Misery is more than brain chemicals
Barbara Riddell
“It is frequently difficult for us to make sense of, or explain to others, how we feel and why we feel the way we do. Complex feeling states are often triggered involuntarily in response to subtle environmental features, related to past events that have been forgotten, or that we do not connect with our current experience (Damasio, 1999; Kagan, 2007; Le Doux, 1999).

I could not agree more with this Manifesto.  You only have to glance at media coverage about ‘bedroom tax’, food banks and zero-hours contracts, to see the result of poverty and want.  People feel stressed, despairing, anxious, sleepless and panicked as a result of their material conditions.  On top of that, they are being vilified by the right wing media, which uses derogatory terms such as ‘skivers’ and ‘shirkers’ to describe people who exist on social security benefits (you can hardly call it ‘living’), which are being savagely sliced into on a regular basis.

I am not a psychologist. Instead my response is from the perspective of one who has experienced mental distress/psychological distress/mental illness – whatever you want to call it.  Consequently, I have been a psychiatric patient (or ‘accessed secondary mental health services’ as I have learned to call it), service user, person with lived experience (any of those terms fit) for most of my adult life.
I have pulled out just one quote from this thoughtful and powerful call to arms. Yes, mental distress results from a host of factors, most of them external and, like most dysfunctional aspects of life, from poverty and reduced life chances.  The distressing feelings, thoughts and behaviours that result are not ‘illness…bad genes, faulty cognitions or the Oedipus complex, but misfortune and the widespread abuse of power…they are states of being that encapsulate how most of us might respond to chronic adversity’ (page xxx).  
Feeling crap

From the age of 18 onwards, I was put on medications that are specifically for disorders such as clinical depression, anxiety, mania and insomnia.  I learnt that the pills I was given meant I had ‘mental illness’, initially depression, then bipolar disorder, later changed to borderline personality disorder.  Mostly I knew it as feeling crap most of the time.
So I’ve experienced a host of what I learned are called ‘interventions’; pills, psychotherapy of varying kinds (cognitive behavioural therapy, individual  psychodynamic psychotherapy, systemic group therapy) as well as the ones I have undertaken myself of the self-help kind.  I also did a lot of reading to try and understand how the hell I’d got to this point.  From this, I learned that childhood abuse appeared to lie at the root of most of the problems I experienced.  

Understanding my misery

‘At its best, psychological therapy can help the sufferer to understand distress, not as a (more or less wilful) failure of insight, motivation or learning … but as the inevitable result of living in a noxious world’ . (page xxxxxx).
The psychological therapies that I experienced helped me to understand my own miseries; but then so did the self-help books I read and the groups that I attended.  My own recovery from ‘mental illness’ began when I realised I needed to focus on getting better.  I had understood (mostly from books I had read) that bipolar disorder was largely the result of disordered chemicals in the brain and that the medications I was prescribed would even out these biochemicals and make up for any deficiencies. Being someone who likes to read a lot, I was learning that some of the features of my own bipolar seemed more indicative of something else.  
It was nothing more learned than an article in The Guardian; in there, was a paragraph listing all the symptoms of borderline personality disorder.  The substance abuse, the problems with relationships, the impulsivity and the self-harm that it listed seemed to fit me, more so than just bipolar disorder.  It transpired that my mental health team had considered BPD as far back as 1997!  And so I did more reading, this time about borderline personality disorder, which indicated that abuse in childhood, poor parenting, alcoholism, and poverty, as well as physical, emotional and sexual abuse were not good ingredients for a well-adjusted adult.  And I was in no way a well-adjusted adult.  
I was also lucky to be referred for psychotherapy on the NHS.  I had individual therapy and also group therapy.  Both were real eye-openers for me.  I learned how hard I found personal relationships, how I had learned to respond to difficulties in ways that weren’t helpful to me (to put it mildly!) and I began to learn some different ways of dealing with ‘life stuff’.  But what really kick-started my recovery was joining Alcoholics Anonymous, which I quickly realised had other benefits for me – ie structure, acceptance and warmth from others who had similar difficulties.

Why care about me?
‘The one reliable finding is that emotionally warm and attentive practitioners are more appreciated and get better results…’ (page xxxx)
At the same time, I was assigned a new psychiatrist who was warm, caring and honest.  By warm and caring, I mean she seemed to genuinely care about me. It was the combination of receiving genuine and caring warmth and concern that did the trick.  My early experiences had not included too much care, warmth and love – and I was now learning how to receive that.  At first, I was suspicious of both mental health professionals and other members of Alcoholics Anonymous; why were these people – these strangers – so caring and concerned about me?  Gradually, I began to unlearn my childhood experiences and learn a new way of being in relation to others.
 ‘But mainstream psychology is preoccupied with mechanistic notions of causality: consequently, it tends to read these indeterminacies, probabilities and norms in ways that consistently subordinate social and material circumstance to immaterial cognition’. (p xxxx).
Currently, I am reading about mindfulness as a way of helping depression.  I’m struck by non-Western techniques of dealing with illness or disorder. Chinese medicine and homeopathy, for instance, seem to see little differentiation between physical and psychological maladies and devise solutions to treat the whole of the person.  While ‘alternative medicine’ has been much decried, many people still turn to it in despair when traditional treatments offered by NHS doctors have no effect.  It’s interesting to see that mindfulness, quite definitely a method not traditionally used by Western medicine, seems to have crept its way into treatments for ‘mental illness’, especially disorders which seem to suggest an element of personality disorder.  (You don’t need a handful of degrees and years of training to master mindfulness.  Are mental health professionals, I wonder, envious of this kind of distress resolution?).

Subjects of capitalism

My own past studies, which included Marxist critical practice and feminist philosophy, make it clear to me that our material conditions and social place in the world have an impact on our psychological well-being.  We may think we are individuals, making individual choices, but for Althusser this is never the case: we are ‘subjects’, in British society, subjects of capitalism.  Catherine Belsey in “Critical Practice” (1990) explains that ideology, for Althusser, ‘obscures the real conditions of existence by presenting partial truths.  It is a set of omissions, gaps rather than lies, smoothing over contradictions…masquerading as coherence in the interests of the social relations generated by and necessary to the reproduction of the existing mode of production’ (p58).  And ideological practices are communicated via what Althusser called the Ideological State Apparatuses (ISAs), which include the educational system and the media.  Ideology operates to mask reality (for instance, poverty, sexual violence, corporate corruption, etc) by presenting only partial truths, and ensures we act according to our social place in the world and, most importantly, within the means of production.  Capitalism promises us that earning money to buy as much ‘stuff’ as we want is what we should strive for, but capitalism doesn’t teach us how to deal with our emotions, our relationships with other people or the stressors of everyday life.  
The impetus behind the development of Improving Access to Psychological Therapies (IAPT) was driven by an economist, not a psychiatrist or a clinical psychologist.  Lord Layard’s idea is that people unable to work because of common psychological problems such as depression and anxiety must be helped to recover – in order to return to work.  The unspoken ideological message here is ‘and thus reduce State expenditure’.  People like Lord Layard who do interesting, absorbing, challenging and well-paid jobs, have little understanding whatsoever of what the majority of people’s lives are like.  Most British people do routine and uninteresting jobs and the pay ain’t so great either.  The recent furore over ‘zero contract hours’ has been slow coming. These contracts have been in existence for decades and used by employers, including the NHS (‘bank’ workers), with no guarantee of work, no regular income, no sick pay, no maternity leave, no pension.  Who wouldn’t be depressed, anxious and sleepless, living like this?  

‘It is also well-established in this literature that so-called ‘non-specific factors’ are a consistent predictor of good outcomes: in other words, that the therapist and client are able to establish a good relationship (Mair, 1992; Norcross, 2010). Indeed, unlike professional therapists, service users frequently declare the most ordinary aspects of therapy the most helpful: listening, understanding, respectfulness’ (page xxx).
Diagnostic nonsense?

Finally, I want to say something about clinical psychology.  Not because I don’t have faith in this endeavour:  I do, and my job is in helping to train clinical psychologists.  But, in struggling to be a ‘science’ like its more powerful cousin psychiatry, it seems to me that clinical psychology has fallen into the same trap, possibly an even worse one.  
Psychiatry believes it can resolve these so-called ‘mental illnesses’ using drugs and barbaric treatments such as ECT.  These treatments are often crude and sub-standard in my opinion; it is widely accepted even by psychiatrists that no-one really knows how ECT works, nor how SSRI anti-depressants work.  There is a notion that the brain of a depressed person lacks serotonin, and all that’s needed is a drug to increase the uptake of serotonin, but no-one is really certain that it is the drugs that cure depression.  As for anti-psychotics, many of which can cause weight gain; here the blame is laid firmly at the door of the patient who is simply warned to cut down on sugary drinks.  The arrogance of Big Pharma is truly breath taking.
So why has clinical psychology gone along with all this diagnostic nonsense for so long, I wonder.  Why wait till now to take up arms against this notion of ‘mental illness’?  It surprises me that the profession of clinical psychology is still in thrall to psychiatry, yet clinical psychology is capable of offering a more holistic, caring and person-centred approach to our distress.  Most service users like clinical psychologists: they don’t section you, they don’t give you pills, and they do listen to your problems and try to understand you.  Isn’t that all any of us wants: to be listened to, to be cared about, to not feel so alone?  
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