Draft Manifesto for a Social Materialist Psychology of Distress
Midlands Psychology Group
We are a group of psychologists: clinical, counselling and academic. This manifesto begins to show what it might mean to consider distress from a social materialist perspective. It is an attempt to address what we feel is a growing crisis in psychological explanation, to begin devising a robust psychology adequate to the major issues and concerns of our time.
1. People are social and material beings
We are all feeling bodies in a social world. Bodily feedback, in the form of feelings, is the most fundamental aspect of being human. However, bodies can’t speak and feelings are difficult to put into words. What does get put into words, our inner speech (Vygotsky, 1962), or running commentary on our own and others’ actions, has social origins: our thoughts are continuously shaped by acquired cultural resources and influenced by experiences of the social and material world. Inner speech is largely retrospective, representing what has just occurred. In doing so it can serve as a tool to guide our own (and others’) actions, and in this way have some relatively limited influence on future circumstances. 

It is frequently difficult for us to make sense of, or explain to others, how and why we feel and why we feel as we do. Complex feeling states often arise 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). We are frequently unaware of the many influences upon us: due to their complexity, or sometimes, in the case of advertising, tabloid media or politician’s speeches, the deliberate yet covert manipulation of our feelings by those in positions of power (Caldini, 1994; Freedland, 2012; Jones, 2011). 

As bodies, we are discrete individuals. But this individuality is relationally and socially produced. Uniqueness and individuality are thoroughly social and material accomplishments.
2. Distress arises from the outside inwards

Distress is not the consequence of inner flaws or weaknesses. Many psychological therapies presume that both the causes and the experience of distress are inside a person. This gives therapists a legitimate basis for intervention: individuals can be worked on in ways that social and material circumstances cannot. Those therapeutic approaches that do not attribute distress to some kind of personal emotional defect (however acquired) often point instead to cognitive failure, with interventions focused upon refining the person’s cognitive processes. Alternatives, such as systemic approaches, recognise that difficulties do not arise within individuals but in the relationships and interactions between them (which are always powerfully influenced by social, cultural and material circumstances). Similarly, community approaches locate distress in the social structures, material circumstances and power relations of everyday life. However, even these approaches are necessarily limited by the reality that they generally operate at the proximal level of influence in people's lives. In order to effect true and lasting change it is necessary to address distal factors through wider political and societal reform.
The fact that some of us seem to survive adverse experience unscathed while others are thrown into confusion or despair may be taken as evidence of personal qualities such as self-esteem, willpower or - more fashionably - resilience. However, it is far easier, and more credible, to point to embodied advantages acquired over time from the social-material environment, than to posit essentially mysterious and unanalysable personal qualities originating from within.

3. Distress is produced by social and material influences

Social and material influences include trauma (accidents, disability, severe illness, life events), abuse, neglect and social inequality (organised in hierarchies of class, gender, ethnicity, sexuality and disability). The more that these intersect the more likely distress becomes. To understand people’s problems, we must always consider their circumstances: their social and material vulnerabilities, and the extent to which they have powers and resources to avoid, tolerate or overcome problems.
Read, van Os, Morrison, & Ross’s (2005) meta-analysis suggests that at least 60–70 per cent of people experiencing visual or auditory hallucinations were physically or sexually abused in childhood. This evidence has received  less attention than the dominant psychiatric view which portrays distress as a consequence of biological or genetic influences. Similarly, social inequalities that exclude or marginalise contribute significantly to the potential for distress. Wilkinson & Pickett (2009) show that in societies where the gap between the richest and poorest is greater, the prevalence of health problems is higher. The effects of trauma, social inequality and life events interact with the less visible, less quantifiable effects of parenting, friendship, nurturing and caring. This is one reason why ‘the same’ event causes distress in some, but not others.
4. Distress is enabled by biology but not primarily caused by it

All experience is enabled by biology, but enabling is not the same as causing. For a very small number of organic diagnoses (e.g. syphilis, Korsakoff’s syndrome, the dementias) consistent biological causes of distress are known. But for the overwhelming majority of functional diagnoses there is no consistent evidence. In the words of psychiatrist Kenneth Kendler (2005, p.434-5): ‘We have hunted for big, simple, neuropathological explanations for psychiatric disorders and have not found them. We have hunted for big, simple, neurochemical explanations for psychiatric disorders and have not found them. We have hunted for big, simple genetic explanations for psychiatric disorders, and have not found them.’

But this does not mean that biology should be largely ignored, as is so often the case in social science and (predominantly cognitive) psychology. Psychologists should strive to understand how distress is produced by the adverse socialisation of embodied, biological capacities, rather than by their impairment, disease or failure.

5. Distress is influenced by biology to the extent that people have different biological capacities
Some biologically enabled capacities facilitate transactions with the world and help protect people from distress. For example, it may be an advantage to possess conventional physical beauty, sporting prowess, musical ability or unusual intellectual ability. More important, perhaps, (perceived) lack of such gifts may undermine self-worth and render people more susceptible to distress. Biological variation interacts with social and material circumstance in creating, or protecting from, distress.

Current molecular genetic research typically finds that effects of genetic differences are small, non-specific, produced by multiple DNA sequences, and always dependent upon environmental mediation (Joseph, 2006; Rose, 1997). Biological factors influence susceptibility to distress, but this is not simply a matter of objective biological advantage which orders people along some dimension of human excellence. The value placed upon biological capacities is always a social valuation, and their effects always depend upon social and material circumstances.

6. Distress does not fall into discrete categories or diagnoses

There are some similarities between experiences given the same label (ADHD, schizophrenia, anorexia, etc.). Nevertheless, the quaint notion that distress can be neatly partitioned into robust categories reflects the mistaken belief that it is caused by organic diseases or impairments. Once distress is understood as a socially and materially generated experience, there is no reason to presume that it can be classified this way. This may be why psychiatric diagnosis is notoriously both unreliable and invalid. Because of this, all of its claimed benefits - in respect of aetiology, treatment, prognosis, service planning, inter-professional communication, reassurance to service users and their families – are compromised.
Distress exists on a continuum with all other experiences. Its variability reflects the great complexity of our social and material worlds, the fluctuating interactions we experience, and the uniquely socialised embodiments each of us have acquired. Nevertheless, since we all occupy the same planet and belong to the same species, there are also similarities in our experiences of distress. These reflect shared embodied capacities: to feel sad when abandoned, angry when insulted, ashamed about sadness or frightened of anger; to get so overwhelmed by such mixtures of feeling that our very perceptions of the world get distorted (Cromby & Harper, 2009). They also reflect similar power relations, social interactions, material circumstances, and the opportunities and vulnerabilities these create.
7. Distress is an embodied way of being in the world

Distress describes embodied experiences produced by, and consistently responsive to, social and material circumstances. Yet research in neuroscience and social psychology shows that much of our experience is not transparently available to conscious introspection (Kahneman & Tversky, 1982; Schwitzgebel, 2011; Wilson & Dunne, 2004). Hence, when individuals from Western cultures talk about feelings of low mood they usually offer accounts that emphasise individual inadequacy and guilt, whereas those from non-western cultures emphasise fatigue and pain (Fancher, 1996; Kleinman, 1986; Watters, 2010). Psychiatry nevertheless construes distress as medical diseases that are (primarily) treatable with drugs. Although this acknowledges the body as the site of distress, it largely ignores the continuous significance of cultural, social and material circumstances.  

Cognitive psychology studies processes such as memory, perception, reasoning, and judgement, and informs clinical psychological explanations of distress as problems or dysfunctions within normal cognitive processes: errors in reasoning, attribution biases, overgeneralisation etc. Therapy attempts to correct such errors and restore normal psychological functioning. However, this approach overemphasises individual psychology, and particularly consciousness; confuses social and material causes with cognitive effects; downplays bodily processes; and almost completely neglects those social and material causes of distress external to the person and their proximal situation. 

8. Behaviour cannot be separated from context
The ability to act always depends upon the particular social, material and embodied resources available. In turn, the effects of our actions are not simply dependent on our intentions. They also depend upon the intentions and actions of others, and upon the opportunities offered by the constantly changing social and material world. Adequate psychological accounts of causality therefore need to be multiple, complex and open-ended. They must recognise the unpredictable nature of social interaction (Shotter, 1993), the ‘on average’ influence of social structures and relations (Archer, 1995), and the constantly changing influence of culture (Harre, 2002). Psychology often explains activity as though it were produced by the kinds of causal mechanism we see in machines. In doing so, it typically downplays or ignores social and material circumstances, relative to cognition. It favours individualistic conceptualisations against which these real influences typically appear only as mere context.
Conversely, both community and systemic approaches attend more to social and material circumstances, and typically see causality as circular rather than linear. These approaches begin to understand how distress both affects, and is affected by, life events, people’s ideas about themselves, their relationships, and their social and cultural situations. Nevertheless, all therapies are limited in their ability to address the multiple, complex current and historical realities that inculcate distress
9. Distress cannot be removed by willpower

The notion of willpower inhabits many theories of psychotherapy. Willpower constitutes a mysterious, interior moral force that cannot be measured or demonstrated because, whatever its social utility, it doesn’t exist (Smail, 2001a). To assume that it does, and to call upon patients to demonstrate it, can be positively cruel.
Whilst willpower doesn’t exist, we do have will: the experience of being able to choose and decide. But without powers, the exercise of will is impossible. These powers may be concurrently present in the world, or may have been acquired historically, embodied from engagement with it. I will not be able to speak French (to will a sentence in French) if I have never studied and practised the language. Similarly, I will not be able to behave confidently if I have not acquired and embodied the kind of experiences which engender that confidence.

Just as distress is not a thing, neither is willpower a thing. Both are terms used to categorise how people experience and interact with their social and physical environments. Willpower is the idea that people’s choices depend only on some inner strength, rather than also depending upon circumstances. Taking the view that distress and willpower are things inevitably leads to a search for solutions within individuals. If distress and willpower are instead seen as processes thoroughly interlocked with relational, material and social circumstances, solutions are more likely to be seen as outside individuals, in their social and material worlds. 

10. Distress cannot be cured by medication or therapy

Distress is not an illness, so cannot be cured. It is not bad genes, faulty cognitions or the Oedipus complex, but misfortune and the widespread abuse of power that mire so many in madness, addiction or despair. These are not symptoms of illness: they are states of being that encapsulate how most of us might respond to chronic adversity. They are manifestations of problems and abuses in interactions between people, systems and resources, not flaws internal to the person.

The most widely cited evidence bases for psychiatric medication and talking therapy are overly-optimistic catalogues plagued by inadequate methodological procedures, unreliable clinical outcome measures of limited real life significance, and the selective publication of favourable results (Angell, 2004; Epstein, 2006; Kirsch, 2010). The more rigorous the study and the longer the post-treatment follow-up, the harder it is to demonstrate any superiority for the clinical treatment over dummy, placebo or alternative (Westen & Morrison, 2001). 

11. Medication and therapy can make a difference, but not by curing

Sometimes, medication can usefully anaesthetize distress, offering temporary respite. During these short, chemically induced holidays from their misery, those with resources may initiate life changes that alleviate their problems and establish positive future trajectories. But whether this occurs is a function, not simply of the medication, but of the resources and circumstances within which it is ingested: consequently, medication can also make things worse (Moncrieff, 2008).

Therapy can also help, though again not by curing. Understood generically, therapy provides comfort (you are not alone with your woes), clarification (there are sound reasons why you feel the way you do) and encouragement (I will help you deal with your predicament) (Smail, 2001b). In an atomised, fragmented, time-poor society, where solidarity and collectivity are scarce, these are valuable, compassionate functions. Therapy can also help by identifying and amplifying available resources and challenging unhelpful discourses (e.g. you are lazy, you are ill, you are to blame, etc.)
12. Successful psychological therapy is not primarily a matter of technique

When therapy helps, it seems to be primarily a matter of two kinds of influence: on the one hand relationality (ordinary human compassion and understanding); on the other, coincidence with social and material circumstances. In the therapy literature is it well established that the clients who do best are generally young, attractive, verbal, intelligent and successful (YAVIS) (Schofield, 1964). By contrast, those whose needs are described as complex and requiring long-term treatment are usually the poorest (Davies, 1997; Hagan & Donnison, 1999). Where people have, or can obtain, more resources they will have more scope to act upon whatever insights they might have gained. Similarly, when therapy helps, this depends on the successful interaction between both parties’ social and material circumstances and the resulting powers and resources that they can mobilise.
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