Is the MPG Manifesto consistent with continued support for clinical and counselling psychology?
Jim Orford
I warmly welcome this Manifesto. It raises so many issues that need airing. I must content myself with commenting on just three of them. My first question is whether what the authors of the Manifesto are searching for is really the same niche in psychology which I and others searched for and found in that branch of psychology which we now term ‘community psychology’. The second relates to ‘therapy’ which, in the light of the Manifesto, appears to become problematic. In the third section of my commentary, I use the example of Wilkinson and Pickett’s, The Spirit Level, to contrast psychosocial and social materialist explanations and to offer a social-materialist explanation for their findings.

There is much similarity here with Community Psychology

The notion that psychological distress has social origins, central to the Manifesto, is basic to community psychology: ‘The central idea of community psychology is that people’s functioning, including their health, can only be understood by appreciating the social contexts within which they are placed... it emphasises a level of analysis and intervention beyond the individual and his or her immediate interpersonal settings’ (Orford, 2008, p. xii). Amongst the theoretical ideas which inform community psychology are: conservation of resources theory (Hobfoll, 1998) which gives material resources and social roles a prominent place (Hagan and Smail’s, 1997, technique of power mapping achieves something similar); liberation psychology, including Latin American Liberation Social Psychology and South African Postcolonial Liberation Psychology (Burton and Kagan, 2005; Hook, 2004), with its central idea of the need to acquire a critical consciousness about how oppression works and what its effects are, and its insistence that psychologists should principally be serving the needs of oppressed groups; ideas of social justice as a core value and of the need to work for change that transforms relations of power rather than just ameliorates distress (Prilleltensky, 1994); as well as the writings of the economist Amartya Sen (e.g. 1999) and philosopher Martha Nussbaum (2000) and their influential ideas about personal ‘capabilities’ and the ways in which social conditions can prevent their realisation. Hobfoll (1998) makes the telling point that most psychological research has been carried out in cultures that value individualism, often with middle-class, youngish adults as participants, with the danger that much of psychology is based on the very people who are least dependent on collective resources and action.
In practice, British psychologists with a community orientation, including community clinical psychologists or clinical-cum-community psychologists like myself, engage in less radical work, for example by strengthening social support for members of a disempowered group whilst at the same time trying to engage in policy work with the aim of increasing public and government recognition of the group and its needs. My own work, and that of colleagues, in trying to empower family members affected by their relatives’ addictions, is a case in point (Alcohol, Drugs and the Family Research Group, 2010).

The Manifesto draws attention, not only to the social and material origins of psychological distress, but also to the lopsidedness of professional (and lay and popular) explanations for distress which focus on individual psychological or biological weaknesses and vulnerabilities. As David Smail (2005) nicely put it in his book, Power, Interest and Psychology, people need ‘outsight’ rather than insight – raised awareness of the social and material origins of their problems rather than improved understanding of what is going on in their heads and other parts of their bodies. The central issue for the authors of the Manifesto, it seems to me, is how to reconcile this awareness of the social and material origins of people’s psychological problems with their work in institutions dedicated to assessing and treating individuals separated from the contexts which gave rise to their problems. This is less of a problem for community psychologists who are likely to be sympathetic to much of the Manifesto but who are not obliged to engage in individual therapy, indeed are generally dismissive of it as, at best, ameliorative rather than transformative. The Manifesto can be read as an expression of discomfort by those who can see the social and material origins of the problems presented by the people they meet but who are obliged to work in a way which does not properly recognise those origins. The question must therefore be faced whether clinical and counselling psychology (and much of academic psychology too) are compatible with a recognition of the social and material origins of psychological distress. I hope the answer to that question is Yes. If not, my own position as someone who devoted half his career to the training of clinical psychologists and who likes to think of himself as a ‘clinical and community psychologist’, looks untenable.
Should ‘therapy’ as we know it therefore be abandoned?

The problems that people bring to services are said to be ‘manifestations of problems and abuses in interactions between people, systems and resources, not flaws internal to the person’. Does it follow, therefore, that ‘therapy’ is not what is needed, as the Manifesto implies when it says that ‘all therapies are limited in their ability to address the multiple, complex current and historical realities that inculcate distress’, and that psychological therapies offer merely comfort, not cure? There are perhaps at least two conundrums that have to be faced here. One lies in the fact that many of these abusive circumstances, such as physical or sexual abuse in childhood, occurred in the past. Since those historical events are not reversible, doesn’t that lead to the conclusion that, other than campaigning for social changes which might make such events less likely for other people in the future, what is needed, and is generally valued by those who receive it, is ‘therapeutic’ work with the individuals who carries the legacy of those events? The other difficulty lies in the danger of lifting the unfair blame which adheres so often to individuals and simply transferring it to family members or communities. One thinks here of the one-time popular notion of ‘the schizophrenic mother’, and in my field the idea of the pathological needs of wives of men with drinking problems, an idea which unfortunately is still very much alive in the form of ‘co-dependency’ theory (Orford et al., 2013). At the community level, concepts such as that of social capital have been much criticised for appearing to transfer blame onto communities.

But does ‘therapy’ always need to be individual? I still find myself going back to Sue Holland’s (1992) psychotherapy and social action model based on her work with women living on the White City estate in West London, where depression, highly prevalent, was generally viewed in an individualised way and treated with medication. She described how, following a period of individual therapy which went beyond medication by attending to the subjective meaning of women’s troubles, some progressed to group work in which private troubles could be shared. The final step was to collective social action in the form of Women’s Action for Mental Health where private troubles started to be seen in a broader social context as women shared information about social and material conditions and how they could be changed through collective action. Melluish and Bulmer (1999) applied the same model to disadvantaged men in the form of the Men’s Advice Network in Nottingham.
Psychosocial versus social materialist explanations

The Manifesto cites with approval Wilkinson and Pickett’s (The Spirit Level, 2009) demonstration that in societies where the gap between the richest and poorest is greater, the prevalence of health and social problems is higher. Wilkinson and Pickett favour what might be termed psychosocial explanations such as perceptions of social cohesion, shame, and distrust of others, but such explanations have been criticised by community-oriented clinical psychologists like Smail (2001) and Fryer (Fryer and Fagan, 2003) and epidemiologists such as Lynch et al. (2000) and Coburn (2004) who favour instead neo-material explanations which call attention to such things as class-related factors, labour market changes and government policies.
My own inclination is towards an explanation for Wilkinson and Pickett’s findings in terms of relative poverty, a concept that has been around in British sociology and social policy for a good many years. Strangely, it is not a concept which Wilkinson and Pickett make much of. In the wealthy countries of the world, where the relationship between income inequality and social and health problems holds true, poverty in any absolute sense has largely ceased to be the problem (although there are signs that it may be coming back). The main problem now is relative poverty. Free-market economists talk as if creating wealth and lifting people out of absolute poverty is all that matters. What many other people believe, and what Wilkinson and Pickett’s work suggests, is that the distribution of wealth is just as important. In those wealthy countries where created wealth is most poorly distributed (notably the USA, with the UK not far behind), citizens pay the price because, whilst absolute poverty has been reduced on the one hand, relative poverty is being created on the other. 

Why is relative poverty bad for us? There are, I believe, two main, related reasons. The first is the struggle to keep up with what is required to lead a full life in a wealthy society. Material and career expectations and aspirations are higher than in poorer societies and higher than they were for earlier generations in richer societies. Examples are obvious: going to university is no longer a privilege for the few as it once was, but is now almost the norm; access to broadband connection in the home is almost a requirement for advancement; in most parts of our cities, appearing shabbily dressed, which once might have attracted little attention, is now a source of shame and embarrassment. None of that would matter so much if the wealth that had been created was equally distributed. The more unequally it is shared, the greater the struggle that the relatively poor experience in order to keep up, or to cope with the fact that they are unable to keep up. Although the poorest are most affected, this affects almost everyone to some degree because we are all conscious that there are standards being set by those who are wealthier than we are. 

The second reason why relative poverty is bad psychologically lies, I suggest, in what inequality does to prevailing attitudes. The more income and wealth are distributed unequally, the more power is concentrated towards the upper end of the socio-economic distribution and the more divided classes within a society become. A very unequal society is one in which those in different income and wealth classes have become more separated from each other, less and less likely to mix and less and less likely to understand and sympathise with each other. The relatively well-off and powerful, whose views and opinions are more likely to hold sway, are more likely to see their less well off fellow citizens as ‘other’, more likely to blame them for their relatively impoverished circumstances, more likely to favour harsh treatment of those who do not conform, and, perhaps most important of all, less inclined to support policies which act to redistribute wealth and more likely to support those which concentrate wealth still further. 
Why do people put up with inequality and the struggle to keep up and the class divisions and unsympathetic attitudes which it brings in its train? In many ways this is a modern version of the familiar problem of why the oppressed have put up with their oppression over the centuries. But in modern wealthy countries and states we are dealing with the more subtle but perhaps equally socially corrosive situation of relative poverty in the midst of riches. A number of social psychological theories which have come to prominence in recent years are relevant here. One is Social Dominance Theory (SDT: Sidanius and Pratto, 1999) which maintains that social hierarchies are ubiquitous and maintained by hierarchy-enhancing myths such as the idea that redistribution of wealth restricts individual freedom, reduces incentives, stifles choice, discourages competition and encourages dependency. Particularly powerful is the hijacking of ideas with positive connotations such as freedom and choice. As Daniel Dorling puts it in his book, Injustice: Why Social Inequality Persists, p. 270, ‘Under high levels of inequality great untruths become presented as truths …’
The foregoing explanation, although it shares some of the features of psychosocial explanations of the kind favoured by Wilkinson and Pickett, is social materialist in the sense that it views the task of maintaining position in a wealthy society as a struggle of families and communities to maintain material resources and directs our attention to material conditions that affect health and to structures of power which help maintain inequality. The focus is not merely on factors such as social cohesion, which has often been favoured by governments as an alternative to policies that could reduce income and wealth inequality, or on individual attributes such as shame and self-esteem. As Amartya Sen (1999) argues, we should be looking at real deprivation and not simply at mental reactions to it.
The three issues I have focused on here are important and exciting ones for psychology. But, whether we admit it or not, clinical psychology is firmly rooted in, and owes its very existence to, the biomedical tradition. It has never sat comfortably there. The authors of the Manifesto are to be congratulated on giving voice to their discomfort and facing the many questions which their rebellion will prompt answers to.
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