosis, and has worked in the area of
first episode psychosis (FEP) since 1996. He has a particular interest in
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how the individual who experiences psychosis makes sense of this experience
him or herself.

Jim’s interest in madness is part clinical (how can we best help those who
are troubled by these experiences?) and part philosophical (what does it tell
us about the nature of the human mind that it can have experiences of this
sort?). His personal position is that there is no one thing that ‘is’ madness
(or schizophrenia, or psychosis) and that the complexity of the experiences
which come under these terms means that no one approach, be it philo-
sophical, biological, psychological, sociological or whatever, can possibly
fully explain these experiences. He believes that understanding the experience
of madness, and responding to those troubled by such experiences, requires
a flexible approach, informed by multiple perspectives and a recognition that
whatever understandings we bring should be seen as tentative in nature and
be evaluated, ultimately, by the extent to which they help us successfully
navigate a given situation (such as, in the clinical domain, helping an indi-
vidual lessen the distress associated with an experience). Any attempts to
reduce madness to a simple explanation with a simple remedy diminishes
not only the experience of madness, but, by extension, the richness of what
it is to be human, and so to be prone to such experiences.

John Read

John suspects that for everyone who spends a significant part of their life
experiencing or responding to madness, there is a life history, often intergen-
erational, that partially explains this. His paternal grandfather was a London
cobbler who expected his two sons to call him ‘sir’ and refused to answer their
questions about why he had only one leg. His maternal grandfather grew up
in a Birmingham orphanage and threatened to sentence his little girl to the
same fate whenever she was naughty. His maternal grandmother was pleased
to marry this man, any man, to escape the sexual abuse she was experiencing
from her father. She did not have to spend too much time with her husband
because she sewed seventy hours a week in a Birmingham sweat shop. One of
the two sons of the one-legged London cobbler met this little girl years later,
just after being demobbed from the Royal Air Force at the end of the Second
World War. He had joined up when life expectancy for a fighter pilot was
just seven weeks. He flew for four years, repeatedly getting very close to fellow
pilots only to see them blown out of the sky. When John was 22 his Dad told
him this story for the first time, to explain why he had never been able to feel
closeness or show feelings since then. John’s Mum added, ‘I never knew that’.

John had grown up in a safe but, like many at that time and place, emo-
tionally restricted home. ‘Anger is what causes wars’, his Dad had helpfully
explained to him. He had been happy enough and just loved his soccer.
(He would have played for England but his parents moved the family from
London to Hereford when he was 9 and the scouts never visited this sleepy
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rural outpost.) His parents were thrilled when, at the age of 11, John won the
only scholarship to a local posh school. Within two years John came bottom
of his class. He now proudly shows off a report card stating ‘This year John
has tried very hard to be good and once he almost succeeded’, without men-
tioning that part of the reason is that he had spent several sessions on the
lap of the headmaster with the old man’s hands down his trousers.

No wonder he chose psychology at university. However, he found it very
dry until he discovered Ronnie Laing (Laing 1960, 1967; Laing and Esteron
1970). He knew then where he was headed. His first job was in a psychiatric
hospital in New York. At the time he thought he just wanted to help people
but now he understands that he was there partly because he found it reassur-
ing that there were people in the world even more screwed up than he was.
When the psychiatrists praised him for being able to make contact with even
the most psychotic patients, he was so paranoid he thought they were mock-
ing him. John found that Laing was right; even the weirdest thoughts and
behaviours often make sense when you know the person’s life story. The only
experience of madness that John is willing to share publicly occurred when
his best friend visited him the day after he had been killed in a car crash.

After training as a clinical psychologist and many years working as such,
and as a manager of mental health services, in the USA, the UK and New
Zealand, John accepted a position in the Psychology Department of the
University of Auckland in 1994. His research into the social causes of mad-
ness seems to confirm what his clients had always told him. His understand-
ing of loss and trauma has been deepened by being a lifelong supporter of
Tottenham Hotspurs football club.

Concluding comments

The central argument of this book will be that those who have first-hand
lived experience of madness are able to comment on this experience in unique
ways and that they can make an important contribution to our understand-
ings of these experiences. In Chapter 2, we will discuss why we believe that
subjective experience is so important in this area, and consider some of the
implications of this having been so neglected in research into madness, then
go on to suggest how this may be redressed. In Chapter 3, our focus will again
be on the subjective experience of psychosis, but with greater attention to
research in the area. A substantial portion of this chapter will be devoted
to Jim’s research looking at the subjective experience of madness. This
chapter will also include a discussion of first-person accounts as well as other
research into the subjective experience of madness. In the subsequent two
chapters, we will extend our discussion beyond subjective understandings
of madness, and look at how others have made sense of madness. Chapter 4
will examine lay understandings of madness, looking at research that investi-
gates how members of the general public as well as family members of those
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who have experienced madness understand these experiences. Following this,
in Chapter 5, we will look at scientific and clinical ways of making sense of
madness. These three chapters will show us that there is a dizzying array of
understandings of madness, from the subjective, lay and scientific/clinical
perspectives. In Chapter 6, we will outline our response to the various under-
standings of madness that one encounters in this field. We will propose a
novel way of thinking about the disagreements regarding what madness is,
by suggesting that disagreeing about what madness really is, is integral and
essential to the very meaning of madness. In our final chapter, we will explore
some of the implications – for theory, research and clinical practice – which
emerge from this position, which we are advocating is one way of making
sense of madness.
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The subjective experience
of madness

One of the central points we want to make in this book is that consideration
of the subjective experience of madness has much to contribute to our under-
standings of madness. Indeed, we would go further than this: our position is
that any understanding of madness which overlooks subjective experience
will inevitably provide an incomplete and, ultimately, inadequate conceptual-
ization of the experience. This is, we believe, true of much human experience,
but particularly true of madness given that it is the individual’s subjective
experience (such as hearing a voice, or having a ‘delusional’ belief ) that is
at the heart of how we define madness when we use terms such as psychosis
and schizophrenia. To try to understand madness without recognizing,
acknowledging and incorporating the subjective aspects of the experience into
our understandings is an impossible task, doomed to failure.

Despite this, it seems to us that much of the scientific literature and
research in this area has tried to develop theories of madness that pay little
heed to subjective experience. The voice of lived experience has been all but
extinguished, and, as a consequence, the theories we encounter are deprived
of the human aspects, and the humanity, of the experience, managing to
make those who have such experiences sound barely human, as if they were
part of ‘a logically distinct species’ (Bannister 1968). We should keep in mind
that theories of madness are not mere academic theories, with little impact on
practical matters. On the contrary, how we understand madness informs and
shapes the kinds of clinical approaches offered to those who may find their
experiences troubling. Understandings of madness also influence how lay
people respond to these experiences (see Chapter 4). If, as we contend, these
understandings are impoverished or inaccurate as a result of neglecting the
subjective experience, then we should expect that our clinical approaches will
be similarly impoverished and less helpful than they could be.

Another consequence of the exclusion of subjective experience is that those
who have first-hand acquaintance with the experience are deemed unable to
contribute to our understandings of such experiences. They are effectively
silenced, excluded from discussions about what the experience is, about what
the experience means and about how to offer help to those who find the
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experiences troubling. This seems patently bizarre to us: as if only those who
had never tasted chocolate were really able to explain what it was like, or as if
being, say, a Scot, excluded one from the discussion of what it means to be
Scottish. Surely, such a scenario would seem absurd, unhelpful and unaccept-
able in almost any other domain of human existence and experience. Yet, this
is exactly the scenario we find in the all too human experience of madness:
those who are most intimately acquainted with the experience have been
sidelined in our efforts to understand and work with the experience, although
there are signs that this might be changing, as consumers of mental health
services come to have greater input into how such services are organized and
delivered (Deegan 1996; O’Hagan 2001).

In this chapter we will put forward our case explaining why we believe
subjective experience is crucially important, despite having been largely neg-
lected. We want to challenge the notion that madness can be made sense of by
bypassing the subjective aspects of the experience. To do this we will show,
first, that this is indeed a neglected area of study, before going on to look at the
research that has been done in this area, the findings of which clearly demon-
strate the importance of such research. In subsequent chapters, we will look
in more detail at other aspects of the subjective experience of psychosis.

To begin this discussion it is worth briefly considering how it might have
come to pass that subjective experience came to be excluded from scientific
investigations into human experiences such as madness. From its origins the
scientific method has valued investigations which emphasize objective obser-
vation and measurement over subjective experience. So long as the focus of
scientific investigations is inanimate objects and matter, one might have few
objections to this approach, given that, we assume, inanimate aspects of the
material world, such as sub-atomic particles, gravitational forces, and elec-
trical currents have no subjective experience of their own being. However, in
the nineteenth century, these same scientific methods, which were proving
so successful in the study of the material world, were adopted by health
researchers and social scientists, whose focus was not on inanimate objects
bereft of subjectivity, but was, rather, on a quite different animal, character-
ized, one might argue, by its capacity for reflecting on its own experience: the
human being.

The person most commonly identified as responsible for importing this
perspective from the natural sciences into the social sciences is the nineteenth-
century French thinker, Auguste Comte. Comte developed his influential
philosophical doctrine of ‘positivism’, at the core of which are two principles,
namely, that general ‘facts’ about human beings can be developed and that
these facts must be based on scientific (or ‘objective’) observations. This pos-
ition tended to downplay, or even exclude completely, the role of subjective
experience as part of the scientific enterprise. As noted in Chapter 1, the
twentieth century witnessed challenges to the ‘positivist’ perspective, particu-
larly from those who embraced the notions that meaning and interpretation
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are central to the study of human beings, within what has been called the
‘interpretive turn’ within the social sciences (Rabinow and Sullivan 1987).
While it is not our intention to discuss these theoretical issues in detail here,
we mention it now to acknowledge the broader context within which the ques-
tion of the significance or otherwise of subjective experience is located. Our
position, which we hope is clear by now, is that if we truly want to understand
such a complex human experience as schizophrenia, we need to embrace both
conventional ‘objective’ scientific research and research which is sensitive to
subjective aspects of the experience, such as what it means to the individual
concerned.

The status of research into the subjective
experience of madness

So, let us now look at the position of research into subjective experience
in the area of schizophrenia. We have already argued that this occupies a
marginalized role, with there being relatively very few investigations into sub-
jective experience. We now want to substantiate this claim, one which we are
not the first to make. In a review of research in this area, Lally (1989) pointed
out that within mental health there is a general lack of research into patients’
perspectives. More specifically, in the area of psychotic experiences this lack
of research is even more pronounced. Molvaer et al. (1992: 210) examined the
research in this area and concluded that ‘research dealing with patients’ own
attributions for their illness has been virtually non-existent’, a conclusion
very similar to the one reached more recently by Drayton et al. (1998: 270),
who complain: ‘There is a paucity of research concerned with the individual’s
psychological adaptation to psychosis.’

This neglect of research into clients’ understandings of and relationships
with their experience is somewhat curious, when we remind ourselves that in
the area of mental health diagnoses depend almost entirely on the clients’ own
description of their experience (as opposed to being derived from diagnostic
biochemical tests such as are used in other areas of medicine: see Newnes,
(2002) for a discussion of this matter). It seems almost as if the client can be
(indeed must be) relied upon to provide a history and description of his or her
experience, on which the diagnosis will rest, but, once the client has provided
this information, he or she is then viewed as having little to contribute
towards understandings of these experiences. The paradox here is that while
diagnosis depends upon seeing the client as a valuable, indeed necessary con-
tributor to the process, once the client has been diagnosed with a psychotic
illness, this ipso facto seems to render him or her unable to contribute to the
discussion regarding what this condition means.

Though there is a general lack of research in this area, a few notable and
influential writers have made a strong case that this is an important clinical
and research consideration that ought not to be overlooked. In his classical
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text Jaspers (1963) dedicated an entire chapter to the patient’s attitude to
illness and made some effort towards developing a classification of the indi-
vidual’s ways of understanding and responding to psychotic experiences.
Jaspers (1963: 417, original italics) argued that ‘Much can be learned from
patients’ own interpretations, when they are trying to understand themselves.’

Another early text which drew attention to the importance of clients’
understandings was by Mayer-Gross (1920, quoted in Dittman and Schuttler
1990). Mayer-Gross considers the opinions of people diagnosed with schizo-
phrenia and suggests a classification for how the individual responds to their
experience. Mayer-Gross (1920) proposes five ways in which the client may
respond to the experience: ‘despair’, ‘renewal of life’ (seeing the experience as
offering this), ‘shutting out’ (as if nothing happened), ‘conversion’ (where the
psychosis is viewed as a revelation) and ‘integration’ (of the experience into
the notion of self). These terms have not been adopted within clinical practice
or research. More recently, in other important psychiatric texts, Sims (1988,
1994) argues that a full and proper assessment of the client’s difficulties must
involve a detailed phenomenological exploration of the client’s subjective
experience, and an empathic appreciation of the same. Sims (1994: 445)
makes the point that within clinical practice ‘There is a great need to acknow-
ledge, have respect for, and use in treatment, the patient’s own experience’.
Promisingly, this call is echoed in an editorial in the American Journal of
Psychiatry, where the writers suggest that those responsible for updating
the diagnostic manual should give serious consideration to incorporating
subjective aspects of experience within DSM-V (Flanagan et al. 2007).

Sadly, these calls to value the client’s own experience have not been much
heeded in either research or in clinical practice. One of the ways in which the
neglect of the client’s experience is manifest is in the lack of an accepted well-
developed language to refer to, describe, or categorize clients’ understandings
of and responses to their own experience. This leaves us in the kind of pre-
dicament described by the philosopher Ludwig Wittgenstein (1922) where
our lack of language limits what we can say. This point is identified as an
obstacle to research in this area by American psychiatrist and professor of
medical anthropology and cross-cultural psychiatry Arthur Kleinman (1988),
who notes:

Clinical and behavioral science research also possess no category to
describe human suffering, no routine way of recording this most thickly
human dimension of patients’ and families’ stories of experiencing illness.

(Kleinman 1988: 28)

One rather simple way to investigate the question of whether or not sub-
jective experience is given adequate attention is to look at research into
schizophrenia, and see what proportion of this focuses on subjective aspects
of the experience. This is possible through the use of electronic databases
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such as MEDLINE and PsycINFO, which collate research into a wide range of
health and psychological issues and are generally accepted as providing com-
prehensive access to the scientific literature in the field. We used both these
databases to consider the status of research into the subjective experience of
schizophrenia. We searched these databases, using the search terms ‘schizo-
phrenia’ (which is the term most commonly used in scientific studies) and
‘subjective experience’ (which yielded more hits than similar terms such as
‘subjectivity’ and ‘first-person accounts’). We present our findings from these
searches in Table 2.1.

What we can see clearly in Table 2.1 is that subjective experience is very
much on the periphery of scientific investigations into schizophrenia. In
MEDLINE (covering the period 1966 to 21 June 2008), only 0.17 per cent of
the total schizophrenia literature is related to subjective experience. Using
PsycINFO (covering 1806 to June 2008), we find this figure is a little higher, at
0.33 per cent. This increased figure in PsycINFO is probably attributable to
the fact that the database covers social sciences, whereas MEDLINE has a
more medical orientation. Clearly, both figures indicate that research into sub-
jectivity occupies but a very small proportion of the literature on schizo-
phrenia, so demonstrating the marginal nature of this research. However, this
table also shows that when we limit our results to specific time periods we find
that there has been a growth of research in this area, both in terms of absolute
numbers, and as a per cent of total schizophrenia research. In MEDLINE we
find the proportion of schizophrenia research involving subjective experience
has more than doubled each decade, from 0.01 per cent (1 article) in 1965–
1975, growing to 0.3 per cent (69 articles) in 1995–2005. A similar pattern is
found using PsycINFO, with the figures growing from 0.07 per cent (4 articles)
for the decade to 1975, to 0.53 per cent (119 articles) in the decade ending
2005. There is a clear trend of increased interest in this area, though we
should not lose sight of the fact that these figures are very small, in both
percentage figures and in absolute terms.

It seems reasonable to ponder why it might be that we find this neglect of
the client’s understanding within mental health research and practice. One
explanation is proposed by Mechanic (1972), who suggests that in mental

Table 2.1 Showing % of schizophrenia research which investigates
subjective experience (numbers of articles in parenthesis)

MEDLINE PsycINFO

Totals 0.17% (109) 0.33% (184)
1965–1975 0.01% (1) 0.07% (4)
1975–1985 0.05% (5) 0.13% (11)
1985–1995 0.12% (18) 0.24% (36)
1995–2005 0.30% (69) 0.53% (119)
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health care it is more difficult to separate the attribution from the entity about
which the attribution is made. That is, the client’s understanding of the
experience, and the experience itself, given that they are both essentially psy-
chological processes, are difficult to disentangle, and, perhaps as a con-
sequence of this, the client’s understanding of the experience tends to be
overlooked by clinicians and researchers.

Kleinman (1988) offers a different and, to us, more persuasive argument,
when he locates the problem more squarely within the realm of modern
medicine and medical training (rather than being somehow inherent in the
experience, as Mechanic (1972) seems to suggest). Kleinman argues that the
biological focus within medicine and the kinds of practice that this engenders
precludes inquiry into the meaning of the experience. Kleinman (1988: 17)
suggests that the tendency to overlook the patient’s perspective is developed
in medical training where clinicians ‘have been taught to regard with suspicion
patients’ illness narratives and causal beliefs’. A similar position is taken
by Jennings (1986: 866), who argues that ‘The emergence of biomedicine’s
remarkable effectiveness in curing disease has apparently been accompanied
by a relative neglect of patients’ experience of disease.’

Equally critical of the neglect of the client’s perspective, though proffering
another take on why this might be so, is the late Loren Mosher, who ran the
successful Soteria House project in San Francisco from 1971 to 1983, which
showed that non-medically driven treatment, from non-professionally trained
staff who show respect and tolerance for psychotic experience, is effective
(Mosher 2001; Mosher et al. 2005). Mosher suggests that traditional, nar-
rowly biological medical approaches to people who are psychotic may have
been developed to allow clinicians to keep the troubled person at a distance
arguing that: ‘When looked at contextually, these interventions seem to be
designed to allow the rest of us to avoid having to deal with these persons’
humanity – that is, their subjective experience of psychosis and its effect on
us’ (Mosher 2001: 389).

Mosher’s position is that ways of understanding madness which emphasize
diagnoses, by using terms such as schizophrenia, reflect an understandable
human tendency to want to distance oneself from the confusing and painful
experiences of others, but this also has the dehumanizing effect of negating
the value of the person’s subjective experience. He advocated that staff work-
ing with psychotic clients should above all aim to understand the client’s
experience and respect the client’s understanding of the experience. Sadly,
despite research showing that Soteria was effective, it was closed down due
to lack of funding in 1983. Although currently there are a few Soteria-like
facilities in Europe (Sweden, Switzerland, Germany and others) which oper-
ate with a similar philosophy, such facilities remain very much on the per-
iphery of mental health services for those who experience psychosis, which
are dominated by medically oriented services, which operate within the diag-
nostic framework, with its tendency to emphasize categorization of clients’
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experiences and which, as we have seen, pays little serious attention to the
client’s subjective experience.

What can be done?

How then might we overcome this tendency to neglect the subjective experi-
ence of the individual who experiences psychosis? However we might go
about this, we need to heed Mosher’s (2001) point that approaching the
subjective experience of a troubled soul may, in itself, be distressing to some
and therefore appropriate training and support will be necessary. It seems
to us that addressing this neglect will involve adopting an attitude to psych-
osis/madness which recognizes it as an essentially human experience and
similarly acknowledges that those who experience psychosis are ‘experience-
based experts’ who have valuable contributions to make. Fully acknowledg-
ing these points will entail embracing methods of conducting research and
clinical practice which are congruent with these principles. These issues
will be further explored when we discuss research into subjective experience
(Chapter 3) and when we outline one way of conceptualizing psychosis
which explicitly values various forms of expertise, including experience-based
(Chapter 6).

Why is subjective experience important?

We will now move on to consider some of the reasons why we believe sub-
jective experience of psychosis is important, beginning with an ethical argu-
ment, before moving on to consider empirical findings which illustrate quite
convincingly that to understand and work with psychosis we need to take
subjectivity into account.

Ethical arguments

A general ethical position arguing for the importance of attending to subject-
ive experience is stated forcibly by Fulford and Hope (1993: 691) who argue
that ‘understanding the patient’s actual experience is the basis of sound medi-
cal ethics’: attending to the patient’s understanding is a sine qua non for
ethical medical practice. In a more general sense, the phenomenological
philosophical position, as espoused by the likes of Husserl (1962), operates
from the starting point that immediate experience is necessarily unique and
that to be human is to interpret or ‘thematize’ one’s experience: to be human
is to make one’s unique sense of one’s own unique lived experience. Failure to
treat another individual as having this capacity is to fail to treat that person as
fully human; surely not a basis upon which an ethical medical practice could
be based. Though Husserl’s concern was more with the human condition
in general rather than the more specific domain of medicine, his perspective
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has been adopted within medical research by the likes of Kirmayer who
summarizes this argument nicely:

Caring begins with accepting the phenomenal reality of the patient’s
suffering, including its moral significance to the patient and others.
Accepting the patient as person leads to a willingness to explore the
personal meanings of distress beyond the theories of biomedicine.

(Kirmayer 1988: 82)

Another concept relevant here is Shotter’s (1981) notion of ‘authoring’.
Shotter argues that whether or not one is allowed to be the author of one’s
own experience is more than just a psychological or sociological issue. He
argues that ‘authoring’ should be thought of as a moral right, proposing that
‘In a moral world, no one but the person in question has the status, the
authority, under normal conditions, to decide what his experience means to
him’ (Shotter 1981: 278).

Shotter goes on to suggest that this right is a central part of autonomy
and that ‘authoring’ extends not only to establishing for oneself what one’s
experience means but also being able to share this understanding with others:
‘To be autonomous . . . is to be accorded the right of expressing one’s self,
of telling others one’s thoughts, feelings, and intentions, and the right to be
accorded their author’ (Shotter 1981: 279). This theme is echoed by Lakoff
(1995), who looks more at the impact on the person, arguing that being
denied the ability to define one’s own experience ‘is to be deprived of self-
knowledge, and of full consciousness’ (Lakoff 1995: 33). Another con-
sequence of not being able to define and describe one’s own experience is
what Roberts (1999b) refers to as the ‘silencing’ of the individual’s story.
These issues relating to ‘authoring’ are of considerable importance in our
own research into the client’s experience of psychosis and will be discussed
further later (Chapter 3).

In short, we believe there is an overwhelming ethical argument for acknow-
ledging the importance of the client’s understanding of his or her experience
of psychosis, and that to fail to do so would be to fail to meet one of the first
requirements of an ethically sound clinical practice. Even if one were to
accept that there are aspects of the experience of psychosis which are dif-
ficult, even impossible, to articulate and further that those who experience
psychosis may be compromised in their capacity to express this experience
clearly and fully, this does not, in itself, render this ethical argument invalid.
The ethical importance of being author of one’s story, and of having that
story heard by others, remains true even if one accepts these limitations.
However, lest this ethical argument on its own is not convincing, let us
now consider some of the empirical findings from research into subjective
experience which further underlines its importance.
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Empirical arguments

In this section, we will provide an overview of research which demonstrates
relationships between important clinical variables and the subjective experi-
ence of psychosis. While there are many aspects of subjective experience that
one can study, areas which are commonly investigated include the individual’s
understanding (or ‘explanatory model’: how the individual explains the
experience), the individual’s attitude to and relationship with the experience,
and the individual’s phenomenological descriptions of the experience. As we
will see research in each of these areas provides us with important insights
into the nature of psychosis, and gives us significant pointers regarding how
to work clinically with those who are troubled by psychosis.

Explanatory models: how the individual understands the experience

The concept of ‘explanatory model’ comes from the work of Arthur Kleinman,
who has written extensively about explanatory models, particularly in rela-
tion to chronic physical illness (for example, Kleinman 1986, 1988, 1993).
Kleinman defines explanatory models as ‘the notions about an episode of
sickness and its treatment that are employed by all those engaged in the clini-
cal process’ (Kleinman 1988: 121). In the same book, Kleinman proposes
that illness experiences must be rendered meaningful by the individual and
that developing meaning for an illness experience helps turn a ‘wild, disorgan-
ized natural occurrence into mythologized, controlled, cultural experience’
(Kleinman 1988: 55). Explanatory models are not simply beliefs that one
has about an experience of illness, but are broader than this, being frames,
usually provided by one’s culture, that render such experiences meaningful
(Good 1986). Explanatory models can be thought of as a story that the patient
and significant others construct and tell to give coherence to the events and
course of suffering. These stories tend to be derived from a particular cultural
context, are often tacit rather than explicit, and may at times be contradictory
and may shift in content.

Perhaps the first question one might ask regarding clients’ explanatory
models for psychosis is whether or not individuals do in fact develop under-
standings, or models, of their experience. Research findings are consistent in
this regard: the vast majority of clients of mental health services (whether
new presenters or longer standing clients) do indeed have explanatory models
for their experiences. For example, Angermeyer and Klusmann (1988) carried
out survey and interview research in Germany, asking approximately 200
patients with a diagnosis of schizophrenia if and how they made sense of
their experience. They found that the majority of clients had some notion
of likely causes of their experience: 74 per cent expressed their explanation
in interview, whereas 93 per cent of their sample were able to identify their
own particular understanding of their experience from a checklist of possible
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causes. Similarly, Bannister (1985) studied explanatory models of 60 patients
newly admitted to a British psychiatric hospital and found that patients
had already developed fairly sophisticated understandings of their experience
within the first three days of admission, with only 18 per cent saying it was
a ‘total mystery’. Further, Dittmann and Schuttler (1990) report that among
patients with a diagnosis of schizophrenia in Germany, when asked about
causes of their experience, only 12 per cent were unable to offer an explanation.
It is clear then, that those who have psychotic experiences do indeed strive to
make sense of and build explanatory models for their experience.

An important point to make here is that explanatory models, just like
stories, are not merely explanations which have no impact on the experience
itself. Explanatory models are best thought of as ‘constitutive’ in that they
are an important dynamic component of the whole experience. An individual’s
understanding not only reflects or describes illness experience but also con-
tributes to the experience of symptoms and suffering. Kleinman (1988: 9)
explains this by suggesting that ‘The meanings communicated by illness
can amplify or dampen symptoms, exaggerate or lessen disability, impede
or facilitate treatment.’ One study which illustrates the dynamic relationship
between the person’s understanding of experience and how this experience
develops was carried out by Escher et al. (2002) in the Netherlands. In this
study, the researchers looked at children who had heard voices. At the begin-
ning of the study these children were not considered to need input from
mental health services, as the experiences were not of such a magnitude to
indicate this. Over the next three years these children were followed up to see
which, if any, might go on to meet ‘caseness’ (defined in their study as need-
ing the care of mental health services). They found that the progression from
hearing voices to needing mental health care input was associated with the
child’s and parents’ appraisals of the voices rather than the voices themselves.
That is, children or families who at the initial assessment had a more negative
explanatory model for the voices, seeing them as more problematic and
indicative of pathology, were, over the course of the next three years, much
more likely to require input from mental health services. This study suggests
that the understanding one adopts for an unusual experience (such as hearing
a voice) may play a role in how this experience develops over time, and
whether or not it progresses such that it causes levels of distress which
indicate that mental health service input is required.

The degree to which psychotic experiences are distressing to the individual
is an important though, at times, overlooked variable. This may reflect the
assumption that psychotic experiences are inherently and inevitably distress-
ing. However, research such as that by Romme and Escher (1989) in the
Netherlands, demonstrates that this is not always the case. They found that
significant numbers of voice-hearers have a neutral or even positive relation-
ship with their voices and that the degree of distress associated with voices
is related to the understanding that the person has of the experience, as
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opposed to being attributable only to factors inherent in the voice-hearing
experience itself (such as the content of the voices). Those who understood
their voices in a ‘benevolent’ framework (for example, seeing the voices as
being a part of the self, or a guiding spirit) were less likely to report distress
than those whose explanatory models were more ‘malevolent’ (for example,
seeing the voices as being from a powerful negative source, such as the Devil).
Research into voice-hearing in New Zealand found that those who under-
stand their voices in a spiritual framework tend to be less distressed by
the voices, and have less contact with mental health services than those
who understand their voices in either biological or psychological terms
(Beavan 2007).

Given that one of the primary goals of mental health services is to alleviate
distress, it is clear that to achieve this goal clinicians must attend to the client’s
understandings of the experience. A common assumption held by mental
health services is that the primary focus of treatment should be reducing
symptoms. However, recent research has shown that the client’s subjective
appraisal of improvement (that is, feeling better) does not correlate with
measures of symptoms, casting doubt upon the assumption that symptom
relief is the main consideration for clients (Kupper and Tschacher 2008).

There is also research showing that one of the reasons that childhood
trauma increases the risk of psychosis is that the previously traumatized
group make negative attributions about and are therefore more distressed by
their first experiences of hearing voices (Morrison et al. 2003). Other research
which demonstrates the way in which one’s explanatory model influences the
actual experience include Birchwood et al.’s (1993) study which showed that
those who view their experience of psychosis as an ‘illness’ (that is, those who
accept the medical diagnosis) have higher rates of depression, and Fisher and
Farina’s (1979) research which found that people who view their psychotic
experience in medical terms are less likely to develop and apply their own
recovery strategies.

When considering the client’s understanding of his or her experience, it
is important to note that this does not exist in a vacuum; clinicians too have
explanatory models for the client’s difficulties. Client and clinician may, to
varying degrees, have understandings which are congruent with each other, or
which may be in conflict. For example, a New Zealand study of service users,
most of whom received a diagnosis of psychosis, found that 69 per cent of
those who had a history of being abused believed this was a causal factor in
their mental health problems, but only 17 per cent thought their clinician
believed this was the case (Lothian and Read 2002).

What are the clinical implications of the congruence, or lack thereof,
between client and clinician explanatory models? Bannister (1985) investi-
gated this very issue in relation to the psychotic experiences of patients in
a British hospital. He found that congruence between the client and clinical
staff on notions of the causes of psychotic breakdowns was associated with
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good outcomes for the client. He also found, however, that clinician–client
agreement on what constitutes appropriate treatment bore no relation to the
outcome. Based on these findings, Bannister (1985) warns of the risks of
clinicians adopting a narrow biomedical perspective which may make it dif-
ficult for them to understand or appreciate the client’s perspective and may
blind the clinician to the personal significance of the experience and the cli-
ent’s wish or need to reflect on this experience. Some support for Bannister’s
argument can be found in the already mentioned Soteria House project, where
good outcomes were found for clients who had had psychotic experiences
(Mosher 2001). Staff exploration and validation of the clients’ understandings
were central to these successful outcomes. Within the recent British cognitive-
behavioural approaches to psychosis, great emphasis is placed on clinician
and client endeavouring to reach a joint understanding of the client’s experi-
ence, which is seen as an important step in developing a helpful therapeutic
relationship (see Bentall 2003; British Psychological Society 2000).

The research outlined above demonstrates that how one comes to think
about and understand an experience has a significant role to play in a range
of important variables, including the impact of the experience, how the
experience develops over time, and how the individual responds to the experi-
ence as well as how the client and clinician relate in terms of looking at ways
of dealing with the experience. Important considerations in the client–clinician
relationship include how the client responds to advice from the clinician. This
advice may include, for example, suggestions about medication and/or other
ways of coping with psychosis. Medication is generally considered an impor-
tant component of clinical treatment of psychosis, although there are well-
documented reports that a significant proportion of clients do not follow
medical advice regarding the use of anti-psychotic medications (Nosé et al.
2003). Budd et al. (1996) found that clients’ beliefs are a good predictor of
whether or not the client will comply with taking anti-psychotic medication.
Of course, this is not at all surprising, as Helman (1981: 550) remarks ‘Only
if the prescribed treatments make sense to the patient will they be taken
as directed.’ This is consistent with advice given by Leventhal et al. (1992),
who suggest that exploring the client’s theory of illness can help shed light
upon the reasons for non-compliance with medication, and as such, rather
than being something which should be subject to further ‘treatment’ through
‘adherence therapy’ (Kemp et al. 1996) as is sometime suggested, non-
compliance can be explored in an open and respectful way by clinicians,
to help minimize potential conflict between the client and the clinical service.
An interesting twist on the non-compliance literature is provided by Van
Putten et al. (1976), who found that for a portion of in-patients who are non-
compliant with anti-psychotic medications, this may reflect a conscious, deli-
berate choice showing a preference for the psychotic state over the ‘treated’
state. Here again we see potential for misunderstanding or even conflict
between clinician and client if there is a failure to explore subjective aspects
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of the experience for the client, which may indicate that for some clients, at
least some of the time, the psychotic state may actually be preferred to the
medicated state.

Another important aspect of clinical work which has received considerable
attention over recent years is in the use of coping strategies to deal with psych-
otic experiences (for example, Carr 1988; Falloon and Talbot 1981; Tarrier
2002). Research in this area shows, not at all surprisingly, that people who
experience psychosis and find it troubling develop and utilize different ways of
coping with the experience, with some coping strategies tending to be more
effective than others. These findings have been adopted clinically, where clients
are often instructed in the use of different coping strategies. However, such
interventions commonly overlook an important finding from this research:
clients do not develop or apply coping strategies randomly, but rather, the
coping strategies they are willing to use are those which make sense to the client
in terms of the client’s own understanding of psychosis (Carr 1988; Falloon
and Talbot 1981). Thus, clients’ explanatory models have an important influ-
ence on which coping strategies will be applied, and clinical interventions
aimed at teaching clients new coping strategies must also consider if and how
such strategies fit within the clients’ understandings. In the area of hearing
voices, Romme and Escher (1993) note that if voices are seen by the indi-
vidual as simply an ‘illness’, this tends to prevent any form of identification
with the voices, which they see as a necessary condition for effective coping.

Attitude to and relationship with the psychotic experience

Closely related to, although not identical with, the way in which an individual
understands his or her experience of madness, is the individual’s attitude to,
and relationship with the experience. This is an area of research which has
made significant contributions to clinical practice in recent years. Central to
this research are the twin concepts of ‘sealing-over’ and ‘integration’, which
were first articulated by McGlashan et al. (1975). The recent revitalization
of psychological approaches to psychosis has seen a resurgence of interest in
these concepts. McGlashan and his co-workers use these terms to refer to the
individual’s attitude to and response to psychotic experiences. Those who
‘seal over’ tend to have fixed, usually negative views of their psychotic experi-
ences, and may dismiss the experiences as having little or no personal signifi-
cance; they put little effort into trying to develop a personal understanding
of the experience, which is largely encapsulated and dismissed as irrelevant.
By contrast, ‘integrators’ express interest and curiosity about the experience,
which they see as having personal relevance, being somehow related to the
ongoing patterns of their life and they look to learn about themselves from
the experience of madness, seeing it as an opportunity to develop and grow.
Integrators take a more open and flexible attitude to the experience, and
are more likely to accept some personal responsibility, as well as seeing the
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experience as being linked to other life experiences such as stressful events,
trauma, guilt etc., whereas ‘sealers’ do not see a relationship between the
psychotic experiences and prior life problems, and may dismiss the whole
experience as meaningless.

Though sealing-over and integration are sometimes discussed as if they
were distinct ways of responding to psychosis, McGlashan et al. (1976)
point out that they are best thought of as opposite ends of a continuum.
McGlashan et al. (1976) show, through illustrative case studies, how the same
individual can fluctuate between sealing-over and integrating. They suggest
that factors influencing the stance an individual adopts include the response
of significant others (including clinicians) and the use of medication, which
may promote sealing-over. Larsen (2004) describes a small-scale study in
Denmark looking at how clients relate to their experience and found that
clients adopt both sealing-over and integration responses to their experience
and which stance the individual adopts is related to the particular context
within which he or she is discussing the experience: some ways of discussing
the experience with the client are more likely to encourage an integrative
response, whereas other ways of discussing the experience are more likely to
engender a sealing-over response in the client.

Research into the relationship between client attitude to psychosis and
outcome of the condition, though not conclusive, suggests that integrators
fare better than those who seal over. McGlashan and Carpenter (1981) looked
at in-patients with a diagnosis of schizophrenia and found some relationship
between attitude to illness and outcome, with those who were less pessimistic
about their experience tending to have better outcomes. Looking specifically
at integration and sealing-over, McGlashan (1987) found that there was a
tendency for integrators to have better outcomes. This finding was also evi-
dent, though less powerful, among those who had a diagnosis of schizo-
phrenia. More recent research (Birchwood et al. 2000a, 2000b; Drayton et al.
1998) has found a clear relationship between attitude to psychosis and post-
psychotic depression, with those who seal-over being far more at risk of
depression in the post-psychotic period. Birchwood and his co-workers report
that in their sample, all clients who became moderately to severely depressed
following a psychotic episode had adopted a sealing-over response to their
psychosis, with none of the integrators becoming depressed to this degree.
This is quite persuasive evidence of the significance of client attitude to
psychosis as being an important variable in course and outcome. Drayton
et al. (1998) suggest that client attitude to psychosis and recovery styles may
be related to early attachment experiences, such as trauma. This proposal
found some support in another study which showed that ‘sealer-overs’
reported higher rates of childhood abuse from parents, suggesting that they
may have lower psychological ‘resilience’ to deal with difficulties in later life,
so leading them to seal over (Tait et al. 2004).

As McGlashan and others have pointed out, it is not only clients’ attitudes

34 The subjective experience of madness



to psychosis that can be conceptualized as reflecting a sealing-over versus an
integrative approach: clinicians’ understandings can also be considered along
this continuum. Professional theories which emphasize biological factors
would seem to fit more on the sealing-over end of this continuum, whereas
those which locate the psychotic experience within the life experience of the
client (such as psychodynamic, trauma-based and other psychological per-
spectives) are more integrative in their orientation. This may have some
implications for the ways in which the client responds to the experience and
also for how the client responds to treatment. One largely neglected study,
with quite startling results, was reported by Whitehorn and Betz in 1960.
They studied clinicians working in the USA with psychotic clients and found
that the attitude held by the clinician towards the experience of psychosis was
highly significant in influencing the outcome for the client. Clinicians who
adopted a flexible, curious attitude to the client’s inner world achieved posi-
tive outcomes for 75 per cent of their clients, which contrasted sharply with
only 27 per cent positive outcomes being achieved where clinicians had dog-
matic, inflexible, authoritarian approaches to the client’s experience. The
magnitude of this difference (75 per cent versus 27 per cent) is quite remark-
able, comparing favourably with any difference found between interventions
and control groups, including the use of anti-psychotic medications. Although
this study is, inevitably, flawed in its methodology (with no clear control
group, and measures of both clinician style and outcome in need of refine-
ment), it is nonetheless disappointing that it has not led to further investiga-
tions to replicate or refute these findings. This research points to the role of the
clinician’s attitude to psychosis being a factor which may influence outcome
for the client.

One model which may help us conceptualize the relationship between
explanatory models and outcome for psychosis is proposed by Lafond (1998),
who draws parallels between the normal process of grieving and response to
mental illness. Lafond argues that it is crucial to consider how the person
is responding to their experience, particularly for clients having their first
psychotic episode, and that if the experience is properly processed by the
individual (rather than being just dismissed), this may improve the outcome.
Whether or not one accepts this particular model to conceptualize the research
findings, it seems clear that client and clinician understandings of, and attitude
to, psychotic experiences do have some impact on the course and outcome of
the condition.

A persuasive personal perspective on this matter is provided by Rufus May
(2002, 2003) who argues, from his own personal experience of psychosis and
his clinical experience as a psychologist, that developing a personally mean-
ingful explanatory model (‘an enabling personal narrative’) is a crucial part
of recovery. He notes in passing that being diagnosed ‘schizophrenic’ was
particularly unhelpful as it did not allow him to develop such a narrative.
May is not alone in identifying the diagnosis of ‘schizophrenia’ as having a
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negative impact on the individual and being an obstacle to recovery over and
above the experience itself. Reviewing studies of the disease model of mental
illness, Mehta and Farina (1997) conclude that those adopting an illness
model for mental distress report increased stigma from other people as well
as increased self-stigma in the shape of a negative self-concept. Ritsher and
Phelan’s (2004) review of the literature in this area reaches a similar conclu-
sion, noting that the process of internalizing negative stereotypes of mental
illness is associated with demoralization, lowered self-esteem and unemploy-
ment. In their own study into psychotic patients, they found that internalized
stigma is particularly common for this population, and that ‘alienation’ (the
subjective experience of feeling not a full member of society, with ‘spoiled
identity’) was a major component of this, and is associated with poorer
outcomes and more depressive symptoms.

Warner (1994), reviewing empirical studies in this area, argues that those
who accept a medical diagnosis of their condition may conform to the stereo-
type of incapacity and worthlessness, leading to poorer outcomes. Considering
the now well-recognized, though poorly understood finding that in non-
industrial societies those meeting criteria for a diagnosis of schizophrenia
tend to have better outcomes than those who live in wealthier, more indus-
trialized societies, Waxler (1979) proposes the possibility that this difference
may relate to the different understandings of mental illness found in those
societies.

May (2002) speaks about the importance of challenging the prevailing
notion that mental health problems are to be seen only as ‘disabilities’. He
suggests that this can be done through seeing positives in the experience
and recommends celebrating the uniqueness and resilience of those who have
been through the mental health services. He refers to organizations in the
UK, such as the Hearing Voices Network and Mad Pride, which are chal-
lenging cultural stereotypes by promoting a more positive perspective on the
experience of mental health difficulties.

Most of the research into subjective aspects of psychosis that we have
outlined so far has focused on how the individual understands and/or relates
to the experience. These are, as we hope we have shown, important areas of
research which can enhance our ways of making sense of madness. Another
approach to investigating the subjective experience of psychosis is to consider
how the individual describes the experience itself. Within mental health, and
in particular within psychiatric diagnostic symptoms it is, as we shall see,
common for assumptions to be made about the phenomenological nature of
psychotic experience, and for these assumptions to be embodied in the names
given to certain experiences (for example, ‘thought disorder’, which is, in fact,
based on a description of disordered speech, and ‘blunted affect’, which is
based on the individual appearing blunted). Now, the acid test of the accur-
acy of these assumptions and descriptions is, of course, the extent to which
they correspond to the lived experience of the individual, given that it is this
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which they purport to describe. Research into subjective descriptions of the
phenomenology of the experience by the individual can help draw attention
to faulty assumptions about the nature of the experience and so can help us
develop more accurate understandings and, potentially, more helpful treat-
ments. We will illustrate this point by looking at research into negative symp-
toms of schizophrenia, although other features of psychosis (such as hearing
voices, or delusional beliefs) can be, and indeed have been, subject to similar
investigations which also shed further light on the nature of these experiences.

Phenomenological research – negative symptoms

The concept of ‘negative symptoms’ is a core component of current notions of
schizophrenia, forming part of the DSM IV-R (American Psychiatric Associ-
ation 2000) diagnostic criteria. Poverty of affect (or ‘blunted affect’) is a prime
example of a negative symptom, considered a central feature of schizophrenia
and, as the term implies, denotes a general lack of emotional responsive-
ness and emotional experience in the individual. This has now become a
central tenet within the psychiatric literature, with countless research projects
incorporating this concept. Our purpose here is not to provide an overview of
this extensive research into negative symptoms, but to illustrate how research
into the subjective experience of these negative symptoms can help us develop
more accurate conceptualizations of what is actually going on.

When those who have been identified as suffering from ‘blunted affect’ are
asked about what they are experiencing (Boker et al. 2000; Selton et al. 1998),
we find that many report that they actually experience intense emotions (such
as anxiety), despite appearing to others to be emotionally and cognitively
dulled: that is, for some clients it may be that the paucity of emotion relates
only to the expression of emotion, not to the actual emotional experience. As
discussed more fully by Kring and Germans (2004), research of this sort
shows that there can, at times, be a discrepancy between what observers may
assume and what the individual is experiencing. This research draws our
attention to an implicit, usually unstated assumption made within the psychi-
atric terminology, namely that expression of emotion (as noted by others)
corresponds directly to the experience of emotion. This mistaken assumption
reflects what Jenkins (2004) calls a ‘failure of intersubjectivity’: a failure to
attend to the subjective experience of the other. There are clear clinical and
research implications associated with this failure. Findings such as these
point to the grave risks inherent in assuming that the internal state and
experience of another can be gauged accurately and reliably by an outside
observer without at least checking out these assumptions against the subject-
ive reports of the individual. Here then, we have a prima facie case for the
necessity of research into subjective experience if we hope to develop an
adequate understanding of schizophrenia/madness, as well as helpful clinical
services for those who have such experiences. In passing, it is worth noting
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that some (such as Healy 2002) have questioned whether or not the difficulties
commonly considered to be negative symptoms of schizophrenia may, in fact,
be attributable to side-effects of neuroleptic medications, being part of a
‘neuroleptic-induced deficiency syndrome’.

Conclusions

Our intention in this chapter was to substantiate our claim that to develop an
understanding of madness, we need to recognize, acknowledge and incorpor-
ate subjective aspects of the experience (which, by definition, are only access-
ible to those who have the experience) into our understandings. Unfortunately,
as we have shown, this is a much neglected area as far as scientific research
into madness is concerned, and an inevitable consequence of this neglect is
that our conceptualizations as well as our clinical treatments are diminished.
Remedying this situation will require a change of attitude, such that those who
have experienced psychosis are recognized as experienced-based experts who
can make valid and valuable contributions to our understandings of psych-
osis. Adopting such a position may require us to develop new ways of think-
ing about what we mean by madness/schizophrenia/psychosis. In Chapter 6
we outline our framework, which developed out of our own research in this
area, and which we believe provides a way of thinking about madness which
allows for, indeed assumes, that a multiplicity of perspectives be brought to
bear on the complex set of experiences that we refer to as madness. In add-
ition, new methods of doing research, which are more appropriate to investi-
gating such elusive areas as phenomenology, personal understanding, and the
meaning of experience and which compliment rather than replace traditional
methods, will need to be developed and utilized in order for such research to
be done. In Chapter 3, we will discuss our own research into the subjective
experience of psychosis which illustrates one way in which such research
might be carried out.
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Making sense of madness I
Subjective experience

We are now ready to embark on the journey that is at the core of this book:
making sense of madness. Now, before this rather lofty-sounding, perhaps
even grandiose title engenders a set of expectations that we would find impos-
sible to satisfy, it might be appropriate at this point to make clear what our
aims are here and exactly how we intend to go about the business of making
sense of madness. First, we should declare that it is not our intention to
endeavour to provide a full and definitive explanation of what madness ‘really’
is, were such a thing ever possible: our position, as will be stated in Chapter 6,
is that, ultimately, it is not. Our ambitions are more humble than this, and
hopefully, as a result, more achievable. What we hope to do over Chapters 3, 4
and 5 is to consider some of the ways in which madness can be, and indeed
has been, made sense of from different perspectives or positions. Our aim
here is to demonstrate the myriad ways in which madness is understood by
different contributors to the question of what we are to make of this unusual
human experience.

To this end we will, in this chapter, look at those ways of making sense of
psychosis which give emphasis to those who have first-hand, lived experience
of psychosis. In the two subsequent chapters, we will look at what we know
about how ordinary everyday ‘lay people’ make sense of madness (Chapter 4),
before looking at some of the ways in which professionals and researchers in
the area of mental health construe the experience of madness (Chapter 5).
We should acknowledge that in this overview, we look primarily at con-
ceptualizations of madness found in the English-speaking, Western world.
We recognize that this means that we have largely overlooked the vast litera-
ture on cross-cultural understandings of madness. We would not wish this
exclusion to be seen in any way as a reflection of our position on the relative
importance of perspectives from other cultures. As we hope will be clear in
Chapter 6 when we put forward our own proposal on how we can respond to
the diverse range of models of madness, we value highly the contributions that
cross-cultural comparisons can make to our understandings of the experience
of madness. Our reasons for not including this cross-cultural literature here
are first, it is an area in which we can claim no expertise, and second, while we
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feel reasonably confident in arguing that our theory of ‘essential contested-
ness’ (Chapter 6) is an appropriate and helpful way to think about madness as
it is seen and experienced in the English-speaking world, we suspect that there
are others far more qualified than we are who are better placed to consider
if this argument might be applied in other cultural settings, where different
understandings of madness prevail. Nevertheless, it can safely be argued that
the fact that different cultures adopt a range of perspectives is consistent with
our basic argument that multiplicities of views about madness exist.

We will now begin our exploration of ways of making sense of madness by
considering approaches which focus on subjective aspects of the experience.
Clearly, there are many ways in which one could go about covering this wide
and diverse area. For example, there are vast numbers of personal accounts
of psychosis available in the public domain (in books, journals and on the
internet), and these would provide a sound basis for considering subjective
aspects of the experience. There is also an increasing body of scientific
research which looks into the individual’s subjective experience, and this too
would be a suitable starting point to this investigation. While we recognize the
value of each of these possible approaches to this area, neither will be our
main focus in this chapter, although we will provide a brief discussion of both
areas towards the end of the chapter.

Our main focus in this chapter will be to present research that we ourselves
have done into the subjective experience of psychosis. This research is, in
essence, an in-depth analysis of some personal stories of psychosis which
were shared in psychotherapy sessions with Jim Geekie: these stories, and our
analysis of them, form the bulk of our exploration of the subjective experi-
ence of madness in this chapter. We will describe this research and our findings
in some detail. In choosing to emphasize our own research, as we have done,
we do not wish to imply that this reflects the significance or importance of
our research vis-à-vis the vast body of literature expressing and investigating
the subjective experience of psychosis. Choosing to focus on our own research
here reflects a combination of our close familiarity with this material along
with our desire to share our research findings which, we hope, provide a
faithful and sensitive portrayal of the subjective experience. Following our
explication of our research, we will look more broadly at literature which
focuses on, or expresses, the subjective experience of psychosis, including
personal accounts of the experience.

As clinical and research psychologists working in the area of psychosis,
we have both had a long-standing curiosity about the nature and meaning
of madness. This curiosity has, of course, been nurtured by the kind of work
we do, where we have the great fortune and privilege to hear, as a regular part
of our respective jobs, the stories of those who are experiencing, or have
recently experienced, what might be – indeed is – referred to as psychosis.
For both of us, our curiosity about madness predates our entry into the
profession of clinical psychology, and, rather than being something which
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emerged out of our work, it is more the case that this curiosity was what
guided us into this line of work in the first place. Perhaps as a result of our
personal histories, as outlined in Chapter 1, or perhaps reflecting our tem-
peraments and personalities, we found ourselves at relatively young ages
wondering about this thing called madness (which, only later in our personal
development did we come to appreciate could also be referred to by more
technical-sounding terms such as ‘psychosis’ or ‘schizophrenia’). This curios-
ity brought with it a whole range of questions. What is madness? Where
does it come from? What does it mean? How come it happens to some people
but not others? Does it have any intrinsic value or is it merely the random
ravings of a cracked mind? What, if anything, does it tell us about what it is to
be human, about the human condition? What do those who experience mad-
ness make of the experience? And, of course, how should we respond to it
when it causes distress? How might those who are troubled by madness deal
with it effectively? These are, we believe, questions that are, or at least should
be, of some concern to anyone who has an interest in what it is to be human,
given that madness is, we assert, a fundamental facet of what it is to be
human.

So, it was this curiosity, manifested in questions such as the above, which
fuelled our desire to work in the area of mental health. It was this very same
curiosity, combined with a sense of dissatisfaction with the answers to such
questions found in the standard mainstream scientific literature on psychosis
(discussed in Chapter 5), which motivated us to carry out our own research
investigating the subjective experience of madness. Central to this research is
the assumption that those who have first-hand lived experience of psychosis
can, if given the opportunity to do so, comment meaningfully on the experi-
ence, and can do so in unique ways. This assumption reflects our own clinical
experience, where we have found, again and again, that those who experience
psychosis have important insights about the experience which we, as men-
tal health professionals, are keen to learn from. We designed our research
with the explicit aim of more thoroughly and formally exploring the unique
insights that can be found in expressions of the subjective experience of psycho-
sis. One place, we thought, where the meaning of the experience to the indi-
vidual may be developed and expressed, is in psychotherapy sessions, where
these experiences, and their meanings, are explored in some detail. It is our
hope that our research helps illuminate understandings of the experience of
psychosis, while remaining faithful to the subjective experiences of those who
generously agreed to participate in this research. In the following paragraphs
we will describe some of the background details and methods we used
in conducting this research. Those with little interest in this technical infor-
mation could skip this section and go straight to the stories themselves
(pp. 45–88).
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Background to the research

Our research was carried out at an out-patient community mental health
centre in Auckland, New Zealand, where one of the authors (Jim Geekie) is
employed full-time as a clinical psychologist working with clients who have
experienced psychosis. Jim conducted the research which we will describe
below as part of his PhD research, under the supervision of the co-author of
this book, John Read, from the University of Auckland. A full description
of the research described here is available in Jim’s thesis (Geekie 2007).

Jim works in a multidisciplinary ‘first episode psychosis’ (FEP) team, set
up specifically to try to assist young people (between the ages of 18 and 35)
who are having, or have recently had their first experience of psychosis. Other
members of the team include an occupational therapist, a family worker, a
psychiatrist and a nurse. This is a government-funded service, which is free
to service users at the point of delivery. The FEP team adopts an explicit
recovery-oriented philosophy (Deegan 1996; O’Hagan 2001) and endeavours
to foster a sense of optimism and hope in clients and families, who are
expected to play an active role in negotiating with the clinical team about how
the team can best meet their clinical needs. An evaluation of the FEP team
found this service is valued by clients and is effective at helping reduce the
symptoms of psychosis (Theuma et al. 2007). As a routine part of care, almost
all clients of the FEP service will be offered psychological input, though not
all will accept this. Approximately 70 per cent of FEP clients will meet with
the psychologist at least once and the vast majority of these (approximately
80 per cent) will engage in therapy.

In developing our ideas about this research, we carried out fairly wide-
ranging consultation. This included, of course, gaining ethical approval for
the research from the local health board ethics committee. In addition, we
sought advice from other bodies, such as consumer organizations (Mind and
Body, Auckland, New Zealand), cultural groups (in particular Māori and
Pacific Island clinical services in Auckland), as well as a wide range of
other clinicians (clinical psychologists, psychiatrists, psychiatric nurses, occu-
pational therapists, family workers, social workers) and researchers working
in the area of early intervention for psychosis. All those consulted expressed
enthusiastic support for the project, stating that it was congruent with their
own particular aims and understandings of mental health difficulties, includ-
ing one consumer consultant expressing regret that she had not been given
the opportunity to discuss her understandings of her experience of psychosis
when she first became a consumer of mental health services.

Feedback from Māori and Pacific Island mental health services, while
generally supportive of the research, included an important caveat: namely,
that it was considered impossible and culturally inappropriate for a Pakeha
(New Zealander of European descent) researcher to conduct research into
Māori or Pacific Island culturally specific understandings of mental health
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difficulties. This led to fairly lengthy and productive discussions about
whether or not Māori and Pacific Island clients should be included or
excluded from the study. The advice received on this issue was that these
clients should be included in the study, but that an in-depth exploration of
cultural themes should not be subsumed within the remit of the research (this
was, anyway, very unlikely to be the case, as clients who were eager to explore
cultural understandings of their experience as part of their clinical care
tended to do so with culturally appropriate clinicians and support workers
from the aforementioned clinical services).

Research participants

With this consultation completed, and ethical approval gained, we were
now ready to move on to recruiting participants for the research. Essentially,
this consisted of Jim Geekie asking clients already engaged in psychological
therapy with him if they would be willing to participate in a research project
looking at the experience of psychosis. In practical terms, the only difference
in agreeing to participate in the research entailed was that meetings between
the client and Jim would be recorded using a small tape recorder. To avoid the
possibility of actual or perceived coercion, clients who were under the Mental
Health Act were not invited to participate in the research. (In fact, no clients
were excluded based on this criterion as at the time of carrying out the
research, there were no suitable candidates for the research who were under
the Mental Health Act.) In total, Jim asked seventeen clients if they would
be interested in participating, with fifteen of those agreeing to do so. The
two who declined (one male, one female) explained that they would not feel
comfortable with a tape recorder in the room as they thought this would
make them self-conscious and thus less able to fully engage in psychotherapy.
Those two clients did, of course, continue to see Jim for therapy, but this was
not recorded for inclusion in the study.

So, fifteen clients in total participated in this research – eleven males and
four females, with ages ranging from 20 to 37 years old, giving an average age
of 26.8 years old. In terms of cultural orientation and ethnicity, ten partici-
pants identified themselves as Pakeha (of European descent), two as Māori,
three as Pacific Islanders and two as Asian (some clients identified with more
than one ethnicity). Primary diagnoses of participants, made by the psych-
iatrist working in the FEP team using DSM-IV criteria, were: schizophrenia
(six), schizoaffective disorder (three), bipolar affective disorder (two), brief
psychotic disorder (three) and schizoid personality disorder (one). All clients
had had psychotic experiences as part of their initial presentation to mental
health services. All names and other identifying characteristics have been
changed to protect the anonymity of participants.
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Data and data analysis

The ‘data’ which our research is based upon is quite different from the usual
numerical data found in much scientific research, and as such, required quite
different methods of analysis from the usual statistical procedures. Our focus
is on the meaning of the experience for the individual, and therefore requires
methods of gathering and analysing data which are sensitive to this. Our ‘data’
consists of recordings of individual psychotherapy sessions where clients
shared and explored their stories of psychosis with Jim. These recordings – of
which there were sixty-two in total – were transcribed by Jim, to maintain
confidentiality. As you might imagine, this yielded a rich and vast data set,
consisting of transcriptions of sessions where clients related their experience
of psychosis, often in very moving ways and in considerable detail.

Analysis of such a rich data set inevitably presents researchers with the
problem of how to go about the business of trying to make sense of such rich
narratives. Thankfully, this is a problem that many researchers before us
have confronted and have developed appropriate ways of dealing with. Our
research is quite firmly rooted in the tradition of qualitative research, some
general features of which we have already discussed in Chapter 1. While there
are a number of different qualitative research methods, we decided that the
approach most suitable for our research was grounded theory, which was
developed specifically with a view to establishing a set of flexible procedures
which help researchers analyse research participants’ views of whatever
experience is the focus of the study (Glaser and Strauss 1967). The primary
aim of grounded theory is, as the name suggests, to help develop theory which
is ‘grounded’ in the data (remembering that ‘data’ here is participants’ own
accounts of their experience). Looking at the role of grounded theory in
psychological research, Pidgeon and Henwood (1997) comment that grounded
theory can help stimulate conceptual development in the area investigated
through identifying themes which permeate the interview material: ‘Grounded
Theory is most typically well suited to the analysis of the broad “themes” and
content of participants’ accounts’ (Pidgeon and Henwood 1997: 260).

We do not intend to specify in detail the procedures we used for our data
analysis, but we do want to point out a few general features of how we
analysed the data. Essentially, our analysis involved multiple readings of each
interview transcript, looking for and gathering together (or ‘categorizing’)
comments which shared common threads, or themes. Our initial categoriza-
tion was based purely on the explicit content of the comments and generally
used the client’s own words in developing categories. For example, the com-
ment ‘I feel sometimes that it may be a case of having too many thoughts’
was categorized under ‘too many thoughts’. This analysis yielded a large
number of initial categories (164 at one point). Further refinement of these
categories reduced this number to 103, through identifying overlaps and
commonalities between various categories which were then subsumed within
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single categories. Simultaneous to this process of merging overlapping and
highly similar categories, the next stage of analysis also developed. This
involved looking for patterns and relationships within and between the
categories already created. For example, ‘too many thoughts’ was subsumed
with other comments which suggested that some kind of cognitive overload
may have caused the experience of psychosis. Eventually, this process led to
the development of a complex framework, or map, outlining the various cat-
egories and subcategories we developed in our analysis of our participants’
narratives about the experience of psychosis (see Figure 3.1 for an illustration
of this framework).

While this analysis does, of course, involve us imposing some kind of order
on our data, it is, nonetheless largely descriptive in nature in that it involves
describing rather than aiming to uncover underlying patterns which explain
the data. Grounded theory predicts that through the researchers’ immersion in
the data, theoretical constructs will ‘emerge’ as a product of the researchers’
deep immersion in and growing familiarity with the area being investigated
(Glaser and Strauss 1967; Strauss and Corbin 1990). Though it was with
some doubt and reservations regarding this ‘emergence’ that we entered into
this study, we were, in fact, surprised to note that, as predicted, this is exactly
what happened. Three theoretical constructs did ‘emerge’ from this analysis.
Though these constructs were refined as the analysis developed, they none-
theless proved robust and enduring in terms of capturing the essence of the
data. It is important to acknowledge that, despite our use above of passive-
sounding language such as ‘emerge’, we fully recognize and acknowledge that
this is our analysis, and that these theoretical constructs did not simply
emerge from the data, but rather they emerged from our attempts to makes
sense of the dizzyingly complex data set that we were faced with. They repre-
sent, therefore, our best efforts to grapple with the stories of psychosis of those
who were generous enough to share them with us in this research project.

We will now present our research findings in two sections, beginning with
what is essentially a detailed descriptive overview of how participants spoke
about the experience of psychosis. Following this, we will present the three
theoretical constructs which we developed and which, we hope, help convey
something of the essence of the subjective experience of psychosis. Earlier
publications (Geekie 2004; Geekie and Read 2008) have provided brief
outlines of our research findings.

The experience of psychosis

A brief look at our overall map of the ‘experience of psychosis’ (Figure 3.1)
illustrates the complexity and sophistication of how those involved in our
research spoke about their experience and should answer any lingering doubts
that one might have about whether or not those who have first-hand, lived
experience of psychosis are able to comment insightfully about the nature of
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this experience. The participants in our research, who, we remind you, were
clients of a mental health service receiving treatment for a first episode of
psychosis, many still ‘symptomatic’ (that is, experiencing ongoing psychotic
phenomena) spoke eloquently and thoughtfully about the nature of their
experience. The analysis which follows provides, we believe, a prima facie case
that those who experience psychosis are indeed able to speak meaningfully
about their experiences and thus make important contributions to the busi-
ness of making sense of madness. How great a contribution this can be
depends on the willingness of those in positions of influence and power to
listen to these voices.

Let us now have a look at what those who participated in our research had to
say about their experiences. As can be seen in our overall map (Figure 3.1), we
identified seven major categories, each of which subsumes several ‘subcategor-
ies’. These major categories (which are shown separately in Figure 3.2) will
now be discussed in turn. The order we have chosen to present these categories
is based partly on the order that, in our experience, issues commonly arise
within therapy. This does, of course, vary from client to client, but, as a general
pattern, initial concerns often relate to what may have caused the experience,
which develops into (and is informed by) a deeper discussion about what
constitutes the experience, how it impacts on the person, and what the person
is doing, or can do, to respond to the experience. Generally, it would be after
these immediate concerns are addressed that more abstract issues relating to
the nature of telling one’s story and spiritual matters emerge. We have, as far as
is possible, presented the data in this chapter to reflect this pattern. The excep-
tion to this is that we begin by discussing participants’ comments on ‘storytell-
ing and authoring’, because this provides a helpful context for much of what
follows, in that it delineates participants’ thoughts about the whole issue of
telling one’s story (see Figure 3.3). Throughout this chapter, we will, of course,
provide examples of comments by participants which illustrate the category
being discussed. However, the richness of data, combined with a limitation of
space here means we will not be able to discuss each subcategory in detail.
We will, instead, provide illustrative examples of selected subcategories
which, we hope, will convey something of the richness and sophistication of
our participants’ accounts of their experiences of psychosis.

Figure 3.2 Major categories within the experience of psychosis.
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Making sense of madness: storytelling and authoring

Making sense of their experience, whether it was referred to as madness,
psychosis, schizophrenia or some other term, was an issue of central import-
ance to participants. The search for meaning was a prominent concern, as
was the desire to share this meaning with others. Just how crucial an issue this
could be is conveyed by Isa, a young articulate Pacific Island man who
experienced what in conventional psychiatric nomenclature would be referred
to as paranoid delusions:

It is only through me understanding it that allows me to carry on living.
Otherwise it would just be a void.

Here Isa is suggesting that without meaning in his experience, life itself would
be intolerable. He was far from alone in his need to find meaning – and,
importantly, personal meaning – in his experience. Others expressed similar
sentiments. For example, Sara, an Asian woman whose strong Christian faith
had helped her through a period of psychosis which followed the birth of her
child:

Um, just because I mean because I want to find out why it has happened
and why it has happened to me.

Paul, a European migrant to New Zealand whose experiences had included
hearing voices which both complimented and insulted him, politely and not
without some humour explained, after reading an information pamphlet on
psychosis:

Well, yes, that’s very interesting. But I need to make my own sense of it.

The desire to make sense of the experience should not be confused with
a wish for simplistic explanations, nor for an inability to tolerate uncertainty.
Exploring the meaning of the experience, and an openness to consider mul-
tiple, sometimes competing understandings characterized participants’ atti-
tudes to their own understandings. Moana, a Māori woman who had

Figure 3.3 Storytelling and authoring.
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developed an ongoing complex persecutory delusional system that involved
intense hallucinatory experiences, was explicit about her understandings
of her experience:

Yeah. I actually have variations, em, I’ve got a number of different ways of
looking at it.

A corollary of developing a meaningful narrative was the importance of
sharing this with others, and crucially, how others responded to this. As part
of the process of telling one’s story, many reported that they struggled with
the feeling of being discounted, defined, or ‘invalidated’ by others. Participants
complained that they often felt that their storytelling capacity (in relation to
psychosis, and more generally) was being undermined, as if they were being
denied the right to ‘author’ their own stories. Margaret, a Pakeha women
in her thirties who had strong spiritual beliefs which influenced how she
understood her voices (‘auditory hallucinations’), expressed a sense that being
invalidated by others extended beyond her psychotic experience, to feeling
that she herself was being written off by friends:

Well, mine [experiences] aren’t being validated as real. All my close
friends . . . one close friend from Wellington almost has written me off,
doesn’t even bother with me now. Because it’s almost like ‘Margaret is a
lost cause to this. There’s no way she’s going to make it, she’s cracked.’

Having one’s experience explained in other frameworks, in particular the
diagnostic framework, caused difficulties for some, who struggled with the
idea that their experience could be explained in diagnostic terms, such as
‘psychosis’. This, they felt, invalidated their own authorship, by denying them
the right to determine the meaning of their own experience. This was a major
issue for Isa, here referring to being diagnosed:

I feel down when I think other people are judging me or categorizing me.
I feel good when I feel validated.

Similarly, Raj, an Indian man in his twenties, found having his experience
(aspects of which he felt very positive about) explained in terms of psychosis
troubled him. While he did see parts of his experience in terms of psychosis,
he felt convinced that other experiences he had (in particular, hearing the
voice of a deceased loved one) were more spiritual in nature. He felt that the
notion of psychosis undermined his belief that parts of his experience were
spiritual in nature and this distressed him:

Being told it’s psychosis and then that makes my experience not real.

50 Subjective experience



And it’s . . . that’s what’s made me more confused. Telling me I’ve gone
through psychosis and all this. It’s made me worse in the last two years.
I haven’t done anything. It’s got me so down and out.

Paul, who as part of his contact with mental health services had been told
by a staff member that his experiences were symptoms of schizophrenia,
challenged this diagnosis as inaccurate, and also unhelpful:

It [diagnosis of schizophrenia] definitely doesn’t help you to get on with
your life.

Others, however, reported that they found some solace in being diagnosed,
as it conveyed to them that others had had this experience too. Leon, a
New Zealander of European descent in his early twenties, said:

Oh, I suppose it just lets you know that it’s psychosis, that it’s not just
you. You know, it’s like, other people have had it.

As the comments above indicate, participants identified consequences for
them which were directly attributable to how they, or significant others, viewed
the experience. This was most apparent when the understanding changed
over time. Margaret initially saw her voices as spiritual, but later had come
to see them as a consequence of earlier abuse that she had experienced
and a manifestation of having a negative self concept. She found this latter
understanding reassuring and felt it offered her hope:

I know now, that the voices are just not sort of . . . that I’m not going
crazy, but it’s something that I can change.

To sum up this section, we can conclude that the business of making sense,
personally meaningful sense, and having the opportunity to share this sense
with significant others is an important concern for those who experience
psychosis, and that both the sense that is made of the experience and the
response of others have implications for the impact that the experience has
on the individual.

Making sense of madness: causes of psychosis

All participants were interested in considering the possible causes of their
experience, which was commonly the first issue they wanted to address in
therapy. In our analysis, we distinguish between notions of ‘causality’ and
‘descriptions’ (the latter will be discussed in the next section). The essential
difference is that within ‘causes of psychosis’, we include comments about
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why the experience occurred, whereas under ‘descriptions’ the focus is on
what it was like to experience psychosis.

A quick look at our overall map of the experience of psychosis (Figure 3.1)
will immediately convey to the reader the range and diversity of participants’
views on possible causes of their experience. After refining our analysis we
found that we were left with thirty-six distinct factors seen by participants
as being implicated in the cause of their experience. We were able to impose
some order on this diversity, by subsuming these thirty-six factors under five
general headings, as shown in Figure 3.4.

Clearly, given the number of causal factors identified by participants, here
we are unable to provide more than an overview, with some representative
comments by way of illustration of selected notions of causality. What is
important to note is that each participant expressed a variety of ways of under-
standing causes of the experience, rather than adopting a single unchanging
perspective. In addition, even within a single understanding of the experience,
participants commonly held multi-factorial accounts of causality, rather than
attributing psychosis to a single variable. Further, we should hold in mind
that participants tended to offer causal explanations for specific experiences
(such as ‘hearing a voice’, or ‘feeling confused’) rather than operating with
broader diagnostic terms, such as ‘schizophrenia’ or ‘psychosis’, which might
encompass a number of experiences. That is, they operated predominantly
within the ‘individual symptoms’ rather than a diagnostic, syndrome-level
framework (see Persons (1986) or Costello (1992) for further discussion of
this distinction). Thus, participants may have adopted, say, a psychological
explanation for one symptom, a biological explanation for another and a
spiritual account for yet another. These notions tended to be held flexibly,
as possible explanations, rather than in a rigid fashion.

The five major subcategories of causality, shown in Figure 3.4, were not
equally represented in terms of the numbers of specific causal factors men-
tioned by participants that each subsumes. In fact, there were many more
‘psychological causes’ (twenty-two in total), than any of the other sub-
categories. There are a number of possible explanations for this: perhaps as
psychologists ourselves we are more able to identity and distinguish psycho-
logical causes in participants’ comments; or perhaps psychologically minded
clients were more likely to see the psychologist and therefore to participate in

Figure 3.4 Subcategories within the causes of psychosis.
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this research. Whatever the reason, we do not wish to dwell on this here as it
is not a critical component of this analysis.

So, moving on from these general points, let’s look at some specific
examples of how participants understood their experiences to have been
caused. We’ll begin with psychological factors, under which we brought
together comments that attributed the cause of psychotic experience to psy-
chological factors typically within the individual. Further subdivisions here
were ‘emotions’, ‘the self’ and ‘information processing’.

Causes of psychosis: psychological

A wide range of emotions were identified as being possibly responsible for
causing the experience of psychosis. For example, John, a Pakeha man who
had been hospitalized when he became quite disorganized in this thinking and
behaviour and was considered at risk of coming to some harm, noted that he
had had a car accident a few months prior to becoming psychotic, and felt
that guilt relating to this had a role in him developing paranoid thinking:

I think I was just getting paranoid about the accident. Maybe feeling like,
quite a lot of like blame and things on me, from myself.

Interestingly, Spencer, a young Māori man who had also spent some time
in hospital during a manic episode with ideas of reference, also saw guilt as
implicated in his tendency to experience ideas of reference (the tendency to
interpret events as having a personal significance or reference to oneself):

It’s more of a guilt trip, and I suppose I look for signs of the people around
me knowing I’m not doing the right thing.

Other participants identified anxiety, stress, and jealousy as being impli-
cated in causing their experience. A couple of participants attributed the
experience not to emotion directly, but to their way of dealing, or failing to
deal, with strong emotion. Mark, a hard-working man in his mid-thirties,
who had a strong sense of responsibility for harmony within his family, and
an associated tendency to go to great lengths to keep the peace, had had
a psychotic episode with elements of both grandiosity and persecution, and
had ended up rather impulsively moving to another city, saw his way of hiding
emotions as underpinning much of his experience:

The manic phase of my experience was exactly what I would in my own
term describe as bottling things up.

While the above refer to relatively fleeting emotional states as causing
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psychosis, other, more enduring aspects of ‘the self’ were viewed by partici-
pants as having rendered them vulnerable to developing psychosis. One theme
which permeated the way in which many participants understood their
psychotic experiences was that of ‘disintegration’ of self. By this, we mean
a sense that the self is somehow experienced as not being as coherent as it
might be, with a sense of being ‘out of balance’ with one’s self often being
conveyed. Michael was a young, friendly and amiable Pakeha man, a talented
musician, who prior to experiencing a wide range of psychotic phenomena,
including distressing visual hallucinations, had been outgoing and seemingly
confident. However, this did not correspond to how he experienced himself
while experiencing psychosis:

Everyone’s got a place, but I haven’t got a personality or anything. I’m
not in sync with my personality and my self or anything.

Moana, in her own insightful and philosophical way, often generalized
from her own experience and understanding to articulate a more general
explanation for people experiencing mental distress, expressing here her pro-
found and moving notion of conflict within, brought on, as the context makes
clear, by a disintegration of the self as causing psychosis:

Well, we’re actually struggling with ourselves. If we’re mentally ill,
the characters that we make up in our sickness are just parts of our
selves.

Other aspects of ‘the self’ identified by participants as causally related to their
experience of psychosis, but which, unfortunately, lack of space prohibits
us from discussing here included the notions of having a ‘leaky mind’, self-
sabotage, interpersonal and perceptual sensitivity, low self-esteem, and the
‘sub-conscious mind’.

The final subcategory within psychological causes of experience is that of
‘information processing’. Here we collated comments where participants
indicated that how they process information is causally implicated in the
origins of psychosis. Janet, a woman in her late twenties who had experienced
voices and other hallucinatory phenomenon on and off since her childhood,
saw these as being the result of how her imagination works:

To me what I experience, like when I go into my little world is just
imagination. I don’t see it as part of the mental health.

Sometimes complex and sophisticated notions such as ‘metacognition’
(thoughts about thoughts), which, by the way, psychologists have only in
recent years come to investigate in relation to psychosis, were identified
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by participants as having caused their psychosis. Isa expressed his general
understanding of mental illness, based on his own experience, succinctly:

I constantly think that the notion of mental illness is a misconception.
All it is, is failing to understand your own thoughts.

Other aspects of information processing seen as contributing to psychosis
included developing unusual ways of interpreting information, feeling cogni-
tively overloaded, and questioning one’s fundamental beliefs and values.

Causes of psychosis: development and experience

While participants did seem to have a strong tendency to identify internal
psychological factors as important in bringing on psychosis, this did not
preclude attributions which saw life experience as also contributing. As noted
already, participants had no difficulty with – indeed we could say they had
a strong preference for – multi-factorial understandings of the causes of their
experience. There were a number of comments that attributed psychosis to
past experiences in a general sense, without singling out specific instances.
For example, Margaret, reflecting on what might have caused her psychosis,
commented:

The past. Because I have had so much of it in my life that I perceive
everybody as rejecting me when actually they’re just being themselves
in their own space.

An experience which was notable in participants’ stories was having spent
prolonged periods of time feeling, and being, socially isolated. This was the
case for Kevin, a shy young man who had an almost painful sensitivity to how
others were construing him and who was convinced that isolation was a
factor in causing his psychosis, a theme echoed by many participants, and
expressed with poignant simplicity by Leon:

For me I think it was just like being left on my own too much.

The general notion here was that participants saw their loneliness as creating
a vacuum which was filled by the psychosis.

Other factors identified as possible causes of psychosis included conflict in
interpersonal relationships, difficulties associated with becoming independ-
ent, and abusive experiences (sexual abuse, bullying, and emotional abuse).
Illustrative of the tendency for sophisticated explanations of the experience,
which not only identified the cause, but also specified how this cause might
operate, is Margaret’s moving reflection on her abuse:
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When you saw the way my father used to behave around me and that,
I think well no bloody wonder you’ve got a mind like that, Margaret.
When your father bloody [whispers] exposes himself in front of you
and things like that. Unintentionally, you’ve got to sit there and look
at it. No wonder you’ve got this shit [voices] going on inside you.
No wonder you feel dirty and unworthy.

Causes of psychosis: biological

Many participants posited the notion that biological factors were also involved
in the development of psychosis. Commonly, when biological factors were
referred to, it was in a fairly broad general sense. Under this heading we find
comments which see the brain, usually without further specification, as being
implicated. The context makes clear that these participants were referring to
the brain in organic terms, rather than using the term to refer to psychological
processes within the brain. Here, Janet expresses this position clearly:

I always believed that it was to do with my brain.

This sometimes coincided, not surprisingly, with participants identifying,
again in a fairly general sense, hereditary factors as being involved. Again,
Janet expresses her thoughts on this succinctly:

I thought just that I’d been born with something not right.

A number of our participants had used recreational drugs (mostly canna-
bis and LSD), and some saw drug use as having contributed to their experi-
ence of psychosis. We included this under biological causes because, as the
wider context makes clear, when they spoke about drugs, participants were
generally referring to them in terms of their biological effects on the brain.
While many participants spoke about drug use and psychosis, not all agreed
on what kind of relationship, if any, existed here. In fact, a number of differ-
ent relationships between drug use and psychosis were expressed, sometimes
by the same individual. For example, in one session, Leon reported having
a smoke of ‘weed’, after having none for a year or so, and felt this caused
paranoia:

So, not very good. Cos I haven’t had it for like more than a year. So, I did
after that, got a bit paranoid.

Whereas later, he expressed a quite different position:

Nah, never. It’s definitely not brought on by drugs, my psychosis.
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Others, such as Isa, also expressed more positive thoughts about cannabis
use, suggesting that it was either unrelated to psychosis, or that it helped open
up new ways of thinking which he found helpful:

I just find that for some strange reason it [cannabis] effects . . . I don’t
know . . . maybe the chemistry in my brain, on a level that I can’t reach
when I’m not using, but in a positive way.

Another biological theory for explaining psychotic experience (in this case
auditory hallucinations and associated delusional beliefs) was developed by
Tony, a Pakeha man in his mid-twenties whose rough and ready appearance
and manner seemed incongruous with his great sensitivity and capacity to
reflect on and express his own subjective experience. He reported that he had
noticed that when he heard voices, he also felt an unusual sensation in his
voice box:

Just been wondering if my . . . like, if this chatter’s turning into some-
thing in my voice box and I’m speaking under my breath unconsciously.

Initially, Tony considered that this belief of his was probably delusional in
nature:

It’s a feeling I have had for a while, that is in my throat and it’s kind of like
a delusional feeling that there’s something going on there.

He was surprised, but reassured to hear that his ideas corresponded closely
to a theory of auditory hallucinations (‘sub-vocalization’) that respected
researchers had developed and found evidence to support (Gould 1949).

Causes of psychosis: spiritual

One of the most pervasive features of how participants spoke about their
experience, and which marks a clear departure from how mental health
researchers and clinicians tend to speak about psychosis, was their interest in
spiritual aspects of the experience. As we will see throughout this chapter,
spiritual matters were of great important to those who participated in our
research (and, our experience tells us, to many clients of mental health ser-
vices). At this point, we will concentrate only on those comments which
suggested a causal role for spiritual elements.

Some expressed the view that spiritual matters of a fairly general nature
had somehow contributed to the cause of their psychosis, often involving
notions of ‘good’ and ‘evil’. Moana:
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I spent probably the last eight months thinking about the Devil and
thinking that He’s after me and thinking ‘far out, what is this about,
who’s after me?’ You know, someone out there’s got a problem with me,
and like, em, yeah, I think it’s probably caught up on me now.

Leon also often mentioned spiritual themes when he spoke about how he felt
his psychosis had come about:

Yeah, spiritual, like all your things that you’ve done bad, and you’ve
done good, and it makes you laugh and it makes you depressed to the
extremes, makes you like wear emotions to the extremes. It seems like
something pre-planned but not really.

A couple of participants felt that some of their psychotic experiences
may have been produced by spiritual beings, through some kind of influence
or ‘possession’. Generally these theories were associated with some distress
for the individual as they felt themselves subject to some form of attack
by a being beyond their control. Michael, demonstrating flexibility in how
he thinks about his experience and a willingness to entertain competing
explanations, nonetheless clearly considers external spiritual influence as one
plausible explanation for his experience:

Yeah, but it’s either coming from these beings, whatever they are, or it’s
coming from my head, from me.

Moana, who, as we have already seen, often drew upon her own experience,
as well as the experiences of other clients (who she had met in hospital or in
groups), was confident that those who experience psychosis often attribute
their experience to spiritual interference:

I think a lot of us think that there are spirits that play around with us and
that there is actually something out there that’s shooting things into
our head.

Causes of psychosis: functions

The final subcategory within understandings of possible causes of psychosis
is somewhat different from the others in that here we find the idea that psych-
otic experiences perform a particular function for the individual, and this is
seen as explaining why the psychosis occurred. These functional explanations
tended to be psychological in nature. That is, the psychotic experiences were
seen to have been caused by the need for the individual to address certain
emotional or cognitive matters. There is considerable overlap between
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functions of psychosis and other notions of causality noted above. The essen-
tial difference here is that it is the function which the psychosis serves (for
example, overcoming depression) which is seen as causing the experience,
rather than the difficult feeling (for example, low mood) itself.

Some viewed their psychosis as reflecting, and having been caused by, their
own way of expressing or avoiding painful emotions. Tim, a European man
who had a fully blown manic episode, accompanied with strong, grandiose
thoughts relating to his ‘saving’ the music industry by becoming a major
rock star overnight, saw his manic episode as being his way of dealing with
underlying feelings of inferiority:

I suppose maybe that was my attempt to crush my inferior feelings.
Maybe I just thought if I push myself to be just overly confident then I
wouldn’t get those em . . . cos I was thinking that when I was in the
manic state that I was about how I used to be, and I would laugh it off
and think, I’ll never be like that again.

Moana commented that psychosis had helped cure her from depression, a
theme which she expanded on to suggest that the psychosis had in fact saved
her from suicide:

It was like a miracle cure for my depression or something, but I haven’t
experienced it since. Like, it’s almost like I feel like I’ve been walking
my whole life quite depressed and suffering from something, and all of a
sudden it’s cured.

A couple of participants (Moana and Paul) suggested that their psychotic
experiences functioned to help them avoid addressing difficult emotional
issues, by distracting them from the matter. The context of these comments
indicates that both saw this as having a causal component to it. Paul notes
that while in the midst of his psychotic experiences he was able to feel good
about himself, as it allowed him to ignore major changes in his life which
threatened his sense of well-being:

See I was feeling good about myself and about life and about everything.
So that I, for me to accept that, that something has changed, would be
like everything around crashed on me. So this way, I felt so alive, I felt so
good about everything.

Janet and Tony both felt that hearing voices was sometimes their way of
giving voice to suppressed thoughts, which they felt unable to express, even to
themselves, using more conventional means. Janet felt that her voices helped
her express her true wishes:
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Em, part of me is thinking that it’s like instead of being voices there in my
thoughts, maybe that’s what I’m wanting to do.

Whereas Tony felt that his voices expressed what he did not want to express:

Yeah, it’s like, kinda like . . . what do I want to say, like can’t really find it,
so what I don’t want to say starts coming up.

Making sense of madness: describing the experience

We have seen above that participants came up with a wide range of different
ways of thinking about what may have caused their experiences of psychosis.
We will now move on to the next major subcategory of how participants
related their experience of psychosis: ‘Describing the experience’. In this
section we have collated, and further categorized, the ways in which partici-
pants explained what it was like to experience psychosis. That is, this section
relates to participants’ efforts at conveying what they felt was happening
when they had psychotic experiences, rather than attempting to identify the
origins or causes of the experience. Subcategories that we identified within
this section are shown in Figure 3.5. Again, due to lack of space we will be
able to give only selected examples of the rich diversity of ways in which
participants described their experience of psychosis.

While it has often been suggested that people who experience psychosis, or
who have a diagnosis of schizophrenia, tend to be ‘concrete’ thinkers, with a
limited ability for abstraction, we find that when participants described their
experiences, metaphors were often invoked to convey a sense of what it felt
like to be psychotic. These metaphors vividly capture important aspects of
subjective experiences which often do not submit easily to description. These
metaphors help convey a greater sense and understanding of the experience to
the clinician and so can open up new ways of thinking about the experience
and new avenues to be pursued in terms of therapy.

To express the richness of these metaphors we provide several examples
here. Describing her distorted visual experiences (which were at least partly

Figure 3.5 Ways of describing the experience of psychosis.
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hallucinatory) and the associated sense of alienation, Janet used the metaphor
of watching a sped-up movie:

And it feels like things are happening so fast like you see on some pro-
grammes how people just stand there and the world goes by. That’s
what it feels like. That I’m standing there and the world’s rushing by and
I’m just sort of standing there.

Leon used a metaphor from the world of computing (defragmenting a hard
drive) to describe his sense of falling apart when psychotic. This metaphor
provided him with a framework which not only described the experience, but
also indicated steps to remedy this situation, which included his understanding
of how medication worked for him:

It’s like defragmenting, you know, in a computer, and all the bits go back
into the right places, or you’ve got to put them back, and that’s what the
medication helps do.

The struggle to contain the feelings of pressure associated with the voices
in his head is captured by Tony’s metaphorical image:

Em [laughs], it’s kind of like trying to hold a balloon under water. When
I am feeling bad, the balloon keeps getting bigger and bigger and harder
to hold under the water.

One specific analogy that featured in a number of accounts was that of liken-
ing the experience of psychosis to the experience of dreaming. Moana:

I thought it was similar to dreaming, because I couldn’t figure out, I just
could not figure out.

In describing their experiences many participants used a ‘normalizing’
framework, comparing the experience to normal processes. The psychotic
experience was described as a process which most people experienced (possibly
taken out of context as a result of increased scrutiny) or a normal response
to a difficult situation. The common thread here is that psychotic experiences
are considered a normal aspect of human experience, rather than being
qualitatively different experiences. Tony saw aspects of his experience as an
inevitable and normal response to having too much free time:

Em, got a lot of time on my hands to think about things. Except even
when I was working it still happens. Em, I don’t know. I don’t see myself
as much different from other people.
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Four participants referred to their moods when trying to describe their
psychotic experiences, and commented that they felt that the psychosis
was an expression or reflection of their underlying mood (though they
did not imply, in these comments, that there was a causal relationship
between mood and psychosis). Kevin notes that when he listens to his
voices:

It sounds like it’s mirroring the way I am inside. I mean I notice the
negative stuff in other people.

The issue of control over experience was something that some participants
discussed. Some described their psychotic experiences as consisting of a sense
of losing control of one’s thinking or feeling. Janet reported that when she
experienced a hallucination:

It almost like feels like you’re losing control of your mind.

Similarly, Michael, describing how he feels when he experiences ideas which
he feels are not fully his own:

It’s like, this is me right, and I’m back here, I’m not up the front control-
ling me, like feeling like I’m controlling me. I’m back here feeling like I’m
out of control.

Participants who experienced auditory hallucinations were generally asked,
as a routine part of therapy, how they discriminate the experience of a
‘voice’ from that of a ‘thought’. This line of questioning led participants to
describe in some detail the experience of hearing a voice, and to identify the
properties of the experience of hallucinations that distinguish them from
thoughts. The general notion within conventional psychiatric literature is that
voices are distinguishable from ordinary thoughts because they have an audi-
tory quality that thoughts lack. That is, the difference between thoughts
and voices is seen as being phenomenological and perceptual in nature.
This is consistent with how Tony described his auditory hallucinations, saying
it was like:

Having an audio thought without producing it myself.

This is a description which fits comfortably with the standard notion of
auditory hallucinations found in psychiatric textbooks, with the emphasis
on auditory aspects of the experience. However, others who heard voices
described them quite differently, and differentiated them from thoughts
on quite different grounds. Michael identifies voices as being different from
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thoughts based on voices being experiences which he has no notion of having
produced intentionally:

Yeah. It doesn’t feel right, because like something will just pop out of my
mouth and I’ll be completely, like I wasn’t even there when I said it sort
of thing.

Whereas Janet differentiated thoughts from voices based on the content:

But if it speaks about you, if it says ‘you should’ or something like that,
then that feels like a voice.

Another criterion used by participants to identify an experience as a voice
was that of ‘unfamiliarity’. That is, if the grammar or vocabulary of the experi-
ence felt unfamiliar, then it was deemed to be a voice. This is explained by Tony
(who had also described some of his voices as being auditory in nature):

It’s like, em, it just doesn’t feel like it’s something I’ve thought of. Or
the actual sentence would be a sentence I wouldn’t usually use in my
dialogue.

These various descriptions of the experience of hearing a voice suggest that
there may be different processes involved in how people (even the same
person) come to construe experiences as voices. If this is so, this does,
of course, have important implications for the kinds of interventions that
might be offered to help someone deal with the experience of hearing
a voice.

The sense of being connected or disconnected from the world and from
other people was an issue of considerable importance for three partici-
pants. Those for whom this was an issue tended to see it as being fairly
central to the experience. There was some suggestion that the early stages
of psychosis are more characterized by feeling ‘connected’, whereas in the
latter stages a sense of ‘disconnection’ is more evident. This was apparent in
Paul’s story. He reported that at the earliest stages of his experience:

I was so connected to everything, to the air, to like throughout the
distance, like clouds and stuff, and to music.

Everything was connected to me, was that . . . like my I don’t know,
spirit or something, was here, or was there as well. I was spaced out
in a way.

However, he characterized his experience later on as consisting of more of
a feeling of disconnection:
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I would feel like I was put in some box, you know. And like I would
just look in through this here, but I’m in a dark box and I’m looking
somewhere outside.

John also reported that being psychotic felt like being disconnected from
himself and from his past:

I felt disconnected, more disconnected, when I couldn’t work out what
I was doing in the past.

Janet described her experience as having more a sense of profound, dis-
concerting social disconnection:

Like I don’t know. Like I don’t know if I belong here, or what.

Making sense of madness: impact of the experience

The next major category in our analysis relates to the impact of the experience
on the individual. Before looking at the variety of ways in which participants
spoke about how the experience of madness impacted on them, it’s worth
noting that this impact was expressed, some of the time at least, as something
both pronounced and profound in terms of its magnitude. Isa captures the
intensity and seriousness of this:

I feel that my experience was powerful. It, em, it could only have done
one of two things my experience: killed me or made me stronger. And
it’s made me stronger.

Participants spoke at some length about the various ways in which the
experience of psychosis affected them. We further subdivided these into
major subcategories as shown in Figure 3.6. The major subcategories relate
to the part of the person’s life most affected, as well as more general issues
such as the person’s attitude to the experience, and the trauma of the psych-

Figure 3.6 Subcategories within impact of psychosis.
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osis itself. Further subdivisions within these major subcategories are shown in
the overall map of the experience of psychosis (Figure 3.1).

Among the most profoundly moving of our findings was the impact psych-
osis had on how participants viewed themselves and their minds. It seemed
that the experience of psychosis sometimes shook the very foundations of
the person’s sense of self, leading the person to question some of the most
fundamental aspects of being. One of the most pervasive and troubling fea-
tures of this was in participants coming to doubt their own perceptions and
thoughts about the nature of reality. Often, this extended to feeling quite
unsure about the ability to distinguish reality from ‘non-reality’. While in the
literature this is commonly considered an aspect of psychotic experience
itself, here participants are commenting on the impact of having had psych-
otic experiences. Many participants had, during their period of psychosis,
developed ideas about how the world is, or what is going on in the world, that
were quite different to the beliefs they had held before becoming psychotic
and also different to the beliefs of those around them. For many, when this
period passed, and they came to doubt much of what they had held to be true
while psychotic, they found themselves confronted by more general doubts
about their own ways of making sense of and understanding the world. This
commonly led to questions for the individual about his or her own judge-
ments, and a loss of faith in one’s self.

For many, the experience of loss of faith in judgements about the world
seemed to pervade many aspects of being and cast doubt upon many areas of
life, leaving the individual feeling very uncertain and rather fragile. This
doubt generally developed shortly after the individual had emerged from a
period of psychosis, and lasted for a period of time while the person grad-
ually reacquired confidence in him or her self. The enormity of this loss of
faith in oneself is conveyed by Paul, who was troubled by this immediately
after having a brief, but pronounced psychotic episode:

I think that’s sort of shaken my belief system and my direction in life,
you know my purpose in life. Sort of like my belief system, my self, my
personality you know.

As he elaborates on this, Paul makes clear that he sees his uncertainty as
attributable to the psychosis:

The realization that it was a dream or a made up reality, makes you lose
all the foundation, and you don’t know what to believe any more. And
now you basically seem like you have to start from scratch, your life,
because everything was shaken around you.

Mark described feeling in a remarkably similar predicament shortly after
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emerging from a psychotic episode which had been characterized by his
developing quite unusual persecutory beliefs:

I extremely became very doubtful of my own judgements, my balance,
my perceptions. Probably just like starting again and retraining myself,
even in the normal things of life like driving and reading. Am I perceiving
them right, understanding when I read? Like, life’s just completely
starting again in primary school [laughs].

Margaret felt troubled about her ability to identify what is ‘real’ in the
world, which she saw as a natural consequence of having been psychotic:

Suddenly finding out that what they thought was real isn’t. That would
frighten or disturb anybody. What the hell am I supposed to believe? I
can’t even trust myself any more.

She went on to ponder a question with profound significance for her:

How in the future am I going to know what’s real and what isn’t?

While some expressed general doubts about their judgements, others
focused more on one particular aspect of being that felt most affected by
this. Michael felt somewhat uncertain and estranged from his own emotional
world:

It’s like I’m incapable of feelings. I don’t know if my feelings are fake
or not.

This contrasts with Margaret, who noted that while she doubted many aspects
of her being, feelings were the one thing she could rely on as being accurate:

I do know feelings are real. You can’t create those. That’s impossible.
That’s one thing. I will always rely on how I feel. The mind is a write off
as far as I’m concerned.

It would be hard to overstate the significance of the loss of faith in one’s
self that the comments above express. This issue was of crucial importance to
participants who expressed doubts about fundamental aspects of the self,
such as trust in one’s own perceptions. Having these aspects of life called into
question as a result of the experience was, for many, a disconcerting experi-
ence where one’s foundations were shaken, resulting in great uncertainty.
Questions of this nature (‘Can I really trust what I perceive?’; ‘How do I
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know who I am?’) seem to us to be primarily questions of a philosophical
nature, which relate to well-established areas of study within philosophy, such
as ‘epistemology’ (theory of knowledge) and ‘ontology’ (the nature of being).
Given this overlap, we came to see these impacts on self and mind as relating
to what we termed ‘personal epistemology’ (one’s views of one’s own ability
to acquire trustworthy knowledge) and ‘personal ontology’ (one’s personal
view about how one can go about ‘being in the world’: the nature of one’s
personal being). Both of these were significantly shaken by the experience of
psychosis, which often left the person facing quite profound uncertainties
about aspects of life and living that most of us, most of the time, simply take
for granted.

The usually gradual process of rebuilding trust in oneself was often a focus
of therapy, and commonly something that participants spoke about. Mark
explains the way in which he managed this, through evaluating how he dealt
with situations, and gradually learning to trust himself (at other times he
spoke about checking out his perceptions with trusted others as being an
important part of this process):

Well, as life goes by one day at a time and you do the normal things that
you should do, it’s coming back just by maybe a little repetition of maybe
the same thing. Or simply that nothing has actually gone wrong while I
have been trying to get myself back on track. And so if I can trust, ‘OK
that went all right’, so I can try doing the next thing. OK that went fine.
That means I can trust myself in those two avenues. The next one and
the next one, just like steps.

Not all of the ways in which psychosis affected the individual were of a
negative nature. Some reported that they felt that as a result of the experience
they now had a different and richer awareness and understanding of them-
selves and of the world. Some reported that as a result of the psychosis they
felt that they were now more aware of their own internal experiences in a
positive way. Tony commented that as a result of hearing voices, he pays
for more attention to himself generally, and more specifically his thought
processes:

I never studied myself that hard until I had the psychosis. I have never
really em . . . never really listened to myself talking.

For others, the impact was not only on awareness of internal experience, but
on their general understandings. Isa:

If I hadn’t gone into that black hole [psychosis], I truly believe I wouldn’t
be where I am now. I feel like I know myself better, understand myself
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better. And, I know it sounds funny, but I feel like I understand people
better too.

Participants also spoke about their relationship with the world in a broad
sense (including both the material and the interpersonal world) having been
affected through the psychosis. Generally, the direction of this impact was for
the person to feel a greater distance between self and world, although this was
not always the case. For example, Paul, for whom this issue of feeling dis-
tanced was of considerable importance, noted, when reflecting on the time
he first had psychotic experiences:

My impression is that my involvement, my experience of the world was
increased.

However, this contrasted sharply with how he felt in his post-psychotic state:

It’s almost like I’ve been cut from the world.

One of the more specific interpersonal consequences of having been psychotic
was a kind of social stigma, which includes the sense of having been written off
by other people; the feeling that others no longer considered the individual to
have a valid contribution to make to discussions. Margaret, who was a member
of a religious group, felt this acutely. She struggled with feeling that her experi-
ences were seen by other members of the group purely as signs of psychosis,
with none of the spiritual significance she believed the experiences to have:

Well, I feel very rejected at the group because I’ve not been validated
when I thought I was having true experience.

Margaret’s sense of being invalidated by others extended far beyond just
feeling that others did not accept her understanding of her experience. She
felt that, as a result of having had a mental health problem, she herself had
been written off:

Well, I feel like I’ve been written off as a bloody nutcase, like my
mother was written off too. But my mother was having very profound
experience.

Mark also felt that his experience of psychosis had influenced how some
friends viewed him:

I meet people they are sort of looking at me like ‘he’s had a bit of a
breakdown; he has had psychosis; he was a bit nutty’ [laughs]. So, I have
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got to put up with the fact of people looking at me and thinking ‘Is that
strange or is that normal?’

Others reported that one aspect of this was that others would now keep more
of a distance. Spencer noticed:

My neighbours have backed off from me since I’ve been unwell.
That’s OK.

Despite the fact that the vast majority (although certainly not all) of
the comments about the impact of psychosis conveyed negative ways the
experience had impacted on the individual, attitudes of participants to
the experience of psychosis were not uniformly negative. Every participant
experienced some distress associated with the psychosis, which is not surpris-
ing since they are clients of a mental health service and people who find
psychotic experiences disturbing are far more likely to use mental health
services than those who do not. Nevertheless, we see also that some expressed
both positive and negative attitudes towards the experience. Sometimes a
positive attitude to the experience was expressed in a quite unambiguous
fashion, where the experience of psychosis was clearly highly valued. Raj had
had an intense, but relatively brief, episode of psychosis, characterized by
ideas of reference and delusions which had a strong spiritual theme. While
Raj believed that these did develop into psychotic experiences he remained
convinced that the initial phases of the experience were spiritual in nature and
were a positive experience for him:

It felt so comforting. Like I had done the greatest thing in the world, or
I’d been blessed by the greatest thing in the world.

Margaret also viewed much of her experience in spiritual terms, expressing
a strongly positive attitude:

I was the happiest I’ve ever been in my life. It was the best thing in my life
that had ever happened to me, that I had experienced.

Others expressed a positive attitude to the experience which implicitly recog-
nizes that there were aspects to the experience which were not viewed so
positively. Moana often spoke about how interesting she found her psychotic
experiences:

Sometimes I find that there is a part of me that does like it and that’s
purely because my imagination is quite stimulated. It’s like that whole
creative side of me is stimulated.
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However, illustrating the coexistence of both positive and negative atti-
tudes to the experience, even within the same individual, Moana also found
aspects of her ‘imaginings’ difficult:

It’s really annoying, because em, because nobody wants to sit around
imagining cutting people up.

Similarly, Tony had a curiosity about hallucinations which meant he initially
welcomed these experiences, though he found that this did not last long:

The visual hallucinations I just have no concern over, like they can’t hurt
me, but the audio ones are really distressing to me.

Making sense of madness: responses and coping

Another area of great practical concern to participants was how to respond
to and/or cope with the experience of psychosis (see Figure 3.7). This is, of
course, to be expected, given that all participants were clients of a mental
health service and that these comments come from psychotherapy sessions,
where the focus would often be on coping with difficult aspects of the
experience. Under this broad heading, we include the individual’s own
strategies for dealing with the experience, as well as participants’ comments
on interventions (such as medication and psychotherapy) provided by the
clinical team.

The majority (approximately 80 per cent) of participants of the first epi-
sode psychosis team will be using psychiatric medication at any one point,
with an even higher percentage having been on medication at some point in
their involvement with mental health services. It is not surprising therefore to
find that participants often spoke about medication matters. Participants
expressed a range of opinions about the role of medication, with sometimes
the same individual expressing quite different positions at different times.

It was relatively common for participants to express some ambivalence
about the use of medication to help cope with their psychosis. This often
involved weighing up the perceived benefits and disadvantages of medication,

Figure 3.7 Responses to and coping with the experience.
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and using this balance in deciding whether or not they would continue using
the medicine. Here, Michael explains his decision-making process:

I’ve weighed them [pros and cons] up and I think it may as well be better
than what it was before I was on drugs [medication].

Leon also used a kind of cost-benefit analysis to govern his decision regarding
using medication:

It’s not good, the bad things that happen. It’s not good being on medica-
tion or anything. But it’s quite good em . . . like I feel like I’m better off
now than I was before.

Others were clear that the medication had a significant negative impact on
them. This did not always translate into the person stopping medication, but
was certainly an important influence on how they felt about the medicine.
Spencer expressed his concern that the medication is a way of avoiding
difficulties, something which he saw as inherently problematic:

I thought that medication is more of an automatic run away from the
situation.

Others, such as Michael, were more negative about how taking the medication
made them feel. Although Michael continued to use medication consistently,
he complained:

It’s like it’s taken my whole self and just dampened everything so noth-
ing can happen. I’m not able to work things out, it’s like my brain isn’t
doing anything.

At other times, a more positive attitude to the medication was expressed.
Tony expresses this in a straightforward manner:

All I really know is the pills work.

Michael, despite feeling that the medication turned him into a ‘bit of a
zombie’, nonetheless noted:

I’m feeling better. It’s because of the medication, I’m pretty sure.

Isa, somewhat like Spencer, felt that the medication did not truly help him
tackle his problems and expressed some pride about managing his difficulties
without the use of medication:

Subjective experience 71



I’ve been feeling quite good about myself, yeah and about not taking
medication.

This helps convey a position that many participants expressed regarding
medication: namely, that they saw it as one of the ways in which they
could cope with the psychosis, though generally a strategy that had some
disadvantages.

Of course, those who experience psychosis develop their own ways of
dealing with distressing aspects of the experience, and this was also true of
participants in this research. One commonly adopted strategy for dealing
with psychotic experience was to try to detach or distance oneself from the
experience psychologically (this could also be referred to as ‘distracting’). For
example, Moana was clear that being engrossed in her ‘imaginary world’ was
not good for her, and she endeavoured to distance herself from this:

It’s like when I’m in the moment of imagining things, that’s when I think
things are real. But when I get some distance from them, then I know
they’re not.

Other ways of dealing with the experience involved some kind of investiga-
tion of the experience, or what we might call ‘reality checking’. This consisted
of using another frame of reference (either within the self, or from another
person) to evaluate the experience. Margaret found that she could check out
whether her internal voices were real or hallucinatory by using ‘sensory cor-
respondence’: that is, by seeing if she also perceived the experience through
the more reliable (to her) modality of sight:

I’m not ever listening to this [points to head] again. I’ll never ever in my
life listen to another voice. For it to be God or somebody, I have to see
it. It’s gotta be in front of me. I’ll have to see them like I’m seeing you.

Moana sometimes applied what she called a ‘scientific perspective’ to her
experience. This involved her weighing up various pieces of evidence, or
deliberately seeking contrary evidence, which helped her decide whether or
not the notions she had about harm she feared she had done to others actu-
ally corresponded to real events. It did not, and she generally found a lack of
evidence to suggest that she had caused any harm:

I had to sit down and I had actually to tell myself, you know, it’s not true.
I had to find evidence, I had to find, you know, flaws in, you know, the
whole story and just focus on those.

While Moana reported that this approach often helped her, she noted it was
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not foolproof, as sometimes she found that even when confronted with con-
trary evidence, this did not persuade her that she could, or should, dismiss her
original thoughts about having harmed others:

Even though things haven’t corresponded out here, I find a way of look-
ing at it so that there’s an explanation of why that hasn’t happened. I can
make an excuse to myself. I can alter things to protect my theory.

Another way of checking one’s experience was to ask another person to see
if they had, or hadn’t, perceived what the participant had perceived. Mark
explained that when he had ideas that he felt were unusual, he did not find it
helpful to try to work these out on his own, but this did not trouble him as he
found asking another trusted person worked well for him:

Because I was starting to think you can’t always change the way you feel
but you don’t have to, do you? You just get a more reliable opinion.

Some participants found that an effective way of dealing with psychosis
was by looking at the experience differently, or by reframing the experience.
This may have involved, as it did for Moana, trying to develop a whole new
way of looking at the world and processing information:

I feel like I’m reprogramming my brain. I feel like I’m having to
reprogramme the way that I used to . . . to get back to the way I used
to think.

Margaret was more specific. She came to see her troublesome voices as
being an expression of her own guilt about having been sexually abused as a
child. While this new understanding did not have an impact on the voices
themselves, it meant she was far less troubled by them:

I found myself sitting on the bed saying to myself this morning, ‘don’t
worry Margaret, it’s just the guilt coming up, let it go, focus on some-
thing positive’. I’m talking like that to myself ‘it’s just your past coming
up, guilt, just let it go, let it go’.

Some found sharing the experience of psychosis with others very helpful.
This sharing sometimes involved simply speaking with a sympathetic friend
or hearing about the stories of other service users. The common thread was
coming to see psychosis as being a shared human experience, which seemed to
help normalize the experience and so make the individual feel less troubled
by it. Janet found that telling her friend about her experience had been helpful
to her:
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I said to my friend, ‘Oh, they’ve classed me as psychotic’. And she went,
she asked like what I mean. And I said, ‘Like, I hear voices and I see things
and I feel like I could quite easily go out and harm someone’. And she
goes, ‘Oh, I think everyone can do that’. And it was like, oh well, maybe I
just don’t have anything wrong with me.

One of the things Moana found most helpful about having had a short stint
in hospital was hearing other people talking informally about their own
experience:

And I heard stories about other people; that just brought me back down
to earth.

Moana felt quite inspired by others’ stories, so much so that she sought out
published first-person accounts of psychosis and used these to help her
conceptualize her own experience:

The only reason I wanted to read about other people, was to see some
examples that would blend in with mine.

Making sense of madness: Māori issues

As has already been explained (pp. 42–43) while Māori participants were not
excluded from the study (and two participants identified themselves as
Māori), on advice from Māori mental health services, issues specific to Māori
culture were not the focus of the present study. Both Māori participants in
the study did have contact with Māori cultural support workers. However,
despite this, there were times when aspects of Māori culture in relation to the
experience of psychosis were mentioned by participants. Here, we want only
to acknowledge the importance of these cultural issues, and to recognize that
they did emerge in the clinical interviews with participants. We accept and
agree with the advice given that a proper investigation of Māori cultural
matters in relation to psychosis needs to be undertaken by someone who has
a good understanding of Māori culture. For the purposes of the present
report, we wish only to respectfully mention these issues. Examples of the
kinds of issues mentioned include references to Māori spirituality, such as
this by Moana:

There was this guy who em, he slept in a marae [meeting house], and he
ended up getting possessed. And when he was possessed, he started
blurting out all these words of Māori, and he couldn’t speak Māori.
And, anyway, they basically got rid of the demon or whatever that had
possessed him. Apparently, he’d slept under, you know how they have
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the Māori carvings, they’re actually individual tribal leaders. And appar-
ently, one of them was dark, and so he’d been possessed by, you know.

This now brings us to an end of the first stage of our research findings.
What we’ve presented is essentially a summary of the numerous and diverse
ways in which participants in our research spoke about the experience of
psychosis. Admittedly, we have imposed some kind of order in terms of how
we have presented these comments, by gathering together comments that we
saw as similar. We believe that the examples we have given above convincingly
convey the complexity and sophistication of how those who experience
psychosis can, if given the opportunity, speak about their experience, and
further that there is clearly a role for those who have first-hand, lived experi-
ence of psychosis to contribute to the debate around what it is and how to
assist those who may be troubled by it. Interesting and important as these
issues are, this was not the end of our research project.

Another objective of our research was to see if we could, through our deep
immersion in the data, find some broader ways of making sense of the experi-
ence of madness. What we mean by this is we hoped to develop some explana-
tory concepts (or ‘theoretical constructs’) that would capture something of
the essence of the subjective experience of madness and do so in way that has
practical implications for how we work clinically with those who have such
experiences. We will now outline this aspect of our research findings.

Making sense of madness: theoretical constructs

We developed three theoretical constructs (‘fragmentation–integration’;
‘invalidation–validation’; ‘spirituality’) which, we are proposing here, convey
some of the essential elements of the subjective experience of psychosis.
These constructs cut across and subsume many of the descriptive categories
listed above. We see these three constructs as being more explanatory in
nature, in that we are using them here to try to abstract from our participants’
accounts of their experience some core features of the experience of psych-
osis, which might help us develop our theoretical understandings of what is
going on when someone experiences psychosis, and by extension, our clinical
and research approaches to these experiences. Implications from our research
for theory, research and clinical practice will be discussed in the final chapter
of this book. We should explicitly acknowledge that these constructs come
from us: we developed them as our way of making sense of our participants’
accounts of their experience. We believe they offer us new and (we hope)
more helpful ways of thinking about the experience of psychosis and that they
do so in a way which remains true to the lived experience of the individual.

We chose to refer to these as ‘constructs’ to acknowledge the influence on
our thinking of the American psychologist George Kelly’s (1955) theory of

Subjective experience 75



personal constructs. For Kelly a ‘construct’ is a psychological process, bipolar
in nature, which we use to make sense of, relate to and navigate our way
through various aspects of the universe. Examples of common constructs
might include ‘good–bad’ or ‘edible–inedible’. In Kelly’s theory each con-
struct has a limited ‘range of convenience’ (or range of situations in which
it tends to be applied). As we shall see, the first two constructs (‘fragmenta-
tion–integration’ and ‘invalidation–validation’) fit the bipolar format of a
construct as described by Kelly, whereas the third, ‘spirituality’, does not
readily fit this format, although we do not see this as problematic. For each
construct, we will give a brief definition followed by a consideration of the
aspects of the experience of psychosis which this constructs covers (or, in the
language of personal construct theory, its ‘range of convenience’). As broad-
ranging explanatory constructs, these are, necessarily, somewhat abstract in
nature. However, we will provide specific examples in the form of quotes from
participants which should illustrate the relevance of the constructs to specific
aspects of the experience of madness. The order in which we now present
our three theoretical constructs is not intended to indicate any particular
relationship or hierarchy between the constructs.

Theoretical constructs: fragmentation–integration

The construct ‘fragmentation–integration’ refers to various aspects of the
individual’s experience of psychosis. What we hope to convey by this con-
struct is a sense of a loosening (or, less often, tightening) of connections and
associations between aspects of experience for the individual. This relates to a
sense of ‘wholeness’, and the notion that a central aspect of psychotic experi-
ence is that this sense of wholeness can become ‘fragmented’, or, at the other
end of the construct, that there can be a sense of ‘integration’, though it
seems that this is less pronounced in psychosis. Largely, the experience of
fragmentation is associated with a loss of harmony, whereas integration may
be associated with a sense of well-being.

The various aspects of the experience of psychosis encompassed by this
construct (its ‘range of convenience’) includes the individual’s experience
of self, of other people (the interpersonal world) and of the material world.
Each of these reflects important aspects of participants’ worlds which were
implicated in the experience of psychosis in ways that we feel can be subsumed
by fragmentation–integration construct.

Fragmentation–integration of self

In terms of the experience of self, participants often spoke about psychosis in
ways which suggested that this had important implications for and on the
sense of self, commonly conveying a feeling of fragmentation of parts of the
self. Here, what we are suggesting is that one of the core features of madness
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is the individual’s experience of self, which is changed in important, often
disconcerting ways, reflecting, commonly, a sense of fragmentation of differ-
ent aspects of the self.

In considering the descriptive categories outlined above, we can see evi-
dence of this fragmentation of self in some of our participants’ notions of
causes of psychosis. For example, within those causes of psychosis under ‘self ’
we find many which attribute the cause of psychosis in a way that conveys a
sense of a self not at one with itself (such as ‘disintegration of self’ and ‘leaky
mind’) and also the self attacking itself (‘self-sabotage’). Similarly, where
participants identified emotions as causes of psychosis we find suggestions of
discord or loss of harmony within the self. For example, seeing ‘guilt’ as
causing psychosis suggests a person ill at ease with aspects of the self. Many of
the metaphors participants used to describe their experience also convey some
discord within the self (in fact, one such metaphor, from Leon, was of psych-
osis as being akin to ‘defragmenting’ a computer, which contributed to our
use of the term here). When considering the impact of experience we find
further evidence of fragmentation as illustrated in experiences such as the
sense of ‘discontinuity of self’. A sense of fragmentation is also conveyed by
some of the ways participants coped with psychosis (particularly those involv-
ing distancing and detaching self from the experience). The notion of ‘spiritual
fragmentation’ (see below, page 86) also clearly conveys a sense of personal
fragmentation.

We can think of this sense of fragmentation of self as related to both the
experience of self in the here and now, where the self was felt not to cohere,
not to fit together as it once had, as well as to the experience of self over time,
where the sense conveyed was of there being discontinuity between the self
felt now and the self in the past, as if the continuity which holds the self
together had somehow been fractured. The extent of this sense of fragmenta-
tion, both in the here and now, and over time, varied from seemingly pervad-
ing the experience of self to being more limited to particular aspects of self.
Both of these were distressing, troubling experiences for participants who
expressed a sense of grappling with the very essence of the self, which was
conveyed as ethereal, changing, and failing to provide firm ground upon
which to stand.

Fragmentation of self in the here and now

A sense of the self in the here and now being quite out of synchrony with
itself in a fairly pervasive way permeated participants’ stories. This is cap-
tured in Michael’s comment that conveys the intense existential discomfort
associated with the experience:

I haven’t got a personality or anything. I’m not in sync with my personal-
ity and my self or anything.
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John expressed this sense of feeling internally disconnected, when he reflected
on what had been going on for him when psychotic:

I felt disconnected, more disconnected, when I couldn’t work out what I
was doing in the past.

Moana also saw a kind of internal fragmentation as being at the core of
psychosis:

It means that we’re actually struggling with ourselves.

Fragmentation of self: lack of continuity over time

Another way in which the self seemed fragmented was over the course of
time, where the continuity of the self was broken or interrupted as part of the
psychotic experience. This was not delusional in nature (for example, believ-
ing that the self had been replaced or altered by an external force), but rather
related to the experience of the phenomenology of self and the sense that the
individual struggled with the felt experience of continuity, such that the cur-
rent self felt quite different from the self before psychosis. This sense of loss
of continuity of self is expressed by Michael, who laments that he finds it
hard to recall how things were before he had his psychotic episode (the con-
text here made clear that he was not literally talking about remembering
events, but rather remembering how he used to feel):

I can’t remember anything about what life was like before.

The sense of confusion and loss associated with this disruption to the self is
evident in Paul’s comment:

I can see the world and everything, but I don’t seem to, you know, see it
with the same eyes as I used to before, you know. So, I think that maybe,
you know, as a result of what I went through, maybe I have changed, but I
don’t know what has changed about me.

Integration

At the other end of the ‘fragmentation–integration’ construct as applied to
the self, there was the occasional sense that, through psychosis, the person
came to feel more integrated, more at one with the self. This was much less
pervasive than fragmentation. Nonetheless, there were elements of partici-
pants’ stories which did suggest that psychosis was, at times, associated with a
sense of integration of the self. As is apparent in the quotes which follow,
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integration was much less distressing (and often not distressing at all) than
the experience of fragmentation. For example, in ways in which participants
spoke about causes of psychosis, both ‘making sense of things’ and ‘giving
voice to suppressed thoughts’ suggest that, in some ways at least, there was
a sense of a coming together, or integration, of aspects of the self. Moana
noted:

The way this sickness developed, it was so logical. It just came together
and explained everything.

In this context, the ‘everything’ she referred to included a range of disparate
thoughts and feelings she had been experiencing. Tony’s comments also sug-
gest that the experience of psychosis was associated with increased awareness
of and unity of the self:

It [psychosis] made me just more aware of the mind I have.

I never really studied myself that hard until I had the psychosis. I never
really, em, never listened to myself talking.

Here, he is speaking of his internal, sometimes hallucinatory, voice as being
a part of himself which he had hitherto ignored, but had now come to attend
more to.

Fragmentation–integration of interpersonal world

The ‘fragmentation–integration’ construct can also be applied to how partici-
pants spoke about their experience of the interpersonal world in the context of
having been psychotic, with there being a sense of social relationships being
fractured or breaking up. Some of participants’ notions of causes of psych-
osis, such as ‘isolation’, ‘abuse’ and ‘interpersonal relationships’, seem to indi-
cate some difficulties or fragmentation of the interpersonal world. Similarly,
when describing the experience of psychosis, the notion of this constituting a
‘personal or different reality’ suggests a person cut off somewhat from other
people. This fragmentation of interpersonal relationships seemed to vary
depending on the particular phase of the psychotic experience. Margaret iden-
tified increased distance in relationships and associated isolation as having
helped create the conditions within which psychosis could emerge:

I was going home at night, spending a lot of time on my own, watching
TV, shutting myself in the house for weeks and weeks. Now, when you do
that you can get quite withdrawn and introverted, and you can . . . that’s
how I can see that I must have created it.
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Paul also noted that in the period leading up to his first contact with
mental health services, he had become increasingly isolated, which he felt
had contributed to him appearing thought disordered when he tried to
communicate. He notes that this situation perpetuated itself as his com-
munication difficulties exacerbated the fragmentation of his interpersonal
relationships:

I guess maybe, probably, the reason for that is probably that I have been
isolated maybe for some time, and I have lost that, you know, that touch
for people and stuff. And, like, that has put a distance between me and
other people.

This sense of finding it difficult to relate to others was reported as an import-
ant concurrent aspect of the experience of psychosis. That is, fragmentation
of relationships was also part of the psychotic experience itself, not just a
precursor to it. Sara expressed this when reflecting on her second psychotic
episode and how removed from people around her she felt:

Yeah, the second time I was feeling that I was the only person. I didn’t
belong to anyone. I was alone.

Sometimes the feeling of being different from others and therefore strug-
gling to connect persisted beyond the psychotic episode itself and seemed to
relate in a more enduring way to how the person had come to see him or
herself as a result of having been psychotic. Paul:

I guess from that moment on I felt much more different from other
people.

He went on to explain the impact that this had on his social world:

It’s like something has been taken away from me, that’s how it feels. Like
it’s put a wall between me and you know maybe, in a way, other people.

At the other end of the construct there is much less evidence of integration in
the interpersonal worlds of participants. There may be some limited sugges-
tion of integration in some of participants’ ways of coping, such as ‘reality
checking’ which for some involved asking other people about experiences.
Also, in ‘normalizing by sharing’ there is some sense of the importance of the
interpersonal world and the need for at least a degree of integration for this to
occur. There was the occasional comment that through the psychosis the
individual felt more connected, or more integrated with the interpersonal
world, although how far this translated into actual relationships was unclear.
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Michael felt that as a result of having been psychotic, he was now more tuned
into aspects of interpersonal relationships that he had been insensitive to
before:

I am more aware now of the unspoken connections between people.

Fragmentation–integration of the material world

Fragmentation also characterizes aspects of how participants spoke about
their experience of the material world, describing feelings of being discon-
nected from the world which seemed at times to be something they witnessed
but felt quite cut off from. This sense of fragmentation in relation to the
physical world is captured beautifully by Moana:

I feel everything feels kind of surreal and I feel like I’m floating around in
some magical bubble.

Paul felt similarly disconnected (or fragmented) from the material world
around him:

I would feel like I was put in some box, you know. And like I would
just look in through this here, but I’m in a dark box and I’m looking
somewhere outside.

The seriousness of this sense of being detached from the world is illus-
trated in the following quote, also from Paul, who explains in a matter-
of-fact, detached way that he could easily have killed himself when he felt
this way:

Yeah it was really extreme. You just feel detachment. You just feel
detachment. You just don’t feel a part of anything. Just feel like maybe
you’ll go to a building and jump off.

These feelings of detachment for Paul seemed to characterize how he felt
towards the end of, or shortly after, a psychotic episode. At other times, he
reported that he had felt a much greater sense of connection to the world, a
greater integration with the world. Here, Paul reflects on how he felt just as he
was becoming psychotic:

My impression that my involvement, my experience of the world was
increased.

He went on to explain how intense this felt:
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I was so connected to everything, to the air, to like throughout the
distance, like clouds and stuff, and to music.

Here, Paul’s experience of the material world would appear to be located
much more towards the integration end of the ‘fragmentation–integration’
construct, and his quotes above convey movement from one end of this con-
struct to the other, in terms of how the world is experienced. In Paul’s case,
there seemed to be a temporal effect, where the early phases of psychosis were
characterized by a sense of integration with the world, whereas in the latter
stages fragmentation was more pronounced. Of course, it is impossible to be
certain about this based on the current research, though it does point to the
possibility of a relationship worthy of further investigation.

Theoretical constructs: invalidation–validation

The second theoretical construct, ‘invalidation–validation’, refers to what
are, surely, essential and fundamental characteristics of being human: the
sense of feeling confident in one’s ability to accurately perceive and under-
stand experience and to convey this to one’s self and to others. The ‘invalida-
tion’ end of the construct relates to the experience of having one’s authority
(or ‘authorship’) over the interpretation of experience called into question,
undermined, ignored or rejected, whereas ‘validation’ refers to having one’s
understanding of experience supported, confirmed, or ‘validated’. We see this
experience of invalidation as relating to both the experience of self and of the
interpersonal world.

Invalidation–validation of self

In terms of relationship with self, participants spoke about experiencing a
personal loss of faith in their own judgements about the interpretation and
meaning of experience. This is clearly a crucial aspect of human existence:
the feeling that one can rely on the information received from the senses and
can trust what this information means. Personal invalidation can be seen
clearly in some of the ways in which participants spoke about the impact of
psychosis, such as the ‘loss of faith in own judgements’. Personal invalidation
incorporates the personal loss of trust in one’s own ‘personal epistemology’
(personal view of one’s own ability to acquire trustworthy knowledge) and
‘personal ontology’ (personal view about how one can go about being in the
world) as mentioned earlier (pp. 66–67). Also included here are doubts
expressed about various aspects of one’s personal ways of understanding
and being in the world, including doubts about cognitive, emotional, and
perceptual judgements.

Janet expressed doubts about her own cognitive capacities when reporting
what was the worst aspect of psychosis for her:
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Doubting myself, my own judgements.

Similarly, Paul doubted himself:

I have found myself always questioning my own thought processes.

Michael came to doubt the extent to which he could trust his own emotional
responses, feeling uncertain about how ‘real’ these were:

It’s like I’m incapable of feelings. I don’t know if my feelings are fake
or not.

Perception was also called into question by those who had had perceptual
disturbances (generally hallucinations) as part of the psychotic experience.
Paul expresses the loss of grounding that this caused for him:

Psychosis is like having your eyes closed. Nothing you see is making you
grounded.

Others expressed this sense of invalidation within the self in a more general
sense of coming to distrust the self, without specifying particular faculties.
Margaret:

What the hell am I supposed to believe? I can’t even trust myself
any more.

At the other end of this construct, personal validation, we find an expression
of a need for this in participants’ accounts of their experience. This is evident
in the process of ‘reacquiring trust in one’s own perceptions’ as well as in
participants’ comments about the importance of putting their story together
not only for sharing with others, but also as a way of ‘self-validating’. John:

I just hope I’ll be able to make sense of the whole lot.

Raj:

I just need to know what it is.

Neither of these, as the contexts make clear, is a request for an explanation to
be offered, but rather they are expressions of the desire for developing a
personal understanding of the experience, a form of self-validation. We see
the importance of developing a personal understanding of experience also in
Sara’s comment:
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I want to find out why it has happened and why it has happened to me.

Invalidation–validation in the interpersonal world

In addition to this sense of personal invalidation, participants’ accounts
expressed a feeling of being confronted with invalidation in relationships with
other people. This social (or interpersonal) invalidation consisted of feeling
that others questioned or undermined one’s capacity to adequately under-
stand and communicate one’s experience. As such, this has an overlap here
with elements of the descriptive category in Figure 3.3 above, ‘Storytelling
and authoring’, and, in particular, the subsection on ‘De-authoring and
invalidation’ (some of the quotes used here were also used in these earlier
sections). This interpersonal invalidation extended beyond the feeling that
one’s capacity to explain the psychotic experience was being invalidated, to
feeling that, more generally, one’s entire self was being ‘written off’ or invali-
dated. This was how Margaret expressed this feeling:

Well, I feel like I’ve been written off as a bloody nutcase, like my
mother was written off too. But my mother was having very profound
experience.

Raj felt that having his experience labelled as ‘psychosis’ by others was a form
of invalidation:

Telling me I’ve gone through psychosis and all this. And I just . . . it’s
made me worse in the last two years. I haven’t done anything. It’s got me
so down and out.

At the other end of the ‘invalidation–validation’ construct, some expressed
the importance to them of the sense of being validated by self or by others,
the sense of being recognized as a valid author of one’s own experience. Here,
Isa’s comment seems to point to the contrast between the two ends of this
construct:

I feel down when I think other people are judging me or categorizing me.
I feel good when I feel validated.

In this context, validation referred to a combination of feeling that one’s
understanding of a given situation was accurate and reliable, and to having
others accept, rather than question, one’s understanding (that is, it contained
aspects of both personal and social validation). This desire for some form of
validation from others was an important consideration, expressed in a var-
iety of ways. We could consider the enthusiasm participants had for telling
their stories (as well as having them listened to, of course) and the importance
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they attached to this reflects a desire for validation. In addition to telling their
stories, both Isa and Moana specifically asked if they could write down their
story and, importantly, that the author (Jim Geekie) would read them. This
seems to be a clear expression of the importance of validation. Isa:

I have never felt so right about anything as I feel about telling my story.

Leon commented on the importance of receiving validation from others
also, noting that he felt he obtained this from attending one of the FEP
team groups:

Going to the groups and stuff [helped me] and you hear people having
the same sort of things, like people, em, like people talking about you
and stuff.

Moana also commented that she enjoyed reading first-hand accounts of
psychosis because this helped validate her own experience and understanding.

Theoretical constructs: spirituality

The final of the three theoretical constructs is ‘Spirituality’. As already noted,
this construct is different from the other two theoretical constructs in that it
does not fit within the bipolar structure as, unlike the first two constructs, this
does not have an ‘opposite’ end (at least, we were unable to come up with one
which we felt genuinely fitted with the data, rather than just reflecting our
desire for uniformity in our three theoretical constructs). Now, ‘spirituality’ is
a term which has different meanings depending on the context, so we should
clarify what we mean by it here. What we are referring to here is an inclination
to view the experience of psychosis, or aspects of it, in terms of a broad
framework of meaning, pertaining to how the individual views his or her
relationship with the universe. That is, a tendency to place the psychotic
experience in a metaphysical context where it is considered to reflect some-
thing of existential or moral significance for the individual (for example,
relating to the purpose of life or to the nature of ‘Good and Evil’). Generally,
this involved moving beyond explanations of psychosis which locate it purely
within the material world (though this is not to imply that these explanations
were rejected by the individual), to seeing psychosis as having, in one way
or another, a bearing on the individual’s understanding of the meaning
of life and relationship with the universe in the broadest sense. Sometimes
this involved the participant referring specifically and explicitly to external
spiritual beings (such as God, the Devil, or simply ‘spirits’, as in spiritual
causes of psychosis, which we discussed earlier in this chapter), or to non-
physical aspects of self (such as ‘the soul’). At other times no such specific
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beings were invoked, though it was clear from the context that the participant
saw the psychotic experience as being of some relevance to metaphysical
matters.

Spirituality as an aspect of psychosis was an issue for most participants,
though in quite different ways and to differing extents. Relationships between
psychotic experiences and spiritual matters were often of central importance
to participants. In addition to notions of spiritual contributions to causality,
there were other important connections between psychosis and spirituality in
participants’ stories, which are summarized in Figure 3.8.

The broadest aspect of the spirituality–psychosis connection in partici-
pants’ accounts was the tendency to view the experience of psychosis in a
spiritual framework without necessarily specifying details of the nature of
this relationship. Here, psychosis was seen as somehow bound up with the
spiritual world, which provided a way of thinking about the experience within
a framework which helped render the psychosis meaningful and sometimes
more manageable. Moana was particularly interested in spiritual matters,
despite holding no clear-cut religious beliefs of her own. When discussing her
psychotic experiences she often mentioned spiritual themes. Her perspective
on this matter is summarized in her brief comments on her psychosis:

There’s a whole spiritual story surrounding all of this.

In many ways this comment provides a useful summary for the position of
many participants, who viewed their experience in broad spiritual terms. Isa:

Now I see my voice as being like a spiritual journey.

Deep down, I think it’s spiritual.

Raj also explained, regarding his ‘ideas of reference’:

I was getting a lot of signs everywhere. Everything was for a reason. That
there’s something out there. Sort of made me believe in a higher power
once again.

Figure 3.8 Ways in which ‘spirituality’ was present in the experience of psychosis.
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There were aspects of viewing the experience in spiritual terms that caused
some dilemmas for participants. This was particularly the case for Moana.
Although she generally found her psychotic experiences troublesome and
wished she could prevent these happening, she found herself asking a pro-
found but pragmatic question of her experience:

But, I keep thinking, what is that? What if that’s my soul?

This, not surprisingly, left her feeling very ambivalent about ‘treatment’.
After all, who would take ‘treatment’ aimed at altering or even eliminating
the soul?

Some participants reported that since having their psychotic experience
they felt less ‘together’ or less integrated spiritually, somewhat out of sorts
with themselves on a spiritual level. This was something that seemed not easy
to convey, but was clearly a troublesome matter. Michael:

That’s why I sort of say that I am in a zombie state. It’s like I’m not
conscious to everything, that I don’t feel in sync with my spirit, I guess.

Moral matters overlapped with spiritual matters for participants. The peren-
nial issue of ‘Good versus Evil’ was one which permeated some participants’
stories. Sometimes this issue was expressed as a deeply personally matter,
where participants found themselves confronted with questions regarding
viewing themselves as either ‘good’ or ‘bad’. At other times, these notions
were expressed in a more universal fashion, relating to the abstract concepts
of ‘Good and Evil’ often conveyed in terms of ‘God’ and ‘the Devil’.

Participants who held strong spiritual beliefs and who felt that spiritual
matters played a major role in their psychotic experience often struggled to
clearly differentiate these two domains: the spiritual and the mental. Some
flip-flopped in terms of how they construed their experience, at times seeing it
in terms of spirituality, at other times in terms of psychosis. Commonly
participants found it very difficult to make a clear demarcation between
psychosis and spirituality and put forward arguments that it was, in fact,
impossible to differentiate these experiences in terms of phenomenology.
Margaret was particularly vociferous about this matter. After much thought
and discussion, she concluded:

What is the difference? How do you differentiate between a true
schizophrenic and a true spiritual experience? You can’t.

This was not a theoretical question for participants, but rather one with
practical implications. After all, quite different responses would be indicated
depending on whether one viewed the experience as psychosis or spirituality.
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Again, Margaret was able to convey the essence of this dilemma, when she
posed what was a rhetorical question (as the context made clear: she had
already concluded there was no answer to the question):

You know, do I have to keep coming here forever every time I hear what
I think is a spiritual voice? Does that mean every time I have a spiritual
experience I’m gonna have to go on more medication?

Finally, we come to participants’ reflections on spiritual implications of
having been psychotic. This was not a matter of concern for all participants.
Most did not appear to consider that there were any personal spiritual impli-
cations that derived from the psychosis. However, there were two participants
for whom this was an issue, and for those two it was particularly troublesome.
No-one expressed this more clearly nor more frequently than Moana. She felt
convinced that as a consequence of having had (in her mind) immoral,
unethical thoughts while psychotic, there would be a price to pay. The magni-
tude of her concerns is conveyed in her simple comment, which at the time
she meant quite literally:

I feel really condemned.

This now brings us to the end of what has turned out to be a rather lengthy
discussion of our research into the subjective experience of madness. We have
outlined our three ‘theoretical constructs’ which, we believe, go someway
towards conveying something of the essence of the experience of madness.
We see these constructs as having important practical and theoretical applica-
tions and implications, which we will discuss in Chapter 7. We have also
shown, in the first stage of our analysis, the diverse ways in which those who
experience psychosis talk about the experience. We hope we have provided
a convincing case that those who experience psychosis are able to make
a unique and valuable contribution to the business of making sense of
madness. This is, after all, not at all surprising and should not really be a
contentious claim, given that in most, if not all, other areas of life, we fully
appreciate that first-hand, lived experience must be acknowledged and lis-
tened to if we wish to develop an understanding of the experience in ques-
tion. The notion that we might be able to make sense of madness without
attending to the voices of those who know what it’s like from the inside
strikes us as, frankly, bizarre as well as being damaging in that it silences those
who may be struggling within themselves to articulate an aspect of human
experience that is sometimes painful, often confusing, but something that we
must, surely, listen to more carefully if we genuinely want to understand this
particular aspect of what it is to be human.

Before ending this chapter we will discuss briefly other accounts of and
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research into the subjective experience of madness. We have already outlined
(Chapter 2) some of the principles behind research into subjective experience
as well as providing arguments to support the position that such research is
important in the area of mental health. Here, we wish only to refer to
research and personal accounts of psychosis which relate to our research
findings outline above. Inevitably, due to constraints of space, our coverage
of this literature will be highly selective in nature.

Research into the subjective experience of madness

A study with some similarities to our own research was carried out in
Denmark by Larsen (2004), who investigated the experience of fifteen clients
of a Danish first episode psychosis service, through three research interviews
over a two-year period. Like us, he reports that finding personal meaning in
the experience was of central importance to clients who, like the clients in our
study, demonstrated flexibility in their ways of understanding the experience.
Larsen (2004) emphasizes that meaning-making is an active process and the
individual draws on a range of sources available to him or her, including
spiritual factors. Similar findings are reported by Wagner and King (2005:
142), who studied psychotic clients in Brazil, and found that for these
clients exploring the meaning of their experience was the primary concern:
‘Existential needs were the most important and pressing theme for people
with psychotic disorders.’ They go on to note that this was an issue rarely
addressed adequately in clinical settings: ‘The overriding issue for patients
was dissatisfaction with their existence and a lack of meaning’ (Wagner and
King 2005: 144).

In yet another corner of the world, this time South India, Corin et al.
(2004) report similar findings. They found that the search for significance and
meaning was one of the main themes for first episode psychosis clients,
although this contrasted with family members who saw this as unimportant.
Similar to our research, they report that clients describe a loss of meaning
(fragmentation) and loss of position (invalidation) as well as spiritual con-
cerns. They suggest that there is something about the nature of psychosis that
makes it resistant to understanding within a single frame of reference.

In the USA, Vellenga and Christenson (1994) interviewed fifteen ‘severely
mentally ill’ out-patients, who were long-term clients of mental health ser-
vices, and they looked for common themes in participants’ accounts of the
experience. They identified four themes which they see as characterizing
the experience for the individual: a sense of stigmatization and alienation;
a feeling of pervasive distress; reaching a form of personal acceptance of
the experience; and the desire for this acceptance to be shared by others
(family and friends). Again we can see similarities to our findings where the
importance of finding meaning, and sharing this with others are major con-
siderations for those who experience psychosis. As such, one might imagine,
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clinical services designed to assist those who experience psychosis should be
sensitive to this issue in how they work with clients. Sadly, this seems not to be
the case as research which looks at clients’ experiences with mental health
services commonly finds that this is an area where clients feel their needs are
disregarded. This may be a result of a discrepancy between how mental
health workers tend to construe mental health difficulties (in terms of ‘illness’)
and how clients construe their difficulties.

Jenkins (1997) carried out a fairly large-scale study in the USA, involving
interviews with eighty patients of Latino and European origins, who had
received diagnoses of schizophrenia or depression. Jenkins (1997) notes that
in discussing their mental health difficulties, very few participants (16 per
cent) invoked the notion of ‘mental illness’ explicitly and without prompting,
with even the more general notion of ‘illness’ of any sort being used by
fewer than half of those in the study. In another research study Knight and
Bradfield (2003) looked at how individuals felt about being diagnosed by a
health professional as having a ‘mental illness’. Although a small-scale study
(with only three participants), this study, by paying such close attention to the
participants’ own accounts of the experience, nonetheless manages to shed
light on this experience in ways that quantitative research approaches rarely
do. They found that the experience of being diagnosed is overwhelmingly
negative for the individual concerned who reports feeling that a part of the
self is ‘colonized’ by the diagnosis. Also there are social implications, with the
individual diagnosed reporting a fear of being rejected by others, and a grow-
ing sense of alienation and isolation, combined with a sense that there is now
a lack of ‘validation’ from others. This study is a good example of how an in-
depth, qualitative investigation can illuminate the area being investigated, even
with a small sample size. A similar finding is reported by Barker et al. (2001)
who conducted semi-structured interviews with eight clients with a diagnosis
of schizophrenia and eight family members. They found that the first episode
of psychosis tends to be characterized, by both clients and family members,
as consisting of disruption to one’s life and difficulty in making sense of the
experience. They report that clients complained of finding professional
explanations unhelpful and of feeling unheard by professionals.

Closer to home (for us), the New Zealand Mental Health Commission has
produced a number of excellent reports which focus on the subjective experi-
ences of mental health service users. These include pamphlets on subjective
aspects of mental health difficulties as experienced by Pakeha clients and
their families (O’Hagan 2000a), forensic service users and their families
(O’Hagan 2000b) and from Māori (Fenton and Te Koutua 2000) and Pacific
Island (Malo 2000) perspectives. Common threads which run through this
series include a general feeling of discontent with mental health services,
associated with the narrow medicalization of the individual’s experience to
the exclusion of other ways of making sense of madness, such as cultural and
spiritual frameworks.
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Studies which have looked at the individual’s experience of self report find-
ings consistent with our concept of ‘fragmentation’. For example, in the
study by Jenkins (1997) mentioned above, participants conveyed a sense of
being ill at ease with self and the world which Jenkins refers to as being out of
step with the ‘rhythm of life’. In a study carried out in New Zealand, Walton
(1995) investigated subjective experience, using a qualitative methodology
involving in-depth interviews with ten long-term clients of mental health
services with diagnoses of schizophrenia. She concludes that in terms of
subjective experience, schizophrenia can best be characterized as constituting
a quite distinct ‘way of being in the world’ (in the Heideggerian sense).
Walton (1995) explains that this consists of the mind-body experience being
altered, which she suggests relates to the nature of ‘being with self’, ‘being
with others’, and more generally ‘being in the world’. She concludes that the
subjective experience of schizophrenia, rather than consisting of discrete
symptoms, effects one’s ‘whole being in the world’. Again, this seems very
similar to our notion of fragmentation, as applied to the self, the inter-
personal world and the material world.

What we see, from the research we have outlined above is, we believe, a
considerable degree of congruence between our findings and those of other
researchers in the field. The subjective experience of psychosis is character-
ized by the search for a personally meaningful way of making sense of the
experience, which may include exploration of spiritual aspects of the experi-
ence for the individual, along with a desire to have this meaning at least
respected by others (‘validation’) and feelings of distress (‘invalidation’) when
the individual’s capacity to author his or her own experience is undermined
by others (or, sometimes, by the experience of psychosis itself). Combined
with these experiences, researchers also report that psychosis is commonly
associated with the experience of a breaking of personal and interpersonal
connectedness (‘fragmentation’). This congruence of research findings, along
with encouraging feedback we received from participants in our research
when we shared our analysis with them, and feedback we have received from
other researchers and clinicians (when we have shared our research findings at
conferences and such like), suggests to us that our analysis, and our three
theoretical constructs are valid and helpful ways of conceptualizing the
subjective experience of psychosis.

First-person accounts of the experience of psychosis

The research discussed above gives some indication of the ways in which
subjective experience can be the focus of formal research investigations,
and demonstrates that these studies can yield important insights about the
experience of madness. Such research aims to ‘bridge the gap’ between the
scientific research characterized by remote ‘objective’ methods and first-hand
lived experience. Another important though much less formalized source of
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information about the nature of subjective experience in schizophrenia is
found in the ‘first-person’ literature: that is, personal accounts of the experi-
ence of psychosis. These accounts come in a variety of forms, and can be
found in a range of sources. It is, sadly, exceptionally rare for these first-hand
accounts to be incorporated (or even acknowledged) within the professional,
‘scientific’ literature on schizophrenia. A massive gulf exists between the
professional, ‘objective’ accounts of what madness is and the first-hand
accounts that have been offered by those who have had these experiences.
Before giving further consideration to this first-person literature, it is worth
familiarizing ourselves with arguments that have been made regarding the
contribution to our understandings of experience that first-hand accounts
can provide.

From a philosophical position, writers such as William James and George
Santayana have argued that knowledge of an experience from the inside is
different from external knowledge. While James’ (1902) focus was the nature
of religious experience, the philosopher, George Santayana (1948) argued
that, in relation to madness, certain aspects of the experience are available
only to the person who has the experience:

The physician knows madness in one way: he collects the symptoms of it,
the causes and the cure; but the madman in his way knows it far better.
The terror and the glory of the illusion, which, after all, are the madness
itself, are open only to the madman or to some sympathetic spirit as
prone to madness as he is.

(Santayana 1948)

Greater attention to subjective experience can help correct mistaken assump-
tions which an over-reliance on ‘objective’ ways of knowing may entail.
Ridgway (2001) argues that first-person accounts can help question the
dominant discourse of the times (such as the notion that schizophrenia is an
‘incurable deficit’ syndrome) as first-person accounts may contradict
aspects of this discourse – in particular, the notion that there is no hope
of recovery: ‘First-person narratives are important source materials that
can help us refocus our thinking beyond the myopic and outdated deficit
perspective’ (Ridgway 2001: 336).

One example of a first-person account which forces us to question our
assumptions regarding the treatment of schizophrenia is provided by
Tomecek (1990), who first attacks the notion that schizophrenia should be
viewed as a brain disease then goes further in suggesting that for him schizo-
phrenia is a way of being in the world that involves an element of choice.
Tomecek (1990) acknowledges that this way of being can be problematic, but,
for him, it is associated with artistic expression and ‘being gifted’ and is, in
certain respects, preferable to being ‘normal’. He expresses anger at the idea
that schizophrenia should necessarily be treated with a view to eliminating
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the condition. Accounts such as this force us to recognize and question the
often implicit assumption that madness ought to be ‘treated’.

Rufus May (2003), who is a clinical psychologist occupying the rare,
though not unique, position of being both a practising clinician and himself
having had personal experience of madness, argues that exposure to other
people’s accounts of the experience of and recovery from madness can have
important therapeutic value through helping engender hope in those who
may be struggling with their own experience of psychosis: ‘Meaningful
accounts of psychosis that allow us to connect with others and make choices
about our lives are essential to any recovery process’ (May 2003).

Attention to subjective experience, either through research which focuses
on subjectivity, or through consideration of first-person accounts of madness
is an essential requirement in the dual quest to understand the nature of the
experience and, where appropriate, to offer hope and assistance to those who
may find such experiences troublesome. This is not to deny the importance of
‘objective’ research into madness, but rather to argue that such research, on
its own, is inadequate. Writing in the early 1960s, in his introduction to a
collection of first-person accounts of madness, Kaplan (1964: ix) looks to
the future and considers the contribution that such accounts may make to
psychiatry: ‘One is led to speculate that patient psychiatry might make a
meaningful contribution to our understanding of mental illness.’

While Kaplan’s speculation has taken considerable time to start to bear the
fruit promised, as discussed in Chapter 2 there are now signs of a subtle shift
within the literature on madness such that subjective experience is coming to
be given more attention and the gulf between ‘objective’ approaches to mad-
ness and the subjective experience may be lessening somewhat as research
which endeavours to bridge this gap becomes more prevalent, so creating
greater opportunities for syntheses of the various ways of understanding
madness available to us.

In terms of first-person accounts of madness, there is now a vast literature
in this area, where individuals have, in their various ways, documented their
own personal experiences of madness and made these available to the public.
These are often moving, sometimes painful, sometimes humorous, always
informative, deeply individual expressions of the human aspects of the
experience of being, or having been, mad. It is worth noting that there is also
a growing literature on the experience of psychosis, written by carers and
family members (for example, Lachenmeyer 2000; Olson 1994).

Given the vast quantity of first-person accounts that are available, it is
impossible to provide an in-depth analysis of the content of this literature
here. Instead, we will endeavour to provide an overview that will, hopefully,
convey something of the extent and diversity of this literature. This diversity
is apparent not only in the content of first-person accounts of madness, but
also in the format. While written narratives are by far the most common
format, these are by no means the only medium in which expressions of the
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subjective experience of madness can be found. For example, Gilman (1988)
discusses the nineteenth-century British artist, Richard Dadd, who had pro-
found experiences of madness (which appear to have been implicated in
Dadd murdering his own father). Dadd spent much of his life incarcerated
against his will in mental hospitals, but continued to portray madness in his
paintings. Gilman (1988) comments also on van Gogh’s images of madness
and notes that both Dadd and van Gogh portray madness in a way which
conveys the humanity and the passion of the individual, as well as the mun-
dane daily existence of the inmates of mental hospitals. Gilman (1988) notes
that these portrayals differ markedly from the images of madness by their
‘sane’ contemporaries, a difference which Gilman attributes to both Dadd
and van Gogh having had personal experience of madness.

Other media that have been used to capture and express the essence of the
first-hand experience of madness include cinema, such as the self-directed,
award-winning documentary about the experience of madness, People say
I’m crazy by John Cadigan (2004), as well as poetry, such as that of Sylvia
Plath (1965) and others, examples of which can be found in Estroff (2004).
Another format in which first-person accounts of madness are presented
is through oral presentation, such as at conferences. For example, at the
2005 International Society for the Psychotherapies of the Schizophrenias
(www.isps.org) Making Sense of Psychosis conference in Auckland, five
presenters related aspects of their own personal experience of psychosis.

However, by far the most extensive record of first-person accounts of
madness is in the written narrative form. Here we find a vast and ever-growing
collection of diverse stories of the experience of madness. Historically, first-
person accounts of madness written in English can be traced as far back as
the fifteenth century (Hornstein 2002), with sustained interest developing in
mid-nineteenth-century England, when the son of a former Prime Minister
published, at his own expense, a booklet outlining his experience of madness
and documenting his concerns about the psychiatric treatment he had
received against his will (Percival 1840). Percival’s account is damning of the
treatment he received and makes a heartfelt plea that efforts to understand
rather than simply control people who have such experiences would be a more
appropriate and helpful response. From the 1960s we see a burgeoning
growth in the number of publicly available written accounts of the experience
of madness. Joanne Greenberg’s (1964) classic account, I never promised you
a rose garden (also made into an acclaimed film), has been credited as stimu-
lating interest in the area of first-person accounts. This development coincided
with the growth of the consumer movement within mental health. See
Chamberlin (2004) and O’Hagan (1994) for overviews of this movement.

A number of journals regularly publish first-person accounts of the experi-
ence of madness. Not surprisingly, consumer-orientated journals such as the
Journal of the California Alliance for the Mentally Ill and Asylum regularly
feature articles about the experience of madness written by those who have
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had such experiences. Although mainstream scientific journals rarely publish
such accounts, there are exceptions to this rule, notably both Schizophrenia
Bulletin (which from the mid-1980s onward published regular first-person
accounts) and Psychiatric Services (which did the same on a regular basis
from 1994 on). Generally, these are short pieces which focus on particular
aspects of the experience of schizophrenia. The soon to be launched ISPS
journal, Psychosis: Psychological, Social and Integrative Approaches, will pub-
lish longer first-person accounts, from both service users and clinicians, on a
more equal footing with more traditional research studies (www.tandf.co.uk/
journals).

There have been a number of published anthologies of first-person accounts
of mental distress (including, but not limited to, the experience of psychosis).
The New Zealand Mental Health Commission has been active in this area,
having commissioned four booklets which contain the stories of the experi-
ence of mental illness from different perspectives (Fenton and Te Koutua
2000; Malo 2000; O’Hagan 2000a, 2000b) as well as one book, A gift of
stories, a collection of first-person accounts of mental illness (Leibrich 1999).
Outside New Zealand there has, of course, also been a number of publica-
tions which have collected stories of the experience of madness. Among these,
collections by Kaplan (1964) and Romme and Escher (1993) are worthy of
particular note. Kaplan’s book is of interest both because of the early date
of publication as well as its focus on inner experience. Romme and Escher’s
(1993) collection is of interest because it focuses specifically on the experience
of hearing voices and because it contains contributions from those who have
been patients of mental health services as well as, unusually, some from voice-
hearers who have had no contact with mental health services. Another inter-
esting recent book illustrates how a collection of different perspectives – from
services users, carers and professionals – can be brought together to more
meaningfully illuminate a particular experience, in this case that of mental
health in-patient care (Hardcastle et al. 2007).

Full-length books which explore the experience of madness, by virtue of
the fact that they are of greater length than either journal articles or contribu-
tions to collected accounts, allow for deeper exploration of the experience
and the context within which this experience takes place. This allows the
author to explore in more depth the subjective nature of the experience and
his or her thoughts about the causes and meaning of these experiences as well
as closer examination of factors such as the responses of others, social
stigma, and the role of mental health services. These books are now volumin-
ous in number and many are readily available, having been popularized, in
part at least, through celebrated and successful movies such as Girl, inter-
rupted (1999) and An angel at my table (1990), which are based on first-person
accounts of madness by Kaysen (1993) and Frame (1984) respectively.

Despite the vastness of first-person literature and the richness of these
accounts, the gulf between these and the scientific literature is great. There
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have been valiant attempts to try to remedy this, most notably by Sommer
and his colleagues in the USA, who, over a period spanning some forty years
attempted to draw attention to this rich source of data about the experience
of mental ill-health. Sommer and colleagues have been champions of the
importance of first-person accounts, arguing persuasively that these can pro-
vide important insights into a variety of factors including phenomenology,
changes within diagnostic practices and the kinds of treatments offered, as
well as the ways in which the public respond to people with mental health
problems. Sommer and Osmond (1960, 1961, 1983) compiled bibliographies
of first-person accounts (limited to those who had spent some time in hos-
pital) and this was developed further by Sommer et al. (1998), who updated
this list and proposed a method of classification of such literature, using
variables such as demographic factors, diagnosis, treatments and the attitude
of the writer to his or her experience of mental ill-health. More recently, a
more comprehensive bibliography has been developed by Hornstein (2005),
listing more than 300 first-person accounts of madness written in English,
dating from the fifteenth century. Hornstein (2002) suggests that we should
view first-person accounts of madness as a form of ‘protest literature’ analo-
gous to slave narratives. She is very critical of the way in which professionals
respond to patient narratives, arguing that ‘psychiatrists have not simply
ignored patients’ voices, they have gone to considerable lengths to silence
them’. She goes on to point out that given the lack of certain knowledge in
our understandings of serious mental illness, ‘ignoring accounts by patients
seems perverse’ (Hornstein 2002). The book edited by Hardcastle et al.
(2007), which looks at in-patient care, is a rare example of a book which tries
to ‘bridge the gap’ between subjective experience and professional accounts.

The sudden growth in published accounts of madness since the 1960s has
been overtaken and overshadowed by the development of the internet, which
has made it relatively easy and affordable for ordinary individuals to make
available to others their accounts of the experience of madness. This con-
trasts with the situation in nineteenth-century England when only those with
considerable financial resources, such as Percival (1840), were in a position to
make their stories available to the public. The number of web pages which are
either totally or largely dedicated to the individual’s account of the experi-
ence of madness is impressive. For example, the National Association of
Mental Illness (NAMI) South Carolina branch website alone lists over 100
links to personal accounts (www.namiscc.org/Experiences/index.htm). There
are also innumerable individuals who have documented in some detail vari-
ous aspects of their experience of schizophrenia (for example, Ian Chovil:
www.chovil.com). Each of these sites lists links to other organizations and
individuals who have documented their personal experience of psychosis on
the internet. Given the nature of the internet, establishing accurately the
number of such accounts available may be impossible. However, some indica-
tion of the extent of this literature is provided through the following results
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using the Google search engine (as of June 2008): ‘personal account’ and
‘schizophrenia’ yields 29,800 hits, ‘personal account’ and ‘psychosis’ yields
19,700, and ‘personal account’ and ‘madness’ gives 51,200 hits. Of course,
these figures do not necessarily reflect the number of unique web pages, but
they do, nonetheless, convey the extent of this growing body of literature.
What this shows is that despite the fact that subjective experience occupies a
peripheral position in the mainstream literature on schizophrenia, there is a
growing body of literature which does attend to the subjective experience of
madness. Surely, we believe, it is no longer acceptable (not that it ever was) for
this great literature to be ignored by those who approach the study of mad-
ness from professional or so-called scientific positions. Making sense of
madness requires that we recognize as valid and necessary incorporating
observations and reflections from a variety of different positions, and this
must include those from the first-hand, lived experience of madness, lest we
find ourselves with models of madness bereft of their essence, reduced to
caricatures of this complex and confusing aspect of what it is to be human.

The recovery movement

Closely aligned with the growth in the interest in first-person accounts is the
‘recovery movement’, which may provide a framework that ensures that the
first-person perspective occupies a central position in efforts to make sense of
madness. The recovery movement is a consumer-driven movement which
grew out of the consumer and civil rights movements in the USA in the 1970s
(Davidson 2003). Roberts and Wolfson (2004) note that first-person accounts
have become the founding story of the recovery movement. This movement
was also inspired by outcome studies which demonstrated that recovery from
‘severe mental illness’ is possible even for the so-called ‘chronic’ cases, in
contrast to the pessimism of traditional conceptualizations of schizophrenia
(Harding et al. 1987).

Davidson (2003) provides an overview of the recovery movement (which
has variously been referred to as a paradigm, a model, a philosophy, a process
and a movement: I will use the latter term here). He identifies key com-
ponents of this perspective, which include assuming a sense of agency and
responsibility for dealing with one’s difficulties, as well as maintaining hope
regarding a positive outcome. Roberts and Wolfson (2004: 37) report that the
recovery movement assumes that those with mental health difficulties ‘can
recover without the help of doctors, and sometimes even despite them’. They
go on to argue that this does not necessarily imply that the movement is anti-
psychiatry, but instead reflects consumers reclaiming agency and developing
hope for a positive outcome, and may provide a ‘potentially unifying goal of
recovery’ (Roberts and Wolfson 2004: 37), which will allow clinicians and
clients to work together towards this common goal, albeit with the need for
their roles within this process to be redefined.
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Patricia Deegan (1988: 15), one of the foremost advocates of the recovery
movement, defines recovery as ‘a process, a way of life, an attitude, and a way
of approaching the day’s challenges’. She stresses that recovery is a deeply
personal process and that the definition of ‘recovery’ is also personal, with
the individual being best able to identify his or her own recovery goals, which
may or may not include control of symptoms. Deegan (1996: 92) comments
that ‘The goal of recovery is not to become normal. The goal is to embrace
the human vocation of becoming more deeply, more fully human.’

Roberts and Wolfson (2004) note that the process of recovery is often
inspired by a ‘pivotal moment’, which may include, for example, finding per-
sonal meaning in the experience of psychosis. The recovery movement has
had a significant impact on many aspects of mental health care in many parts
of the world. This movement has had a major impact in New Zealand, with
public mental health services adopting a recovery-based philosophy since
1998 (O’Hagan 2001).

This brings us now to an end of our discussion of ways of making sense of
madness which give emphasis to subjective aspects of the experience. We have
shown that those who have first-hand lived experience of psychosis have
much to contribute to our understandings of madness, through both their
own first-person accounts of the experience and through formal research
which investigates subjective experience. While we are advocates of the need
for understandings of madness to be informed by, and sensitive to, subjective
aspects of the experience, we do not want to suggest that other perspectives
are of no importance. On the contrary, our position is that looking and
thinking about madness from a number of positions, including, but not
limited to the first-person perspective, is a requirement for any serious
attempt to make sense of madness. With that in mind, we will now look at
other positions from which madness can be understood: the lay perspective
(in Chapter 4) and that of the mental health professional clinician and
researcher (Chapter 5).
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Making sense of madness II
Lay understandings: what does the
public think about ‘schizophrenia’?

We have now shown that people who experience psychosis have much to say
about the experience, although by and large the opinions of people who
actually have psychotic experiences are rarely paid much attention in main-
stream literature. Let us now move on to a different question. In this
chapter, we want to consider the thoughts and opinions of people in general.
Specifically, the question we want to answer in this chapter is: how do lay
people make sense of madness?

First, a little on terminology. ‘Lay public’ is an interesting term. It tends
to imply ordinary or non-expert. It seems reasonable to ask why should we
be interested in what the ‘lay public’ have to say about the topic of madness.
We can think of a couple of reasons. First, we should remind ourselves that
users of mental health services do not come from planet Zion. They them-
selves are, of course, members of the ‘lay public’, which means that if or when
they come to mental health services for support, it seems likely that their
views of their experiences and their expectations from mental health services
are likely to be informed by the view of the ‘lay public’. So, having a better
understanding of the views of the so-called lay public about what causes
madness might help mental health professionals better appreciate what new
clients to their services might be thinking and feeling when first coming into
contact with mental health services. Second, keeping in mind that clients of
mental health services belong to and live in the same communities as the
‘lay public’, what the public believe about madness will impact on how those
who have mental health difficulties are construed and treated by others in
their communities, and will, according to some of the research we summarize
here, have a strong influence on prejudice and stigma that individuals who
experience psychosis might be subject to.

Were we to read only the views of biologically minded psychiatrists and
the promotional materials of drug companies, one might be led to think that
believing that madness could be caused by psychosocial factors such as pov-
erty, loneliness, discrimination, child abuse and so on is a minority position
that is very controversial, radical even. But, when we look at the research into
how lay people make sense of madness, we will see that it turns out that these
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beliefs are not at all strange to the public. Everywhere that studies have
been conducted into lay understandings of madness, we find that the public
believes that bad things happening to people are far more important than
faulty brains or genes when it comes to who ends up crazy. In terms of
treatments, the public also expresses a preference for talking therapies and
other non-medical types of support over psychiatric drugs or (less surpris-
ingly) electroshock therapy. In this chapter, we will first summarize the
research on which we base those statements and then describe the response
of the experts to these findings.

Public beliefs about the causes of madness

We have seen already that those who have experienced madness have a diverse
range of beliefs about the experiences (and we will show in Chapter 5 that this
is also true of professionals in this field). Similarly, we also find that there is
a huge range of beliefs about the causes of madness expressed by lay people.
Much of the research in this area is carried out through surveys designed to
elicit opinions about the nature of mental health difficulties. Most surveys
of the public about what causes ‘schizophrenia’ reveal that the public hold
quite sophisticated conceptualizations, recognizing both social and biological
factors as causes, reflecting that the public tend to hold what the experts
would call ‘multi-factorial’ models. When we look more closely at the results
we find, however, a very strong pattern in terms of what sorts of causes of
madness lay people think are most important. For example, a 1995 survey
of over 2000 Australians found that what lay people identified as the most
likely cause of schizophrenia was ‘Day-to-day-problems such as stress, family
arguments, difficulties at work or financial difficulties’, which was endorsed as
a likely cause by 94 per cent of Australians. ‘Problems from childhood such
as being badly treated or abused, losing one or both parents when young or
coming from a broken home’ was rated as a likely cause by 88 per cent. ‘The
recent death of a close friend or relative’ and ‘Traumatic events’ were both
rated as a likely cause by 85 per cent. Furthermore, 72 per cent believed that
unemployed people are more likely to have schizophrenia. Only 59 per cent
endorsed ‘inherited or genetic’ factors as a likely cause (Jorm et al. 1997). In a
study of changes over time, the same research team found that by 2003–2004,
those who endorsed ‘inherited or genetic’ causes had increased from 59 per
cent to 70 per cent. This figure, however, was still exceeded by endorsement of
all four psychosocial causal factors: ‘problems from childhood’ (91 per cent),
‘day-to-day problems’ (90 per cent), ‘death of someone close’ (88 per cent)
and ‘traumatic event’ (87 per cent) (Jorm et al. 2005).

Meanwhile, on the other side of the world, when Londoners were asked
about the cause of schizophrenia, Furnham and Rees (1988) report that:

Overall subjects seemed to prefer environmental explanations referring
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to social stressors and family conflicts – e.g. ‘being mercilessly persecuted
by family and friends’ and ‘having come from backgrounds that promote
stress’.

(Furnham and Rees 1988: 218)

Another London study found that the most endorsed causal model of
schizophrenia was ‘Unusual or traumatic experiences or the failure to negoti-
ate some critical stage of emotional development’, followed by ‘Social, eco-
nomic, and family pressures’ (Furnham and Bower 1992). Reflecting on their
findings and the relative lack of impact of understandings of madness which
promote a biomedical position, they note ‘It seems that lay people have not
been converted to the medical view and prefer psychosocial explanations’
(Furnham and Bower 1992: 207). Further, and consistent with the findings
reported in Chapter 3 that those who experience psychosis see finding mean-
ing in the experience as one of their primary concerns, the researchers found
that the lay public adopts a similar position:

Subjects agreed that schizophrenic behaviour had some meaning and was
neither random nor simply a symptom of an illness.

(Furnham and Bower 1992: 206)

In Ireland a survey found that when the public were presented with a
vignette portraying the positive symptoms of schizophrenia (for example,
hallucinations and delusions), the most commonly cited causes for the
experiences described in the vignette were stressful life events, with only
11 per cent of their sample citing biogenetic causes. When the vignette
described negative symptoms (such as social withdrawal) the most frequently
cited cause was childhood problems such as ‘lack of adequate parental love’
(Barry and Greene 1992: 152). Only 5 per cent of the public cited biogenetic
causes as explanations for these ‘negative symptoms’ (Barry and Greene
1992). Moving away from the English-speaking world, a survey of over 2000
Germans found that the most common causes of schizophrenia cited were:
isolation (73 per cent), unemployment (72 per cent ) and stress in partnership
or family (64 per cent). By way of comparison, biological causes were less
frequently endorsed, with ‘Disorder of the brain’ cited by 49 per cent and
‘Heredity’ by 45 per cent (Angermeyer and Matschinger 1996a).

What this research shows is that in terms of understanding madness, the
general public express a clear preference for social causes rather than illness
explanations based on faulty genes or brains. Research of this sort, with find-
ings consistent with this claim, has now been replicated in sixteen countries.
In addition to the four countries already mentioned above, similar results
have been found in China, Ethiopia, Greece, India, Italy, Japan, Malaysia,
Mongolia, Russia, South Africa, Turkey and the USA (Read et al. 2006).

It is important to note that the same pattern found when the general
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public are surveyed also holds true for ‘patients’ as well as for their family
members. Studies of the causal explanations held by people who have been
diagnosed with schizophrenia also find a strong preference for psychosocial
causes (Holzinger et al. 2002; Pistrang and Barker 1992). The causes
espoused as ‘likely/very likely’ by Germans who experience psychosis were
‘recent psychosocial factors’ (88 per cent), ‘personality’ (71 per cent), family
(64 per cent) and ‘biology’ (31 per cent). Germans diagnosed ‘schizophrenic’
are particularly likely to identify family as a causal factor of their condition
(Angermeyer and Klusmann 1988). In this study, the relatives of those diag-
nosed schizophrenic also strongly favoured psychosocial over biological
explanations (Angermeyer et al. 1988). These researchers cite five previous
studies (all carried out before 1988) which report similar findings regarding
the views of relatives of those diagnosed with mental health problems.
However, we should acknowledge that even within Germany, this is not
a uniform finding. A subsequent German study found that when asked
about causes, relatives who belonged to organizations for the families of
‘schizophrenics’ believed in brain disorder and heredity more strongly than
psychosocial factors (Angermeyer and Matschinger 1996b). The researchers
attribute this finding to those family members having had greater exposure to
the opinions of psychiatric ‘experts’, who were more likely to express bio-
logically based explanations for the causes of schizophrenia. This hypothesis
is consistent with a study of relatives in Turkey, where there are only 0.6
psychiatrists per 100,000 people (Karanci 1995), meaning that family mem-
bers are much less likely to be exposed to biomedical explanations for their
family member’s troubles. Here, we find that relatives cite stressful events (50
per cent) and family conflicts (40 per cent) more often than biological/genetic
factors (23 per cent). Similarly, 55 per cent of 254 relatives in India identified
psychosocial stressors, whereas 15 per cent cited heredity and 14 per cent
brain disorder (Srinivasan and Thara 2001).

Further evidence of public rejection of biogenetic explanations for schizo-
phrenia comes from studies of ‘psycho-education’ programmes, which are
specifically designed to teach the illness model of madness to relatives (Read
and Haslam 2004). One study assessed whether relatives retained ‘knowledge’
about the ‘illness’ and found ‘absolutely no change in the amount of
knowledge between pre-tests and post-tests’ (Cozolino et al. 1988: 683). Of
importance here is that the researchers defined ‘knowledge’ as, essentially,
a biologically based understanding of psychosis. Another study found that
before entering a ‘psycho-education’ programme, only 11 per cent of relatives
of those with a diagnosis of schizophrenia believed the problems were caused
by a ‘disordered brain’, a figure which increased to 32 per cent after the
training. In the same study, the number of relatives who believed in ‘genetic
inheritance’ increased from 11 per cent to 15 per cent, suggesting that this
programme had little of the desired effect of persuading relatives to view the
difficulties of their family members as being primarily caused by biological
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factors. Only 3 per cent of the patients adopted an illness model before or
after the attempt to ‘educate’ them (McGill et al. 1983).

That ‘patients’ adopt a predominantly social view of the causes of their
problems may come as no surprise to many (although some experts continue
to dismiss this as proof that they have no ‘insight’ into the claimed ‘fact’ that
they have an illness). What is perhaps more surprising is that family members,
in general, also share a social perspective. It turns out that the very vocal
‘family’ organizations that promote an illness model, like SANE in the UK
and the National Alliance for the Mentally Ill (NAMI) in the USA, are not
at all representative of families in general.

Public beliefs about treatments

Given what we have discovered about how lay people understand the causes
of madness, it should come as no surprise to hear that research shows that
the public also favour psychosocial treatment approaches for schizophrenia
over medication (Read and Haslam 2004). This has been demonstrated in
Australia, Austria, Canada, England, Germany and South Africa (Read
2007; Read et al. 2006). For example, when Austrians are asked what they
would do if a relative became psychotic the most common response is ‘talk to
them’ (Jorm et al. 2000: 403). The most preferred treatment for schizophrenia
in Germany is psychotherapy, which is recommended by 65 per cent of
respondents, compared to psychiatric drugs, which only 15 per cent see as
the best treatment. ECT is supported by a mere 1 per cent of the German
public (Riedel-Heller et al. 2005). For Australians, the reasons for rejecting
anti-psychotic drugs as a preferred treatment include ‘have more risks than
benefits’, ‘lack efficacy because they do not deal with the roots of the prob-
lem’ and ‘are prescribed for the wrong reasons (for example, to avoid talking
about problems, to make people believe things are better than they are, as
a straight jacket)’ (Jorm et al. 2000: 404).

A review of the research in this area by Angermeyer and Dietrich (2006)
found eight studies confirming that ‘The particular liking of psychotherapy
is more developed for schizophrenia than for depression’, with one exception.
Recent studies in the USA (Croghan et al. 2003) and Germany (Angermeyer
and Matschinger 2004) suggest that the rejection of psychiatric drugs may
be weakening. Between 1990 and 2001 the percentage of the German public
recommending drug treatment increased from 31 per cent to 57 per cent.
However, the percentage recommending psychotherapy increased from
68 per cent to 83 per cent (Angermeyer and Matschinger 2005); both of these
figures may indicate a growing desire among the public that those who
experience psychosis should be offered some support, with the preference
for psychotherapy over medicine still in evidence.
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The experts’ response

The public is not always right of course. One branch of one discipline –
biological psychiatry – is absolutely convinced that these millions of people
who endorse psychosocial causes of psychosis and see psychotherapy as the
preferred treatment are just plain wrong. Some of those who come from this
position feel so confident that their particular view of schizophrenia/madness
– that it is a biologically caused illness requiring biologically based treatments
– is correct, that they have coined the term ‘mental health literacy’, which
is used to measure the extent to which members of the public properly
understand (that is, agree with these experts) that schizophrenia is an illness
requiring medical treatment.

Vast amounts of money have been spent promulgating the view among the
public that hearing voices and other such complaints are symptoms of a brain
disease with a strong genetic predisposition and requiring medical interven-
tion. In passing, it is worth noting that much of the financial support for
the promotion of this perspective is provided by the pharmaceutical com-
panies, who have much to gain from wider public acceptance of the biological
perspective of madness (Mosher et al. 2004; Read 2008). The rationale for
promoting the biological perspective through ‘educating’ the public, so we are
told, is to reduce stigma against those who experience psychosis. For decades
it has been argued that if the public were to adopt an illness model of psych-
osis and other mental health problems, then prejudice against those who
experience such difficulties would disappear, or at least be greatly reduced.
The thinking behind this ‘mental illness is an illness like any other’ approach
to destigmatization is the idea that if you are ill you are not responsible for
your actions and if you are not responsible you cannot be blamed. It turns
out, however, that this well-intentioned notion is not supported by the
research. Of twelve studies examining attitudes to ‘mental illness’ in general,
all but one revealed either that biogenetic beliefs are related to negative atti-
tudes or that psychosocial beliefs are related to positive attitudes (Read et al.
2006). For example, two New Zealand studies compared young adults who
hold biogenetic causal beliefs about mental health difficulties with those who
have a more psychosocial orientation and found that those with biogenetic
beliefs tend to think of ‘mental patients’ as more dangerous and unpredict-
able, and they are less likely to interact with them (Read and Harre 2001;
Read and Law 1999). This research also found that presenting information
about psychosocial causes, and critiquing biological theories significantly
improved attitudes held towards people with mental health difficulties (Read
and Law 1999).

When we move from studies of ‘mental illness’ in general to those examin-
ing ‘schizophrenia’ in particular we find similar results are reported. A
New Zealand study found that viewing a video of a person describing hal-
lucinations and delusions followed by a biogenetic explanation significantly
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increased perceptions of dangerousness and unpredictability. When the same
video was viewed, but followed by an explanation that emphasizes reactions
to adverse life events as causing the difficulties, this led to a small (non-
significant) improvement in attitudes (Walker and Read 2002).

In Germany, large-scale studies (with 5025 participants) were conducted
to consider whether biological beliefs about schizophrenia are related to atti-
tudes. The researchers found that beliefs in both ‘brain disease’ and ‘heredity’
as causes of schizophrenia had no effect on levels of anger felt towards those
with the diagnosis, but levels of fear were increased. However, if psychosocial
stress was seen as the cause of schizophrenia, then attitudes were more
favourable (Angermeyer and Matschinger 2003). Further analysis of the same
data has confirmed specific relationships between biogenetic causal beliefs
(particularly ‘brain disease’) and perceived dangerousness, fear and desire
for distance (Dietrich et al. 2006).

The same research team (Dietrich et al. 2004) analysed interviews with
745 Russians and 950 Mongolians plus their original sample of 5025 West
and East Germans (the survey was conducted prior to the reunification of
Germany). They found that belief that ‘heredity’ is a cause of schizophrenia
was associated with a greater desire for distance in all four samples. Belief
that it is a ‘brain disease’ was associated with greater desire for distance in
three of the four samples. In Mongolia belief in three of the four psycho-
social causes (‘stress at work’, ‘broken home’ and ‘lack of parental affection’,
but not recent ‘life event’) was associated with reduced desire for distance.
‘Lack of parental affection’ was also found to be related to less desire for
distance in Russia and West Germany. A trend analysis of changes in
causal beliefs and desire for distance over eleven years (Angermeyer and
Matschinger 2005: 333) found that ‘Although the endorsement of biological
causes increased substantially, the public’s rejection of people with schizo-
phrenia increased in the same period’. In both 1990 and 2001 biological causal
beliefs were related to greater desire for distance.

Organizations of ‘psychiatric patients’ have long expressed concern about
the effects of a narrow biological perspective on their self-esteem, arguing
that this perspective not only increases stigma but also minimizes the com-
plexity of their lives and their capacity for recovery (Campbell 1992; O’Hagan
1992). Presenting a psychosocial explanation to clients induces more efforts
to change than a disease explanation, with those who adopt disease explan-
ations tending to use alcohol to relieve their stress more (Fisher and
Farina 1979). In the UK, Birchwood et al. (1993) found that in those who
experience psychosis ‘patients who accepted their diagnosis reported a lower
perceived control over illness’ and that depression in this client group is
‘linked to patients’ perception of controllability of their illness and absorp-
tion of cultural stereotypes of mental illness’ (Birchwood et al. 1993: 387).
Similarly, in Spain, among patients diagnosed schizophrenic, those with
better ‘insight’ (that is, who believed they were ‘ill’) were more depressed
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(Rodriguez et al. 2000). This relationship between biogenetic causal beliefs
and negative attitudes has also been found in professionals. Staff with a
biological perspective assess patients as more disturbed (Langer and Abelson
1974) are less likely to ask them about adverse life events that might have
caused their difficulties (Cavanagh et al. 2004) and are less inclined to involve
patients in planning or managing services (Kent and Read 1998).

In conclusion then, we hope we have shown in this chapter that lay people
hold complex, multi-factorial understandings of the experience of madness.
These understandings embrace biological and psychosocial factors as con-
tributing to the cause of psychosis, with greater endorsement of the role of
psychosocial causes. Similarly, international research also shows that there
is a preference among the public for psychosocial treatments over biological
ones. One thing which the research into lay understandings highlights is that
there are great disparities between the model that is currently dominant
among experts and the model currently adopted by the international public,
from whom – of course – the users of mental health services are drawn. It
seems that for most people around the world hearing voices and having
strange beliefs, when looked at in the context of the complexity of an indi-
vidual’s life history and circumstances, are understandable human phenom-
enon. Only if looked at from a narrow perspective which posits biological
causes such as faulty neurotransmitters or deviant genes as sole or primary
causes do these experiences become incomprehensible. We can conclude that
a simplistic ‘brain disease’ or ‘genetic illness’ model renders these experiences
more frightening to all concerned, perhaps precisely because such explan-
ations mean that the experiences themselves make no sense. This chapter
shows that how we make sense of madness is important not only for improv-
ing our understanding of the experience, but also in reducing prejudice
towards those who have such experiences. This book does not seek to resolve
the issue about who is right or wrong about the causes of (or treatments for)
madness. What we do hope to do is to show that there are various ways that
one can go about the business of making sense of madness and that these
have implications for how the experience of madness is responded to by the
individual and by those around him or her. We have already looked into how
those with first-hand experience and the lay public make sense of madness.
In Chapter 5 we will look at how one other group – the professional or
‘scientific’ community – makes sense of madness. While this group (which,
by the way, we happily identify as members of) is numerically a relatively
small group, it is a group which nonetheless carries considerable influence
and power by virtue of its socially sanctioned status as ‘experts’ in the field.
Let us now look at what these so-called ‘experts’ have to say about madness.
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Making sense of madness III
Scientific/professional understandings
of ‘madness’

We have now looked at how ‘madness’ can be made sense of from the per-
spective of the person who has the experience, as well as from the position of
ordinary ‘lay’ people. It is time now to turn to how professionals working
in this field make sense of these experiences. It may seem somewhat odd
that we have placed the professional perspectives after first-person and lay
perspectives. This is a deliberate choice on our part. We believe that the
perspectives that we will outline in this chapter are, generally speaking, given
prominence in the literature on madness at the expense of the first-person and
lay perspectives, with the implicit assumption that the professional perspec-
tives represent the ‘true’ or ‘real’ way of making sense of madness. This is an
assumption that we do not wish to endorse here. Indeed, our explicit position
is that the experience of madness can be – perhaps must be, if we are to truly
appreciate its complexity – viewed from different perspectives, each of which
contributes to our understandings of the experience in different ways. This is
not to in any way suggest that the professional perspective is unimportant.
After all, we ourselves approach the experience of madness from the posi-
tions of being professional clinicians and researchers working in this area.
The point we wish to make is that we professionals do not have a monopoly
on understandings of madness. Yes, our understandings are legitimate and
important, but they are not, as is often suggested or implied, the final,
definitive word on what madness really is. With these caveats in mind, let us
now have a look at how those in the so-called ‘scientific’ community make
sense of madness.

Our purpose in this chapter is to provide an overview of some of the
myriad ways that professionals working in this area make sense of madness.
It will be impossible for us to be comprehensive here – the literature is, simply,
far too vast for this. But, what we hope to do is to give a flavour of the
diversity of ‘scientific’ models of madness that are, or have been, proposed to
account for what madness really is. Our primary aim here is to draw attention
to the great extent and variety of theoretical explanations that have been, and
continue to be, propounded as accounts of madness. As such, we are less
concerned here with the empirical evaluation of these theories. Suffice it to
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say, that each theory does have an evidence base which proponents of each
particular theory call upon to support the theory. Of course, from a scientific
perspective, the evidence base of any theory is of critical importance, and we
do not wish to imply that each of the theories outlined here has the same
quality or quantity of supporting evidence. There is considerable variability
in the nature and extent of the ‘evidence’ that supports each theory. What is
clear though is that at the present time there is no single theoretical account
of madness which has satisfied the needs of the multitudes of researchers and
clinicians working in this field. Our intention in this chapter is to illustrate the
diversity of understandings, and the associated debate and disagreement
which, we contend, characterizes this area. It is not our intention to make a
case for adopting any one particular theory (although we should acknow-
ledge that our sympathies lie more with psychological understandings of
madness, which will inevitably colour our presentation of the issues here).

First, we should remind ourselves that ‘madness’ is a term more associated
with the lay literature, rather than with professional/scientific approaches. A
central feature of many, though not all, professional accounts of mental
health difficulties is the use of formalized systems of categorizing clients’
difficulties (according to criteria developed by professionals rather than by
clients themselves). The main diagnostic terms of relevance to the present
discussion are ‘psychosis’ and ‘schizophrenia’. Although other diagnostic
terms (such as ‘bipolar disorder’, ‘manic depression’, ‘schizophreniform dis-
order’, ‘schizoaffective disorder’ and ‘psychotic depression’) are used, these
will not be explored in any great depth here. ‘Schizophrenia’ and ‘psychosis’
are the most commonly used diagnostic terms in referring to the kinds of
experiences that in lay parlance we might call ‘madness’. As our interest
here is not in the subtle differences between the various diagnostic terms but
in the more general issue of making sense of madness, our focus will be on
those terms, which can, for the present purposes, serve as exemplars of the
scientific/professional approach to making sense of madness.

The notion of ‘schizophrenia’ is, arguably, one of the cornerstones upon
which the current dominant medical model of mental health rests (Kendell
and Gourlay 1970). It is a central component of mental health care, as well as
being an important social issue. Estimates of the social costs of schizophrenia
have suggested that in Western countries schizophrenia accounts for between
1.5 per cent and 3 per cent of total health care budgets, with indirect costs
(such as loss of productivity, and other social costs) being three or more times
greater than the direct costs (Knapp et al. 2004; Lindstrom 1996). Gunderson
and Mosher (1975) estimate that the total costs of schizophrenia in the USA
may be as much as 2 per cent of the gross national product.

Historically speaking, the current nosology (system of categorization) of
madness is a relatively recent innovation, having its origins in the nineteenth
century, when a shift towards a more medical approach to mental health care
developed. We can trace the beginnings of our current nosology of madness
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to the work of German psychiatrist Emil Kraepelin (1919), who broke down
the unitary notion of ‘insanity’ into two supposedly distinct disorders: manic
depression and dementia praecox (‘senility of the young’; Bentall 2003: 15).
In Kraepelin’s view manic depression was associated with a more optimistic
prognosis, whereas dementia praecox was considered to lead to inevitable
and irreversible deterioration. Swiss psychiatrist Eugene Bleuler took up and
developed Kraepelin’s concept of dementia praecox, within a paradigm
influenced, initially at least, by Freudian theory. Bleuler suggested that the
common denominator of the various subtypes of dementia praecox was
the ‘breaking of associative threads’ which were deemed to hold thoughts,
emotions and behaviour together (Birchwood et al. 1988: 16). Somewhat at
odds with Kraepelin’s pessimistic view of outcome, Bleuler rejected the
term dementia praecox in favour of his own neologism ‘schizophrenia’
(derived from Greek ‘skhizo’, split, and ‘phren’, mind), a term first used by
Bleuler in 1908 (Barham 1995). Ultimately, Bleuler’s term and concept
came to usurp Kraepelin’s ‘dementia praecox’. Unlike Kraepelin’s pessim-
istic position, Bleuler’s view created a basis for a psychotherapeutic
approach, and recognized considerable variability in outcome, with many
patients recovering from the condition. Despite the fact that there have
been continual modifications to the definition of schizophrenia, with an
even wider variety of developments in attempts to explain and treat
schizophrenia, the basic notion of schizophrenia has remained largely
intact, though certainly not unchallenged, since the time of Kraepelin and
Bleuler. Jansson and Parnas (2007: 1178) comment that since the introduc-
tion of the concept ‘psychiatry has produced not less than 40 definitions
of schizophrenia’. We have already discussed current definitions of schizo-
phrenia and psychosis as used in clinical and research settings and con-
sidered some of the reservations which have been expressed about the
usefulness of these terms (see pp. 12–17). We will discuss these issues in
greater detail below.

Investigations into the prevalence of schizophrenia have yielded inconsis-
tent results. Though some have argued that the incidence of schizophrenia
is consistently and cross-culturally found to be around 1 per cent (British
Psychological Society 2000; Carpenter and Buchanan 1995; Sartorius et al.
1986), other studies (as reviewed by Read 2004a) have found quite different
incidence rates, thus casting doubt on the claims to uniformity. Among the
very few findings in the literature on schizophrenia about which there is any
genuine consensus is the repeated finding that it is in late teens and early
twenties that a diagnosis of schizophrenia is most likely to be made, with
onset commonly being a little earlier for men than for women (Hafner et al.
1993; Harrop and Trower 2003). Figures relating to the incidence of psych-
osis suggest that around 3 per cent of the population will have psychotic
experiences of one sort or another which leads to involvement with mental
health services, although recent studies have shown that many people who
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have psychotic experiences never come to the attention of mental health
services (Bak et al. 2003).

Whatever terms we may use to refer to experiences of this sort, and what-
ever reservations and criticisms may be levied at those terms, it is important
that we do not lose sight of the fact that ‘madness’ is a significant and often
highly distressing condition for the individual and for his or her loved ones.
Also (as noted above) the social and health implications of schizophrenia are
considerable. This is reflected in a Science editorial stating quite bluntly –
and, we believe, overly pessimistically – that ‘schizophrenia is the worst dis-
ease known to man’ (from Carpenter and Buchanan 1995).

Some difficulties with the term ‘schizophrenia’

Before moving on to discuss theories of schizophrenia, we need to acknow-
ledge that this term itself has not been free of controversy. Indeed, the very
concept of schizophrenia has been the subject of robust, often highly emo-
tively charged criticism from a range of quarters and for a variety of reasons:
ethical, scientific and clinical.

An ethical challenge to the general concept of ‘mental illness’ as well as to
more specific notions such as ‘schizophrenia’ was put forcefully by American
psychiatrist, Thomas Szasz (1961, 1991), who argued that using a medical
framework to conceptualize behavioural difficulties was unjustified and
unhelpful. He argued that ‘mental illness’ is a myth which obscures important
ethical considerations (such as personal responsibility for behaviour), and
which serves to bolster the claims of the medical profession that these
problems lie within its jurisdiction.

Serious doubts have also been expressed regarding the scientific standing
of the concepts of schizophrenia and psychosis. A clear exposition of this
case is found in the work of Bannister (1968), who proposes that schizo-
phrenia is what he termed a ‘disjunctive concept’, which makes it of little
utility to scientific investigations, resting as it does on a ‘Chinese menu’ type
criteria for definition. In the case of schizophrenia, this relates to the ‘any two
from five’ characteristics as adequate to make a diagnosis, making it possible
for two people who share none of the five criteria to be grouped together
under the same diagnostic concept. Bannister argues that such a concept does
not meet the basic requirements to be considered scientific, using a metaphor
to convey his negative prognosis for the notion of schizophrenia:

Schizophrenia, as a concept, is a semantic Titanic, doomed before it sails:
a concept so diffuse as to be unusable in a scientific context.

(Bannister 1968: 181)

Bannister’s argument has been echoed more recently in the work of psycho-
logists such as Richard Bentall (2003) and Mary Boyle (1990), who suggest
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that the concept be abandoned on the grounds that it does not meet the basic
requirements for a useful scientific construct because it does not satisfy the
requirements of ‘reliability’ (the extent to which agreement can be reached on
who is and is not ‘schizophrenic’) and ‘validity’ (the extent to which the
construct relates to a ‘real’ condition, with common causes, outcomes and
responses to treatment). They conclude that the concept of schizophrenia is
not a valid scientific concept, but is little more than an article of faith. Boyle
(1990) argues that schizophrenia is a ‘scientific delusion’ which hinders rather
than helps understandings and ways of working with ‘madness’.

Though criticisms of medical diagnostic concepts such as schizophrenia
are perhaps to be expected from a psychological position, the notion has also
come under fire within psychiatry itself. An overview of a century of mental
health research and practice by one of the foremost psychiatrists in the field
of first episode psychosis and schizophrenia, Pat McGorry (1995), pointed
out that ‘The concept of dementia praecox is about to turn 100 without any
fundamental change.’ McGorry (1995), echoing Bentall, Boyle and Bannister,
argues that the basic categorical model upon which the concept of schizo-
phrenia is based may be an obstacle to scientific and clinical progress.

The practical and clinical utility of the notion of ‘schizophrenia’ has also
been called into question. Psychiatrists such as McGorry (1994, 1995) point
out that over the first few years of a client’s presentation to mental health
services, there is considerable diagnostic instability, rendering diagnoses like
schizophrenia less helpful at this stage. Such factors led McGorry to propose
that the more general term ‘psychosis’ should be employed, rather than
schizophrenia, at least in the initial phases of treatment.

Another argument used against the term ‘schizophrenia’ relates to the
stigma which has come to be attached to the term, and hence to the person so
diagnosed (Link et al. 2001; Sayce 2000). Birchwood et al. (1988: 17) point
out that ‘The concept of schizophrenia has become so cemented within the
psychiatric (and lay) vocabulary that the label has become attached to the
person as well as the disease.’

McGorry’s position, favouring the use of a broader term such as ‘psych-
osis’ over ‘schizophrenia’, has gained some support within the clinical and
research fields in recent years, as evidenced by the fact that specialist clinical
services set up to meet the needs of young people presenting with these
difficulties have adopted the term ‘psychosis’ in preference to ‘schizophrenia’.
Similarly, the report by the British Psychological Society (2000) also endorses
the use of the term psychosis in favour of schizophrenia. This report defines
‘psychosis’ as ‘An umbrella term for unusual perceptions (for example hear-
ing voices), or unusual beliefs. In both cases other people sometimes see the
person to be, to some extent, out of touch with reality’ (British Psychological
Society 2000: 10).

The British Psychological Society report acknowledges that the term
psychosis is problematic, but, it proposes, preferable to schizophrenia, which
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the authors argue carries with it excess pejorative baggage. Thus, while the
term psychosis is perhaps less clearly defined than schizophrenia, it is viewed
more favourably because it is considered to have fewer negative associations
and less of the historical baggage that comes with the term ‘schizophrenia’.
Further, perhaps because psychosis is a more general term, which is less
clearly defined, this, somewhat paradoxically, allows greater attention to be
given to the individual symptoms which are subsumed under the heading
‘psychosis’. It is perhaps not surprising that such a position finds favour from
clinical psychologists, among whom there is a tradition of advocating an
approach which focuses on individual symptoms (such as hallucinations, or
delusions) rather than putative syndromes (such as schizophrenia or manic
depression). This will be discussed in more detail below (pp. 119–121).

However, it is important to note that the term ‘psychosis’ is certainly not
free of negative connotations, being associated with such lay terms as ‘psy-
cho’, which clearly carry pejorative associations. It would be inaccurate to
claim that the term is free of any historical baggage whatsoever. Interestingly,
the term ‘psychosis’ is reported by Barham (1995) as having originally been
used by alienists in the first half of the nineteenth century, thus giving it a
longer history than the term schizophrenia. An example of some of the
baggage that comes with the term is to be found in Jaspers’ (1963) influential
contention that a defining feature of psychosis is that it is fundamentally ‘un-
understandable’ and therefore not amenable to psychological intervention.
We believe that Jasper’s position is untenable: psychosis may be complex and
confusing, but, as we demonstrated in Chapter 3, not only is it understand-
able, but also at least some of those who actually experience psychosis can, if
given the opportunity, help contribute to making it so.

An interesting contribution to the debate around the issue of diagnoses of
mental health difficulties is made by Gergen and McNamee (2002), who
suggest it is useful to consider whose interests are best served by making a
diagnosis, and they suggest it is rarely the client’s interests which the diag-
nosis serves. More specifically, they suggest that the single most important
question for us to ask is, simply: is the client helped by being classified? They
conclude that generally this is not the case, with the drawbacks of being
diagnosed far outweighing the advantages. The specific drawbacks of being
classified that they refer to include the client being disempowered as authority
over his or her experience is taken by the ‘expert’ clinician.

Theories of schizophrenia

Having considered some of the conceptual limitations of the concepts of
schizophrenia and psychosis, we will now move on to look at some of the pro-
fessional/scientific theories that have been proposed to account for what
schizophrenia is and what its causes are. While it is true that a very wide range
of variables has been implicated as having a causal role in schizophrenia,
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attempts have been made to impose some kind of order on the range of
theories that have been considered plausible explanations of madness. Siegler
and Osmond (1966: 1193), in their classic review of the dominant models
of madness in use in the mid-1960s, begin with the blunt statement that
‘Schizophrenia is disputed territory.’ They argue that the theories of madness
at that time could be categorized as falling within one of six categories:
medical, moral, psychoanalytic, family interaction, conspiratorial and social.
While they acknowledge that there may be differing evidence bases for the
different theories, they argue that it is factors other than evidence which
determines which theory will be adopted in any particular clinical setting
when they note: ‘We strongly suspect that objective evidence is not the basis
on which the models are accepted or rejected as programmes’ (Siegler and
Osmond 1966: 1201).

This is quite a profound claim they are making: that the different models of
care adopted in different clinical settings are determined not by scientific
evidence, but by other factors. They suggest that other considerations, such as
the moral position of those involved in delivering the service, or the influence
of a charismatic individual who promotes a particular way of working, are
examples of the factors which determine which model of madness will in
fact be adopted in different clinical settings. It is our contention that Siegler
and Osmond’s (1966) description of schizophrenia as ‘disputed territory’
remains as true today as it was then, an argument we will develop in Chapter
6. Before developing this argument, let us first discuss some of the currently
held theories of psychosis, which we have categorized (according to the
primary emphasis of each theory) as biological, evolutionary, neuro-
psychological, psychological, psychodynamic and psychoanalytic, communi-
cation and family, life event, sociological and anthropological, philosophical
and existential, and spiritual. This categorization is somewhat arbitrary,
and for the sake of convenience, rather than reflecting clear-cut distinctions in
the various models of madness, with some theories incorporating elements
from more than one of the domains.

Biological theories of schizophrenia

Recent decades have witnessed something of a renaissance and a return to
dominance of the biological paradigm in mental health research and care,
particularly in the field of psychiatry. However, even within psychiatry, this
model of schizophrenia has not achieved universal acceptance, with some
notable dissenting voices (for example, Breggin 1991; Mosher 2004; Szasz
1991). Rather than a single biological theory of schizophrenia, what we
find is a range of theories, which posit different biological factors as being
implicated in the genesis of schizophrenia, including (but not limited to)
genetic theories, biochemical theories, brain structure theories, and neuro-
developmental theories.
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Genetic theories of schizophrenia posit that inherited genetic factors make
a significant contribution to aetiology. This viewpoint is based upon studies
which show higher rates of schizophrenia found in the biological relatives of
those with schizophrenia. These studies include simple family epidemi-
ological studies as well as more sophisticated twin and adoption studies
which endeavour to disentangle genetic and environmental contributions
to schizophrenia. A sympathetic overview of this research is provided by
Gottesman (1991), whereas Boyle (1990) and Joseph (2004) provide damning
critiques, attacking the methodologies and conclusions of genetic arguments.
Harrop and Trower (2003: 23) occupy the middle ground in this often heated
debate, when they suggest that ‘The best conclusion to draw seems to be that,
while there may well be a genetic component, it may be substantially smaller
than many studies have estimated.’ However, even this cautiously optimistic
appraisal of genetic theories is called into question by a large-scale study
designed specifically to investigate the genetic association between schizo-
phrenia and ‘candidate genes’ (that is, genes seen as most likely to be impli-
cated in schizophrenia, based on previous research and theory). Despite the
size and rigour of this study, the authors are forced to conclude that it is
‘unlikely that true associations exist at the population level’ for the postulated
candidate genes (Saunders et al. 2008).

Biochemical accounts of schizophrenia look to chemical factors within
the brain as significant contributors to aetiology. Fujii and Ahmed (2004:
714) support their neurobiological theory with the bold assertion that
‘schizophrenia and other psychotic disorders are brain disturbances’. How-
ever, despite the apparent certainty of their claim, they then go on to confess
that whatever neurobiological circuits may be implicated in this purported
‘brain disturbance’ are not at all well understood. They suggest that the
‘success’ of biological treatments is evidence in support of their theory. Many
question this claim, including Whitaker (2002) and Ross and Read (2004).

Among the biochemical explanations for schizophrenia, one of the most
notable is the so-called ‘dopamine hypothesis’ (Carpenter and Buchanan
1995). This theory proposes that schizophrenia is caused by either an excess
of the neurotransmitter dopamine or of dopamine activity in the brains of
those with the condition. Evidence to support this theory is based on the
effects of dopamine enhancing drugs (which may exacerbate symptoms) and
dopamine inhibiting drugs (which have been found to diminish some symp-
toms). Critiques of biochemical theories is provided by Bentall (2003) and
Read (2004b).

The structure of the brain (as opposed to the chemistry) has also been
implicated by those with a biological leaning as having a causal role in
schizophrenia. One of the predominant theories within this framework is the
notion that enlarged brain ventricles are important causal factors of schizo-
phrenia (Johnstone et al. 1979). The evidence base for this theory is partly
from post-mortem studies, which have suggested that those with a diagnosis
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of schizophrenia do have enlarged ventricles. However, doubts have been
expressed regarding the consistency of this finding as well as some of the
oversimplified conclusions which have been reached (Chua and McKenna
1995; Dean 2000).

Recent years have seen the emergence of neurodevelopmental theories
of schizophrenia, which seem to have acquired some dominance within the
biological perspective. Neurodevelopmental theories posit that schizophrenia
is the consequence of a subtle neurological defect, acquired early in life,
which affects brain development and which manifests itself through the
symptoms of schizophrenia as the brain matures (Bloom 1993). This theory
is distinguished from earlier neurological theories in that it proposes that the
underlying biological defect is non-degenerative in nature. Evidence in sup-
port of this theory derives from studies which identify brain abnormalities in
newly diagnosed patients that are similar to those found in those who have a
longer history of schizophrenia, so lending weight to the argument that the
putative neurological defect is non-progressive (Jaskiw et al. 1994).

Neurodevelopmental theories of schizophrenia are commonly differenti-
ated into ‘early’ and ‘late’ theories, based on the assumed timing of the neuro-
logical insult. ‘Early’ theories implicate intrauterine or perinatal neurological
deficits (Keshavan et al. 1998), whereas ‘later’ theories propose that this insult
is acquired later in life. For example, Feinberg (1982) suggests that exagger-
ated synaptic pruning during adolescence is the root cause of schizophrenia.
Common to both sets of theories is the notion that schizophrenia is the
expression of an underlying, non-degenerative neurological defect, which
expresses itself with the onset of schizophrenia, possibly triggered, or ampli-
fied by environmental stressors. Pantelis et al. (2003) review the evidence
for these theories, and conclude that the weight of evidence supports the
hypothesis that ‘an early neurodevelopmental insult interacts with either
normal or abnormal post-pubertal brain maturation to produce further
(late neurodevelopmental) brain structural and functional changes’ (Pantelis
et al. 2003: 399).

Another factor which has been implicated in the cause of psychosis is the
use of illicit substances, with cannabis having been perhaps most thoroughly
researched in this area. Although drug use, is, of course, a complex behaviour
involving more than simply the ingestion of a biological substance, as these
theories tend to focus on the biological components of substance use (as
opposed to sociological or personality factors for example), we include them
in this section as examples of biological theories. The notion most commonly
expressed is that psychoactive substances may act as a trigger for an under-
lying predisposition or vulnerability (such as a neurodevelopmental defect).
An association between cannabis use and psychosis is well recognized, but
doubts regarding the nature and extent of this relationship have been
expressed. Evidence to support this relationship is provided by Henquet et al.
(2005). In a prospective study they found that, for vulnerable individuals,
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exposure to cannabis during adolescence and early adulthood increases the
risk of subsequent psychosis in a dose-response fashion, meaning that the
more cannabis the person uses, the more likely they are to develop psychosis.
However, an earlier review by MacLeod et al. (2004) concluded that evidence
of a relationship between cannabis use and psychological harm is inconsis-
tent and less in extent than sometimes assumed. They suggest that whatever
relationship may exist may be a non-causal association: ‘We found no strong
evidence that the use of cannabis in itself has important consequences
for psychological and social health’ (MacLeod et al. 2004: 1586). However,
illustrating some of the uncertainty in this field, a more recent review of
substance use and psychosis by Thirthalli and Benegal (2006: 243) concludes
‘psychosis in the aftermath of substance abuse is fairly common’.

This does not nearly exhaust the range of biological theories that have been
proposed to explain madness. As noted in the British Psychological Society
(2000: 26) report: ‘A complete list of all the factors that have been identified
as potential causes of psychotic experiences would cover every aspect of
biological functioning.’ Though these theories are varied in their focus, they
share the common thread of explaining schizophrenia in terms of purported
biological pathologies of one sort or another. One exception is the Traum-
agenic Neurodevelopmental theory which proposes that the neurological
defect may result from early childhood trauma (Read et al. 2001).

As with all models of illness, there are clinical implications which derive
from these theories. Biological conceptualizations of madness tend, not
surprisingly, to be associated with biological treatment recommendations
(such as medication and electro-convulsive treatment). As such, these models
have been criticized for being suspiciously close to the business interests of
the pharmaceutical industry (Mosher et al. 2004) an issue also addressed by
Sharfstein (2005), who was at the time president of the American Psychiatric
Association.

Evolutionary theories of schizophrenia

Closely related to the biological theories, in that biological factors tend to be
implicated, are the evolutionary theories. In a well-researched, entertaining
and highly readable book, Horrobin (2002) argues that between approxi-
mately 80,000 to 140,000 years ago, in the evolution of homo sapiens there
was a genetic mutation that was associated with increased creativity and
imagination, giving rise to the development of artistic and technical
skills which were central to the evolution of human societies. Horrobin
proposes that this genetic mutation reflected a prototype of what we now
know as schizophrenia, though in a much less pronounced (and much more
positive) form than is now known. Horrobin suggests that the genes associ-
ated with schizophrenia are of considerable importance in human evolution,
but that changes in diet, where humans tend to eat less fish, have seen an
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amplification of the ‘negative’ phenotype of this genotype. Horrobin (2002)
calls upon genetic analyses of prehistoric remains, as well as evolutionary
biochemistry, in support of this theory. Clinical implications which emerge
from this theory suggest that fish oils may help alleviate some of the more
troubling aspects of schizophrenia.

An unusual (and difficult to test empirically) theory of schizophrenia
which also implicates evolutionary factors was espoused by American psych-
ologist, Julian Jaynes, who proposes that the symptoms of schizophrenia (in
particular, hearing voices) reflect a fairly recent stage in the evolution of
human consciousness. Jaynes’ (1976) thesis is that the human mind has
undergone a significant transformation over the past 4000 years or so. He
suggests that prior to the second millennium , mind was ‘bicameral’ in
nature, with a very limited capacity for self-reflection, which meant that one’s
own thought processes were commonly experienced as a ‘voice’. He proposes
that schizophrenia is ‘at least in part, a vestige of bicamerality’ and that
before the second millennium , ‘everyone was schizophrenic’. From this
perspective, the symptoms associated with schizophrenia were a normal
aspect of the way in which the mind functioned 4000 years or so ago, and
those who experience symptoms such as voices are not in the strict sense ‘ill’,
but rather are simply manifesting an earlier state in the evolution of human
consciousness.

A more recent evolutionary theory of schizophrenia has been developed by
New Zealand psychiatrists Rudegeair and Farelly (2003) who propose that
the symptoms of schizophrenia may be a form of dissociation between
different psychological functions. They suggest that integration of psychic
functions is a relatively late evolutionary development and that this is
vulnerable to disruption by early childhood traumas, which, they argue, may
impair psychic integration, leaving the individual with ‘dissociated’ states,
which are, Rudegeair and Farelly (2003) contend, the underpinning cause of
schizophrenia.

Neuropsychological theory of schizophrenia

A theory of schizophrenia which seems to cross the biological–psychological
divide is that of Frith (1992, 1994) in that it endeavours not only to identify
the purported biological substrate of the condition but also to delineate
the associated psychological impairments in information processing and rep-
resentation. Unlike the biological theories, Frith’s theory pays considerable
attention to the content of psychotic experience. Frith (1992) argues that we
can make sense of the wide range of symptoms associated with schizophrenia
if we look at a fairly narrow range of deficits or malfunctions in a few
important higher-order psychological processes involved in processing
information, such as thoughts about thoughts (‘metacognition’ or ‘meta-
representation’). Frith (1992: 116) argues that ‘All the cognitive abnormalities
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underlying the signs and symptoms of schizophrenia are reflections of a
defect in a mechanism that is fundamental to conscious experience. This
mechanism has many labels. I shall use the term metarepresentation.’

An important example of the kind of meta-representational processes that
Frith (1994) hypothesizes are implicated in schizophrenia is what he refers to
as ‘theory of mind’. ‘Theory of mind’ includes the important social ability to
infer what might be going on in other people’s minds. Frith (1994: 147) argues
that malfunctioning of this mechanism could underlie apparently disparate
symptoms of schizophrenia, such as thought disorder, flattened affect, and
delusions: ‘Many of the signs and symptoms of schizophrenia can be under-
stood as arising from the impairments in processes underlying “theory of
mind” such as the ability to represent beliefs and intentions.’ Frith (1992)
proposes that we view schizophrenia as a disorder of self-awareness, charac-
terized by three principal meta-representational abnormalities which can
account for all the major signs and symptoms. These three abnormalities
which Frith (1992) argues are biologically based and located in the prefrontal
cortex of the brain, are:

• An impairment in willed action associated with an inability to generate
spontaneous willed actions.

• A defect in self-monitoring leading to an absence of awareness of one’s
own intentions.

• A disorder in the monitoring of the beliefs and intentions of others.

Although there is some experimental support for some of Frith’s notions
(reviewed in Bentall 2003: 316–319), the biological underpinnings of the
theory remain unsubstantiated, nor is there much in the way of clinical evi-
dence to support the utility of this theory to guide treatment.

Psychological theories of schizophrenia

In this section we include explanations of madness which give emphasis
to psychological processes in the aetiology and/or maintenance of schizo-
phrenia (we will discuss psychodynamic models in a separate section as,
to some extent, they derive from a distinct intellectual tradition). It is
worth pointing out that psychological perspectives on psychosis are not the
sole province of psychologists. Indeed, many approaches to psychosis
which are clearly psychological in orientation have been developed by non-
psychologists, for example Beck’s (1952) seminal work on psychological
therapy for delusional beliefs.

From an historical point of view, psychological approaches to psychosis,
and in particular cognitive-behavioural perspectives inspired by the work of
Beck, have blossomed since the early 1990s. However, prior to this recent
resurgence, psychologists did show some interest in schizophrenia in the
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1940s and 1950s, generally operating within a behaviourist perspective, for
example, with the application of token economies in in-patient settings
(reinforcing ‘acceptable behaviour’). There followed a period of relative neg-
lect by psychologists of the so-called ‘serious mental illnesses’, such as
schizophrenia, which came to be referred to as ‘behaviourism’s lost child’
(Bellack 1986). With the advent of the cognitive revolution within psychology
there came a resurgence of interest in psychological approaches to research
and treatment for psychosis and schizophrenia (Miller 2003).

Psychological approaches derive from a perspective which is quite different
from the biological perspective on human distress. While the biological
framework tends to view psychosis as a symptom of a medical condition
which is categorically different from ‘normal’ human processes, the psycho-
logical framework is more likely to question the notion that psychosis is a
medical illness, and to employ understandings of normal human processes
to make sense of unusual or abnormal presentations such as we find in
psychosis. To fully appreciate psychological approaches to psychotic experi-
ence it is first necessary to consider the important and distinct aspects of the
psychological perspective.

Perhaps the most obvious difference between the biological and the
psychological approach is at the level of conceptualization. As already
noted, psychologists have been critical of the assumption that human distress
can be helpfully viewed through a framework which assumes that symptoms
can be grouped together into putative medical syndromes such as ‘schizo-
phrenia’ (for example, see Bentall 2003; Boyle 1990; Read 2004a, 2004b). This
antipathy between the concepts of schizophrenia and psychosis and the
tenets of a psychological approach to understanding human behaviour and
experience led to the development of a quite different orientation in investi-
gating madness. One such approach has been to look at if and how the
experiences associated with ‘madness’ do in fact group together in the way
that diagnostic terms suggest they do. For example, using a statistical
procedure called ‘cluster analysis’, Liddle (1987) found that symptoms of
schizophrenia tend to group together in three clusters: positive symptoms
(hallucinations and delusions), negative symptoms (poverty of speech, low
motivation, etc.) and cognitive disorganization (incongruity of affect, dis-
organized speech, etc.). This finding has been replicated in other studies
(see for example, Toomey et al. 1998), although other researches have sug-
gested the three factors could be further subdivided (McGorry et al. 1998).

Many, though not all (for example, Birchwood et al. 1988) of those work-
ing within a psychological framework have argued that rather than studying
putative diagnostic categories which incorporate a range of different symp-
toms, there is more to be gained from investigating (and treating) psychotic
experiences at the level of the individual symptom rather than at the level of a
putative syndrome (which, as we saw in Chapter 3 is consistent with how
participants in our research related to their experiences). This argument has
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been made most clearly by Persons (1986) and Costello (1992), both of whom
outline a range of reasons for adopting such an approach. Bentall (2006: 220)
extends this argument and suggests that we ‘need to abandon psychiatric
diagnosis altogether’.

The individual symptoms approach has proven a particularly useful para-
digm for research into psychotic experiences, such that it is now becoming
the dominant model for psychological research into psychotic experiences.
Another aspect of the focus on individual symptoms – which Bentall (2003)
suggests would be more accurately and helpfully referred to as ‘complaints’,
to avoid the implication of ‘illness’ inherent in the concept of ‘symptom’ – is
that it is more consistent with the well-founded assumption that these experi-
ences lie on a continuum with normal experiences, and hence that normal
psychological processes can help us understand the aetiology and/or main-
tenance of these ‘complaints’. Evidence to support this position can be found
in research, such as that by Strauss (1969), who demonstrated that both
hallucinations and delusions are best thought of as points on a continuum
with normal perceptions and beliefs, differentiated by factors such as degree
of conviction and preoccupation with the experience. Similarly, research
into hallucinations and delusions has found that such experiences are more
common than one might imagine in ‘normal’ populations. For example,
Tien (1991) outlines research which suggests that one in ten people may
experience hallucinations. Estimates on the prevalence of delusional beliefs
in ‘normal’ populations, including research carried out in Dunedin, New
Zealand (Poulton et al. 2000) suggests that as many as 20 per cent of the
population may meet criteria for holding delusional beliefs, although a large-
scale Dutch study found only 3.3 per cent of the population held ‘true’ delu-
sional beliefs (van Os et al. 2000). A British study reported that over a period
of eighteen months more than 4 per cent of their non-clinical sample
reported at least one psychotic experience, although they had reported none
at the beginning of the study (Wiles et al. 2006).

Research such as the above lends support to the notion that the ‘complaints’
which characterize psychosis and schizophrenia do lie on a continuum with
normal human experiences, and that investigations which focus on individual
complaints may contribute to our understandings of these experiences. We
will now outline psychological theories of thought disorder, hallucinations
and delusions which derive from this tradition.

Psychological theories of thought disorder

An early example of a psychological approach to psychotic experiences
is Don Bannister’s investigations into thought disorder, where he proposed
that thought disorder can be understood as the consequence of someone
having been ‘invalidated’ so often that he or she goes out of the business of
making testable (and hence disprovable) statements about the world, instead
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reverting to statements which are so loose in their meaning as to be impos-
sible to disprove, as well as being very difficult for others to understand
(Bannister 1960; Bannister and Fransella 1966; Bannister et al. 1975). Despite
this early research of Bannister’s it was some time before research of this
nature became more commonplace among psychologists.

Psychological theories of hallucinations

Bentall’s theory of hallucinations (2003: Chapter 14) is located firmly within
the cognitive tradition in psychology where it is assumed that is not experi-
ences in themselves which cause distress, but rather how the individual evalu-
ates, or appraises, such experiences. Thus, the focus shifts from exclusive
attention on the experience to the appraisal processes the individual uses to
render the experience meaningful. Bentall (2003: 367) proposes that hallucin-
ations are not, as is often assumed, the result of ‘faulty’ perceptual processes,
but rather they ‘arise from an error of judgement rather than an error of
perception’. The particular judgement implicated, according to Bentall, is the
judgement about where an experience originates from – inside or outside the
self: ‘People who hallucinate make faulty judgements about the sources of
their experiences, and it is for this reason that they mistake their inner speech
or visual imagery for stimuli external to themselves’ (Bentall 2003: 367).

Bentall (2003) argues that ascertaining whether or not experiences are
internally or externally generated is not something that is a ‘given’ of the
experience. Rather, Bentall suggests that identifying the source of experiences
is a skill, which, like all other skills, develops over time, is subject to individual
variation, and can fail under certain conditions. This skill has been referred to
as ‘source-monitoring’ (Johnson et al. 1993). This source-monitoring theory
of hallucinations is supported by Garrett and Silva’s (2003) study of the
subjective experience of hallucinations, which found that clients’ descriptions
of hallucinations were congruent with this theory.

Bentall (2003) discusses a range of factors which are important com-
ponents of the source-monitoring skill, including qualities in the individual
(such as expectations and beliefs), aspects of the stimulus (such as how clear
it is) and situational factors (such as the degree of urgency or danger
involved). A hallucinatory experience is the outcome of failure in the applica-
tion of this skill when an internally generated experience (such as inner
speech) is misattributed by the individual to an external source, which means
it will be experienced as a voice. In his exposition of the theory, Bentall
(2003: Chapter 14) provides a detailed overview of research and clinical
evidence which lends support.

Other research which has investigated the role of the appraisals of experi-
ence in psychosis includes the seminal work by Romme and Escher (1989,
1993, 1996). In a series of investigations into the experience of hearing voices,
Romme and Escher showed that these experiences are not always distressing
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to the individual. They found that an important determinant of whether or
not voices would be distressing to the individual was the understanding, or
‘explanatory model’ (Kleinman 1988) that the individual had for such experi-
ences. For example, those who viewed their voices as guides giving useful
advice would be much less likely to experience distress than those who viewed
their voices as manifestations of a powerful evil force. These findings are
similar to those of Chadwick and Birchwood (1994), who point to the role of
appraisals of omnipotence and omniscience of voices in influencing levels of
distress for the individual.

Psychological theories of delusions

As with the research on hallucinations, research in the area of delusions has
been well summarized and synthesized by Bentall (2003). In psychological
theories, delusions are seen largely as the product of normal information
processing. In particular, processes involved in formation and maintenance
of normal beliefs are seen as implicated in the formation and maintenance of
delusions. Bentall (1994: 356) argues that ‘The reasoning biases exhibited by
deluded subjects might be seen as amplifications of normal mechanisms for
coping with threat.’

Bentall’s theory of paranoid delusions has developed over a number of
years, being modified and expanded in light of the growing body of research
and clinical practice in this field. Bentall (2003) suggests that a range of
cognitive processes may be involved in the development of paranoid thinking,
including causal attributions that the individual makes about experiences.
Bentall argues that paranoid people have a characteristic attributional style
which renders them vulnerable to paranoia. Research by Bentall and others
(Candido and Romney 1990; Kindermann and Bentall 1996) suggests that
paranoid people have a tendency to make ‘external personal’ attributions for
negative events. That is, they tend to blame negative events (such as not
getting a job) on other people’s deliberate actions (for example, the govern-
ment telling the employer not to offer the person a job) rather than on situ-
ational factors (for example, too many applicants). Although acknowledging
some uncertainty regarding why some people may develop this particular
tendency, Kindermann and Bentall (1996) suggest that it may have its origins,
at least partly, in experiences which have proved challenging to the indi-
vidual’s self-concept:

Although the developmental origins of the abnormal attributional
style of paranoid patients are not understood, it is possible that such a
style develops in the context of chronic threats to the self-concept that
predate the appearance of psychosis.

(Kindermann and Bentall 1996: 112)
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In his more recent work, Bentall (2003: 305) suggests that paranoia may
contain a ‘nugget of truth’, in so far as it may relate, however obscurely, to
earlier experiences which the individual has had which contain similar themes
to the content of the delusional beliefs. In addition to the role of attributional
style, Bentall suggests that other factors, such as hypervigilance for threat-
related material and a difficulty in understanding what other people might be
thinking (a ‘theory of mind’ deficit) may also be implicated in the psychology
of delusions.

Other psychological explanations for delusional beliefs include Garety’s
(1991, 1992) theory which places emphasis on the role of probabilistic reason-
ing, suggesting that those with delusional beliefs have a tendency to ‘jump to
conclusions’ on the basis of limited evidence. In a review of the various theor-
ies of delusions and the evidence to support them, Garety and Freeman (1999)
conclude that there is sufficient evidence to suggest that both attributional and
probabilistic biases are implicated in the formation and maintenance of delu-
sional beliefs. Another perspective on delusions is Rhodes and Jakes’ (2004)
idea that delusions are expressions of metaphors which have been ‘lost’: that is,
the metaphorical aspect is no longer conscious to client.

Psychodynamic and psychoanalytic
theories of schizophrenia

As with psychological and biological explanations of schizophrenia, psycho-
dynamic accounts subsume a variety of different theories rather than a single
unified and universally accepted theory. In clinical practice, psychodynamic
approaches are characterized by a close working relationship between
the therapist and the client, which may involve meeting several times per
week, where the focus is on making sense of the client’s experience drawing
from psychodynamic theory. Psychodynamic understandings of psychosis
emerge from such close working relationships and detailed attention to the
client’s experience.

Psychodynamic accounts of human experience can be traced to the works
of Freud (1957) and are based, to varying degrees, on his model of the
workings of the human mind. Freud developed a comprehensive model of
human psychological functioning which stressed the structure of self (ego, id
and superego) and posited a range of processes which are in operation as the
self develops through time. Freud’s emphasis was on inner conflicts and ways
of dealing with these conflicts (‘defences’) both at the time of the initial
conflict, and subsequently over the course of an individual’s life when these
conflicts may re-emerge, often in a disguised form. Freud’s view can, some-
what simplistically, be summarized as seeing psychological difficulties as
being the manifestation of conflicts from past experiences.

Freud (1904) himself discouraged psychotherapy of psychosis. Although
in his earlier works he had considered this possible, he later revised his
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position. Josephs and Josephs (1986) point out that Freud was the first
clinician to see meaning in psychotic experiences, as illustrated by his famous
case study of Schreber. Despite this, Freud later went on to argue that psych-
osis (which he at times referred to as ‘narcissistic neuroses’) is not amenable
to psychoanalytic therapy because the client is unable to form a ‘transference
relationship’ – an essential ingredient of successful psychoanalytic therapy
(Arieti 1974). This viewpoint was maintained by classical analysts, although
an early pupil of Freud’s, Paul Federn (1952) questioned this and made
several attempts to treat psychotic patients, arguing that poor ego boundaries
contributed to psychotic problems, with material from the id invading the ego
and being projected onto the external world.

A common thread in many of the psychoanalytic conceptualizations of
psychosis is that it reflects the individual’s attempts to deal with diffi-
cult emotions that relate to an earlier stage of development. An early propon-
ent of the psychoanalytic perspective, Melanie Klein (1946), made significant
contributions to the analytic conceptualization of psychosis. She suggested
that the basis of psychosis can be found in early development and reflects the
use of particular defence mechanisms. In particular, she introduced the con-
cept of ‘projective identification’, which she describes as ‘splitting off parts of
the self and projecting them on to another person’, a process she viewed as
implicated in the development of the ‘paranoid-schizoid position’. This
position was developed by Bion (1956) who argued that this defence mechan-
ism was a core feature of schizophrenia.

Also operating within a psychodynamic framework, Sullivan (1956)
suggested that schizophrenia can be explained as an adaptive strategy by the
individual in trying to deal with the cumulative effects of trauma, which
threaten to throw him or her into panic and terror. Sullivan (1956) viewed
schizophrenia as a defensive strategy for avoiding fragmentation and chaos,
and for maintaining a meaningful view of the self, even if that is at some cost
to the individual (who retreats into madness). A similar view is espoused by
Shapiro (1991), who argues that self-destructive behaviour in schizophrenia
reflects an attempt to reverse self-fragmentation brought on by the experience
of overwhelming affect.

Searles (1961) agrees that schizophrenia is characterized by fragmentation
of experience, which results in a loss of continuity and connection, although
he proposes that it is intense fear of change (derived from parental restric-
tions on autonomy) which is the genesis of psychosis. Modern analysts, such
as Symington (2006), suggest that the emotion of shame may be important.
He argues that shame fuels the projective process, such as ‘projective-
identification’. He suggests that psychosis reflects an ‘inner jelly-like chaos’
which derives from the ‘total absence of inner government’.

London (1980) notes that one of the weaknesses of psychoanalytic theories
of schizophrenia relates to scientific evaluation, with there having been few
scientific studies evaluating the validity of the constructs or the efficacy of
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psychoanalytic therapies. While there have been claims that the psycho-
dynamic perspective on schizophrenia is ‘dead’ (see for example Mueser and
Berenbaum 1990), it is clear that these suggestions of the demise of this
model have been somewhat premature. There is a vast and growing psycho-
dynamic literature on psychosis. More recent models of madness which can
be subsumed under the psychodynamic umbrella include Karon’s (1999) view
that schizophrenia is an expression of chronic terror and the defences utilized
by the individual to live with this terror. Overviews of psychodynamic ther-
apy of schizophrenia can be found in Hingley (1997) and Silver et al. (2004).
Psychodynamic theories of psychosis have been consistent in their efforts to
explore the meaning of psychotic experiences (Hingley 2006; Silver et al.
2004) and to find helpful ways of working psychotherapeutically with those
who experience psychosis. Robbins (1993) illustrates, using detailed case
studies, how, in clinical practice, psychoanalysts go about the business of
exploring the meaning of psychotic experiences.

Communication and family theories of schizophrenia

Though less prominent nowadays than in the 1950s and 1960s, theories of
schizophrenia which focus on styles of communication have nonetheless had
a significant impact on the literature, particularly in the areas of systemic
conceptualizations and family therapy of schizophrenia. Among the earliest
proponents of theories of this sort was Gregory Bateson (Bateson 1973;
Bateson et al. 1956). Bateson argued that schizophrenia results from the
individual being brought up in a family environment characterized by a par-
ticular style of communication, wherein the child is repeatedly exposed to a
‘double bind’ situation which renders him or her vulnerable to schizophrenia.
A ‘double bind’ is a form of communication which operates on at least two
logical levels, and contains contradictory commands or requests, thus render-
ing it impossible to fully comply: a commonly used illustration of this is that
of the mother who holds her child’s hand tightly while telling him or her to
go off to school. Bateson argued that repeated exposure to such communica-
tions leads to problems in understanding the communications and motiv-
ations of others (more specifically, to difficulties in discriminating between
the literal and the metaphoric aspects of communication). This will result in
‘faulty’ metacommunication skills in reading the behaviour of self and others
which, in turn, leads to the range of symptoms associated with schizophrenia.
This deficit, according to Bateson, is the direct consequence of being in a
particular family situation characterized by ‘double bind’ communications.
Bateson et al. (1956: 258) argue that ‘The child grows up unskilled in his
ability to communicate about communication and, as a result, unskilled in
determining what people really mean and unskilled in expressing what he
really means.’

In support of this view, Wynne and Singer (1963) found that families
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of those diagnosed schizophrenic consistently score higher than ‘normal’
families on measures of ‘communication deviance’. Further empirical sup-
port for the role played by family communication is found in the UCLA
Family Project, which followed families prospectively for fifteen years and
found that both expressed emotion (hostility, criticism and emotional over-
involvement) and ‘communication deviance’ are predictive of schizophrenia
(Doane et al. 1981; Goldstein 1987).

Although these theories came to be associated with theories which ‘blame’
the family (and in particular the mother) for causing schizophrenia
(Johnstone 1999) and dropped out of fashion when such approaches came
under fire, we can see a more enduring influence of the theory in clinical
approaches to schizophrenia which focus on the importance of styles of
communication within the family, such as is found in the literature on
expressed emotion (Goldstein et al. 1994; Vaughn and Leff 1976).

Life event theories of schizophrenia

The family communication theories outlined above point to the importance
of the interpersonal environment the individual finds him or herself in. In
the current section we consider accounts of schizophrenia which have impli-
cated life events (such as childhood trauma) in the aetiology of schizo-
phrenia. We have already referred to Rudegeair and Farelly’s (2003) theory
which identifies trauma as critical; for convenience I have located this under
‘evolutionary’ theories, though it could, clearly, also be included here. It is
worth pointing out that theorists from a wide range of perspectives (for
example, psychodynamic, psychological etc.) have argued that life events
play an important role in psychotic experiences.

The role of life events in the aetiology of mental health problems is a topic
which has generated, and continues to generate, considerable controversy.
Both sides of this debate can be traced to the work of Freud. Freud’s earliest
(circa 1896) theory on this matter proposed that early childhood sexual
experiences are a crucial aetiological factor in the development of mental
health problems in later life (Freud 1962). Famously, and controversially,
Freud revised this theory some years later to suggest that the early sexual
experiences he had considered of such importance were fantasies the child
had created, rather than actual experiences. This shift in Freudian theory has
been the subject of much analysis in recent years where it is often argued that
Freud first uncovered, only to subsequently deny, the important role of actual
sexual abuse in the development of mental health problems in later life: see
Masson (1984) for a critical review of this change in Freud’s theory. Though
Freud’s interest was more in the so-called ‘neuroses’ than the ‘psychoses’, we
can see in this about-turn a parallel in the current literature, where the role of
sexual abuse and other adverse events in childhood as contributory factors to
the causes of psychotic experience is hotly debated.

126 Scientific/professional understandings



In the realm of theories of psychosis and schizophrenia, we find an early
example of emphasis being given to the role of life experiences (not limited to
sexual abuse) by Harry Stack Sullivan (1956, 1962) who encouraged his
patients to see their difficulties as being related to life experiences. Pinpoint-
ing a more specific relationship, Frieda Fromm-Reichmann (1948, 1958)
argued that the symptoms of psychosis can be seen as the client repeating
early traumas and past interpersonal relations, which come to manifest them-
selves in a somewhat distorted form in present relationships. She argued that
such traumatic early interpersonal relationships set the client on a solitary
path, where trust is particularly difficult, leading to the loneliness of the
schizophrenic position.

Interest in the role of early traumatic experiences in schizophrenia has
been the subject of considerable empirical investigation since the mid-1990s,
with mounting evidence that people who have psychotic experiences are more
likely than the general adult population to have been subject to abuse (sexual,
physical and/or emotional) as children (Bebbington et al. 2004; Janssen et al.
2004; Read 1997; Read et al. 2004). However, as in Freud’s day, the literature
in this field is imbued with controversy, which has not yet been resolved by
empirical investigations. Some large-scale studies (Bebbington et al. 2004;
Janssen et al. 2004; Spataro et al. 2004) reached quite different conclusions
about the putative relationship between psychosis and early childhood abuse.
While the study by Janssen et al. (2004) concludes that ‘childhood abuse
predicts psychotic symptoms in adulthood in a dose-response fashion’,
Spataro et al. (2004) argue that their results ‘do not support an association
between child sexual abuse and psychosis’. Methodological differences in
these studies may account for at least some of the inconsistencies in findings.
Spataro et al.’s (2004) study includes only those cases of sexual abuse which
came to the attention of the authorities at the time, which are unlikely to be
representative of all cases of childhood sexual abuse. Another potential
weakness of this study, acknowledged by the authors, is that the average age
of subjects at follow-up (in their early twenties) may have underestimated the
incidence of psychosis, which commonly does not emerge until the mid-
twenties. Similarly, criticism can be levied at the Janssen et al. (2004) study.
While this is a large-scale study (n = 4045), their conclusions about the rela-
tionship between abuse and psychosis are based on only seven participants
who reached their ‘need for care’ criteria level of psychotic disturbance.
Bebbington et al.’s (2004) research was also large scale (n = 8580), with the
evidence convincingly pointing to a positive relationship between psychosis in
adulthood and a range of ‘victimization experiences’ (sexual abuse, bullying,
violence, being taken into care, etc.), with the association being strongest in
the case of those who report sexual abuse. At present, there is a lack of
consensus in this field regarding the nature of the relationship between early
trauma and psychosis in adulthood, which continues to generate the kind of
controversy aroused by Freud’s original exposition of this theory. Helpful
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discussions of the range of theories that might be proposed to account for a
association between sexual abuse and psychosis are provided by Bebbington
et al. (2004), Larkin and Morrison (2006), Morrison et al. (2003) and Read
et al. (2008).

Other investigations which hope to shed light on the nature of the relation-
ship between trauma and psychosis include studies which have considered the
relationship between abuse and severity of psychiatric disturbance (Read
1998) and others which have looked into associations between different types
of abuse (sexual and physical) and particular symptoms (hallucinations,
delusions and though disorder: Read et al. 2003). Although the literature
delineating relationships between specific forms of abuse and specific psych-
otic symptoms is tentative rather than conclusive, it does, nonetheless,
provide hope that if such specific relationships are indeed found consistently,
this may allow advances to be made in identifying particular mechanisms that
may be implicated in the development of psychotic experiences.

Such is the interest in the relationship between trauma and psychosis that
an entire issue of the scientific journal Acta Psychiatrica Scandinavica
(November 2005) was dedicated to this matter. This issue included an
updated review of the literature in this field (Read et al. 2005) and further
consideration of possible mechanisms (biological and neurodevelopmental)
which could explain relationships between trauma and psychosis. Bak et al.
(2005) put forward the notion that early trauma may predispose people to
experience more distress associated with psychotic experiences through
diminishing coping responses.

An example of how the literature in this field can encompass more
than one conceptualization of schizophrenia is found in the Traumagenic
Neurodevelopmental Model (Read et al. 2001). This model proposes that
childhood abuse is an important causal factor in the development of schizo-
phrenia and that this is entirely consistent with findings showing abnormal-
ities in the brains of adults diagnosed with schizophrenia. Though biological
correlates of schizophrenia are commonly used to support the idea the
schizophrenia is biologically caused, Read et al. (2001) argue that many of
the brain abnormalities found in schizophrenia are also found in the brains
of those who have been abused as children. That is, they suggest that the
experience of abuse causes particular abnormalities in the brain which render
people vulnerable to travelling down a neurodevelopmental pathway which
may lead to psychotic experiences such as those found in schizophrenia. They
also acknowledge that other factors are likely to be involved in the aetiology
of such a complex picture as schizophrenia, cautioning against overly sim-
plistic models which posit a single (usually biological) factor as the cause of
schizophrenia.

While our focus in this section has been mostly on sexual abuse as a
possible causal contributor to schizophrenia, this is not the only life event
which has been implicated in schizophrenia. Other life events which have
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been found to be associated with schizophrenia include physical abuse and
bullying (Janssen et al. 2004); poverty (Faris and Dunham 1939; Harrison
et al. 2001); belonging to an ethnic minority (Hutchison et al. 1996); experi-
ences of racial discrimination (Janssen et al. 2003); recent stressful experi-
ences (Birley and Brown 1970). Other variables which have been considered
important in understanding schizophrenia include the notion that urban
environment may contribute to psychosis (van Os 2004). Sundquist et al.
(2004) discuss evidence consistent with this view and consider the possibility
that factors such as poor social networks and lack of support may contribute
to the condition.

The theories considered so far in this chapter have developed largely from
clinical disciplines, whether they be primarily medical in their orientation, or
more inclined to a psychotherapeutic perspective. However, this does not
exhaust the range of professional and scientific theories that have been
proposed as explanations of what schizophrenia is. Other disciplines have
also investigated schizophrenia, and come up with quite different conceptual-
izations. We will now consider some of these theories.

Sociological and anthropological theories of schizophrenia

The theories discussed so far (with the exception of communication and
family theories) have in common that they take a largely individualistic
approach to schizophrenia. By this, we mean that they take as their starting
point the assumption that schizophrenia can be understood by looking to the
individual who receives this diagnosis, and identifying what it is that is
unusual about this individual that explains how it is that he or she has
developed this complaint. In contrast, sociological and anthropological
approaches tend to adopt quite a different starting position, in that their
focus is much more on the social context within which a diagnosis of schizo-
phrenia is made. As such, the social and cultural practices involved in the
process of identifying someone as ‘deviant’, and then labelling the person as
mentally ill, are given greater prominence in sociological and anthropological
accounts of schizophrenia.

Writers such as Littlewood (1991) and Eisenberg (1977) have argued that to
understand schizophrenia, we must look not only at those so diagnosed, but
also at the process of diagnosis itself, not overlooking the frameworks
adopted by those who do the diagnosing. Littlewood (1991) draws our atten-
tion to the fact that any complex behaviour can be viewed in a range of ways,
and how it is that we view the behaviour will be influenced by many factors,
including culturally embedded points of view. Littlewood (1991) points out
that concepts such as ‘schizophrenia’ are not ‘natural facts’, about which we
are compelled to agree, but rather reflect a particular way of construing
experience, influenced by our own interests, or those of the culture/subculture
to which we belong. Though it might be argued (and indeed often is) that the
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various models of schizophrenia are supported by empirical evidence, it is
important to recognize that this ‘evidence’ is not independent of the model
adopted in the first place. As Eisenberg (1977) points out:

Once in place, models act to generate their own verification by excluding
phenomena outside the frame of reference the user employs. Models are
indispensable but hazardous because they can be mistaken for reality
itself rather than as but one way of organizing that reality.

(Eisenberg 1977: 18)

Both Eisenberg (1977) and Littlewood (1991) seem to be stressing that our
models of madness and the evidence we may call upon to support these
models are not independent of one another. That is, particular ways of view-
ing schizophrenia will lead to particular research endeavours, designed to
gather particular types of evidence (and thereby ignore other evidence) which
in turn are used as support for the theory. The point being made is that we
must recognize that factors other than, or in addition to, ‘evidence’ are also
implicated in our adopted models of madness and we would do well to
recognize this.

Within the sociological tradition attention is also given to how and why it is
that individuals come to be identified as deviant, and the impact that this has
on the person. This work, which has its roots in classic works such as those of
Goffman (1961) and Becker (1963), has come to be referred to as ‘labelling
theory’, focusing as it does on the process and impact of being labelled.
Looking at the social context writers such as Becker (1963: 9) argue that
deviance is actually created by the social group through rules adopted for
deciding who is ‘inside’ and who is ‘out’: ‘Social groups create deviance by
making rules whose infraction constitutes deviance, and by applying those
rules to particular people and labeling them as outsiders.’ Ivan Illich (1975)
argues that this process serves a function of social control, whereby those
who do not fit easily into conventional social categories are rendered less
threatening to society by being categorized as deviant:

People who look strange or behave oddly threaten any society until their
uncommon traits have been formally named and their uncommon
behaviour has been slotted into a recognised role. By being assigned a
name and a role, eerie and upsetting deviants are turned into well-defined
and established categories.

(Illich 1975: 56)

Clearly one such category of deviance, and one that has received consider-
able attention, is that of mental ill-health in general, and schizophrenia in
particular. In addition to the process through which individuals come to be
labelled, sociologists have also examined some of the effects of such labelling,
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arguing that there is an ‘iatrogenic effect’, whereby the individual will be
treated differently by others and will come to see him or herself differently as
a consequence of this labelling process. Thus, it is argued, an individual, once
labelled as say, schizophrenic, may come to see themselves in this way, and
this will have the effect of amplifying the original deviant behaviour and
excluding alternative behaviours (Turner 1987). The individual comes to be
stigmatized by the label ‘mental patient’, which in turn will determine how
others react to the person. Should the person accept this label, then he or she will
act accordingly, thus reinforcing the social role of ‘mental patient’ (Doherty
1975). This process has been referred to as entering into a ‘career of deviance’
through ‘role-playing’ the sick person. Scheff (1984) suggests that once an
individual is labelled ‘ill’, this can lead to a self-fulfilling prophecy, in which
accepting the label of illness can actually have an impact on the disease
process itself, as he saw in his study of tuberculosis sufferers, where he found
that patients who accepted the rules of the hospital ward made a slower
recovery than those who rejected these rules. Similarly, there is some research
into the impact on the individual of accepting the labels of ‘mental illness’ or
‘schizophrenia’: those who accept such labels have been shown to fare worse
in certain measures of mental health, such as dependence (Morrison et al.
1977) and sense of control and associated depression (Birchwood et al.
1993).

Another interesting study into the impact of labelling is the infamous study
by Rosenhan (1973). His study, which involved ‘stooges’ falsely reporting that
they had heard a voice uttering a single word, demonstrated how easy it was
to be labelled as schizophrenic, and also how difficult it was, in the USA in
the 1970s at least, for the pseudo-patients to lose the label once diagnosed,
despite showing no further signs or symptoms of mental ill-health during
their time in hospital. Thirty years later, a replication of this study (Slater
2004) reported similar findings, despite supposed increased reliability and
validity of psychiatric diagnoses.

Philosophical and existential theories of schizophrenia

Given the profound, and at times profoundly confusing, aspects of the
experiences associated with schizophrenia, it is perhaps not surprising that
we also find theories of schizophrenia which have a distinctly philosophical
orientation. The historical overlap between psychology and philosophy
means that, for many of the earlier writers in this area (such as Jaspers,
Freud, and William James), distinctions between philosophy, psychology and
psychiatry were far from clear cut. For example, though Karl Jaspers is
generally regarded as one of the founding fathers of modern psychiatry, he
spent most of his working life as a philosopher. In his classic text, Jaspers
(1963: 309) points out that ‘in psychotic reality we find an abundance of
content representing the fundamental problems of philosophy’.
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Philosophical theories may strive to account for schizophrenia in philo-
sophical terms, and/or may focus on the philosophical implications of having
such experiences. Although much of modern psychiatry and psychology
pays little heed to the philosophical aspects of psychotic experiences, there is
nonetheless a significant, if marginalized, literature which addresses these
issues. Perhaps one of the most vocal and influential writers in this tradition
was the Scottish psychiatrist, R. D. Laing, a major figure in the ‘anti-
psychiatry’ movement of the 1960s and 1970s, who himself had personal
experience of psychosis (Clay 1996). Laing (1960, 1967) argued that schizo-
phrenia can be seen as the manifestation of existential despair, reflecting a
division in the patient’s psyche, which is brought upon by the conflicting
demands of living in a world which alienates us. For Laing, madness is a kind
of voyage, through which the person comes to more fully appreciate the
nature of existence. Schizophrenia, to Laing (1967: 93), was ‘a natural way of
healing our own appalling state of alienation called normality’. Laing sug-
gested that schizophrenia reflects a kind of ‘ontological insecurity’ where the
individual feels uncertain about his or her very way of being in the world and
that appropriate ‘treatment’ for those suffering from schizophrenia is to
provide an environment which allows the individual to work through these
philosophical crises (Laing 1967).

Others who have written in the philosophical tradition include the Finnish
psychiatrist, Siirala (1961), who argues that people diagnosed schizophrenic
are, in some ways, prophets who express the underlying malaise in society.
Siirala (1961) sees those with this diagnosis as both victims of a harsh society,
and prophets (to whom nobody really listens, unfortunately) who have a
particular sensitivity to our ‘collective sickness’. This collective sickness
reflects the accumulated evil acts committed by members of a society, which
have come to be hidden from view for, and by, ‘normal’ people. He argues that
those working in this area have a responsibility to reveal to society the proph-
ecies of patients, given that these are, according to Siirala (1961), insights into
the madness that exists not only within the individual psyche of the client, but
also within the society to which the client belongs. Arguing along similar
lines, Arieti (1974, 1979) proposed we should view schizophrenia as more
than simply an unfortunate illness that happens to afflict some members of
the human race. Rather, he argues, the experiences characteristic of schizo-
phrenia are such that they can provide us with unique insights into human
nature. Of schizophrenic experience, Arieti (1979: 220) proposes ‘we can
learn from it about human life in general and the human predicament’.

More recently, Louis Sass (1992) has further developed philosophical
conceptualizations of madness, drawing on the works of both Heidegger and
Wittgenstein. Sass proposes that we can comprehend schizophrenia as a
complex and perhaps convoluted attempt by the individual to grapple with
issues relating to the very nature of Being itself (that is, with ‘ontological’
issues). Sass suggests that schizophrenia reflects a particular ‘way-of-being-
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in-the-world’ that indicates a shift in how the individual deals with the basic
frameworks we use for making sense of the world, such as the nature of ‘self ’
and the nature of ‘reality’ (Bracken and Thomas 1999; Sass 2004). Sass and
Parnas (2003) elaborate this theory, proposing that disturbances of self may
be the central feature of schizophrenia. They suggest that this conceptualiza-
tion can help unify an otherwise disjointed concept (schizophrenia) and
also suggest that this theory may help identify prodromal schizophrenia by
identifying the subtle changes in self that may precede the condition itself.

The focus on the role of self in schizophrenia is also considered by
Landrine (1992: 405), who suggests that psychiatric symptoms, especially
those associated with schizophrenia, are ‘violations of Western cultural
assumptions about how the self ought to be experienced’. Lysaker and
Lysaker (2004) add a further perspective, when they suggest that schizo-
phrenia results from what they refer to as ‘disturbances in dialogical
capacity’. This notion is based on the philosophical position of self as
‘subjective multiplicity’, as proposed by Nietzsche (1966) and others, and
proposes that schizophrenia results from a breakdown within the individual’s
relationship between different ‘selves’.

Spiritual theories of schizophrenia

Spiritual theories of schizophrenia in the modern age can be traced to the
works of Carl Jung, who, like R. D. Laing, had a personal experience of a
psychotic breakdown (see Jung 1995). Also like Laing, Jung has been an
influential figure in this area, though one who has been marginalized by
mainstream theorists and clinicians. One wonders if somehow having a
personal experience of psychosis, as both these writers have, in some way
contributes to being seen somewhat as ‘outcasts’ by their professional peers.
Drawing heavily on Eastern philosophical and theological writings, Jung
(1936) proposed that psychosis can be viewed as the result of the disintegra-
tion, or fragmentation, of consciousness brought on by a failure to recognize
the psychic importance of the spiritual realm of experience. Similarly,
William James (1902) considered there to be a close relationship between
‘mysticism and insanity’.

There has been a recent resurgence of interest in spiritual conceptualiza-
tions and spiritual implications of psychotic experiences. For example, an
attempt to examine the relationship between psychosis and spirituality has
been developed by British psychologist Isabel Clarke. Using the personal
construct framework of George Kelly (1955), Clarke (2000a, 2000b, 2001)
proposes that psychosis and spirituality are alike in being a unified area of
human experience, both of which reflect attempts by the individual to make
sense of the world without use of their usual constructs for navigating reality.
Clarke (2000b) argues that the differences between psychosis and spiritual
experiences have been exaggerated and further, that what differences there
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are, reside in the experiencer rather than the experience. This perspective has
been elaborated by New Zealanders Randal and Argyle (2005), who suggest
the normal process of spiritual development is a gradual one, but certain
individuals may experience sudden ‘growth spurts’ in their spiritual develop-
ment which can give rise to a ‘spiritual emergency’ (Grof and Grof 1986).
Randal and Argyle argue that phenomenologically there is little to dis-
tinguish between what is classed as ‘spiritual emergency’ and what is
considered ‘psychosis’.

Issues relating to spirituality are often more readily addressed by non-
Western cultures. In 2007 a New Zealand study of Māori understandings of
what Westerners call psychosis confirmed that many Māori hold to their
traditional views that such experiences are readily and commonly under-
standable from a spiritual perspective. Voices, for instance, are frequently
experienced as support or warnings from ancestors (Taitimu 2007).

Finally, in this section, we must also consider the work of British psycholo-
gist, Peter Chadwick, whose writings cover both professional and personal
perspectives on schizophrenia, Chadwick himself having been diagnosed with
the condition (Chadwick 1992, 1997). Chadwick explores the strong spiritual
aspect of the experience for the individual, arguing that this is a crucial part of
psychosis. Echoing Siirala (1961, see above), Chadwick (1997: 172) suggests
that direct experience with psychosis may provide us with unique and import-
ant insights into the nature of existence: ‘It may be that many insights had at
the outer limits of sanity, shining like a sun to the receptive mind, will yet
transform our world and save the minds of others who still live without hope.’

Stress–vulnerability models of schizophrenia

Given the diverse range of theories that have been proposed to account for
schizophrenia (only some of which have been considered here), it should
come as no surprise that there have also been attempts to integrate these
various theories within a broader framework, which can subsume the various
theories, and ideally, generate greater consensus among those working in the
field. We will conclude this chapter by discussing one such approach, which
has gained significant support in both clinical and research settings.

The most widely promulgated of these broad frameworks is what is
referred to as the ‘stress–vulnerability’ model of schizophrenia. Developed
from a framework first articulated by Meehl (1962), the notion of ‘stress–
vulnerability’ as a model for schizophrenia was first explicitly expressed by
Zubin and Spring (1977) and later expanded by Nuechterlein and Dawson
(1984). Essentially, stress–vulnerability models propose that episodes of
psychosis can be understood within a heuristic framework which recognizes
contributions from both ‘vulnerability’ factors and from ‘stress’ factors.
Nuechterlein and Dawson (1984) suggest that certain characteristics of
individuals may serve as more enduring ‘vulnerability’ factors and environ-

134 Scientific/professional understandings



mental ‘stressors’ may precipitate psychotic periods in such vulnerable
individuals. It is worth noting that within the model as originally outlined by
both Zubin and Spring (1977) and Nuechterlein and Dawson (1984), ‘vulner-
ability’ factors include pre-existing, enduring characteristics, which are prod-
ucts of both genetic and non-genetic variables (including early physical and
social environmental influences). We can see the model as an attempt to
conceptualize episodes of schizophrenia in terms of combinations of endur-
ing characteristics of the individual which render him or her vulnerable and
more transient stressors in the environment which act as triggers for episodes
in such vulnerable individuals.

This model of schizophrenia is rather unusual in that it has achieved a
degree of consensus among clinicians and researchers. However, on closer
inspection, we may note that this model is in fact open to a variety of inter-
pretations regarding what constitutes a ‘vulnerability’ factor. For example,
there has been some disagreement around whether ‘vulnerability’ refers spe-
cifically to inherited biological factors, or whether other factors (such as
being abused as a child) should also be considered as part of the ‘vulner-
ability’ that an individual may have to psychosis (see Read et al. 2001, 2008).
In their original exposition of the model, Zubin and Spring (1977: 109) were
clear that vulnerability included ‘acquired vulnerability’, and provided spe-
cific examples, including ‘the influence of trauma, specific diseases, perinatal
complications, family experiences, adolescent life experiences, and other life
events’. Interestingly, this model is commonly referred to in medical texts as
the ‘stress–diathesis’ model, with the more medical and biological ‘diathesis’
(‘constitutional predisposition toward a particular state or condition and
especially one that is abnormal or diseased’: Merriam-Webster online dic-
tionary) replacing the more general notion of ‘vulnerability’ of the original
expositions. This is a subtle, yet significant, alteration in the original argu-
ment, which is rarely, if ever, acknowledged as having an impact on what the
model conveys.

Whatever position one may adopt regarding what is and is not ‘vulner-
ability’, we can ask to what extent the ‘stress–vulnerability’ model is in fact a
theoretical explanation of psychosis or schizophrenia. It seems to us that this
model simply states that those who have episodes of psychosis must have
those factors (whatever they may be) that render the individual vulnerable to
psychosis, along with those factors (whatever they may be) which trigger this
vulnerability. That is, the model proposes that only those people who have an
underlying vulnerability to psychosis are vulnerable to psychosis, and that
among those individuals, only those whose vulnerability has been activated
(through ‘stressors’) will become psychotic. We can see that there is a certain
tautology to this argument: only those who can develop psychosis will do so,
and only when their propensity for doing so is actualized. Such an argument
could be proposed for every aspect of human behaviour. It is perhaps not at
all surprising then that this model has achieved a degree of consensus.
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Although it has proven to be fairly useful within the clinical setting (for
example, by helping clients identify their own ‘triggers’) we can see that this is
not so much a theoretical explanation for what ‘madness’ is, but rather it is a
broad, all-encompassing framework (or what Bentall (2004) refers to as a
‘meaningless generalization’) that may have some clinical utility, even if it
falls short as a theoretical conceptualization of schizophrenia. This is not to
decry the already acknowledged clinical value of this framework, but it is
to propose that it is not, in fact, a theory which helps explain what schizo-
phrenia is, or what it is caused by.

Another important attempt to develop an integrative perspective on
psychosis, incorporating aspects of a range of different models, including
biological, psychodynamic and psychological factors was expounded by
Cullberg (2006). Cullberg uses the principles from the stress–vulnerability
model and expands on these to develop a biopsychosocial model of psych-
osis, informed by a broad and impressive grasp of diverse literature in this
field. Following this exposition, Cullberg (2006) goes on to consider implica-
tions for treatment from this biopsychosocial approach.

This brings us to an end of our three chapters discussing the diverse ways
of making sense of madness, from personal, lay and professional perspec-
tives. We are now confronted with the difficult questions of what to make of
and what to do with this dizzying array of models of madness generated from
these various positions. This is a situation which we ourselves have grappled
with in our own attempts to make sense of madness. We outline our response
in Chapter 6, where we delineate our efforts at bringing it all together.
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Bringing it all together
What ‘schizophrenia’ really is

What we have covered over the previous three chapters is a complex and
possibly confusing assortment of perspectives on how we can go about the
business of making sense of madness. Our expedition over the literature in
this field has included ways of looking at madness from first-person, lay and
professional perspectives. In none of these areas has our coverage been com-
prehensive or exhaustive. Nor do these three perspectives cover all possible
perspectives one could take to approach the topic of madness: for example,
we have already acknowledged that we have largely overlooked a large and
important literature on cross-cultural understandings of madness. Despite
the limited extent of our coverage, we have nonetheless seen that there are
myriad ways in which madness can be, has been, and indeed continues to be
made sense of from the different perspectives we have included in our over-
view of the literature in this area. We’ve shown also that even within each of
these broad perspectives – first-person, lay and professional – there is con-
siderable variety in how people make sense of madness. There is no one
model of madness on which we can all agree. There is not even one standard
word to refer to the experiences that is universally accepted. What should we
call it? Madness? Schizophrenia? Psychosis? Does it even make any sense to
think of it as an ‘it’ or are we really talking about a disparate group of
experiences which some of us just happen to find convenient to lump together
under a single unifying term?

These are just some of the puzzling questions that one might be confronted
with when exposed to the mind-boggling selection of accounts of what
psychosis is, and what it might be caused by, that we find in the literature in
this area. While it would be tempting to think that this confusion could be
cleared up by appealing to the scientific evidence, which, one might imagine,
must surely indicate which conceptualization of schizophrenia is the ‘correct’
one, it is not possible at the current time, based on empirical evidence alone,
to arrive at any final conclusions regarding what schizophrenia ‘really’ is,
what it is caused by or how best to treat it, if in fact it is something to be
‘treated’ in the medical sense of this word. Indeed, as we saw in Chapter 5,
there is little agreement among the scientists/professionals themselves on what
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to make of the experience of madness, despite the fact that these professionals
are all privy to the same empirical research evidence on schizophrenia. The
confusion in this area is exemplified by an argument put forward by a prom-
inent British researcher and psychiatrist Professor Tim Crow (1984) who,
using a somewhat twisted logic, proposes that the lack of clear evidence for
any particular theory of schizophrenia is good grounds for considering his
own ‘viral’ theory well founded, despite the fact that, as he acknowledges,
there is little direct evidence to support his theory either.

It is fairly well recognized and accepted, even in mainstream psychiatric
textbooks, that the literature on schizophrenia is characterized by a confusing
plurality of theories, each competing for dominance. For example, in a
chapter from one of the standard teaching texts of psychiatric medicine
(McGlashan and Hoffman 1995: 957, in Kaplan and Saddock 1995) we find
the following quote, acknowledging this very diversity: ‘Schizophrenic mad-
ness has had more explanations thrown at it and been the object of more
attempts to render it meaningful than has any other mental illness.’

Also, from the same volume, in a chapter on the problems of studying the
epidemiology of schizophrenia, we find a suggestion that the personalities of
theoreticians have played a role in this debate: ‘The clinical diagnosis of
schizophrenia has been a veritable battleground of competing personalities
and concepts throughout most of this century’ (Karno and Norquist 1995:
903). It is important to stress that the two quotes above do not come from
a critical anti-psychiatry text. Far from it: they come from a mainstream
psychiatric textbook.

We see then that here is consensus about one thing: namely, that schizo-
phrenia has been, and continues to be, subject to a wide range of explanations.
Despite an abundance of empirical investigations into all aspects of schizo-
phrenia, this situation shows no signs of abating. From a more critical pos-
ition, Whitaker (2002: 291), after reviewing theories of schizophrenia and the
available evidence, concludes: ‘Thus, if we wanted to be candid in our talk
about schizophrenia, we would admit to this: Little is known about what
causes schizophrenia.’

This state of affairs might lead us to consider the importance of factors
other than simply empirical data in keeping alive this controversy regarding
schizophrenia. This case is made succinctly by the psychiatrist-anthropologist,
Littlewood (1991: 699), who states that ‘Schizophrenia, like left handedness,
can be perceived in a variety of ways depending on our own frame of reference,
our personal identification and sympathies, our compelling social urgencies.’
The point Littlewood seems to be making is that the notions of schizophrenia
held by researchers, clinicians and lay people depend on and reflect a whole
range of personal and social factors which influence which particular model
of schizophrenia is adopted. It has been suggested (for example, British
Psychological Society 2000) that some of the difficulties which come with the
term schizophrenia may be averted if we use instead the concept of psychosis.
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Whatever value there may be in this proposal, it seems that it will not solve
the predicament we are discussing here, as definitions and explanations of
psychosis have proved just as problematic as those of schizophrenia. Even
within the diagnostic ‘bible’, the DSM IV-R (APA 2000: 297), it is noted that
‘The term psychotic has historically received a number of definitions, none of
which has achieved universal acceptance.’ That this situation is not merely
historical is made quite apparent when we find, in the very same manual
(which is, we should remember, an effort to standardize such terms) this
rather vague attempt at a definition (p.297): ‘In this manual the term psych-
osis refers to the presence of certain symptoms.’ This quote is followed
immediately by the following, which seems to be midway between a confes-
sion and an acknowledgement of defeat, given the purpose of the book: ‘The
specific constellation of symptoms to which the term refers varies to some
extent across the diagnostic categories.’

So, even within a single text, which has the express purpose of standardizing
definitions of terms such as psychosis, we once again find inconsistencies.
There would appear to be no good reason to assume that the term ‘psychosis’
offers any hope of resolving the difficulties outlined here which permeate the
literature on schizophrenia. It is our contention that both terms are subject to
having various definitions, explanations and attempts to render them mean-
ingful, making it unlikely that any single definition will achieve universal
acceptance. The same holds true, we believe, for the ordinary language term
‘madness’, although as this makes no pretence to being a scientific term,
inconsistencies in its usage and definitions do not pose the same problems.

How then are we to respond to this situation? It seems that empirical data
alone is unlikely to resolve the debate which surrounds the notions of schizo-
phrenia, psychosis and madness. At the very least, looking at the history and
current state of conceptualizations of madness, and the evidence base that is
used to bolster these competing conceptualizations, we can find absolutely no
evidence to suggest that some form of consensus is about to be established.
Quite the contrary: notions of madness are as keenly contested today as they
ever have been. The scientific method may have led to somewhat clearer
requirements regarding what is to be considered ‘evidence’, but this has not
prevented the advocates of the various competing notions of madness from
developing a body of evidence supporting their own favoured theory while
disputing the evidence of competing theories. Each of the theories of schizo-
phrenia outlined in Chapter 5 has a body of empirical evidence which
advocates of the theory call upon in support of their particular theory.

What we would like to suggest therefore is that a conceptual rather than an
empirical approach to the notions of schizophrenia, psychosis and madness
may be required to help us shed more light on this situation. Jansson and
Parnas (2007: 1194, original italics) make a similar suggestion after reviewing
schizophrenia studies, proposing that what is needed is ‘serious and system-
atic reflection on the conceptual validity of schizophrenia, i.e., what we take
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this illness to be in the first place’. This call for conceptual clarity is echoed by
Zachar and Kendler (2007: 564) in their review of psychiatric taxonomy,
when they conclude that ‘struggling with conceptual and philosophical issues
is a legitimate and, indeed, necessary part of the nosological process’. To this
end, it is appropriate that we now turn to philosophy, and in particular lin-
guistic philosophy, in order to consider what kinds of concepts ‘schizo-
phrenia’, ‘psychosis’ and ‘madness’ are. Perhaps philosophy, where issues
such as conceptual clarity are given greater attention, might help us navigate
this murky, perplexing state of affairs we find ourselves in when we try to
make sense of madness.

As a bit of preamble to our main argument, it is necessary at this point to
delve briefly into the general philosophical framework within which our
argument fits. Now, as neither of us can make any claims to being a profes-
sional philosopher, our treatment of these philosophical issues may be some-
what superficial, although hopefully we will not be guilty of distorting the
philosophical principles purely to meet the needs of our own argument. The
philosophical tradition from which we wish to borrow here is what has been
referred to as ‘ordinary language’ or ‘linguistic’ philosophy, most commonly
identified with the work of Austrian philosopher, Ludwig Wittgenstein, par-
ticularly his Philosophical investigations (1953) published only after his death
in 1951, and commonly cited as one of the most influential philosophical
texts of the twentieth century. The specific aspect of Wittgenstein’s phil-
osophy with which we are concerned here is that of the relationship between
words and meaning, a central consideration of the linguistic philosophers.
Two seemingly simple principles of Wittgenstein’s are of relevance to our
argument. First, that words have many different functions, and second, that if
we want to know the meaning of a word we should look to how that word is
used, rather than to how it is defined.

The issue of words having many different functions is crucial to the argu-
ment we will develop below. Essentially, the position that Wittgenstein seems
to be articulating is that we should appreciate that while words all look
alike, this should not lead us into assuming that they all function in the same
way. The common mistake to make here would be to think of all words as
having the same function, namely to pick out aspects of the world in a ‘cor-
respondence’ fashion (where, for example, ‘dog’ refers to all animals that
match the species). Of course, this is indeed one of the functions of words,
but we would be mistaken to think of all words as functioning in the same
way. Wittgenstein makes an analogy here to convey his position

Think of the tools in a tool-box: there is a hammer, pliers, a saw, a screw-
driver, a ruler, a glue-pot, glue, nails and screw. The functions of words
are as diverse as the functions of these objects. (And in both cases there
are similarities.)

(Wittgenstein 1953: 11)
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He goes on to list some of the variety of functions that words might have,
including ‘giving orders, and obeying them; describing the appearance of an
object, or giving its measurements; constructing an object from a description
(a drawing); reporting an event; speculating about an event’ and ending his list
of examples with ‘asking, thanking, cursing, greeting, praying’. The point is
that words can have many functions, and if we want to understand a particu-
lar word we must consider how it functions, which we can discover by looking
at how the word is used. Usage, not definition, is what determines meaning.

So, we want to use both the principles outlined above in our analysis of
schizophrenia (remembering that our position is that what we say of ‘schizo-
phrenia’, is also true of ‘psychosis’ and ‘madness’). We want to argue that if
we want to understand what kind of thing schizophrenia is, what ‘schizo-
phrenia’ means, we should look not to how it is defined in diagnostic manuals
such as the DSM IV-R, but to how we actually use the word. We should, to
quote Wittgenstein (1953: 220) himself on this topic, ‘Let the use of words
teach you their meaning.’

At this point, we need to introduce a new concept, one which is central to
the understanding of schizophrenia that we are about to elaborate. Although
it is a rather abstract notion, which requires us to consider a way in which
language functions which is not immediately intuitive, it is so central to our
argument here, that we feel it is worth labouring this point. What we want to
propose is that given the plethora of explanations for what schizophrenia is
and the absence of any kind of consensus among researchers or clinicians in
this field, we might well consider the possibility that schizophrenia is what the
philosopher W. B. Gallie (1955–1956) referred to as an ‘essentially contested
concept’. This concept of Gallie’s fits firmly within the tradition of linguistic
philosophy, based on the notion that if we want to understand the meaning
of a term we should look not (or not only) at putative definitions, but rather
we should look at the usage of the term. The position we want to put forward
here is that the multiplicity of competing theories on the nature of schizo-
phrenia are not incidental, nor do they simply reflect a stage in the evolution
of the concept (as has been argued), but rather they are an intrinsic quality of
the concept itself. Certainly, given that the concept has been imbued with
controversy since its very inception, and that this controversy shows no signs
of abating, on logical or empirical grounds there is a good case to be made
that this is a quality of the notion of madness itself, regardless of which
particular term (schizophrenia, psychosis, madness, and so on) we may
choose to adopt. For our argument here to make sense, we will need to
expand further on Gallie’s notion of essential contestedness.

Gallie’s notion of essentially contested concept

Writing in the 1950s, Gallie (1955–1956: 169; 1964: Chapter 8) proposed that
‘There are certain concepts which are essentially contested, concepts the
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proper use of which inevitably involves endless disputes about their proper
uses on the part of their users.’ His argument is based upon the ‘usage deter-
mines meaning’ notion and he proposes that there are certain terms which are
used in such a way that the meaning of the very term is contested, and that –
this is where it gets tricky – this contesting of the meaning is an integral part
of the meaning of the term. Gallie (1955–1956: 172) goes on to propose that
these terms are used in an explicitly competitive fashion: ‘To use an essen-
tially contested concept means to use it against other uses and to recognize
that one’s use of it has to be maintained against these other uses.’

What he seems to be arguing is that there are certain terms for which
contesting the meaning of the term constitutes (or, at the very least, signifi-
cantly contributes to) the meaning of this term. As a philosopher, Gallie was
concerned with concepts such as ‘beauty’, ‘justice’ and ‘democracy’, which
have dogged Western philosophers since at least the time of Socrates. He
proposed that these concepts may usefully be considered as essentially con-
tested concepts in that their use – their proper use – involves contesting their
meaning, and this constitutes the meaning of the terms.

In his original expositions of the concept, Gallie (1955–1956, 1964) argued
that there are five conditions of ‘contestedness’. These are, briefly, that the
term is (1) appraisive in nature, (2) internally complex in character, (3) that
explications of the concept can emphasize different components of the com-
plexity, (4) that the appraisive aspect of the concept can be modified in the
light of changing circumstances and (5) that those who use the term recognize
the contested nature of the term, and have some appreciation of competing
uses of the term.

These conditions would seem to be well met by the concept of schizophrenia:
it is a complex, appraisive concept, which is used in such a way that emphasis
is placed on different components of the concept by different people (some
might emphasize biological components, whereas others give emphasis to
environmental factors). The concept has changed to meet different circum-
stances, and those who use the term do so in a way which implicitly recog-
nizes that it is indeed contested, in that they acknowledge the existence of
other theories of schizophrenia, even if alternative theories are summarily
dismissed. However, there is one aspect of Gallie’s criteria which is not so
consistent with schizophrenia. Gallie argues that essentially contested con-
cepts are not only appraisive in nature, but he goes further to suggest that
they are positively appraised. To quote Gallie (1964: 161) once again: ‘The
concept in question must be appraisive in the sense that it signifies or accredits
some kind of valued achievement.’

Clearly, it would be difficult to make a case that schizophrenia is such a
‘valued achievement’. Unfortunately, Gallie does not explain why he believes
essentially contested concepts must be positively appraised, which makes it
difficult to evaluate his inclusion of this as one of the criteria. If we accept
Gallie’s argument that terms such as ‘beauty’ or ‘justice’ meet the criteria for
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being considered essentially contested then one would assume that their
opposites (say ‘ugliness’ and ‘injustice’) must, surely, also be essentially con-
tested concepts. Thus, we want to argue that essentially contested concepts
are, as Gallie argues, ‘appraisive concepts’, but that this appraisal can be
either positive or negative in nature. If we accept this modification to Gallie’s
original criteria, then it seems that ‘madness’, in whatever fashion we may
refer to it, meets the criteria for essential contestedness (as, of course, does its
opposite, ‘sanity’, an equally contested concept).

In sum, what we are proposing is that we consider schizophrenia to be an
essentially contested concept, which is to claim that the disputed nature of
the concept is neither accidental, nor transitional, but rather reflects a central
component of the very meaning of the concept. This is to suggest that the
controversy and debate which surround notions of madness are integral to
these notions. That is, ‘madness’ is something which, in Western societies at
least, we inevitably dispute the ‘true and proper’ meaning of. Further, disput-
ing the true and proper meaning of the term constitutes the meaning of the
term. If meaning derives from usage, and if schizophrenia is, as we contend, a
term the meaning of which has always been contested, then a logical conclu-
sion to reach from this is that it is through this contested usage that schizo-
phrenia gets its meaning. To dispute what schizophrenia, madness and
psychosis are, what causes them and how we should respond to them is to use
these terms properly. The function of these terms (and therefore their mean-
ing) is to occupy a position in an ongoing debate that we have about who and
what these terms actually refer to.

This conceptualization is, we believe, a radically different way of making
sense of madness, which operates at quite a different level of logical and
conceptual analysis. Rather than developing a new theory of madness, or
adopting an already developed theory, this approach is an endeavour to
develop a ‘meta-theory’ which looks at how terms for madness function in
our language and to take this usage as central to the meaning of the term.
That is, madness is, quite simply, something about which we argue the mean-
ing of, inevitably, and interminably. This argument constitutes and sustains
the meaning of madness, which suggests that this debate cannot be resolved.
Though not expressed in these terms, this is a position expressed by a few
other writers in this field. Estroff (2004: 284), for example, suggests that
‘Disagreement and contestation about meaning, reality, and identity may
represent the quintessence of schizophrenia.’ Further, Leudar and Thomas
(2001: 208) following their review of historical and current accounts of voice-
hearing, conclude that ‘hearing voices has always been an experience with a
socially contested meaning’.

Outside of the strictly philosophical domain, Gallie’s concept of essential
contentedness has been used, albeit rarely. Of most relevance to the current
discussion, McKnight (2003) suggests that the practice of medicine itself is
a prime candidate for being considered an essentially contested concept,
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pointing out that we cannot simply define the problem area to resolve this
dispute as this begs the question given that it is definitions that are being
contested (McKnight 2003: 262): ‘To claim that a concept is essentially
contested is to claim that disputes over its use are not resoluble even in
principle.’

Implications of viewing schizophrenia as an
essentially contested concept

Although this may seem, initially at least, a somewhat pessimistic position to
adopt as it points to the impossibility of the debate regarding the meaning of
‘madness’ ever being resolved, we want to propose that adopting this position
may, in fact, enhance our understandings of how concepts such as ‘schizo-
phrenia’ and ‘psychosis’ operate in our culture and thereby enhance our
understandings of people so diagnosed as well as informing our efforts to
help clinically. In addition, recognizing these terms as being essentially con-
tested may actually provide clarity which will in turn improve the quality of
the debate. This is a point made by Gallie (1964: 188) himself when he argues
that ‘One desirable consequence of the required recognition in any proper
instance of essential contestedness might therefore be a marked raising in the
level of the quality of arguments in the disputes of the contestant parties.’

It is reasonable to ask how it is that viewing notions of madness as essen-
tially contested concepts would enhance the quality of debate. Gallie does in
fact outline a range of implications which emerge from recognizing essential
contestedness and discusses how this might improve the quality of the debate.
These can be summarized as:

• recognition and acceptance of plurality
• acknowledgement of social, cultural and psychological factors which

contribute to the position in the debate that individuals, groups, or
institutions adopt

• drawing attention to the purpose and function of the debate.

Before outlining these positions more fully, we would like to stress that this is
not a mere philosophical or linguistic point. Notions of madness not only
inform research into such experiences, but also significantly influence the
kinds of clinical services that individuals who find themselves so labelled
receive. The ‘contestedness’ of schizophrenia is not something we can find
only in theoretical treatises on the nature of madness. It is something which
permeates most, if not every, clinical encounter between those so diagnosed
and their clinicians, where disputes (between clinician and client) about the
nature and meanings of the experiences being discussed are commonplace.
As such, we believe that enhancing our understandings of the debate around
the nature of madness will provide us with not only greater conceptual
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clarity, but ultimately, and more importantly, the potential to enhance our
ability to provide sensitive, respectful and helpful clinical services to clients
with a diagnosis of schizophrenia.

Recognition and acceptance of plurality

One of the most obvious implications of accepting that a given term is an
essentially contested concept is to recognize that there is a multiplicity of
ways in which the term can be defined and used. If we come to see that a given
concept is essentially contested, we are, by definition, accepting that there are
a number of ways in which this term can be and is used. Gallie goes further
than this, by suggesting that recognizing, and to some extent accepting
(rather than simply trying to refute or disprove), competing uses of the term
may actually enhance our understanding of our own, as well as our rivals’
positions:

Recognition of a given concept as essentially contested implies recogni-
tion of rival uses of it (such as oneself repudiates) as not only logically
possible and humanly ‘likely’, but as of permanent potential critical value
to one’s own use or interpretation of the concept in question; whereas to
regard any rival use as anathema, perverse, bestial or lunatic means, in
many cases, to submit oneself to the chronic peril of underestimating the
value of one’s opponents’ positions.

(Gallie 1955–1956: 193)

Gallie suggests that failure to recognize valid uses of the concept other than
one’s own particular use will encourage futile debate around which particular
use is the correct or best use of the term. Ironically, and presumably coinci-
dentally, Gallie makes this point using the language of psychiatry, suggesting
that those who hold that their use of the term is the correct use may be
delusional:

So long as contestant users of any essentially contested concept believe,
however deludedly, that their own use of it is the only one that can
command honest and informed approval, they are likely to persist with
argument and discussion in the hope that they will ultimately persuade
and convert all their opponents by logical means.

(Gallie 1964: 189)

So, if we recognize a term as essentially contested this may make it easier
for us to consider alternative uses of the term without feeling the need to
refute them. In the area of schizophrenia, this could have very impor-
tant implications in clinical settings, where, commonly, different clinicians
working within the same team may bring different, often competing, and
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sometimes contradictory, perspectives on schizophrenia to the clinical setting.
Similarly, and perhaps more importantly, clients also, of course, have their
own understandings of their experiences, and these are often quite different
from professional or clinical understandings (as we have already seen in pre-
vious chapters). Were clinicians able and willing to allow for a plurality of
perspectives on schizophrenia, they may find it easier to work with clients and
colleagues who hold a view quite different from their own. This is a position
espoused by Gergen and McNamee (2002) who propose that within mental
health, acceptance of a multiplicity of possible explanations is preferable to
diagnosis because it allows and embraces the voices of various parties, thus
empowering the voices of the client.

Acknowledgement of social, cultural and
psychological factors

Another related implication of adopting the view that schizophrenia is an
essentially contested concept is to draw our attention to factors that may
contribute to the position we adopt towards it. If we recognize that there is a
range of potential perspectives we can adopt vis-à-vis the essentially con-
tested concept, then we may want to look at which factors influence, either
consciously or subconsciously, the position we find ourselves taking. That is,
if we want to understand why a particular individual adopts a particular
notion of schizophrenia, we must look not only at the notion adopted, but
also at factors within or acting upon the individual which draw that particu-
lar person to that particular perspective on psychosis. Of course, this analysis
can operate at other levels as well as that of the individual; we might also find
it fruitful to ask why certain groups, or institutions, or cultures, at certain
times or in certain situations, promote and defend particular views on how
schizophrenia is to be perceived and explained. Gallie puts it thus:

At any given stage in the history of the continued uses of any essentially
contested concept, it will no doubt be necessary to call upon psycho-
logical or sociological history or the known historical facts of a person’s or
group’s background to explain their present preferences and adherences.

(Gallie 1955–1956: 192)

This might more explicitly draw our attention to a whole range of factors
which influence the position, or positions, we adopt in construing schizo-
phrenia. Among other things this might help elucidate some of the underlying
assumptions (or what the sociologist Gouldner (1970) calls ‘background
assumptions’) which may underpin our position. Of course, the range of such
factors that we could investigate in this regard is myriad, but may include
things like sociopolitical position, economic interests, the role of gender,
social class, cultural orientation, personal history with madness, religious
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leanings, and philosophical assumptions regarding the nature of personhood.
Investigating if and how factors such as these influence how each of us
(researcher, client and clinician alike) makes sense of madness may be an
interesting source of study in its own right as well as something which could
make an important contribution to our ways of understanding and relating
to (or ‘treating’) those who are so diagnosed. This approach obliges us to
look more closely at the role of the person (or group) construing and not only
at the person being construed. Rather than simply explaining schizophrenia,
or madness, as an illness that resides solely within the individual, we may
come to see that how we choose to view schizophrenia, from the range of
perspectives on offer at any given time, is, at least in part, a reflection of our
own particular history, interests and assumptions about the nature of life and
what it is to be human. Further, if we find ourselves released from the dogma
of trying to explain what schizophrenia ‘really’ is (a debate which has failed
after a hundred years or more to yield a satisfactory answer) we may instead
be able to consider more pragmatically which way of viewing schizophrenia –
if that is the term we still use – is helpful for this particular client at this
particular time.

Drawing attention to the purpose and function of the debate

A further important implication of viewing schizophrenia, or any other con-
cept, as essentially contested is that this can draw our attention to why such
debates are perpetuated, or what particular functions these debates may
serve. Although this is not a point made directly by Gallie, it is, we believe,
implicit in his discussion of such concepts. This point is made more explicitly
by Pell (1999) in discussing the contested nature of racial differences: ‘Part of
understanding what it means to be an essentially contested term is under-
standing the social purposes served by debate about moral or evaluative
terms.’ This argument suggests that essentially contested concepts are pri-
marily moral and evaluative in nature. Though we may not agree with this
fully, there does seem a case to be made for there being a moral component to
judgements about who is and is not ‘mad’. This point is made clearly, and
with some humour, by Bentall (1992) in a paper where he points out that if all
moral judgements are withdrawn from psychiatric diagnoses, this does not
allow us to make a clear distinction between these diagnoses and experiences
such as ‘happiness’. The point he is making is that certain considerations,
moral in nature, must also inform our judgements about what we consider to
be ‘abnormal’.

Whether or not we accept the argument that there is a moral aspect to
making such a diagnosis, viewing schizophrenia as an essentially contested
concept would allow us to question what purpose or function the contested-
ness may serve. Might it be that this contestedness allows for flexibility in our
definitions of madness, which, given the changing nature of society, may
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indeed be of greater benefit than having a static, unchanging and unquestioned
definition? Also, if we see schizophrenia as an attempt to define ‘insanity’,
then clearly this cannot take place in isolation from our definitions of ‘san-
ity’. Might it be that for our society to function effectively and to be open to
change, both these notions need to be negotiated, and renegotiated under
changing circumstances? No doubt there are many other questions which
might emerge from considering what purposes and functions the contested
nature of any concept may serve, and whose interests might be best served.
But, recognizing the concept as being essentially contested invites us to con-
sider such questions, which in turn might help us to better understand the
matter at hand.

So, the invitation we want to extend here, for the reasons we have outlined
above, is for us to view schizophrenia as an essentially contested concept. We
believe that there is a good case to be made for why we should view schizo-
phrenia in this way. Our discussion over the previous three chapters, when we
looked at the various ways in which madness can be and is made sense of by
professionals, by lay people, and by those who have first-hand, lived experi-
ence of it substantiates our position. Further, we believe that viewing schizo-
phrenia as an essentially contested concept rather than being a nihilistic or
pessimistic position is one which opens up new ways of thinking about, relat-
ing to and working with the kinds of experience that come to be labelled
schizophrenic, psychosis, or just plain ‘mad’. In the final chapter of this
book, we will consider the question of where we might go to from here,
taking into account our argument in this chapter, as well as the findings from
our research into the subjective experience of psychosis (as presented in
Chapter 3).
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Where to from here?

Now that we are coming to the end of this book, it is time for us to think
about where our discussion up to this point takes us in terms of practical and
theoretical implications. Of course, the theoretical and the applied fields
are, or at least should be, closely related in that our practical approaches to
madness – in research, clinical work, and in training, for example – should be
informed by our theoretical models, which, in turn, should be responsive to
what we find when we listen to and work with those who have experienced
madness. So far in this book we have looked at a number of topics, including
a selection of the wide range of theories and explanations we find for the
experience of madness, from the individual’s way of making sense of their
own experience to the scientific theories held by researchers and clinicians.
We have – we acknowledge – paid greater attention to what those who have
subjective experience of psychosis make of the experience, and in discussing
this, we clearly gave extra emphasis to our own research in this area. We have
also looked at some issues which we think help us understand this great
diversity of opinion (and research) about psychosis: we explained that we find
the concept of ‘storytelling’ a helpful one when we look at the diverse range
of stories we encounter when we look at how various parties make sense of
madness. In Chapter 6, we outlined our response to the situation we find
ourselves confronted with when we look into the literature on schizophrenia;
we suggested that thinking of schizophrenia (or psychosis or madness) as an
‘essentially contested concept’ might give us a way of understanding and
appreciating the assorted opinions we encounter when we look into madness,
and so prevent us from feeling completely overwhelmed and baffled by the
mind-boggling range of theories we come across as we explore this area.

However, even if we accept all of the above, we are still left with the
all-important question of what this means in practical terms. As clinicians
and researchers working in the field of psychosis, we are particularly con-
cerned with how the ideas we have developed in this book might relate to the
clinical and research settings, which, we believe, one cannot (and should not)
ever fully separate from the theoretical and conceptual field. In this final
chapter therefore our focus will be on what we consider to be the important
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applied implications which emerge from our analysis of schizophrenia, with
particular emphasis being given to the two sections which lie at the heart
of this book: our research into subjective experience (Chapter 3) and our
proposal that we view schizophrenia (psychosis, madness) as an essentially
contested concept (Chapter 6).

You may recall that we started this book with a story of a young woman
who seemed touched by madness, yet struggled to find support to help her
deal with this, from her family, and from the health care system. Briefly, to
recap, she experienced visual and auditory hallucinations which involved the
experience of talking to her head which she ‘saw’ floating in a corner of her
room. The content of her conversations with her head included considering
ways she could escape from her physically and emotionally abusive relation-
ship and led to her developing a plan to kill herself and her two children. She
also developed what we can think of as delusional beliefs about her family
conspiring against her and her having a tendency to walk at a strange angle,
leaning over to the side. We will, where it seems fitting, refer back to this
young woman’s story to help illustrate the points we wish to make, as we now
move on to consider some of the practical implications which emerge from
our analysis of schizophrenia.

Acknowledging uncertainty

One of the striking features of much of the literature on schizophrenia is the
certainty with which many contributors to this field make their claims about
what schizophrenia is, what it is caused by, and how best to treat it. What
makes this so striking is that when we look into the literature in this area (as
we did in Chapter 5) we find that the range of theories which are claimed with
such certainty is immense and the so-called evidence is at best confusing and
hard to integrate within any single model, and at worst inconsistent and
contradictory. It seems hard to imagine that a dispassionate observer could
look into this literature and come away with any firm conclusions about
schizophrenia. And yet, firmly held and confidently expressed positions per-
meate the literature in this field. It seems almost as if every contributor to the
discussion on schizophrenia knows what it is, how it is caused, and how best
to treat it. And yet, when we explore the literature in just a little bit more
depth, we find that what these contributors claim to know with such con-
fidence rarely, if ever, generates much consensus among other experts in the
field, many of whom claim to know something very different about the nature
of schizophrenia.

What are we to make of this situation? Why, we ask ourselves, when we are
confronted with such uncertainty, do we respond with such confident asser-
tions? Such questions are open to conjecture, which we will not enter into
here. The point we wish to make is simply that we know much less about
schizophrenia than we claim to know. This is not to say that we know
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nothing; only that we do not know enough to make such confident assertions
about what schizophrenia ‘really’ is. What we want to propose therefore is
that we (professionals, researchers and clinicians in this field) need to acknow-
ledge our uncertainty in this area. We need to temper our claims with the
recognition that our theories, and our treatments, are provisional in nature.
Yes, we have some ideas about what might help, and yes, we can make some
reasonable contributions to discussions about which factors – biological, psy-
chological, social and even spiritual – may have contributed to causing the
psychotic experiences. But, our knowledge here is limited and tentative and
we believe we need to accept and acknowledge that.

Perhaps, if we work in the clinical area, we can share some of our uncer-
tainties with our clients, rather than – as is often the case – asserting with such
confidence that we know what is wrong with the client and what treatment
will work. A rare example of explicitly recognizing this uncertainty is found
in the work of Seikkula et al. (2006) from Finland. They identify ‘tolerance
of uncertainty’ as one of the seven guiding treatment principles in working
with first episode psychosis clients and they note how this promotes dialogue
about ways of making sense of the experience. Acknowledging our own limi-
tations in this way might help create quite different working situations, and so
have important practical implications clinically. For example, if we return to
the story of the young woman, had her family doctor felt and expressed a
genuine curiosity about what was going on for her, shared his uncertainty
about how to explain her experiences, and then invited her to explore this
with him, this may have led to a far more fruitful discussion where the woman
was willing to share more of her story, as well as her thoughts about what was
going on. Perhaps too, she would then have been more willing to hear the
doctor’s perspective and understanding of her experience, and more receptive
to his ideas about what kind of treatments might have helped. So, to put it
simply, acknowledging the uncertainty, which we believe characterizes this
field, would have important practical implications for both clinical practice
and research.

The role of subjective experience

Another important practical implication from our discussion relates to the
role of subjective experience. We have already stated that we believe that one
of the major failings of research and clinical approaches to schizophrenia is
the neglect of the first-person perspective. This is a state of affairs which, we
contend, is ethically, clinically and scientifically unjustifiable and is indeed a
hindrance to making progress in this area. Incorporating, respecting and
valuing contributions which give greater prominence to lived experience is an
essential requirement if we wish to develop ways of understanding schizo-
phrenia which are both true to the lived experience of the individual who
receives this diagnosis and sensitive to the needs of those who we seek to
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offer support to in our clinical services. There is, we believe, a compelling case
to be made that in all areas of understanding and working with psychosis, a
greater – much greater – role needs to be given to the voice of lived experience
if we truly want to advance our understandings of the complex, confusing set
of experiences that we refer to as madness. First-person accounts of psych-
osis are littered with insights into the experience; it seems to us a tragedy that
such insights should be so overlooked (as they have been), despite the fact
that researchers and clinicians in the field struggle to come up with helpful
ways of understanding and working with those who are troubled by psych-
osis. This is a situation that is, ultimately, to the detriment of clients of
mental health services as well as researchers and clinicians in this field as our
understandings of the experience are impoverished as a consequence of this
exclusion of the first-person perspective.

In addition to the role of first-person accounts, there is also a growing body
of research, such as our own (Chapter 3), which looks more closely at subject-
ive aspects of the experience of psychosis. Research such as this provides a
very clear indication that people who experience psychosis can be articulate
commentators on many different aspects of the experience, and can (if allowed
to do so) share those reflections. Further, research into subjective experience
can help provide important insights into the understanding of madness by
tapping into aspects of the experience which are available only to those who
have first-hand acquaintance with the phenomena being investigated. This, in
turn, can inform our clinical approaches and so render them more likely to be
helpful. Incorporating the perspective of those who have first-hand lived
experience with the phenomenon being investigated is a pressing need within
the area of psychosis which, as our own research indicates, is feasible and has
much to offer our understandings of psychosis. Thinking again about our
young woman from Chapter 1, it is clear that if her family doctor had been
willing to entertain the notion that she could contribute to making sense of
the experiences that were troubling her and if he had invited her to share
her thoughts on the matter, she may well have told him about her abusive
domestic situation, which she herself saw as significantly contributing to her
distress. This would not, in itself, have altered her situation, but it may have
provided her with some relief and might have led to the development of a
more helpful relationship between the young woman and her doctor.

Conceptual issues: making sense of madness

The current dominant models of schizophrenia do not readily lend themselves
to the inclusion of the first-person perspective. Conceptually, therefore, a
shift is required in how we approach research and practice into psychotic
experience, such that we recognize that those who experience psychosis have
a major role to play in our developing understandings of these experiences. We
believe that were we to conceptualize schizophrenia as an essentially contested
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concept (as we argued in Chapter 6), this might provide an overarching
framework which, by explicitly acknowledging multiple perspectives, posi-
tions and understandings of psychosis, helps us recognize that those who
view the experience from a perspective other than our own nonetheless
have valid contributions to make to the debate on how we make sense of
madness. We are not so naive as to believe that simply persuading others of
the essential contestedness of schizophrenia would somehow, magically and
on its own, eliminate factors such as the vested interests of professional
groups and pharmaceutical companies in the current status quo. We discuss
obstacles to implementing changes in theory and practice in mental health
care below.

Implications from our research findings

A large section of this book was dedicated to describing our own research
into the subjective experience of psychosis. In Chapter 3 we presented our
findings from this research, with emphasis being given to the three theoretical
constructs (fragmentation–integration; invalidation–validation; spirituality)
which we developed to encapsulate the central features of the subjective
experience of psychosis as expressed by participants in our research. Similar
notions to these three constructs have been reported by other researchers in
this area. We will now consider some of the implications from our research
findings, beginning with the general clinical implications before moving on to
specific implications relating to the three theoretical constructs. The implica-
tions we present here are, of course, somewhat tentative in nature and are
suggested as guidelines based on the findings of this research. Further empir-
ical evaluation of these constructs as well as evaluation of the impact of these
clinical implications would be required before one could be confident about
their utility.

One of the most significant findings from the present research is that at
least some of those with a first episode of psychosis welcome the opportunity
to discuss the nature and meaning of their experience in some depth and see
this as an important component of understanding and coming to terms with
the experience. This is a consistent finding in research which asks clients
about what they would like from clinical services. There is, therefore, suf-
ficient evidence from both our own research and from other research findings
to state with some confidence that finding personal meaning in the experience
is an important part of dealing with psychosis for many of those who have
such experiences. Clinical services should, therefore, ensure that clients are
offered the opportunity to explore the personal significance of their experi-
ence with suitable clinical staff who may help clients develop helpful ways of
understanding and relating to their experience. The corollary of this is that
services should be careful not to close down clients’ efforts to express what
their experience means to them, through ignoring this or, worse, informing
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the client bluntly that his or her way of thinking about the experience is,
simply, wrong, commonly expressed as ‘lacking insight’. The opportunity to
explore the meaning of the experience in a safe and helpful way should,
therefore, be routinely offered to clients, many, if not all, of whom see this as
important. Had our young woman’s doctor been sensitive to this concern, he
might have invited her to share her thoughts about what her experience might
mean – or, if this lay outside his realm of expertise, he may have suggested
that going to see a mental health specialist would be an opportunity for her to
explore the meaning of her experience, rather than describing this as a veiled
threat which is how it came across to the woman. Of course, this would
require that mental health services did indeed operate in this kind of fashion,
which was almost certainly not the case at the time.

Another general implication from our research derives from the finding
that a number of clients report positive aspects to their experience of psych-
osis and hold a positive attitude to the experience, at least some of the time.
This is an important clinical consideration which services need to respect and
address in clinical settings. It means that clinicians would be mistaken were
they to assume that the experience is wholly negative in the client’s perspec-
tive. This could be of crucial importance in many aspects of the client’s care.
For example, if the client views some or all of the experience positively he or
she may be ambivalent about the offer of ‘treatments’ aimed at eliminating
this experience. Going back once more to our young woman, we recall that
her conversations with her disembodied head actually provided her with
some solace, in that they allowed her to feel less distressed than she had been
when these thoughts were simply going around and around in her mind. We
could understand therefore that she might have had some ambivalence about
treatment aimed only at taking these experiences away from her. If clinicians
are cognisant of this possibility, at the very least this could help them under-
stand the client’s ambivalence. So, another clinical implication from our
research is that clinicians should explore the client’s attitude to the experience
of psychosis as it may prove to be unhelpful and inaccurate to assume that
the client views the experience wholly negatively. Let us now move on to
look at some of the implications which emerge from the three theoretical
constructs from our research.

Fragmentation–integration

The clinical implications from the ‘fragmentation–integration’ construct
essentially relate to promoting ‘integration’ while preventing further ‘frag-
mentation’ for the client. Support for the importance of promoting integration
clinically is found in Rufus May’s (2003) account of his experience of mad-
ness. As a clinician with his own personal experience of psychosis he is in
an excellent position to comment. On his own experience he describes what
sounds like fragmentation when he says ‘My own “madness” was about
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disconnecting from a world I struggled to identify with.’ He goes on to
suggest that ‘The way to combat this isolation is to create safe spaces where
unusual experiences can be shared and made sense of.’

Other researchers have also identified integration as an important com-
ponent of coping with psychotic experiences. Romme and Escher (1993) refer
to the importance of ‘integration’ as central to accepting and coping with
voices, and Roe and Ben-Yashi (1999) found ‘integration’ of self and illness
to be helpful in recovery. In New Zealand, Lapsley et al. (2002) report that
those who have recovered from mental health problems identify rebuilding of
relationships (social integration) as being central to the recovery process.

So, clinical implications from this include the need to try to promote
integration on an individual level as well as interpersonal or social integra-
tion. For example, integration on a personal level could be promoted through
exploring congruence between the psychotic experiences and other life events
(see Brabban and Turkington 2002). In terms of therapy, the Trauma Model
(Ross 2006) may be a useful therapeutic framework here as it delineates ways
of working sensitively with traumatic experiences to help the individual inte-
grate these in ways which help reduce distress. A central consideration in the
recommendations we make here is that these interventions take place within a
reliable and enduring therapeutic relationship, which provides the context
within which these interventions can be incorporated.

In terms of interpersonal and social integration, therapeutic interventions
which encourage integration within the family may be particularly useful as
these can help the family identify and tackle dynamics within the family, so
promoting a greater sense of integration (Aderhold and Gottwalz 2004).
Looking back to our young woman, she was clearly experiencing both per-
sonal and interpersonal fragmentation, and her brief encounter with her
family doctor did nothing to alleviate this. We can imagine that – in an ideal
world – her fractured relationships with her family members may have been
something a clinical team could have addressed, with a view to reducing her
sense of isolation and distance from her family, and maximizing her family’s
potential support. So, clinical services need to consider the issue of fragmen-
tation within the family, or other social support networks, and aim to offer
clinical services (such as family support, or family therapy) which may help
promote integration at this level.

Group programmes run by clinical services may also be a useful way of
enhancing integration, both on an individual and an interpersonal level.
These can include groups which aim primarily to provide opportunities
for social contact through social activities, as well as discussion groups
which foster integration. Groups which encourage clients to construct and
share their stories of psychosis in an open and supportive environment can
promote integration by helping clients see commonalities in their experience
(Rook and Geekie 2004, 2006; these ‘storytelling’ groups are described
further below).
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In terms of service delivery, clinical services may reduce the risk of further
fragmentation by ensuring continuity of care for the client. This is particularly
relevant as many newly developed ‘early intervention’ services for psychosis
operate with time limits (typically eighteen months to two years) on their
availability to clients after which clients may be discharged or transferred to
the another team. While there are practical and financial reasons why early
intervention services operate in this way, it does run the risk of contributing
to the client’s experience of fragmentation. Further, it is important for clin-
ical teams to model integration to clients by operating in a consistent way.
Given the diversity of ways of understanding psychotic experience held by
professionals who work in this area, teams may need a framework which
allows them to hold and respect this diversity of understandings (which is
likely to be manifest in any multidisciplinary clinical team), while working
effectively clinically. A ‘meta-theory’, such as viewing schizophrenia as an
essentially contested concept, may provide a framework which fosters an
acceptance of this diversity within the team in an integrative fashion.

Another aspect of service delivery which may contribute to fragmentation
of the individual’s social network is the use of hospitalization. One of the
ingredients of Mosher’s effective Soteria House approach was that by living
in an ordinary house in the community rather than being hospitalized, people
were more able to maintain their usual contacts with family, friends, work,
etc. (Mosher et al. 2005), and so, one assumes, experience less social fragmen-
tation. Clinical services need, therefore, to consider the possible impact of
hospitalization on the client in terms of fragmentation of social support and
should consider looking into alternatives to hospital (such as the Soteria
model) which explicitly aim to foster integration of social supports.

Invalidation–validation

The clinical implications which derive from the ‘invalidation–validation’
construct relate to services doing what they can to prevent further experiences
of invalidation while endeavouring to promote validation for the client.
Participants in our research expressed the sense that invalidation was a cen-
tral feature of their experience of psychosis, and that this had both personal
and interpersonal aspects. These findings regarding the roles of invalidation
and validation in psychosis are reported by others who have investigated the
client’s experience of psychosis (Lapsley et al. 2002; Romme and Escher
1993; Vellenga and Christenson 1994).

Promoting validation while avoiding invalidation may not always be an
easy path to follow when working clinically with clients who experience
psychosis, who may express some unusual ideas. There is a risk that services
may, inadvertently, replicate the experience of invalidation for clients. This
could include, for example, informing the client that he or she simply does not
accurately understand his or her experience (‘you lack insight’). On a more
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subtle level, challenging how the client construes the experience runs the risk,
if done insensitively, of further undermining the client. Challenges to the
client’s explanatory model (Kleinman 1988), however well intentioned, may
be experienced as further invalidation. At the other end of the spectrum,
there are also risks associated with validation, particularly as this relates to
the content of the experience of psychosis. For example, it would clearly be
clinically inappropriate to validate a client’s belief that he should harm
himself, or others, in response to command hallucinations. This tension is
expressed nicely by Power and McGorry (1999: 159) when they recommend
that ‘A balance needs to be struck between respecting the patient’s interpret-
ation of their psychotic experiences while conveying to the patient one’s own
clinical judgement and advice regarding treatment.’

The clinical implications begin with the need to be aware of this tension then
to aim to find ways of achieving a balance where the client can feel personally
validated while aspects of the psychotic experience may be open to questioning.
This is a tension that is well recognized within Dialectical Behavioural
Therapy, now used extensively in the treatment of Borderline Personality
Disorder, where invalidation is seen as a risk within therapy and validation of
the person and his or her distress is seen as a prerequisite for change (Linehan
1993). In the area of psychosis, mutual, respectful exploration of the meaning
of psychosis within the context of a trusting relationship and with recogni-
tion of the plurality of perspectives on schizophrenia may help clinicians
achieve this balance. Genuine collaboration in exploring the nature and
meaning of the experience may be a requirement here. This may necessitate a
shift on the part of clinicians, away from the position of believing that we
already know what the experience means, to recognizing that we bring one
way of understanding psychosis, and that this is but one among many useful
and valid ways of construing the experience. If clinicians were to embrace the
notion of ‘essential contestedness’ this may reduce the risk of invalidating the
client in clinical encounters. Roe and Davidson (2005: 91) also suggest that
accepting plurality may help avoid unnecessary and unhelpful invalidation by
clinicians: ‘Acknowledging the existence of multiple, diverse views may be a
necessary precondition for encouraging people with schizophrenia to com-
pose and share their narratives.’ A specific aspect of this relates to the issue of
being diagnosed, which can have a negative impact on clients. The important
point here is that clinicians should recognize that offering a diagnosis runs the
risk of undermining the client’s own attempts to make sense of the experience.
This is not to say that clinicians should avoid using diagnostic terms if that
happens to be how they make sense of the client’s experience, but that sharing
thoughts about diagnosis with the client needs to be done in a way that does
not further damage the client through invalidation. Perhaps if this was done
in the spirit of plurality, seeing the diagnosis as one way, though not the
only possible way, of construing the experience, this risk would be reduced.
Of course, this would entail the person doing the diagnosing to see their
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diagnosis as just one among many possible ways of making sense of madness,
rather than being a definitive and conclusive statement of fact.

May (2003) proposed that one way to approach the tension between valid-
ation and invalidation is for clinicians to recognize the importance of ‘emo-
tionally validating’ the client’s experiences, by acknowledging the impact of
the experience, and through exploring the personal meaningfulness of the
client’s beliefs and their relevance to the individual’s life history. This can be
done without necessarily validating other aspects of the content of the cli-
ent’s psychotic experiences. Cognitive-behavioural approaches to psychosis
recommend a similar approach, where the importance of establishing a
therapeutic relationship (which provides a form of validation) is a pre-
requisite for introducing gentle challenges to the client’s beliefs (Fowler et al.
1998; Turkington et al. 2006). Again, this must be done in the context of a
supportive and trusting relationship which may take some time to develop.

We can see how the above notions might translate into the kinds of help
that our young woman might benefit from. These could include validating the
woman’s sense of distress and confusion regarding her experience, although
one would, of course, have to be wary of inadvertently validating other
aspects of her experience (in particular, her thoughts about killing herself and
her children). This is a good illustration of the delicate balance between
validation and invalidation that may need to be established in working with
this client group. Achieving this in the clinical arena would require the devel-
opment of a firm therapeutic relationship to negotiate this potentially dif-
ficult area while providing a form of containment for the client.

Our research findings also point to the importance of one particular aspect
of validation: being ‘author’ of one’s own experience (Shotter 1981). This
was conveyed by participants through the importance they gave to the issue
of narrating one’s own story. Others in this field have also noted the import-
ance of clients’ being author of their own experience. Roe and Davidson
(2005) argue that the process of regaining ownership of ‘narrative com-
petence’ is a central part of recovery. Clinical services therefore have to pro-
vide opportunities for clients to maintain or regain this ‘narrative com-
petence’. Putting this into practice may involve providing the client with
opportunities to explore and express the meaning of the experience, which
could be done in individual and/or in group therapy. In the clinical setting
where the current research was undertaken, a ‘storytelling’ group is offered,
developed partly in response to the findings from this research. This group
has the explicit purpose of promoting the notion of client as author of his or
her experience and provides clients with an opportunity to construct their
own ‘story’ using a variety of formats (narrative, pictorial, musical etc.) and
to share this with others in the group, who are asked to provide feedback to
those who share their stories. Such a group provides opportunities for both
personal and interpersonal validation (Rook and Geekie 2004, 2006) through
the constructing and sharing of one’s own personal narrative.

158 Where to from here?



Another clinical implication here is the need to address some of the fun-
damental implications of the client feeling personally invalidated, in particu-
lar the client’s loss of faith in his or her ways of perceiving and making sense
of the world. Interventions need to help the client identify ways of reliably
checking out perceptions and understandings of experience, a strategy found
helpful by some of our participants. This may involve encouraging the client
to use trusted individuals (possibly including the therapist) to test out
perceptions: where there is congruence between the client’s and the trusted
individual’s perceptions or understandings, this may help the client build
confidence in his or her own perspective. Other ways of evaluating the client’s
perceptions and understandings of experience may include considering some
of the practical implications of particular ways of understanding experience
and/or developing ‘behavioural experiments’ to test out competing under-
standings. If this process of evaluation takes place within a trusting relation-
ship, this may make less threatening the re-evaluation of certain perceptions
without risking a sense of invalidation of self. That is, the therapeutic rela-
tionship may validate the client’s sense of self while simultaneously allowing
the client to test out unhelpful perceptions and understandings of the world.

One way of addressing some of the issues above in clinical settings may be
through the use of the ‘philosophical inquiry method’ (Clayton 1996): a pro-
cess of philosophical reflection, designed to encourage clearer analytic skills
through the guided exploration of philosophical issues. A group for clients
which aims to encourage such skills has been trialled in the service where
this research was undertaken, where joint clinician–consumer facilitated
philosophical inquiry groups have been run for clients, with feedback from
participants being encouraging (Burdett 2001; Burdett and Geekie 2003).

Spirituality

The issue of spirituality was a prominent theme for participants in our
research, a finding consistent with other research into the subjective experi-
ence of psychosis. This is the aspect of psychosis most neglected by Western
clinicians and researchers, as indicated by the literature in this field. In terms
of clinical implications, perhaps the most obvious and most simple implica-
tion is that clinicians need to acknowledge spirituality as an important and
legitimate aspect of the experience for clients and provide an opening for this
to be discussed safely, without risk of further invalidation. Mutual explor-
ation of these issues may enhance the relationship between clinician and
client as well as point to avenues of intervention that would otherwise be
overlooked. While formal ways of assessing spirituality have been developed
and are of potential use in research settings, Culliford and Johnson (2003)
suggest that a straightforward way to open discussion about religion and
spirituality in clinical work is simply to ask, ‘What sustains and keeps you
going in difficult times?’
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While a question such as this may help provide an opportunity for clients
to express some of their spiritual concerns, there remains the question of how
clinicians should respond, given that this may be an area with which they
have little expertise. A rare exception to the tendency to overlook this matter
in the literature is the work of Randal and Argyle (2005). They provide some
guidelines for clinicians in this area, suggesting that the client could be sup-
ported in expressing the content of their experience and inner world at their
own pace and time, and that the psycho-spiritual roots of the problem could
be explored in the clinical setting. One reason why this might not be done
routinely could be that clinicians do not feel confident in this area. It may be
that clinicians could consider using outside agencies, such as chaplaincy ser-
vices, or other appropriate experts (sometimes from other cultures) in the
particular form of spirituality of concern to the client, where the client’s
spiritual musings lie beyond the clinician’s level of expertise.

Training implications

This brings us to the related issue of training implications from our research.
We will touch only on two issues here. Following on from the previous para-
graphs, it seems clear that clinicians working in the field of psychosis need
some training in assessing and responding to clients’ spiritual concerns. This
was exactly the point made by one of the participants in our research,
Moana, when she commented:

But you guys [clinicians] have to educate yourselves [about spiritual
matters] to some degree, because when I was in hospital there were a
lot of people who were spiritual, who had become spiritual and who
believed that their experience had some kind of spiritual element to it.

The form and content of this training would need to be given considerable
thought. Based on our research, there are indications that this should include
assessing spirituality, exploring spiritual meanings in psychotic experience,
recognizing the spirituality/psychosis overlap (and, if possible, differentiating
these) and the experience of feeling spirituality fragmented. No doubt there
are other matters that need consideration too. The point we wish to make
here is simply that training for clinicians needs to give more attention to the
issue of spirituality.

Another implication for training, related to our research, concerns the more
general issue of attending to subjective experience. It may be that training
courses for clinicians have a role to play here. Generally, clinical training
involves first providing trainees with a professional framework for making
sense of mental health difficulties (this may be medical, psychological, psy-
chotherapeutic, occupational, social, etc.) and then instructing the trainee to
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look at and make sense of the clients’ experiences through this framework. It
may be that this approach leads to the development of clinicians who can
easily lose sight of the client’s subjective experience as the professional
frameworks come to dominate how the clinician construes the client’s experi-
ence. Perhaps, were trainee clinicians exposed first to clients’ stories of their
experience (through having more service users involved in their training,
through meetings with clients, or if that is not possible, through reading first-
hand accounts) and only later to their chosen profession’s way of construing
these experiences, this might reduce the likelihood of clinicians losing sight of
the client’s subjective experience. Kaplan (1964: vii) made this point some
time ago in the introduction to his compendium of personal accounts of
mental illness when he commented that ‘There is no better starting point for
those seeking to understand this strange and baffling phenomenon than
accounts of the experience.’ This is certainly a recommendation that is
consistent with our research findings.

Obstacles to overcome in implementing
these recommendations

We have now outlined some of the implications which emerge from our con-
ceptualization of schizophrenia and from research, including our own, into
subjective experience. These implications derive, essentially, from viewing
those who have psychotic experiences as authors of their own experience,
whose expertise can contribute to the more general tasks of making sense of
and dealing with psychosis. There are, no doubt, a number of obstacles which
would be faced in putting these implications into practice.

Existential and human obstacles

One such obstacle may be at the existential level. Many of the implications
above rest on the assumption that psychotic experiences are an aspect of our
humanity, and, as such, not something to be feared or avoided. However, as
Mosher (2001) has pointed out, many of our clinical approaches to psychosis
seem to have been designed ‘to allow the rest of us to avoid having to deal
with these persons’ humanity – that is, their subjective experience of psychosis
and its effect on us’. Mosher suggests that this may reflect a fear of the
unknown and the unpredictable, as well as our own fear of our own ‘disinte-
gration’. Searles (1961) made a similar point when he suggested that working
clinically with psychotic patients may induce intense anxiety in the therapist
and may lead to a tendency to avoid aspects of the experience. This tendency
to avoid coming close to the subjective experience of psychosis is likely to
prove an obstacle in implementing some of the implications from the present
research. Possibly, ways around this obstacle might include ensuring that
clinicians are adequately trained and supported: perhaps having greater
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involvement on training programmes by those who have experienced psychosis
might help reduce fears associated with becoming close to those who experi-
ence psychosis. Similarly, a ‘normalizing’ framework which identifies the
commonalities between psychotic experience and normal experience may help
reduce the fear associated with approaching those who experience psychosis.

Financial obstacles

There are also financial obstacles to the implementation of some of the
implications from this research. This applies in particular to the clinical
implications. The bulk of clinical services for those who experience psychosis
depend on public funding for their survival. This, inevitably, imposes limits
on the kinds of services which will be funded. The provision of services which
provide clients with opportunities to explore the meaning of their experience
in the context of a reliable and enduring relationship with appropriate
clinicians is a potentially costly exercise (although taking anti-psychotic
medication long term and repeated hospital admissions are also expensive
undertakings). Tackling this issue may require further research in this area, to
evaluate the clinical utility of different clinical interventions. Such research
may be helpful in lobbying for further funding for particular services. This
raises the question of whether research funding is as readily forthcoming for
this kind of investigation as it is, say, for drug-efficacy studies.

Political obstacles

There are also powerful political issues which provide significant obstacles to
the implementation of some of the suggestions in this research. The contest
for the meaning and control of schizophrenia takes place within a social
environment where particular groups have strong interests in maintaining
their positions of power and influence. Two such groups merit mention here:
professional clinicians and the pharmaceutical industry.

Many of the implications from the present research revolve around clients
of mental health services having greater say in the services they receive and,
on an individual level, being seen as actively involved in, rather than passive
recipients of, the ‘treatment’ offered by the clinical team. This poses a threat
to the position of professionals who have traditionally exercised control in
this area. Implications outlined above point towards a redressing of the
power imbalance that has existed between clinicians and consumers of men-
tal health services. Resistance to this is likely from those who enjoy privileges
under the current arrangement.

Another, perhaps even more powerful group with an interest in maintain-
ing the status quo, is identified by Mosher et al. (2004) and Sharfstein (2005),
who discuss the role of the pharmaceutical industry, ‘Big Pharma’, in mental
health research and service provision. Developing and providing services
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which are less medically oriented, as well as ensuring that consumers have
greater say in the services they receive, poses a serious challenge to the pos-
ition of dominance occupied by the pharmaceutical industry. Similarly, in the
area of changes in the kinds of services offered, where we are recommending
greater attention to psychosocial interventions, we may expect challenges
from those whose positions of power may be threatened by this. As noted
by Holmes (2000: 93) ‘resistance to the implementation of psychosocial
interventions in schizophrenia arises in the context of a pharmaceutical
industry which invests vast sums in order to influence doctors to prescribe its
neuroleptic treatments’.

Tackling both of these issues may involve political activity aimed at sup-
porting the role of the consumer moment in mental health and advocating for
a greater role for consumers in mental health services (Chamberlin 2004).
Research shows clearly that users of mental health services who experience
psychosis are keen to have an active say in understanding and tackling psych-
osis, and further, as our research shows, they have much to offer these
endeavours. Similarly, there is greater need for mental health workers to rec-
ognize the pervasive – and sometimes pernicious – influence of the pharma-
ceutical industry on models of understanding and treating madness, and this
recognition needs to include an awareness that the interests of the pharma-
ceutical industry may not always coincide with the interests of clients of
mental health services, nor even with the longer-term interests of those who
provide such services.

Concluding comments

This brings us now to the end of our book, a journey where we have traversed
many different stories, many different ways of making sense of madness. We
feel privileged to have made this journey with the participants in our research,
who were willing to share with us their lived experience of psychosis. We are
grateful to them for being so generous with their precious experience, and we
hope we have treated their stories with the respect that they deserve. We also
hope that our analysis of these stories, along with our reflections on the
literature in this area, might mean we have gone some way towards meeting
the challenge that we undertook at the outset: to make some contribution to
the important but challenging business of making sense of madness. That this
is important – at times crucially so – is made clear by Isa, one of our research
participants, with whose profound and moving words we end this book:

It is only through me understanding it that allows me to carry on living.
Otherwise it would just be a void.
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issues 47, 74–5; patient’s perceived
control 105; positive attitudes towards
experience of 69–70, 154; prevalence of
109–10; psychodynamic theories 125;
psychological theories 119, 120; public
beliefs about treatment 103; recovery
movement 97–8; research participants
43; responses and coping 47, 70–4;
spirituality 47, 85–8, 133–4, 159–60;
storytelling and authoring 46, 49–51;
subjective experience of 23, 27–8, 38,
40, 45–8, 89–91, 149, 151–4, 161–2;
terminological issues 12–17, 108,
111–12, 138–9; vulnerability factors
135; see also madness; schizophrenia

psychosocial factors 99–103, 104, 105,
106, 163

psychotherapy 103, 109
public understandings of madness

99–106

qualitative methods 12, 44

Randal, P. 134, 160
Read, John 18–19, 42, 114, 128
reality 65, 66, 133

‘reality checking’ 72–3, 80
recovery movement 97–8
Rees, J. 100–1
reframing 73
research: background to 42–3; cross-

cultural 39–40; data analysis 44–5;
implications from 153–63; ‘objective’
92, 93; participants 43;
phenomenological 37–8; psychological
theories of schizophrenia 120;
qualitative methods 12, 44; subjective
experience 23–7, 38, 41, 45–8, 89–91,
93, 152; theoretical constructs 75–89

Rhodes, J. E. 123
Ridgway, P. 92
Ritsher, J. B. 36
Robbins, M. 125
Roberts, G. 11–12, 28, 97, 98
Roe, D. 155, 157, 158
Romme, M. 30, 33, 95, 121–2, 155
Rosenhan, D. 131
Ross, C. E. 114
Rudegeair, T. 117, 126

SANE 103
Santayana, George 92
Sass, Louis 132–3
Scheff, T. J. 131
schizophrenia 3, 137–41; biological

theories 113–16; client’s attitudes
towards 34; communication and
family theories 125–6; definitions of
14, 109; diagnosis 6, 14, 35–6, 51, 90;
‘disputed territory’ 113; as ‘essentially
contested concept’ 141–8, 149, 152–3;
evolutionary theories 116–17;
explanatory models 29–30; first-person
accounts 92–7; life event theories
126–9; medical model 108; negative
symptoms 37–8; neuropsychological
theories 117–18; pessimistic
description of 110; pharmaceutical
industry’s impact on treatment 163;
philosophical and existential theories
131–3; prevalence of 109;
psychodynamic and psychoanalytic
theories 123–5; psychological theories
118–23; public beliefs about 99–106;
sociological and anthropological
theories 129–31; spiritual theories
133–4; stress-vulnerability models
134–6; subjective experience of 23–7,

Index 187



91; terminological issues 12–17, 108,
110–12, 138–9; theories of 112–34,
139; uncertainty 150–1; see also
madness; psychosis

Schuttler, R. 30
scientific method 22
‘sealing-over’ 33, 34, 35
Searles, H. F. 124, 161
Seikkula, J. 151
self 46, 54, 65, 68, 133; ‘being with’ 91;

fragmentation 76–8; integration 78–9;
invalidation-validation 82–4;
uncertainty about 66

self-awareness 118
self-concept 122
sensory correspondence 72
service delivery 156
sexual abuse 73, 126, 127–8; see also

abuse
Shapiro, S. 124
Sharfstein, S. S. 116, 162
Shotter, J. 28
Siegler, M. 113
Siirala, M. 132, 134
Silva, R. 121
Silver, A.-L. 125
Sims, A. 24
Singer, M. 125–6
social constructivism 10
social context 129, 130, 146–7
social integration 155
sociological theories 129–31
Sommer, R. 96
Soteria House 26, 32, 156
source-monitoring 121
Spataro, J. 127
spirituality 47, 69, 85–8, 91, 159–60;

causes of psychosis 46, 57–8; Māori
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