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SUMMARY

This thesis is a social constructionist analysis o f talk produced in research interviews 

with people with a psychiatric diagnosis. In total ten interviews were included in an 

analysis o f  different ways o f  talking about the social situations experienced by people 

with such a psychiatric diagnosis. The main methods employed were semi-structured 

interviews utilised for the collection o f research data and discourse analysis utilised 

for the analysis o f this interview data. The main findings were as follows. Firstly, it 

was found that there are empirically observable ways o f talking about being a person 

with a psychiatric diagnosis and social reactions towards this possession o f a 

psychiatric diagnosis (both by the incumbents and broader society). Secondly, in a 

methodological context, it was found that these different ways o f  talking were used 

interchangeably by the research participants depending upon the social context they 

used to describe their social situations. Thirdly, it was found that the impact o f these 

different ways o f talking could be empirically demonstrated to impact upon the 

incumbent person’s agency (or more specifically, that person’s talk about what they 

are able (and unable) to do. Fourthly, the study identifies (and empirically validates) 

the impact o f these different ways o f talking about action on the social stigmatisation 

o f people with a psychiatric diagnosis. Finally, the thesis addresses the roles o f 

different mental health social movement organisations in relation to these social 

processes o f  stigma.

The study is a consideration o f  the social situation o f people with a psychiatric 

diagnosis and moves towards an understanding o f this social situation through a 

combination o f an application o f  empirically derived analysis and the application o f 

sociological theory. It asserts that it is a fundamental ascription o f an inherent lack o f 

rationality in the ‘mentally ill’ that leads to the consequent broad ranging 

stigmatisation o f people with a psychiatric diagnosis. This thesis offers an insight into 

these stigmatising social processes and it is hoped that the findings and conclusions 

contained herein can be applied to these processes with the aim o f positively 

impacting upon a social situation that is all too founded upon much fear and 

ignorance.
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Chapter O ne: X h e  S tudy In  Context



C h a p t e r  O n e

THE STUDY IN CONTEXT

INTRODUCTION

The primary focus o f  this study is placed on users o f  mental health services. It is from 

the talk o f these se lf same service users that all theoretical and empirical discussion 

will follow. To clarify, this study considers discourses o f  mental health and illness. 

The discourses are drawn, empirically, from data collected through interviews with 

users o f mental health services. The subsequent chapters o f  this thesis, whilst 

drawing on sociological theory and method, are all em pirically rooted in the 

interviewees’ talk. It is the interviewees’ talk that is the m ost important component o f 

the thesis, the sociological theories and methods are sim ply a useful (a very usefiil) 

tool for analysing and considering that talk in a social context.

The key theoretical and empirical concerns o f this study are issues around stigma and 

agency. Stigma is perhaps best introduced by way o f  a word or two about the people 

concerned, the psychiatric service users. For the general discussions in this text these 

‘users’ will be described as people with a psychiatric diagnosis. This terminology is 

adopted here as a means o f  describing the people who were included in the study 

without typifying them as either service users, consumers o f  services or any other 

phrase. The term ‘people with a psychiatric diagnosis’ is intended as a generic 

description that describes the interviewees by way o f a com m on feature they all share; 

they have all been given a psychiatric diagnosis at some point in their lives. This 

description is not intended to endorse that diagnosis; rather it is used as point o f 

concurrence between the disparate users. (This is an im portant point and one that sets 

up one of the primary concerns o f the current study, stigma).

Language is an important issue in regard to mental health, or more specifically, the 

language used to talk about mental health is an im portant issue (that is to say 

discourses used by people with psychiatric diagnoses). In m uch the same way that 

words such as ‘nigger’ and ‘queer’ have been reclaimed by respective black and gay 

social movements, the language o f  madness has been contested and problematised
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(and even in some instances reclaimed, see Curtis 2000). However, terms such as 

‘psycho’, ‘schizo’ or ‘nutter’ have not undergone a broad ranging social critique to 

anywhere near the extent o f  the language or discourses associated with the black or 

gay rights m ovements. These mental health terms are still, in the main, utilised as 

derogatory terms o f  abuse (that is to say, they are still heavily stigmatised). Whilst 

this thesis is not directly concemed with the use o f  derogatory language to talk about 

people with psychiatric diagnoses, it is concemed with examining and illuminating 

some o f the social processes involved in creating discourses o f  mental health that 

serve to stigmatise those people who have psychiatric diagnoses. More specifically it 

is concemed with the processes involved in the different discursive constructions and 

utilisations o f  ways o f  talking about being a person with a psychiatric diagnosis. 

These ways o f  talking were observed through an interview  methodology, where 

people with psychiatric diagnoses were asked to talk about their social experiences 

and social situation in regard to this diagnosis.

A DISCURSIVE TYPOLOGY

This study is a discursive study. It will be shown that there are three primary 

discourses' available for people with psychiatric diagnoses to draw from. These three 

discourses will be discussed in this introduction, before being more fully discussed 

and developed throughout the rest o f the study. The three discourses are:

1. Psychiatric Patient

2. Consumer o f  Psychiatric Services

3. Survivor o f  Psychiatric Treatment

Patients, consumers and survivors. This discursive typology is one that is drawn from 

the interview talk contained in this study. However, this typology is also a feature of 

the sociology o f  mental health literature and people w ith psychiatric diagnoses 

literature. Perhaps the m ost straightforward take on these three discourses is offered 

by Pilgrim and Rogers (1999). However, this is not the only source, (see Everett,

' This is not to say that these are the only ways o f  talking about being a person with a psychiatric 
diagnosis.

3



1994, 2000, M cLean, 1995, Bames and Shardlow, 1996, Crossley, 1998, 1999a, 

1999b, 2002, Kaufrnann, 1999, Sayce, 1999, Bam es & Bowl 2001, Crossley and 

Crossley 2001). Much o f this literature focuses on the social movement organisation 

(SMO) context o f  these discourses, considering consumer and survivor SMOs as 

opposed to consumer and survivor discourses . A social movement frame has been 

the dominant frame used to analyse these different types^. Different SMOs will be 

considered later in the thesis (see chapters six and seven), specifically in relation to 

discourses around notions o f agency and stigma, however, before these SMOs are 

considered the framework that will be utilised to plot the different social constructions 

o f mental health and o f  people with psychiatric diagnoses must be established.

The current study will focus on the patient, consum er and survivor typology, where 

these types will be considered and analysed first and foremost as discourses. This 

discursive focus allows the analyst to investigate ways in which the social 

construction o f mental health and mental health stigm a can be seen to operate across 

society. W hilst reference is made to the discursive work o f Gilbert and Mulkay 

(1984) the dominant approach to discourse analysis that is employed in this study is a 

social constructionist one. Only after the initial discussion o f the different discourses 

will these discourses then be applied to different mental health SMO’s. Whilst 

SM O’s are a relevant (and at times dynamic) feature o f  the mental health field"*, this 

thesis is not a study directly concerned with SMOs or social movement theory. It is a 

study prim arily concerned with ways o f talking about psychiatry and psychiatric 

diagnoses. As such, the empirical focus is on the discourses used by these people 

with psychiatric diagnoses to talk about their social situation. Mental health SM O’s 

are often a fi-equent feature in that talk^. An important aspect o f this feature is a 

consideration o f  different movement organisation discourses and the ways in which 

they may or may not be used by people with psychiatric diagnoses, in much the same 

way that political or religious discourses might be used by different social groupings.

 ̂ It should also be noted that much o f  this SMO literature is based on American and Canadian SM O ’s.
 ̂ Even when these types are considered as discourses (e.g. Crossley & Crossley, 2001), it is still an 

SMO analytical fram e that prevails.
* Hence their inclusion here.
 ̂This is perhaps an over-sim plification o f  the situation. It raises the question o f whether SM O’s create 

discourses or w hether discourses create SM O ’s. Chapter six considers this question in more depth.
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That the three types be regarded as discourses is an important feature of this research. 

These three discourses have to be read as inter-dependent, they exist of and through 

each other, with each one serving as a definitive basis for the other two. That is to 

say, the patient discourse is only deHneated through reference to the consumer and 

survivor discourses, as are the consumer and survivor discourses respectively. 

Collectively, patient, consumer and survivor form a discursive triad that offers 

different (but related) ways o f talking about being a person with a psychiatric 

diagnosis (see figure 1).

However, there is also an implicit trajectory within this triad, with the ‘patient’ 

discourse being regarded as the progenitor o f the other two discourses. That is to say, 

without the patient discourse, we may not have the consumer and survivor discourse^, 

(see figure 1)

2. Consumer 3. Survivor

1. Patient

Figure 1: Diagram Demonstrating Discursive Triad (and Trajectory)

Additionally, a trajectory is also to be found in the use of these discourses, whereby 

people with psychiatric diagnoses may be seen to move through the different 

discourses, starting in the discourse o f the ‘patient’, moving through the ‘consumer’ 

discourse and ending up in the ‘survivor’ discourse^. However, as the subsequent 

analysis in chapter four demonstrates, this progression is far from straightforward.

^ This socio-historical ‘footing’ o f  the patient discourse is related to notions such as the Parsonian sick  
role and Foucault’s m edical gaze, more o f  w hich later.
’ I shall talk more about this second (more discursive) trajectory later.
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with people with psychiatric diagnoses often seen to interpolate the different 

discourses across each other, dependent upon context and setting.

The Patient Discourse

The sociological literature is particularly strong in relation to notions o f patients and 

patient-hood. The starting point for much o f the sociological discussion o f patients 

and patient-hood are notions o f the sick role as developed by Parsons (1951) In 

keeping with this sociological ‘tradition’, this study will also take the Parsonian sick 

role as its starting point. However, this utilisation o f the sick role is completed under 

certain conditions. W hilst the Parsonian sick role is the starting point, the work o f 

Foucault is the main influence in terms o f the how this sick role is interpreted and 

utilised, most notably his writing on the birth o f  the clinic (1973) and his socio- 

historical analysis o f madness and. civilisation (1967). In these works Foucault talks 

about notions o f  exclusion and po wer, of how the professionalisation o f medicine led 

to the objectification o f the ‘sick’ individual, to the extent that ‘patients’ came to be 

seen as nothing more than repo&.it()ries of pathology (see Armstrong 1983). The 

clinical gaze and the objectificatioji o f those people subjected to the clinical gaze form 

the basis for much o f the theorising around the patient role in this thesis. In effect, in 

this study, a Foucauldian inteipretation o f the sick role is utilised as a means o f 

delineating the patient discourse. This discourse is founded upon an understanding o f 

patient roles that takes Foucauldian perspectives and applies them to the Parsonian 

sick role. For now I want to consider the disjuncture and conjuncture between 

utilising a Foucauldian frame to interpret the Parsonian sick role.

The Patient Discourse as a ‘S ick ’ Discourse

On a theoretical level it may appear incongruent to talk about combining a sociologist 

(Parsons) who is consistently regarded as a structural functionalist (see Ritzer, 2000) 

with another sociologist (Foucault) consistently identified as a post-structuralist^ (see 

Ritzer, 2000). How'ever, if  Parsons’ conception o f  the sick role is read historically, it 

is possible to regard it as a precursor to the work o f Foucault, that is to say Parsons’

* It should be noted the Parsons’ concept ion o f the sick role is problematic, and some o f the difficulties 
associated with it will be addressed later in this introduction, for now it is included as a means o f  
offering a general orientation to the current study.
® It is accepted that description o f  Foucauilt as a post-structuralist is not unproblematic; however, in this 
instance a general consensus is given preicedence over these specific concerns.
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notion o f the sick role came before Foucault’s work on the medical gaze. I do not 

intend to argue that one grew organically as a reaction to the other, rather I offer the 

argument that much of the content o f the Parsonian sick role, when considered in light 

o f  the Foucauldian conception o f the patient as the objectified recipient o f the medical 

gaze, offers a clear and coherent illustration of the psychiatric ‘patient’ discourse, as it 

will be applied in this study.

The Parsonian notion o f the sick role has been seriously maligned within the 

sociology of health and illness, (see Turner 1999, Annandale 1998, Armstrong 2003) 

In Parsons defence, Turner (1995) argues that (historically) the Parsonian sick role 

served to undermine medical hegemony and the solely aetiological medical focus, 

allowing for a consideration o f social roles within the medical paradigm, (Turner, 

1995, p. 51). Whilst this may be true it is also the case that the Parsonian sick role 

does not go far enough in relation to these social roles. Parsons concern was with the 

relationship between patterns or modes o f sickness and the social system that the 

sickness occurred in -  “to be sick in American society was to be inactive and 

withdrawn from the competitive race o f a society which gave an emphasis to moral 

individualism,” (Turner, 1995, p. 51). Whilst this is an alluring statement at a macro 

level (and it is at a macro level that the structural functionalism of Parsons is most 

apt), when the sick role is considered at the micro level, any social concessions that it 

may gamer may become problematic due to the central structural concerns o f this 

particular approach (i.e. the macro-structure dominates the micro-agency o f the 

individual)'^. For example, the patient, as defined via notions of the Parsonian sick 

role, is still seen to defer to the health professional**. Whilst there is some room for 

the social world to be considered, Parsons’ model continues to construct the patient as 

‘less than’ the professional (see Armstrong, 2003). Similarly, Annandale (1998) 

states “Parsons’ perspective did vivify the nascent social model. But, at the same 

time, it also solidified medicine’s power base ...” (p. 11). Again this point is seen as 

an important feature of the patient discourse, in that the power in the patient discourse 

can be seen (structurally) to reside at the level o f the medical system.

It should be noted that this passivity, in the face o f  a health system structure is an important 
component o f  the patient role.
'' Where the health professional is a part o f  the general health structure, and where the patient does not 
necessarily feature, or rather features only in relation to that structure, the patient is not seen to exist 
outside o f  the structure (for structure here read medical system).
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In terms o f  com bining Parsonian and Foucauldian approaches to sociology, if  the 

Foucauldian notion o f  the medical gaze and the concurrent processes o f 

objectification that accompany this medical gaze are applied to the Parsonian sick 

role, (for example the notion that doctors do not treat people, they treat illnesses) then

it is possible to argue a position whereby the criticisms o f  the sick role are

acknowledged and accepted, but also where these self same criticisms can be regarded 

as highlighting the passivity and deferentiality o f  the patient role. A brief 

consideration o f  the four sick role criteria elucidated by Parsons (1951) may make this 

distinction clearer. The four criteria can be listed as:

1. Exemption from normal social role responsibilities.

2. The sick person is not blamed for being sick.

3. The person is expected to seek out competent professional help, since the

illness is socially undesirable.

4. The incumbent o f  a sick role is expected to comply with the regimen 

prescribed by the competent physician. (Parsons, 1951, pp. 436-7).

These four criteria, i f  considered in light o f an objectifying clinical gaze, can be seen 

to discursively construct social expectations o f how people will act (socially) towards 

people with a psychiatric diagnosis'^. For example, whilst a ‘sick’ individual can 

exempt him self from any activity, it is only if  the collective accept the legitimacy o f 

the exemption claim that he can actually be exempted. If  the legitimacy is not 

accepted, then he can be compelled to act. If  the ‘illness’ is regarded as legitimate 

then the collective will exempt the person from their normal roles. Again, i f  the 

illness is regarded as legitimate, the person will be absolved for all blame for his 

‘sickness’. Consequently, following on from these two rights, two obligations fall 

upon the sick role incumbent, he must be seen to seek out competent (i.e. legitimate in 

the eyes o f the collective) medical advice and he must be seen to comply with the

It is an important point to note that the sick role does not acmally refer to the ‘sick’ person; rather it 
refers to the social reaction (by others) to that ‘sick’ person. The sick role does not apply to the sick 
individual, rather it applies to the social expectations placed upon that sick individual, it is my 
contention that the sick role is rooted in the (non-sick) collective rather than the (sick) individual.



advice/treatment offered from this source. Inherent in all four o f  these criteria is an 

implicit passivity, the ‘sick’ actor becomes something passive that has to be excused, 

cared for and treated, i.e. acted upon. To talk o f passivity in relation to obligations 

may at first appear contradictory, but it must be borne in mind that the obligations (the 

requirement to act in a certain manner) are that the sick role incumbent bow their will 

to that o f  the trained medical professional, so in effect they are obligated to act to 

make themselves passive recipients o f  medical interventions, they are obligated to 

become passive repositories o f  pathology. It should be noted that this passivity is not 

necessarily wholly negative, there are pay-offs for the person who accepts the sick 

role'^

Notions o f  docile bodies are a central feature o f Foucault’s theorising on ‘the gaze’ 

(see Armstrong, 1983, Foucault, 1973, 1979). Armstrong (1983) talks o f  docile 

bodies, distinguished by the clinical gaze through reference to pathology and anatomy 

as opposed to personal history. The doctor*'^ requires that the patient acquiesce to 

their treatment regime in order to affect a fiill recovery. Foucault’s medical gaze, 

makes the recipient o f  that gaze, into the Parsonian sick role patient, whereby they are 

absolved o f  responsibility, excused normal social roles and are expected to do 

everything they can to recover and to listen to and do what their doctor tells them. 

This activity functions to create a discourse that allows for ‘patients’ to be regarded 

first and foremost as repositories o f pathology'^ (Armstrong 1983). The combination 

o f a Foucauldian and a Parsonian approach function to describe a discourse where the 

patient is seen as passive recipient o f medical intervention, whereby they are required 

to initiate and maintain contact with medical professionals, in exchange for a 

temporary exemption from their social roles and responsibilities with a lack o f  any 

attendant blame for their ‘condition’. The primary goal o f  the combination is not a 

theoretical synthesis but rather it is adopted here as a m eans o f arriving at an 

empirically observable framework or discourse, utilised to delineate the discursive 

construction o f  a psychiatric ‘patient’. It is used to construct a discourse rather than a 

theory. This discourse-oriented approach allows for some o f  the potential theoretical

These potential pay-offs are considered in chapter 4 (specifically, see analysis o f Alan’s talk).
And, after the interpretation o f  Parsons offered here, the social collective.
Albeit that the social rights advocated by Parsons mean that this repository o f pathology exists in a 

social as well as clinical domain, but the dominant discourse within this social domain is still a medical 
one.
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concerns to be circumvented. For example, whilst Parsons may be criticised for his 

general macro orientation, Foucault can be critiqued for an overly pessimistic (and 

similarly macro-slanted) position that is “conspiratorial in its assumptions and [can be 

seen] as denying individual freedom and agency,” (Busfield 1996, p. 74). However, 

when considered discursively (as a part o f the everyday discourse o f  ‘sickness’) both 

approaches can be read as offering a suitable description o f the passive patient 

discourse. It is through an acceptance o f  the medical gaze (and the resultant 

conclusions regarding the ‘sickness’) that a person can be seen to be unwell, and as 

such, a passive repository o f pathology that is exempted from normal social roles, 

freed from blame, obligated to seek treatment from a competent professional and 

obligated to comply with that treatment regime. This is the discourse o f  the patient. 

Empirical evidence for this discourse is offered in chapter three. Figure 1 made 

reference to three different discourses, and it is to a consideration o f the other two that 

the discussion will now turn.

These alternatives can be read as the consumer and survivor discourses. How do 

these alternatives arise? Shilling (2003) argues that Parsons’ analyses o f  the sick role 

are “analyses o f  the deep cultural values underpinning western society” , (p. 621). He 

goes onto to argue that Parsons’ work is still relevant to sociology because

“these values, rooted in Christian traditions and concerned with 

maximising instrumental efficiency, would continue in the future to ‘steer’ 

the construction, deconstruction and reconstruction o f specific social roles 

related to health and illness. The raises the intriguing possibility that 

while the patterned contents o f the sick role may have become obsolete as 

a model o f  lay behaviour, the cultural values informing the creation o f  this 

role still shape this behaviour and can illuminate contemporary 

developments in the consumption o f health,” (Shilling, 2003, p. 621-22).

This statement goes some way towards suggesting that the Parsonian sick role has 

becom e a part o f  the discursive canon used to describe sickness, or more accurately, 

people who are deemed to be sick.
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This discursive canon (in relation to psychiatric diagnoses) is comprised o f two 

further discourses. These discourses can be thought of as alternatives to the patient 

discourse.

Alternatives to the Patient Discourse

Turner (1995) states “ ...sickness and health are criteria of social membership and 

engagement. It is for this reason that Parsons argued that permanent incumbency of 

the sick role should be regarded as a form of social deviance,” (p. 51). That is to say 

the sanctioned withdrawal/exemption is acceded so long as the recipient is seen to be 

doing everything in their power to return to the collective cured and recovered. The 

sick role is only maintained, (in conjunction with the concessions it brings), if  the help 

sought by the ‘sick’ individual is deemed to be satisfactory/legitimate by the 

collective. For example, the family o f a person with a psychiatric diagnosis may have 

huge reservations about that person seeking non-medical treatment for their 

‘condition’; rather the person may be stigmatised as a malingerer or as work-shy. Or 

the particular professional of choice, may not be regarded, by the family, as 

necessarily competent'^. It is at this juncture, between what the collective expects and 

what the incumbent desires, that I believe, we see the emergence o f alternatives to the 

patient discourse.

In terms o f how action is viewed by the collective, if  the sick role incumbent does 

what is expected of them, if they do what they are told and begin the road to 

‘recovery’ then the collective will accede time to them for their recovery. If however, 

the incumbent has a different interpretation o f what is expected o f them, different 

definitions o f who are (and are not) competent professionals, and a desire to get well 

in their own way (rather than through an ascribed treatment regime), then problems 

can arise. In effect, if the person with the psychiatric diagnosis is adjudged to deviate 

from the sick role, then problems can arise. It is at these sorts o f juncture that I 

propose discourses of consumers and survivors arise. The survivor discourse will be 

discussed in detail later, for now the discussion will turn to mapping out the 

progression from patient to consumer discourse.

See Parsons third and fourth criterion.
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The Consumer Discourse

N otions o f consumers and consumerism in relation to health and welfare services are 

well documented (see Rogers and Pilgrim, 1991, Everett, 1994, 2000, McLean, 1995, 

Barnes & Shardlow, 1996, Kaufrnann, 1999, Sayce, 1999, Pilgrim and Rogers, 1999, 

Bam es & Bowl 2001). There would tend to be quite an American focus in much o f 

this writing (see Everett, 1994, 2000, Kaufmann, 1999, McLean, 1995). In a UK 

context, consumerism is m ost often attributed to the wide sweeping marketisation or 

commodification o f health services (and indeed welfare services) which occurred in 

the UK and Ireland in the past twenty to twenty five years (see Carpenter 2001, Offe, 

1984, Pilgrim and Rogers 1999, Speed, 2002). It should be noted here that the origin 

and development o f this description is not a concern o f this study. Rather it is 

accepted that this is a phrase that is in common usage, and it is this common usage 

that is a part o f the empirical focus, i.e. the discursive construction o f the consum er o f 

psychiatric services.

In terms o f  the current study, it m ust be borne in mind that, first and foremost, the 

prim ary source for the discursive typifieation o f a person with a psychiatric diagnosis 

as a consumer o f services is their relation towards the services they are in receipt o f  

M cLean (1995) talks about the American example, where different groups and 

activists have distinguished between the identities o f consumers and survivors based 

on the acceptance or rejection o f  the medical model o f mental illness. This is the 

prim ary consideration in terms o f  how definitions o f ‘consumers’ o f  services have 

been operationalised within this study (and it is the framework under which the 

discourse around the term o f ‘consum er’ will be developed). However, this is not to 

say that this would be the only w ay to operationalise the term ‘consumer o f  services’ 

or indeed that this medical model related interpretation is the only contributory factor 

towards the consumer ‘type’. A t this point some clarification o f the sociological 

interpretations o f health consumers is required.

Broadly speaking there are three m ain typifications o f the term ‘consumer’ in relation 

to notions o f health and health services. Firstly, there is a political economy 

approach, where to talk o f  people as health consumers would be to draw upon the 

w ork o f authors such as Navarro (1976, 1994, 2000) or Offe (1984), both o f  whom 

have written extensively regarding the role o f capitalism in the provision o f  health
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care in a period o f late modernity. Both of these authors take a broad Marxist 

approach to heahh and welfare regimes and in this context the incorporation of the 

tenn ‘consumer’ can be regarded as a feature of how these health and welfare regimes 

have come to be more and more ‘commodified’, (Offe, 1984). Bames and Bowl 

(2001) talk about the consumerist developments o f the past twenty years. They argue 

that “consumer empowerment was seen by the architects of the welfare market as one 

o f a variety of mechanisms which could limit the power of welfare professionals,” (p. 

58). This may sound encouraging and indeed desirable even, but as Bames and Bowl 

go onto argue, this limitation o f professional power was not being carried out with the 

‘consumer’ as the primary consideration. The limits upon professional power were 

carried out in a context that believed “state welfare itself should be ‘rolled back’, 

rather than that users should become powerful within a powerful welfare state 

system,” (p. 58).

This particular slant relates to the importation o f market systems into health care 

systems (specifically the NHS in the UK) and the incorporation o f middle 

management into the day to day provision of health care. So, in this context, it would 

appear that the ‘consumers’ are in actuality the ‘dupes’ who believed the sweet 

talking managers, when in actuality, all the managers were doing was using 

consumers as a vehicle to limit professional power and increase managerial power. 

So in effect it would appear that the term consumer, in this context, is nothing more 

than a vacuous rhetorical twist, which in actuality, serves to underscore the inherent 

lack of power, rather than any strides to empowerment, that users o f health services 

have.

This aspect of the consumer type may be evidenced in the importation o f some 

subjectivity into the medical discourse (see chapter three). The consumer can 

problematise the medical model, but when push comes to shove, they must also 

ultimately accept this medical model. So in effect there is an illusion of 

empowerment which quickly disappears when it comes up against professional 

power. This aspect of the system becomes particularly marked in psychiatry when the 

potential threat of involuntary admission and forced medication and treatment are 

considered.
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This poHtical economy conceptualisation o f consumers and consumption is not 

explicitly used in the current study. This is because the research being conducted is 

not intrinsically concerned with a political economy context. As shall become clear, 

the dominant context within the current study is the discourses used by people with 

psychiatric diagnoses to talk about their social situations. W hilst structural 

inequalities do play a part in this social situation, the empirical concern in this study is 

with how discourse might shed light on this social situation. So whilst this political 

economy interpretation may be use to inform the typification o f the ‘consumer-type’ it 

is not used to frame it.

The second broad approach would be somewhat related to notions of 

commodification, but it has been applied, sociologically at least, at a more micro, 

individual level, primarily through a consideration o f notions o f  embodiment. 

Authors such as Featherstone (1991) or Nettleton (1995) talk about the 

‘commodification’ o f  lifestyle, and the ‘commercialisation o f body maintenance’. In 

effect, the basic argument is that people have become consumers o f  healthy lifestyles. 

Featherstone argues that activities such as jogging or swimming are regarded as 

having putative health benefits, so in effect, any indulgence in any health related 

activities, (and the attendant commercialisation o f these activities) can lead to the 

conclusion that these people are actively consuming health, they are consumers of 

health. In addition, I would also include the notion o f information consumers within 

this second broad type, specifically allying the use o f the internet as an extension of 

the notion o f  commercialised body maintenance. The proliferation o f health and 

health related websites, all purporting to offer detailed medical information about any 

and all condition can be utilised or held up as examples o f  the consumption o f health. 

The diagnosed ‘sufferer’ can go online and be two clicks away from detailed 

information about their condition.

However, once again, the idiosyncrasies o f psychiatry interfere with this model o f the 

consumer. It does not matter how well informed a service user with a psychiatric 

diagnosis might be, if  the doctor adjudges that person to be in a psychotic state, they 

can be hospitalised and treated against their will. So whilst the information available 

on the internet may appear to offer the person the option o f  informed choice the 

nature o f the psychiatric system functions to actively limit that choice. Regardless of
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how informed and aware o f the different options a person might be, ultimately, the 

psychiatrist can decide they would best benefit from a course o f ECT and the 

‘consumer’ can be made to have that treatment, regardless o f their own personal 

choice.

The third approach is the one that I want to give most attention to, and this relates to 

how activists and social movement organisations have utilised the term of ‘consumer’. 

This consideration returns to the point made on the preceding page relating to how 

service users have either accepted or rejected the medical model and its explanation of 

mental illness.

Everett (1994) offers a definition of who these mental health consumers are. She 

states, in relation to mental health consumer SMOs that:

“members want to create symbolic change on route to real change. To 

do so, they have advocated for their representation (in sufficient 

numbers) in all activities related to the mental health system. Thus, 

they want to work in true partnership with mental health professionals 

by sitting on boards o f directors and subcommittees, local plarming 

groups, government committees and task forces or any other groups 

involved in the decisions which affect mental health service delivery,

(Everett 1994, p. 63).

These features are consistent markers found in consumer mental health SMOs. 

Everett and Shimrat, (1993), commenting on this consumer ‘ethos’ state in another 

paper that;

...[the agenda described] is that of the consumer movement alone, and 

not of psychiatric survivors...psychiatric survivors have no desire to 

“reform psychiatry” [but instead] want to replace it with varied, 

inexpensive, humane ways of alleviating human misery and rage,

(Everett and Shimrat 1993, p. 16).
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This second quote is included here for what it indicates about the consumer discourse, 

in relation to the initial Everett (1994) quote. It serves to differentiate between the 

consumer discourse and the survivor discourse, where the survivor discourse can be 

seen to be attempting to distance itself from the consumer one. Pilgrim and Rogers 

(1991) in quoting a person with a psychiatric diagnosis, give very short shrift to the 

consumer discourse, stating that whilst the term ‘consum er’ could be read to suggest a 

notion o f choice, the term  tends to be;

“rejected because .. .consum er implies you are getting something o f value.

The majority o f  people in the users’ movement do not feel they have 

consumed anything o f  value and many say that quite clearly the real 

consumers o f  mental health services are relatives, the police and the state,” 

(Pilgrim and Rogers, 1991, p. 136).

However, the consumer discourse is a part o f the terrain o f discourses that socially 

exist in relation to mental health. The crux, perhaps, in terms o f how the consumer 

discourse is framed in the current study, is described in a summary offered by 

Reaume (2002). W riting about the contemporary North American and Canadian 

situations, Reaume states “people who identify as consumers want to work for 

reforms from within psychiatry and accept the medical model o f mental illness,” 

(Reaume, 2002, p. 421).

The focus o f this study, whilst it may tend towards a more survivorist interpretation o f 

the social construction o f  mental health, cannot disavow this consumer discourse as a 

central part o f the social construction and discursive construction o f issues o f  mental 

health and illness. As such, it remains a key analytical concern o f this study.

In terms o f how the consumer relates to the patient, within the typology proposed in 

this thesis, as already stated the patient is not blamed for their illness. The patient is 

their illness, (i.e. a repository o f  pathology) and so therefore these social aspects are 

irrelevant, there is no person present who can be considered blameworthy or not, all 

that is present is an illness which is biomedically determined and as such, does not
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have any attendant social value^’ . The role o f blame within the consumer type is 

more problematic. The consumer, and the attendant other parties who play a part in 

this role/discourse choose to blame this self same biomedical model. This is perhaps 

a good juncture to extrapolate the characteristics o f the consumer discourse.

An additional (and indeed highly influential) source for the construction o f the 

consumer discourse in this study is the document “Guidelines on Good Practice and 

Quality Assurance in the Mental Health Services”, (1998) published by the 

Department o f Health and Children, (for a fuller discussion o f this document see 

Speed, 2002). The main reason for citing this particular document here is that it can 

be identified as an important stepping stone in terms o f the introduction o f consumer 

discourses into mental health services within the Irish republic. It is a document 

which offers definitions on ‘service users’ and servdce providers and the dominant 

way in which people with psychiatric diagnoses are identified in the document are as 

consumers o f mental health ser\'ices.

These governmental guidelines state that “the consumers [o f mental health services] 

are patients, patient’s relatives and the community.” (p. 1). This definition can be 

regarded as a progression from that of the psychiatric patient, in that it functions to 

draw wider groups into the treatment paradigm (there is more than pathological 

repositories in this definition). Whereas within the patient role (as discussed above) 

there is only an illness, in the consumer role a person becomes apparent, (i.e. I am a 

person with schizophrenia), as well as the person’s family and the wider community. 

As such, other social aspects and discourses are brought into the treatment paradigm. 

With the inclusion o f these different parties come different possibilities for action. 

That is to say within the consumer discourse, there is the possibility for what the 

families think the person with the diagnosis should do, what the psychiatrists think the 

person should do and most importantly, what they themselves think they should do. 

The importation o f family, community and ‘patient’ serves to open up a social space 

where more than the ‘illness’ is open to consideration. The consumer discourse 

involves a process of negotiation between the different constituent parties where 

action is not solely delineated by the medical intervention.

The ‘illness’ that is, not the person with the ‘illness’.
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The notion o f blame, within the consumer discourse provides a useful way o f

investigating these processes o f negotiation. In terms of ‘how’ notions o f blame can

be seen to operate, it would be argued that it is a generic type o f blame, where either

the person, or the chemical (im)balance, or the family, or wider society may or may

not be invoked as a causative element in the development and persistence o f the

mental health issues. The active presence o f  family and community means that blame
18cannot be unproblematically laid on any o f the constituent parties . If blame is not to 

be attributed to any one person then an alliance must be entered into by those parties 

involved in this discourse. This alliance is conditional upon all parties accepting and 

maintaining the belief that the blame for the situation should be laid firmly at the door 

o f  a biochemical explanation. The blame is transmuted or ascribed onto a chemical 

imbalance in the brain'^.

These alliances and ascriptions o f blame function at three levels, and these levels 

define the different levels o f agency across the different parties. Johnstone (1989) 

offers an effective summation o f these different parties’ priorities.

“patients, relatives and professionals may all find it easier to work with an 

account that distances them from pain in relationships, and from blame, 

anger, guilt and responsibility. Non-medical hypotheses can be seen as a 

threat to medical dominance in psychiatry and to psychiatry’s scientific 

status, (p. 121)”

As such, the discourse o f the family functions to blame a biochemical anomaly as the 

cause o f the ‘illness’. The family can be seen to operate under a belief that the person 

with the psychiatric diagnosis should also blame this biochemical anomaly. If the 

person (as a ‘consumer’ o f mental health services) challenges the biochemical basis o f 

their illness, then, within the confines o f the consumer discourse, they can also be 

regarded as challenging their family.

Constituent parties comprised of person with psychiatric diagnosis, their family, surrounding 
community and mental health professionals.

It is not the intention to support or deny this hypothesis; it is referenced here in terms of the 
discursive construction of the consumer discourse.
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Families and psychiatry have a chequered history. The anti-psychiatrists o f the 

1960’s and 1970’s posited the view that families played a central role in the onset and 

development o f mental illness. Laing and Esterson (1964) offered the conclusion that 

so-called symptoms o f schizophrenia were in fact understandable responses to 

impossible dilemmas in family relationships. The place o f  the family in relation to 

mental illness is a complex and unresolved issue. The point being made here is that 

the family, within the consumer discourse, may have a direct say in what the person 

with a psychiatric diagnosis is expected to do about their ‘illness’. So whilst there is 

more scope for the consum er to speak out about their situation (they are seen as a 

person with a diagnosis, as opposed to a repository o f pathology), this family aspect 

o f the discourse can be seen to limit the possibilities o f  the person with the psychiatric 

diagnosis. For example, the person may wish to reject psychiatry and pursue 

alternative treatments, but to do so may be regarded by their family as a challenge 

towards the blame free biom edical model. That is to say, the family have as much of 

an investment in the biomedical model as the typological patient. However, the ‘sick’ 

individual may well stand to loose any support which they are receiving from their 

family if  they choose to appropriate blame anywhere else other than the chemical 

imbalance hypothesis. That is to say the family can be located with the patient 

discourse, whereas the person with the psychiatric diagnosis may be located in the 

consumer discourse. There is therefore a process o f  negotiation that occurs between 

the two parties to maintain a blame free discursive, and indeed social, context

The argument being made is that the consumer discourse conforms to the second 

Parsonian notion o f  the sick role, that is, that the incumbent is not blamed for the 

illness. Similarly, it may conform slightly to the first criterion (regarding exemption 

from responsibility). In terms o f  how the discursive frame can be seen to operate (see 

chapter three) the consumer discourse is more inclusive, it functions to bring the 

person with a psychiatric diagnosis into broader society (this broader society being 

characterised as the family and the wider community). However, this inclusion is 

conditional. The family may well only continue inclusion if  the biochemical 

explanation is endorsed by the person with the diagnosis. So whilst the consumer 

discourse attempts to move towards inclusion as opposed to exclusion, this inclusion 

would appear to be conditional upon the person with the psychiatric diagnosis 

accepting an explanation that they may not necessarily want to accept. The consumer
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discourse can be read as a development from the passive patient because it allows for 

considerations o f  aspects o f  the ‘patient’ outside o f their illness (e.g. I am a person 

with schizophrenia). Discursively (and methodologically) the consumer frame 

supports notions o f  the Parsonian sick role, in that it is a more social role for the 

person with the diagnosis, but it is a role which is still primarily determined by 

medical hegemony, adherence to a stipulated medical treatment regime, and which is 

conditional upon the alliance and compliance o f  the constitutive parties (evidence for 

these propositions is offered in chapter three).

If the person with the psychiatric diagnosis elects to reject the agenda o f their family 

(and the psychiatrists) then they may move into a utilisation o f the third discourse, 

that o f  the survivor. The notion o f  blame is again a key issue in this discourse.

The Survivor Discourse

The survivor discourse is perhaps the most straight-forward o f the two alternatives 

because it can be seen as antithetical to the patient discourse. In the case o f  someone 

who chooses the description o f  a survivor o f  psychiatric treatment, problems 

associated with a rejection o f  the patient discourse can be many faceted, involving 

family, friends, mental health professionals, employers, and other people with 

psychiatric diagnoses (to name but a few o f the potentially involved parties). A 

survivor may not wish to be exempted from normal social responsibilities, as they 

may not regard them selves as ‘sick’. Similarly, they may feel that issues o f  blame are 

better addressed than ignored. They may be resistant to conventional approaches to 

the treatment o f  psychiatric diagnoses and equally be resistant to treatment regimes 

for these diagnoses. That is to say they may reftite or reject the rights and obligations 

held to be a part o f  the sick role. They may offer a counter discourse that states they 

are responsible for their own actions; they are competent rational actors, able to 

decide what is best for them, in their own interest.

In the past twenty to thirty years (Crossley & Crossley, 2001) there has been the 

development o f  SMOs around notions o f survival, whereby people with psychiatric 

diagnoses have chosen to describe themselves as survivors o f  psychiatric treatment 

(see Bames and Bowl, 2000, Crossley and Crossley, 2001, Crossley, 2002, Everett, 

2000, Pilgrim and Rogers, 1999, Sayce, 2000).
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The survivor discourse (and movement) is the one which can most readily be allied to 

the (professionally led) anti psychiatry movement o f the 1960’s and 1970’s (see 

Crossley, 1999a). Similarly, for a socio-historical analysis o f the development of 

psychiatric survivor movement in the UK see Rogers and Pilgrim, (1991), and 

Crossley, (1998, 2002).

Pilgrim and Rogers (1999) characterise survivors as people “reluctant to enter or re

enter patienthood,” (p. 201). They go on to add that “most wanted to establish their 

credibility as ordinary people with rights o f citizenship,” (p. 201). Crossley and 

Crossley (2001) in an analysis o f a survivor tome, indicate that the authors (all self

identified as survivors) derive their status “fi'om being an ‘active member’ o f various 

mental health organisations and from personal experiences of belonging to an 

oppressed and exploited group,” (p. 1480). They go on to describe how survivors;

“identify themselves as political or at least political categories or 

types...W hat would, in the 1950s, have been perceived as undermining 

credibility, is now proudly displayed as an essential contribution to one’s 

authority,” (Crossley and Crossley, 2001, p. 1480).

The survivor discourse can be seen to be political (at times) and oppositional to 

notions of both patienthood and consumerism. The examples (of all three discourses) 

are intended to demonstrate the ideological progression across the discursive frame. 

For example, Crossley and Crossley (2001) states that the editors of the analysed 

survivor tome assert that the salient issues with “the mental health arena are still 

predominantly on terms set by politicians and psychiatrists,” (p. 1480).

The survivor discourse (and survivor organisations) can be seen to be attempting to 

re-define the boundaries o f mental health. It would also be argued that they are trying 

to change the basis o f mental illness, calling for alternatives to the medical model. 

Additionally legal discourse is also invoked by some survivors, stating that under the 

terms of the mental health act, if  involuntarily admitted to a mental hospital, they have
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few er rights than people convicted o f an offence^^. The survivor discourse will be 

developed more over the course o f the analysis, for now I want to develop the 

survivor framework, as it will be used in this study.

In stark contrast to the consumer discourse, the survivor discourse would draw 

prim arily on exactly those same discourses which the consumer role rejects. The 

survivor discourse is evidenced in the statement, “1 am a voice hearer” . W ith regard 

to blame, the survivor may well blame their family for the situation they are in. As 

evidenced in the definitional statement, the survivor discourse rejects the medical 

aetiology and replaces it with a non-technicai, non medical aetiology. This may 

involve regarding the diagnosis as (amongst others), a spiritual crisis, a holistic issue 

or a familial issue. By rejecting the medical aetiology, blame can becom e an explicit 

feature o f the discourse, as opposed to one which is implicitly subsumed under a 

m edical aetiology. The survivor discourse does not accept that the event is due solely 

to a biochemical imbalance in the brain, it is not reduced to that sole physical level 

and as such mental illness can have an explicitly social component. Consequently, 

something or someone, outside o f the medical framework can be at the least held 

accountable for the ‘illness’ and at the most, to blame for the ‘illness’. The survivor 

discourse arises out o f  a ‘claimed’ rejection o f the sick role (Parsonian or otherwise), 

w hereby the pathologisation and solely medically based aetiology o f the psychiatric 

approach to mental health are challenged and actively resisted. It allows for a 

consideration o f  some or all features o f  mental health and illness as social phenom ena 

that are constructed wholly outside o f a medical frame o f reference. By implicating 

(or at least problematising) the family, by way o f  an acceptance o f  anti-psychiatry 

critique o f the family, this person with a psychiatric diagnosis fails to meet the criteria 

required for consideration as a consumer or a patient. They can operate outside o f  a 

medical aetiology and may apportion blame (towards either their family or the 

professionals). They would regard themselves as survivors o f psychiatric treatment 

and would be the most resistant, o f the three types, to medical hegemony. In terms o f 

the level o f  agency inherent in the survivor discourse, it is an agenda that can be set 

prim arily by the survivors themselves. It involves taking responsibility for their

It is accepted that the introduction o f  review com m ittee’s in the Irish Mental Health Act (2 0 0 !) was 
an attempt to re-dress this balance, but at time o f  writing, no mental health commission has sat in 
judgement on a case or indeed been formed as a formal committee.

22



actions, portraying themselves as active agents. I say primarily because the survivor 

discourse is open to the agendas o f other groups, outside o f the medical paradigm. 

These groups can be oriented (amongst others) as spiritual, political, or anti

psychiatric. The point is that by rejecting the consumer and patient discourses, 

survivors problematise the aetiology of ‘mental illness’. This in turn may make the 

family a site o f potential blame, and certainly, historically at least lays blame at the 

door o f the psychiatric system^’. However, they are able to address their own levels of 

agency, and these levels are not conditional upon any alliances, other than alliances 

which they themselves may choose to forge, such as with other survivors and like 

minded individuals. I shall discuss the survivor discourse in more detail through a 

consideration o f the final two criteria with regard to the sick role.

In relation to the Parsonian (1951) sick role, the survivor may reject what is socially

expected of them due to their ‘illness’ and as such may again reject seeking out a

competent Mental Health professional. Within the survivor discourse, the psychiatrist

would not be regarded as the most appropriate competent professional, and they may

instead elect to approach a different (non-medical) source o f help. The survivor has

the choice to select who they would regard as the competent help, and this may or

may not be professional; that is, they are acting in their own interest. The down side
22is that they may not receive any support from their family or psychiatrist .

In terms o f the SMO component o f these discourses, mental health consumer 

organisations^^, such as AWARE or Grow state that their organisations exist to offer 

support to patients (sic) and their families. Both organisations state categorically that 

they are not alternatives to medical treatment o f psychiatric ‘conditions’. In a similar 

vein, consumer organisations in Britain, such as SANE (Schizophrenia, A National 

Emergency) support the biological aetiology of psychiatric diagnoses and actively 

fund biological research into schizophrenia. The empirical analysis presented in this 

study will demonstrate that from the consumer perspective whilst organisations do 

exist to address the person as well as the diagnosis (hence their identification as

It should be noted that survivors actively blame the system, government under-funding etc, as 
opposed to psychiatrists per se; it is often times a critique o f  the profession as opposed to a critique of  
the professionals. See interview with John for discussion on historical changes in survivor SMO 
strategy with regard to psychiatry and psychiatrists.

People who regard themselves as survivors may still be in contact with psychiatric services.
My classification, not theirs, see chapter seven.
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consumer groups) they do so within the dominant medical paradigm. As such they 

offer the consumer a limited and conditional set o f discourses and reactions to stigma. 

These positions function to support the interests o f the professionals (i.e. firstly, the 

groups do not regard themselves as an alternative, and secondly, the groups support a 

bio-deterministic model o f  mental ‘illness’), (see chapter seven for empirical evidence 

o f  these assertions).

Conversely, survivor groups, such as the Kerry Advocacy Network, Hearing Voices 

Network, or Survivors Speak Out, do not accept this medical hegemony. They 

directly challenge and reject it, replacing the passive schizophrenic patient with the 

active and resistant voice hearer (Coleman, 1999). The organisation ‘Mad Pride’ 

regards the situation o f  people with psychiatric diagnoses as the newest civil rights 

movement and with publications such as “A Celebration o f  Mad Culture,” (Curtis et 

al, 2000) directly challenge the status o f the social stigmatisation o f mental ‘illness’. 

Consequently it becomes apparent from the SMO field that these different positions 

are distinct observable orientations within that field, and that they are discourses 

which the person with a psychiatric diagnosis can choose to utilise or ignore.

Both survivor and consumer groups offer different possibilities to the person with the 

diagnosis. These different possibilities are influenced by the different respective 

groups' stances towards A) psychiatry and B) mental illness. The consumer groups 

tend to support psychiatry and support the biochemical basis o f  mental illness. The 

survivor groups tend to reject psychiatry and reject the biochemical cause o f mental 

illness.

In terms o f SM O ‘m em bership’ '̂*, the possibility for collective agency works 

reciprocally, in that being part o f a SMO can offer either a contradictor>' or 

complimentary collective discourse. The survivor collective or movement discourse 

can offer resistance to psychiatric practice, and can enable the person with the 

psychiatric diagnosis to set their own agenda, in that it opens up non-medical avenues 

from where they can re-address their ‘illness’. The patient can be regarded as the 

passive agent with little or no collective agency. They are not a part o f  anything other

Membership is defined in this study as attending organisation meetings in a regular marmer, rather 
than via any formal membership process.

24



than a medical discourse o f  aetiology and symptoms. This in turn, makes it difficult 

to identify patient SMOs. W hilst it is possible to identify patient organisations, it is 

methodologically very difficult to establish the credentials o f  these organisations as 

legitimate SMOs. Lastly the consumer, posited here as the middle ground between 

the two positions has some collective agency, but this collective agency is conditional 

upon, and dictated by, other organisations, such as family or consumer support 

groups, and the continued support o f the biological model.

The survivor discourse does not accept this medical model. Consequently, the 

survivor is not obligated to necessarily seek out professional help or to comply with 

the regimen which the patients and consumers are. M anifestations o f  this survivor 

non-compliance may be evidenced through people se lf medicating, that is regulating 

their own medication, perhaps taking medication on ‘bad’ days, and not taking their 

medication on ‘good’ days, or indeed ceasing to take any medication.

Whereas the incumbent may disagree with their receipt o f  Electro-Convulsive 

Therapy (ECT), it is a feature o f  the conditional nature o f the consumer discourse that 

they comply with this treatment. The implicit undercurrent is that the doctor knows 

best and it is for their own good.

The different discourses are not mutually exclusive, they are not stand alone different 

types, rather they are discursive aspects o f the social situation o f  people with 

psychiatric diagnoses, and fiinction to offer different pathways through or around the 

field o f  contemporary attitudes and beliefs towards and about mental health and 

illness (i.e. stigma) and the potential agency o f the mentally ‘ill’. It is to an 

introductory consideration o f  notions o f stigma and agency that the discussion will 

now turn.

STIGMA

Another important feature o f  these different discourses is the notion o f  stigma and 

spoiled identity (Goffman, 1963). It will be demonstrated that the stigmatic social 

characteristics o f this psychiatric diagnosis can have a major impact upon a person’s 

identity. Additionally, the discourses o f patient, consumer and survivor can be read as 

containing implicit/explicit reactions towards these processes o f  stigmatisation, with
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varying degrees o f  acceptance and/or rejection o f  the associated stigma, that is to say 

varying degrees o f  acceptance or rejection o f  stigma are inherent features o f  the 

different discourses. A theoretical (and methodological) frame is constructed in and 

around these three ‘types’ in order to investigate the import o f notions o f  stigma in the 

discursive utilisation o f  the three respective types. It is an a priori assumption (in 

terms o f  the theoretical frame, in a m anner as such which sets up the way in which the 

talk is investigated) o f  this study that m ost o f the people interviewed for this study 

(i.e. the majority o f whom had been given a psychiatric diagnosis) had experienced a 

spoiling o f  their identities through a process o f stigmatisation based on the presence 

o f  a previous psychiatric diagnosis . This a priori assumption is in turn demonstrated 

through the empirical analysis o f the data.

If  further evidence o f  this process o f  stigm atisation is required, one need only look as 

far as the recent World Health Organisation world health report (2001) which 

characterises issues o f  stigma as a central component o f mental health and illness. 

Similarly, in the USA, the Surgeon G enerals’ (1999) report talked extensively on the 

role o f  stigma in relation to mental health In a more Irish context, Schizophrenia 

Ireland’s last annual conference was organised around the theme o f ‘stigm a’, (see 

http://www.sirl.ie/events). A recent report on mental health by Amnesty International 

(Ireland) devotes the final chapter to addressing issues o f stigma, (Crowley and Love, 

2003). Consequently, an empirical focus in this study is directed towards the 

participants’ reaction to this spoiling, and it is contested that the cross sample 

variation in the use o f  the different discourses can be read as indicative o f  different 

ways o f  reacting to the stigmatising processes. These different reactions will become 

clearer in the discussion o f  the different discourses; however a discussion o f stigma 

and mental health would be incomplete, in a sociological context, without some 

reference to the sociology o f  deviance, and particularly the work o f  Scheff.

For example, the labelling theory o f mental illness (Scheff, 1984) details what is done 

to those people who have been identified as ‘m ad’. It does not concem itself with 

what the people with psychiatric diagnoses do for themselves; rather it is concerned 

with what is done to them once they have been labelled as deviant. This approach

See Sayce (2000).
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works well to identify the prevalence and functioning of social processes or 

discourses around notions o f prejudice, stigma, shame and blaming that can be a 

feature of social reactions to the ascribed label, but it does not allow for the person 

with the diagnosis to be considered as the locus and focus for these activities. The 

emphasis is on what the others are doing to the deviant, there is little facility to 

consider what the deviant is doing to the others . This brief consideration of 

deviance and the notions o f ‘doing’, and questions around what is ‘being done’ bring 

the discussion to the penultimate element in the theoretical and methodological frame. 

This penultimate component is concerned with the issue of agency.

AGENCY

More specifically this frame is concerned with a social theory of agency and an 

application o f this theory towards empirical data. This social theory o f agency is 

taken from the work of Bames (2000, 2001). This theory will be dealt with presently, 

but first it is important to establish the import o f agency as an issue.

This study will address the presence of a spoiled identity (due to psychiatric 

diagnosis), and how the subsequent stigmatisation that follows from this impacts 

directly upon the person’s ability to act, and their ability to be seen to act. Taking a 

lead from Foucault, (1967), it is argued that an ascription o f insanity is equated with a 

frindamental lack of rationality. In the preface to Madness and Civilisation (1967) 

Foucault talks about the history of madness in relation to the (zero) point at which 

reason and madness were differentiated from each other. He talks of a “caesura that 

establishes the distance between reason and non-reason; reason’s subjugation o f non

reason, wresting from it its truth as madness, crime or disease,” (p. viii-p. ix). He 

goes onto detail the impact o f this split, whereby;

“ ...modem man no longer communicates with the madman; on one hand, 

the man of reason delegates the physician to madness, thereby authorising 

a relation only through the abstract universality o f disease; on the other, 

the man o f madness communicates with society only by the intermediary 

o f an equally abstract reason which is order, physical and moral constraint.

As such, issues o f  social deviance are not an explicit concern o f  this thesis.
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the anonymous pressure o f the group, the requirements of conformity,” 

(Foucauh, 1967, p. ix)

Finally, Foucault summarises his approach by stating that the “language o f psychiatry, 

which is a monologue of reason about madness, has been established only on the basis 

o f such a silence [as that witnessed between the man of reason and the man o f un

reason],” (p. ix). In terms of how this can be seen to relate to the agency of the person 

with a psychiatric diagnosis, much o f the impact is contingent upon the use o f this 

central Foucauldian conception o f rationality, (see also Busfield, 1996). Essentially 

the current study combines a Foucauldian take on issues of rationality and ‘madness’ 

with a social theory position on rationality and agency, which considers rationality as 

a necessary prerequisite for action.

It is at this juncture that the work of Barnes (2000, 2001) becomes relevant. 

Accepting his basic premise regarding the everyday discourse o f agency, (i.e. that an 

agentive discourse of rational autonomy is simply one way of talking about doing, see 

p. 26 and chapter six for more detail), it becomes possible to consider that if  the basic 

rationality, which individuals are seen to be required to posses to be an actor, is 

missing, then people with psychiatric diagnoses cannot be seen to act in their own 

best interest, because they are not (or cannot be seen to be) inherently rational. The 

counter-argument can be made here that in periods of extreme psychosis or neurosis 

that this is indeed the case (hence the legislation for sectioning people involuntarily). 

However, periods o f extreme psychoses or neuroses are not a focus o f this study. 

Many o f the interviewee’s had experienced no mental health difficulties for upwards 

o f the past five years, yet their identity was still tainted and their ability to act (or to 

be seen to act)^^ was sfill heavily compromised. It is at this social level o f the 

ascription of the stigma (and the consequent legacy of this ascription) that the focus of 

this study is directed. So issues o f agency are observed and investigated on two levels 

(or from two perspectives) in this study. The first consideration o f agency is fi'om a 

perspective rooted in the sociology of mental health (see Busfield, 1996 and Foucault, 

1967), where rationality and irrationality are seen as inextricably linked when 

considering the social situation o f people with psychiatric diagnosis. The second

That is to say, their agency.
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consideration of agency is informed by this ‘use’ of the concept o f rationahty, but 

almost in a double play, incorporates these initial notions o f rationality into a social 

theory of agency, where notions o f  actions and actors are (rightly or wrongly) very 

often underpinned by notions o f  rationality. So agency is considered from a mental 

health perspective and a social theory perspective, in order to elucidate the impact of a 

utilisation of specific discourses (patient, consumer or survivor) upon a person’s 

ability to act, and their ability to be seen to act.

Barnes takes a discursive approach to issues o f agency, arguing that the notion o f the 

rational autonomous actor is a discourse, which has acquired status as an ‘everyday’ 

component of human social life. What is contemporaneously described or constructed 

as an individual(ised) discourse is in fact a collective discourse. It is perhaps best 

thought of as a ‘way’ o f describing what humans do (how we act) as opposed to 

accurately mirroring what is actually achieved through that action. Bames (2000) 

instead posits a theory o f agency that is founded on notions o f collective 

responsibility (constituted via notions o f collective accountability and collective 

susceptibility). This theory is tested empirically through an application o f it to the 

interview talk of people with a psychiatric diagnosis. The analysis proceeded by 

looking for sections o f talk where interviewees talked about what they did, and what 

they felt unable to do, and looked at the collective components involved in the 

description of actions (in effect an empirical test of Bames (2000) theoretical 

propositions). The focus in this analysis was not on verifying one ‘true’ version of 

events, but rather it was a focus looking at how ‘actions’ were discursively fi'amed by 

the interviewee. It was observed that the different discourses (patient, consumer and 

survivor) contain or allow for different levels of agency on the part o f the 

interviewees. For example, if  a person with a psychiatric diagnosis describes herself 

as a patient, whilst she may be seen as repository of pathology who is not to blame for 

her ‘condition’, the consequence is that she cannot be seen to be a competent 

individual, able to act in her own interest. This topic will be expounded on more fully 

later in the thesis, for now I want to introduce the final component o f the iramework 

to the study.

A suitable arena in which these issues of stigma and agency can be empirically 

observed is in the field o f mental health social movement organisations (SMOs).
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Again, it must be re-iterated that this is a discursive study. As such the thesis 

considers mental health SMOs in light o f  the discourses that the different respective 

user organisations draw from. A simple typification is that are patient consumer and 

survivor discourses (see case studies presented in chapter three) and there are patient 

organisations, consumer SMOs and survivor SMOs (see analyses in chapters six and 

seven). This simple typification will be expanded upon in the forthcom ing analysis in 

order to highlight the actual complexity o f this simply stated typology.

CONCLUSION

This thesis will explore these social situations and reveal the discourses identified 

here to illuminate these social situations, in light o f  discursive notions and 

constructions o f rationality, agency, stigma and mental health SMOs. Chapter two 

sets out the primary m ethodologies used in the study, from the collection o f interview 

based data through to the ways in which the data were approached and analysed.

Initially the three identified discourses (as outlined in chapter one) w ere idenfified in 

the interview texts (chapter three) on what was fundamentally a macro level (in terms 

o f  the analytical frame applied to the data). This stage o f  the analysis involved 

defining and applying these definitions to the interview data. Three o f  the ten 

interviews are included in this chapter, as case studies. This chapter is intended as an 

introducfion to the discourse analytic framework o f the study. The three interviewees 

were selected as they demonstrated relatively clearly the different discourses in their 

talk, i.e. their respective interviews demonstrated singularly the different discourses. 

These discourses are extrapolated from the text by way o f a utilisation o f  a discourse 

methodology outlined by Gilbert and Mulkay (1984), (see methodology, chapter two). 

With regard to their empirical focus, in terms o f the level at which the discourses are 

idenfified and applied, the approach advocated by Gilbert and M ulkay involves both 

micro, (or sociolinguistic) and more macro approaches to discourse analysis. This 

approach allowed for the incorporafion o f the broader macro discourses outlined in 

chapter one and empirically validated in chapter three (which owe a heavy debt to a 

Foucauldian approach to discourse analysis) with a more micro oriented focus on 

issues o f agency and rationality (see chapter four). This next stage o f  the analysis 

entails an application o f  the second component o f Gilbert and M ulkay (1984) 

approach, to the interview data (i.e. a notion o f discourses as repertoires). This
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chapter o f  the analysis shifts the em phasis from  a m acro level analysis to a m icro 

level analysis o f  the text. The application and utility o f  Gilbert and M ulkay’s 

approach suggests that it is possible (once they have been identified and established as 

discourses) to consider the three-w ay typology in relation to discursive repertoires and 

contexts. It should be noted that this study diverges from  G ilbert and M ulkay’s 

(1984) approach in that three discourses are identified com pared to their fram ew ork 

which only identified two. This discrepancy betw een the two studies is addressed in 

detail in chapter two. The utility o f  repertoires and contexts is that they allow for 

consideration o f  m ultifarious positions and counter positions (even contradictory 

positions) to be taken w ithin the text. It m eans that the participants need not be seen 

as being locked into one specific discursive type but rather they can be regarded as 

dipping into and out o f  different repertoires, the repertoire m ight be read as the 

discourses ‘in u se ’ w hereby their construction can be seen to be m ore contingent than 

a m acro discursive approach m ay allow  for. The argum ent that discourses operate on 

a m acro level and that repertoires operate on a m icro level, is not offered as a m eans 

o f  lim iting the potential o f  these constructs, rather it is offered as an operational 

definition, the repertoire can be regarded as the local enactm ent ( if  you like) o f  the 

m acro discourse (see figure 2).

Chapters 6 
& 7Chapter 3 Chapter 4 Chapter 5

case studies o f  patient, 
consum er & survivor 
discourses

SM O 
discourses, 

stigm a & 
agency

Macro

Meso agency & 
discourse

patient, ^  

consum er & 
survivor 
repertoires

Micro

Figure 2: M acro/Meso/M icro Empirical Foci of the Current Study

31



It must be remembered, in relation to figure two, that whilst the macro discourses 

exists ‘out there’ the discursive repertoire is a representation o f that discourse, at 

work, on a local level.

In effect, the thesis ends up back where it started in terms o f an analysis o f macro 

discourses o f mental health, but these discourses are far more thoroughly defined, 

considered and constructed in chapters six and seven than they are when they are first 

introduced in chapter three. Having established the utility o f this approach, the 

analysis moves on to consider an application of these notions o f discursive repertoires 

and contexts towards notions o f agency (chapter five). As already mentioned, simply 

stated, the repertoires may be regarded as the discourse in action (a macro ‘structure’ 

empirically observed at a micro level, i.e. interview talk). In effect this offered 

another shift in analytical level fi-om a micro analysis to a meso-level analysis, 

looking at levels o f agency (in a collective context) across interactions (discursively 

stated interactions as opposed to obser\'ational analysis). It is postulated that the level 

o f agency a person feels they have in a social situation will impact upon the repertoire 

they draw fi-om. The basic premise here is that due to the stigmatisation o f mental 

‘illness’ different repertoires are used which offer different levels o f responsibility or 

accountability. For example, the patient discourse could be seen to be embedded 

within the consumer discourse, within a family context. The discourse, as it ‘works’ 

cannot be seen to be ‘pure’ but rather as contingent upon the context in which it is 

being discussed. The inter\dewee's demonstrations o f awareness around these 

contingencies (see chapter five) support this assertion.

The basic premise is that due to an ascribed status of irrationality, people with 

psychiatric diagnoses are often times regarded as unable to act in their own best 

interest. This section o f the analysis explores how issues o f  agency can be seen to 

overlap with issues o f rationality in terms the degree o f responsibility it is necessary 

to take for one’s actions, (against the collective backdrop), and the impact of 

accepting different levels o f agency on the part o f the person with the psychiatric 

diagnosis, and how these different levels o f agency can be seen to relate to the three- 

way typology o f patient, consumer and survivor. The fourth analysis chapter (chapter 

six) is concerned with expanding the more m.eso-frame o f analysis in the previous 

chapter, back up to a macro context, looking at SMOs in a context that considers their
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broader social role in term s o f  notions o f  stigm a and the im pact o f  their activities and 

orientations upon the people w ith diagnoses who are m em bers o f  the organisations. 

The final analysis chapter (chapter seven) offers a review  o f  the preceding analysis 

and applies this specifically to an SM O context. The conclusion to the study is then 

outlined in chapter eight. C onsideration is given to the different constituent parts o f  

the thesis, w ith an aim o f  providing an effective sum m ary o f  the com plete project. 

C onsideration is also given in the conclusion to the m ethodology utilised in the study 

and som e possible further possibilities o f  em pirical research arising out o f  this project.

This thesis offers an exposition on how discourses o f  m ental health and illness can be 

seen to im pact socially upon people with psychiatric diagnoses, their fam ilies and 

indeed w ider society. It offers an exposition o f  the social positions o f  m ental health 

social m ovem ent organisations and considers what they can and cannot be seen to 

‘offer’ their constituent m em bers. This in turn allow s for a consideration o f  the 

m echanics o f  social stigm a with regard to issues o f  m ental health (which is the 

prim ary goal o f  this study). Rather than unproblem atically accepting that all the 

organisations in the field are all ‘doing good w ork ’, it considers, em pirically, what 

these organisations can be seen to be doing, and offers a possible critique o f  how 

certain m ovem ent organisation activities or orientations m ay be seen to com pound 

rather than com bat levels o f  social stigma. Lastly, the m ethodology utilised in this 

study proposes a fram ew ork for discourse analysis that allows the research to apply a 

fram ew ork w hich can account for (or accom m odate) different levels o f  em pirical foci, 

which in turn allows for a far m ore robust (em pirically rooted) investigation and 

understanding o f  the constituent com ponents and constructions o f  different 

discourses. It is proposed that this discursive fram e need not necessarily be lim ited to 

discourses o f  m ental health, but m ay be m ore broadly utilised as a sociological 

m ethod o f  discourse analysis.

33



C h ap te r X wo: ]VTethodology

35



C h a p t e r  T w o

METHODOLOGY

INTRODUCTION

This chapter will offer a detailed discussion of the primary methodologies utilised in 

this study. The primary framework is one informed by a discourse analytic approach. 

These discourses were primarily elicited and analysed through the collection of 

interview data from twelve people who were actively involved in different Irish 

mental health SMOs'. Whilst these different mental health SMOs formed a sample 

frame for the study, the main analytical focus was always placed on discourses 

utilised by people in different SMOs as opposed to the different SMOs themselves. 

The research questions and research rationale changed and developed in an ongoing 

manner over the course o f the data gathering and data analysis processes. As such the 

initial interviews with people with psychiatric diagnoses were all conducted with 

members o f one particular SMO (referred to from here on in as Service Users United 

or SUU^). Having empirically validated the discursive typology in these initial 

interviews these discourses were then subsequently tested against different members 

of different SMOs in order to delineate the different social constructions o f mental 

health and illness that these organisations could be seen to be promoting and utilising, 

through an analysis o f members talk about their own situation and their own talk 

about these different movements. The characterisations (in terms o f patient, consumer 

or survivor) o f the organisations were not made a priori, but rather were made on a 

post hoc basis, after the respective interviews had been analysed. Whilst specific 

SMOs were targeted, the specific participants were effectively recruited to the study 

through a process o f convenience sampling. For example, for the organisation Irish 

Consumers o f Psychiatry (ICP)^, the researcher attended one o f the organisations’ 

weekly meetings and made a request for participants. Four people agreed to be 

interviewed in the following week. Of these four volunteers, three attended for 

interview and are included in this study. The fourth volunteer did not attend for 

interview, and despite follow up by the researcher, the potential participant was 

ultimately unable to be interviewed for the study. Given the subject matter of the

‘ Documentary analysis o f  these different SMOs is included in chapter six.
 ̂The names o f  these organisations are pseudonyms. Explanations for the choice o f pseudonyms will 

be offered later in the chapter.
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research, it was not possible to secure a broad based or representative sample of the 

target population.

This broadening out o f the research process (onto SMO contexts) served to further 

validate the identified discourses. Indeed this process o f validation serves a dual 

function. Firstly it can be seen to bolster the original analytical identification of the 

different discourses across the interviews. Secondly, the application o f the different 

discourses to the talk o f members fi-om different movement organisations served to 

open up more avenues of investigation. The interview method allowed for a more 

flexible approach to the gathering of research data; one that could be manipulated to 

respond to the idiosyncratic features of the different interviewees’ responses. 

Discourse analysis o f interview data was utilised primarily because o f the nature of 

the research data. The information offered by the interviewees and indeed the 

questions asked o f them by the researcher were related to very sensitive personal 

material. The type o f content that was required o f the interviewees’, in order to 

address the central research questions, had the potential to raise very serious issues 

and responses and any information offered had to be treated in a sensitive and 

respectful manner. The interview methodology approach allowed suitable respect and 

indeed the requisite privacy to be offered to the participants.

The interviews with those participants who had been given a psychiatric diagnosis 

followed a two-tier methodology. The first section o f the interview asked them to 

recount their history o f involvement (or non-involvement as the case may be) with the 

psychiatric services. In effect this approach resulted in interview material that 

sampled many decades o f the service provision o f mental health care in the Irish state. 

The longest period o f time that an interviewee had been involved with the psychiatric 

services was thirty years; the shortest period was two years.

PARTICIPANTS IN THE STUDY

A total of twelve participants^ were interviewed for this study. Justification for this 

relatively small number o f participants can be offered on a number of fi'onts. Firstly 

gaining access to this specific population is a fraught activity. Initial contact with the

 ̂Only ten of these twelve interviews were included in the final study, reasons for the exclusion o f  two 
o f the interviews w ill be offered presently.
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SUU organisation was made indirectly through a piece o f consultancy research that 

the researcher undertook for a health based non-govemmental organisation. 

Involvement in this project (with the SUU) then provided a means o f  access to the 

national com mittee o f  the ICP organisation. The import o f  these access connections 

should not be underestimated. Another Irish mental health SMO, the Happy Patients 

(HP) was approached by the researcher, over a period o f twelve months, but it proved 

im possible to gain access to the organisation. It was not possible to establish a direct 

link between the researcher and the HP organisation and it is felt that this was the 

major reason that the researcher was unable to gain access to this specific 

organisation. In relation to the organisations that are included in this study, it proved 

possible on two separate occasions in the data collecting process to access and 

interview com mittee members o f  two different SMOs. However, in both cases these 

representatives refused to grant access to any ordinary members o f their respective 

groups. In effect they acted as gatekeepers and refused the researcher access. 

However, whilst issues o f  access were a consistent problem during the collection o f 

the data, (see p. 45) this is not a major concern for the research project as a whole. 

The methodological focus is on discourses used to talk about mental health. The in- 

depth analysis conducted on these ten interviews demonstrates that the discourses 

identified are a consistent feature o f  all ten participants talk. It is felt that, due to the 

depth o f  the analysis, to repeat the process ad infinitum on another twenty interviews 

would do little to add to the project'*. The focus is not on the representativeness o f  the 

sample (in relation to the target population); rather it is about social representations 

and ways o f  talking about mental health and psychiatry^.

For example, o f  the ten participants, seven were male and three were female. This 

imbalance in sex ratios was relatively unproblematic because issues around gender, 

whilst they have been well documented in terms o f  the sociology o f  mental health and 

illness (most notably see Busfield 1996), were not an analytical concern o f  this study. 

This is not to say that gender is an unimportant factor in the sociology o f mental

This does not mean to say that the analysis offered is unfalsifiable, rather that the analysis offered 
completes that which it set out to do, but not to the extent that it is set out as the definitive ‘answer’ to 
the particular issue.
 ̂ It may be pertinent to consider this study as a preliminary study, designed to test and validate the 

specific approach utilised in the study. It is suggested that a possibility for future research may be to 
apply this frame to the ‘traditional’ sociological concerns regarding issues o f  gender, ethnicity or social 
stratification.
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health, it undoubtedly is, rather it was not an analytical feature of this study. As 

already indicated, this study is primarily concerned with an analysis o f discourses in 

and around notions of mental health and wellness. The focus is directed towards 

elucidating a ‘model’ o f talk and action that is indicative o f the ‘general’ social 

situation o f the interviewees, regardless o f their specific gender. Whilst gender may 

exert a strong effect upon the discourses utilised by different respondents, and indeed 

gender may play a crucial role in social constructing the social situation o f different 

respondents, the effect or impact o f gender upon these discursive choices was not an 

explicit concern o f either the data collection or analysis. It may well be the case that 

subsequent research arising out o f the model outlined in this thesis would be far more 

centrally concerned with the impact of gender upon discourse use and non-use.

A brief diversion into the Irish statistics in terms of contact with the services in 

relation to gender may be appropriate at this juncture, as a means o f painting a picture 

o f the broader Irish context. The 2001 figures^ reported by the inspector o f mental 

hospitals indicate that in terms o f contact with the Irish psychiatric hospital services 

for the year 2001, 53% of all admissions were male versus 47% female (see Daly and 

Walsh, 2001). This compares to the 1999 figures (see Daly and Walsh, 1999) where 

males accounted for 55% of all admissions versus females at a rate o f 45%. Much has 

been made o f  this gender difference as it tends to go against a European ‘norm’ 

whereby females are traditionally more in contact with the psychiatric services than 

males. One possible explanation put forward for this Irish anomaly is the high 

fi-equency o f alcohol and drug related referrals, a category in which males are hugely 

statistically over-represented, (see Cleary, 1997). Similarly, women are statistically 

over-represented in terms of diagnoses o f depression. Whilst there is an element of 

idiosyncrasy about the Irish figures the general figures reflect UK, European and 

North American trends. The sociological literature, in regard to issues of gender and 

mental health, posit differing views on the links between gender and psychiatry. A 

feminist critique draws attention to the predominance o f white middle class males 

working as psychiatrists and cites the residual influence o f patriarchy upon the general 

pathologisation o f women’s behaviour (a frequent example would be the feminisation

® The most recent data currently available.
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o f  diagnostic categories such as hysteria or depression), (see Busfield, 1996, Cleary, 

1997, Annandale, 2001).

To return to the participants in the current study, no other demographic data was 

asked o f  the participants. This was for two primary reasons. Firstly, in relation to 

issues o f  anonymity and confidentiality, it was felt that demographic data was not 

necessarily required. M any o f  the respondents told very idiosyncratic stories (relative 

to the others interviews analysed here). I f  demographic data were to be included from 

these participants, it may very well have made it possible for them to be identified. 

Secondly, the emphasis on the interviews was to get the participants talking freely in 

regard to their experiences o f being a person with a psychiatric diagnosis, it was felt 

that to ascertain demographic data such as age or length o f  involvement with the 

services would be to over-accentuate a formal context within the interview. It was 

intended that the interview consider their general life history, o f which involvement 

with psychiatry was a part, as opposed to defining the entire interview as being 

framed within a psychiatric context. As such it was anticipated that much o f  the 

demographic material required would occur naturally in the talk as opposed to 

artificially^ through a set o f  structured questions. Much o f this data did occur in the 

context o f the interview and the main demographic characteristics o f the sample are 

indicated in table one (overleaf).

’ It is accepted that questions o f  artificiality and naturally occurring talk are far more complex than 
intimated here, some o f  this complexity will be addressed later in this chapter.
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Table One: Main Demographic Statistics of Sample

Gender: Male

7

Female

3

Total

10

Age: 25-30 31-40 41-50 50+ Total

1 2 3 3 10

Involvement 
with services:

< 5 years >5 / < 10 > 1 0 / < 2 0  > 20 years Total

1 2 3 2 9*

Location: Urban Rural Total

8 2 10

* A ileen  had  never been  involved with the psych ia tric  serv ices as a ‘c lie n t’.

O f the available demographic data it is possible to build up the following information 

on the respondents. The interviews all took place between August 2000 and January 

2002. All of the interviews were completed in an interview room within the 

University of Dublin (Trinity College). Interviewees were selected for inclusion in 

the study by way of their membership o f different mental health organisations^. It 

should be noted here that all participants were asked to complete and sign an informed 

consent form before the interview commenced. All o f the interviewees agreed to this, 

and in one instance the researcher was asked to also sign the form, in a quasi 

contractual capacity. The participants were informed o f the general orientation of the 

study before the interview took place and were then offered a fialler amount of 

information (in the form of a de-briefing sheet), which they were able to read and 

discuss with the researcher after the interview had been completed. This strategy was 

followed so that the participants were aware o f the purpose of the study, but were not 

necessarily responding to the researchers’ agenda.

* See also issues mentioned previously in this chapter regarding issues around recruitment o f  
participants.
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In terms o f  involvement with the mental health services, the participants ranged from 

periods o f  thirty years o f involvement to two years o f  involvement. It should be 

indicated here that only ten o f  the twelve completed interviews were included in the 

analysis. One female participant (Celia) and one male participant (Derek) were not 

included. The reason for the non-inclusion o f  the male respondent Derek was that he 

did not address the content o f  the questions put to him in the interview, rendering 

much o f  the material he offered non-applicable to the current study. In effect Derek 

was still unwell and his thinking was too ‘disordered’ for him to meaningfully 

participate in the interview. The reason for the exclusion o f Celia is slightly more 

complex. Celia had been involved with a psychiatrist on two occasions. On both of 

these occasions her involvement had been in the capacity o f  a private patient. She had 

never been admitted a psychiatric ward in a hospital, or referred to a psychiatric day 

unit. This was the base level criteria for her exclusion from the study. She simply 

had not had enough experience o f  psychiatrists or psychiatric services to talk in an 

informed way about the social situation o f someone with a psychiatric diagnosis 

(indeed she had never received a psychiatric diagnosis). Inclusion o f Celia in the 

thesis would not have substantially altered the analysis or conclusions because there 

was simply not enough discursive content in her interview to warrant a fuller analysis.

W here this exclusion requires further qualification is when the inclusion o f  Aileen is 

considered, (Aileen is introduced on page 47). Aileen had even less contact with 

psychiatric services (in a client capacity) than Celia. Aileen had never been to see a 

psychiatrist in either a private or public context. It would appear, therefore, that 

Aileen has even less o f  a case for inclusion that Celia, yet Celia was excluded and 

Aileen was included. The reason for this anomaly is that Celia’s involvement with 

professional services was (as already stated) cursory. Conversely, Aileen had been 

working with the services, in a professional (as opposed to client capacity) for a 

number o f  years. Aileen, as a senior figure in a nationwide mental health SMO 

demonstrated in her interview an awareness o f  different categories or types o f  users 

(i.e. patients, consumers and survivors) and was very familiar with the mental health 

field. Celia was not familiar with the mental health field and was able to offer little in 

the interview other than personal reflections on her own (limited) experience and little 

familiarity with the broader questions and issues. It was for these reasons that Aileen 

was included in the study whilst Celia was excluded.
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Each of the included participants is identified below with a short history o f the nature 

of their involvement with the mental health services. The parentheses indicate their 

role in relation to the respective social movement organisations with which they were 

involved.

TYPIFICATION OF MENTAL HEALTH SOCIAL MOVEMENT 

ORGANISATIONS

The reason for the sample criterion of the participant being involved in a mental 

health organisation will be discussed later in the thesis. By way o f a brief explanation, 

the interest was in the role and function o f social movement organisations in relation 

to issues in and around mental health. The role and function o f these SMOs does 

form a chapter in the analysis section of the thesis, but it will also be touched on in 

this chapter. First, however, a word about the different pseudonyms chosen for the 

respective organisations.

The pseudonyms chosen for each o f the four organisations is intended to be indicative 

of the researchers typological characterisation o f each o f the organisations considered. 

It should be noted that this typification was applied to the organisations after the 

analysis of the research participants (and consequently the attendant organisations 

they were attached to) had been completed. It was part o f the ongoing development 

of the research method and rationale. In total, representatives o f four SMOs were 

included in the study. Two of these have been mentioned already (SUU & ICP). The 

remaining two are Irish Survivor Support (ISS) and Mind and Spirit (MAS). These 

pseudonyms are chosen to reflect the general discursive orientation of the different 

organisations. A more detailed breakdown of these descriptions is offered below. It 

must be restated that these characterisations were all made post hoc, after the 

interview material had been analysed. As such, the characterisations are based on 

empirical evidence, drawn fi’om interview material with different members of the 

respective organisations.

Organisation 1: Service Users United (SUU)

This pseudonym was chosen in order to reflect the multifarious nature of the 

constituent membership of this organisation (based on a sample o f six members, four 

of whom are included in the study). The organisation is based in Dublin and at the
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time the data was collected had approximately fifteen members who attended monthly 

meetings. The orientations towards psychiatry and mental health in general across the 

organisation were broad based, ranging from primary use of patient and consumer 

discourses to use o f the survivor discourse by two particular organisation members. 

This was a relatively new organisation, and was one that had not formed organically^, 

but rather was the outcome o f a scheme co-ordinated by health professionals. 

However, no professionals were directly involved in the week-to-week co-ordination 

of the group (there was a formal handover o f the group from the health professionals 

who initially co-ordinated the group and the group members, who took ‘ownership’ of 

the organisation). The politics o f the group were in the process o f being negotiated at 

the time the members were interviewed and as such it proved difficult to characterise 

the organisation as drawing from any one primary discourse. However, this was not 

problematic; rather it had a very positive impact upon the research process, illustrating 

the fluidity and interpolation o f the different discourses across each other. After the 

official launch o f the organisation (which occurred some time after the interviews 

with the members included here) a promotional document was produced indicating 

SUU represented service users and consumers of services. This statement goes some 

way to supporting this generalist approach and may indicate that the politics o f the 

group had been negotiated but not necessarily resolved (it is still a generalist position 

that does not reflect the use o f a primary discourse''’). The use of the term ‘united’ is 

intended as an ironic double play as whilst a united front was put forward by the 

organisation, the politics o f different members of the group were disparate.

Organisation 2: Irish Consumers of Psychiatry (ICP)

The second organisation that was accessed for the study is an SMO that enjoys a 

national profile. The particular branch o f the organisation that was accessed was 

based in Dublin. The organisation held weekly meetings. These meetings were 

facilitated by a person without a psychiatric diagnosis (these facilitators were often 

health professionals). The group sessions were split into two halves, the first half 

being concerned with a general discussion session which was intended to provide 

group support for the individual members who brought any general issues they

 ̂Whether any organisation forms organically may be a moot point.
Continued (undocumented) involvement with the group (in a formal and informal capacity) forms 

much o f the basis for this conclusion on the part o f  the researcher.
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wanted to air to the table. The second half o f the weekly meeting revolved around 

mental health education type activities, again facilitated by the health professional. 

The primary line that was put forward was one which supported the medical model, 

but it was a line which acknowledged the day to day consequences o f this medical 

model (hence the conceptualisation o f the organisation as a consumer organisation” )

Organisation 3: Irish Survivor Support (ISS)

The third organisation considered in the study has been characterised as a survivor 

organisation, they have been given the pseudonym Irish Survivor Support (ISS). ISS 

enjoyed something o f a national profile, but on nowhere near the scale o f the ICP. 

They were not based in Dublin, although they did include members who were based 

in Dublin. The organisation was relatively young; ISS was only two years old at the 

time the interview with a member o f the national committee was conducted. John, the 

ISS representative interviewed, described the organisation as a “survivor led survivor 

run peer advocacy movement”.

John was primarily involved at a national as opposed to local level. As such, he was 

more aware of what was going on at a national level. His talk tended to focus on 

training and advocacy services, offered by ISS, to other people with psychiatric 

diagnoses and interested health professionals/health boards. He saw the national arm 

of the organisation as having a primary role in supporting the local branches, but it 

was these nation wide training activities that he was most involved with and was most 

willing to talk about. The political stance o f this organisation was well developed and 

this is reflected in their pseudonym and the interview talk proffered by John. He talks 

about challenging the medical model and providing alternatives to people with 

psychiatric diagnoses, alternatives that are not rooted in a bio-chemical explanation of 

mental health and illness. This organisation could potentially be characterised as 

attempting to offer a non-psychiatric alternative to people diagnosed with a 

psychiatric ‘condition’. As mentioned earlier in this chapter, this was one o f the 

organisations where it was not possible to gain access to ordinary group members, 

access was denied by John, acting as a gatekeeper. As such, the material analysed here

'' It should also be noted that direct empirical evidence for this characterisation was offered by a senior 
organisational representative in an e-mail communication with the researcher. This (anonymised) 
communication is included in chapter six.

45



is not substantiated by cross-referencing across different members o f  the organisation, 

but this methodologically desirable process proved to be impossible to accomplish.

Organisation 4; Mind and Spirit (MAS)

The fourth and final organisation included in the study has been given the pseudonym 

MAS. Similarly to the ISS organisation, it proved impossible to gain access to the 

general membership o f  the organisation, with Kevin, the one representative who was 

interviewed, denying access to any other organisation members. Kevin did intimate 

that it would be possible for the researcher to attend one or two group meetings and 

take ethnographic field-notes, but anything further than this (such as an interview) 

would not be permitted. The researcher decided not to attend these meetings, as this 

would entail introducing a whole new level o f comparative methodology into what 

was primarily designed as an interview based study, and would have involved 

collecting similar ethnographic data from the three other SMOs.

This fourth organisation operated on a local, national and international platform. 

They had a highly regulated (some might say hierarchical) national and international 

structure and operated weekly meetings at local level that were attended by users of 

the services and in some instances, their relatives (e.g. spouses, relatives or parents). 

The ethos o f the organisation was very much a self-help oriented approach and 

involved a primary focus on group work. The organisation also operated under a 

quasi-religious framework, one which was designed to be non-denominational but that 

accented spiritual aspects o f  the organisation members lives.

Short Histories of Research Participants 

Organisation One -  Service Users United 

1. Alan -  ordinary member of Service Users United

Alan had been involved with the mental health services since 1970, a period o f  thirty 

years, since the age o f  twenty. He had numerous periods o f hospitalisation in this 

period and was still using the mental health services at the time o f  the interview, and 

he was still taking medication. He had also tried different alternatives to psychiatry
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but ultimately ended up back within the psychiatric system. This would typify him as 

a consumer'^

2. Barry -  ordinary member of Service Users United

Barry had been in contact with the psychiatric services for approximately ten years 

(since 1990). He had however been in contact with a counsellor when he was at 

college on two previous occasions before his first contact with psychiatry. He had 

been hospitalised on at least two occasions. He was still in contact with the mental 

health services and was still taking medication. He was, at times, quite vehement in 

his statements about psychiatry, (at one time describing psychiatry as an offence 

against the Hippocratic Oath), but ultimately he was still attending a psychiatrist and 

still taking medication. Again, this would serve to typify him as a consumer of 

services.

3. Eustace -  ordinary member of Service Users United

Eustace has been in contact with the psychiatric services since she got her first job 

after graduating from university (a period of at least twenty years). She portrays very 

strong convictions about psychiatry through out the interview, the majority of which 

are negative. In common with Barry, whilst she was at times political and outspoken, 

she was still in contact with the services and still taking medication, i.e. she was a 

consumer.

4. Felicity -  ordinary member of Service Users United

Felicity had been in contact with the services since the age o f nineteen. Her first 

initial contact with the mental health services was an involuntary committal. At the 

time of the interview she was in her mid to late forties, by which time she had been in 

contact with services for between approximately twenty five to thirty years. She had 

been hospitalised on at least two other occasions during this timeframe. At the time 

of the interview she was no longer in contact with the psychiatric services nor had she 

taken any psychiatric medication for the previous five years. O f the four members 

included from SUU, Felicity was the member who could most readily be described as 

drawing predominantly from the survivor discourse.

This process o f  typification is expanded upon in the analysis chapters. The point is included here to 
give the reader a flavour o f  how the different SMOs can be seen to ‘stack up’.
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Across the four participants from SUU, a pattern emerges of some pohtical critique, 

but this in then contradicted by a self-same reliance upon the object of the critique. 

This organisation can be shown to exhibit discrepant and inconsistent attitudes 

towards psychiatry. These issues of discrepancy and inconsistency became a feature 

o f the study’ .̂ A simple description of SUU might be that it was a consumer 

organisation that harboured survivorist tendencies (again this point will be 

extrapolated upon the analysis).

Of the other three organisations, organisation two was by far and away the most 

consumer oriented o f the four SMOs.

Organisation Two: Irish Consumers of Psychiatry

5. Aileen -  national committee member of Irish Consumers of Psychiatry

The fifth interviewee was Aileen, a member of nationwide mental health SMO - Irish 

Consumers o f Psychiatry. Aileen had never been involved as a user of the psychiatric 

services, nor was she a person who had received a psychiatric diagnosis (see previous 

discussion on page 38 for reasons behind her inclusion in the study). Aileen 

categorised her members as being predominandy ‘consumers’ of mental health 

services (see lines 461-3). Analytically, the inclusion of Aileen in the study was 

handled slightly differently than the other respondents. She was a member o f the 

national committee o f  the mental health SMO who had never been in a client 

relationship with mental health services. Her inclusion was determined by an 

analytical goal o f attempting to replicate the study of the individual interviewees’ 

responses onto an SMO context. As such, the inclusion and analysis of Aileen was 

utilised to offer empirical discursive evidence o f an SMO discourse as opposed to her 

own individual discourse. This rationale is stated rather simply here, it will be 

developed more fully in the analytical consideration of Aileen’s talk, (see chapter 6 or 

11). This approach differs from the other respondents in that in the case of the SMO 

strain o f the analysis, individual discourses were established first (before being 

transposed into an SMO analytical frame). An individual discourse for Aileen is not 

established first, because it was not possible to review her history o f involvement as a

See chapter three regarding the authors’ utiUsation o f a principal o f  variable discourse.
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client of services. This distinction is less problematic if  it is borne in mind that 

Aileen’s talk is only relevant to the SMO analysis section o f the thesis, i.e. her talk 

(and subsequent analysis o f that talk) is limited to one section of the thesis, where it is 

included illustratively rather than definitively.

6. George -  ordinary member of Irish Consumers of Psychiatry

George had, at the time o f interview, been involved with the mental health services 

for a period o f ten years. His involvement had started when he was in his mid

twenties. During this time he had been involuntarily admitted on at least two 

occasions, he had been living on the streets as a homeless person, again on at least 

two occasions (both in Ireland and in the UK) and he was still in contact with the 

services and was still taking medication. He had problems with psychiatry (he 

attributes these problems to a general issue with authority which he had). He still 

bought into the bio-chemical model in terms o f explaining what was ‘wrong’ with 

him.

7. Harry — ordinary member of Irish Consumers of Psychiatry

Harry was thirty-one years old at the time he was interviewed for this study. He had 

had his first breakdown at age twenty nine, followed by a second breakdown 

approximately six months after the first. He had been admitted to a psychiatric unit 

twice, once at the time o f his initial breakdown and at one other time. Both 

admissions were on a voluntary basis and both admissions were for a relatively short 

period of time (approximately one week each time). He was still in contact with the 

services and was still taking medication.

8. Ian -  ordinary member of Irish Consumers of Psychiatry

Ian was in his mid-fifties at the time of the interview. He reports that his first 

experience of psychiatry was in 1992, nine years prior to the interview. It is difficult 

to discem fi'om the transcript exactly how many breakdowns (his term) Ian has had. 

He describes four specific incidents as periods o f breakdown in his life, but when 

asked how many times he has been hospitalised he indicates that he has been 

hospitalised five times. At the time of the interview he was still in contact with the 

mental health services and was still taking medication (although he did indicate that
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he regulated his intake himself, for example, on ‘good’ days he might not take any 

medication).

Organisation Three: Irish Survivor Support 

9. John -  national co-ordinator / member of Irish Survivor Support

John entered the psychiatric services in 1983. He spent the vast majority of the next 

ten years in a psychiatric unit. Since getting out in 1993-94, he has had no 

involvement in a ‘client’ context with these services. He has also not taken any 

psychiatric medication since 1993-94. During the interview he offered strong 

opinions about psychiatry and took a strong anti-psychiatric line, positing alternatives 

such as the recovery model, as effective means of treatment for what he choose to 

term ‘emotional distress’ (as opposed to mental illness).

Organisation Four: Mind and Spirit 

10. Kevin -national co-ordinator / member of Mind and Spirit

Kevin again was a member o f a nationwide mental health organisation - MAS. Kevin 

had been briefly involved as a ‘service user’, but in terms o f contact with the services 

was more directly involved as a relative o f a person with a psychiatric diagnosis. He 

was not a user o f services at the time of interview and was not taking any medication. 

For Kevin, issues around mental health and illness were as much about spirituality as 

they were about chemical imbalances, but ultimately the bio-chemical model was 

endorsed.

O f the ten interviews that were included, all of the respondents were members or co

ordinators o f mental health organisations. Membership was defined as participants 

who regularly attended meetings organised by the respective organisation, on a 

weekly or monthly basis, depending upon the frequency of the organisations 

meetings. Co-ordinators were defined as respondents who were involved in an 

administrative or organisational capacity with the respective organisations. The 

organisational breakdown of the sample population is demonstrated in table two.
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Table Two; Breakdown of Members in terms of Participant Organisations, 

Numbers and Sex

Organisation No. of Participants
male

Gerider
female

SUU* 4 2 2
ICP 4 3 1
ISS I 1

MAS 1 1

* As already indicated two interviews with members o f  SUU were not included in the final analysis.

ACCESS

It is accepted that there is an imbalance in the current study in relation to the 

organisations involved (i.e. only one participant from the organisations ISS and 

MAS). This imbalance is attributable to issues o f access. This has already been 

touched upon, but it was a major problem in terms o f recruiting participants for the 

study.

Access to the different groups proved in some cases to be problematic and in others to 

be relatively straightforward. Both organisations ISS and MAS were reluctant to 

allow the researcher access to the organisations members. In the case of ISS, the 

participant, John, intimated that he would return to his organisation and request 

members to volunteer to participate, this did not happen and despite frequent attempts 

by the researcher to set up further interviews with members o f ISS, this v/as ultimately 

unsuccessful.

With regard to MAS, a similar pattern emerged. The research participant, Kevin, 

intimated that whilst the researcher was welcome to attend the organisations’ 

meetings as an observer, he was reluctant to offer any more involvement with 

organisation members. It is worthy of note that both John and Kevin, whilst they may 

have seen themselves as members also worked in an organisational capacity with their 

respective organisations. In this instance, in effect they were serving as gatekeepers 

and whilst they themselves were willing to talk about their involvement and their 

organisations, neither o f them were prepared to allow the researcher wider access to 

these organisations.
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Access proved unproblematic in the two other organisations. In relation to the ICP a 

member of the national committee was approached and access was gained to a senior 

level member o f the organisation. This was the interview with Aileen. Aileen was 

then able to suggest someone to approach at a local level with a view to including 

some ‘ordinary’ members in the study. A local group meeting was attended by the 

researcher and from this was three members o f the group, George, Harry and Ian, 

participated in the study.

Access in regard to Service Users United (SUU) raised different issues. The 

researcher was already working with members o f SUU in a professional research 

capacity on a small scale research project'^*. This project had been ongoing for a 

number of months before group members were asked if they would be interested in 

participating in the current study. Six people from the group agreed, and o f these six 

respondents, four were included in the analysis (see previous explanation for 

exclusion of two interviews). The SUU raised different issues in that the researcher 

was already somewhat known by the group members and had been working with them 

on a mental health research project.

The data that was collected, across cases, and indeed across the different organisations 

would appear to indicate that the experiences proffered by the participants from the 

SUU organisation were concurrent with experiences proffered by other participants 

from other organisations. That is to say there was nothing suitably homogenous 

(within SUU members’ responses) or idiosyncratic (across SUU members’ responses) 

to suggest that any interviewer affect was skewing the data in any major way. The 

experiences re-told by members of SUU were similar to those reported by members of 

all other organisations

SAMPLE

The sample used for this study was ten members o f mental health organisations based 

predominantly in Dublin (two of the people in the sample were based outside of 

Dublin). As such, the sample is designed to facilitate an in-depth qualitative study, 

and as such cannot be sent to represent a target population but nonetheless, a sample

This project was in no way related to the contents o f  the current study; it was a piece o f  ‘consultancy’ 
work.
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frame was used and in that sense it does represent mental health social movement 

organisations. This study is not intended as an effective summary measure o f people 

with a psychiatric diagnosis, rather it is intended as an investigation into aspects o f the 

social situation o f  those people interviewed for the study. It is up to the reader to 

decide whether the conclusions reached in the thesis are applicable only to those 

discussed in these pages or whether the findings can be extended out and beyond the 

boundaries o f  this piece o f work. The key consideration for inclusion in the sample 

was that the potential participants were involved with a mental health SMO. This was 

the case for all ten participants. Due to problems or issues around access to these 

different groups, the sampling frame that was employed was a convenience sampling 

frame; essentially anyone that was willing to participate was included. As already 

indicated there was one major mental health organisation in Dublin from which no 

participants were secured, but this was not due to any lack o f effort on the part o f  the 

researcher, the organisation were simply unwilling to participate.

It should also be noted that the convenience sample was not methodologically 

rigorous. It was not the case that all mental health organisations operating in the 

greater Dublin area were approached and asked if  their members would be interested 

in participating. The topic o f mental health and illness is still very heavily stigmatised 

and people are still very reluctant to talk openly about it (see analysis chapters). As 

such, many o f the participants included in this study were the result o f snowballing, 

whereby the researcher was put in touch with potential participants by willing 

organisations or individuals. This mean that the sample is skewed somewhat (a 70-30 

gender split as opposed to 55-45 as reported in Daly and Walsh 2001), but the 

analysis demonstrates this not to be a problem. The analysis highlights the breadth 

and depth o f different participants’ social situations, and indeed the simultaneous 

heterogeneity and homogeneity o f these self same social situations.

DATA COLLECTION

All o f  the research data was collected via semi-structured qualitative interviews. 

These interviews lasted, on average, an hour and a half. All o f the interviews were 

tape-recorded (with the participants consent) and then transcribed for analysis.
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STRUCTURE OF THE INTERVIEW

All o f the interviews, bar one, w'ere conducted using the same broad interview 

schedule. The one exception to this schedule was the interview with Aileen, who had 

never been a service user and as such did not fit into the same interview schedule. As 

such a separate (but related) schedule was used in the inter\aew with Aileen.

The interviews were split into two sections, the first dealt with the participants own 

involvement with mental health services and the second was concerned with their 

involvement with mental health SMOs. All interviewees were asked (with exception 

o f  A ileen’ )̂ to tell the story o f their involvement with psychiatric services or mental 

health services. The purpose o f this first section o f the interview was to get the people 

talking about psychiatry (and their relationship towards it) and general mental health 

issues in an effort to collect data that would display the w'ays that they elected to talk 

about mental health and mental health services. In effect they were asked to talk 

about their history o f  involvement with psychiatry, in an attempt to assess whether 

they utilised the different discourses to frame this talk. The subsequent analysis 

showed this to indeed be the case.

The assertion that a categorisation or typification o f patient, consumer and survivor 

was an appropriate one for people with psychiatric diagnoses was an a priori 

assumption within the data gathering process. As indicated earlier in this chapter, 

these a priori assumptions were tested and empirically validated through analysis o f 

the interviews with the four members o f the SUU organisation. The disparate nature 

o f  the SUU organisation assisted in this process o f validation as there was no central 

discursive thread that drove or underpinned the organisation and its members. The 

talk about psychiatry and mental health in general was designed to allow for an 

analytical assessment o f these categories in an attempt to discern if  the research 

participants utilised these conceptualisations in their talk, that is, o f the patient, the 

consumer and the survivor. The subsequent analysis has indeed highlighted this to be 

the case. It was not the interviewers’ intention to directly ask the participants about 

notions o f patienthood, consumerism or survivalism, rather it was intended that the

This was due to Aileen’s lack of involvement in a treatment capacity with mental health sen'ices; she 
had not been given a psychiatric diagnosis.
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intendew talk be analysed to see if  these discourses (or repertoires) were present in 

that talk. This raises an important issue in terms of the data collection and analysis.

With regard to the validity o f making this a priori assumption, the previous 

introductory chapter made the case for the validity o f  these terms as discourses. If 

they are not readily recognised as discourses by the people with the psychiatric 

diagnoses, they are at least, readily recognisable in terms o f  the academic literature. 

Whilst people with psychiatric diagnoses may or may not be aware o f the use and 

utility o f these discourses, the object of this research was to assess if  the self same 

discourses (if clearly defined and developed) could be evidenced in their talk, hi 

effect it is a question o f whether the discourses could be observed in an empirical 

manner (and in a naturalistic setting) where their presence was observed rather than 

discussed. It was concerned with a question o f whether it could be empirically 

demonstrated that these discourses did form a part o f the discursive canon o f  the 

research participants, only if  this demonstration could be unprompted by specific 

reference (on the part o f the researcher) to the three discourses. There is a reluctance 

to use the term ‘naturally occurring data’ in this instance as this tem i can be seen to be 

problematic’ ,̂ but it is the nearest it is possible to get to a description o f the rationale 

behind the method o f data collection. It was an attempt to see, i f  when talking about 

their involvement with services, the research participants would utilise aspects o f  the 

patient, consumer and survivor discourse, without being explicitly asked questions 

about these discourses. In effect this approach means that the three identified 

discourses, patient, consumer and survivor, can be revealed by means o f a rigorous 

discourse analysis, anybody could identify these distinct discourses and the part that 

they play in the general construction o f the text. They are not interpreted out o f  the 

text by the researcher, rather they are observed in the text. This process o f 

observation is open to anyone who wishes to look for it.

As the interviews progressed and the stories unfolded I asked questions which 

presented the possibility for the research participants to draw fi'om (or resist) the 

different discourses. For example, if participants started to talk about the role of 

medication, they might be asked them what they thought about the psychiatric

Problematic specifically in relation to the unavoidable artificiality o f  an interview  setting.
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hypothesis of mental illness as a chemical imbalance in the brain. The manner in 

which they chose to answer this question (and the discourses and repertoires they 

used) could then be considered for analysis as a possible site of patient, consumer or 

survivor discourses. Each participant’s story was different, so this meant that each 

interview contained different questions or unfolded in a different way. The structured 

aspect of the interview in regard to this first section was the underpinning concern (on 

part of the researcher) with regard to these three discourses. It was a concern to 

gather evidence of the presence of these three discourses (through indirect 

questioning) that informed the first section of the interview schedule. As such 

questions were relatively unstructured but with a thematic structure underpinning 

them. The intention was to move the discussion into areas where the typologies 

would apply and to ascertain whether they werĝ  actually or figuratively (allegorically) 

used and or/resisted by the participants.

The second part of the schedule was concerned with the person’s membership of the 

different mental health social movement organisations. Participants were asked about 

their membership, addressing topics such as what they felt they got out of their 

membership, what their assessment was on the orientation of the organisation etc. 

The typology was still a concern (of the researcher) in this section. It was designed to 

ascertain if  the discourse of the organisation was concurrent with the research 

participants own (dominant) discourse, and also to consider what the effect of 

differences between ‘own’ discourse and social movement organisation discourse 

might be. Analysis of this section of the interview transcripts allowed for a 

consideration of the impact upon levels of agency across individual and SMO 

orientations with regard to mental health and illness. For example, the interview with 

Aileen provided a discursive framework of the organisation she was involved with. It 

was then possible to compare individual research participants to this discursive frame, 

to see where the points of concurrence and departure were. The interview schedule 

for Aileen differed in that she was not, nor indeed never had been a user o f mental 

health services. Aileen was aware of distinctions betv\^een patients, consumers and 

survivors, (at one point in the interview she described her own organisation as a 

consumer organisation). It is suggested that this was primarily due to Aileen’s 

position as a representative of the ICP, which would have involved her working in 

health board settings and other health related professional settings, where phrases
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such as patient, consumer and survivor may have had more common currency than in 

some of the SMOs. As such, the typology was more openly discussed in the 

interview with Aileen in an attempt to ascertain the general orientation of her 

organisation. As she had demonstrated awareness of the categories, the interview set 

out to ascertain of she was aware of the associated discourses.

ANALYSIS

In terms of the analysis of the transcribed interview material, the primary influences 

were Gilbert and Mulkay (1984). A primary concern in the analysis (and it echoed in 

Gilbert and Mulkay’s worlJ) was not to interpret what the participants had said. All 

too often discursive analysis takes the form that person A said Y, but after analysis it 

is asserted that they actually meant X. The discursive focus was on how the research 

participants constructed what they said (see Mulkay, Potter and Yearley, 1982). 

These findings were then analytically applied towards investigating how the
17discourses were represented and utilised in relation to different SMOs. This 

consideration of the SMOs also broadened out the empirical focus of the research to 

consider issues of stigma, as this was identified as a defining component of the 

characterisation of an organisation as part of a broader mental health social 

movement. Following the work of Gilbert and Mulkay (1984) the discourses were 

considered as repertoires (see chapter four) in an attempt to move away from a 

potentially inflexible conceptualisation of the different ways of talking. This 

reinterpretation allowed for a consideration of the ways in which interviewees cross

pollinated or interpolated the different discourses across each other (see chapter 

three). This in tum allowed issues of agency to be considered across the different 

discourses (chapter five). Figiu-e three details schematically the progress of the 

analytical development over the course of the study.

And repertoires (see chapter four)
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Chapter 1

Chapter 4*

Chapter 7

Chapter 5

Chapter 6*

Chapter 3

Stage 5
Discourses and stigma/SMOs

Stage 6
Discourses and agency

Stage 2
Validation o f discourses

Stage 1
Identification o f discourses

Stage 4
Discourses versus repertoires

Stage 3
Application o f discourses to SMOs

Figure 3: Development of Analytical Frame
* The analysis is presented in the specific chapter order in hght o f  presenting the logical process o f  the development o f  the 
discourses across the theoretical frame, as opp>osed to the development o f  the analytical frame.

Issues of agency arose out o f a realisation that the different discourses could be seen 

to constrain ways o f acting. For example, use o f the consumer discourse may not 

advocate for non-compliance with a treatment regime. Similarly, a survivor discourse 

may not advocate for compliance with this self same treatment regime. The discourse 

that the person with the psychiatric diagnosis elects to use (in any given context) 

impacts directly upon the ways in which they are able to talk about what they did, and 

did not, do. With a focus on stigma and agency, the focus was on how interviewees 

talked about what they did. It was not an interest in whether Interviewee A was 

performing for the interviewer. Rather the focus was on how they talked about what 

happened, what levels o f agency they afforded themselves and others in talking about 

what happened.

In effect, within the agency framework of this study, the analytical concern is 

secondary to the content o f the interview. The focus was on the research participant’s 

talk, not primarily in terms o f content but in levels of agency and stigma within that 

content. This may suggest a degree of interpretation, but this be would resisted by the
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author. Whilst some interpretation of the text is unavoidable, the goal v/as not to 

arrive at a ‘true’ version o f events or a correct picture o f  what actually happened. It 

was not a search for contradiction or confusion that m ight suggest person A said X 

when they actually meant Z. The concern was not w ith what happened, but rather 

with how they said it happened; therefore the content becomes secondary to the 

framing o f that self same content. It is accepted that this strategy involves a degree o f 

interpretation or imposition o f a content framework composed o f patient, consumer 

and survivor discourses and repertoires. However, these issues o f  agency arose as an 

issue upon inspection o f the interview transcripts, becoming an empirically-provoked 

elaboration o f  the patient/consumer/survivor schema; as such they are still rooted in 

the data.

This framework will be applied across cases. The robustness o f the analysis 

contained herein would suggest that this framework is a valid one that yielded 

consistent results across the different cases.

CONCLUSION

In temis o f the analysis the data was approached in four different ways. Initially the 

three identified discourses were identified in the text (see chapter 3) on what was 

fundamentally a macro level. This stage o f the analysis involved defining and 

applying these definitions to the interview data. Three o f the ten interviews are 

included in this chapter, which is intended as an introduction to the discourse analysis 

framework o f the study. The three interviewees were selected as they demonstrated 

relatively clearly the different discourses in their talk, i.e. their respective interviews 

demonstrated singularly the different discourses, (in conjunction with the previously 

outlined Foucauldian frame), in much the same way that Gilbert and Mulkay outlined 

their ‘empiricist’ and ‘contingent’ discourses (Gilbert and Mulkay, 1984, p. 40). The 

next stage o f the analysis (chapter 4) entailed a further application o f the work o f 

Gilbert and Mulkay (1984) to the data, following their methodological development 

(or re-interpretation) o f the discourses into repertoires. This chapter o f the analysis 

shifted the emphasis from macro level analysis to a micro level analysis o f  the text. 

The application and utility o f Gilbert and M ulkay’s (1984) approach suggests that it is 

more effective to consider the three-way typology by way o f discursive repertoires 

and contexts as opposed to straightforward discourses. The utility o f repertoires is
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that they allow for consideration o f multifarious positions and counter positions (even 

contradictory positions) to be taken in the text. It means that the research participants 

need not be seen as being locked into one specific discursive type but rather they can 

be regarded as dipping into and out o f different repertoires. Having successfully 

established the utility o f this approach, the analysis moves on to consider an 

application o f  these notions o f discursive repertoires and contexts towards notions of 

agency (chapter 5).

In effect this offered another shift in analytical level from a micro analysis to a meso 

level analysis, looking at levels o f  agency across talk about actions (that is to say 

discursively stated actions as opposed to observational analysis). It is postulated that 

the level o f agency a person feels they have in a social situation will impact upon the 

repertoire they draw from. The basic premise here is that due to the stigmatisation of 

mental ‘illness’ different repertoires are used which offer different levels of 

responsibility or accountability, i.e. agency. Due to an ascribed status o f irrationality, 

people with psychiatric diagnoses are often times regarded as unable to act in their 

own best interest. This section o f the analysis explores how issues o f agency can be 

seen to overlap with issues o f rationality in terms the degree o f responsibility it is 

necessary to take for ones actions, the impact of accepting different levels o f agency 

and how these different levels relate to the three-way typology o f patient, consumer 

and survivor. The fourth analysis chapter (chapter 6) was concerned with expanding 

the more meso-frame o f analysis in the previous chapter to a macro context, looking 

at social movement organisations in a context that considers their broader social role 

in terms o f notions o f  stigma and the impact of their activities and orientations upon 

the people with psychiatric diagnoses who are members o f the organisations. The 

final analysis chapter (chapter 7) offers a review o f the preceding analysis and a 

summary o f the main findings. These findings are considered in terms o f their 

relation to Social Movement Organisations, stigma, agency and the discourses and 

repertoires o f patient, consumer and survivor.
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Chapter Xhree: C ase Study Analysis
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C h a p t e r  T h r e e

CASE STUDY ANALYSIS

INTRODUCTION

This chapter will serve as an introduction to some of the key analytical tools that will 

be employed in this study. It will address in more detail the three-way discursive 

typology of people with psychiatric diagnoses that was discussed in chapters one and 

two. To recap, the three types or categorisations of people with psychiatric diagnoses 

identified in both the literature and the analysis are;

• Psychiatric Patient

• Consumer of Mental Health Services

• Survivor of Psychiatric Treatment

These are the three main ways used in the sociological and mental health literatures to 

describe people with a psychiatric diagnosis. What the current chapter sets out to do 

is elucidate upon these descriptions and to analytically furnish them with an 

accompanying discourse. That is to say, through the analysis o f three case studies, 

this chapter will empirically identify a patient discourse, a consumer discourse and a 

survivor discourse. An a priori assumption of this analysis is that to talk of 

psychiatric pafients, consumers o f services or psychiatric survivors is an established 

and accepted practice, (this practice is again reflected in the amount o f literature 

available on the topic, see chapter 1), this is the starting point o f the analysis. That is 

to say they are established types that have been empirically validated elsewhere. This 

chapter will demonstrate the utility of these three different discourses as a means of 

understanding the social situations of people with psychiatric diagnoses. The focus is 

on what discourses are available to which people, and (in later chapters) what impact 

involvement with different mental health SMOs might have upon this availability and 

use.

62



This chapter proposes to build on these types, exploring the different discursive 

possibilities that utilisation of patient, consumer, or survivor discourses can offer the 

interviewees. Their construction as a discursive typology (as opposed to a typology 

of roles) serves one primary function. The talk offered up by the interviewees did not 

remain wholly within the boundaries of one of the three distinct types. That is to say, 

respondents’ drew on one, two or all three discourses in their talk over the course of 

the interview. Indeed the different discourses were sometimes contrasted against each 

other; the point being there was an awareness o f different possibilities inherent in the 

discourses. Whereas a role can be seen as something that the person is doing, 

conceptualisation as a discourse means that talk about action can be seen as something 

that the person is either endorsing or denying, there is less rigidity involved in this 

conceptualisation'. Conversely, it should be noted, this does not mean to say that 

there is a lack o f coherence to how they discursively construct their talk. On the 

contrary, the fluidity o f the discourses serves to highlight how they structure their talk 

and to reveal how they see themselves, in relation to psychiatry, depending upon the 

discourse they use in relation to the different situations they discuss. The notion of 

discourses makes this activity unproblematic, in that the person with a psychiatric 

diagnosis does not become fixed, or typed, into one particular role or another, from 

which there is little room for deviation. Were the interviewees to be assigned to a 

fixed category, through their talk, this interpolation o f discourses would be 

problematic in that it would introduce inconsistency into the role assignment. For 

example, to identify someone as being in the patient role (and utilising the patient 

discourse) would analytically preclude him or her from drawing from a n other 

discourse. To clarify, the use o f a patient discourse does not automatically define that 

person as a categorical patient. That is to say the discourse does not wholly define the 

person, nor indeed does the discourse wholly define the persons’ talk. Rather the 

discourses should be read as being indicative or reflective o f positions it is possible to 

take with regard to talk about mental health, mental illness and psychiatry.

The method o f discourse analysis employed in this study is taken from Gilbert and 

Mulkay’s (1984) study of scientists’ discourses. The analysis employed here is an

' This assertion is similar to the point made by Gilbert and Mulkay (1984) in relation to the role of 
humour within scientists talk, whereby the contingent and empiricist discourse are played off against 
each other (in a humourous way) in order to delineate the borders o f the different discourses (see 
Gilbert and Mulkay, 1984, chapter 8).
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application o f  their approach (with modifications). In the introduction to their study 

they offer a strategy or ethos for discourse analysis which is based on a critique o f 

traditional sociological approaches. This critique details how ‘traditional’ methods o f  

qualitative analysis are more often than not predicated upon a ‘univocal’ (p. 2) 

interpretation o f  the respondents discourse. This one voice is usually the voice o f the 

sociological researcher. The date o f  the original study by Gilbert and Mulkay (1984) 

may serve to characterise it as a historical rather than contemporary piece o f  discourse 

analysis. However, its utility in the present study is not be under-estimated, (this 

utility will become apparent as the discussion proceeds) and its general theoretical and 

empirical approach is one that is still as relevant and applicable today as it was in 

1984. Perhaps the univocal approach o f  discourse analysis has been sufficiently 

addressed / problematised through the discussion o f  reflexive research practices^, so 

this uiiivocal concern may be a historical legacy o f  the time at which the study first 

appeared. Conversely, M ishler (1984), incidentally writing in the same year, applied 

Habermasian notions o f the life-world and system-world to identify differences 

between the patient ‘voice’ and the medical ‘voice’ (i.e. a bi-vocal approach), and to 

demonstrate how the medical voice (system world) dominated the life world (patient) 

voice. Ultimately then, after Mishler, the situation arises where medical hegemony 

can still be seen to prevail in uni-vocal or bi-vocal research.

A focus on more than one voice (in Gilbert and M ulkay’s case a bi-vocal focus) 

allows for the presence and consideration o f  different discourses conterminously, 

where one is not necessarily seen to dominate the other. W hilst Gilbert and M ulkay 

utilise a bi-vocal analysis, the current study draws from a tri-vocal analysis (i.e. three 

voices or discourses). For Gilbert and Mulkay (1984), the two discourses they 

identify, empiricist and contingent are read as antithetical to each other, to the extent 

that cne confounds the other. Given this antithetical nature, issues raised by the 

imposition o f a third discourse into their model must be addressed. At a very base, 

general level, the patient and survivor discourses can be read as antithetical to each 

other^. The consumer discourse can be read as a compatibilistic amalgamation o f 

parts of these two discourses that exists somewhere in the middle o f this antithetical 

dim ersion, sometimes closer to the patient discourse, and at other times closer to the

 ̂Then again, perhaps it hasn’t . ..
 ̂ It should be noted that their antithetical nature does not mean that they are mutually exclusive.

64



survivor discourse, dependent upon the topic which it is framing. So the discourses 

can be read here as variable.

Gilbert and Mulkay (1984) attest that much o f the imperative for the traditional 

univocal approach is driven by a ‘traditional’ belief that it is not possible to conduct a 

reasoned and reliable analysis o f the talk in and o f itself, the talk must be interpreted 

into ''...the story o f a particular setting or to formulate the way in which social life 

operates...,” (p. 2). They go on to state “[P]roponents o f traditional

methodologies...might accept that participants retrospective accounts o f action and 

belief, as obtained from interviews...are highly variable, context-dependent and 

therefore unreliable”, (p. 8). In effect what Gilbert and Mulkay identify is a principle 

o f variable discourse, whereby the discourses used are conceived o f as “a diverse 

potentiality o f  acts which can be realised in different ways through participants’ 

production o f  different interpretations in different social contexts,” (Gilbert and 

Mulkay, 1984, p. 9). Within the current study this principle of variable discourse is 

embraced. This variability is regarded as a positive feature o f the talk and as a useful 

analytical tool, and not as an inconsistent negative feature of the talk which must be 

inteipreted out (or ignored as idiosyncratic) by the analyst. It is the variation in 

discourse which provides the rationale for the analysis.

Moving on, Gilbert and Mulkay (1984) touch upon an aspect of respondents talk by 

identifying the temporality of interpretation (on the part o f the respondent). “Actors 

continually reinterpret given actions as their biography unfolds and as changing 

circumstances lead them to fit these actions into new social configurations,” (p. 9). 

They go on to add that:

“participants’ observable accomplishments of action at a specific point in 

time cannot be neatly distinguished from, or separated from, the kind o f 

retrospective story-telling which is generated in interviews and other 

indirect methods of data collection. The technique of direct observation 

cannot avoid becoming entangled in members’ variable and context 

dependent reconstructions o f their social world, because this kind of 

reconstruction is a pervasive feature o f the creation of social meaning,” 

(Gilbert and Mulkay, 1984, p. 9).
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In effect, Gilbert and M ulkay argue that action cannot be separated out from the story 

in w hich that talk is located. The story telling and the talk about action combine to 

create a social configuration. If  the social configuration changes (through a change in 

actions or the story) then all three elements in the sum must also be seen to change 

(that is the story, the talk about actions and the social configuration in which they are 

located). The social configuration can be seen to be composed by the constituent 

parties directly invoked in that specific section o f  talk. For example, a person with a 

psychiatric diagnosis may be talking about that fime when they first came into contact 

with the psychiatric services. The way in which they re-tell this situation, in terms of 

what they did (and did not do) may indicate that initial reaction was couched in the 

patient discourse. In effect, their social configuration at that time may have been to 

act passively and to do what the doctor told them. If  they relate this story to the 

interviewer, then they must utilise that particular social configuration to relay and 

contextualise this aspect o f  their story. Felicity (see analysis chapter 4) offers an 

excellent example o f  different social configurations in terms o f  psychiatrists, 

employers and family. If  they subsequently moved onto utilise the consumer 

discourse, and they now see themselves as a more active person who has a psychiatric 

diagnosis, then the social configuration (and the way in which the story is told and 

actions are described) has to change to reflect this new configuration). These notions 

o f  configurations, stories and action delineate an inter-dependent process whereby the 

total is more than the sum o f the parts.

The analysis contained here is not interested in issues o f facticity, in w hether what the 

interviewee says is an accurate reflection o f  what actually happened; rather the 

emphasis is placed on how the interviewee says what happened and what discourses 

they draw from to construct their version o f events. A lengthier quote fi'om Gilbert 

and M ulkay (1984) details this position, when they state that an analysis o f  discourse 

following their proposed methodology:

“ ...frees the analyst from direct dependence on participants 

interpretative work. The task o f the analyst is no longer to reconstruct 

what actually happened from scientists’ attempts to portray their own 

and their colleagues’ actions and beliefs, but to observ'e and reflcct upon 

the patterned character o f  participants’ portrayals.” (p. 15).

66



So the analysis does not attempt to extrapolate truth out from the respondents talk to a 

‘true’ version o f events, rather it considers the respondents talk and looks at the ways 

in which the respondent talks about what happened. What discourses does the 

respondent draw from when talking about different actions or events in the interview 

setting, what is the pattern o f this variability across the interview? As such an 

element of interpretation is still involved, but it does not require the analyst to assert 

one true version o f events over and above the version of events portrayed by the 

respondents, the start and end point o f the analysis is their own patterned portrayal of 

events (i.e. which discourse(s) they use and which discourse(s) they do not use).

The analysis is not intended as an empirical validation o f the approach put forward by 

Gilbert and Mulkay (1984). Rather the analytical frame borrows the ethos and one or 

two key characteristics from their strategy for discourse analysis. The first o f these is 

what I have chosen to term the principle of variable discourse (as previously 

discussed). The second key influence is the notion of the observation o f and 

reflection on patterned characteristics o f participants’ portrayals, as opposed to 

constructing definitive versions o f ‘what actually happened’.

There is one final point on the analytical fi'ame. Gilbert and Mulkay (1984) locate 

their study as a middle ground between ‘macro’ Foucauldian discursive analyses and 

‘micro’ sociolinguistic or conversation analyses. They characterise Foucauldian 

analyses as studies which demonstrate the “politically significant features of the 

structure of contemporary society’ (Gilbert and Mulkay, 1984, p. 16). Sociolinguistic 

analyses are characterised as attempts to “provide a systematic description o f the 

discourse employed.. .in specific situations... [and with every attempt made to].. .cope 

with subtle variations in language use” {pp cit. p. 16). Whilst acknowledging a debt 

and the influence their own stance owes to both o f these approaches, they see neither 

as the basis for their own approach, (the influence of, and debt to sociolinguistics is 

evidenced by their application o f the work of Halliday, (1978) to frame their argument 

of the context-dependence of discourse). The acknowledgement (but rejection) of 

both micro and macro fi-ames is perhaps one o f the main points o f departure that my 

own analytical frame will take from that identified by Gilbert and Mulkay. Whilst the 

analytical frame utilised in this study similarly owes a debt and is influenced by both 

approaches, as already outlined in chapter one, there is a degree o f switching between
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structuralist and post-structuralist (see Ritzer, 2000) macro level analyses, m icro level 

analyses and meso level analyses. So whilst Gilbert and Mulkay (1984) ultimately 

reject the two extremes in favour o f  the middle range, the current study utilises and 

draws from all three frames in an attempt to arrive a fuller or broader picture o f  the 

different discourses.

H aving established the discursive frame o f  the analysis, the discussion will now move 

on to detail the three discourses identified in chapter one, the psychiatric patient, the 

consum er o f mental health services and the survivor o f psychiatric treatment.

THE THREE DISCOURSES

It is intended to treat and develop the three discourses independently o f each other in 

the following section. However, just as there is interpolation in their use by 

respondents, there is also a degree o f  interdependence in their description, whereby 

one can be seen to be defined (to a degree) by or through another. As a means o f 

effectively communicating this interdependence the three discourses will be identified 

initially in terms o f how they relate to each other before then going on to detail the 

three discourses individually. Each o f  the three discourses will be introduced by way 

o f  a descriptive statement which functions to locate them in relation to the other two 

discourses.

Descriptive statements on the three discourses

i. Psychiatric Patient “I am a schizophrenic”

ii. Consumer o f Mental Health Services “I am a person with schizophrenia”

iii. Survivor o f Psychiatric Treatment “I am a person who hears voices”

The basic premise underpinning this triumvirate o f description is a notion o f  

progression away from a common starting point o f a hegemonic medical discourse, 

that is to say, the historical construction o f the medical patient can be read as the point 

from which all other discourses around people using health services can be seen to 

originate. In the patient discourse, the dominance o f the medical model is asserted
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through the use o f the medical discourse. The patient when describing him or her self 

does so by way o f the medical discourse, their self is subsumed under a psychiatric 

diagnosis. The consumer, moves on a degree from this position, they still buy into a 

medical model, but do not subsume themselves under its hegemonic discourse, in 

essence they allow or create space to separate themselves from their diagnosis. The 

survivor is removed to a degree again in this idealised scenario, being seen to reject 

the medical discourse and posit a counter discourse that is non-medical and non- 

clinical, which creates or allows them the discursive space to explore alternative 

conceptions o f mental health and wellness. The basis for these distinctions will now 

be established through the process o f the analysis. It should be noted that this chapter 

is intended as an introduction to the three discourses. Whilst it is intended to build an 

argument towards the utility o f this approach with regard to mental health issues, the 

discourses will be further developed and utilised in subsequent chapters.

Discourse i: Psychiatric Patient Discourse

The outline o f the patient discourse was previously developed in chapter one. In this 

section of the study, attention will be paid to the more Foucauldian elements o f the 

delineated discourse. For the remainder o f the thesis Parsons (1951) influence should 

be taken as read (in the context in which it was discussed in chapter one).

In terms of how the three discourses relate to each other, the patient discourse should 

be considered as the discursive form of actualisation of the psychiatric object (to 

borrow from a Foucauldian perspective). The Foucauldian perspective utilised here in 

the construction of the patient discourse is drawn from a secondary source, that 

provided by Armstrong (1983) as opposed to the writings o f Foucault himself 

Armstrong’s more contemporary work'’ (1983, 1995) has drawn heavily from a 

Foucauldian frame, but it is possible to argue that Armstrong is a noted scholar in his 

own right (especially in relation to the sociology o f medicine and health). This 

utilisation of Armstrong is perhaps best understood as an organic progression through 

the work of Foucault (and Foucauldian scholars) to arrive at a suitable frame for the 

current study. Certainly, on a utilitarian level, Armstrong’s (1983) work^ can be

More contemporary that is, than in relation to Foucault.
 ̂Which is the main source drawn from here, in relation to the patient discourse.
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placed more readily in a contemporaneous setting than the socio-historical analysis 

provided by Foucault.

There are two primary influences o f  Armstrong’s approach on this study. Firstly, the 

importance of the ‘clinical gaze’ is accepted as a key constitutive characteristic in the 

construction o f the patient discourse. Secondly, the import o f the clinical gaze is 

emphasised in the construction o f the patient as a passive object, which is the main 

imperative behind the utilisation o f this Foucauldian frame. The passivity that is an 

inherent component of this clinical gaze underpins much of the patient discourse.

In terms of the clinical gaze, Armstrong (1983) supports Foucault (1973) when he 

argues that the various techniques adopted by medicine with regard to analysing the 

body should be read as part o f a disciplinary apparatus. Armstrong states “the 

disciplinary apparatus was a creative technology which served to fabricate discrete 

individuals. The late eighteenth century...was also marked by the first appearance of 

the word and notion o f individualism,” (p. 3-4). This is a key feature of the patient 

discourse, the individualisation process that is an inherent feature of medical 

discourse. The clinical gaze created individuals and individualism in a medical 

context. It functioned to differentiate and mark out those that deviate trom a clinical 

norm, these people are then identified and individualised as patients.

Armstrong (1983) discusses this process at length and he details a process whereby 

patients moved trom being conceived o f as objective bodies to a conceptualisation of 

patients as ‘subjective bodies’. This notion of ‘subjective bodies’ is included at this 

juncture to indicate that this study accepts that medicine has moved on and does not 

necessarily continue to regard all patients as objective bodies. Armstrong details the 

historical development of ‘subjective bodies’ and attributes much of this development 

to changes within the medical profession in the UK fi'om the 1930’s onwards. This 

development is accepted and is not problematic. Indeed notions o f subjective bodies 

are utilised in the discussion and construction of the consumer discourse. However, to 

return to the patient discourse, just as conceptualisations of patients as subjective 

bodies came to hold sway, and were integrated into a medical discourse, so too 

historically, the more ‘traditional medical discourse’ (Armstrong, 1983, p. 104) that 

held patients to be docile passive bodies, remained. The argument here is that both
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conceptualisations are a part o f the medical discourse, and whilst one may have 

passed the other by, it does not mean that the progenitor has disappeared altogether.

The notion of a patient discourse utilised in the current study is rooted in the precursor 

to this subjective body, that is, the discourse of the objective body, or more 

specifically, the patient as a passive object, (the traditional medical discourse). This 

conceptualisation of the patient as a passive object is itself rooted in the historically 

specific development o f the clinical gaze. To quote Armstrong (1983) again “the 

clinical examination...subjected the whole body...to a medical gaze, [whereby]...the 

body (and hence the patient) was constituted as a discrete, though passive, object,” (p. 

103). Armstrong’s writing on ‘subjective bodies’ forms a chapter which reviews the 

development o f an approach to medicine that called for a consideration o f the ‘whole- 

patient’ as opposed to individuals being regarded as “simple repositories o f organic 

pathology,” (p. 104). However, it is a conceptualisation of patients as just these 

repositories of pathology that underpins the patient discourse. It is accepted that this 

conceptualisation of the patient is drawn fi-om a late eighteenth century 

conceptualisation of the patient, but this does not detract fi’om its validity as an 

empirical category. As Armstrong’s (1983) analysis highlights, the introduction of 

the ‘subjective patient’ was a feature o f mid-twentieth century medicine. Thus there 

is still some currency in its utility as an analytical construct (it is only outmoded by 

fifty as opposed to one hundred and fifty years). Addifionally psychiatry may be 

more idiosyncratic than other branches of medicine.

Armstrong (1983) details how the advent o f the subjective patient was intrinsically 

fied into the advent o f the defaulting pafient. “The patient was thereby transformed 

fi’om someone who failed to follow advice to someone who chose whether or not to 

follow that advice,” (p. 104). For Armstrong the introduction o f an element o f choice 

was an important determinant o f the move fi'om objective to subjective patient hood. 

However, if  psychiatry is considered, then principles o f compulsion still remain, there 

is still a relative lack of choice, in that should the person with the diagnosis decide 

they do not want to be medicated, the medical professional can have them forcibly 

medicated, as such the conceptualisation of psychiatric ‘patient’ as a passive object 

may be more pertinent than for other sub-branches o f medicine; ulfimately 

compliance with a treatment regime will be secured.
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To clarify the argument here, firstly, the clinical gaze functions to individualise the 

patient. From this point o f individualisation, it is possible, within a historically 

located yet contemporaneous medical discourse, to describe the patient as a repository 

of organic pathology. Manifestations o f the clinical gaze, subsequent 

individualisation and pathologisation can all be extrapolated out from the descriptive 

term ‘I am a schizophrenic’. The clinical gaze is turned on the person, the person is 

separated fi-om the collective and the way in which the person is described (or 

describes themselves) is related to their pathological characteristics as opposed to any 

other characteristics.

Having established the discursive frame earlier in this chapter and identified and 

justified the construction of the patient discourse (with regard to Armstrong and 

Foucault) it is now pertinent to consider some empirical examples of this patient 

discourse, as drawn from one of the interviews conducted for this study. In this 

instance the interview will be presented as a case study, as a means o f demonstrating 

the pertinence and persistence o f this patient discourse throughout an interview text. 

It should be noted that neither Foucault (1967) nor Armstrong (1983) tested these 

assertions by way o f analyses o f interview material. Whilst textual material was 

considered by both authors, they did not empirically validate their propositions by 

way o f a consideration o f interview talk. As such the current study can claim an 

element of originality in terms o f the empirical analysis.

Empirical Evidence of Patient Discourse

Case Study One: Harry and the Patient Discourse

Harry was thirty-one years old at the time he was interviewed for this study. He had 

had his first breakdown two years previously (at age twenty nine), followed by a 

second breakdown approximately six months after the first. He had been admitted to 

a psychiatric unit twice, once at the time o f his initial breakdown and at one other time 

(at time of second breakdown). Both admissions were on a voluntary basis and both 

admissions were for a relatively short period of time (approximately one week each 

time).
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The interview begins with the interviewer asking Harry for the story o f his 

involvement with psychiatry e.g. how long he has been using psychiatric services. He 

begins by intimating that he had a breakdown in 1999. He then embellishes this by 

adding that he actually had two breakdowns in that year, and that the second 

breakdown was far more severe than the first. During the process of these 

breakdowns Harry sought out a psychologist and a psychoanalyst. In the first extract 

detailed below Harry discusses one of the failings o f psychology and psychoanalysis. 

What is interesting (in terms of the patient discourse) is that Harry elects to utilise 

psychiatric terminology to describe his situation through terms such as breakdown and 

paranoia. Through this process he endorses the medical model, whereby pathology is 

paramount. In effect it is a lay endorsement o f psychiatry, which is an inherent 

characteristic o f the patient discourse.

Extract 1

Harry: by the second breakdown it was obvious that my paranoia was as bad 80
as ever 81

82
ES; right 83

84
Harry: and and and that it wasn’t working to get rid o f my paranoia I mean 85

it had achieved the other things it had got me out o f the organisation 86
it had introduced me to my subconscious but it hadn’t got me out of 87
ehh hadn’t reduced the paranoia 88

89
ES: okay 90

91
Harry: so it was obvious that obvious that something something was wrong 92

but I still didn’t know know anything about psychiatry 93
94

ES: okay 95
96

Harry: I didn’t understand the problem ehhm so I basically I ended up in 97
hospital one night having drank so much water litres gallons and 98
gallons of water believing that I had been poisoned 99

In line 85, where Harry talks about ‘it’ not working he is referring to psychoanalysis. 

1 would postulate here that psychoanalysis is referenced by Harry in a context which 

regards it as different from psychiatry, it is almost as if  Harry is operating on a 

dimensional scale, whereby he would rather try a psychoanalytic solution before
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addressing the ‘more extreme’ psychiatric solution. It was only when his pathology 

‘took over’ that he ended up in a psychiatric ‘solution’.

There are two keys points o f interest in lines 85-88 with regard to the analysis of the 

patient discourse. These are presented as a sub-extract (extract la  below. This sub

extract methodology is repeated throughout the thesis).

Extract la

Harry: and and and that it wasn’t working to get rid of my paranoia I mean 85
it had achieved the other things it had got me out o f the organisation 86 
it had introduced me to my subconscious but it hadn’t got me out of 87 

________ehh hadn’t reduced the paranoia_____________________________________ ^

Firstly, whilst Harry intimates that the psychoanalysis was accomplishing a lot for 

him, he felt it was not adequately addressing his levels of paranoia. Whilst paranoia 

m ay have entered common parlance to some extent, the context in which Harry is 

using it is as a pathological description. He is not describing a persistent thought that 

people were talking about him behind his back, his paranoia was manifested as a 

belief that the special branch were after him because of his involvement in a political 

organisation. In using this terminology Harry can be seen to be drawing from a 

medical discourse to describe his actions. Granted, given the severity of his beliefs at 

this time, it was not an altogether unexpected turn of events. The point to be made 

here is that regardless o f the severity of the events leading up to the description, the 

‘patterned character o f the participants’ portrayal’ is one founded in a medical 

discourse.

Secondly, when talking about the effect of the psychoanalysis, intentionality is 

imputed by Harry, onto the psychoanalytical process. In line 86 Harry talks about 

how psychoanalysis “ ...had achieved the other things, it had got me out o f the 

organisation...,”. Harry does not talk about how attending a psychoanalyst helped 

him get out of the political organisation; he talks about how “psychoanalysis had got 

m e out of the organisation...,”. This assertion could be countered by stating that all 

that is observed here is a way o f talking; in much the same manner that person A 

might describe how winning money got him out o f debt. However, it was not 

winning the money that got person A out of debt; it was how he chose to spend the
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money that got him out o f debt. He could have spent all o f the money and not paid 

off any debts, thus winning the money would have ‘done’ nothing. The point being 

made is that agency or intentionality is ascribed, in both these examples, to an 

external object and agency is denied by the actual acting agent. Whilst in the case of 

the money this passivity might be attributed to an aspect of everyday talk, in Harry’s 

case this becomes problematic, because what might be an everyday aspect o f talk 

functions to make him a passive object, upon which psychotherapy’s will is ascribed. 

It is perhaps the clinical gaze which functions to make Harry passive in this example, 

or more specifically, Harry’s self referential use of the clinical gaze, upon himself, 

which functions to make him a passive object.^. The point being made here is that 

even if this is simply an everyday way o f talking, when this ‘type’ o f talk is used, in 

this context, it functions to accentuate the passivity of the speaker. By taking the 

position he does, and by describing his situation in primarily medical terms, Harry 

serves to accentuate the organic pathological nature o f his ‘condition’ whilst at the 

same time limiting the impact of this condition upon himself, as a person.

A further contention at this juncture might be that for Harry to be talking about 

utilising psychotherapy and psychology is not exactly indicative o f a passive object 

position, rather it is perhaps more indicative o f an active agent. This is where the 

utility of the fi-amework proposed by Gilbert and Mulkay (1984) comes into play. 

The analytical lens being used to consider Harry’s talk, at this juncture, is one that is 

focussed on the patient discourse. This does not mean that all of Harry’s discourse 

must be seen as being a part of this patient discourse. Gilbert and Mulkay’s approach 

allows the analyst to look for episodic features of the talk, whereby patterns of 

different discourses can be identified in the text. In this instance the discourse to be 

identified is the pafient discourse. As such it is possible to consider how Harry talks 

about psychiatry, psychology or psychoanalysis in terms of the ‘patterned character of 

his portrayal’. That is to say the content o f the phrase (i.e. its contradictory nature of 

the subjective patient o f psychoanalysis versus what I, as analyst^, identify as the 

objectified passive patient of psychiatry) does not preclude it being analysed in terms

* This is not to say that psychotherapy is a part o f  what I have previously identified as the traditional 
medical discourse. Indeed Armstrong would argue that psychotherapy was an important influence on 
the development of subjective bodies or the ‘whole-patient’.
 ̂ The reluctance to indulge in ‘interpretationism’ cannot be sustained across all data in all cases. 

Indeed I would challenge any sociologist to desist 100% from any interpretationism.
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o f how its portrayal m ight be read as evidence o f the patient discourse. This does not 

mean that the same passage o f text could be subsequently read in terms o f the 

consumer or survivor discourse. In talking about psychoanalysis, Harry talks about it 

doing the work for him , he does place him self in his talk about utilising it to positive 

effect in his life, thus he presents himself, (in relation to psychoanalysis), in a passive 

way. This passive portrayal is echoed in the second extract to be considered.

Extract 2

Harry: so I was in hospital for a week 123
124

ES: okay 125
126

Harry: and in a general hospital for a week and they basically they they 127
copped it that it ehhm from things I’ve said that ehh I might need a 128
psychiatrist 129

130
ES: okay 131

132
Harry: to talk to 133

134
ES: yeah 135

136
Harry: and ehhm so things like I said the radio is talking to me 137

138
ES: right 139

140
Harry: that was one o f  the phrases I said and I understood from that that I 141

probably had psychiatric illness so the psychiatric professor came and 142
two other the two different ones came one fo for the second opinion 143
and they started me on medication and so on ehhm 144

Harry begins this extract by stating that he was in hospital for a week. This relates to 

the period o f  time he spent in the general hospital after the water-drinking incident 

mentioned in the previous extract.

O f immediate interest in extract 2 are lines 127-9, where Harry talks (indirectly) about 

his psychiatric appraisal. It is worthy o f note that whereas he previously intimated his 

awareness o f something being wrong (line 92, extract 1) he now takes him self out of 

the ‘loop’ and ascribes all agency to the psychiatrists. He moves from a position of 

active awareness (in extract 1) to a position o f passive unawareness, whereby mental
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health professionals judge his actions above and beyond his own judgements o f his 

actions. Or rather, it may be the case that he had, by this stage shifted on his 

dimension o f extremes, whereby he was ready to accept psychiatric, as opposed to 

psychoanalytical, intervention. The point most worthy o f note was that, for Harry, to 

access this psychiatric intervention, entailed him becoming passive and letting the 

‘professionals’ observe the pathology. Consider extract 2a.

Extract 2a

Harry: and in a general hospital for a week and they basically they they 127
copped it that it ehhm from things I’ve said that ehh I might need a 128 

_______ psychiatrist_______________________________________________________129

This extract illustrates processes of the clinical gaze and the objectification o f the 

subject. The clinical gaze is evidenced in line 127 - “they basically they they copped 

i f ’. Objectification or conceptualisation of the self as a repository of pathology is 

evidenced in line 128 - “that it ehhm from things I’ve said”. Inherent in the clinical 

gaze is the construction of the ‘patient’ as a docile object; this is evidenced here when 

comparing Harry’s current position with the earlier position in extract one. He moves 

from a definite position where he is active (“it was obvious something was wrong”) to 

one where he is reliant upon the intervention o f medical professionals (“they copped 

it”), e.g. passive.

The only point at which Harry features in this extract of talk is as a repository of 

pathology, in the rest o f the extract he is a passive object. If Harry’s use o f a clinical 

gaze discourse is followed through to its conclusion, they, the mental health 

professionals, have not only ‘copped’ that something is wrong, they have also 

‘copped’ that Harry “might need a psychiatrist” (lines 128-9). The analytical import 

of these statements is emphasised if we contrast this with Harry’s earlier talk about 

the paranoia. In extract one he acknowledges the severity o f it, but cannot 

acknowledge the psychiatric nature of it (line 93). This may be less contradictory if  

Harry were utilising a discourse that rejects psychiatry (such as a survivor discourse) 

but he is not. Whilst Harry may actually be seen as an active agent here (he has 

decided that there is something seriously wrong and is actively pursuing a strategy to 

gain access to psychiatric services), the point most worthy o f note is that he ‘lets them
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cop it’, through things he says. In effect his active strategy to access psychiatric 

services is to become a passive repository o f  pathology, displaying symptoms that will 

be noted by staff on the ward. As such, this extract can be read as Harry moving into 

the psychiatric services, this is his ‘induction’ if  you like, and it is an induction which 

is wholly framed within a patient discourse. He moves from a position o f surety in
g

relation to psychoanalysis to a position o f unsurety in relation to psychiatry. This 

unsurety is evidenced by his utilisation o f  a patient discourse. Extract 2b (below) is 

the next extract to be considered.

Extract 2b

Harry: and ehhm so things like I said the radio is talking to me 137
138

ES: right 139
140

Harry: that was one o f the phrases I said and I understood from that that I 141
probably had psychiatric illness so the psychiatric professor came and 142
two other the two different ones came one fo for the second opinion 143
and they started me on medication and so on ehhm 144

There m ay be a perceptible shift in Harry’s use o f  a patient discourse in this example. 

Rather than drawing directly from the patient discourse Harry would appear to be 

endorsing the patient discourse. Again he paints h im self as a repository o f pathology, 

(line 137) and intimates that his understanding o f  this pathology was that he “had 

psychiatric illness” (line 142).

It is interesting in relation to the portrayal o f pathology that Harry offers a dis- 

qualifier. He does not intimate that the radio was talking to him, he intimates that he 

“said the radio is talking to” him. This activity functions to distance him from the 

pathology, as it is represented here the pathology was not a part of him, rather it was 

something he said, as opposed to something he did (or that happened to him). This 

may be a historical feature o f Harry’s talk, he m ay realise as he sits in the interview 

with the researcher that to believe the radio was talking to him was clearly delusional, 

as such he might distance him self from the activity. However at the time o f  its 

occurrence, there were no such thoughts regarding the delusional nature o f  the

* Whereby Harry feels able to critique its’ lack o f  efficacy (extract 1, line 85)

78



activity. In effect Harry is reinterpreting the original action. To borrow from Gilbert 

and Mulkay (1984), this activity is not necessarily problematic. They state “actors 

continually reinterpret given actions as their biography unfolds and as changing 

circumstances lead them to fit these actions into...social configurations,” (p. 9). 

Whilst it is now possible for Harry to regard the voices on the radio as problematic, at 

the time this was not necessarily the case. This conclusion is supported by line 142, 

where Harry states that the occurrence o f these voices led him to understand that he 

“probably had psychiatric illness”. Harry’s reinterpretation de-pathologises his talk, 

but the original interpretation does not, rather it bolsters the psychiatric discourse, by 

way of the description of the pathology as a ‘psychiatric illness’ (rather than for 

example describing these events as an instance o f emotional distress e.g. a survivor 

discourse). A final endorsement of the patient discourse is offered in line 144 of 

extract 2b. Here Harry describes how “they started me on medication and so on”. 

Harry does not say that he started taking medication, he states that they started him on 

medication, again utilising a passive discourse within the way in which he talks about 

psychiatry. Further evidence o f this turn is presented in extract 3.

Extract 3

Harry; which 1 found out later the psychoanalysts thought that 437
paranoia was a symptom of hatred for others 438

439
ES: mhhm 440

441
Harry: whereas the psychoanalysts think that paranoia is because not 442

psychoanalysts but the psychiatrists 443
444

ES: the psychiatrists 445
446

Harry: think that it’s because o f a chemical imbalance 447
448

ES: mhhm and what would you make of the chemical imbalance argument 449
450

Harry: 1 definitely agree with it 1 agree with the chemical imbalance 451
imbalance very much you know 452

Extract 3 moves on in the interview to a stage where Harry is talking about aspects of 

the disjuncture between psychoanalysis and psychiatry. He relates the different
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conceptions that psychoanalysis and psychiatry had of his pathology (i.e. his 

paranoia).

The start o f extract three details Harry’s portrayal of the psychoanalytical take on his 

‘pathology’.

Extract 3a

Harry: which I found out later the psychoanalysts thought that 
paranoia was a symptom o f hatred for others

437
438

Compare and contrast this portrayed psychoanalytical take with the presentation or

portrayal that Harry offers of the psychiatric take (extract 3b).

Extract 3b

Harry: whereas the psychoanalysts think that paranoia is because not 442
psychoanalysts but the psychiatrists 443

444
ES: the psychiatrists 445

446
Harry: think that it’s because o f a chemical imbalance 447

Harry offers a socially rooted (socially constructed) perspective (lines 437-8) and 

juxtaposes this against a biologically rooted (medically constructed) perspective (lines 

443-7). At this stage it is unclear whether Harry supports one over the other, this does 

not become clear until the third sub-extract o f talk is considered.

Extract 3c

ES: mhhm and what would you make o f the chemical imbalance argument 449
450

Harry: I definitely agree with it I agree with the chemical imbalance 451
imbalance very much you know 452

In extract 3c, Harry offers a ringing endorsement of the patient discourse. His 

paranoia was not caused by the socially constructed pathology of hatred for others; 

rather it was a product of the medically constructed chemical imbalance. This
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portrayal functions to make Harry a repository o f pathology, a docile object upon 

which this chemical imbalance is enacted and it is a pathology over which Harry has 

no control, it constructs him as a clinical object, rather than a social subject. The 

benefits of utilisation of the patient discourse become apparent in this extract.

Were Harry to accept the psychoanalytic portrayal, he would have to accept some 

responsibility; his own self is implicated in the pathology. This is not the case if he 

accepts the psychiatric portrayal. He is absolved o f responsibility, he is simply a 

repository of pathology, and as such he cannot be held to account for the paranoia. 

That is to say, within the patient discourse the proposed subject of intervention is his 

pathology, within the psychoanalytical discourse the proposed subject o f intervention 

is himself. He elects to problematise his biological being as opposed to his social 

being. So is this then is an element o f pay-off for utilising the patient discourse? That 

the ‘illness’ does not necessarily impact upon the person; rather it is the pathology 

that is held up for account^. This again is evidence o f the patient discourse in action.

It is o f further interest that over the bulk o f the interview Harry’s talk about 

psychotherapy is, in the main, positive. However, in this instance Harry rejects a 

psychoanalytic frame and ‘very much’ accepts the chemical imbalance ‘argument or 

psychiatric frame. It is activities such as this that lead to a tentative conclusion that 

Harry’s dominant ‘social context’, (Gilbert and Mulkay, 1984), is founded on the 

patient discourse. Where contradiction arises in his talk, this contradiction is most 

likely to be resolved by recourse to the patient discourse. Anything that problematises 

the patient discourse is likely to be portrayed in such a way that will allow the patient 

discourse to hold sway over the other discourse, as can be seen in extract three. 

Further evidence of the utilisation of the patient discourse is presented in extract four.

Extract 4 follows immediately in the interview to extract 3. After the discussion of 

the validity of the chemical imbalance approach, Harry was asked if the medication he 

took helped to redress this chemical imbalance. He replied that they did but that he

 ̂ This bald statement o f the potential benefits o f  adopting the patient discourse does not fully address 
the complexity o f  this activity. The full complexity o f  this position will be explored in subsequent 
chapters (this current chapter is intended more as an introduction to the three way typology).
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was unsure of the efficacy of them. He was then asked in Hne 463 whether he has 

considered stopping taking the medication.

Extract 4

ES: okay and so is there maybe I mean have you thought about stopping 
taking the medication

463
464
465

Harry: I thought about takin stop I take two drugs Elazapan and Prozac 466
467

ES: right 468
469

Harry: I thought 1 thought about taking the Prozac cause I’m not that my 
mood is okay you know

470
471
472

ES: mhhm but you haven’t yet 473
474

Harry: I haven’t no 475
476

ES: and why is are you reluctant what’s the what’s the reason for not 477
478

Harry: just haven’t bothered asking 479
480

ES: okay you would ask the psychiatrist 481
482

Harry: yeah I would 483

In hne 470 (extract 4a) Harry intimates that he has considered stopping taking one of 

the two medications (Hne 466) he is currently on.

Extract 4a

Harry: I thought I thought about taking the Prozac cause I’m not that my 470
_______ mood is okay you know___________________________________________ 471

Harry’s reason for suggesting he stop is not because of adverse side effects or a desire 

to be medication free; it is rather because he feels he is not displaying the pathology 

for which this medication tends to be prescribed. Prozac is implicitly regarded by 

Harry here as an anti-depressant, and he does not feel depressed so does not feel that 

he needs to take it. Again this discourse supports a notion of Harry as a repository of 

pathology, he offers a psychiatric reason for not taking the medication, not a personal
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or socially rooted reason, and as such he draws from and supports again the patient 

discourse.

The second half of extract four demonstrates the passivity that is inherent in utilising 

the patient discourse. Before reading extract 4b, bear in mind that Harry has just 

stated that he does not believe he needs to take Prozac because he is not displaying the 

pathology associated with Prozac use.

E xtract 4b

ES: mhhm but you haven’t yet 473
474

Harry: I haven’t no 475
476

ES: and why is are you reluctant what’s the what’s the reason for not 477
478

Harry: just haven’t bothered asking 479
480

ES: okay you would ask the psychiatrist 481
482

Harry: yeah I would 483

Harry intimates that he has not stopped taking Prozac. The interviewer asked why 

this was, to which Harry replies “just haven’t bothered asking”. It does not occur to 

Harry that he does not need to seek the permission of his psychiatrist to stop taking 

the medication that he could in fact just stop, without asking or telling the psychiatrist. 

So Harry offers an explicit initial statement that doubts the utility o f medication he is 

taking, followed by another explicit statement where Harry states that he just hasn’t 

sought permission (in a manner reminiscent of the way a child might ask to be 

excused from class). Implicitly this means that Harry’s own opinion does not hold 

any validity compared to that o f his psychiatrist. He is the passive object, a repository 

o f pathology upon which the psychiatrist can operate. His own opinion does not hold 

any weight compared to that o f the mental health professional.

It is argued here that the power o f the patient discourse is evidenced in the manner in 

which Harry portrays this activity. It appears from the way this section of talk is 

organised that it has not even occurred to Harry that he might stop the medication of 

his own volition. He has bought into, and utilised, the patient discourse so much that
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he wholeheartedly accepts that the psychiatrist knows best in all matters concerning 

his mental health (i.e. the doctor knows best), and effectively the psychiatrist is free to 

do as he will, with regard to psychiatric treatment and medication.

This analysis demonstrates both the presence and the utility of the patient discourse. 

This discourse will be further expounded upon in subsequent chapters. However as 

previously stated this chapter is intended as an introduction to the three discourses. 

Consideration will now turn to the second discourse in the typology, that of the 

consumer of mental health services.

Discourse ii: Consumer of M ental Health Services Discourse

In terms of the descriptive statements that describe the three discourses (and how they 

should be seen in relation to each other), the consumer discourse should be seen as the 

discursive form of actualisation of the psychiatric subject’̂  (again to borrow a 

Foucauldian frame). The three descriptions are presented below to illustrate this 

point.

Descriptive Statements of the Three Discourses

i. Psychiatric Patient Discourse “I am a schizophrenic”

ii. Consumer of Mental Health Services “I am a person with schizophrenia”

iii. Survivor of Psychiatric Treatment “I am a person who hears voices”

As can be seen here, the consumer discourse can be described through the statement 

“I am a person with schizophrenia”. Whereas the patient discourse was formulated 

around an acceptance of docile passivity of the medical object and a rejection o f the 

‘whole-patient’ or ‘subjective body’ (Armstrong, 1983), the consumer discourse is 

founded upon an acceptance o f this subjective discourse, it is seen as one which 

allows or creates space for consideration of the person and the diagnosis (it should be 

noted that the diagnosis is still firmly rooted in a medical discourse). What the

A s differentiated against the psychiatric ‘object’ o f  the clinical gaze.
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consumer discourse functions to do, it will be argued, is to import the person into the 

discourse, so that the person becomes more than a repository o f pathology.

Again the primary theoretical influence on this discourse is the work of Armstrong 

(1983). The processes involved in the identification and development o f patients as 

‘subjective bodies’ as opposed to ‘discrete, though passive’ objects, can be traced (in 

a British perspective) Irom 1925 onwards, (Armstrong, p. 103). It was in 1932 

(according to Armstrong) that the patient received separate mention fi-om the 

pathology for the first time." Armstrong purports that the genealogy o f the subjective 

body, is predicated upon a notion o f default. The incorporation o f a notion of 

defaulfing patients was driven by a perceived need to treat the patient as something 

other than a ‘wholly passive body’, because just as the doctor could expect a patient to 

conform with the prescribed treatment regime, just as likely was the possibility for the 

patient not to conform with that self same treatment regime. Issues o f default had to 

be understood in order to maintain the passive patient; there was a professional need 

to “begin to treat the patient as other than a wholly passive body, albeit one which, 

with the correct instructions, could be made passive,” (Armstrong, p. 104). So whilst 

issues of default might have led to the incorporation of some of the subject, the raison 

d’etre for this incorporation was to maintain the object status o f the patient, not to 

increase the subject status of the self same patient. However, an effect o f this change 

was that;

“The patient was thereby transformed fi-om someone who simply failed 

to follow advice to someone who chose whether or not to follow that 

advice. In this latter formulation, the element of choice stands in contrast 

to the docility of the patient as conceived in traditional medical 

discourse,” (Armstrong, 1983, p. 104).

However, this change in the ‘traditional’ medical discourse had created a historical 

legacy whereby it was possible to talk o f pathology and people in conjunction. So 

whilst the consumer discourse identified in this study is a product o f this shift, it does 

not mean that the consumer discourse is predicated upon this same principle of

" Armstrong’s conclusion is based on a review o f  one specific journal, the “British Journal o f  Venereal 
Diseases” (Armstrong, 1983, p. 103).

85



default. Rather the space that opened up as a result o f this activity functioned to allow 

the subject to m ove into the traditional medical discourse, rather than the medical 

discourse being subverted by subjectivity. The medical discourse is still the dominant 

hegemonic force.

To follow on from A rm strong’s (1983) argument, the acknowledgement that the 

patient had a choice led to consideration o f  how the doctor communicated with the 

patient, with a view that proper communication would maintain compliance and 

passivity. The patient was “not simply an object but a person .. .needing 

enlightenment and reassurance,” (Armstrong, 1983, p. 106), i.e. medical education 

within limits. It is possible to trace here the development o f  an acknowledgement o f 

the myriad o f actions (based on the idiosyncrasies of the person) that it was possible 

to take in any medical encounter, imbuing some agency onto the patient, via 

modifications in the traditional medical discourse.

Much o f this argument has already been developed in relation to the patient discourse. 

The point to be made through this review is that a conception o f the patient as an 

active subject, in a social rather than solely medical situation, as opposed to a passive 

object, functions to open up a space within the traditional medical discourse, within 

which the person is able to cohabit with a diagnosis (they are more than a repository 

o f pathology). So whilst the ‘traditional’ medical discourse can (in extremis) be read 

as a repressive discourse, this new (‘new ’ in a historically relative sense to it’s 

predecessor) subjective discourse can be read as a more productive form o f power 

(albeit one in which the professional ultimately still holds sway). Empirical evidence 

o f  this consumer discourse, drawn from an interview with Ian will now be presented.

Empirical Evidence of Consumer Discourse

Case Study Two: Ian and the Consumer Discourse

Ian was in his mid-fifties at the time o f the interview. He reports that his first 

experience o f psychiatry was in 1992, nine years prior to the interview. At the time o f 

the interview he was still in contact with the mental health services.
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It is difficult to discern exactly from the transcript exactly how many breakdowns (his 

term) Ian has had. He describes four specific incidents as periods of breakdown in his 

life, but when asked how many times he has been hospitalised he indicates that he has 

been hospitalised five times. So Ian has had between four and five episodes of 

hospitalisation. This is a substantially longer time o f involvement than Harry (who 

had only been involved for a period of approximately two years at the time of his 

interview).

The analysis o f  Ian’s talk begins with an extract taken from the start o f the interview 

where Ian is talking about his first experience o f psychiatry. In a similar strategy to 

that employed with Harry, the interviewer had asked Ian to talk about his history of 

involvement with psychiatry. Ian elects to start his response to this question be 

detailing issues associated with his physical (as opposed to mental) health.

Extract 5

Ian: and ehh I was interested in ehh I still am in macrobiotics and 17
martial arts* and ehh all alternative ways of medicine and so on and ehh ^ 18
that I had my physical body covered 19

20
ES; okay 21

22
Ian: and then I had a I went through a relationship where I was 23

rejected by a woman and ehh I found that I didn’t have everything 24
covered because there’s something else there’s the mind 25

26
ES: mhhm 27

28
Ian: and I ended up in ehh they don’t ca in I was living in Europe** 29

they don’t call them mental hospitals they call them well I suppose 30
they might be called mental hospitals but they they’re sort of ehhm I 31
forget exactly what anjw ay I ended up in what would be termed as 32

33
ES: mhhm mhhm 34

35
Ian: mental hospital with ehh where confused and been sedated and ehh 36

in other words on medication in 1992 37

* Actual form o f martial arts practised by Ian has been omitted to ensure anonymity, 
** Actual country in Europe has been withheld to ensure anonymity
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The analysis will begin by considering the first section o f  extract 5, lines 17 to 19. 

The information offered by Ian here, it should be remembered, is part o f his scene 

setting in terms o f  his talk about his involvement with psychiatry.

Extract 5a

Ian: and ehh I w as interested in ehh I still am in macrobiotics and 17
martial arts and ehh all alternative ways o f  medicine and so on and ehh I 18
that I had m y physical body covered 19

Ian sets up the discussion to incorporate what are generally described as

complimentary or alternative health strategies. This is already a point worthy o f note. 

He does not begin his talk o f involvement via restitution to a psychiatric pathology; 

rather he portrays his psychiatric health (this in the context in which the interviewers 

question was framed) in a context informed by a broader notion o f his general health.

It is interesting that in line 19, Ian states that he thought he had his ‘physical’ body 

covered, compare this then with line 25 (presented below) where Ian draws a 

distinction between his ‘physical body’ and his mind.

Extract 5b

Ian: and then I had a I went through a relationship where I was 23
rejected by a woman and ehh I found that I didn’t have everything 24

________covered because there’s something else there’s the mind_________________ ^

There are two key points in extract 5b. Firstly, carrying on from extract 5a, lines 24-5 

are o f interest where Ian introduces the idea that he d idn’t have everything covered. 

He exercises his ow n Descartian split here, separating issues o f physical health out 

from issues o f  mental health, and acceding that all o f  his interests in alternative 

medicines and lifestyles had not prepared him for the events he describes. Secondly, 

in lines 23-4, Ian introduces another element to his portrayal, that o f a relationship he 

had which ended. As such, Ian’s portrayal o f events (i.e. extracts 5a and 5b taken 

together) leading to his first contact with mental health services, is couched not in 

terms o f direct reference to a pathology (contra to H arry’s almost immediate
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utilisation o f pathology o f paranoia), but rather is informed by biographical 

information relating to issues o f lifestyle and relationships, as such what is evidenced 

here is the importation o f subjective information into the medical discourse, in effect 

the portrayal o f a subjective as opposed to passive ‘body’. The last piece o f text to be 

utilised in relation to the current extract is extract 5c, where Ian goes into detail 

regarding his situation after he was admitted to the hospital.

Extract 5c

Ian: mental hospital with ehh where confused and been sedated and ehh 36
in other words on medication in 1992 37

In lines 36-7 Ian offers a description o f his ‘pathology’ but it is one which is not 

necessarily based in a pathological frame. Emphasis is placed on confusion (a far less 

clinical term than Harry’s ‘paranoia’) and a reference is made to medication and the 

effects of the medication. This framing o f medication may be tied back to his 

previously stated interest in ‘alternative ways o f medicine’. The emphasis is placed 

on medication (and hints o f an attendant pathology) as opposed to being focussed 

exclusively on pathology. These themes are further developed in the second extract 

taken from Ian’s talk, (presented in extract 6).

Extract 6

Ian: and so it began my whole experience with drugs and ehh anti- 73
psychotic drugs and sedation and tranquilisers and so on and not 74
knowing anything about them and then ehh dealing with what you’re 75
talked termed is mental illness, schizophrenia and paranoia so so and 76
then 11 eventually got back to Ireland because in my experience when I 77
got out o f hospital I had very bad experiences so I eventually got back 78
to Ireland and I ehh 79

80
ES: so how long after this was this that you came back 81

82
Ian: pardon 83

84
ES: how much long after 85

86
Ian: well they you in 1992 it started in March which is the month of 87
________the war god which is interesting [laughs] and ehh ehh I was in hospital 88
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some time in March for eight days and I came out and probably was 89
wandering around with a lot o f confusion and paranoia and so on in the 90 
streets o f the o f the town I was living in for about approximately 91
three to four days 92

93
ES: okay so it was quite soon after you came out 94

95
Ian: yeah and then I came I got home I thought I ’d been ehhh I don’t 96

know if you want to know what actually is happening anyway I got home 97
and I was taken to a psychiatrist in XXX* and ehh a reputable 98
according to certain people ehh psychiatrist and he diagnosed me as 99

________ being schizophrenic_________________________________________________ 100

* actual county place name omitted

In extract 6, Ian details the processes involved in him arriving back in Ireland from his 

hom e in Europe. Again this larger extract will be broken down into smaller 

components for analysis. The first component is presented below.

Extract 6a

Ian: and so it began my whole experience with drugs and ehh anti 73
psychotic drugs and sedation and tranquillisers and so on and not 74
knowing anything about them and then ehh dealing with what you’re 75
talked termed is mental illness, schizophrenia and paranoia so so and 76
then 11 eventually got back to Ireland because in my experience when I 77
got out o f hospital I had very bad experiences so I eventually got back 78
to Ireland and I ehh 79

Again, Ian offers an account which is permeated by issues o f medication as opposed 

to pathology. Lines 73-4 are saturated with talk o f  the medication he received at this 

time ( ‘drugs’, ‘anti-psychotic drugs’, ‘sedation’ and ‘tranquilHsers’). Again this 

would suggest Ian is coming from a perspective whereby pathology is not the primary 

issue, rather it is a subsidiary issue which he is not attending to, or rather he is 

attending to it indirectly, and his direct attention is paid to issues o f medication.

Issues o f pathology are visited in line 76, where Ian talks about ‘mental illness, 

schizophrenia and paranoia’. The qualifier offered before mention o f these term s is 

interesting. Ian states that he was “dealing with what you’re told talked term ed is 

mental illness...,” (hnes 75-6). Tnere is an element o f doubt, or if  not exactly doubt.
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the portrayal is offered in such a way as to undermine the definitiveness o f the terms 

employed, to strip some of the clinical certain (or pathological certainty) from their 

use. The phrase immediately before this in relation to the medication is also utilised 

as a disqualifier. In terms o f the medication Ian talks about “not knowing anything 

about them”, (lines 74-5). Communication is raised as an issue, issues of 

communication which resonate in Armstrong’s (1983) depiction o f the development 

o f ‘subjective body’ discourse. Issues o f communication (around issues o f default) 

had a primary role in the creation o f ‘whole-person’ medicine. As such, Ian’s 

portrayal here functions to open up more a space within the traditional medical 

discourse in which he is able to offer some of his own ‘take’ on the events he is 

recounting, he is not the passive docile body.

Two further points on interest with regard to extract 6a. Firstly, whereas Harry, (see 

extract two) does not directly place himself in his initial experience o f hospital, Ian’s 

portrayal considers or places him in the context from the start, he personalises the 

context, i.e. it was ‘his’ experience (line 73). Again, this would be evidence o f a 

subjective consumer discourse.

Secondly the disqualification of medication invokes an element of passivity. He has 

previously talked about alternative medicines, and these were part o f a self-project 

undertaken by him to have ‘his physical body covered’ (line 19, extract 5). In extract 

6a he talks about taking these ‘anti-psychotic drugs and tranquillisers’. He qualifies 

this by stating that he did not know anything about them. However, he still took 

them, perhaps going against his alternative medicine ethos, which he worked to 

establish in the preceding section of the interview. So whilst he may have maintained 

a healthy lifestyle and an interest in alternative medicines, at the point o f crisis he 

forewent this ‘alternative’ regime in favour o f a pathological treatment regime (NB, 

this is not intended as a criticism). This action is again indicative o f a consumer 

discourse portrayal; he invokes himself into the experience, but at the same time is 

still primarily reliant on a traditional medical discourse to address his ‘pathology’.

Evidence of a pathological frame is evidenced in extract 6b also.
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Extract 6b

Ian: well they you in 1992 it started in March which is the month of 87
the war god which is interesting [laughs] and ehh ehh I was in hospital 88
some time in March for eight days and I came out and probably was 89
wandering around with a lot of confusion and paranoia and so on in the 90
streets of the of the town I was living in for about approximately 91

_______ three to four days________________________________________________ ^

The main points of interest in this extract are to be found in lines 89-92. The 

portrayal offered here is one that mixes talk of definitive events with talk of probable 

events. Ian is definite he was in hospital ‘for eight days’, but this was ‘some time in 

March’. He was ‘probably’ wandering around with a definite occurrence ‘of 

confusion and paranoia’, for ‘approximately three to four days’. He is sure of how 

long he was in hospital, but he is not sure of when in March this was, of what he was 

doing (he thinks he was wandering) and he does not how long for. The one thing he is 

sure of is the length of time he was in direct contact with a medical setting; the rest is 

a probable as opposed to actual occurrence. This may be one way in which it is 

possible for Ian to portray his distress at this time, without having to buy wholesale 

into a medical model. Confusion and vague recollection can be seen to work as 

equally well as a litany of pathological pronouncements in terms of evoking an 

effective portrayal of the events. It should be noted that the vagueness does not 

necessarily make Ian a passive object, the talk is couched in terms of what T  did.

The final sub-extract (extract 6c) fi'om extract six is presented below. This extract is 

primarily considered in light of the use of pathological vocabulary Ian uses in this 

section of talk.

Extract 6c

ES: okay so it was quite soon after you came out 94
95

Ian: yeah and then I came I got home I thought I’d been ehhh I don’t 96
know if you want to know what actually is happening anyway I got home 97 
and I was taken to a psychiatrist in XXX and ehh a reputable 98
according to certain people ehh psychiatrist and he diagnosed me as 99

_______ being schizophrenic_____________________________________________ 100
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Firstly, the reader’s attention is brought to lines 99-100. hi line 99 an aspersion is cast 

either on the reputability of the psychiatrist, or on the recommendation offered by 

‘certain people’. Either way, Ian invokes an element o f subversion or doubt into the 

talk. Secondly, in lines 99-100, Ian details how this psychiatrist ‘diagnosed’ him ‘as 

being schizophrenic’. This is a passive portrayal, the psychiatrist pathologised Ian, it 

w’as not something to which Ian was party, and it was something that was done to 

him. So whilst in the first instance of talk, Ian subverts the authority of either the 

referrers to the psychiatrist or the psychiatrist himself, in the second instance of talk, 

Ian assumes a passive position. By subverting the authority Ian asserts himself into 

the clinical space, but once in this clinical space he is ascribed as being schizophrenic.

It is also interesting to note that Ian does not state he diagnosed me as a 

schizophrenic; he portrays the context in terms o f ‘he diagnosed me as being 

schizoplirenic’. This instance harks back to the descriptive terms offered for each of 

the three discourses. Within the consumer discourse, there is space for a 

consideration of the person and the pathology, Ian displays that space here in terms of 

how' he phrases the diagnosis. The consumer discourse is all but confirmed by Ian in 

the next extract, extract 7.

Extract 7

Ian: so ehh all my ehh probably opinions and views on medicine were 104
thrown up in the air what I had gained from so-called alternative 105
medicine elihm was was given a right w'hack 106

107
ES: okay 108

109
Ian: and I was back in the conventional medical___________________________ 110

This extract follows on immediately from extract six. His portrayal here is one o f re

assessment. He states that his view's were “thrown up in the air” (line 105), and that 

what he “had gained from so-called alternative medicine ehhm was was given a right 

whack” (lines 105-6). Ian accedes that his ‘faith’ (for want of better word) in 

alternative approaches was shaken by his breakdow'n. Again however, it may be 

argued there is a degree of reticence in his concession to ‘conventional medicine’. 

His use of the term so-called could be read as a slight on the self same ‘conventional
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medicine’ to which he is acceding. Nevertheless, Ian does accept that he moved from 

an alternative position back into a conventional position. The psychiatric episode 

brought him back into the patient discourse. The final extract drawn from Ian bolsters 

this view. Extract 8 is drawn from a point frirther into the inter\'iew. In the preceding 

talk Ian had detailed how he monitored his own levels of medication, ‘upping’ his 

dose in periods of potential stress and lowering his dose in non-stressful periods'^. 

This led the interviewer to ask the question which appears at the start of extract eight.

Extract 8

ES: I mean well w hat’s your attitude to medication then if I mean 
you’ve kind of medicated yourself it would seem right the way through 
all of this ehhm would you still see medication as something that was 
necessary

578
579
580
581
582

Ian: well you have to understand me what I’m saying is that’s all we 
have

583
584
585

ES: mhhm 586
587

Ian; in the society we are living in 588
589

ES: mhhm 590
591

Ian: so if you’re in the street doing something strange 592
593

ES; mhhm 594
595

Ian: you’re going to be picked up and there’s where you’re going to go 596
597

ES; mhhm 598
599

Ian: right so 600
601

ES: but for you yourself ehhm if you had the choice between taking 
medication and not taking medication what would your choice be

602
603
604

Ian; but we don’t have the choice because there’s nothing else there at 
at the moment if  you know what I mean

605
606

This activity may be indicative of a survivor discourse, again this comes back to the utihty of Gilbert 
and Mulkay’s notions of the episodic nature and temporal re-interpretation of discourses. Utihsation of 
a specific discourse does not preclude utilisation of alternative discourses.
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Ian’s response to the question regarding the necessity of medication is definitive. 

Medication is the only option because it is the only option. In terms o f Ian’s portrayal 

he does not see any other option, as he states medication is “all we have”, (lines 583- 

4). Line 588 contextualises this statement as a broad societal (as opposed to medical) 

fact. Issues o f deviance (not pathology) are then invoked, and are coupled with the 

inevitability o f the consequences o f this deviance. Ian outlines these consequences in 

terms o f a reference to a psychiatric unit (“there’s where you’re going to go”). Ian 

then brings this particular line o f questioning to a close when he states “right so”, (line 

600). If this section o f talk is related back to extract 7, then a pattern emerges. Ian’s 

alternative approach was ‘given a right whack’, and he ended up back in conventional 

medicine. The effect o f this conventional medicine (and attendant patient discourse) 

can be seen in Ian’s vociferous assertion o f the lack o f alternatives in relation to 

mental health. Medication, and by implication, pathology, are portrayed here as the 

only way that there is o f dealing with mental ‘illness’ in ‘our society’. Regardless of 

his own position, ultimately Ian has bought into a pathological model, i.e. the patient 

discourse. However, the portrayals and qualifications he has made in previous 

examples mean that he cannot be regarded as drawing predominantly on a patient 

discourse (although he does utilise it). Neither however can he be regarded as 

drawing predominantly on a survivor discourse (again however he does utilise it, but 

his assertion of the role/necessity/inevitability o f medication precludes him irom it).

Lines 602-6 demonstrate this feature to good effect. The interviewer asks Ian what 

would be his choice, given the option. He responds that “we don’t have the choice, 

there’s nothing else there,” (lines 605-6). To talk o f not having a choice is to take on 

a passive discourse, (what is evidenced here is the intrusion o f an element o f the 

patient discourse'^). Survivors would argue that there are choices; the consumer sees 

that there may be choices, but ultimately not where medication and pathology are 

concerned. For consumers choice can be exercised elsewhere within the clinical 

paradigm, but ultimately it is the medical model and patient discourse that holds sway 

with regard to treatment. It is ironic that Ian, who has been identified by the analyst 

as a consumer o f services, yet here he is in this final extract talking about a lack of 

choice. This is a suitably grey area between the consumer discourse and the other

See chapter four for more discussion on this process o f  interpolation.
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two. In some instances the consumer can be regarded as leaning more towards the 

survivor discourse, and in others, as leaning towards the patient discourse, but 

ultimately the compatibilistic nature o f the consumer means that it draws from both of 

the alternative discourses. It is for this reason that many survivors reject the 

notion/ascription o f consumer o f services. It is to the survivor discourse that attention 

will now turn.

Discourse iii: Survivor of Psychiatric Treatment

The framework for this discourse is not drawn as explicitly from a Foucauldian frame 

o f reference. Whereas the patient discourse is based on the objective body, the 

consumer discourse on the subjective body, the survivor discourse might be based on 

the rejective body. That is to say whilst patient and consumer both maintain a 

subordinate position with regard to the medical discourse, the survivor discourse 

rejects this self same medical discourse and sets itself up in opposition to it. It draws 

on issues o f human rights, citizenship and questions the legitimacy o f psychiatry. It 

could be regarding as taking a Foucauldian stance on medical power, being as it 

portrays and problematises features o f power and coercion in psychiatric practice.

In terms of the consistent features o f the previous two discourses, i.e. passivity and 

pathology, the survivor discourse acts against these two characteristics. The survivor 

discourse demands that people face their ‘distress’ and deal with it. This process is 

carried out in a non-medical discourse. Whilst people are no longer seen or described 

as repositories o f pathology, this does not mean that people who utilise the survivor 

discourse reject the notion that they are experiencing an ‘emotional distress’. Indeed 

aspects of the ‘pathology’ o f this emotional distress are acknowledged. It is just that 

this acknowledgment is not dependent upon a medical frame. The survivor discourse 

is one which prioritises the person with a psychiatric diagnosis’ own experience over 

that o f the medical profession. Consider again Ian, the exemplar o f the consumer 

discourse. He detailed his own experiences and interests, one o f which was an 

interest in alternative medicines. However, when he came into contact with services 

and was pathologised, all o f this experience and interest was super-ceded by a reliance 

on a medical discourse, Ian forewent his own experience in favour o f a medical 

experience. The survivor discourse allows space for the establishment and
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maintenance o f a persons own experience over and above that o f the medical 

discourse.

Crossley and Crossley (2001) detail this survivor voice. They argue that the survivor 

voice “results in an increasing challenge to the ‘voice’ o f authority, the perspective 

that has so far remained inviolate and largely unquestioned with regard to its ability 

and ‘right’ to impose a definitive version of reality,” (p. 1484). They go on to detail 

how personal experiences are given an “increasing sense o f validity”, (p. 1485) and 

how this in turn then leads to a “new voice of demand,” (p. 1485). The current study 

will demonstrate that whereas the patient and consumer discourse functioned to 

isolate and pathologise, the survivor discourse replaces these ‘voices’ with a “political 

discourse which locates...oppression and ill-treatment within a corrupt ‘system’ 

which it [survivor discourse] explicitly seeks to fight against and overturn,” (Crossley 

and Crossley, 2001, p. 1485). Where it will differ fi-om the work o f Crossley and 

Crossley is in the focus on interview data as opposed documentary material, as such 

allowing the researcher to enter into the everyday utilisation of the discourses.

Crossley and Crossley (2001) argue that this survivor voice is evidence o f a 

transformation in the ways that patients and ‘service users’ are able to talk and are 

able to be talked about. This would tie into Armstrong’s earlier arguments regarding 

the transformation fi'om an objective patient discourse to a subjective patient 

discourse. Perhaps the survivor discourse is the next transformation, fi'om subjective 

patient to rejective user. Certainly Crossley and Crossley conclude that the 

transformation they discuss is evidence o f “the way in which the ‘voices’ of mental 

patients or users constitute a social, historical and political construct,” (Crossley and 

Crossley, p. 1488). This statement echoes the process already identified and utilised 

by Armstrong. The survivor discourse can be seen as a social, historical and political 

construct which was informed by and/or was informed against the consumer and 

patient discourse^. The historical specificity of the three discourses means that they

® Chronologically, specifically in relation to mental health, the notion o f  describing people with 
psychiatric diagnoses as consumers could have occurred after the establishment o f  notions o f  survivors 
(and the survivor discourse). There are different forces at work within the creation o f  these discourses 
other than the consideration o f  relationship between people with diagnoses and psychiatry. Some argue 
that consumers grew out o f  welfare reforms and importation o f  managerialism into health services in 
the 1980’s. Others argue survivor discourse is a legacy o f  anti-psychiatry movement o f  1960s-70s.
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interpolate or cross pollinate each other, they cannot be regarded as standing in 

temporal or historical isolation, rather they exist in and of each other, and must be 

read and understood in relation to each other.

This notion of the construct nature of the discourses also ties back to the issue of 

temporality as identified by Gilbert and Mulkay (1984). The different discourses can 

be seen to operate as different social configurations from which it is possible to draw 

from, or indeed disregard, depending upon the context o f the talk. The survivor 

discourse might be read as being progressive or a new social configuration (in terms 

of the perspective o f the person with a psychiatric diagnosis) from the consumer and 

patient discourses. Similarly, the consumer and patient discourses might be regarded 

as retrogressive configurations. What I am attempting to argue here is the 

interdependence o f the discourses, how the survivor discourse should be seen, 

conceptually within this study, as a development out o f the consumer and patient 

discourses, one which functions to offer a different position from where to conceive 

and portray psychiatric interventions. Empirical evidence o f the survivor discourse 

will now be offered as examples of some of these points.

Empirical Evidence of the Survivor Discourse

Case Study Three: John and the Survivor Discourse

John entered the psychiatric services in 1983. He spent the vast majority o f the next 

ten years in a psychiatric unit. Since getting out in 1993-94, he has had no 

involvement in a ‘client’ context with these services. He has also not taken any 

psychiatric medication since 1993-94.

Again the same format was followed in the interview, whereby the interviewer asked 

John for the story o f his involvement with psychiatric services. He begins by relating 

his history of involvement and details very early on in the interview that he is no 

longer involved with services in a ‘patient’ capacity. The first extract of John’s talk to 

be considered is a piece where the interviewer asked John how he would see himself 

in relation to psychiatry now.

However, the point being made here is that there is a progression through these discourses that is not 
dependent upon their chronological development.
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Extract 9

ES: ehhm so how do you how would you see yourself in relation to 130
psychiatry now then 131

132
John: well for a start for a start I no longer class myself as 133

schizophrenic 134
135

ES: okay 136
137

John: I class m yself just as John Knox oh sorry you 138
139

ES: its grand I ’ll change 140
141

John: I just classify m yself as myself again 142
143

ES: okay 144
145

John: ehh diagnosis means nothing I don’t even really 11 don’t 146
actually believe that it exists I don’t even actually believe there’s 147
any scientific proof to 148

149
ES: mhhm 150

151
John: to back up a diagnosis of schizophrenia it’s a process o f the 152

medical model 153
154

ES: mmhm 155
156

John: and the medical model is a reductionist model so therefore ehh 157
its its ehh I suppose its an easy way of them tagging a label onto 158
somebody 159

160
ES: yeah yeah 161

This section of talk serves to articulate the survivor discourse and simultaneously also 

to reject features o f the patient and consumer discourse. Consider extract 9a below.

Extract 9a

John: well for a start for a start I no longer class myself as 133
schizophrenic 134

This statement is almost a verbatim rejection of the description o f the patient 

discourse (1 am a schizophrenic, see page 62). In effect John is stating here that he no
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longer sees h im self as a repository o f  pathology. Also it should be noted that John 

offers a caricature o f  what psychiatry is, defining it by way o f reference to the medical 

model. This characterisation functions, discursively, to place the survivor discourse 

above the medical model, in effect the survivor discourse is a lens which allows him 

to translate/understand psychiatric activity in light o f this medical model. 

Additionally, a feature o f  the talk is that he no longer sees him self as subsumed under 

a diagnostic category. This statement is a rejection o f  the medical patient discourse. 

It should be noted that this statement is not a rejection or denial o f the emotional 

distress (his term) that John experiences. Prior to the statement in extract 9a John 

indicated that he still hears voices. In lines 37 John states, “I still hear voices still hear 

four voices you know every day”. So he does not deny the distress, rather he denies 

the medical discourse, and the passivity inherent in this discourse. Implicit in the talk 

that John offers here is an assertion that there was a time when he did classify him self 

as a schizophrenic (i.e. there was a time when he used the patient discourse).

The voices are not denied but the ascription o f  these voices to a classification as 

schizophrenic is denied. John goes onto to detail how he does see him self before then 

launching a scathing critique on the ontological and scientific nature o f  schizophrenia 

and psychiatry.

Extract 9b

John: I class m yself just as John Knox oh sorry you 138
139

ES: its grand I ’ll change 140
141

John: I just classify m yself as m yself again 142

John utilises the word ‘again’ here for the second fime. The placement o f this word in 

the portrayal offered here fianctions to implicitly state that there was a period o f  time 

when John feels he was not classifying him self as him self again. Even the word 

classify is suggestive o f  a clinical process, it is used here to subvert or contrast with 

the other classification he has mentioned, that o f  the schizophrenic. It contextualises 

the hegemony o f  the psychiatric classification and allows John to classify in the same 

way that a psychiatrist might. O f crucial importance here is that John states he
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classifies him self as himself, and that before he did this, he was not classified as 

him self This invokes a notion of passivity, o f he was not classifying himself as 

himself, either someone else was classifying him, or he was utilising someone else’s 

classification o f him (i.e. a patient or consumer discourse)

John then moves into a full scale utilisation o f the survivor discourse. This utilisation 

is evidenced in extract 9c.

Extract 9c

John: ehh diagnosis means nothing I don’t even really 11 don’t 146
actually believe that it exists 1 don’t even actually believe there’s 147
any scientific proof to 148

149
ES; mhhm 150

151
John; to back up a diagnosis of schizophrenia it’s a process of the 152

medical model 153
154

ES: mmhm 155
156

John: and the medical model is a reductionist model so therefore ehh 157
its its ehh I suppose its an easy way o f them tagging a label onto 158
somebody 159

In lines 146-8 John problematises and then questions the fundamental ontology o f the 

medical discourse and its attendant pathology. He begins this critique by way o f an 

experiential frame (“diagnosis means nothing”) before moving onto a critique o f the 

ontological (“I don’t actually believe that it exists”) and pseudo-scientific nature of 

the construct (“I don’t even actually believe there’s any scientific proof’). This does 

not mean to say that John refutes the voices he hears; rather he rejects the medical 

explanation offered for him hearing these voices. To critique the diagnosis from 

experiential, ontological and scientific perspectives functions to undermine the 

diagnosis on three fronts. The experiential critique functions to assert Johns own 

agency over that o f the pacifying patient discourse, he does not subsume his own 

experience under the patient discourse. The ontological critique functions to assert

This is not an interpretation o f Johns’ talk; it is an analysis o f  the portrayal he offers, in light o f  the 
other two previously identified discourses. This strand o f  analysis is in keeping with Gilbert and 
M ulkay’s ’ (1984) notion o f contexts o f portrayal.
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the validity o f his own experiential account (he can offer real evidence o f  his 

experience) over that o f the psychiatric diagnosis). In effect it allows him to maintain 

his position whilst questioning the legitimacy of another, more powerful position, (i.e. 

the medical discourse). If the existence of an object is questioned, it makes it far 

more difficult for that object to deposit or inscribe a pathology upon another. The 

third fi’ont o f the critique functions to problematise one o f the foundation stones of 

psychiatry, the scientificity of the discipline. It is interesting to note that John does 

not problematise the principle o f science, rather he problematise the scientificity of 

psychiatry. Again this works to create a space in which John can move into a counter 

hegemonic discourse, whereby the ascription of pathology becomes far more 

problematic.

John then moves on (in lines 152-9) to utilise a critique informed by notions of 

labelling theory (Scheff, 1965). Labelling theory has enjoyed a consistent association 

with both the anti-psychiatry movement and the survivor movement, (ideologically at 

least). The diagnosis is reduced to a process, nothing more and this process is 

portrayed as a medically constructed process with no basis in ‘reality’ or science. 

Diagnosis is a reflection of the way that medicine operates as opposed to a reflection 

o f the experiential actuality. What is o f interest in this current portrayal is the 

apparent multiplicity o f extemal sources being drawn on to frame or form the account. 

Throughout extract 9 the talk is offered in such a way as to critique patient and 

consumer discourses and to critique medical discourse. But the talk does not limit 

itself to naive criticism; the criticism is supported through reference to an accepted 

academic portrayal of aspects of the psychiatric ‘system’.

The next extract to be considered (see overleaf) follows directly on from extract nine. 

It is concerned with John’s detailed exposition o f his experiences with psychiatrists, in 

terms of maintaining this survivor discourse against the hegemonic dominance o f the 

medical discourse.
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Extract 10

John: I would have a lot o f problems with psychiatrists trying to 163
battle my way through staying off medication 164

165
ES: okay 166

167
John: and I ’d have a lot o f problems around persuading them that I had 168

recovered I had a lot o f problems around ehh educating them that 169
medicine wasn’t an answer 170

171
ES: mmhh 172

173
John: that it wasn’t didn’t play a part even part of the answer you 174

know that there was a whole lot o f other basic components that were 175
missing they were missing completely like instead o f looking at some 176
sort o f brain disease or a biological disease that it was actually an 177
emotional distress they were dealing with or or 178

179
ES: mmhh 180

181
John: they never took time to listen what cause what the life events 182

were what the history was 183
184

ES: yeah 185
186

John: there was no time spent on that there was more time spent on 187
trying to educate me to bee become compliant 188

Again the reader’s attention is brought to a comparison of the statement made by John 

in the first section of this extract to the statements made regarding medication by both 

Harry and Ian. Consider extract 1 Oa.

Extract 10a

John: I would have a lot o f problems with psychiatrists trying to 163
battle my way through staying off medication 164

165
ES: okay 166

167
John: and I’d have a lot o f problems around persuading them that I had 168

recovered I had a lot o f problems around ehh educating them that 169
medicine wasn’t an answer 170
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In Lines 163-4 John details the problems and battles he had with psychiatrists when 

“staying off medication.” Harry stated that he was continuing to take Prozac when he 

didn’t feel it was doing any good, because he hadn’t bothered asking his psychiatrist if  

he could stop. Ian stated that it did not matter what his attitude to medication was, it 

was the only option available. John on the other hand, states here that he got involved 

in battles with his psychiatrist in order to stay off medication. This section o f analysis 

serves two functions. It demonstrates the topography of the three discourses, in terms 

of how they relate to each other, but it also serves to lay out a position towards 

medication that it is possible to take within the survivor discourse. John (as himself) 

features very strongly in this portrayal, the lone warrior ( /  and my) battling against the 

collective enemy (psychiatrists). Also this is an experiential account, in which it does 

matter what John wants (contra to Ian’s position, see extract 8).

In the second half o f the extract (lines 168-70) Ian details again more details of his 

experiences. Whereas the medical discourse created the passive body, and the 

subjective discourse was designed to enhance and maintain that passive body (through 

education and compliance) John turns these features on their head and portrays how 

he took steps to educate and gain the psychiatrists compliance in terms o f how he 

wanted to proceed. He had to persuade them he had recovered and educate them 

about medication. Far from being a docile object, John portrays himself here as an 

active subject, directly engaged in challenging and changing the ‘traditional’ medical 

discourse. The last section of extract 10 that will be considered is presented below as 

extract 10b. Here an interpolation o f a critique of psychiatry and a positing of an 

experiential stance is in evidence.

Extract 10b

John: that it wasn’t didn’t play a part even part of the answer you 174
know that there was a whole lot of other basic components that were 175
missing they were missing completely like instead of looking at some 176
sort of brain disease or a biological disease that it was actually an 177
emotional distress they were dealing with or or 178

179
ES: mmhh 180

181
John: they never took time to listen what cause what the life events 182

were what the history was 183
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184
ES: yeah 185

186
John: there was no time spent on that there was more time spent on 187

trying to educate me to bee become compliant 188

In lines 174-8 John criticises psychiatry for ‘missing completely’ the ‘basic 

components’ o f the issue. The approach to mental health as a ‘repository of 

pathology’ is critiqued in lines 177-8. O f additional interest in lines 178 is John’s 

application o f the term ‘emotional distress’’ .̂ This term is offered up in this context 

as a direct polemic to the previously cited constructions o f ‘brain disease’ or 

‘biological disease’ Again this is getting back to the resistance o f the medical 

discourse, positing a non-clinical, non pathological description in place o f the 

traditional medical one.

In the next section o f talk (lines 182-3) the critique swings back to idiosyncratic 

experiential issues, they were not willing to listen to John’s biographical narrative. 

By implication, John asserts here that the biographical narrative explains it all for him 

(this would also tie into his lack of medication and his stance on the aetiology of the 

distress). This experiential portrayal is the portrayal that underpins Johns’ use o f the 

survivor discourse. Lines 182-3 portray the psychiatrists as being unwilling to listen 

to the survivor discourse. This point is echoed in the final section o f talk, lines 187-8. 

Here John articulates the processes o f the patient discourse, the professionals were, in 

John portrayal, involved in attempting to educate him and make him compliant in 

terms of the dominant medical approach to the ‘condition’. In effect John portrays 

here that he had to be fitted into a model, and that model was dictated by 

professionals. The preceding talk in extract 10 concerns John’s portrayal of his own 

discourse, a discourse which the professionals were resistant to accommodate within 

their own model. This in turn, points up the hegemonic and preclusive nature o f the 

medical discourse.

This description o f  ‘emotional distress’ as opposed to ‘paranoid schizophrenia’ resonates with 
Foucault’s statements regarding madness and the regulation o f  rationality as the foundation stone for 
twentieth century psychiatry. To term the ‘pathology’ as emotional distress is to resist the regulation o f  
ones rationality, it is counter hegemonic discourse.
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The next extract that will be considered in the analysis relates to John’s use of the 

different discourses to talk about his time in the psychiatric hospital. The consumer 

and patient discourse are passive, meaning that their potential for self-reflection is 

limited by the parameters o f the medical discourse. The limitations that the medical 

discourse places on action means that the people with the psychiatric diagnoses 

cannot actively reflect upon their position, either because it does not occur to them to 

do so (see Harry) or because whilst it is unagreeable there is no there is option (see 

Ian). The survivor discourse does not operate within medical parameters and as such 

it allows for a self reflection on the different discourses and an actualisation o f the 

import or role of these different discourses. Extract 11 details John’s recollection of 

the patient discourse (with qualifications).

Extract 11

John: and 1 went to university and that university was the psychiatric 
hospital

390
391
392

ES: okay 393
394

John: and from within that I leamt to be a schizophrenic 395
396

ES: yeah 397
398

John: a lot of the diagnosis is learned behaviour 399
400

ES: mhhm 401
402

John: and what I done was I become a brilliant trainer at training 
people coming after me to be a schizophrenic

403
404
405

ES: right 406
407

John: the way that people had taught me and whenever I was playing that 
role or doing that role the services thought I was a great boy

408
409

The talk preceding this extract has revolved around John recounting how he had left 

school at age fourteen with no qualifications and barely able to read or write. He 

asserts however, that he did manage to get to university. This is the starting point of 

the extract. John equates the psychiatric hospital to a university, fi'om where he 

graduated with a degree in how to be a schizophrenic. Line 395 fiinctions to again
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discredit the pathological repository approach of traditional medicine (and the patient 

and consumer discourses). Here John asserts that rather than schizophrenia being a 

biological condition, it is in fact a learned behaviour. This statement echoes the work 

of sociologists such as Gofftnan (1963), Scheff (1984) and Rosenhan (1973). So 

whilst John offers an experiential critique, this critique is also founded in an academic 

literature drawn from sociology and social psychology. John talks about learning to 

become a schizophrenic, not a person with schizophrenia or a voice hearer, but a 

schizophrenic. This statement or portrayal is intended to draw from (and implicitly 

critique) the patient discourse.

Line 399 functions to undermine the medical discourse, the diagnosis is not based on 

a clinical reality, rather it is based on behaviour learned on the wards (essentially a 

process of the medical model, linesl52-3, extract 9). This position resonates very 

strongly with Gofftnan’s thesis regarding institutional life. It also resonates with 

much of the thinking that surrounded the anti-psychiatry movement o f the 1960s and 

1970s.

Extract 11 a (presented below) moves this argument on again.

Extract 11a

John: and what I done was 1 become a brilliant trainer at training 403
people coming after me to be a schizophrenic 404

405
ES: right 406

407
John: the way that people had taught me and whenever I was playing that 408

role or doing that role the services thought I was a great boy 409

This whole extract is imbued with temporality (as identified by Gilbert and Mulkay, 

1984). The approach that John recalls he had then is interpreted by way o f the 

approach or configuration that he holds now. This in turn, ties back to the issue of 

self-reflection previously mentioned in relation to the three discourses. In line 404 

John draws from the patient discourse (he trained people “to be a schizophrenic”). 

The objective status o f the diagnostic category is self-evident within this statement. 

Again it draws on the patient discourse, whilst at the same time critiquing it (by way 

of Johns’ current configuration). People were not self-evidently schizophrenic; rather
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they had to be taught how to be schizophrenic. This statement functions to pose 

serious imphcations for an objective science, which purports to observe (through a 

chnical gaze) rather than create or construct ‘mental illness’.

The last statement in extract 11a again reinforces Johns’ utilisation of the patient 

discourse during the time he ‘worked’ as a trainer. Firstly, John establishes it as 

something of a culture o f the ward (again echoes o f Goffiman). It was not just an 

activity that John entered into; it was something that had been available to him as 

well. This functions to reinforce the rejection of pathology yet again. John then 

moves onto to talk about “whenever” he “playing or doing that role” . This portrayal 

points to and element o f performance, or an element of a lack o f control, he was 

meeting someone else’s expectations; they were not his own expectations. The pay 

off for ‘playing this role (or utilising this discourse) was that “the services thought 

[he] was a great boy”. The playing of the schizophrenic role lead to John being 

constructed as a passive docile body. So long as he maintained this position, the 

services regarded him as a “great boy”. This portrayal is an affirmation o f the power 

of the patient discourse within the medical discourse. Even the turn of phrase 

employed by John (his reference to being a boy) suggests a passive relationship 

between him self and the authoritative (active and adult) service professionals. The 

last extract of talk that will be considered from John is a piece o f talk where he talks 

about his own approach towards the four voices he hears. He details how he has dealt 

with these voices and what this approach has allowed him to do in terms o f his 

relation to psychiatry and the medical model.

Extract 12

John: so at 14 I heard one voice by the time I entered psychiatric 331
services I was hearing four voices 332

333
ES: right 334

335
John: and the three other voices were directly related to experiences 336

within my life 337
338

ES: right 339
340

John: but nobody talked to me about the experiences within my life 341
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342
ES: mmhm 343

344
John: you know and it wasn’t until I understood what the voices related 345

to 346
347

ES: yeah that you 348
349

John: that I could make sense o f what was going on 350
351

ES: so would that be when you rejected your diagnosis then 352
353

John: that’s when I rejected the the that’s when I rejected the the 354
diagnosis that’s when I rejected the very fact that it was a brain dysfiancti 355
that’s when I rejected if  you want to say the medical model 356

Firstly, it important to note that John does not deny the existence o f the voices. He is 

not saying that he is not experiencing an emotional distress. Rather it is the case that 

he accepts the voices but rejects the medical explanation o f these voices. In lines 336- 

7 he returns to an experiential frame to account for them, these three additional voices 

were “directly related to experiences in [his] life” . In terms of this portrayal, this to 

John seems to be the origin o f his own sense-making regarding the voices. The 

services are then critiqued again (nobody talked to him about his experiences).

It was not until John himself understood what the voices related to that he was able to 

begin to make sense o f what was going on. John features as an active agent within 

both of these lines o f talk (lines 345/350). There is no passive acceptance o f an 

alternative frame, rather there is a process o f working through (and sense making) 

drawn from his own frame, a biographical and experiential frame.

It was when John was able to “make sense of what was going on”, from his own 

perspective, that he was able to reject then the alternative medical frame. The 

consumer and patient discourse do not necessarily concern themselves with sense 

making; the pathology makes sense in light o f the medical discourse. The survivor 

discourse, as stated by John in this last portrayal allows for the space in which ones 

own sense of the issue can be made, and this in turn can then function to open up 

alternatives that are not predicated upon a medical model.
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CONCLUSION

This chapter is intended as an empirical introduction to and vahdation of the three 

discourses which will be utilised in this study. A theoretical and empirical framework 

is presented as the basis for their utility and applicability in regard to the talk o f the 

research participants. The analysis demonstrates the high degree of inter-dependence 

and interpolation between the different discourses, indeed the next section of the 

analysis sets out to delineate these processes. However, in the current chapter they 

have been presented in a case study format designed to introduce the reader to the 

different discourses in a singular fashion.

The patient discourse is a passive one whereby the person becomes subsumed within 

their diagnosis, i.e. they become a schizophrenic, as opposed to a person with 

schizophrenia or a voice hearer. The consumer discourse makes some strides away 

trom this passive patient role but is still in thrall to the hegemony and power o f the 

psychiatrist. The survivor discourse rejects and challenges these positions, and offers 

potential alternatives to these approaches. These discourses are drawn from the 

sociological literature, and are also theorised from the sociological literature. 

However, the purpose of this current chapter is to demonstrate their occurrence, in 

talk, across three different interviewees. They are to be regarded as discourses as 

opposed to roles because of the fluidity which a discursive approach can lend to them 

in an analytical context. The discursive frame (as applied from Gilbert and Mulkay) 

is evident throughout the analysis and functions to allow for a consideration of 

different portrayals (both temporally and socially) across the research participants 

talk.

The next chapter will move to consider the interpolation o f these discourses both 

within and across cases, whereby interviewees can be seen to draw from (and indeed 

resist drawing from) the three different discourses.
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Chapter Four: Interpolation of Contexts and Repertoires

1 1 1



C h a p t e r  F o u r

INTERPOLATION OF CONTEXTS AND REPERTOIRES 

INTRODUCTION

This chapter will consider the presence and utility o f the three identified discourses 

across different discursive contexts drawn from interview data with different 

respondents. The previous chapter employed a case-study approach to identify the 

particularity o f  the different discourses, i.e. three particular discourses were identified 

through reference to three particular respondents. This analysis was undertaken to 

offer a working understanding o f  the different discourses. In this chapter, through an 

application o f  the principal o f variable discourse, it will be demonstrated that in all of 

the selected cases the participants talk draws on all o f the three different discourses. 

The use o f these different discourses, within the interview context, was found to be 

dependent upon the social context in which the respondents discussed their actions. 

The context used by the interviewee to describe actions/beliefs exerts an effect upon 

which discourse they draw from to portray these self same actions and beliefs. 

Different contexts allow (or disallow) for the use o f different discourses. With this 

shift in emphasis from an ontological argument to a contextual argument, a shift in the 

how the discourses are conceived o f is required.

In relation to specific issues concerned with contexts, Gilbert and Mulkay (1984) 

utilise a similar strategy, comparing scientists talk in the formal research literature 

against scientists talk in semi-structured interviews. They illustrate that “participants 

accounts o f action and belief are systematically different in these two settings,” (p. 

39). They describe these settings as “contexts o f  linguistic production”, (p.39). These 

contexts are evidenced for Gilbert and Mulkay through a comparison o f  the different 

linguistic productions utilised in the two settings. It is their proposition that the 

informal subjective discourse can be shown to be a feature o f the formal objective 

discourse. Much o f their analysis is predicated upon demonstrating the presence of 

social action and belief in the formal research literature. They state in their initial 

analysis that, in regard to the formal discourse (as evidenced in the introduction to a 

scientific article);
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“Despite this impersonal style, which minimises explicit mention of 

social actors and their beliefs, it is clear that parts o f the text implicitly 

offer accounts of the actions and the beliefs of the authors and of their 

specialised research community. To this extent the introduction [to the 

article] has a definite, albeit partly obscured, social component,” (p. 42).

Their strategy is to identify the presence o f one discourse in another, that is, that 

subjective experience, beliefs, and actions can be read into objective accounts. This 

activity is carried out through a consideration o f the different contexts in which the 

talk occurs, (although it should be noted that empirical data from two different data 

collection contexts was not replicated in the current study.

A QUESTION OF CONTEXT

Their analysis establishes that social actions and beliefs can be extrapolated out from 

(or perhaps more accurately, imputed into or onto) the formal ‘talk’ of the research 

literature. Essentially this emphasis on action and belief dictates an analytical concern 

with the ways in which the scientist portrayed what he did (and how he said he did it), 

and the way the scientist portrayed what he believed to be true. This is shown to vary 

depending upon the context in which the scientists talk about these self same actions 

and beliefs. This much is common between the two studies. However the current 

study does not rely upon two physically different contexts, there were not two settings 

from which data were collected and comparatively analysed. Data were collected and 

analysed from only one setting, namely a research interview. However this is not as 

problematic as it might at first appear. Simply because there are no physically 

different settings does not mean that there are no discursively different settings within 

these research interviews across which it is possible to analytically compare and 

contrast different ‘contexts of linguistic production’.

In relation to the two contexts utilised in their study (empiricist context and contingent 

context) Gilbert and Mulkay state that “participants’ accounts of action and belief are 

systematically different in these two settings. This...enables [Gilbert and Mulkay] to 

identify two major interpretive repertoires, or linguistic registers, which occur 

repeatedly in scientific discourse,” (p. 39). The key point to be taken from this 

quotafion is the notion of interpretive repertoires, whereby repertoires (and their
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contexts can be seen as a local interpretation o f the more macro oriented discourse). 

It is proposed that the patient, consumer and survivor discourses function as 

interpretive repertoires in relation to the interviewees talk about their actions and 

beliefs. In a move similar to the distinction made between discourses and roles (in the 

previous chapter), it now becomes pertinent to consider these discourses as different 

repertoires'. The analytical lens is no longer focussed on which might be the 

dominant discourse within a research participants talk, but rather on the different 

contexts in which that participants might draw upon these discursive repertoires to 

furnish a portrayal o f  their actions and beliefs in that context. In effect, these 

repertoires can be seen to both constitute the context and also to be contextualised by 

it. There is symbiosis between the two aspects. The suitability and utility o f  these 

different repertoires is predicated upon the context in which the interviewee is 

discussing their actions and beliefs. For example, i f  they are talking about an incident 

involving interaction with a psychiatrist (i.e. their talk is about a psychiatric context) 

they may very well draw from the patient repertoire to portray both the sequence o f 

events and their beliefs about the situation.

The (social) construction o f different discursive contexts

Consequently it is argued here that the idea o f  different contexts is not predicated 

upon two physically different settings, but that these features are as equally 

observable within different discursive contexts or constructs^. Gilbert and Mulkay 

acknowledge this point when they identify the differences between their two contexts 

as “labels employed by participants as well as analysts to distinguish variations in 

forms o f  discourse, by means o f which members construct the meaning o f  action and 

belief...social contexts are themselves products o f  discourse,” (p. 39). So the 

physical distinction between the two settings can be read as an analytical feature o f 

the original study (designed to reiterate one o f  the key anal}4ical thrusts) as opposed 

to an important theoretical component o f  the research. If, as Gilbert and Mulkay 

argue, the contexts can be read as products o f discourse, the physical difference 

between the settings is only relevant as a feature o f  the process o f data collection. 

That is to say there is no theoretical necessity to include different physical settings

‘ The utility o f  this move will be demonstrated in the analysis presented later in this chapter.
 ̂ Some examples o f  these different contexts might be interviewees’ direct and indirect talk about, for 

example: i) their psychiatrists, ii) their families, iii) their place o f  work or iv) themselves.

114



within the collection o f the data. The different constructs can be seen to be produced 

discursively in the interviewees talk; they do not have to be physically evidenced 

through a physical location in different settings.^

In relation to the introduction o f a concept of repertoires (and contexts) there are two 

points that need to be clarified at this stage. Firstly, the distinction between a context 

and a repertoire must be addressed. These two features can be read as being 

constitutive o f each other; they are both products o f discourse. This type o f approach 

may be read as indicative of Bourdieu’s (1990) definition o f habitus, whereby the 

habitus is seen as both a structured structure and a structuring structure. This is 

comparable to Gilbert and Mulkay’s (1984) notion of settings as contexts o f linguistic 

production and social contexts as themselves products of discourse. However, as 

already indicated this is a primarily discursive study. As such, and in specific relation 

to the work o f Bourdieu, this study focuses upon ‘talk’ about action, rather than 

modes o f action itself (which would be a more Bourdieudian approach). The context 

is the situation that is discussed; the repertoire is drawn from the discourse used to 

discuss it. For example, if  the analysis proffered in the previous chapter is borne in 

mind, it is possible to see how portrayals o f one context (the psychiatric context) can 

be evidenced or demonstrated through any of the three different repertoires (patient 

repertoire -  Harry, consumer repertoire -  Ian, survivor repertoire — John).

However, and this is the second point, these different repertoires can be shown to cut 

across contexts, people can talk about a psychiatric context, using one, two or all three 

o f the repertoires. Additionally they can talk about one context using the survivor 

repertoire and another context using the patient repertoire.

These features highlight both the nature o f the construction o f the context, and the role 

o f different discourses/repertoires in that process o f construction. There are three 

stages to the analysis used by Gilbert and Mulkay (1984). Initially they set out to 

detail a formal context and its constituent formal repertoire (scientific research reports 

and the language used therein, which they identify as the empirical

 ̂ It should be noted that this conclusion is not intended to undermine the role o f  the different contexts 
in the Gilbert and Mulkay study. It is accepted that the different settings lead to the empirical 
identification and validation o f  the two repertoires. The above conclusion is not intended as a flippant 
dismissal o f  this process; rather it is intended to disavow the need for physically separate ‘settings’.
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repertoire/discourse). Secondly they set out to detail an informal context and informal 

repertoire (interviews with scientists and talk about scientific reports, which they 

identify as the contingent repertoire/discourse). Thirdly, they set out to identify this 

informal repertoire in the fonnal context (analysis o f  scientific reports which 

illustrates presence o f subjective actions and beliefs contained within the objective 

language). The current study looks to apply this notion o f contexts in a slightly 

different way.

W ithin Gilbert and M ulkay’s (1984) frame, the concept o f ‘context’ draws heavily 

from the work of Halliday. Gilbert and M ulkay summarise this work by stating that 

their references to different social contexts are a means o f “drawing attention to 

patterned variations in the discourse through which scientists construct their social 

world,” (p. 40). In the current study, this is applied to state that, analytically, different 

social contexts are used as a means o f drawing attention to the patterned variations in 

the discourses through which people with psychiatric diagnoses construct their social 

world. The analytical emphasis is progressed or moved on and the emphasis is now 

placed not on what discourses are used, but rather on what discourses are used and in 

which contexts they are used? The notion o f contexts allows for the analyst to move 

beyond a ‘m ere’ description o f different discourses. By extending the focus to 

contexts it allows the analyst to pick up on what Halliday identifies as the “meaning 

potential o f  language”, which he argues, is inherent in the realisation o f the “meanings 

that constitute social contexts,” (Halliday, 1978, p. 189). The same language in 

different contexts will have different meanings, because o f  the specificities o f  the 

meaning potential o f  that language in that context. W hat this analysis will strive to 

prove is i.) that this effect can be evidenced in the talk o f  people with a psychiatric 

diagnosis, and ii.) that these self same people display an awareness (either stated or 

implicit) o f these contexts and repertoires, through their talk. The current study has 

established the presence o f the three discourses in relation to one context (see chapter 

3). It now looks to re-interpret these discourses in light o f  a notion o f repertoires and 

to investigate how these repertoires are used in different contexts, (e.g. if  and how  the 

patient repertoire might be used in relation to familial context) or evidence o f  different 

repertoires in the same context, (e.g. the presence o f  the survivor repertoire and the 

patient repertoire in relation to an employment context).
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There is another important difference between Gilbert and Mulkay’s (1984) study and 

the present one. Gilbert and Mulkay limited their contexts to two. This has already 

been discussed. They also limited their respondents to people who would be experts 

in both the formal context/repertoire and the informal context/repertoire. In this 

study, the psychiatric context is being read as the formal ‘objective’ context. Whilst 

the interviewees themselves may (or may not) regard themselves as ‘experts’ within 

this formal repertoire, other groups they mention are not (such as family members or 

employers). However, these self same non-expert groups, are portrayed as drawing 

from the patient repertoire, and are also often located within the psychiatric context, 

by the interviewees. This feature o f their talk may be explained or addressed by the 

more common-place role o f medicine within the everyday (as compared to 

biochemistry). Medicine and doctor-patient relations are an accepted common day 

occurrence which the majority of people will have had experience o f at one time or 

another. Additionally mental health is consistently (mis)represented in the print 

media and indeed film and television'*, as such, it is not necessarily problematic that 

the inclusion of non-experts within context portrayals was prevalent within the 

interviewees talk. Indeed it should be regarded as an important and illuminating 

feature. The inclusion of these different contexts is understood by way of a 

consideration o f the different interpretive repertoires.

Interpretive Repertoires

There is another key issue with regard to these two settings that must be resolved 

before moving on. Gilbert and Mulkay’s use o f two different settings leads to the 

identification o f two ‘major interpretive repertoires’. These major interpretive 

repertoires are identified as an ‘empiricist repertoire’ and a ‘contingent repertoire’. 

The empiricist repertoire is identified as producing the formal research literature 

discourse. The confingent repertoire is identified as producing the more informal 

social discourse. Gilbert and Mulkay utilise two settings and identify two repertoires. 

The current study utilises one setting and identifies three major interpretive 

repertoires. It has already been argued that the use of only one setting is not 

necessarily problematic or incompatible with Gilbert and M ulkay’s frame. The

'* That is to say its footing in the world o f  the mundane and everyday is well established, it enjoys a 
social profile.
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argument must now turn to a consideration o f the identification o f three as opposed to 

two repertoires.

To return to Gilbert and M ulkay (1984), in talking about the relationship between the 

empiricist and contingent repertoires, they argue that the contingent repertoire’s 

guiding principle is:

“ ...in  direct opposition to that o f  the empiricist repertoire in that it enables 

speakers to depict professional actions and beliefs as being significantly 

influenced by variable factors outside the realm o f empirical biochemical 

phenomena,” (p. 57).

This precis o f the difference between the two repertoires can be readily and 

unproblematically applied to the patient and survivor repertoires. Consider again 

(from the previous chapter) John’s scientistic critique o f the medical model compared 

to Harry’s acceptance o f a ‘chemical imbalance’ in the brain. The patient repertoire 

can be read as the empiricist repertoire and the survivor repertoire can be read as the 

contingent repertoire. This distinction also resonates in the philosophical 

underpinnings o f the three discourses identified in the previous chapter, especially in 

relation to notions o f subjective and objective bodies.

If  the patient/survivor repertoires are regarded in light o f the criteria associated with 

the empiricist/contingent repertoires then the relationship between the two respective 

pairs seems synchronistic. This is verified by a further quote from Gilbert and 

Mulkay when they state that:

“W hen this [contingent] repertoire is employed, scientists’ actions are no 

longer depicted as generic responses to the realities o f the natural world, 

but as the activities and judgem ents o f specific individuals acting on the 

basis o f  their personal inclinations and particular social positions,” 

(Gilbert and Mulkay, 1984, p. 59)

This is a very effective explicit summary o f the survivor discourse/repertoire, and by 

implication, a very effecfive summary o f the patient discourse/repertoire. These



summaries demonstrate that it is possible to determine appropriate links between the 

two studies. They can be seen to be operating in similar methodological and 

analytical frames. However, the presence o f the third discourse/repertoire remains 

unresolved (this was already touched upon in chapter 3, but will be given more 

detailed consideration here). An attempt to resolve the status o f this third position 

will now be made through a consideration o f notions of objectivity and subjectivity.

Objectivity and Subjectivity

Whilst the polemical nature o f the patient-to-survivor dynamic is unproblematic, the 

role of notions o f objective versus subjective contexts raises some issues. In the 

previous chapter the patient discourse was associated with the ‘objective’ body. This 

association between patient discourse and the passive object corresponds with the 

empiricist repertoire, where the “empiricist discourse is organised in a manner which 

denies its author’s actions are relevant to its content,” (Gilbert and Mulkay, 1984, p. 

58). Just as agency is not seen as a feature of the patient discourse, the empiricist 

repertoire also functions to delimit agency in its linguistic production. This much, in 

terms of a direct comparison, is unproblematic.

However, to follow Gilbert and Mulkay’s (1984) lead, it would appear that the 

survivor discourse/repertoire is required to take up the subjective position (this 

conclusion is drawn from the polemical construction of the empiricist and contingent 

repertoires). In chapter three, it was stated that the consumer discourse/repertoire was 

to be regarded as the actualisation of Foucault’s (1973) ‘subjective body’. So within 

Gilbert and Mulkay’s (1984) model laid out here, in the current chapter, it would 

appear that survivor is polemically paired to patient, but in the previous chapter, 

(where polemic was not such a feature) it was the consumer discourse that was paired 

to the patient discourse (based on a subject/object distinction). In comparison to 

Gilbert and Mulkay’s frame, it is the consumer discourse that does not fit (as it is 

neither, (to borrow their terminology) empiricist or contingent). The problem comes 

down to the ascription o f subjectivity into a discourse or repertoire. Perhaps the best 

way out of this morass is to propose a dimensional aspect to subjectivity, with patient 

and survivor at opposite ends o f this dimension and the consumer located floating 

somewhere between the two. It should be borne in mind that the consumer discourse 

(i.e. the subjective body) was not enacted with a view to eradicating the passive
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patient; rather it was enacted to maintain compliance and passivity (Armstrong, 1983). 

As such the docile passive patient (i.e. the objective body) can be read as a related 

component o f  the Foucauldian objective body, meaning that the consumer discourse is 

more closely tied to the patient discourse^ (this is what was observed in the analysis in 

the previous chapter). This schematic is better illustrated diagrammatically, see figure 

4 below.

more
objective

More
subjective

objectivity subjectivity

empiricist contingent

Figure 4: Dimensional Construction of Discursive Objectivity/Subjectivity (with 

respect to Gilbert and Mulkay)

more
objective

objective/
subjective

more
subjective

objectivity subjectivity

patient consumer survivor

Figure 5: Dimensional Construction of Discursive Objectivity/Subjectivity (with 

respect to current study)

Figure 4 demonstrates the proposed dimensional nature o f subjectivity with regard to 

the Gilbert and Mulkay (1984) study. The model works because the variables they are 

considering are dichotomous. These variables can be variously described as formal 

versus informal, objective versus subjective or empiricist versus contingent. They 

consider only two settings and these two settings lead to two discourses or repertoires, 

and these discourses can be understood by way of reference to two philosophical (and 

polemical) underpinnings. There is an inherent dualistic nature to their study (i.e. the 

identification o f one in the other).

 ̂Whilst the distinction between the two must be borne in mind, this conclusion does not mean that they 
are one and the same. There are still essential differences between them.
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The current study on the other hand, considers trichotomous variables (see figure 5). 

The settings considered are again more numerous but the discourses can be 

understood in relation to each other with the consumer discourse as the lynch pin 

between the two polemical positions. That is to say, issues o f objectivity and 

subjectivity still underpin the second model; it is just that there is now a switch placed 

in between the two poles which can influence the flow o f objectivity or subjectivity. 

Consider an interpretation o f figure 5 in terms of a contingency table, which breaks 

down the relationship between objectivity and subjectivity across the three discourses 

relationally (see figure 6).

Patient Consumer Survivor

objective ++ve +ve -ve —ve

subjective —ve -ve +ve ++ve

Figure 6: 3 x 2 Contingency Table of patient, consumer, survivor subject/object 

split

In figure 6 the patient discourse is relatively unproblematic. Reading down the 

columns it scores positively in relation to the objective status o f the body, and 

negatively in relation to the subjective status of the body. Likewise the survivor 

discourse is as equally unproblematic. It scores positively in relation to the subjective 

body, and negatively in relation to the objective body. Bearing in mind that it is 

already proposed that objectivity to subjectivity is being considered dimensionally, 

the consumer discourse fiinctions as a switching mechanism between the two 

discourses^.

The consumer discourse (read across the two rows as opposed to down the column) 

scores both positively and negatively in relation to objectivity. By reading across the 

rows, it becomes possible to see the switching role in effect. The consumer discourse

 ̂ The next chapter will be devoted to analysing this ‘switching’ process; it is introduced here only as a 
means o f  substantiating the utility o f  the ‘third’ discourse.
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scores positively because it ultimately endorses the objective passive patient model, 

(again this is to return to Armstrong’s (1983) contention regarding the purported 

purpose o f the introduction o f  the ‘subjective body’ into medical discourse, i.e. to 

increase compliance). Remember how Ian problematised but ultimately accepted the 

passive patient discourse in relation to medication. The consumer discourse scores 

negatively for precisely the same reason; the subjective body discourse creates space 

for the person as well as the diagnosis, thus incorporating some subjective experience 

into the objective discourse. It is a contradictory discourse where the person with a 

psychiatric diagnosis can accentuate or deny both subjective and objective features of 

their experiences. W ere the people with the psychiatric diagnoses to reject the 

objective discourse, then they would move over into the survivor discourse, were they 

to accept the objective features, then they would move over into the patient discourse. 

The same principal applies, but is reversed, with regard to issues around subjectivity.

The third discourse in the discursive framework (that o f consumer) brings an essential 

third element to the study. If  Gilbert and Mulkay (1984) work is considered, then a 

process o f switching their work can be identified as occurring in the contingent 

repertoire (this is m y interpretation, not theirs). The social aspects o f  the empiricist 

repertoire evidenced in published research are illuminated in informal talk with the 

scientists who published said research, the use o f the two settings m akes the ‘switch’ 

less problematic and less o f a feature o f the analysis, the context in which the switch 

occurred takes precedence over the switch itse lf This is not the case in the current 

study; the presence o f  a third discursive context makes this switching process more 

problematic and indeed more o f  a feature o f the analysis.

Discourse/Repertoire Switching

Whilst this notion o f  switching identifies a role and necessity for a third discourse 

within the present study, it should not be seen as prioritising ‘switching’ over context. 

As already indicated the next chapter will consider in detail this process o f  switching 

(or interpolation), but this current chapter is more concerned with the different 

contexts in which the different repertoires are employed. Having established the 

methodological basis for the application o f the current research design loosely based 

on Gilbert and M ulkay’s original study, it is now time to consider the role o f  different
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contexts within the interview talk. It is to this feature o f the analysis that this chapter 

shall now turn.

Gilbert and Mulkay (1984) offer six tenets to their analytical approach, in specific 

relation to the contexts o f discourse. These are identified as follows:

1. “scientists make their results meaningfiil by linking them to explicit accounts 

of social action and be lie f’.

2. “that the accounts o f action and belief presented in the formal research 

literature employ only one of the repertoires o f social accounting used by 

scientists informally”

3. “that these formal accounts are couched in terms of an empiricist 

representation of scientific action”

4. “that this empiricist repertoire exists alongside an alternative interpretive 

resource, which is called the contingent repertoire”

5. “that this latter repertoire tends to be excluded from the realm of formal 

discourse”

6. “that the existence o f these formally incompatible repertoires helps to begin to 

understand the recurrent appearance o f interpretative inconsistency in 

scientists discourse”

Much of the preceding discussion in this chapter has been implicitly couched around 

these six tenets. They will now be explicitly applied to the present study to set the 

remit for the contextual analysis o f research participant’s accounts. It is proposed that 

this six step model of contextual accounting can be as usefully applied to the 

interviewees talk about psychiatry as it is to scientists talk about biochemistry. It 

should be noted that the intention here is not mimic the study completed by Gilbert 

and Mulkay but rather to draw from their proposed framework and apply this 

framework to the interviewees talk. Each of these six tenets will be unpacked and
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applied to a feature o f  interviewees talk in an effort to establish the utility o f this 

approach. It is the inter-contextuality o f the repertoires that is o f  primary interest in 

this analysis.

ANALYSIS 

Alan’s Three Contexts

The analysis will proceed by considering individual interviews and highlighting 

passages o f  talk which demonstrate the three repertoires. Attention will be drawn to 

the context in which the repertoire is used, and where appropriate comparison will be 

made to the six tenets identified by Gilbert and Mulkay.

The first interviewee to be considered will be Alan. The interview with Alan took 

place in August 2000. He had been involved with the mental health services since 

1970, a period o f thirty years, since the age o f twenty (there was a period o f six years 

in which he was not seeing a psychiatrist, between 1973 and 1979, when as Alan puts 

it “I eh met ehhm a therapist who I trusted and that I could work w ith,” (line 56)). He 

had numerous periods o f hospitalisation in this period and was still actively using the 

mental health services at the time o f  the interview. One, rather lengthy extract o f  talk 

from the interview will be considered, in which it is possible to identify the three 

repertoires already discussed. However, this extract will be split into two parts to 

facilitate the analysis. The first part is presented below in extract 13. This extract is 

drawn from about a third o f the way into the interview and begins with the interviewer 

asking Alan for his opinion regarding the biological basis o f  psychiatry.

Extract 13

ES: in terms o f  psychiatry’s emphasis on the the biological level 379
how do you feel towards that 380

381
Alan: I know well in one way in one way it’s very ehhm it’s very ehhm 382

correct because psychiatry in what it’s dealing with you know the 383
functionality o f  or the functions o f  the brain is is I don’t know if  384
this is true but as far as I know is at the cutting edge o f science is 385
to find out how the bloody brain works in the first place you know but I 386
think they’re I think I think they’re they are overly dependent on drugs 387
really and ehhm ehhm they can become very I mean 11 don’t know what 388
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it is about me but I seem to act like the good boy you know while while 389
ehhm these these things are happening to me but on ehhm another level 390
outside away from them I behave in this totally different you it’s 391
its ehhm paradoxical but 11 when I’m with psychiatrists I’m very 392
compliant_________________________________________________________ 3W

In extract 13, Alan begins with a qualified acceptance that there is a ‘correct’ basis to 

the bio-medical model, he endorses the psychiatric model. However, this 

endorsement is not a wholly positive endorsement, he qualifies his endorsement by 

stating that it is correct, “in one way in one way it’s very...correct”. In a psychiatric 

context John buys into the medical model. This is supported in the next secfion of his 

talk where he mentions features such as the “functionality o f or the functions of the 

brain” and how psychiatry is at the “cutfing edge of science”. These two points are 

key features o f the medical discourse. He indicates psychiatry has an interest in the 

functions of the brain (in this context it may reasonably be assumed that this is a 

reference to the biological functioning of the brain). He also endorses the scientific 

basis o f the psychiatric approach, stating (unsurely) that “as far as [he] knows [it] is at 

the cutting edge o f science. So he locates mental distress at a level o f brain 

functioning, at a level that can be observed through the application of science. So 

when he talks about the scientific (and by implication objective) facet o f psychiatry he 

draws from the patient repertoire, endorsing the medical discourse. This specific 

passage of talk is presented below to ease the analysis.

Extract 13a

Alan; I know well in one way in one way it’s very ehhm it’s very ehhm 382
correct because psychiatry in what it’s dealing with you know the 383
flinctionality o f or the functions of the brain is is I don’t know if 384
this is true but as far as I know is at the cutting edge o f science is 385

_______to find out how the bloody brain works in the first place you know but I 386

The features o f psychiatry that Alan utilises to portray it as a biological science draw 

from the medical discourse, a discourse which itself feeds into the patient repertoire. 

So, it could be argued that Alan draws from the patient repertoire to furnish his 

description. This point is not disputed. However, he does not portray this as a final 

say on the topic. He couches his response, limiting the impact o f his statement in 

order to present some space in which the position he lays out can be critiqued. His
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use of phrases such as ‘in one way’ would point to this effect. It suggests that other 

ways will follow later in his text in which psychiatry’s biological focus may not be 

correct. However, in this context (the formal medical psychiatric context) he 

ultimately supports or endorses the biological model. This feature is perhaps best 

evidenced in lines 384-5, where Alan says “I don’t know if this is true but as far as I 

know”. This phrase functions to undermine his status as an ‘expert’ and to reinforce 

the psychiatric explanation. It could be argued here that Alan is simply effecting a 

degree o f modesty, but the phrase deserves a closer look. Alan says ‘as far as I know 

is at the cutting edge o f science is to find out how the bloody brain works’. Very few 

lay persons (and indeed many medics) would be familiar with what was happening at 

the cutting edge of science, nor would they necessarily be aware o f the scientific study 

of how the brain works. In the world of the everyday it would not be expected that a 

lay person know much about this work. Alan, whilst it may be argued might be less 

of a lay person given his history of involvement, does not offer any detailed 

information to support this argument. Rather, it is argued by the analyst that this 

particular phrase functions to defer to science and by implication, to defer to the 

psychiatrists. It is a deferential statement that accentuates the scientificity and 

‘correctness’ o f the psychiatric position. It should be noted that the context in which 

this endorsement takes place is one which is directly concerned with issues of 

psychiatric knowledge and research, psychiatry is the key element in this contextual 

portrayal. Issues o f scientificity and objectivity can be read as a direct correlate to the 

patient repertoire. However, as already stated, Alan’s use o f a qualifying statement 

suggests this section o f talk may also pertain to the consumer repertoire. This point 

becomes clearer when we consider extract 13b.

In the next section o f the extract (lines 386-8) the other way Alan alluded to in the 

introduction becomes apparent.

Extract 13b

to find out how the bloody brain works in the first place you know but I 386 
think they’re I think I think they’re they are overly dependent on drugs 387 
really and ehhm ehhm they can become very I mean 11 don’t know what 388
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Here Alan critiques an aspect o f the psychiatric context. There are two key points to 

be drawn here. The first point relates to A lan’s critique of dependence on drug 

therapy. The second is the repeated use o f phrase ‘they are’. The implied ‘other way’ 

that Alan indicated in his opening line is explicated here. In one way they are correct 

(extract 13 a) but in another way they are incorrect, due to their over dependence on 

drugs. So Alan now critiques the role of medication whereas he previously bought 

into the medical model (hence the description o f this section o f the extract as drawing 

from the consumer repertoire). The second point is Alan’s repeated use of the phrase 

‘they are’. This phrase operates on two levels in the text. Firstly, it identifies the 

context; he is talking here about psychiatrists. The psychiatrists are the ‘they’ to 

which he refers. Secondly, this identification accedes ownership o f the context to the 

psychiatrists. It is not Alan who is over dependent on drugs; it is the psychiatrists 

who are over dependent on prescribing or using drugs as a treatment. This in turn 

suggests a lack o f control or passivity on the part o f the outside group (i.e. people with 

a psychiatric diagnosis -  the non-owners). This section o f text exemplifies the 

repertoires Alan is drawing fi'om in this psychiatric context. He accepts the biological 

basis, (patient repertoire) but criticises the dominant approach to the treatment o f this 

biological basis (consumer repertoire).

The final passage of talk fi'om extract 13c is presented below. This final section 

begins with Alan drawing fi’om the patient repertoire (lines 388-90).

Extract 13c

really and ehhm ehhm they can become very I mean 11 don’t know what 388 
it is about me but I seem to act like the good boy you know while while 389 
ehhm these these things are happening to me but on ehhm another level 390 
outside away from them I behave in this totally different you it’s 391
its ehhm paradoxical but 11 when I’m with psychiatrists I’m very 392

_______compliant_________________________________________________________393

He invokes a lack o f understanding (this would relate to Gilbert and Mulkay’s notion 

of belief). He engages in a specific style o f behaviour (lines 389), and he pre-empts 

the description o f this behaviour by stating he does not know why he behaves in this 

way. He doesn’t know what it is about him. This statement evokes a sense of a lack 

of control, he is aware that he acts this way, but does not know why he acts this way.
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This portrayal of a lack o f control or passivity feeds directly into the next point of 

interest, where Alan describes himself as seeming to “act like the good boy” (line 

389). There are a number o f points to drawn out o f this phrase. He has already stated 

a lack o f  control (he doesn’t know why); this sense of a lack of control is reiterated 

and reinforced through this statement. Note the breakdown of the phrase; ‘I seem', 

followed by ‘to act like’’ followed by the ''good boy\ Compare this statement with an 

alternative (but similar) way of presenting the same sentiment.

i. I seem to act like the good boy

ii. I act the good boy

Statement ii. is a definite statement of what ‘7’ do, there is no room for doubt in terms 

of the action expressed in the statement. Compare this statement with Alan’s. 

Statement i. is far more tentative, is far less assertive and is more suggestive of a 

passive position; it is not imbued with the same definitive agency as statement ii. The 

primary referent to a notion of passivity is the invocation of the ‘good boy’. The good 

boy is the demure child, who waits quietly for the authority figure to tell him what to 

do next; he is a passive object who follows the lead of authority, in effect the good 

boy is the boy who does what he is told^. Passivity appears again towards the end of 

line 390 when Alan states that all o f this occurs “while while ehhm these things are 

happening to me”. Again this reinforces a passive role, these things happen to him, he 

has no control over what happens, they all happen to him, not through him or with 

him but to him. This section of talk draws heavily upon the patient repertoire. This

conclusion is compounded at the end of the extract where Alan states that “when I am

with psychiatrists I am very compliant”. His explicit reference to psychiatrists 

identifies the context in which he is offering his portrayal, and the reference to 

compliance underscores his utilisation o f the patient repertoire in this context.

There is one final point to be discussed from this extract. Whilst the text is concluded 

by ufilisation of the patient repertoire in the psychiatric context, Alan alludes to a 

different portrayal or means of representing psychiatry in a different non-specific

’ It is interesting to note that John also talked about acting the ‘good boy’ in the previous chapter.
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context. In lines 390-1, Alan states “but on another level outside away from them I 

behave in this totally different you know its ehhm paradoxical” . In effect Alan states 

that in a different context, in which ‘they’ (the psychiatrists) are not dominant 

( ‘outside away from them ’) he behaves in a totally different way. So here is a 

statement which explicates the contextual effect/impact o f  the psychiatric context, and 

additionally alludes to a different portrayal in a different context (a different set o f  

actions and beliefs) when Alan is outside of/away from this psychiatric context (this 

conclusion would be indicative o f  drawing on a repertoire that is not the patient 

repertoire).

Extract 14 presents a section o f  talk which follows on directly in the interview from 

extract 13. Here Alan goes into some detail about his accounts for these actions and 

beliefs and the place o f different contexts in relation to his process o f accounting for 

these actions and beliefs.

Extract 14

ES: Right 395
396

Alan; you know and I do in one way you know I say what’s say what’s happening 397
in my life or whatever and ehhm they nod but then when I go home when 398
I’m on my own you know it’s a whole different I ’m totally on my own and 399
I don’t feel as though ehhm as though there’s any solution 400

401
ES: so why do you think you you interact like that with the 402

psychiatrists? 403
404

Alan: I think because ehhm that’s how my family see it and ehhm ehh 405
there’s some consolation in being sick there is a there is a payoff 406
about being sick or so-called sick and that is that your family will say 407
will ehh agree with you not agree with agree with you but will will ehhm 408
ehhn give you support and ehhm at arms length and ehhm the doctor will 409
ehhm ehhm and the other medics involved like a nurse who administers the 410
injection or the reception in the office or the other patients in the 411
waiting room you know you feel kind of like you’re safe but I never 412
totally bought into it when I was on my own and felt felt downright 413
miserable when I was on my own I did it because ehhm not to cause 414
ripples but eventually what’s what’s there has to come out and I did you 415
know I got involved with the police I ehhm had some disasterous 416
relationships ehhm flats were very hard to keep I was spending too much 417
money ehhm I wasn’t getting anywhere in my job you know and ehhm and 418
ehhm the outwards signs were all ehhm manifest you know in terms of a 419
doctors opinion you know this is this is how a schizophrenic behaves 420

421
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ES: okay 422
423

Alan: but I think my motivation was just as a reaction ehh frustrations 424
425

ES: you wouldn’t necessarily put it down to your diagnosis 426
427

Alan: no I don’t I I I  think it basically it’s ehhm circumstances of 428
life and my reaction you know to ehhm ehhm to my upbringing 429

The analysis o f  extract 14 will begin by considering lines 397-400. A different 

context is introduced into A lan’s talk, he constructs his discourse to physically 

relocate him self outside o f  the psychiatric context (a strategy he employed in the 

previous extract also). This section o f talk is presented below, in extract 14a, to 

facilitate closer analysis.

Extract 14a

Alan: you know and I do in one way you know I say what’s say what’s happening 397
in my life or whatever and ehhm they nod but then when I go home when 398
I’m on my own you know it’s a whole different I’m totally on my own and 399
I don’t feel as though ehhm as though there’s any solution 400

Lines 397-8 take place within a psychiatric context. Alan details his portrayal o f a 

m eeting with his psychiatrist, detailing his actions and relaying the psychiatrists’ 

reactions to these actions. An element o f an ineffectual critique appears in A lan’s talk 

here (“and ehhm they nod”, line 398). However, it is unclear whether the inefficacy is 

directed at the psychiatrists or if  it is more directed at Alan him self A section o f  the 

talk further on sheds some light on this conundrum in that Alan later states that he 

does feel safe in when he is in a psychiatric setting (line 412). As such a potential 

reading is that when Alan is in a psychiatric setting he can utilise the patient repertoire 

and things seem okay. When he is outside o f the psychiatric setting, he cannot use the 

patient repertoire to the same effect, with the result that he becomes despairing o f  his 

situation. In conclusion lines 399-400 are indicative o f the consumer repertoire, Alan 

problematises but does not offer an altemative, rather he despairs that there is no 

solution, ultimately taking him  back to the psychiatric context which is able to offer 

refuge from this despair. Some o f  the impetus for this despair is evidenced in line 

399, where Alan states that he is “totally on [his] own”. This point is iterated twice in
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this one line o f talk^. It is this aloneness that leads to despair. To summarise Alan’s 

position so far, when he talks o f the psychiatric context, he draws from the patient 

repertoire (with hints of a consumer repertoire, re role o f drugs). When talking about 

being outside o f the psychiatric context, the patient repertoire does not feature, and 

Alan’s talk is indicative {not representative) o f the consumer repertoire. The effect of 

different contexts becomes apparent in the analysis; however, the psychiatric context 

is the only definite context which has emerged explicitly in the data. The context in 

which Alan discusses his despair is not tied to any physical setting or pattern of 

relations or interactions.

The next sub-extract to be considered from extract 14 (extract 14b) details a specific 

context outside o f psychiatry, in which Alan discusses his actions and beliefs, namely 

his family context. It should be borne in mind that Alan is talking about his family 

context in relation to a psychiatric context; this adds a layer o f complexity to the talk, 

but also serves to highlight some o f the inherent contradictions between the different 

contexts in which Alan finds himself.

Extract 14b

ES: so why do you think you you interact like that with the 402
psychiatrists? 403

404
Alan; I think because ehhm that’s how my family see it and ehhm ehh 405

there’s some consolation in being sick there is a there is a payoff 406
about being sick or so-called sick and that is that your family will say 407
will ehh agree with you not agree with agree with you but will will ehhm 408
ehhn give you support and ehhm at arms length and ehhm the doctor will... 409

When Alan is directly questioned about why he thinks he interacts in a passive 

compliant way in the psychiatric context, he responds by introducing another context, 

that of his family. The choice o f this context to portray his actions in relafion to 

psychiatrists is illuminating. Alan has already discussed how he buys into the 

psychiatric context, when he is in it, but how he fails to buy into it when he is outside 

o f it. In lines 388-9 (extract 13) he stated that he did not know why he did this. Here 

in lines 405-6 he offers a partial explanation for this behaviour, tying it into his family

* This iteration reinforces the notion o f  these features o f  talk as discursive repertoires or resources.
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context. To unpack this statement, the different contexts utihsed and discussed must 

in themselves, be unpacked.

Alan is talking about w hy he acts the good boy when he sees the psychiatrist (in a 

psychiatric context). H e suggests he may act this way because that is how his family 

see it, (so Alan is talking about his psychiatric context in relation to his family, in 

effect he relates a belief that he has about his family. This belief then impacts upon 

how he acts in a psychiatric context). In effect Alan is moving from a medical belief 

about psychiatry to a social belief about psychiatry. Alan moves from one context 

where the biological determ inacy o f  psychiatry is established to another context where 

the social expectation o f  him  is to comply with the psychiatric interpretation. In both 

contexts the underlying action is that he buys into the psychiatric model. The central 

point is that there are tw o different contexts being discussed, a family context and a 

psychiatric context, and that these two contexts interpolate across each other^.

If  A lan’s statement is followed through to a conclusion, then it would appear that 

Alan does not utilise the patient repertoire because he fully believes in it, he utilises 

the patient discourse because this gives him a feeling o f security and because it 

gamers him support from his family. The family is another context, and it is another 

context in which he utilises the patient repertoire. However, this is not a negative, or 

at least not a wholly negative feature o f Alan’s talk. In lines 405-9 he goes onto relate 

what the benefits o f  this utilisation are. Alan talks about the benefits o f  “being sick”; 

he later qualifies this with a statement o f  being “so-called sick” . This initial statement 

portrays Alan as a patient; the latter statement might move Alan m ore towards a 

portrayal as a pseudo-patient (consumer repertoire)'^. Either way there is a suggestion 

that this is something Alan buys into, it is a repertoire that he can ufilise in his 

dealings with his family and his psychiatrists (with a suggestion that this utilisafion 

can be beneficial to him). This line o f talk would seem to be indicative o f the 

Parsonian sick role, but in an inverse manner, in that it is Alan who is actively using 

the role, as opposed to being assigned the role by others, in effect Alan is using a sick

® The dominant context remains the psychiatric context; Alan is talking about his family context in 
relation to a psychiatric context.

It would be classified as the consumer repertoire because the use o f  the repertoire does not reject the 
medicalisation o f  the ‘distress’ (this would be the survivor repertoire). At the same time, it does not 
fully endorse the patient repertoire. By a process o f elimination it must then be identified as the 
consumer repertoire.
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role repertoire or discourse to negotiate his portrayal o f  his family in relation to 

psychiatry. Granted this analysis is founded only upon w hat Alan says about his 

family, his fam ily might well argue a different case, but the emphasis o f  the analysis 

is not on extrapolating what might have happened out o f  what was said, but rather on 

how what was said ‘was said’. That is to say, what repertoires were drawn from to 

furnish Alan’s portrayal o f  events?

The final line o f  extract 14b is o f  analytical interest in regard to this position. Alan 

talks about how  his family will offer support w hen he draws from the patient 

repertoire. He then adds that this is “at arms length” . This invoked notion o f distance 

may relate to his stance with regard to the patient repertoire. He portrays it as 

something he draws from, but not as something he necessarily believes in. This 

notion o f an ‘arms length’ may be another pay-off he receives for utilising the patient 

repertoire. If  Alan utilises this repertoire, another pay o ff is that his family offer 

support whilst not directly intervening in his life, thus this arms length support can be 

read as a positive feature as opposed to how it m ight first appear, i.e. a negative 

feature.

Extract 14c offers further verification o f the benefits o f  utilising this repertoire. The 

conclusions that can be drawn from it are relatively se lf evident and it is presented 

here primarily as a pre-cursor to extract 14d.

Extract 14c

Alan: .. .ehhn give you support and ehhm at arms length and ehhm the doctor will 409
ehhm ehhm and the other medics involved like a nurse who administers the 410
injection or the reception in the office or the other patients in the 411
waiting room you know you feel kind of like you ’re safe but I never... 412

The original psychiatric context is embellished in this extract, with constituent 

components identified and listed. Doctors, other medics, nurses, injections, medical 

recepfion areas, offices, other patients, and waifing rooms are all offered as a 

contextual portrayal o f the psychiatric encounter. All o f  these people are invoked in 

relation to the ufilisation o f  the patient repertoire (it is interesting to note that Alan 

describes other people with psychiatric diagnoses as ‘patients’ in this context). All o f
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these constituent components are identified with inducing a situation where Alan 

“feel[s] kind o f like you’re safe”. Not exactly a ringing endorsement but again it is 

another statement aimed at explicating his position, it offers a reason for why he 

might behave as he does (in conjunction with the other reasons he has already 

offered).

The reticence in Alan’s talk towards a full acceptance of this repertoire becomes more 

explicit in the penultimate passage of talk from extract 14. This is presented as 

extract 14d below.

Extract 14d

Alan: .. .waiting room you know you feel kind o f like you’re safe but I never 412
totally bought into it when I was on my own and felt felt downright 413
miserable when I was on my own I did it because ehhm not to cause 414
ripples but eventually what’s what’s there has to come out and I did you 415
know I got involved with the police I ehhm had some disastrous 416
relationships ehhm flats were very hard to keep I was spending too much 417
money ehhm I wasn’t getting anywhere in my job you know and ehhm and 418
ehhm the outwards signs were all ehlmi manifest you know in tenns o f a 419
doctors opinion you know this is this is how a schizophrenic behaves 420

Again Alan returns this theme of aloneness. It might be the case that this is the only 

context that he can problematise the patient repertoire. It is only when he is talking 

about himself, (i.e. when there are no other contexts to consider) that he is able to 

problematise the patient repertoire. By talking about himself and himself alone, he 

moves the talk into another context, and this is a context where he invokes him self 

directly into the talk. The talk is now about him, in his own context, unfettered by 

considerations of family or psychiatric contexts. In lines 414-5 he offers another 

alternative direct explanation for why he acts/acted the way he described -  he did it 

“not to cause ripples”, (so he does relate this third context (himself) to the other two). 

This reluctance to cause ripples is indicative o f a passive portrayal of events, 

suggestive o f Alan doing what everyone else wants him to do in order that everything 

remain calm. So he bought into the patient repertoire to keep life trouble free. This is 

a strain or version of the consumer repertoire. To utilise the survivor repertoire Alan 

would not be able to accept (however begrudgingly) elements of the patient repertoire.
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Lines 415-8 offer a return to a point where Alan’s own context becomes apparent 

again. He talks about a series o f negative events (involvement with the police, 

disastrous relationships, problems with accommodation, problems with money, and 

problems at work). All o f these negative events are described (or preceded) by a 

statement o f “but eventually what’s what’s there has to come out”. Again this would 

suggest that Alan was playing with the patient repertoire, not really believing it but 

utilising it to engineer support from family and medical professionals. He was able to 

maintain this position for so long but ‘eventually’ this position broke down. Alan 

does not choose to describe these negative events as being manifest o f his ‘condition’, 

rather he portrays them as a reaction to the situation in which he found himself, 

‘acting the good boy’, drawing from the patient repertoire.

The circularity o f the patient repertoire is demonstrated in the last two lines o f extract 

14d. Alan portrays this behaviour as reaction against utilising the patient repertoire, 

but because he has been using the patient repertoire, the professionals are able to 

pathologise the behaviour. Alan, by reacting against it, has ended up being more 

closely tied in to it. He becomes a repository of pathology, where any and all actions 

can be read as symptomatic o f an underlying ‘disorder’. Alan distances himself from 

this interpretation; he describes this interpretation as one made from the outside 

(based on observation as opposed to understanding). Alan talks about these actions 

being manifest o f how a schizophrenic behaves -  this statement is steeped in the 

patient repertoire, it is a portrayal which considers the actions from a psychiatric 

context, Alan moves himself back into the psychiatric context, in order to consider or 

portray how these actions would be accounted for, from that context.

The final section of extract 14 (extract 14e, below) moves to resolve some of the 

contradictory issues which have arisen in this passage o f talk (i.e. the interpolation of 

the three contexts).

Extract 14e

ES: okay 422
423

Alan: but I think my motivation was just as a reaction ehh frustrations 424
425
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ES: you wouldn’t necessarily put it down to your diagnosis 426
427
428
429

Alan: no I don’t I I I  think it basically it’s ehhm circumstances o f
life and my reaction you know to ehhm ehhm to my upbringing

Alan follows his portrayal o f  the psychiatric context with his own context. He does 

not see the actions as sym ptom atic o f his condition, rather he sees them as a reaction 

to fhistrations, (it is interesting to note that he describes these within a framework of 

motivation). In this instance Alan is rejecting the patient repertoire and is perhaps 

flirting with the survivor repertoire, he couches an explanation that is not medically or 

biologically based. His argument is that he acted as he did not because of 

schizophrenia, but because he was frustrated with the situation in which he found 

him self In response to the interviewers question in line 426, Alan categorically states 

that he does not attribute his actions to his diagnosis; rather he sees it as 

‘circumstances o f  life’. This talk (and the preceding talk in line 424) explicates 

A lan’s position is his ‘ow n’ context. The final phrase he uses in this extract where he 

invokes his upbringing as a possible issue functions to offer a statement in regard to 

A lan’s beliefs about his family. Whereas earlier he had stated that he used the patient 

repertoire because that was how his family sees it, he now implicates his family in 

terms o f  his ‘own’ context.

Within the full-length extract 14, Alan moves through three different contexts, a 

psychiatric context, a family context and a ‘s e lf  context. W hilst these contexts can 

be read as appearing gradually as Alan proceeds through the extract, the different 

repertoires are introduced at different junctures, (dependent upon context) and in a 

manner that interpolates them across each other. All o f  A lan’s talk is about his mental 

‘health’, but he talks about it in different contexts which can be seen to be composed 

o f  different repertoires. The use and utility o f the different repertoires make Alan’s 

situation a complex and convoluted one. Alan demonstrates and draws from at least 

three different repertoires in at least three different contexts in this extract o f talk, and 

each different context can draw from contradictory repertoires (i.e. patient and 

survivor). The purpose here is not to confuse the reader but rather to underline the 

complexity o f the process and to attempt to offer a definitive conclusion that does not 

simultaneously definitively interpret Alan’s talk.
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A summary o f the interplay and location o f these different repertoires and contexts is 

presented in figure 7.

Repertoire

Context

Psychiatric Family Self

Patient +  +ve +ve -ve

Consumer +ve +  +ve +ve

Survivor -ve -ve +  +ve

* It should be noted that the three contexts listed here are intended to be indicative (as exemplars) as opposed to exhaustive.

Figure 7: 3 x 3 Contingency Table demonstrating the Interplay between the three 
repertoires and three contexts utilised by Alan (see extract 14)*.

Figure 7 demonstrates how the different repertoires relate to the different contexts in 

which they are applied. For example, the patient repertoire is rated very positively 

within a psychiatric context, but negatively within a self context (in relation to the 

specific respondent, in this case Alan). If the consumer repertoire is considered, it can 

be seen that it is very positive in a family context, but also has a positive rating in both 

the psychiatric and self contexts. This diagram demonstrates the floating attribute of 

the consumer repertoire; it can be employed favourably in all three contexts, with 

varying effect. The survivor repertoire can be seen to be strongest in the ‘self 

context, but a pattern o f gradation emerges where its positive role diminishes as the 

different repertoires are considered.

Figure 7 also demonstrates that Alan displays knowledge of, and utilisation of, the 

three repertoires. He demonstrates knowledge of, and utilisation of, the applicability 

or appropriateness o f these repertoires in different contexts. This in turn would 

suggest an awareness of the constructive discursive elements and positions inherent in 

these different contexts. This then goes some way towards explicating the social 

processes that people with psychiatric diagnoses become engaged with in terms of
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negotiating a discursive position in regard to themselves, their psychiatrists and their 

families. The utility o f  this analytical approach will be further demonstrated by 

analytical reference to another research participant.

Felicity’s Temporal Use of Repertoires and Contexts

Felicity had been in contact with the services since the age o f  nineteen. At the time o f 

the interview she was in her mid to late forties, by which time she had been in contact 

with services for between approximately twenty five to thirty years. The interview 

with Felicity took place in September 2000. She was hospitalised at age nineteen and 

had several periods o f  hospitalisation since then. Felicity begins her account by 

framing her initial breakdown (her term) around a disagreement she had with her 

father regarding religion. At the time o f  the interview she was no longer in contact 

with the psychiatric services nor had she taken any psychiatric medication for the 

previous five years.

The first extract fi'om Felicity that will be considered is fi-om about a fifth o f the way 

into the interview. She had previously detailed in a very historical fi-ame her 

involvement with psychiatry. The current extract begins with the interviewer asking 

Felicity how she feels towards psychiatry now.

Extract 15

ES: ehhm could I ask you then what you’re sort of what you would see as 407
your relationship towards psychiatry now is after 408

409
Felicity: I think for me ehhm I don’t know when the day is going to 410

come that I might ehhm breakdown I mean it happened five year ago 411
that’s that’s right yeah five year ago I had a complete breakdown as 412
well and ehh I was I mean I was hearing voices and I was it was a 413
psychotic kind of a thing but in some ways I was it was a 414
process that you go through that you’re dealing with stuff in your life 415
and ehh when it gets too much for you the the mind just breaks down and 416
when you can’t accept something that’s happening to you you just I 417
think maybe the it’s a it’s a it’s a kind of a protection or ehhm in 418
some at ehhm 419

420
ES: So 421

422
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Felicity: I think it’s a cry for help but it it’s it’s hard to describe 423
it it’s like that you you you can’t function or cope the way you’ve 424
always coped with life and when it gets to the stage where you no 425
longer can cope with it you just breakdown completely but rather than 426
calling it a breakdown now I’d call it a breakthrough because it’s it’s 427
pointing to something that you need to do and ehhm 428

429
ES; so it can be something positive 430

431
Felicity: yeah yeah I think it’s positive if you get it taken care of 432

ehhm properly if  you know what you’ve to look at ehhm and deal with the 433
with the issues that need to be looked at 434

435
ES: and does psychiatry have any role in sort of looking at those 436

issues for you 437
438

Felicity: ehhm I’m not sure whether they do or not because they only 439
deal with the symptoms of the breakdown 440

441
ES: Right 442

443
Felicity: they don’t actually deal with the with what caused it or what 444

led to it or what was going on in the person before the event ehhm and 445
the person knows themselves and they they’ve tried to articulate what 446
it is that’s gone wrong for them but nobody it’s like you’re mute 447

448
ES: Right 449

450

Felicity: nobody actually hears what you’re saying 451

In terms o f  the overall extract the most striking feature is that Felicity invokes herself 

throughout the text, that she is a central feature o f  her talk. In light o f  the previous 

analysis o f Alan’s talk, this would suggest a context o f  the self; this is Felicity talking 

about psychiatry in her ‘own’ context. However, whilst it might be her ‘own’ context, 

the repertoire that she draws from in this context is the survivor repertoire.

Extract 15a

ES: ehhm could I ask you then what you’re sort of what you would see as 407
your relationship towards psychiatry now is after 408

409
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Felicity: I think for me ehhm I don’t know when the day is going to 410
come that I might ehhm breakdown I mean it happened five year ago 411
that’s that’s right yeah five year ago I had a complete breakdown as 412
well and ehh I was I mean I was hearing voices and I was it was a 413
psychotic kind o f a thing but in some ways I was it was a 414
process that you go through that you’re dealing with stuff in your life *̂ 15
and ehh when it gets too much for you the the mind just breaks down and 416 
when you can’t accept something that’s happening to you you just I *̂ 17
think maybe the it’s a it’s a it’s a kind o f a protection or ehhm in *̂ 18
some at ehhm <̂ 19

Felicity begins her answer through a statement rooted in uncertainty; she does not 

know  when she ‘m ight’ breakdown again. She then moves on to recount her last 

‘episode’ five years previously where she was “hearing voices” and it was a 

“psychotic kind o f  thing”. Note that she does not state that she was schizophrenic; 

she portrays the breakdown in terms o f  hearing voices (albeit with a rejoinder about 

the psychotic nature o f  it). The use o f the ‘psychotic’ description functions as a 

counterpoint against which Felicity can introduce a survivor repertoire. The 

psychiatric context (evoked through medical terminology) is introduced as somethmg 

which she can build a case against (i.e. utilise a different repertoire).

In lines 414-9 Felicity details an alternative aetiology for breakdowns, one couched in 

personal experience and a non-medical topography. It is interesting that she employs 

a sim ilar technique to that utilised by Alan. At the very start o f  the analysis o f  A lan’s 

talk, reference is made to A lan’s use o f  the phrase “in one way” (line 382, extract 13). 

Felicity, in line 414, says “in some ways”. Alan utilises the phrase to limit the 

strength o f his endorsement o f the medical model, likewise Felicity utilises it to limit 

the strength o f  her critique o f  the medical model. W hat this feature highlights, in both 

cases, is an awareness o f different possible settings in which it is possible to 

contextualise psychiatry. Alan progresses from his statement to then utilise the 

patient repertoire (initially at least). Felicity inversely moves from the same limiting 

statem ent to a utilisation o f  the survivor repertoire. This would suggest that rather 

than this type o f  phrase being read as a means o f  limiting the critique o f the 

psychiatric model, this pattern or feature o f  talk o f  both these participants can be read 

as an acknowledgement o f the complex interpolation o f contexts involved in talking 

about psychiatry, and an acknowledgement o f  the different contexts and repertoires 

that are discursively available to them as people with psychiatric diagnoses.
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To return to Felicity’s extract, another interesting feature o f her talk in extract 15a is 

the detail that she goes into in terms o f couching her alternative portrayal o f the 

processes involved in her breakdown. She proposes a framework that is informed 

very much by a consideration o f life events and breakdowns are then portrayed as 

what happens when these life events become too much for the person concerned.

This aetiological theme continues through the next section of talk. The analysis will 

consider lines 426-440 in detail, as presented in extract 15b (below)

Extract 15b

Felicity: .. .longer can cope with it you just breakdown completely but rather than 426
calling it a breakdown now I’d call it a breakthrough because it’s it’s 427
pointing to something that you need to do and ehhm 428

429
ES: so it can be something positive 430

431
Felicity: yeah yeah I think it’s positive if  you get it taken care of 432

ehhm properly if  you know what you’ve to look at ehhm and deal with the 433
with the issues that need to be looked at 434

435
ES: and does psychiatry have any role in sort o f  looking at those 436

issues for you 437
438

Felicity: ehhm I’m not sure whether they do or not because they only 439
deal with the symptoms o f the breakdown 440

Lines 427-8 are the initial point o f interest. Felicity articulates her experience in 

terms o f the survivor repertoire here, recasting medical terminology, and making the 

‘episode’ into something of personal relevance as opposed to something relevant only 

to medical intervention. Line 428 fiinctions to almost make the breakthrough a 

project of the self This point is reiterated in lines 433-4. Felicity contextualises the 

breakthrough as a positive event (albeit at the prompt o f the interviewer) if  “you know 

what you’ve to look at ehhm and deal with the with the issues that need to be looked 

a f ’. This talk sounds like it might be veering towards a patient repertoire. However, 

as can be seen in lines 439-40, when this possibility was put to Felicity she rejected it. 

This rejection was again couched in the survivor repertoire, psychiatry was critiqued 

for an over concern with symptomology (and by implication, pathology). As will be 

demonstrated in the analysis in chapter six, this is evidence of a proposed alternative
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method or model o f  recovery (John’s articulation o f this model is analysed in chapter 

six). In common with John (in the previous chapter), Felicity does not deny the 

presence o f  the symptoms, but she does not elect to describe these symptoms in a 

medical discourse, instead she elects to portray them as an experiential feature. This 

theme is expanded upon in the remainder o f her talk in this extract (presented in 

extract 15c below).

Extract 15c

Felicity: they don’t actually deal with the with what caused it or what 444
led to it or what was going on in the person before the event ehhm and 445
the person knows themselves and they they’ve tried to articulate what 446
it is that’s gone wrong for them but nobody it’s like you’re mute 447

448
ES: right 449

450
Felicity: nobody actually hears what you’re saying 451

Again she draws on the survivor repertoire, critiquing the medical approach which 

objectifies and pathologises the person, which makes them into the archetypal patient. 

The non-medicalised person features strongly in this repertoire, imparting resistance 

against this process o f  objectification. With lines 445-7 the emphasis is placed on the 

person as the expert, as the one who knows what has gone wrong, and the services are 

critiqued for not listening to this persons point o f view. On one hand it is a very 

active portrayal o f what should happen in the psychiatric context, but obversely, it 

also summarises very neatly the patient repertoire, and the context in which the 

patient repertoire maximally occurs (e.g. phrases such as “it’s like you’re mute”, 

“nobody actually hears what you’re saying”). All o f these invoke an active agent (e.g. 

survivor) in a passive context (patient).

The next section o f talk that will be considered from Felicity relates to an earlier point 

in the interview, and indeed an earlier point in her involvement with the services. At 

age nineteen. Felicity was admitted to a locked ward. She cannot remember whether 

this was as a voluntary or involuntary admission. Extract 16 details her portrayal o f 

events upon leaving the hospital after her first experience o f hospitalisation and is 

concerned with events that happened to her when she returned to work. The reason
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that this extract is included at th is stage in the analysis is as a  m eans o f  dem onstrating 

the tem poral or historical na tu re  o f  different portrayals. T he analysis o f  the previous 

participant A lan h ighlighted  the social discursive in terpolation o f  the different 

repertoires. The analysis o f  F e lic ity ’s talk is intended to h ighlight the tem poral nature 

o f  the different re p e r to ire s ''.

Extract 16

Felicity: you know what happened between that time but I was I know I 115
was very heavily sedated and ehhm the fact that I was in 116
‘hospitar*was an awful ehh real shock to me you know ehhm and then I 117
just think I was let out and let home and on weekends then an ehh going 118
back to the work ehhm with a letter to say I was well for work and the 119
manager saying I ’m sorry your jobs gone 120

121
ES: right 122

123
Felicity; and it was I believe it was the stigma that 1 was ill 124

125
ES: minhmm 126

127
Felicity: In ‘hospital’* and you know there was no way he was going to 128

take me back into ehh into working with people I worked in a 129
supermarket at the time loved it like you know 130

131
ES: right 132

133
Felicity: and thought thought eventually the way things were going that 134

ehhm 1 might get into child care because ehh I used to you know when 135
kids would come into the shop ehhm I loved you know I used to say to 136
the mothers leave them there I ’ll kind of watch them 137

138
ES: right right 139

140
Felicity: and I thought eventually creches would kind of come up 141

around the supermarkets 142
143

ES: mmhmm 144
145

Felicity: and 1 would have tried for something like that but because of 146
being in ‘hospital’* I felt ehhm you know that was gone ehhm my job was 147
gone I’d no prospects really of ehhm of going any further because of 148
the stigma you know and 11 think I shut down completely ehhm 149
and just accepted the fact that you know I was un I was unemployable 150
ehhm ehh I wouldn’t this wasn’t just ehhm a time that I was going 151
through this was a condition for life in sense like it was like a 152

'' This does not mean that temporality was not a feature o f  Alan’s talk, just that it was not highlighted 
as a feature in the analysis o f  his talk. This analytical separation o f  the different features was 
conducted solely for reasons o f  clarity in the analysis.
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life sentence for me and ehhm I withdrew totally in m yself and just 153
perform ed the way I felt I should perfonn take the medication don’t 154
rock the boat ehhm continue to just you know just go plain sailing like 155
you know don’t question anything ehh I stopped going to the church ehh 156
m y friends w eren’t allowed to come around books were burnt on me or 157
thrown out I could never have access 158

•A c tu a l n am e  o f  hosp ita l w ithheld

The main focus o f this section of the analysis will be on lines 146-58, the rest of the 

extract sets the topography for this analysis. However, it would be remiss not to 

consider some of this topography. Consider extract 16a.

Extract 16a

Felicity: you know what happened between that time but I was 1 know 1 115
was very heavily sedated and ehhm the fact that I was in 116
‘hospital’*was an awful ehh real shock to me you know ehhm and then I 117
just think I was let out and let home and on weekends then an ehh going 118
back to the work ehhm with a letter to say I was well for work and the 119
m anager saying I ’m sorry your jobs gone 120

121
ES: right 122

123
Felicity; and it was I believe it was the stigma that I was ill 124

125
ES: mmhmm 126

127
Felicity: In ‘hospital’* and you know there was no way he was going to 128

take me back into ehh into working with people I worked in a 129
supermarket at the time loved it like you know 130

* A ctual nam e o f  hosp ita l w ithheld

This section o f the interview preceded the previous extract (extract 15). However, it 

should be read in light of the analysis presented in extract 15. Felicity is recounting a 

previous period in her life when she portrays events from within a patient repertoire as 

opposed to the survivor repertoire, as if  she did not have the survivor repertoire 

available to her at the time that these initial events took place. The analysis will 

concentrate primarily on Felicity’s talk about her work (which could be read as 

another setting, in line with psychiatry, family and own).
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In lines 117-20 Felicity recounts the process o f  coming out o f the psychiatric hospital 

and attempting to return to work. She recounts how she was told that her job  was 

gone, and attributes her dismissal to stigma because she had been in a psychiatric 

hospital. This talk serves as a scene-setter for the next component o f  the analysis, 

w hich is a consideration o f  how Felicity portrays these actions, (from a perspective 

drawn from the survivor repertoire, but in a context which highlights the patient 

repertoire). I f  Felicity was unable to critically reflect upon these actions, unable to 

place them in a temporal frame, then she may still, it could be argued, be drawing on 

the patient repertoire. However, as been demonstrated, she is drawing very much 

from the survivor repertoire, so this section o f talk can be read as a survivor portrayal 

o f  the patient repertoire, in effect it is an interpolation o f  different repertoires, with the 

survivor repertoire being used to ‘couch’ the patient repertoire, to the extent that the 

survivor repertoire can be seen to be actively re-forming the patient repertoire, in a 

temporal or historical sense.

The context is a work context, but as it is work context portrayed through the patient 

repertoire, historically she did not challenge her dismissal, or take her employer to a 

tribunal for unfair dismissal (which may have been warranted given her certification 

that she was well for work, line 119).

Extract 16b

Felicity: and I would have tried for something like that but because of 146
being in ‘hospital’* I felt ehhm you know that was gone ehhm my job 147
was
gone I’d no prospects really of ehhm of going any further because of 148
the stigma you know and 11 think I shut down completely ehhm 149
and just accepted the fact that you know I was un I was unemployable 150
ehhm ehh I wouldn’t this wasn’t just ehhm a time that I was going 151
through this was a condition for life in sense like it was like a 152
life sentence for me and ehhm I withdrew totally in myself and just 153
performed the way I felt I should perform take the medication don’t 154
rock the boat ehhm continue to just you know just go plain sailing like 155
you know don’t question anything ehh I stopped going to the church 156
ehh
my friends weren’t allowed to come around books were burnt on me or 157 
thrown out I could never have access 158

*A ctual nam e o f  hosp ita l w ithheld
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In lines 146-58 Felicity portrays how she drew from the patient repertoire during this 

period o f time. An issue of passivity is a central feature of her talk; she accepted that 

she was unemployable and that she had a “condition for life”. There is no resistance 

on her part to the stigma that she experienced and the consequent effects o f this 

stigmatisation, rather than fight it she accepted it.

Interestingly a note of performance enters her talk at this stage (lines 153-4). This is a 

feature that she has in common with both Alan and Ian. Again this strengthens the 

assertion that the patient repertoire is inherent in the psychiatric context where it is not 

necessarily a desired course o f action on the part o f the people with the psychiatric 

diagnoses, rather it is an expected course of action on the part of psychiatrists and 

family (and perhaps even employers). It is playing to the context, acting in such a 

way that conforms or complies with that context. Similarly to Alan, Felicity (in lines 

153-4) states that the reason for these actions was a desire not to rock the boat (Alan 

talked about not causing ripples). Felicity’s statement can be tied to contexts o f both 

family and psychiatry in that she invokes issues o f medication and social relations in 

her talk (she was stopped from meeting friends, attending her church etc, these would 

be acts carried out by family members as opposed to psychiatrists). This could be 

read as a type o f social exclusion, which functioned to make Felicity passive in a 

social sense as well as a psychiatric sense. Whilst the exclusion was carried out on 

her, she did nothing to resist this exclusion process, she remained passive. So a 

feature o f both the family context and the psychiatric context would appear to be a 

perceived need to draw from the patient repertoire, i.e. to be, or to be seen to be, 

passive. Ian, Alan and Felicity all report in their talk (with the benefit o f hindsight) 

that they engaged in a performance (which can in turn be read as drawing from the 

patient repertoire at specific points in time).

This talk, on Felicity’s part, functions to temporally identify a context in which she 

drew from the patient repertoire. This happened at a relatively early stage o f her 

psychiatric ‘career’ and was (as Felicity portrays it) a comprehensive occurrence, all 

o f the actions of herself and others are framed in this patient repertoire within the 

different respective contexts; she was passive in a work context, a psychiatric context 

and a familial context. This action o f drawing from the patient repertoire can be 

identified temporally because Felicity subsequently offers a portrayal o f her situation
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that draws substantially on the survivor repertoire. This survivor repertoire is utilised 

when Felicity is asked how she feels with regard to psychiatry now, that is to say her 

use of the survivor repertoire is contemporaneous, whilst her use o f the patient 

repertoire is historical. This does not mean that Felicity will always draw from the 

survivor repertoire; it does not mean that all other contexts and all other repertoires 

are closed to her. The analysis is presented here as a means o f demonstrating what 

Gilbert and Mulkay described as “actors continually reinterpret given actions as their 

biography unfolds and as changing circumstances lead them to fit these actions into 

new social configurations,” (p. 9). So the argument being made is that the survivor 

repertoire allows Felicity to reflect upon her time after she left hospital, and to fit her 

actions in those contexts into a new repertoire, which simultaneously allows her to re- 

contextualise the original actions, seeing them from her own current context as 

opposed to a previous familial or psychiatric context, it allows for the importation of 

her self into the actions, where her self previously didn’t feature (she went along with 

what was expected of her, in effect took her medication and did what she was told -  a 

passive position). So whilst her portrayal contains features o f the patient repertoire, 

this is not a repertoire she is actually using, it is more of a topographical repertoire 

employed to portray and facilitate a re-contextualisation of that portrayal. This re- 

contextualisation (or new social configuration) allows for a survivor repertoire 

portrayal of the patient repertoire.

A third and final respondent will now be considered in a third strand o f this particular 

(i.e. in regard to these different repertoires and contexts).

Barry’s Interpolated Contexts and Repertoires

The interview with Barry took place in August 2000. At the time o f the interview 

Barry had been in contact with the psychiatric services for approximately ten years 

(since 1990). He had however been in contact with a counsellor in his college on two 

previous occasions before his first contact with psychiatry. He had been hospitalised 

on at least two occasions. He was still in contact with psychiatric services and was 

still taking medication.

Much of the content o f this specific interview related to issues o f medication. The 

first extract to be considered occurred approximately half way through the interview
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and was B arry ’s response to the interviewers question about h is  current level o f  

involvem ent and general orientation towards psychiatry (see extract 17).

Extract 17

Barry: so ehhm well it’s a ludicrous concept actually but you know it 714
exists as a social fact and these pills are for schizophrenia like in 715
terms of my symptoms I have symptoms of a kind of apathetic depression 716
where I ’m very unmotivated to do stuff and I decided I’d take this stuff 717
and I asked specifically for it they didn’t sort of suggest it to me 718

719
ES: Right 720

721
Barry: I’d been on various stuff which was supposed to do something for 722

that before you know but they hadn’t worked out because of the side 723
effects you know 724

725
ES: okay yeah 726

727
Barry: but I asked specifically if I could take this stuff and they gave 728

it to me and it did work you know it sort of countered ehhm my anxiety 729
about doing stuff you know and so I found it easier to just go ahead and 730
do things without having to you know chum up a great deal of will 731

732
ES: Mmhmm 733

734
Barry: and force to get out of the house so I was on that for a year but 735

you know it got to the point in May where I was feeling very sort of 736
fatigued and worn out and I think you know the thing was just taking 737
it’s toll you know 738

739
ES: right okay yeah 740

741
Barry: and so I’ve started sort have more or less half come off it and 742

half not come off it I wasn’t get 11 was trusting in ray psychotherapist 743
and he says well maybe you’re coming off it too quick and so I sort of 744
went back on it I came off it and went back on it and then initially I 745
just cut it down and 1 felt much better and but then all sorts of shit 746
started happening in me social life you know 747

Barry is included in  this section o f  the analysis because he takes up m ultifarious 

discursive positions that sim ultaneously draw from contradictory repertoires and 

com bine or in terpolate them  in different ways.

In extract 17a (overleaf), Barry begins this extract by utilising a surv ivor repertoire, he 

problem atises the notion o f  schizophrenia as a concept, but accepts that is a social 

fact, (lines 714-5).

148



Extract 17a

Barry: so ehhm well it’s a ludicrous concept actually but you know it 714
exists as a social fact and these pills are for schizophrenia like in 715
terms of my symptoms I have symptoms of a kind of apathetic depression 716
where I’m very unmotivated to do stuff and I decided I’d take this stuff 717
and I asked specifically for it they didn’t sort of suggest it to me 718

719
ES: Right 720

721
Barry: I’d been on various stuff which was supposed to do something for 722

that before you know but they hadn’t worked out because of the side 723
effects you know 724

This distinction between the social facticity o f a concept o f  schizophrenia and the 

simultaneous description o f  the concept as a ludicrous one is again suggestive o f a 

knowledge o f  and a utilisation o f different non-psychiatric contexts. Barry then 

moves on in lines 715-8 to suggest that the specific prescription that he requested 

were associated with schizophrenia, not his own symptoms which he describes as 

apathetic depression. In line 718 Barry details how he specifically approached ‘them ’ 

(the psychiatrists) and asked them for this prescription. These actions are indicative 

o f  an active use o f  the consum er repertoire, he is refusing to ‘p lay’ a passive role but 

rather is going against m edical ‘w isdom ’ (i.e. the drugs were regarded as treatment for 

schizophrenia, not apathetic depression) and requesting he be prescribed a drug that 

he has found out about for h im self Barry pursues an active course o f  action here. 

However there is an inherent contradiction in this course o f  action, he is pursuing the 

psychiatrists and suggesting that they medicate him as he sees fit. So in a sense he is 

operating or utilising his ‘ow n’ context, but that ‘ow n’ context is predicated upon an 

acceptance o f the utility o f  psychiatric medicafion (regardless o f  who decides on what 

is prescribed). This would be suggestive o f udlisation o f  a consumer repertoire, but 

this conclusion is problem atic in that Barry only buys into the category of 

schizophrenia as a social fact, he does not buy into it as any other kind o f  fact (it is, in 

fact, a ‘ludicrous’ concept). It is interesting that there is also an explicit contradiction 

in Barry’s talk in this section. In Hne 717 where he is talking about his general 

symptomology he describes h im self as “very unmotivated to do s tu ff’. This statement 

appears in the middle o f  B arry’s portrayal o f how he decided he wanted to take a 

medication for schizophrenia, when his symptoms were those o f  apathetic depression.
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Barry researched'^ and asked to be given this medication. In the midst o f this 

description he describes himself as very unmotivated to do stuff This disjuncture 

between his behefs (very unmotivated) and his actions (motivated) might be 

suggestive o f two concurrent contexts playing together at the same time within 

Barry’s discourse (this possible conclusion will be returned to later in the analysis).

Barry then goes onto paint a very positive picture o f this medication (between lines 

722-735). He criticises other medication that he had been on previously which hadn’t 

“worked out because o f the side effects” . The current medication he is discussing 

however, worked very well, “countering” his anxiety. It would appear from this 

passage of talk that Barry is endorsing the medication he was taking, (utilising the 

consumer repertoire, his talk is only concerned with the efficacy of the medication, he 

does not mention anything (positive or negative) about the mental health services).

However, the positive consumer nature of this portrayal changes in line 736, where 

Barry introduces some negative effects o f the medication. His criticism of the 

medication is not however a particularly harsh one. There are two possibilities here, 

either the medication stopped working or the medication began to effect side effects 

of fatigue. Either way, the end point o f fatigue, is what Barry considers to be the 

main feature o f  his ‘condition’. So it is interesting that in this portrayal he elects to 

place the new inefficacy of the medication on himself (it took its toll) rather than on 

the medication becoming ineffective. This is an important point. In other sections of 

the interview Barry utilises a very strong survivor repertoire (at one point stating 

psychiatry should be abolished, line 580), yet here he draws from a survivor repertoire 

initially, but then moves into a consumer repertoire. The context he describes is a 

context defined by his medication (i.e. a psychiatric context). He is still reliant on that 

medication (unlike John or Felicity) as such is unable to problematise fully the 

medication. Hence the inefficacy is levelled at his ‘se lf  context (self should be read 

here in the same manner in which it was initially developed in relation to analysis of 

Alan, see page 119 this chapter), but with a suggestion that there may be more of a 

confluence between his ‘se lf context and the psychiatric context, it is as if  these two 

contexts come together in the conclusion Barry offers.

In lines 703-9 (see full interview transcript) Barry describes how he researched this particular anti
psychotic medication which promised good effect on apathy.
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Extract 17b offers direct empirical evidence o f  this interpolation o f the two 

repertoires.

Extract 17b

Barry: and so I ’ve started sort have more or less half come off it and 742
half not come off it I wasn’t get 11 was trusting in my psychotherapist 743
and he says well maybe you’re coming off it too quick and so I sort of 744
went back on it I came off it and went back on it and then initially 1 745
just cut it down and I felt much better and but then all sorts of shit 746
started happening in me social life you know 747

This section o f  the extracts begins with Barry portraying his ‘own’ context. His 

ambivalent position is again underlined in lines 742-3. I f  line 742 is broken down this 

ambivalent or polemical nature becomes apparent.

a. I ’ve started

b. sort have

c. m ore or less

d. ha lf com e o ff it

e. and h a lf not come off it

He begins with an active definite statement, which roots the activity as something he 

is doing (point a). He then withdraws some o f  the definite quality o f  his opening 

statement, m oving him self fi"om ‘having started’ to ‘sort o f  having started’ (point b). 

He underscores this retreat with the non-committal nature o f  ‘more or less’, all o f  this 

talk fiinctions to move away fi'om his initial definite statement. The initial statement 

draws fi'om the survivor repertoire, but then this survivor repertoire is militated 

against in his following talk. He retreats to a different context in which medication 

becomes less problematic. The survivor repertoire is reasserted at point d, but is then 

withdrawn again at point e.
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Perhaps Barry reaches a compromise in his talk when he introduces a non-psychiatric 

mental health professional into the repertoire. This functions to professionalise and 

legitimise an ambiguous repertoire (and to associate it with the consumer, as opposed 

to survivor repertoire). An element o f passivity is also intrinsically introduced 

(suggesting it is the consumer repertoire from which Barry is drawing in this 

instance). He relates how he was ‘trusting’ his psychotherapist, and followed the 

advice o f the psychotherapist. The introduction of the psychotherapist into the 

repertoire means that Barry can absolve himself o f some responsibility from his 

actions. The ambiguity becomes a feature o f the repertoire, not a feature of Barry, 

because the repertoire now contains Barry, a psychotherapist and the medication, 

whereas before it contained only Barry and the medication. By introducing another 

agent, and intimating that this agent had a direct impact upon the actions that were 

taken, Barry shifts the focus from him self This point is indicative again o f  the 

temporal feature o f portrayals and contexts discussed by Gilbert and Mulkay (and 

applied to Felicity in the previous example). As was noted in chapter three, these 

social configurations or contexts need not be new social configurations; they can be 

retrogressive as well as progressive. The interviewee’s can as equally re-portray an 

action into an old configuration as well as a new configuration, this general action is 

dependent upon the congruency of the context and the repertoire. In this example, 

Barry moves from an active portrayal utilising a survivor repertoire to a passive or 

semi-passive portrayal utilising a consumer repertoire.

The utility o f this analytical approach is that Barry’s high degree of interpolafion of 

the repertoires functions to demonstrate the existence of these three repertoires as 

‘social facts’ in and of themselves, independent o f the case studies of the individuals 

who articulate them. The difficulty or awkwardness that Barry displays in his talk 

(through the process of switching between the different repertoires) demonstrates the 

existence o f the repertoire both inside and outside o f Barry’s immediate social 

situation. That is to say, it demonstrates that they can be shown to relate 

idiosyncratically to Barry’s specific social situation and generally across all the 

interviewees included in this study. The presence and consistent use o f these 

repertoires, in a clearly delineated manner across the different participants serves to 

highlight the currency o f this analysis. Barry is an extreme case of interpolation.
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utilised here to highlight the points o f concurrence and departure between the 

different repertoires.

Lines 744-6 detail a convoluted process o f stopping the dosage, reiterating the original 

dosage and then reducing the dosage. These activities are ultimately endorsed in line 

746 where Barry states that he felt much better. The talk that immediately follows 

this functions again to draw back from a stated anti-medication (or perhaps medico- 

sceptic position). It is almost as if  Barry is having a dialogue with himself in his talk. 

He felt much better, having cut down the medication, but then “all sorts of shit started 

happening” in his social life. This shit that started happening could be read as a 

potential reason for why Barry continues to take medication, again this can be read as 

an attempt to resolve the contradiction between different repertoires he draws from.

In the previous section o f analysis, Felicity talked about an employment context, and 

utilised the patient repertoire, but portrayed this from a perspective informed by the 

survivor repertoire, she went back to a previous time and offered a reinterpretation of 

it from a different repertoire, a repertoire in which she had more control than she 

reported having in the original situation (where she was the passive object). This 

action, on the part of Felicity was relatively unproblematic in terms o f her ability to 

interpolate the two repertoires. Here, in the current example of Barry, it becomes far 

more difficult to interpolate the different repertoires across each other. I would argue 

he manages to accomplish it successfully, but this action is only accomplished 

through a series o f discursive twists and turns that allow Barry to create contexts 

within contexts in order to facilitate the manner o f the interpolation. This ultimately 

leads to a situation where there is less coherence to Barry’s portrayal o f events than 

there was in Felicity’s. In effect he becomes caught in a complex web which 

interweaves different contexts and repertoires, so that it becomes far more difficult to 

categorically typify Barry as a consumer or as a survivor or as a patient. This reason 

alone is why so much o f Barry’s talk has been here, his position is far more complex 

in its construction, but ultimately this complexity serves to fiarther highlight the 

distinctness o f the different repertoires. Barry’s attempts (and ultimate failure) to 

coherently combine the repertoires indicate that they are discemibly different aspects 

of the social situation of people with a psychiatric diagnosis. Up to now, Barry has 

been discussed in terms of swings or switches between the consumer and the survivor
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repertoires. The analysis o f  Barry’s talk will now look to establish explicit utilisation 

o f  the survivor repertoire (with an eye to the problems that this utilisation can cause 

him). Examples o f  these previously identified features o f  Barry’s talk are also 

presented in extract 18 below.

Barry had been talking about getting access to his psychiatric file in the talk 

im m ediately prior to the extract presented below. He has just recounted how what he 

regarded as a feeling or emotion was noted in his file as paranoia. The content and 

analysis o f  extract 18 should be read and compared to the analysis o f  extract 17.

Extract 18

Barry: ehhm w hich is like you know it’s just pathologising o f o f o f my
situation and it’s not trying to help understand the situation at all you 
know and later on when ehh I was started on the medication* the anti
psychotic m edication which they were giving me on the basis that ehh I 
might go psychotic not on the basis that I was psychotic because there 
w asn’t any way o f  running there was actually some psychotic stuff going 
on but it w asn’t ehhm and it was actually perfectly understandable in 
its own context anyway but it ehh it w asn’t that I ’d ever told them so 
ehhm and it was a fleeting kind o f incident rather than a recurring 
event you know so they were making these diagnoses that ehh I had ehh 
schizophrenia and that without telling me and prescribing medication 
without really inform ing me what they were doing they were saying it 
was to prevent you going psychotic I mean I was you know kind o f what 
basis do you have for saying that like you know you’re sitting there 
you know y ou’re given the doctors you’ve a bit o f apprehension about 
them like there was always a kind o f negative vibe about psychiatry in 
m y family you know and it was like the worst thing that could happen to 
you was to get dragged away so it was really it was a desperate attempt 
when my parents like brought me in there like you know they’d really 
reached the end o f their tether and they never like you know in terms 
o f like my behaviour because that was really you know they would kind of 
consider what people would thiak you know and my m other would say you 
know afterwards not to tell anyone w hat’s wrong with you and stuff like 

________ that we don’t want anyone knowing you’re schizophrenic or whatever

* Name o f specific medication withheld

Extract 18 is concise example o f  the contradictions inherent in Barry’s position. 

Barry takes exception to the psychiatric labelling o f  his situation, describing it as 

“pathologising” o f  the situation without “trying to help understand the situation” 

(lines 258-9); this is a utilisation o f  the survivor repertoire. He then goes on to detail
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the process whereby ‘they’ prescribed him anti-psychotic medication on the basis that 

he might go psychotic, not on the basis he actually was psychotic (see extract 18a).

Extract 18a

.. .know and later on when ehh I was started on the medication* the anti- 260
psychotic medication which they were giving me on the basis that ehh I 261
might go psychotic not on the basis that I was psychotic because there 262
wasn’t any way of running there was actually some psychotic stuff going 263
on but it wasn’t ehhm and it was actually perfectly understandable in 264
its own context anyway but it ehh it wasn’t that I ’d ever told them so... 265

In lines 260-2 it would appear that Barry is utilising a survivor repertoire. However, 

If  Barry’s position to medication (as detailed in extract 17) is borne in mind, the point 

can be made here that this repertoire is more indicative o f  the consumer repertoire. 

W hilst filled with heavy sarcasm, Barry’s talk here is more concerned with the 

unsuitability o f  a specific type o f  medication, as opposed to the process o f  being 

medicated. A critical stance towards medication can be a feature o f  the survivor 

repertoire, and Barry draws slightly from that in line 258 (re the mention o f 

pathologising) but his position where he is still reliant (to a degree) on medication, 

does not allow him to reject the medication process. W itness lines 263-5. Barry 

criticises ‘them ’ for subscribing an anti-psychotic medication when he was not 

psychotic. He then retreats from this position, stating that there actually was some 

“psychotic stuff going on” (lines 263-4). He limits the impact o f  this admission by 

again drawing from the survivor repertoire, stating that the “psychotic s tu ff’ was 

“actually perfectly understandable in its own context,” (lines 264-5). So he 

interpolates different repertoires around a central issue, utilising first one repertoire to 

set up the second repertoire, and then utilising the second to delimit the first. He 

introduces a survivor repertoire to critique the medication, but he cannot critique all 

medicafion so he specifically targets one anti-psychotic medication, claiming he was 

not psychofic. He then states he was slightly psychotic (buying into medical 

discourse) but qualifies this by stating the psychosis was understandable, given the 

context. Barry switches between the two repertoires o f consumer and survivor in this 

specific extract.
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This process o f  dehm iting o f  his psychotic ‘s tu ff  continues in the next section o f the 

extract.

Extract 18b

.. .its own context anyway but it ehh it wasn’t that I’d ever told them so 265
ehhm and it was a fleeting kind of incident rather than a recurring 266
event you know so they were making these diagnoses that ehh I had ehh 267
schizophrenia and that without telling me and prescribing medication 268
without really informing me what they were doing they were saying it 269
was to prevent you going psychotic I mean I was you know kind of what 270
basis do you have for saying that like you know you’re sitting there 271
you know you’re given the doctors you’ve a bit of apprehension about 272
them like there was always a kind of negative vibe about psychiatry in ... 273

Barry states that even though he admits there was some psychotic ‘s tu ff  going on, he 

never told the doctors about this and that it was a fleeting incident rather than a 

recurring event. B arry’s argument here is that he had not told the doctors about this 

psychotic stuff so how did they know to prescribe anti-psychotic medication? 

Intrinsic to Barry’s talk in this instance is an acceptance o f the basic medical 

identification and classification o f behaviour as psychotic. He buys into diagnostic 

criteria to limit the severity o f the psychotic stuff, defining its lack o f seriousness in 

term s o f  the relative infrequency and short-term duration o f the psychosis. His 

critique is informed by a basic acceptance o f  the psychiatric discourse. Rather than 

challenge or refute this, he attempts to use the psychiatric discourse to describe his 

own situafion, in a way that portrays it as a small-scale (and one-off) psychiatric event 

as opposed to a full-scale psychosis. By utilising this as a feature o f his portrayal he 

interpolates the patient repertoire into a survivor repertoire, but with the outcome that 

am biguity becomes a feature o f his talk.

In lines 267-273 Barry moves into a more full-blown portrayal o f  the psychiatrists 

themselves within this situation. The talk moves fi'om being exclusively related to 

issues o f  medication, to talk concemed with psychiatrists, diagnoses and medication. 

A n element o f  the passive patient enters into the portrayal now offered. All o f  these 

things appear to be happening to Barry. They make diagnoses, “without telling” him. 

They “prescribe medication without really informing [him] what they were doing”, 

(line 269-70). All o f this talk is evidence o f  a survivor repertoire being utilised to
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describe a psychiatric context where passivity was the dominant feature (similar to the 

portrayal offered by Felicity previously). The previous extract o f  Barry’s talk that 

was analysed relayed how he had done his own research into a specific medication 

and requested this from the psychiatrists. In this extract he is talking about a specific 

medication which the psychiatrists would not give him adequate information on. This 

suggests a conclusion that, as already stated, medication itself is not the issue, but 

rather knowledge about the medication being offered.

The last remaining section o f talk in extract 18 is again problematic (from the 

perspective o f  the analyst), on the one hand Barry empathises with his parents, but on 

the other he criticises them for a lack o f empathy themselves. Mention is made to the 

potential stigma o f the psychiatric diagnosis. Barry talks about himself in a passive 

sense again. His parents brought him into the psychiatric hospital (a statement 

evocative once more o f the passive child obeying the authority figure). In the final 

line (line 281) Barry uses the all encompassing patient repertoire ‘label’ of 

schizophrenic (as opposed to person with schizophrenia or voice hearer). This 

functions to paint his parents as utilising the patient repertoire, and again, (in light of 

the analysis o f A lan’s talk) this would suggest that Barry, if  not wholly buying into 

this patient repertoire, at least has to utilise a part of it in terms o f his relations with 

other family members. That is to say, the patient repertoire is a feature o f Barry’s 

portrayals o f his psychiatric and his familial contexts.

The analysis o f Barry’s talk is intended to highlight the complexity o f the 

interpolation o f the different repertoires. It is not intended as an interpretive reading 

of his talk, rather it is an attempt to consider his talk from a perspective informed by 

the three repertoires and the limitations and potentialities offered by these three 

repertoires. This may sound rather callous, as if  there is no concern for Barry at all; 

rather that he is conduit for observable discourse. This is not the case. Barry’s talk is 

being analysed in order to assess the existence and impact o f these different 

repertoires upon him (this development is considered primarily in relation to issues of 

agency, see chapter six). It is not the analysts intention to argue that Barry said X but 

he meant Y, rather it is look at how, when Barry said X, this related to other possible 

statements, such as Y and Z. How did Barry saying X affect his ability to invoke Y or 

Z? It could be argued that what Barry is doing through his talk (and indeed what the
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analyst was looking for in all of the interviewee’s talk) was discursive evidence which 

offered varying social constructions of mental illness. These repertoires can be 

considered as constitutive elements in the construction of different contexts (such as 

psychiatry, work, family, self, or indeed interview). Barry’s complex interpolation of 

these different repertoires allows him to address different contexts in his portrayal of 

psychiatry. However due to the polemical and sometimes contradictory nature of 

these repertoires, Barry’s talk becomes convoluted, almost as if he is drawing from 

too many repertoires in too many contexts, until he ultimately arrives at a compromise 

position, as a witnessed through utilisation of the consumer discourse. This should 

not be read (as could easily be the case) as evidence of disordered thinking and ar. 

underlying psychiatric pathology. Rather, this feature of Barry’s talk is indicative of 

an awareness and working knowledge of the potentialities of the different repertoires 

Barry’s talk is an attempt to resolve these different repertoires, that is to directly relate 

them to his own social situation, which as has been demonstrated, does not sit as 

comfortably within any one of the three repertoires identified. Within the interview 

Barry is attempting to negotiate and hold a discursive position which is located ir 

different contexts, and these different contexts demand different features in terms o: 

how they are discursively portrayed. Thus he can be seen to draw from three 

repertoires in three or four different contexts, all of which have to be portrayed ir 

relation to Barry’s own context.

CONCLUSION

The purpose of this chapter has been to demonstrate two key features of the patiem 

consumer survivor typology. Firstly, the application of the typology to three new 

separate and distinct cases to those presented in the chapter three should be read as ar 

extension of the case study analysis previously presented. The discourses identified ir 

the previous chapters’ case study analysis have been demonstrated in the talk of three 

different interviewees. This outcome can only serve to strengthen the empirical 

argument with regard to the presence and utility of these discourses in the talk of 

people with psychiatric diagnoses.

Secondly, the re-typification of these discourses as repertoires serves to incorporate z 

flexibility to the original typology. The use of a concept of repertoires allows th( 

analyst to consider passages of talk as drawing from one, two or all three repertoires
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An unpacking of the use and manner of use of these repertoires, in different systems 

o f portrayal and context, allows for some of the complexity o f the social situation of 

people with psychiatric diagnoses to be addressed, unpacked and considered. Alan, 

Felicity and Barry all demonstrate an awareness of different contexts. They do not 

necessarily demonstrate an explicit awareness of the terms patient, consumer or 

survivor. They do however, appear to be aware of the different contexts, o f what the 

expectations of other people invested in these other contexts are, and how both the 

context and others investments can and does impact upon their own actions and 

beliefs in any o f those given contexts.

Different patterns of action and belief are relayed in their talk, both in terms o f a 

contextual understanding and a temporal understanding. Repertoires and patterns of 

portrayal can be seen to vary not only across time (as might well be expected) but also 

across contexts, depending upon who else is discursively included in that context, 

where the interviewee is socially located in relation to those others, and the repertoire 

that the person with the psychiatric diagnosis elects to use to describe or portray the 

specific context.

In terms of the six criteria or tenets outlined by Gilbert and Mulkay, a comparison of 

the conclusions that can be drawn about contextual use o f repertoires in the current 

study will now be considered in light of the six tenets identified by Gilbert and 

Mulkay (1984). Gilbert and Mulkay state that:

1. “Scientists make their results meaningful by linking them to explicit accounts 

of social action and be lie f’.

With regard to the current study this principle could be re-phrased as:

1 a. “people with psychiatric diagnoses make their talk meaningful by linking it to 

explicit accounts o f social action and belief.”

This is an unproblematic assertion. This activity has been evidenced in both this 

chapter and the preceding one. What the current chapter has addressed are some of
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the processes involved in the process of selecting which explicit account will be 

offered.

The second proposal put forward by Gilbert and Mulkay relates explicitly to the two 

different contexts they employed in their study.

2. “that the accounts o f action and belief presented in the formal research 

literature employ only one of the repertoires of social accounting used by 

scientists informally”

Having established that different contexts are not predicated upon different physical 

settings it is proposed that

2a. “the accounts o f action and belief presented in the ‘objective’ patient discourse 

employ only one o f the repertoires of social accounting used by people with 

psychiatric diagnoses in a subjective context.”

Gilbert and Mulkay categorise formal and informal discourse as inherently tied into 

objective (empiricist) and subjective (contingent) discourses respectively. Therefore, 

it is proposed that, having established the objective and subjective criteria of the 

different repertoires, it is not much of a jump to substitute the objective formal 

research literature setting with the objective patient discourse setting (i.e. for formal 

account read objective passive body). This leads onto the interpretation of the third 

tenet put forward by Gilbert and Mulkay.

3. “that these formal accounts are couched in terms o f an empiricist 

representation of scientific action”

3a. “that these patient repertoire accounts are couched in terms o f an objective 

representation of medical action (i.e. body as repository o f disease)

Again this is a relatively unproblematic (and resonant) translation o f Gilbert and 

Mulkay’s tenet into the current study, and it is a tenet that has been demonstrated 

through the preceding analysis.
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The fourth tenet is concerned with explicating these other contexts. Gilbert and 

Mulkay state:

4. “that this empiricist repertoire exists alongside an alternative interpretive 

resource, which is called the contingent repertoire”

In the context of the current study, much of this chapter was spent presenting the case 

for two altematives as opposed to one. In light o f this, the current tenet would read

4a. “that this patient repertoire exists alongside alternative resources called the 

consumer and survivor repertoires”

Again, this feature has been demonstrated through the preceding analysis.

It has been shown to be the case that the fifth tenet, whilst generally substantiated, is 

not as straightforward as it might appear when first stated.

5. “that this latter repertoire tends to be excluded from the realm of formal 

discourse”

5a. “that these other repertoires tend to be excluded from the realm of the patient 

discourse”

For example, the complexity evident in the analysis of Barry’s talk, whilst evidencing 

the tendency towards exclusion, also highlights attempts towards inclusion of the one 

repertoire into another.

The sixth tenet identified by Gilbert and Mulkay was:

6. “that the existence o f these formally incompatible repertoires helps to begin to 

understand the recurrent appearance of interpretative inconsistency in 

scientists discourse”
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6a “that the existence of the formally incompatible repertoires helps to begin to 

understand the recurrent appearance o f interpretative inconsistency in the 

people with psychiatric diagnoses discourse.”

Interpretive inconsistency functions to inversely highlight patterns o f interpretive 

consistency. Patterns of consistency and inconsistency can then be read as evidence 

o f the use (or non-use) o f different repertoires in different contexts. Gilbert and 

Mulkay (1984) are dealing with data that is rooted in the public domain, scientists 

published work. This study, is dealing with something which similarly exists in the 

public domain, but in a less concrete way. The discourses and repertoires used by the 

interviewees are, it is argued, part of the social construction o f mental illness; they are 

what are socially available for them to draw from in terms o f framing and talking 

about their ‘condition’. The usefialness of the different repertoires becomes clear 

when issues o f agency are invoked (see chapter six). The passive patient repertoire 

can be seen to absolve the incumbent from responsibility for all action; the consumer 

repertoire can be used to stake a claim as a responsible agent, but to stay safe within 

the confines of the medical model. The survivor repertoire can involve reclaiming all 

responsibility, but at potentially huge costs (loss o f family support for example)

The analysis included here in chapter four produces a picture o f what contexts draw 

from what repertoires, what contexts it might be possible to subvert through the use of 

different repertoires, and which contexts are resistant to which repertoires. All o f this 

is garnered not from a pure rule of context determinacy, rather it is based on 

observations o f what repertoires are used in what contexts, and the manner that 

different repertoires are used in different contexts. It is proposed that much o f this 

switching between repertoires can be read or understood in relation to issues of 

agency. Depending upon what the interviewee felt they may be able to do 

unproblematically (how they may be able to act) in different contexts'^, and indeed 

what actions proved to be problematic in different contexts, may go some way to 

identifying and examining processes o f the regulation of agency and rationality that

Contexts are not formalised here to the same extent that Gilbert and Mulkay (1984) offer. The 
contexts discussed so far (such as psychiatrist, family, work, self, interview) are drawn from the 
discourses used, as such the contexts upon which it is possible to draw from (in relation to mental 
health) are potentially far more numerous than those directly discussed here, it is dependent upon 
which contexts are utilised by the interviewees.
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are a feature o f the social situation of people with a psychiatric diagnosis. It is argued 

that an analysis o f processes of switching between repertoires and the contextual 

utilisation o f different repertoires in different contexts can illuminate some o f the key 

issues around a concept o f agency. Within the research interviews already considered 

all six participants have mentioned aspects o f their involvement with psychiatric 

services which they are (or were) unhappy with, but that they complied with anyway. 

This is not to say that this sort o f activity is not a feature o f everyone’s lives, but 

rather, it seems to happen with more frequency and far wider ranging implications in 

the social situation o f people with psychiatric diagnoses. It is to issues o f repertoire 

switching and links between this and issues of agency that the next chapter will turn. 

If it were to be regarded as simply a feature o f the interview context in which the data 

were collected, this still does not undermine the manner in which the repertoires were 

used to socially constructed different (complimentary and contradictory) social 

constructions o f and around mental health and illness.
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Chapter Five: Problematic Cases
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C h a p t e r  F iv e

DISCOURSES OF AGENCY

INTRODUCTION

The previous two chapters o f analysis built up a picture o f the discursive construction 

o f the person with a psychiatric diagnosis. Initially, a three-way typology o f 

discourses was established. This typology was then utilised to highlight how these 

discourses can be read as repertoires in different contexts, whereby there was a degree 

o f interpolation between contexts and repertoires. Mention was made in some o f the 

previously presented cases o f taking a position towards psychiatry (i.e. utilising a 

specific repertoire) in order to appease family members, employers or psychiatrists.

The current chapter will consider how what interviewees said they did (and did not) 

do could usefully be read as empirical evidence o f social constraints that may be 

placed upon ability to act o f the person with the psychiatric diagnosis. That is to say, 

it will extend the principle identified in the previous chapter (i.e. context detemiining 

repertoire) to address the processes o f interpolation. Whereas in the previous chapter 

interpolation was regarded as one feature amongst many o f interviewees talk, in this 

chapter specific instances o f interpolation will be identified and discussed. It is 

proposed that the context and the repertoire interpolate with each other in relation to 

the potential for agency within any given context/repertoire. For example the patient 

repertoire is a passive repertoire; therefore it sits comfortably in the psychiatric 

context, where passivity is an expected feature in the framing o f the context. 

However, it is possible to invoke the survivor repertoire in the psychiatric context, 

indeed this was demonstrated by Felicity in the previous chapter. The invocation o f 

different repertoires in different contexts is not the focus (this has been empirically 

demonstrated in the previous chapter). Rather, the focus on this chapter will be on 

processes o f switching between different repertoires depending upon the context 

being discussed, in light o f how this switching might be read in relation to agency. In 

the previous chapter Barry proved to be problematic in terms o f analysis in that there 

was disjuncture between his use o f repertoires and his portrayal o f contexts. This 

chapter will look in more detail at examples o f this sort o f disjuncture and will attempt
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to furnish an analysis that addresses the role of agency within these self same 

disjunctures.

It is proposed that a reading o f these disjunctures from a position framed via 

consideration of notions o f agency will illuminate some o f the discursive 

constructions under which people with psychiatric diagnoses can be observed to 

operate, whereby they ‘play the good boy’, or take specific courses o f action so as not 

to ‘rock the boat’, or indeed ‘play the bad boy’ or take action to intentionally ‘rock the 

boat’. Whilst these are themes that have been touched upon in the preceding analyses, 

this chapter will consider these features far more specifically in a context determined 

by an analytical lens which directly considers how people with a psychiatric diagnosis 

talk about what they are able to do, what they are unable to do, and indeed what they 

talk about in terms o f what they regard they are allowed and not allowed to do.

The nature of the data means that the analysis is framed upon what the interviewees 

said themselves about their actions, with no external referent to support or deny the 

verifiability of the action, but again this is not a concern of the analysis. Rather 

attention is paid to patterns of talk, and what these patterns o f talk might suggest 

about possessing a psychiatric diagnosis and the ability to act (or to be seen to act) as 

a ‘rational autonomous agent’*.

However, before moving onto to consider the role or import o f notions o f agency 

within the interviewees talk, it must first be established what the empirical (and 

theoretical) approach to agency that will be adopted in this study is. It must be borne 

in mind that this chapter is primarily a data analysis chapter and as such there is not 

sufficient room to develop a full-scale review of the literature with regard to one of 

the most contested areas o f sociological theory, that of sociological theories of 

agency. The primary reason for the utilisation of the approach advocated by Bames 

(2000, 2001a, 2001b) is that his theoretical conception of agency is founded first and 

foremost in notions o f discourse. Bames contends that agency (and theories of it) are 

best understood from a position which conceives o f them as discourses, as ways of

' Although it should be noted at this stage that the notion o f  rational autonomy as a necessary precursor 
to ‘action’ is not unproblematically accepted. The conceptualisation o f  rationality that is invoked is 
one rooted in notions o f  agency.
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talking about what humans do, rather than as action oriented heuristics. This 

discursive approach is one which mirrors the methodology being employed in the 

current study, the emphasis, as already stated, is placed on how people with a 

psychiatric diagnosis talk about their social situation. By extension then, when the 

focus is shifted to consider notions of agency, it makes sense to look at agency from a 

discursive as opposed to practice-oriented perspective. Additionally, Bames (2000) 

posits a theory that describes agency as a product of the collective as opposed to 

something possessed by individuals^. With the declared empirical emphasis (in the 

current study) on social constructions of mental health this collective focus is very 

congruent to the adopted methodological and theoretical frame that is utilised here. 

This collective focus can also be seen to resonate with the SMO component of the 

current study (see chapters six and seven).

The intention is to utilise one particular approach (a highly pertinent and 

methodologically innovative Bamesian approach) with regard to the sociology of 

agency and to demonstrate the utility of this approach through reference to its 

application in an empirical context. That is to say, the particular approach adopted 

towards issues of agency will be explicated and demonstrated through reference to the 

analyses of the interviewees talk. The primary influence on the approach to agency 

that will be utilised in this study is that put forward by Bames (2000, 2001).

A THEORY OF AGENCY

Bames (2000) works sets itself out as a critique of sociological theories of agency 

Bames (2000) argues that, “[sjocial theory routinely imports concepts from the 

everyday discourse of the institution of responsible action, and adapts them to serve 

its own esoteric purposes,” (p. 17). He cites the notion of ‘choice’, as utilised 

throughout social theory (but with particular reference to rational choice theory), as 

one such example of one of these ‘everyday’ concepts. In order to set up his critical 

frame Bames (2000) is compelled to offer a detailed exposition on the everyday 

discourse of agency. Whilst not wishing to dwell on the stmcture of his critique of the 

sociological application of this everyday discourse, this piece of work is relevant to 

the current study in that it provides a suitable precis of an everyday social theory of

 ̂Detailed discussion o f  the implications o f  this approach is offered presently.
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agency, which in turn will be applied to their interview talk. This chapter aims to 

identify the role of notions o f agency as they occur in the different repertoires and 

contexts^. In effect, this chapter will empirically demonstrate the specificity of 

different levels o f agency in relation to different repertoires (i.e. the passive patient, 

the compatibilistic consumer and the active survivor). It is a key component that 

these attendant levels are an inherent feature o f the different repertoires, and that a 

process of switching between these repertoires can be seen to be accompanied by an 

attendant switch in the level o f agency the interviewee is able to claim (or account for) 

in their talk. Empirically observed switches o f repertoire are matched by empirically 

observable switches in the (discursively constructed) level o f agency, so that one 

switch corroborates the other.

A move towards a consideration o f collective components o f agency in terms of 

notions of susceptibility and accountability (after Barnes, 2000) will be addressed in 

relation to the person with the psychiatric diagnosis and an SMO context in chapter 

six. However, in common with the discursive typology previously discussed in 

chapters three and four, it is necessary initially to sketch out a point of origin in 

relation to these issues o f agency. This point of origin will be taken from Barnes 

(2000) portrayal of an everyday discourse of agency.

An Everyday Discourse of Agency

Bames discussion of the everyday discourse of agency is rightly preceded by an 

acknowledgment of the limitations o f such a general description of agency. His goal 

is to identify patterns o f settled usage, whilst at the same time acknowledging that 

“generalisations about settled usage are idealisations which oversimplify what they 

purport to describe,” (Bames, 2000, p. 3). This quote is included here because the 

analysis of the interview talk can be regarded as an idealisation, but, as the analysis 

will demonstrate, it is an empirically rooted idealisation designed to describe that talk.

The discourse that Bames sets out to discuss is the discourse of the free agent. To 

quote from Bames (2000) at length:

 ̂ It is debatable as to whether the ‘artificial’ setting o f  the research interview could be described as and 
everyday situation. However the type o f  talk offered by the respondents was often broadly 
contextualised within an everyday framework.
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“A free agent acts without restrictions upon her will; she acts without 

compulsion or coercion. In everyday discourse voluntary actions stand in 

contrast to actions which are compelled or coerced, which actions we 

ascribe to the operation o f causes. It may be that externalities like social 

constraints or natural impediments prevent the exercise of will. But 

factors internal to the individual, yet distinct from her will, may also be 

operative like drugs or paralysing emotions or uncontrollable urges, or 

excesses or deficiencies o f hormones or enzymes. Both internal and 

external causes may be said to have predictable effects upon what people 

do, and to preclude free choice in what is done,” (Bames, 2000, p. 4).

It is proposed that the free agent, who acts without restriction upon their will, is the 

purported goal o f many people with a psychiatric diagnosis. Their talk can be shown 

to demonstrate a will to act without compulsion or coercion. Compulsion and 

coercion can be seen to be features of their talk through consideration of for example, 

the patient repertoire and the psychiatric context (and indeed the family context). The 

role of compulsion has already been evidenced through the interviewees talk about 

actions in relation to other family members. Issues of coercion are easily 

demonstrated in relation to psychiatry when notions o f involuntary committal or 

involuntary medication are considered"*.

Chosen or Caused Action

Before launching into a full-scale consideration of chosen versus caused action it 

must be borne in mind that these concepts are not accepted unproblematically in this 

study. However, the discourse o f everyday agency can be seen to be evident in 

interviewees talk, and it is this aspect which is currently o f concern.

The discourse o f the free agent is important to this study precisely because of its 

everyday nature. People with psychiatric diagnoses are fully aware of issues of free 

choice and possible causes of action in relation to their psychiatric situation. 

Consider the notion of caused behaviour. To borrow from the patient repertoire, if

* One respondent talked about a forced voluntary adm ission where he w as told to either admit h im self 
or be admitted, i.e. he w as coerced into a voluntary adm ission to the psychiatric unit.
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the cause of a ‘condition’ is attributed to a biochemical imbalance in the brain, then 

no person can be held accountable. If  no person can be held accountable, then it 

follows that no person can be held responsible. If  no person can held responsible, 

then the persons’ actions (such as getting into trouble with the police, spending too 

much money, having problems at work^) can be read as caused actions, and the cause 

can be read as the pathology or symptomology o f the ‘condition’ (“ ...this is how a 

schizophrenic behaves,” Alan, line 420). In this example, (to return to Barnes’ quote) 

it is ‘natural impediments’ which are read as causing the acts and preventing the 

exercise of will. Implicitly the rationale is that the person did not want to act as they 

did, and indeed they did not act as they did because they chose to, but rather because 

the underlying condition made them unable to act in any other way, the psychiatric 

‘illness’ caused the behaviour.

However, if  we consider Alan’s portrayal o f these self same events from his own 

context (as opposed to the psychiatric context), he relates how his actions were a 

reaction to frustrations. Recall how he stated that what was there “had to come out,” 

(line 415). The crux of this statement is that Alan explicitly ties this ‘venting’ to 

frustrations, as such it was not an involuntary reaction, rather it was a build of 

tensions to which he eventually felt compelled to act against. These sorts of 

statements put a different gloss on the same events, the actions now become actions 

that were not caused by an internal mental ‘condition’ but rather were a chosen 

reaction to the way he was being treated by others. From this reading the actions that 

Alan portrays indicate that he acted without being compelled or coerced. He was 

acting as a free-willed autonomous agent, but these free willed chosen actions were 

simultaneously read as pathologically determined caused actions by family and 

psychiatrists. This would support the idea that it is possible to read the same actions 

as different, depending upon the context from which they are being read. It may be 

moving towards a compatibilistic discursive position. The lengthy quote from Bames 

presented on the page 164 was intended to sketch a broad-brush picture of the 

everyday discourse. However, Bames (2000) subsequently notes that this broad

brush sketch oversimplifies the relationship between choice and causation. Bames’ 

account (as presented page 164) only describes a part o f the everyday usage o f a

 ̂ See analysis o f Alan in previous chapter.
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discourse o f agency. Another central feature o f the everyday discourse is what Barnes 

describes as ‘robust’ compatibilism, whereby an action can be regarded as “at once 

chosen and caused,” (p. 4). So a feature o f the everyday discourse would appear to be 

that an action can simultaneously be read as chosen and caused. Barnes (2000) gives 

the example o f how humans can, as a matter o f routine, ascribe behaviour to the 

effects o f alcohol, whilst simultaneously regarding these self same actions as 

occurring under the voluntary control o f the person, and “roundly blame the 

perpetrator for the effects o f it,” (p. 4). The alcohol causes the behaviour, yet at the 

same time, the person ultimately makes the decision to act, and can subsequently be 

blamed for those acts. Within this conclusion another element is introduced into the 

notion of the everyday discourse, an element o f responsibility.

Notions of Responsibility

It must be stressed that the utilisation of Barnes’ (2000) model o f the everyday 

discourse o f agency is due to the high degree o f concurrence between Barnes’ model 

o f everyday agency and the way in which issues o f agency are touched upon in the 

interview data. This does not mean that the everyday discourse is endorsed by the 

study; rather that it is a useful analytical tool to consider agentive features o f the 

interviewees talk.

Barnes (2000) introduces notions of responsibility as the next feature of the agency 

discourse. He argues that “[tjhere is a strong link between ‘choice’ and 

‘responsibility’. He goes onto to state that:

“[A]gents who act voluntarily, of their own free will, are often said to be 

responsible for their actions. Agents acting under causal constraint are 

often said not to be so responsible, or the extent o f their responsibility 

becomes questionable and difficult to establish. Indeed, a great deal of 

everyday discourse is bound up with the tasks o f determining and 

assigning responsibility. And a great deal o f the unease engendered by 

accounts which fail to make a strong distinction between what is chosen 

and what is caused arises from the consequent ambiguities in the 

attribution o f responsibility and the practical problems to which it gives 

rise,” (pp. 5-6).
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If this agency discourse is applied to the three repertoires previously discussed (in 

chapter four), it becomes apparent that the patient repertoire draws on a notion of 

causal constraints; the actions are caused by the underlying pathology of the 

psychiatric context. As such the person with the psychiatric diagnosis cannot be held 

responsible (or blamed) for their actions. Alternatively, the survivor repertoire draws 

on a notion of voluntarism, whereby the actions are a reaction to the regulation o f 

rationality, it is the ‘supposed’ causal constraints o f the psychiatric context that are 

reacted against, whereby voluntarism and free will are pitched against a coercively 

portrayed context. The agent moves to centre stage and is portrayed as a free agent, 

whereas in the previous repertoire they were a passive agent, the split is between 

chosen actions and caused actions. It may be the case that the consumer repertoire 

occupies a middle ground between caused and chosen action, where neither 

dominates. It is suggested that the patient repertoire is constructed through a 

discourse of caused action, survivor repertoire is constructed through a discourse of 

chosen action and the consumer repertoire is a compatibilist middle ground discourse, 

which is constructed through discourses o f both caused and chosen actions^ (see 

figure 5, p. 115). O f course, this does not mean to say that (for example) passivity 

cannot be touched upon when utilising the survivor repertoire, however it is difficult 

to maintain one repertoire with an incongruent level o f agency (as was witnessed in 

terms of the repertoire analysis of Barry’s talk in chapter four).

In addition to this initial sketch, attention must also be paid to the role o f notions of 

rationality. Mention is made above to a notion o f regulated rationality. Rationality 

(and the ascription thereof) plays a central role in the allocation o f responsibility. The 

implication of a notion o f responsibility is that it “implies that a given individual is in 

a normal mental state, capable o f reasoning and making independent judgements,” 

(Barnes, 2000, p. 6). This notion o f responsibility operates for Bames (2000) on two 

levels.

“to be responsible for a decision or an action is to be answerable and

accountable in relation to it, liable to praise and blame for it, obliged to

 ̂ This does not mean to say that either the survivor or patient repertoire cannot contain compatibilist 
discursive elements. Perhaps it is more fruitful to consider these distinctions as ideal types at this 
juncture, but to bear in mind that a similar discursive model (o f repertoires and interpolation) is equally 
as relevant to a discourse o f  agency as it is to previously identified discourses.
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respond to claims ensuing from it. It is indeed to occupy a status towards 

which expectations are directed,” (p.6)

This position is difficult to maintain through use of either the patient or consumer 

repertoire, it is only really possible to maintain such a position through use o f the 

survivor repertoire (remember Barry’s complex position in the previous chapter). To 

clarify, the point being made here is that in terms of being answerable or accountable, 

it possible for either the consumer or patient to relinquish their responsibility in favour 

o f a medical account which attributes causation at the level o f a biochemical 

imbalance in the brain, rather than in the social situation in which the action occurred. 

The implications o f this notion o f responsibility become apparent if  we consider 

another quote taken from Bames (2000).

“In another sense, however, responsibility is an internal state: an 

individual is responsible if  she is capable o f rational conduct, that is, if  her 

cognitive and reasoning capabilities are in adequate working order, and 

permit her to operate as a recognisable moral agent, (my emphasis)” (p. 6).

The implication to be taken from the above quote is that if the person is adjudged to 

be inadequate in terms of their cognitive and reasoning capabilities, then she is not 

permitted to operate as a recognisable moral agent, if  the individual is not deemed 

capable of rational conduct then they cannot be held responsible for their actions. If 

they cannot be held responsible for their actions, then they cannot be held to be an 

autonomous agent. The point to be made here is that notions o f rationality are 

irrevocably tied into notions o f agency. In extremis if the person is irrational, then 

they are incapable o f acting o f their own volition, this, it is argued, is a component of 

the everyday discourse of mental health. This everyday mental health discourse can 

be tied into an everyday agency discourse by the concurrence or dependent 

concurrence on issues of rationality. This in turn serves to tie notions o f mental health 

into the ‘institution of responsible action’. It might only be possible to draw from this 

everyday discourse of action if  the person with a psychiatric diagnosis is utilising a 

survivor repertoire, and as has been already demonstrated, it is possible to interpolate 

this survivor repertoire into (what might appear to be) contradictory contexts. So is it 

the case that people with psychiatric diagnoses, through their talk, are engaged in
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processes which are essentially about issues of agency, that they actively draw from 

and utilise different repertoires in an agentive (as well as a contextual) sense.

To quickly review the position so far. A stereotypical version o f an everyday 

discourse has been preliminarily sketched. This details processes of responsibility 

that are incumbent upon the possession of an intrinsic rationality with regard to the 

individual. If  this rationality is adjudged to be missing, then the individual will be 

regarded as acting causally as opposed to voluntaristically. In the case o f people with 

psychiatric diagnoses it is usually the case that they are adjudged to be irrational (and 

mobilisations against this adjudged irrationality can be observed in their talk). The 

interviewees, conversely, move in their talk to demonstrate the chosen nature o f their 

actions, thus challenging their irrational status and presenting themselves as 

voluntaristic autonomous rational agents. The crux o f the matter is where 

responsibility is attributed. It is proposed that more often than not, responsibility is 

not seen as an assumed or ‘given’ attribute in people with psychiatric diagnoses (by 

psychiatry, families, employers). They are not seen as rational and as such are not 

seen as responsible. Rather that responsibility has to be earned through processes that 

can be seen to demonstrate their rationality. In terms of the conceptions of these other 

groups, this rationality ‘test’ may comprise being seen to meet the criteria o f the 

Parsonian (1951) sick role, e.g. seeking out competent help and following a treatment 

regime. In essence the gamble that the survivor repertoire entails is to not follow this 

route but to simultaneously assert (and have accepted) ones own rational status^.

This notion of responsibility plays a central role in the ascription of agency. To 

borrow from Barnes (2000) again, this notion of responsibility can in turn be seen to 

be composed of four basic elements: cause, intention, state and response.

’ For more discussion o f  this gamble see chapter six.
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Four Constitutive Elements of Responsibility

O f immediate interest in Bames discussion of the four elements is his contention that 

there can be “no single correct notion o f responsibility,” (p. 7). It is argued that “the 

four elements [of responsibility] are combined and elaborated in different ways in 

different contexts. We ourselves make different combinations, since we need 

different conceptions o f responsibility in different circumstances,” * (p. 7). Bames 

then goes on to state that it is also possible to employ combinations of these four 

elements, ‘where one or more of the four elements may be omitted’. The example of 

employer liability for employee negligence is one such example (of responsibility 

without cause).

Bames (2000) borrows this concept o f four identifiable states fi"om Williams (1993). 

These four states as defined by Williams will be applied to a mental health context, 

taking Alan as an exemplar.

Cause, Intention, State and Response

The ‘cause’ could be read as by virtue of erratic behaviour, Alan has come to upset his 

family, therefore Alan’s behaviour is the cause of the upset. ‘Intention’ would then be 

read as whether Alan intended to upset his family by acting the way he did. ‘State’ 

would relate to whether Alan was in a ‘normal’ state o f mind when he acted as he did. 

The final component ‘response’ would be that it was down to Alan to make suitable 

reparations for the upset he had caused. This response, however, is only required o f 

Alan is adjudged to have been responsible for the actions.

If  this portrayal o f events is considered fi'om a family context, the cause is 

unproblemafic; it is Alan’s actions that have caused the situadon. However, when 

intention is considered, the waters are muddied. Alan’s family may well hold a line 

that Alan did not intend to upset them (the implication being that it was the diagnosis 

that made him act as he did). In this case, Alan would be adjudged to have not been 

in a ‘normal’ state o f mind and as such, would not be expected to make suitable 

reparations (although if suitable reparafions were made they would be accepted). 

There is a necessary precursor to the ‘cause’ in this instance that functions to frame

* This stated position is analogous with the approach taken towards repertoires and contexts in the 
previous chapter.

176



much of the subsequent deliberations on the constitution o f responsibility in this 

example. This is a consideration of what ‘caused’ the ‘cause’, in the case o f Alan’s 

family, this would be the pathology. The pathology caused the events that led to the 

upset. The point to be made here is that in terms o f attributing responsibility, Alan’s 

family are drawing from a primarily causationist perspective in regard to Alan’s 

action.

Obversely, Alan accepts the ‘cause’ of the events, ‘intention’ is present in that he does 

not refute the occurrence of the acts, he is aware o f them and the trouble that they 

caused to him. His ‘state’ is de-problematised; it was not a feature of his pathology 

but rather a reaction to his finstrations. The issue of response also falls into this 

rubric, his response was towards frustration at conditions imposed on him by his 

family (hence by implication there was no need for reparations to be made). In this 

portrayal o f these events, Alan can be seen to be drawing from a primarily 

voluntaristic perspective in regard to his actions. He takes responsibility for his 

actions and attributes or accounts for these actions by way o f citing frustration 

towards actions being taken by his family. His family caused the events that led to the 

upset.

To reiterate, for Alan’s family, the ‘illness’ was the caused cause, reciprocally, for 

Alan, his family was the caused cause. The former approach is couched in 

causationist notions of agency, the latter in voluntaristic notions of agency. There is a 

resistive quality to Alan’s use of the voluntaristic notion.

The review of Barnes so far has offered three central propositions that will be tested in 

the analysis. Firstly, it is proposed that the repertoires identified in the previous 

chapter demonstrate the presence o f issues of agency^ (dependent upon context and 

repertoire) in the interviewees talk'* .̂ Secondly, it is proposed that the notion of 

voluntaristic agency” underpins much of the interviewees talk, and that this can be 

read as a strategy o f resisting the coercion and compulsion which can be a feature of 

the passive psychiatric context and patient repertoire. Thirdly, it is proposed that the

® When agency is conceived o f  as an everyday discourse following Bam es (2000).
This presence can be observed through consideration o f  the process o f  ‘switching’ between contexts 

and the attendant switch that also occurs in terms o f  the active agent described in the talk.
" Again, this notion o f  the voluntaristic agent is drawn from Bam es (2000).
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different contexts can be constructed in lieu o f different conceptions o f agercy, and

that the interviewees talk can be demonstrated to illustrate an awareness o f  the
12agentive limitations and potentialities o f these different contexts , (see G kser and 

Strauss, 1964).

These three central propositions will presently be tested through the analysis of 

interview transcripts. However, first I want to offer a clarification on how exactly 

notions of passivity and activity are going to be used in the analysis. The first point to 

note is that all o f the participants are doing something (to do nothing has to be 

classified as doing something, it is simply that the something being doing amounts to 

nothing). For example, the person with the psychiatric diagnosis who elects to 

subsume their will to act under that o f the psychiatrist is acting passively, as opposed 

to not acting at all. This self same person could choose to resist the will o f  the 

psychiatrist and would thus be seen to be an active agent, actively acting against the 

psychiatrist. When considered from a relativistic frame both courses o f action are as 

equally categorisable as acts, the former requires a lack of active agency and the latter 

requires a lack of passive agency. In essence it comes down to a consideration of 

whether the ‘individual’ will to act is encouraged or denied. To follow the will o f  the 

psychiatrist (or the family) is to act passively because this may not be the desired 

course of action by the actor, but it may be the path of least resistance, as was 

evidenced when Allan discussed the pay offs for following the expectations o f  the 

family.

However, passivity also operates on another level in the thesis. In chapter one, there 

was a brief discussion of the work of Parsons and the sick role. Specifically the sick 

role was subjected to a Foucauldian critique. This critique posited the view that the 

patient role and the patient discourse are essentially passive options; because they 

involve the imposition of another’s will (for example, the psychiatrist or the family’ )̂ 

over the will of the person with the psychiatric diagnosis. As such, in any instance of 

talk, when the respondent can be seen to take a psychiatric line on their social

This does not mean to say that the agentive limitations and potentialities are pre-determined, rather 
that they are discursively framed in certain causationist or voluntaristic veins and that the research 
participants display an awareness o f  this.

The family are included here, as an example, with the implict assumption, in this instance, that the 
family w ill mirror the psychiatric interpretation, much in the tradition o f the maxim ‘doctor knows 
best’.
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situation, this will be adjudged to be a passive act, regardless o f the inherent level of 

agency contained within this act. Primarily, within the analysis, the relation o f an 

action to a passive psychiatric context is the baseline against which the judgement of 

the passivity or activity of any action will be made. It is know time to consider these 

factors in light o f empirical examples.

EMPIRICAL ANALYSIS OF CONTEXTS OF AGENCY IN TALK

In the first instance the analysis will return to consider an extract o f Harry’s talk. 

Harry was identified in chapter one as the exemplar o f the patient discourse. The 

analysis will consider a piece o f Harry’s talk that was not originally analysed. It 

relates to a section o f the interview where Harry is detailing what happened to him 

after he left the psychiatric unit.

Example one: Harry

Extract 19

Harry: and ehhm let me see what happened after that the I so 11 left 157
hospital and I was on an outpatient basis I was going to see a 158
psychiatrist ehlim and my paranoia was terrible was very very severe 159

160
ES: right 161

162
Harry: and I was afi-aid that I basically I went in one day and I said and I 163

and and we agreed that 1 should be hospitalised 164
165

ES: okay 166

The primary emphasis in the analysis o f this extract is centred around lines 163-4. The 

preceding talk details Harry’s topographical talk, he sets out to detail his situation. It 

should be noted that Harry states that leaving hospital was something that he did. He 

does not portray this action as something he was told to do, or as something he was 

allowed to do, it was simply something that he did (“/  left hospital,” line 157-8). This 

whole section of talk (lines 157-9) is couched in the first person; Harry is an active 

agent throughout this small snippet o f talk. He continues in the first person, detailing 

how he was on an outpatient basis, how he was going to see a psychiatrist. This talk 

is all about Harry, in the first person, in a psychiatric context, suggestive o f an active 

discourse, (this does not mean it is a survivor repertoire, as he does not problematise 

psychiatry in any way shape or form in this talk). The next section o f talk (line 159)
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where Harry talks about his paranoia is interesting, if slightly problematic. Harry 

states “ ...m y paranoia was terrible was very very severe”. In one sense, Harry, 

through this talk, makes the paranoia his, it is something that belongs to him, he takes 

ownership of it. If Harry were drawing on a patient repertoire here he may well have 

described how “the paranoia was very very severe”. He does not do this. So there is 

an element o f the self present in Harry’s talk here that does not necessarily sit 

comfortably with his identification as drawing primarily from the patient repertoire. 

However, if  this line is considered from an agency perspective, a possible explanation 

emerges for this inconsistency.

Consider the talk that preceded line 159. Harry has detailed how active he was in the 

psychiatric context, he left hospital, he was an outpatient, he was going to see a 

psychiatrist. All of these statements contain an element o f voluntarism, there is no 

coercion present in his talk, it is all presented as something he was doing o f his own 

volition; that is to say, nobody else appears in the talk to suggest that he was being 

compelled into these actions. However, this still leaves the final line o f this section 

unresolved. It is argued that the use, by Harry, o f the word ehhm, in line 159 can be 

read as a signal of the disjuncture between the two repertoires (and consequently the 

two possible levels of agency). It is perhaps the case that this ‘ehhm’ is evidence of a 

compatibilistic discourse, whereby both chosen and caused actions are combined (the 

‘ehhm’ effectively operating as the switch that allows this combination). Why? In 

terms of the agentive discourse he is using, it would be incongruent to switch from an 

active agent discourse to a passive agent discourse in this section o f talk. The relevant 

aspects of his talk will be broken down to better facilitate an understanding o f this 

proposition (see overleaf).
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1. Agency in Harry’s Talk

1. so 11 left hospital (active discourse)

2. and I was on an outpatient basis (active discourse)

3. 1 was going to see a psychiatrist (active discourse)

4. ehhm and my paranoia was terrible was (active/passive discourses) 
was very very severe

Harry has previously been shown to draw from and rely upon the patient repertoire. 

Because of this, it is difficult for him to discursively portray him self as an active agent 

in a direct psychiatric context; he assumes a passive discourse in his direct talk about 

psychiatry. In points one through three, Harry is talking about himself in terms of 

coming out of and going back into a psychiatric hospital context, he is in a social 

context which is not defined by psychiatry. He left the psychiatric hospital context, 

attended an outpatient service (intermittently, he was not in the service all o f the time, 

which he would be if he were in the hospital). He was going to see a psychiatrist; this 

suggests that this was a feature o f  his life, which happened in conjunction with other 

features of his life, it was not all o f his life, which again it may be if  he were in the 

psychiatric unit full time (i.e. the hospital is the only (or primary) physical context 

open to him). His talk then switches to address his pathology. Up until now he has 

been the active agent in his talk, but he is now beginning to move into a direct 

psychiatric context (through his invocation of pathology, however, he is not yet in a 

psychiatric context). In this case the interpolation o f two agentive discourses becomes 

a necessary feature o f Harry’s talk, necessary in the sense that they provide a 

compatibilistic discursive position, which allows Harry to be active and then switch to 

a passive discursive position. This reading may appear slightly tenuous but is given 

more credence if the next section of Harry’s talk is considered. This section is 

presented in extract 19a below.

Extract 19a

H any: and I was afraid that I basically I went in one day and I said and I 163
________and and we agreed that I should be hospitalised_______________________ 164
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Again for ease o f analysis, this section o f talk will be broken down into discursive 

agentive components.

2. Agency in Harry’s talk

1. and I was afraid that (passive discourse)

2. I basically went in one day and I said (active discourse)

3. and I and we agreed that (active/passive discourse)

4. I should be hospitalised (passive discourse)

Following on from line 159, where Harry stated his paranoia was very severe (which 

it is argued is a compatibilist position between active (chosen) and passive (caused) 

agency), point one, (“and I was afraid thaf’) ties directly into this talk about paranoia. 

Harry recounts how he “was afraid that...”. Whilst Harry appears in this talk in the 

first person, it is as a person who is not in control, e.g. that the paranoia was so severe 

he was afraid that.... All o f this action takes place outside o f a direct psychiatric 

context; it is at point two that Harry moves into this direct context. However, the 

disjuncture between the different discourses needs to be addressed before we consider 

features of point two. The disjuncture is marked at the point where Harry switches 

agency discourse. This is seen in the talk where Harry states:

“ .. .afraid that /1  basically...”

The unfinished component o f the first stage (Harry does not tell the interviewer what 

he was afraid of) marks the switch between a passive discourse and an active 

discourse. Harry switches from talking about what he was afraid he might do'”* to 

talking about what he actually did. If this discursive action is then considered in light 

of points two and three we see another switch occur. Harry takes control back from 

the paranoia and the fear; he acted to address this paranoia and fear, by going into the 

psychiatric context. He portrays himself as the active agent in this, ‘he went in and he

''' It may be reasonably postulated that he was afraid that he might act on his paranoia in a negative 
way, given the context in which he raises the issues o f fears. However this conclusion is veering 
towards an interpretation o f  Harry’s talk and should therefore not be regarded as a strong conclusion, 
rather as an imputed suggestion.
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said’. It is in point three that the next switch occurs. Harry said “and I and and we 

agreed that” . In line two Harry is the active agent, he takes h im self into the 

psychiatric context and he said, (he was not told, he said). There is disjuncture in his 

talk again between the end o f  point two and the beginning o f  point three

“ ...and I said and I . . .”

This disjuncture is not however read as a switch, because Harry rem ains an active 

agent in his talk. The switch occurs when Harry moves from talking about him self in 

the first person, to talking about him self and the psychiatrist collaboratively.

“ .. .and I and / and we agreed th a t...”

W ithin the patient repertoire it is not possible for Harry to decide he needs to be 

hospitalised. He m ay very well have decided that he does need to be hospitalised 

(consider again the notions o f  paranoia and fear) but he cannot decide this himself, he 

has to switch from an active discursive position to an active/passive discursive 

position (a discursively compatibilist position where he is seen to both act and be 

acted upon). Given the active discourse that Harry utilised in point two and for half o f 

point three, he cannot get back to a wholly passive position such as he held at point 

one. As such, he gets as far back as he can, by intimating that this decision was a 

consensual one, reached between both him self and the psychiatrist. The ‘agreement’ 

may appear to be a utilisation o f the consumerist repertoire, however, when it is 

considered in light o f  what he was agreeing to, and given the previous active talk, it is 

more readily described as the patient repertoire.

The last point in this analysis, point four, in relation to levels o f  agency goes back to a 

passive discourse. Or perhaps more accurately, takes Harry back into a situation 

where he will draw from a passive discourse, the inclusion o f  a ‘w e’ in the agreement 

(again a collaborative as opposed to individual act) that he should be hospitalised, 

functions to open Harry up to the intercession o f others. As such, it is argued that in 

talking about moving back into a wholly psychiatric context, Harry re-positions 

him self discursively to be in a position to become passive in this context. To recap, 

the levels o f agency portrayed in Harry’s talk can be read as the following:
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Agency in H arry’s Talk (3)

1. and I was afraid that (passive discourse)

2. I basically went in one day and 1 said (active discourse)

3. and I and we agreed that (active/passive discourse)

4. I should be hospitalised (passive discourse)

In terms o f  repertoires, it is argued that two are present in extract la, a patient 

repertoire and a consumer repertoire. Points one and four are examples o f the patient 

repertoire, point 2 is an example o f the consumer repertoire, and point three is an 

example o f the interpolation between consumer and patient repertoires.

Repertoires in H arry’s Talk

1. and I was afraid that (patient repertoire)

2. I basically went in one day and I said (consum er repertoire)

3. and I and we agreed that (interpolation between consumer

In terms o f contexts, two contexts are represented, H arry’s own context (points one 

two and three) and the psychiatric context (points three and four).

Contexts in H arry’s Talk

and patient)

4. I should be hospitalised (patient repertoire)

1. and I was afraid that (own context)

2. I basically went in one day and I said (own context)
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3. and I and we agreed that (own/psychiatric context)

4. I should be hospitalised (psychiatric context)

If we take points one through four and consider them in light of these different 

analytical foci a pattern emerges in Harry’s talk. Consider figure 8 presented below.

1 2 3 4

Agency Passive/ Active—>■ Active/Passive —̂ Passive

Repertoire Patient/ Consumer —> Consumer/Patient ^ Patient

Context Own ^ Own —> Own/Psychiatric —̂ Psychiatric

Figure 8; Discursive Switches across Levels of Agency, Repertoire and Context 

use in Harry’s Talk

It can be seen that for point one (reading down the column), it is adjudged to be a 

passive discourse, drawn from the patient repertoire and occurring in Harry’s own 

context. The level o f agency and the repertoire used interpolate with Harry’s own 

context. The interpolation of the three factors portrays how Harry is talking about 

himself at this time. If we consider point two, then there has been some change. 

Harry now presents himself as active, drawing from a consumer repertoire (he went 

into the psychiatrist; he instigated it so therefore was not passive). This action is still 

located in Harry’s own context. In his own context, at this specific point in fime 

Harry is drawing fi-om a consumer repertoire and is an active agent. This is a switch 

in both level o f agency and repertoire from that utilised in point one. Point three 

contains switches between all three elements; it is the most visible site o f interpolation 

between the three elements. Whereas the other points can be compartmentalised into 

distinct units (albeit units drawing from different aspects of the three elements), the 

third point is the only one that does not fit into this process o f compartmentalisation, 

the split occurs in the middle of the point. This median split is down to the switch in 

Harry’s talk between talking in the first person and then introducing a second person 

into his talk (the switch from T’ to ‘w e’). All three elemental switches lead to Harry
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taking on a passive patient repertoire in a psychiatric context (if  point four is read 

down the column). This means that his discursive portrayal is resolved into a unitary 

position; there is no more interpolation in his talk. It should be noted that the purpose 

o f  the analysis is not to account for everything that Harry said in terms o f the outlined 

repertoires, contexts and levels o f  agency. This particular extract was presented as it 

ably demonstrated the analytical point, but this does mean that all o f Harry’s talk 

could be analysed and coded in such a way, this is not, nor indeed should it be, a goal 

o f  the discourse analytical process. To state that all o f  H arry’s talk could be coded in 

this manner would be to move towards principles o f universalism and interpretation; 

neither o f  these principles are goals o f this analysis.

Rather this analysis is again indicative o f Harry’s position towards psychiatry. In 

agency terms, how Harry sees him self in relation to psychiatry is as a passive patient, 

this passive position discourse is the agentive discourse that he ultimately utilises in 

talking about a psychiatric context in the extract presented above. It is suggested that 

Harry’s use o f  repertoires (and the attendant level o f  agency attached to these 

repertoires) in specific contexts, serves to delimit what he is able to talk about doing, 

and obversely also what he is unable to talk about doing. His use o f repertoires 

impacts upon what he is able to talk about doing. This would suggest that repertoires 

can then act as a constraint in terms o f talk about the personal agency o f the person 

with a psychiatric diagnosis, i f  for example, they utilise a patient repertoire. By 

utilising the patient repertoire, the attendant discourse o f  agency is a passive 

discourse.

In terms o f the four criteria o f  responsibility identified by Barnes, (cause, intention, 

state and response) none o f  these applies directly here because Harry absolved him self 

o f responsibility by utilising the patient repertoire in a psychiatric context, he became 

passive and by extension could no longer be held responsible for what he did. On an 

agentive level, it could be argued that it was because o f  the potential issue o f  

responsibility for actions arising out o f his paranoia that he sought the psychiatric 

context. Harry may have been afraid o f what he might do given his levels o f  paranoia 

(cause). By going to the psychiatrist, any potential rationality is lost or absolved, if  he 

is a psychiatric patient, then he cannot act with intent, he cannot be held to be in a 

‘normal’ state o f  mind and he does not have to offer response for his actions, because
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he was not responsible for his actions, he was a passive repository o f pathology. This 

analysis is not intended to paint Harry as a responsibility shirking charlatan, rather the 

additional layer o f complexity that a consideration o f levels o f agency brings to the 

analysis is intended to highlight what can and cannot be accomplished, in terms of 

talk about social acts, through an invocation o f these repertoires. In this example 

there is none o f the compatibilism that was a feature of the brief discussion o f Alan. 

In the case o f Harry, all action is ultimately read from a causal frame. The import of 

this causal frame is that it denies Harry responsibility for any actions that arise (or 

may have potentially arisen) as a result o f the paranoia.

This agentive level o f analysis will now be applied to a second research participant. 

This second participant has not previously featured in the analysis. She is used in this 

instance because an analysis o f her levels of agency (as occurring in her talk) portray 

her in an antithetical discursive position to that identified through the analysis of 

Harry’s talk.

Example Two: Eustace

Eustace has been in contact with the psychiatric services since she got her first job 

after graduating from university (a period of at least twenty years). She portrays very 

strong convictions about psychiatry through out the interview. This is the first time 

that material from Eustace has been analysed, so a bit more information will be 

presented to sketch out her position. The interview took place in September 2000.

Eustace attributes much of her involvement with psychiatric services to issues 

connected with her sexuality. She portrays a situation in which ‘what was wrong with 

her’ was simple and could have been easily addressed through a referral to a 

counsellor and work on her “gender esteem,” (line 265). However, she did not take 

this route or was not pointed in this direction and instead ended up involved with 

psychiatric services for a long period of years. She was extremely scathing in her 

opinions about Irish psychiatry (line 326), and politically scathing about the role of 

pharmaceutical companies (lines 328, 361). She draws to a high degree on the 

survivor repertoire. Extract 20 is presented here as an example of this utilisation, it is 

a utilisation which runs as a thread throughout the majority o f her talk in the extract.
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However, a section o f  the last component o f  the extract (lines 477-88) will be 

analysed in light o f  the agency criteria outlined for Harry in the preceding example.

Extract 20

ES: okay ehhm and so in terms of I mean you said you did see a role 460
for medication in terms of crisis points or whatever 461

462
Eustace: yes because I ’ll tell you why though its already because the 463

psychiatric services have let somebody like me down ehh no matter 464
knowing there’s no accountability no matter which professional you 465
attend 466

467
ES: mmhmm 468

469
Eustace: at the moment absolutely no accountability I had to run away 470

there a few weeks ago because I was totally stressed that was the first 471
time in my life I realised that it was only stress that it wasn’t 472
mental illness if you know what I mean 473

474
ES: right right 475

476
Eustace; and ehh and I was delighted with myself for ehhm getting that 477

objectivity about it but ehhm I was talking to my therapist and ehhm 478
he wasn’t giving me the goods he was giving me nothing and ehhm I said 479
ehh jesus Christ Eustace you’re on your own here you better just do 480
something quick and ehhm I tried to get in touch with a few ehhm people 481
and ehhm in in this area of work different types of people and ehh and 482
then I just started doing some diaphragmatic breathing myself and I went 483
off for a holiday and while I was off for my holiday ehhm I still 484
wasn’t totally calm when I came back and ehh I realised that you you 485
are indeed on your own in life you are indeed so ehh at the moment I can 486
only ehh sort of ehhm take from these people what I can see they’re 487
offering as opposed to what they think they’re offering 488

This extract is interesting in itself, before the agentive level o f analysis is brought to 

bear on it. The interviewer begins by asking Eustace about her attitude towards 

medication. Eustace states elsewhere in the interview that she is still taking 

medication. In line 463 she answers this question with an affirmative, but does not go 

on to directly address the issue o f medication, rather she answers the question through 

a portrayal o f  the inadequacy, inefficacy and unaccountability o f all mental health 

professionals. It is because o f the inadequacy, inefficacy and unaccountability of 

these professionals that medication is required. This section o f  talk (lines 463-6)
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illustrates an inteq^olation between either the patient or consumer repertoire and the 

survivor repertoire’ .̂

The next section of Eustaces’ talk, (lines 470-3) is indicative of this survivor 

repertoire again. She recounts a recent experience where she experienced a level o f 

stress that she would previously have regarded as ‘mental illness’. However, for “the 

first time” in her life she “realised it was only stress,” (line 472). She talks about 

running away; however, it is unclear whether she was running away from the cause o f 

the stress or the psychiatric context. Regardless, in this instance, she remained the 

active agent, she ran away, because she was stressed and it was her who realised that 

it was not ‘mental illness’. The use o f the term mental illness is again an interpolation 

of the consumer repertoire into the survivor repertoire. The primary repertoire is the 

survivor repertoire and the primary level o f agency is active.

It is the third section of talk that will be considered in detail regarding the analysis o f 

levels o f agency. It is presented again in extract 20a below.

Extract 20a

Eustace: and ehh and I was delighted with myself for ehhm getting that 477
objectivity about it but ehhm I was talking to my therapist and ehhm 478
he wasn’t giving me the goods he was giving me nothing and ehhm I said 479
ehh jesus christ Eustace you’re on your own here you better just do 480
something quick and ehhm I tried to get in touch with a few ehhm people 481
and ehhm in in this area of work different types of people and ehh and 482
then I just started doing some diaphragmatic breathing myself and I went 483
off for a holiday and while I was off for my holiday ehhm I still 484
wasn’t totally calm when I came back and ehh I realised that you you 485
are indeed on your own in life you are indeed so ehh at the moment I can 486
only ehh sort of ehhm take from these people what I can see they’re 487

_________ offering as opposed to what they think they’re offering__________________ 488

Consider the first two lines o f the extract. Eustace says:

“and ehh and I was delighted with myself for ehhm getting that objectivity about it but...”

It is impossible to determine whether she is talking about medication here in a patient or consumer 
reperoire. However, given her strong use o f  the survivor repertoire, it might be suggested  that it is 
more likely to be a consumer repertoire position.
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Eustace, through her portrayal o f herself as an active agent throughout the majority of 

the larger extract, is able to claim the ownership o f this diagnosis of stress as opposed 

to ‘mental illness’. It is worthy of note that Eustace describes delight at this self- 

diagnosis in terms of “getting that objectivity about it”. Eustace describes her self- 

diagnosis as an objective diagnosis. This would appear to go counter to the analysis 

in the previous chapter where the survivor repertoire was identified as being high in 

terms o f subjectivity and low in terms o f objectivity, as regarded in relation to the 

clinical gaze.

In order to address this conundrum an element o f interpretation of Eustace’s talk is 

required. This interpretation should not be read as an attempt to arrive at a definitive 

version o f what Eustace meant to say, rather it is offered as an attempt to resolve a 

potential contradiction between an analj^ical schema and an actual instance o f talk 

that contradicts that schema. Neither is this interpretation intended to prove the 

analyst right and the speaker wrong. The interpretation will be offered here as just 

that, nothing more, as such any conclusions drawn should be regarded as suggestions 

as opposed to definitive findings.

When Eustace talks about her delight at the ‘objectivity’ about her conclusion that it 

was stress, the obverse position is that mental illness is her subjectivity. For Eustace 

to regard a judgement of stress as an objective position is for her to highlight the 

subjective impact o f her diagnosis, that it has become something that is internal to her, 

and any aberrant behaviour that is not adjudged to be mental illness she can then 

regard as external to her, as socially caused as opposed to pathologically caused, 

(however, it should be noted that the experience was sfill couched in pathological 

language, just not in as severe a pathological language, e.g. stress versus mental 

illness)'^. Thus when she adjudged what she was feeling to be stress she was able to 

reject the immigration of this ‘pathology’ into her subjectivity. Her subjectivity has 

already been subsumed under the ‘objectivity’ o f the psychiatric ‘condition’ to the 

extent that any and all aberrant events must be screened for pathological content. Her 

objectivity must be seen in light o f her subjectivity which has been subsumed by the 

objectifying clinical gaze. It might simply be the case that this is an interpolation of

In this example it might be the case that stress is constituted as a temporally (and socially) bounded 
event whereas mental illness may be regarded in a more permanent temporal and subjective frame.
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the consumer and survivor repertoires in her own context (this would certainly be 

supported through Eustace’s utilisation of the term ‘mental illness’). This conclusion, 

whilst sound enough, returns to discussion of contexts and repertoires. The focus of 

this chapter is on issues o f agency, and it is to this agency that the chapter shall now 

return.

In terms of an analysis o f levels o f agency and processes o f switching, lines 477-81 

have been selected for detailed consideration. This particular segment o f talk was 

selected because it details some o f the agentive aspects of the situation that Eustace 

found herself in as a result o f her self-diagnosis. These lines are presented as 

uninterrupted talk below, and are then categorised in terms of the level o f agency 

contained in the talk.

Lines 477-81 as U ninterrupted T alk

“ ...and ehh and I was dehghted with myself for ehhm getting that objectivity about it but 

ehhm I was talking to my therapist and ehhm he wasn’t giving me the goods he was giving 

me nothmg and ehhm 1 said ehh jesus christ Eustace you’re on your own here you better just 

do something quick .. .”

A gency in E ustace’s T alk’^

1. and ehh and I was dehghted with myself for (active / passive discourse)

ehhm getting that objectivity about it but

2. ehhm I was talking to my therapist and ehhm (active / passive discourse)

3. he wasn’t giving me the goods he was giving (passive / active discourse)

me nothing and

4. ehhm I said ehh jesus christ Eustace you’re (active discourse)

on your own here you better just do something

quick

17 It is coincidental rather than methodological that this extract o f  Eustace’s talk is also
compartmentalised into four constituent parts
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Point one can be read as an active discourse because it relates to Eustace’s self- 

diagnosis. It is something she has done herself. The conceptualisation o f the 

diagnosis as ‘objective’ switches Eustace back into a passive discourse, whereby the 

‘pathology’ o f stress is objectified. The inclusion of the ‘but ehhm’ at the end of point 

one and start of point two indicates a switch, from a passive discourse (end point one) 

to an active discourse (start point two). Another switch appears in point two, when 

Eustace moves from talking about her own diagnosis (active) to talking about her 

therapist (passive). The talk about the therapist can be read as a passive discourse, in 

light o f point three. The therapist is invoked as someone she turned to for help, but 

that help was not forthcoming, the therapist was unable to give her anything (she 

utilised the patient repertoire and asked the therapist to help her address the issues 

(this is point two), according to Eustace, the therapist did not do this, (this is point 

three)).

Point three, in itself, evidences a switch from passive to an active discourse. Eustace
18portrays herself in the therapeutic context, where she expected the therapist to help 

her but he did not. She moves from an observational statement (‘he wasn’t giving me 

the goods’) to a negative rebuttal (‘he was giving me nothing’, when she expected 

something i.e. the ‘goods’). The second statement is more emotive and judgemental 

than the first. As such, it is argued that the talk moves fi'om a passive agentive 

discourse to an active agentive discourse.

The final point, point four, is a restatement of this active discourse; she cuts out all 

involvement of other people in her situation (“jesus christ” being read here as a figure 

o f speech as opposed to a religious invocation). It is interesting in light o f the 

preceding analyses that Eustace takes herself back to her own context (you’re on your 

own). This is a feature that was evidenced in other respondents talk as well. The 

imperative for action is placed upon herself and no one else; it is down to her to sort 

the situation out (again indicative o f an active level of agency). Eustace’s talk will 

now be considered in light o f the two other constitutive elements (repertoires and 

contexts) in the same manner as was utilised for Harry. See figure 9 (overleaf).

For therapeutic context read psychiatric context, in Hne 465 Eustace equates all mental health 
professionals as being one and the same.
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1 2 3 4

Agency Active/Passive/ Active/Passive-^ Passive/Active ^ Active

Repertoire Survivor/Patient/ Survivor/Patient^ Patient/Survivor ^ Survivor

Context Own —> Own /Psychiatric^ Psychiatric/Own ^ Own

Figure 9: Discursive Switches across Levels of Agency, Repertoire and Context 

use in Eustace’s Talk.

The most striking thing about figure 9 (in comparison to Harry) is the increased 

number of switches both within and between the points.

The second point to be made from this tabular analysis is that the end point (point 

four) concludes Eustace’s position as an ‘ideal’ survivor; she is active, drawing from 

the survivor repertoire and is discursively located in her own context. Again it must 

be stressed that it is not proposed that this framework of analysis be applied to all of 

Eustace’s talk, rather it is that this section of Eustace’s talk ably demonstrates the 

analytical propositions.

The preceding chapter concerned with the interpolation o f repertoires and contexts 

detailed the flitting nature o f the repertoires. What the current analysis is concerned 

with is establishing a level o f agency attendant to these different repertoires. A by

product of this agentive concern is that analysis o f the text tends to result in a 

concretised position with regard to an overall interpretation o f the self same text. 

Rather than being an analytical goal this is an unfortunate side effect which should not 

be read as an attempt to interpret the persons own talk. Rather it is an attempt to 

uncover issues of agency within their talk. Whilst the end point in both examples 

provided so far may appear rigid and deterministic, this rigidity and determinacy can 

only be maintained if  the text is only considered from the three elemental positions. If 

we consider the degree o f interpolation in the points preceding the end point, then this 

notion of rigidity becomes harder to maintain. Indeed were this frame o f analysis to 

continue through the text, the respondent would be seen to move from the ‘ideal’ type 

position (of either patient or survivor) into other interpolated positions. The analytical 

purpose of the current approach is to attempt to delineate the agentive potential o f the
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different repertoires in context. In the instance of Eustace, she presents an ‘ideal’ 

typification o f the agency inherent in the survivor repertoire in her ‘own’ context, just 

as Harry’s example offered an ‘ideal’ typification of the agency inherent in the patient 

repertoire in a psychiatric context. However, this does not mean to say that these 

ideal types can be applied in a blanket like fashion to the two respective users. 

Eustace interpolates a survivor repertoire with a consumer repertoire when she details 

how she is still taking medication. Perhaps the model to be borne in mind when faced 

with this deterministic looking analysis is Barry, whereby the interpolation of 

repertoires and contexts made a reading of his talk problematic, this type of 

interpolation takes place in all o f the interviews, just perhaps not necessarily at the 

level demonstrated in the analysis of Barry’s talk. The agentive analysis is not an 

attempt to resolve or conclude or offer a definitive version o f the text.

Consider this analysis in terms of the four levels o f responsibility identified by Barnes 

(2000), e.g. cause, intention, state and response. The cause o f distress, in this case, is 

attributed to an external event as opposed to an internal one (stress versus mental 

illness). Intentionality was present. Eustace approached the therapist to ask him to 

act in her interest; he failed to do this, so she went on to act in her own best interest. 

State was ‘normal’, in that Eustace had identified the cause as not being mental 

illness. The response was an active one, Eustace details how any action was down to 

her, in response to the inaction fi'om her therapist. As such this can be read as Eustace 

being responsible for her actions, she portrays herself as a rational autonomous 

individual (“you’re on your own here”) who acted in her own best interest. Whilst 

this sits squarely in the survivor repertoire, it also correlates directly with Barnes’ 

(2000) depiction of the everyday discourse o f agency; Eustace portrays herself as a 

rational autonomous agent, through the context and repertoires that she utilises in this 

specific extract of talk. Conversely Harry portrays himself as an irrational, passive 

agent, who requires psychiatric assistance. Again, this is evidenced through the 

contexts and repertoires that Harry uses to construct his portrayal.

The logical conclusion to this strategy is to now look for evidence o f agency fi'om a 

consumer repertoire perspective. This consumer repertoire perspective will be 

demonstrated through reference to George, George was interviewed in September 

2001. At that time he was still in contact with psychiatric services having become
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initially involved ten years previously. Throughout the interview George tended to 

focus a lot on his experiences, in terms o f  how what he was thinking and feeling 

impacted upon what he did. He often portrayed his difficulties in relation to issues o f 

alcohol and cannabis.

Example 3: George

Again, in common with Eustace, George has not featured in the analysis presented up 

to now. As such data will be presented as a means o f  illustrating G eorge’s situation 

before moving into an analysis o f  levels o f  agency within one specific extract o f  his 

talk.

The first extract presented here relates to George talking about when he was given a 

diagnosis o f schizophrenia. It is included as more o f  a scene setting extract than an 

analytical extract (although it will be considered later in light o f  extracts from the 

interview that follow after it).

Extract 21

George: they brought me into a room sat me down with my brother ehhm I 894
don’t think my sister came my father and he said George you’re 895
schizophrenic and you’re going to have to stay on medication I don’t 896
know what way they put that but I stood up and started shouting my head 897
off 898

899
ES: right 900

901
George: I’m not fucking schizophrenic and I’m not this and I’m not that 902

and ehh anyway there’s a new 11 was now moving home so I was now under 903
a different catchment area 904

The primary point to be drawn from the above extract is George’s reaction to be told 

“you’re  schizophrenic” . George reacts in an angry manner and resists or rejects this 

ascription o f schizophrenic status. This event occurred in G eorge’s talk after he had 

relayed numerous admissions to psychiatric hospital (including one admission where 

he was sectioned under the mental health act), and lengthy periods o f time living as a 

homeless person in both Dublin and the UK. So it was not the case that George was 

reacting in this way because the idea that he may be ‘mentally ill’ was new to him. 

Quite why George reacted the way he did to this event is not clear from the extract.
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The next extract, extract four, presented from G eorge’s talk, relates a section o f  the 

interview that followed on closely from the previous extract. In this next extract, 

George is recounting events after this diagnosis had been ascribed to him. In the 

intervening talk he had related how the medication that he was taking was ineffectual, 

how he was still very depressed and could not motivate h im self to get out o f his bed. 

In lines 916-7 George recounts how he was “ ...still very depressed still w ouldn’t do 

what m y folks wanted me to do which was get up and f i g h t . G e o r g e  introduces a 

family context into his talk here, and expresses a reluctance to do what was expected 

o f him by his parents. In common with Felicity, Ian and Alan, George intimates that 

there was an expectation placed on him by his family. George indicates here that he 

was resistant to this expectation. What this expectation was is qualified by George in 

line 921, where he states that his parents wanted him “ ...you  know [to] get involved 

in life a b it . . .get out o f m y bedroom you know” . So the fight that his parents wished 

him to engage in was against the debilitating effects o f  his diagnosis, not the 

ascription o f the diagnosis. For now consideration will turn to extract 22.

Extract 22

George: the scratcher they call it here and ehh I ehh went back to AAA 926
and I can’t remember why but I stopped taking the medication and ehhm I 927
went to this doctor and I asked him could I see a psychologist ehhm 928
because I felt personally I felt that the problem itself wasn’t a 929
medical problem 930

931
ES: okay 932

933
George: schizophrenia is medical and well it’s a medical condition but 934

it’s a mental and it’s mental health for 935
936

ES: mhhm 937
938

George: that’s what I believe but ehh anyway ehhm I asked him could I 939
see a a a psychologist and I spoke to the psychologist very like like I 940
am now and I used the AA* knowledge that I had to put my story across 941
and to take take stock of myself and to show the woman like that she 942
rang up saying oh I heard you’re not answering and I heard you’re not 943
getting out of bed and I said I’ve nothing wrong she said she wanted me 944
to come up and I remember she let me she was a good looking woman she 945
let me go out for a smoke ehhm halfway through the interview but she 946
passed she must have passed that information on to the doctor 947

948
ES: right 949

950
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George: who was Dr. One** and he said look there’s nothing wrong 951
with you ehh you came back from England under bizarre circumstances and 952 
ehh you should go out and get a job and ehh I said you’re full 953
of shit doctor and I walked out and I went down to my GP ehh doctor 954
two** whose since died only fifty one years o f age he told me I should 955
get married and have kids and ehh get a job and kop onto m eself and get 956
married settle down he said and either start working or maybe it was 957
start working and then get married I don’t know but ehh ehhm he said that 958 
I’d been wasting the tax payers money and all that kind o f  stuff and I 959
wasn’t so much worried about I was more worried about wasting my 960

__________ fathers money____________________________________________________________ 961

*Alcoholics Anonymous **Actual names o f  doctors withheld

The start of this extract follows directly on from the talk about his parents’ 

expectations. George recounts how he went back to his local area and how he stopped 

taking his medication. He asked to be referred to a psychologist (as opposed to a 

psychiatrist). He recounts that the reason he specifically sought a psychologist was 

because he felt that the problem was not a medical problem. In lines 934-5, George 

reiterates this point, stating that “schizophrenia is a medical condition but it’s a mental 

and it’s mental health”. This would seem to suggest a split for George, between the 

medical discourse o f psychiatry and the non-medical discourse o f psychology. 

George seems to argue that he needs help on the non-medical as opposed to medical 

side (hence his cessation of taking medication).

The emphasis in George’s portrayal of his encounter with the psychologist is placed 

on the talking. George recounts how he drew from his knowledge of AA to put his 

story across, to present himself in a way that he could take stock of himself. From an 

agentive point of view, it might be argued here that George was attempting to prove 

himself as a responsible agent, the cause was psychological (not psychiatric), 

intentionality was present (he knew what he was doing), his state was ‘normal’ (line 

944, “I said I’ve nothing wrong”). In terms of ‘response’ George might fall down, in 

that it would appear (from his talk) that his response was to stay in bed (the scratcher). 

The analysis will return to this particular section of talk later (in an attempt to 

replicate the agentive analysis already completed with Harry and Eustace). However, 

if  we read on in this current extract, George states that he thinks the information he 

discussed with the psychologist was passed onto his psychiatrist.
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G eorge’s portrayal o f the encounter with the psychiatrist is worthy o f note in that 

George does not recount or portray this encounter in clinical terms. George recounts 

how the psychiatrist told him “there’s nothing wrong with you,” (line 951-2), and how 

George should “go out and get a job ,” (line 953). George’s reaction to this is to tell 

the doctor that he is “full o f shit,” (lines 953-4). This reaction is incongruent with 

G eorge’s earlier talk where he recounted how he had told the psychologist that he had 

“nothing wrong,” (line 944). The reaction George got from the psychiatrist was the 

reaction he had sought from the psychologist. From George’s portrayal o f  the two 

encounters, he offers no indication o f the psychologists’ reaction (other than she 

passed on information to the psychiatrist). In terms o f  the psychiatric context, the 

occurrence o f  the psychiatrist negating his illness was not acceptable to George, he 

reacted angrily (telling the doctor he was full o f  shit and walking out). So a 

contradiction appears in his talk. W hen he is told by the psychiatrist what he wanted 

to be told by the psychologist, he reacts angrily.

This contradiction is further compounded in lines 954-9. George relocates him self 

from a psychiatric context into a general practitioner context. Here, he recounts he 

was told almost the same information, but in the context o f  the GP encounter there 

was none o f  the previous angry reaction that was a feature o f his interaction with the 

psychiatrist. W hereas George recounts that the psychiatrist said he should go out and 

get a job, the GP went further, telling him he should get a job, kop onto himself, get 

married, settle down and stop wasting the tax payer’s money. It would appear that the 

G P’s talk was more intrusive and directive than the psychiatrists, but that it was the 

psychiatrist who bore the brunt o f  Georges’ angry reaction. In contrast to the 

encounter with the psychiatrist, the encounter with the GP did not take place in an 

exclusively psychiatric context. So far, the analysis o f Georges’ talk has highlighted a 

rejection o f  a psychiatric diagnosis, a reluctance to follow his parent’s wishes, self- 

medication (to the point o f  cessation) and an angry outburst at his psychiatrist, which 

would appear to have been dependent upon the psychiatric context (similar advice 

offered in a non-psychiatric context was not reacted to in the same angry manner, in 

terms o f how George portrayed the events). In effect it may be the case that the GP 

has less authority (as far as George is concerned) than the psychiatrist does, the GP 

did not to be taken as seriously as the psychiatrist did, given the situation that George 

was in, at that time.
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This theme o f conflict remains in the next extract that will be considered. Again this 

extract follows on closely from the previous extract. George has just recounted how 

he was living on the streets and how his father and brother came and found him and 

got him placed in a psychiatric unit. He recounts how he was going to leave this unit 

but that “they had me sectioned and I couldn’t leave,” (lines 1131-2). The following 

extract (extract 23) follows on directly from this talk o f ‘sectioning’.

Extract 23

George: and I had a few  fights over what medication I should be taking 1136
1137

ES: right okay ehhm 1138
1139

George; I had a few  fights with them in there 1140
1141

ES: grand yeah 1142
1143

George: one time they had to drag me from the room and g ive m e an 
injection

1144
1145
1146

ES: okay 1147
1148

George: a sedative because I w ouldn’t ehh I w ouldn’t take the 
medication I had taken there was one major problem with taking the 
medication that any time I have took the m edication for any length o f  
time I got terrible side effects

1149
1150
1151
1152
1153

ES: right 1154
1155

George: and the drug I’m on now is the only one I ’ve been on that 
hasn’t I haven’t had any side effects

1156
1157

Lines 1136-45 details the presence of more conflict in Georges’ dealings with the 

psychiatric unit staff. He talks about fights over his medication, these fights leading 

on one instance to him being forcibly medicated / sedated by way o f an injection. 

George then moves onto detail that the reason he was reluctant to take the medication 

was; that side effects were a ‘major problem’ for him. This reluctance is qualified by 

application o f a universal principle; he recounts that any time (i.e. every time) he took 

the medication for any length o f time he got terrible side effects. So from the way 

that George offers a portrayal o f these acts, he is reluctant to be medicated because of 

possible (or in his frame inevitable) side effects, rather than from any deep-rooted 

reluctance to be treated. This finding is supported by the concluding section o f the
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extract w here G eorge states that his current m edication is “the only one I’ve been on 

th a t . . .1 h av en ’t had any side effects,” (lines 1156-7).

W hereas in ex tract 22 G eorge detailed that he had stopped taking his m edication, but 

ind icated  that he  could not rem em ber why he had stopped, in extract 23 he offers an 

em pirical reason  for his reluctance to take m edication. This reluctance w as so strong 

that it led on one occasion to him  being forcibly m edicated by the unit staff. So, it 

w ould  appear that G eorge has very strong anti-m edication view s, but that this view  is 

som ew hat tem pered by lines 1156-7 where he states that on his current m edication he 

is no t experiencing  any negative side effects. The next extract, extract six, details 

G eo rge’s response to a question asking him about his general approach to psychiatry.

Extract 24

ES; something like that yeah so how I mean what do you think about 1173
psychiatry now in terms of how do you sort of feel towards psychiatry 1174

1175
George: well I durmo ehhm well it’s obviously necessary I mean when I 1176

when I think about when I started to feel deluded and 1 think everyone 1177
is watching what I’m doing and all this sort of stuff I suppose I have 1178
to remember that there’s an awful lot o f people out there with the same 1179
problem 1180

1181
ES: mhhm 1182

1183
George: although it’s funny people with schizophrenia they all seem to 1184

have different ehhm types of thoughts and delusions and stuff like like 1185
one person thinks he’s Jesus and 1186

1187
ES: mhhm 1188

1189
George: the next person thinks he’s Napoleon or whatever and you know but 1190

ehh ehhm well I don’t hate them but to me they’re like when you’re 1191
involved in psychiatry ehhm and you have to hand your life over to 1192
somebody else ehh to help you or whatever there has to be some kind 1193
ehhm authority there 1194

1195
ES: mhhm 1196

1197
George: cause otherwise it wouldn’t work and ehhm 1198

1199
ES: and do you feel that you did hand your life over to them to 1200

1201
George: well eventually yeah 1202

1203
ES: but you were very resistant to that for a number of years 1204
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1205
G eorge: I was I was very resistant to it anyway it was all bullshit but 1206

like I mean like the profess the professor in it in a in a college 1207
he has to have som e kind o f 1208

1209
ES: mhhm 1210

1211
George: authority you know like so I look at them like a teacher and a 1212

student basis 1213

George begins his response to this question by stating that it is obviously necessary. 

He ties this necessity back to an issue of pathology (delusions and paranoia). He then 

moves onto normalise these pathological events, stating that “there’s an awful lot of 

people out there with the same problem,” (lines 1179-80). Having normalised it he 

then moves onto differentiate within this normalised group. By doing this he 

identifies himself as a ‘person with schizophrenia’'^. Again there is a contradiction in 

his talk, he normalises a population but then moves to make that identified population 

idiosyncrafic, citing examples o f delusions about Jesus versus delusions about 

Napoleon. This reference to different patterns of delusions functions to reinforce 

George’s acceptance o f a psychiatric context, (“it’s obviously necessary,” line 1176). 

Whilst he has previously problematised psychiatry' (or more specifically psychiatric 

treatment) he now has to re-portray his position to account for an acceptance o f this 

self same problematic psychiatric context.

In line 1191, George again shifts the emphasis of his talk. He moves fi'om talking 

about the idiosyncratic characteristics o f ‘people with schizophrenia’ to talking about 

the psychiatrists. Lines 1191-4 detail George’s relations towards psychiatrists. He 

states that “I don’t hate them bu t...” and goes onto to detail a perspective where he 

describes a process o f handing over his life to somebody else to help him. This 

process is only workable, according to George, if  there is some kind of authority 

inherent in the context. According to George, the psychiatrist must have authority 

over the ‘patient’, if that ‘patient’ is going to hand over their life to that psychiatrist 

for help. This may directly relate to the last psychiatric context that Georges’ talk 

addressed, which was a context in which he had been secfioned. To talk about 

handing your life over to mental health professionals is to directly invoke a passive 

discourse, one steeped in the patient repertoire.

N ot as ‘schizophrenics’ or as ‘people who hear voices’ but rather as “people with schizophrenia”.

201



W hilst George has detailed elsewhere in the interview his resistance to this psychiatric 

hand-over, the interviewer here asks him explicitly about his resistance to this 

process. George replies that “it was all bullshit” and then moves to talk about his 

situation from a learning perspective, he makes his situation analogous to a professor 

in a college, where he professor has to “have some kind o f authority” . George 

explicitly states that he looks at psychiatrists like a “teacher and student basis,” (lines 

1212-3). This teacher-student analogy is reminiscent of the talk in previous analyses 

o f  acting the good boy, being compliant, not rocking the boat, the passive child 

waiting to be told what to do by the authorative and active adult.

Fear would also appear to be a feature o f  Georges’ situation. Consider the next 

extract, which follows on directly from G eorges’ teacher student analogy.

Extract 25

ES; okay so you do 1215
1216

George: and they’re I ’m afraid sometimes that they’re going to throw 1217
throw me put me away and tlirow away the key 1218

1219
ES: so there’s not a complete sort o f relationship o f trust there then 1220

you don’t trust them 1221
1222

George: no its not just that like even after nearly ten years o f being 1223
involved in whatever I still have things on my mind that I haven’t 1224
found anybody I can talk to about like 1225

In lines 1217-8 George expressly states a fear that they will have him sectioned again 

and this time he will not able to get out o f  the hospital. Is it the case then that George 

is compelled to comply, in the face o f this fear? This would certainly go some way 

towards resolving the different discursive positions that George utilises in these 

sections o f  talk, moving from anti-medication through pro-medication, anti-psychiatry 

through pro-psychiatry, is all o f  this discordance fuelled by a fear o f  being sectioned 

once again?

The interviewer then asks George if  this fear indicates a lack o f trust (on his part) o f 

the services. George replies in manner that suggests this fear is not the sole reason for 

a lack o f  trust. He recounts how after ten years o f  involvement with the services there
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are still aspects of his situation which he has found it impossible to talk to anyone 

about. The fact that he has been unable to trust anyone enough to talk about these 

specific aspects o f his situation is another reason for his less than harmonious, but 

ultimately compliant, dealings with the mental health services.

There is one last extract o f George’s talk that will be considered before levels o f 

agency in his talk are put forward for analysis. This last extract, extract eight, again 

follows on quite closely from the rest o f his presented talk. The interviewer returns to 

a point George made in extract four (lines 934-5) where he talked about schizophrenia 

as being mental health as well as a medical construct. The question was put to George 

in an attempt to get him to expand upon this point.

Extract 26

ES; right okay ehhm I think you said earlier that you though it was 1313
ehhm it wasn’t just medical there was a a sort o f mental side to it as 1314
well 1315

1316
George: like a like an imbalance a chemical 1317

1318
ES: well would you go along with that or 1319

1320
George: well the medication they are giving me I seem to have 1 seem to 1321

be fairly well on it you know like plus I’m a bit older as well and I’m 1322
able to do I don’t know it slows you down you can think things through the 1323
doctor one o f the doctors a Doctor three* actually I was he was one o f 1324
Doctor four’s* registrars I was fairly obnoxious to him but ehh he 1325
said look why don’t you just co-operate with me in a year whatever you’ll 1326
have a place o f your own and you’ll be able to cope and things will be 1327
okay and all whatever I listen to him I remember him saying that now 1328

* Actual names o f  doctors withheld

It is George, not the interviewer, who introduces the notion o f chemical imbalances 

into the talk. To invoke chemical imbalances is to draw from a causationist as 

opposed to voluntaristic agentive frame. The interviewer then asks George if  he 

would go along with this model. For George the question comes back to issue of 

medication. George has previously detailed the importance o f this topic in his talk, 

and it would appear that it is central in his answer here (initially at least). He recounts 

how he seems to be well on it (‘seems’ as opposed to ‘is’). He then introduces an 

experiential element into the talk. Experiential talk was previously identified as an
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element within the survivor repertoire; here George is interpolating experience into a 

consum er repertoire. He talks about how he is now older and how he is “able to 

d o .. .” . This talk draws from his own context, but he then interpolates medication 

back into his own context, relaying the positive effect o f the medication. He then 

moves the talk on again, into a direct psychiatric context, mentioning a doctor (to 

whom he had been obnoxious) and how this psychiatrist compelled him to comply 

with the treatment regime. George has moved from a position where the medication 

is good, through an experiential consideration o f  his situation, through a positive 

endorsement o f  his medication to a statement o f  compliance. To review G eorge’s 

history, he has been involved with services for a period o f  approximately ten years. 

During this time he has had several periods o f  hospitalisation (both voluntary and 

involuntary), has lived as a homeless person in both the UK and Ireland, been given a 

diagnosis o f  schizophrenia, subsequently been told he is a malingerer, and had a 

barring order issued against him by his parents (see line 224). This amounts to a story 

o f a very hard or difficult period in his life. The difficulty o f these ten years may be 

encapsulated in his decision to stop fighting the psychiatrists, to take his medication 

and to act the good boy^°. George is taking the medication, under the condition that 

things will improve for him, rather than fighting the system he is now complying with 

it, and it would appear is enjoying the benefits that this compliance brings. It is 

argued that George is primarily located within the consumer repertoire, which is a 

compatibilist repertoire which allows him to interpolate between survivor and patient 

repertoires, invoking passivity when required and invoking activity when required. 

He is compliant with the treatment he is currently receiving because there are no 

noticeable side effects and he is benefiting from being in a non-disruptive position.

In terms o f  an analysis o f levels o f agency in George’s talk (and consequently a 

measure o f  levels o f  agency in the consumer repertoire) consider again a section o f 

extract 22.

Extract 22a

George: that’s what I believe but ehh anyway ehhm I asked him could I_______________ 939

In line 881 (see full transcript) George states that in his familial context he is now “the good boy” 
w hilst his siblings are all “m isbehaving them selves”.
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see a a a psychologist and I spoke to the psychologist very like like I 940
am now and I used the AA* knowledge that I had to put my story across 941
and to take take stock o f m yself and to show the woman like that she 942
rang up saying oh I heard you’re not answering and I heard you’re not 943
getting out o f bed and I said I’ve nothing wrong she said she wanted me 944
to come up and I remember she let me she was a good looking woman she 945
let me go out for a smoke ehhm halfway through the interview but she 946
passed she must have passed that information on to the doctor________________947

George has just stated that he does not see schizophrenia as a solely medical issue, 

there are mental issues also inherent in it (he is effecting a split between medicine and 

psychology). In line 939 he portrays himself as an active agent, he asked the 

psychiatrist if he could see a psychologist (inherent in this description is an ascription 

o f authority onto the psychiatrist). The psychiatrist acceded to his request. This 

allusion to the authority of the psychiatrist invokes a passive psychiatric context.

George then goes to relay, in almost strategic terms, how he conducted the meeting 

with the psychologist. He recounts how he spoke to her in very much the same 

manner as he talked to the interviewer (which was a relaxed manner). He utilised 

knowledge and discourses he had experience of from Alcoholics Anonymous to couch 

his portrayal (or “put his story across”), to “take stock of myself and to show the 

woman...” (quite what this approach was showing the woman is not elucidated by 

George). All of the talk, up to this point is active, George is at the centre o f the talk 

and is the one orchestrating the action. It is after he breaks off from showing the 

woman “like that”, that Georges’ level o f agency changes.

Agency in George’s Talk

1. anyway ehhm I asked him (Active/Passive Discourse)
could I see a a a psychologist

2. and I spoke to the psychologist 
very like like I am now and I used
the AA knowledge that I had to put (Active Discourse)
my story across and to take take stock 
of myself and to show the woman like that

3. she rang up saying oh I heard you’re not (Passive Discourse)
answering and I heard you’re not getting out
of bed
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4. and I said I ’ve nothing wrong (Active D iscourse)

5. she said she wanted me to come up (Passive D iscourse)

6. and I remember she let m e she was a 
good looking woman she let me go out for
a smoke ehhm halfway through the interview (Passive D iscourse) 
but she passed she m ust have passed that 
information on to the doctor

In the initial analysis o f  this agentive frame when an extract o f H arry’s talk was 

analysed, all o f his talk was categorised. The reader is reminded o f  the previous 

statements that established that this approach is not intended to describe or categorise 

all that was said, rather it is intended to highlight levels o f  agency in the interviewees 

talk. In this chapter the analysis has moved from a simple portrayal o f  the analytical 

factors, (Harry) through a more complex and expanded analysis o f  Eustace’s talk, 

onto finally a consideration o f George’s talk, whereby the categorised agency labels 

are intended more to indicate the ‘flavour’ o f  the different sections or points o f talk, as 

opposed to a categorical definition o f  his talk. This step from an all-encompassing 

frame to a more subtle, fluid frame is intended to demonstrate the inherent flexibility 

(as opposed to previously demonstrated rigidity) o f this analytical approach.

At point one, George is an active agent in a psychiatric context. However, the process 

o f referral to a psychologist serves to underline the power structure o f the psychiatric 

context and this power structure in turn means that George can also be regarded as 

passive in this context ( if  he were not passive he may not be in this context at all). In 

point two, George is very much the active agent, so there has been a switch affected 

between the end o f  point one and the start o f  point two. George has previously 

attributed the cause to non-medical elements. His intention (it may be argued) is to 

gain endorsement from the psychologist about these non-medical elements. His state 

it will be argued is ‘norm al’, in that his talk details his strategic approach and his 

reflexivity upon himself. It m ight be argued that his strategic approach is not that 

active, in that it involves utilising a passive Alcoholics Anonymous discourse (where 

the surrendering o f  will to psychiatric rationality is substituted by the surrendering of 

will to the religious twelve step programme).
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A t point three, George brings the psychologist directly into his talk. It is her talk 

about possibly pathological behaviour that is reported. This talk functions to portray 

or imbue the context with a professional ethos, it is not a friendly phone call to 

enquire how he is getting on, rather it is an direct intervention, with regard to his 

‘mental health’ on the part o f  the psychologist. The context then is a psychiatric 

context.

In point four, George rebuts this psychiatric context, interpolating his own context 

where he asserts that he has “nothing wrong” . This is an active level o f  talk, and one 

where it could be argued he is drawing from the survivor repertoire.

The next point, number five, invokes the professional nature o f  the encounter once 

again. George does not portray how he decided he was going to go up to her, rather 

she requests his presence and he accedes to that request. This talk again is 

underpiruied by the authority structure o f  the psychiatric context.

The final point, point six, is a direct portrayal o f this context. George is now on the 

psychologists’ territory; George talks about how she permitted him to go out for 

smoke halfway through the interview. This acknowledgement o f  powerlessness might 

be tempered by his reference to the psychologists’ good looks; it was her good looks 

that invoked his passive response as opposed to her authority as a psychologist in the 

psychiatric context. The final statement in point six is expressed like a 

disappointment (i.e. that George was unable to convince her o f  his rational status 

because despite their talk, she passed the information on to the psychiatrist). This 

conclusion is bolstered by G eorge’s use o f  ‘but’. She let him go out for a smoke, 

things were going well, but not that well because ultimately she sided with the 

psychiatrist and not him. The use o f  the '‘b u f  functions as a switch between the 

passive patient repertoire and a more judgemental consumer repertoire. He does not 

unquestioningly accept what the psychologist did, but rather alludes to a 

disappointment that she did what she did. All o f this talk takes place within a 

psychiatric context, (see figure 10, overleaf)
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Agency Repertoire Context
Point 1 Active / Passive / Consumer J, Own / Psychiatric /
Point 2 Acfive / Consumer / Own / Psychiatric |
Point 3 Passive / Patient / Psychiatric /
Point 4 Active / Survivor/ Own / PsychiatricJ,
Point 5 Passive 1 Consumer / Psychiatric J,
Point 6 Passive / Acfive Patient / Consumer Psychiatric

Figure 10: Discursive Switches across Levels of Agency, Repertoire and Context 

use in George’s Talk

Whereas in the previous examples the end point was conclusive and functioned to 

clearly delineate the discursive constitution of the three elements (agency, repertoire 

and context), the current example of George shows a more convoluted and 

interpolated constitution. There is a high degree of switching between the different 

levels of agency, the different repertoires and the different contexts. It is not possible, 

in the final analysis to attribute George to an ideal type combination of agency 

repertoire and context. He interpolates different levels of all three elements across 

each other. Given his previously identified anti-medication stance, but his current 

reliance or compliance with psychiatry and medication, George is regarded as a 

consumer. Action can be read as both caused and chosen by George (it is however 

read as caused by the psychologist), ‘intentionality’ is asserted by George, but is 

rejected by a health professional, ‘state’ is similarly asserted by George but rejected 

by this professional and response is passive, he does not problematise the 

psychologists role in his talk (he accepts that he be given the ascribed status as a non- 

responsible agent). Whilst Eustace took it upon herself to do something about her 

situation, George here attempts to do something about his situation, but his attempts 

are rebutted, and he is not granted status as a responsible agent. The angry reaction to 

his psychiatrist (which follows on directly from this section of talk) suggests an active 

agent discourse, he is resistant to the psychiatric intervention, but ultimately this 

intervention is resolved through his compliance with the psychiatric registrar (extract 

eight). To return to the extract in question (4a) George can be seen to be drawing on 

the consumer repertoire, in a psychiatric context because he does not problematise the 

psychologists’ actions, he accepts them, as such, whilst he may problematise 

medication he ultimately accepts the parameters and perquisites of the psychiatric 

context.
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This last example is not as clear-cut as the preceding two, but there is still a coherence 

and a sense of agency about George’s talk that concurs with the agency that was 

observed as feature o f both Harry and Eustace’s talk. This would seem to point to a 

central role for issues o f agency in terms of how research participants talk about their 

social situations.

CONCLUSION

The three people analysed in this chapter have all demonstrated that agency is a 

feature of their talk. It was shown to be inherent in both the types o f repertoires used 

and also the contexts that these repertoires were utilised in. Perhaps, to assert that 

issues of agency are another element o f the talk o f people with a psychiatric diagnosis, 

(on top of contexts and repertoires) is to add too much complexity to a theoretical 

model. It may be more useful to consider issues o f agency as an additional 

component of the different repertoires, rather than an additional feature of interview 

talk. If levels o f agency are explicitly tied to different repertoires then the patient 

repertoire is characterised by a passive agent where all action is caused. The 

consumer repertoire is characterised by a compatibilistic passive/active agent, where 

action is both caused and chosen. The survivor repertoire would then be characterised 

by an active agent, where all action is chosen. These three different repertoires are 

discursive ideals, and just as the interviewees interpolated between different 

repertoires, it is also to be expected that they will interpolate across different levels of 

agency. Examples one and two (Harry and Eustace) demonstrate very usefully the 

more straightforward application o f this principle, George, with a slightly more 

interpolated use o f repertoires and contexts, demonstrates the limitations and the 

potentialities of this approach. The more complex nature o f Georges talk may indeed 

by indicative of a higher level o f complexity inlierent in the consumer repertoire. The 

consumer repertoire can have feet in both the patient and survivor repertoires and as 

such may indeed be harder to define, or if  not to define, to empirically validate and 

assess.

This chapter has highlighted how agency is a feature o f the talk o f people with 

psychiatric diagnoses. It has been shown to be a part of the repertoires upon which 

they draw. It is argued that the patterns identified here would be similarly found in 

the other respondents thus far analysed (e.g. Alan, Barry, Felicity, Ian, and John).
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Much o f  this talk o f  agency is predicated upon the ascription (or attempted ascription) 

o f  irrationality onto the person with the diagnosis. Attendant in this ascription is a 

proviso that with the ascribed irrationality all responsibility is withdrawn. Some 

interviewees can be shown to be arguing a case for their responsibility (and 

consequently their rationality) through their talk. Others can be shown to 

unproblematically accept this withdrawal. The talk o f  own contexts and o f deciding 

upon particular courses o f  action demonstrates an awareness and a desire to be able to 

reclaim responsibility for themselves, or indeed talk o f  bio-chemical imbalances can 

be read as an attempt to absolve themselves from responsibility, to absolve themselves 

and others from blame. Regardless o f the agentive strategy that is followed, agency is 

an undeniable feature o f  the interviewees talk.

Issues o f  responsibility, causes o f  actions, intentionality o f  actors, states o f actors and 

responses o f actors are a part o f the talk o f people with a psychiatric diagnosis, (as 

indeed they are a part o f  everybody’s talk, in terms o f  the everyday discourse of 

agency). The interesting feature o f the interviewees talk is that people with 

psychiatric diagnoses are frequently found, in their talk, to be asserting their own 

responsibility, or to be reclaim ing responsibility for actions that have been described 

by other parties as caused rather than chosen actions. It is a feature o f  the everyday 

discourse o f  agency that everyone is assumed to be a responsible and rational agent 

until this is proved otherwise. The people with psychiatric diagnoses are those who 

have been proved otherwise (due to an ascribed irrationality) and their talk can be 

read on a number o f  levels as either accepting this loss o f  responsibility, or as a 

militated attempt to reclaim this responsibility. The fact o f  the matter is that they are 

generally all coming from a discursive starting position where it is assumed that they 

are not responsible, they decide whether to accept this mantle or to resist it, through 

their talk.

In terms o f the three propositions that were posited at the beginning o f this chapter, 

the analysis has demonstrated that issues o f agency (dependent upon both context and 

repertoire) are evidenced in the interviewees talk. Secondly, it has been shown that 

for those interviewees who do not utilise the patient repertoire (i.e. who do accept 

withdrawn responsibility) then their talk can be read as demonstrating moves back to 

the establishment o f themselves as responsible beings. Additionally their talk can be
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shown to be resistive to the required passivity o f the patient repertoire in the 

psychiatric context. Thirdly, it was proposed that different contexts can be 

constructed in lieu of different levels or conceptions o f agency. This was shown to be 

the case, active agents were shown to interpolate across passive contexts (e.g. the 

psychiatric context). Interviewees did demonstrate an awareness o f these contexts 

and agentive possibilities. For example, in the case o f Eustace, discrepancies in her 

talk were ultimately resolved by her arrival at a discursive position where she was 

described as an active survivor in her own context (through her talk). This resolution 

o f different levels o f agency, repertoires and contexts would suggest an awareness on 

the part o f the person with the psychiatric diagnosis with regard to these three 

features. The talk o f different contexts can be understood in light o f combinations of 

agency, repertoire and contexts that do not necessarily sit comfortably with each 

other, e.g. to utilise a patient repertoire in an ‘own’ context, is difficult, but possible, if 

all levels o f agency and repertoire and context can be resolved in the interviewees 

talk, or if  not resolved at least addressed or acknowledged in their talk. For example, 

George does not end up at a unitary discursive position in the agentive analysis o f his 

talk, but he does demonstrate an understanding of both the passive psychiatric context 

and his active own context (juxtaposing them against each other). It is through this 

talk that George portrays himself as an active agent in a passive context.

The study, up to this point has identified and empirically validated three discourses 

utilised by people with a psychiatric diagnosis to describe or talk about (construct) 

their social situation. These discourses were subsequently re-interpreted and re

applied to the interviewees talk in terms o f notions of repertoires and contexts, in an 

attempt to loosen the discursive fi*ame through which they were constructed, allowing 

for a demonstration o f processes o f interpolation across these different repertoires. 

The next stage of the analysis has then shifted the focus to consider the role o f notions 

of agency within these repertoires and contexts. The incorporation of issues of 

agency is due to a need to address notions of stigma which were an inherent feature of 

the all o f the interviewees talk. The agentive frame allows for a consideration o f how 

these levels o f stigma can be seen to operate (as constructed in the interviewees talk). 

The agentive frame is further developed in relation to issues o f stigma (attributable to 

the presence of a psychiatric diagnosis) in chapters six and seven.
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Additionally, all o f  the discussion o f  agency in this chapter has been concerned with 

the agency at the level o f the individual. A central element o f Barnes’ (2000) critique 

is that agency is better understood and indeed only comprehensible at a level o f  the 

social collective. It is to notions o f  collective, as opposed to individual, agency that 

the discussion will now also turn. The next chapter will consider interviewees talk in 

light o f  a social movement organisation perspective.
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C h a p t e r  S ix

FROM INDIVIDUALS TO SOCIAL MOVEMENT ORGANISATIONS 

INTRODUCTION

The previous chapter detailed the import of notions of agency in terms o f individual 

discourses, repertoires and contexts. This was accomplished through an application of 

Barnes (2000) posited precis of an everyday discourse of agency, predicated as it was 

on issues of rationality, autonomy and responsibility. This predication was found to 

correspond with some o f the concerns expressed in the interviewees talk, particularly 

in relation to family and psychiatric contexts, and indeed their own contexts. It was 

proposed that different levels of agency are a feature o f the different discourses and 

repertoires. This proposition was supported by the analysis. It was proposed that the 

interviewees moved to portray themselves as responsible (or non-responsible) agents 

through their talk (again, this proposition was supported by the analysis). Thirdly it 

was proposed that different contexts contained (or allowed for) inherently different 

levels of agency. Again this proposition was supported in the analysis. The major 

implication of these findings is that there is a general social desire to be seen as a 

rational autonomous agent*. The three repertoires identified allow or deny this status 

on the part of the person with the psychiatric diagnosis. These processes of 

acceptance or denial of rational status (either emanating from themselves or the social 

collective) form much of the content o f their talk. If they use the patient repertoire, 

they cannot be held responsible for their situation, (which can be positive) but they 

can also not be seen to be rational. If they use the survivor repertoire they can strive 

to demonstrate their rational status, but this is incumbent upon them being held 

responsible for their actions and social situations .

However, as was alluded to at the end of the previous chapter, all o f the analysis 

considered thus far has been concerned with issues or attributes of individual agency. 

A central feature o f Barnes (2000) thesis is that conceptions o f individual agency are 

features of this self same everyday discourse of action. That is to say, to talk of

' This concept is synonymous with social status as an ‘adult’.
 ̂This is a rather simplified and ideational take on the thesis so far, this process is far more complex 

and is detailed later in this chapter.
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rational autonomous individual action is not to talk about what actually happened; 

rather it is to offer a patterned portrayal of events from a context framed by notions of 

rationality, autonomy and individuality. In much the same way that a patient 

repertoire has been considered as a repertoire which ‘ideally’ draws from a patient 

repertoire in a psychiatric context, Barnes (2000) everyday discourse o f agency is one 

which ‘ideally’ draws from a rational autonomous repertoire in an individual context^. 

Consequently this means that the everyday discourse o f action does not describe all of 

what happened; rather it portrays what happened in a particular way, a way that 

prioritises the individual actor over the collective actors, and consequently, an 

individual context over a social context.

This chapter shall consider in more detail, and indeed empirically evaluate, Barnes 

(2000) critique of individual notions of agency, positing a counter discourse which 

prioritises collective action over individual action, before moving on to apply this 

collective discourse to a social movement organisation context, in an attempt to 

consider action in a collective (as opposed to individual) context. The SMO’s, it is 

argued, provide such a collective context. However, before detailing this social 

movement organisation approach, Barnes (2000) theory of collective agency must be 

elucidated.

It would be remiss at this stage not to identify the target o f Barnes’ (2000, 2001) ire. 

His focus is prim.arily placed upon what he regards as the problematic role o f this 

‘individual’ in historical and contemporary social theory. In effect much o f Barnes’ 

writing is a critique of this individual predicate in social theory. Barnes’ (2000) 

critique offers a version o f agency theory that is not predicated upon individual actors, 

but rather is founded in conceptions o f the collective. This approach is utilised in the 

current study as a means o f circumventing or problematising the inherent 

individualistic focus which continues to be a feature of the medical model. It should 

be recalled that in chapter one, much of the framework for the theoretical 

consideration of the patient, consumer and survivor discourses was based on a 

consideration of a Foucauldian treatise on the role and place o f notions of 

individualism in the rise o f the clinical gaze. As a methodological (and theoretical)

 ̂That is to say, in an artificially delineated context that is constructed to exist independently o f  the 
broader social collective.
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means o f countering this individualised basis, it is argued here, that by collectivising 

the conceptualisation o f  the people with psychiatric diagnoses, it is possible to offer a 

collective counterpoint to the overwhelming individualism o f the biomedical model.

To take this line o f  argument a stage further, this inherent individualism leads to the 

objectification o f the se lf  Fabrega (1993) argues “whereas disease accounting in 

general m edicine...is a commentary about the physical body and indirectly about the 

self, disease accounting in psychiatry is a direct commentary on the self and o f  the 

self,” (p. 167), (my emphasis). Fabrega (1993) goes on to posit the view that “to 

diagnose psychiatric disease is o f  necessity to qualify the se lf medically,” (p. 167). 

Accepting this position, it becomes apparent that individuals and individualism are 

inherent features o f  the medical model. The se lf is dislocated from and defined 

against social norms (in an echo o f  the Armstrong, 1983, position). This dislocation 

leads to ‘self-deviance rrj^irking’ (Fabrega, 1993) on the part o f  the person with the 

psychiatric diagnosis. The analysis that was detailed in chapters three, four and five 

highlighted different aspects o f  this individualism, in terms o f patients, consumers and 

survivors and the different attendant levels o f  agency associated with each o f these 

repertoires and discourses. As such, aspects o f the interviewees’ talk that can be 

considered in light o f  this individualising medical gaze have already been discussed.

What this current chapter sets out to accomplish is to consider an alternative position 

from which it is possible to appraise the different repertoires already identified. A 

theory o f collective agency is primarily utilised here in an attempt to reconceptualise 

the interviewees’ talk; that is to consider it from a basis that is not rooted in 

pathological individualism but rather from a position where the collective is 

prioritised over the individual. For example, consider the psychiatric context, where 

the pafient repertoire still exists, but rather can now be understood in a context where 

it does not just consider the individual with a psychiatric diagnosis but rather, through 

a collective consideration o f  agency, the prior individual can now be regarded as a 

member o f a collective, whether this is a psychiatric collecfive (health professionals 

and the ‘individual’), a familial collective (parents, siblings and the ‘individual’), or 

other collectives (mental health groups, friends, peer group and the ‘individual’). In 

the previous chapters, w hilst different contexts were demonstrated to impact upon the 

interviewees’ talk, ultimately in the final analysis the focus returned to that o f the
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person with a diagnosis as an individual. This was a feature o f the analytical frame 

being used to consider the interviewees in the different contexts. In the current 

chapter it is intended that the analysis will not atomise the person with the psychiatric 

diagnosis user to the same extent, that they will be regarded as members of the 

collectives of which they speak. The notion of collectives as opposed to individuals is 

utilised here, primarily as a methodological counterpoint to medical individualism. 

The inherent individualism of the medical system has a huge influence on how 

notions of health and illness are socially constructed'*. In order to arrive at an 

understanding o f different ways o f socially constructing these same notions of health 

and illness, it was felt it was methodologically required to approach the field from an 

non-atomised (and non-atomistic) perspective.

The translocation (and translation) of Barnes (2000) theoretical critique into a 

methodological device is not unproblematic. This does not relate to the applicability 

of a collective model o f agency to the interviewees’ talk, rather it relates to the 

complex theoretical frame that Bames builds up before presenting his model. In 

much the same way that Barnes’ everyday discourse o f agency was utilised in the 

previous chapter, his proposed collective model o f agency will be applied here. 

However, this application of Bames’ model necessitates that some theoretical 

digressions be made.

COLLECTIVE AGENTS

According to Bames, (2000) the notion o f the individual is, in the main, 

unproblematically accepted as a generic feature o f the social theory. It is Bames 

(2000) reading that notions o f individualism were historically invoked in social theory 

as a reaction to the determinism and indeed fatalism o f stmctural functionalism. 

According to Bames (2000) “[Agency] came into use as sociologists became 

dissatisfied with accounts o f action as the products o f extemalities, and alienated by 

the suggestion that human beings in themselves were purely responsive entities,” (p. 

47). Notions of agency were invoked as a counter to the determinism of structuralist 

social theory. However, it is Bames’ (2000) contention that this invocation has gone 

too far, and that the situation is now that “references to agency have come to be used

See reference to Parsonian (1951) sick role in chapter one, (p. 8) regarding the sick role as an 
effective summary o f  the collective expectation o f  the ‘sick’ individual.
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to proclaim the autonomy of the individual over all kinds o f other allegedly causal 

factors, both ‘structural’ and ‘cultural’,” (p. 47)^.

In effect, the argument, in extremis, is that the pendulum has swung too far the other 

way, to the extent that any and all ‘causal’ determinism can be denied by reference to 

the rational autonomous individual agent. What is o f interest, in this specific context 

with regard to the current study, is that the interviewees cannot necessarily invoke this 

discourse of agency. On a theoretical level, structural and cultural determinism 

cannot be denied because the person with the diagnosis need not be regarded as a 

rational, autonomous agent. To clarify, much of the social impetus for action is 

founded on rationality. An example might be the scenario that Mary hears voices. 

Because she hears these voices there is no point asking her if  she wants to go into a 

psychiatric hospital, it is plainly obvious (from a rational agent perspective) that going 

into hospital is the best thing for her!

This raises the issue as to what happens when this rational autonomous individual 

discourse is read as ‘not applicable’ or is deemed to be unavailable to the people with 

psychiatric diagnoses. Does causal determinacy return to the fore? As the previous 

analysis has shown, this proposition is simultaneously shown to be supported and 

rejected. The causal determinacy of the medical model is supported by the patient 

repertoire and rejected by the survivor repertoire (ironically, in turn, by the invocation 

o f a rational autonomous individual discourse, i.e. by that which would be denied 

them). What is o f interest is that causal determinism can be seen and observed to be 

an explicit feature o f the interviewees’ talk, whereas in other social contexts, features 

o f causal determinism are often masked under the everyday discourse of agency. It is 

Bames’ (2000) contention that this process o f ‘masking’ is accomplished through 

processes o f accountability^. No matter how detailed and justifiable the account 

offered by the person with the diagnosis for the voluntaristic nature of an event is, this 

account does not need to be accepted by those to whom it is addressed. This is 

because the backdrop against which the account takes place is one imbued or even 

wholly constructed, in a causally deterministic frame. The ‘incumbents’ account does 

not have to be heeded because there is already a biologically based, scientifically

 ̂ e.g. rational choice theory.
* Issues o f  accountability will be addressed fiilly later in this chapter. Masking is my term, not Bames.
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rooted, medically causal account that undermines any and all talk o f rational 

autonomy through reference to the discursive construction o f that individual as 

irrational. Not only that, but they are an irrational individual incapable o f acting in 

their own best interest, precisely because o f their ascribed irrationality. As such, it 

might be expected that discourses o f rational autonomous agency would be a central 

feature of the research participants talk, (particularly those who utilise the survivor 

repertoire), as they attempt to paint out biological determinism from any and all 

accounts that they offer to portray their actions. These interviewees are constantly 

trying to move away from or distance themselves from a biological determinism that 

is not a ‘normal’ feature of a rational person’s discourse. By normal feature, it is 

intoned that biological determinism is not an ever-present, in terms o f how people talk 

about what they did. It can be invoked but is not an a priori assumption in terms the 

everyday way in which people talk about their actions. It is argued that biological 

determinism is an a priori assumption in terms of how people with psychiatric 

diagnoses talk about their actions. Biological determinism is the baseline against
n

which all actions can be compared ; people with psychiatric diagnoses must actively 

militate against this baseline in their talk, if  they are to accomplish (or attempt to 

accomplish) a move back to a status position as a rational autonomous individual, 

(examples of this militating talk can be in found in the analysis that follows).

However, this line of argument brings the paper back to the problematised individual. 

The argum.ent up to now is intended to highlight linkages between issues o f individual 

agency, collective agency and mental health. Suffice it to say that the person with the 

psychiatric diagnosis does not necessarily have the discourse o f rational autonomous 

agency (and the inherent determinism this revokes) to fall back on to the same degree 

that a person without a diagnosis might have. As was stated before the brief 

digression into the discussion o f determinism, Barnes (2000) problematises the role of 

agency, arguing it has come to account for more and more action at the cost of an 

ever-widening denial of deterministic readings o f action. In terms of his proposed 

collectivisation, he process two primary processes or components, these are notions of 

accountability and susceptibility.

’ This does not necessarily mean that they all are compared, just that the possibility exists for them to 
all be compared. Consider the example o f  Alan once more, where he offered a chosen version o f  
events and contrasted that with his fam ily’s causal portrayal.
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Two Components: Accountability and Susceptibility

These two components are Bames’ (2000) primary mechanisms for transcending 

individuahsm:

“The intention will be to show that the substantial body of work on the 

sociability o f human beings, and on how they treat each other as more 

than mere objects in instrumental calculations, could be used to specify a 

social agent capable of both intelligible communication and of collective 

instrumental action,” (p. 64).

In the preceding quote, for intelligible communication read accountability, and for 

collective instrumental action read susceptibility. The discussion will first outline 

what is entailed in notions o f accountability before regarding notions of susceptibility. 

Both o f these notions will then be applied in an analysis o f the interviewees talk.

Accountability

Bames (2000) roots the notion o f accountability in an ethnomethodological frame. 

This is in part due to the ethnomethodological predicate o f collectives being 

composed of competent members. A key feature o f these collectives is that 

“members...will give...intelligible accounts of what they have done, and are doing, 

using shared language and shared knowledge,” (Bames, 2000, p. 64). People are to 

be regarded as members o f collectives, and these collectives are to be seen as 

stmctured around intelligible accounts o f action (both past and present) in a manner 

that is shared between and readily understood by all other members. To return to a 

mental health context, this framework raises a question of what happens when one 

section of the collective (i.e. people with a psychiatric diagnosis) are regarded by 

another part o f the collective (e.g. their family) as being unable to offer an 

‘intelligible’ account o f past and current actions. What happens when the expectation 

o f accurate accountability with regard to one member is adjudged to be absent in that 

member by another member of the collective? This rhetorical question is posed here 

as a means of interpolating mental health issues back into the discussion. To retum to 

Fabrega (1993) again, he states:
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“in medicalising the behaviours of actors, [psychiatry] can overlook the 

individual’s needs, exculpate or depoliticise their actions, and stigmatise 

them or otherwise label them in ways that undermine their social 

credibility as well as responsibilities as citizens,” (p. 169).

This quote from Fabrega demonstrates a move from individual to collective contexts 

in relation to psychiatric diagnoses. It is Fabrega’s contention that the medicalisation 

o f people with psychiatric diagnoses allows psychiatry to overlook their individual 

needs, to free them from blame for their actions, or to depoliticise their actions. That 

is to say, it is Fabrega’s contention that medicalisation leads to the objectification of
o

the person with the psychiatric diagnosis . The impact o f this objectification is that 

they come to be seen as less equal members (or even non-members) o f social 

collectives. It is worthy of note that Fabrega constitutes this lack of credentials as 

impacting upon or undermining their ‘responsibility’ as citizens. Responsibility, it 

should be remembered is a key component of the everyday discourse of agency.

In a similar vein, Busfield (1996) posits the view that issues of deviance are 

inextricably bound up in notions o f ‘mental disorder’. The primary consideration, for 

Busfield (1996), comes down to a question o f whether the phenomena are “to be 

viewed as a product o f human agency and as ones for which the individual is to be 

held responsible, or are instead to be considered outside the individual’s control who 

is not to be held responsible,” (p. 56). So again, the debate comes back to issues of 

agency and responsibility, if  the agent is responsible, then they can be helped, treated, 

blamed, coerced, hospitalised (or whatever else in relation to a rule). If they are not 

held to be responsible then they cannot be blamed, but they can still be helped, treated 

coerced or hospitalised. The central issue, with regard to notions of agency would 

appear (at this juncture) to revolve around an issue o f blame^. It would appear to be 

the case that attribution o f blame is predicated upon an account o f the responsibility 

or (non-responsibility) o f the agent. This account o f responsibility may be offered by 

the agent, or by an advocate operating on behalf o f the agent. Is it the case that 

survivors, want to offer an account which accounts for them as responsible, but that

* Whilst Fabrega’s take echoes a Foucauldian perspective, it is the invocation o f  collective citizens that 
warrants his inclusion here.
 ̂Both Fabrega and Busfield address issues o f  blame.
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does not invoke blame. If this line o f argument were pursued, an action that is 

accounted for, without blame, would be an action that did not contain any stigmatic 

content. Therefore, is it the case that what survivors are trying to achieve through the 

survivor repertoire is responsibility without blame/stigma, they can be seen as 

responsible irrational agents who are not to be blamed for their actions, but rather 

held to account for these self same actions, and able to offer an account which is 

acceptable, non-medical and non-stigmatising. It is not the case that they cannot 

account for their actions, rather that their accounts are not accepted (because of their 

pre-determined status as irrational agents). It is the case, within the framework 

developed in this thesis, that the survivor repertoire is the only one that allows them 

to wholly assert their rational autonomous status'^. At this stage this is conjecture, 

but they are pertinent questions that will be borne in mind through the analysis.

As previously indicated, accountability is predicated upon membership of collectives. 

With this membership comes a notion that members’ expectations of each other are 

related to rules (Barnes, 2000). However, this rule relation is not necessarily based on 

a notion o f conformity to rules (as perhaps the structural approaches of the past might 

have been). Rather it is accounts of action “that intelligibly relate them to rules, 

whether by counting them as applications o f rules, or as deviations from them or as 

whatever an action may routinely be in relation to a rule,” (Heritage, 1984, c f  Barnes, 

2000, pp. 64-5). So it is not conformity to a rule that is imperative, it is intelligible 

accounts o f the action in relation to the rule that are imperative.

This ‘turn’ functions to open up the relation between rules and accounts, in a manner 

that allows for a pluralistic application of the rule. The rule itself is not a sole 

determinant o f action; it is the account of action in relation to that rule that matters 

most. For example, consider a scenario where an employee (Joe) has been absent 

from work on sick leave for a period of three weeks. Joe’s account for taking three 

weeks sick leave from work was that he just could not face going into the factory. 

There is no discernible physical cause (such as a slipped disk) that is preventing Joe 

from attending his place of work. However, if  Joe’s account is considered in light of 

the fact that he has recently suffered a family bereavement, then his offered account

N.B. an assertion o f  rationality autonomy does not equate to the granting o f rational autonomous 
status.
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becomes an acceptable account for his actions. It is once the individual account (he 

couldn’t face going into work) is put into the context of the collective (his recent 

bereavement and collective rules associated with bereavement, i.e. ‘acceptable’ 

periods of grieving) that Joe’s account o f his actions can be accepted. He cannot be 

blamed for not feeling like going in. Were Joe’s action of non-attendance to continue 

for a period o f say, six months, the acceptability of his actions would become less and 

less tenable, because his actions would be flouting a collective rule regarding the 

acceptable amount o f time it is expected a person will spend grieving. In regard the 

accountability aspect o f this example Barnes (2000) states that:

“accountability might possibly be described as a characteristic o f an 

individual member, but only o f an individual-in-setting, not of an 

individual per  ^e...accountability is a property located at a point in a 

system of relations but constituted by the system as a whole,” (pp. 65-6).

So in the above example, accountability is a property located at Joe, but Joe is a 

property located at a point in a system of relations. Joe’s actions require an account, 

but the acceptability or applicability o f the account is read in terms of how it relates to 

the rest of the collective. So Joe is not an individual standing alone, rather he is a 

member of a collective composed of employer, work colleagues, family and friends, 

all o f whom have an interest (and in some cases a stake) in the accounts that Joe is 

able to offer. The account cannot be separated out from the context in which it is 

being offered, and indeed in the context within which it is accounting for; to consider 

just the account is to rob it o f meaning, because it’s meaning is primarily determined 

by the collective context in which it is offered (see Parsons, 1951).

In terms of accountability as a dynamic process, Barnes (2000) identifies notions of 

continuing social interactions as a means by which the account is perpetuated, 

adjusted and adapted. Bames pointedly remarks that accountability is “by no 

m eans...a stable independent internal power,” (Bames, 2000, p. 66). To talk of 

perpetuating, adjusting and adapting accounts might be seen as a means o f dementing 

the processes of accountability. However, this would be inaccurate. Rather than 

demeriting the account, these activities can serve to bolster the account. How? As 

contexts change, so too must the account, consequently this means that the account is
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the central focus, not the action. It is easier to modify an account o f an action than it 

is to modify an already completed act. The act can be imbued with different levels of 

meaning or a different account, depending upon the contexts in which it might be 

discussed". An action may or not appear rational. However, it is actually the 

account o f the action, and the consequent acceptance or rejection of the account that 

defines that action as rational or irrational.

To return to Barnes (2000) once more, he states:

“To rationalise is to make an action intelligible as reasonable, sensible, 

judicious. If a responsible agent possesses rationality in this sense, she 

possesses the ability to give others intelligible, acceptable accounts o f her 

(not necessarily acceptable) actions. If rationality is expected o f her in 

this sense, then it is accountability that is expected,” (Bames, 2000, p.

66).

All of this process is constituted within and between interactions in terms of social 

relations and language exchanges between members o f collectives. If  the person 

cannot offer an acceptable account then it follows they can be blamed for either the 

action or consequences o f the action. This is true unless the person can demonstrate 

that the action itself was caused as opposed to chosen. The dominant way of 

accounting for action is through a voluntaristic frame. In order to circumvent blame, 

action must be demonstrated as caused, not chosen, thus invoking a deterministic as 

opposed to voluntaristic frame. In either event, the primary activity is to offer an 

acceptable account (i.e. an account can be acceptable in either a voluntaristic or 

deterministic frame). However, to invoke a deterministic frame means that inherent 

social sanctions can be brought to bear on the actor. When the psychiatric condition 

is blamed and consequently, as Fabrega argues, this impacts upon the person with 

apsychiatric diagnosis to the extent that their “full citizenship [is] questioned and 

suspended, [and] the individual’s long-term credibility is injured regardless of any 

medical and/or social advantages that may accrue in the short run as a consequence of

'' For example, “I was only saying that because the boss was there” may be a counter account offered 
by an employee to colleagues after an incident in an office where the employee took the managerial 
line as opposed to supporting a colleague.
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medicalisation,” (Fabrega, 1993, p. 169). In effect, to accept the deterministic 

account is to account for irrational action as irrational action. To reject a 

deterministic account might be to account for either rational action as rational action 

or irrational action as rational action (see figure 11).

Original action Account of action Collective
Judgement

1. Voluntarist Rational Rational Rational

2. Compatibilist Irrational/rational Irrational/rational Rational

3. Determinist Irrational Irrational Irrational

Figure 11: Agency, Accounts and Judgements

Figure 11 represents an idealisation of this dynamic. Consider the voluntaristic agent 

(point 1). In this scenario the voluntaristic chain portrays a chosen rational action, 

accounted for in a rational way, which was then accepted as a rational account by the 

collective. This acceptance would serve to re-establish the agent as a rational being, 

capable of accounting rationally for their actions, and hence liable to being held 

responsible for their actions, (and also capable o f being blamed for their actions). For 

the voluntaristic person with a psychiatric diagnosis, the ideal scenario would be 

where they account for their action as chosen and rational, and the collective accepts 

this account. This scenario can be empirically observed in the talk o f the 

interviewees (indeed it has previously been demonstrated in the analysis). In terms of 

the identified repertoires it would be regarded as a part o f the survivor repertoire.

However, whilst the user of the voluntaristic discourse portrays their actions as both 

chosen and rational'^, and offers an account that demonstrates this, the collective 

judgement can still be that the act was irrational, because of the person’s psychiatric 

history, that is to say the persons account is quashed by the psychiatric account. For 

the voluntaristic person with a psychiatric diagnosis, the ideal scenario would be

It is feature o f  the discourse (and the interplay between issues o f  agency and psychiatry) that for any 
act to be chosen it must be regarded as rational, unless the irrationality o f  the accounted for action can 
be justified, explained and ‘made’ rational.

225



where they account for their action as chosen and rational, and the collective accepts 

this account, as in figure 11 (above).

This discussion leads to another key component o f Barnes’ (2000) operationalisation 

o f accountability. This key component is communicative interaction, where talk and 

action are the referring properties and where the emergent properties (i.e. the account 

of the action) are co-ordinated and standardised in relation to practical actions 

(Bames, 2000). This co-ordination and standardisation functions to contextualise one 

action in and amongst many other actions, in a manner that prioritises the account of 

the action, over the action itself In effect the action is regarded as a point in a system 

of relations (of actions) and is constituted by that system (of actions) as a whole'^. In 

effect it is possible to read this in terms of talk about actions as constituted by talk 

about repertoires, where these actions and repertoires are constituted by the system of 

talk about all the repertoires.

One final component of in terms o f the conceptualisation of accountability requires 

discussion, and this relates to notions of mutual accountability.

Mutual Accountability

In the initial quote presented from Bames (2000), the reader was to regard Bames’ 

talk o f intelligible communication as a form of accountability. Whilst communication 

is a central part o f the accountability argument, it is the co-ordinated aspect o f the 

communication that is of central importance. For Bames (2000), the co-ordination 

arises out o f the interaction itself; that is to say, it has to be collectively accomplished. 

But this interaction is not to be regarded as a rational dialogue in which mutual 

intelligibility is an a priori facet; rather, the process of communicative interaction 

produces this self same mutual intelligibility.

“It is necessary here to understand the relevant interaction causally, and 

to recognise that members affect each other therein in a causal sense.

Agents who are disposed to co-ordinate their understandings with each

Where this system o f  action is read by the collective.
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other have to be agents who are affected by others,” (Barnes, 2000, p.

67).

To be clear on this distinction, whilst voluntarism, can be seen as a constitutive 

feature of the discourse, it is not necessarily a processual feature of the interaction. 

Members are expected by other members to account for their actions, the expectation 

o f the account can then be read as the causative element in the interaction. Whilst the 

account can be offered in a voluntaristic frame (or discourse), this does not mean that 

the account itself was volunteered, rather that it was caused by the expectation that an 

account be offered; on condition that an account must be offered if  the action is to be 

made mutually intelligible. It then holds that for a member o f the collective to be 

regarded as a rational voluntaristic agent, their actions must be made accountable. 

What begins to emerge from this discussion is a distinction between constitutive 

discourses and processual components, whereby the processual components 

necessitate the constitutive discourses. The processual components, predicated as 

they are upon an expectation o f a suitable account being offered, fiinction to tie the 

individual into the collective. Whilst the account can be offered in an individual 

frame, it is the context in which the account must be offered (i.e. the collective 

context) that make accounts o f action collective as opposed to individual. A focus on 

the accountability of action must also be a collectively rooted focus.

A summary of the argument presented so far would be that mutual intelligibility is 

constituted by way of an acceptable account'"^. This account can be offered as caused 

or chosen or compatibilistically as both caused and chosen. It is once the account has 

been offered and appraised that imputed responsibility is conferred or withdrawn. 

The final point o f the Barnes’ (2000) quote offered above, where he talks about 

agents as being affected by others, in terms of their co-ordinated understandings will 

now be addressed, by way o f a consideration of notions o f susceptibility.

Susceptibility and Mutual Susceptibility

Just as accountability is painted as a mutual element, so too is susceptibility. 

Susceptibility is conceived o f as the notion that agents must be able to be affected by

I f  the account is not mutually intelligible then it cannot be read as acceptable to all parties concerned 
in its evaluation.

227



others (again, in common with notions o f  accountabihty, it has a collectively rooted 

focus). It is a predicate o f  a notion o f  ‘agreem ent’ that members be susceptible to the 

accounts and arguments o f  other members. It is not the case however, that members 

must accede to the account o f  other members; rather, through a notion that members 

are mutually susceptible to other m em ber’s accounts, it is the case that members can 

make other members susceptible to an alternative account (provided there is a co

ordinated and standardised practice o f  action within which it can be contextualised). 

People with a psychiatric diagnosis, with their imputed irrationality, may or may not 

(and more often, not) be regarded as being either un-susceptible (“there’s not talking 

to you, you’re mad”) or too susceptible (“the voices in her head made her do it”). As 

with accountability, the notion o f  susceptibility is contingent upon relations to rules. 

Just as accountability can be offered as an acceptable account so long as it relates in 

some way to a rule, so too is this the case for susceptibility.

“Members may agree in how they do things and how they describe what 

they are doing, yet disagree on what specifically ought to be done. Or 

they may agree on what ought to be done, yet fail to implement it. Or 

again, they may agree what ought to be done and manage to get it 

done,” (Barnes 2000, p. 67).

This quote is consistent in identifying what happens after an initial level o f  agreement 

has been reached in terms o f how things are done. This is the initial point o f 

departure for Barnes’ model o f  susceptibility. It is demonstrated in figure 12 

(overleaf).
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Disagreement on 
what specifically 
ought to be done

Agreement on what 
specifically ought 

to be done

Agreement on what 
specifically ought 

to be done

Success in implementing 
that which ought 

to be done

Failure to implement 
that which ought 

to be done

Agreement on mode of 
action and agreement on 

account o f action

Scenario 1 Scenario 2 Scenario 3

Figure 12: Towards a Model of Mutual Susceptibility

O f key concern in figure 12 is that in the origin o f all activity, point A, initial 

agreement has been reached about whether action is chosen or caused (or both) and 

that an acceptable account has been offered. This much o f the model has been 

addressed in the preceding discussion of Barnes. This portrayal of point A does not 

mean that susceptibility does not play a role in arriving at this point; indeed 

susceptibility is inherent in the agreements reached in terms of modes of action and 

accounts of action. Point A demonstrates the point o f departures, with regard to 

notions of susceptibility, once the initial agreement has been reached. What scenarios 

one, two and three detail is the continued role of notions o f susceptibility after 

agreement on accounts and modes of action has been reached.

In scenario one, agreement cannot be reached in relation to what ought to be done. 

The outcome of this scenario would be either more mutually intelligible 

communication until agreement was reached'^, or alternatively it would lead to a 

failure to implement that which ought to be done (as no decision regarding what ought 

to be done would be reached). This failure to arrive at an agreeable course of action 

does not mean that there is only one version or action that ought to be done; rather it

Suggestive of Habermas’ (1984, 1987) model of communicative action.

229



is concerned with the idea that there was no agreement on what that action ought to 

be. This lack o f agreement is indicative o f different possible positions and solutions, 

as opposed to a universalistic position/solution. The agreement o f what ought to 

happen would again be contingent upon contexts and accounts.

Scenario two differs only from scenario one in that the second stage o f agreement 

(where agreement on what ought to be done is reached) is successfully negotiated 

where in scenario one it was not. The outcome stage is the same due to a failure to 

implement what ought to be done. Therefore, scenario three is the only ‘successful’ 

scenario, where agreement is reached on what ought to be done and this is actually 

implemented.

If this model o f susceptibility is applied to a mental health context, it can become 

problematic, it depends upon the repertoire being utilised by the person with a 

psychiatric diagnosis. If this person utilises a patient discourse, then all members can 

reach agreement on the mode o f action (the patients’ action was ‘caused’ by a 

chemical imbalance) and all members can agree on an account o f action (related to 

pathology). So far all parties are in mutual agreement. Consider then scenario one, 

where there is disagreement on what specifically ought to be done. This disagreement 

may relate to different constituent collectives, such as family members, psychiatric 

professionals, or social work professionals (to name but some o f the constituent 

components). The person with the diagnosis does not feature in this disagreement 

because due to their acceptance o f their pathological status, they cannot be regarded 

as a mutually accountable and mutually susceptible, and (by extension), responsible 

agents. By acceding to the medical model, the agents simultaneously exclude 

themselves from the collective; they can no longer be regarded as a member of the 

collective because they do not possess the necessary membership attributes. 

Therefore the collective can take decisions about what ought to be done, in their (that 

is, the people with the psychiatric diagnoses) best interest. In scenario one, the 

disagreement might arise where social services feel the agent should be placed in the 

community whilst psychiatric services feel the agent should be placed in the hospital. 

Scenarios two and three are simple extensions o f this principle. In scenario two all 

constituent members agree on a course of action (e.g. that the person would benefit 

from a period of hospitalisation). For whatever reason, this hospitalisafion fails to
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occur, but the agreement was reached (again the person with a psychiatric diagnosis 

does not feature as a responsible active agent). The patient is in a double bind in this 

scenario, because they have already endorsed the causative model o f pathology and as 

such should be seeking help to treat their medical condition (in a manner consistent 

with the sick role). So whilst they may want to be freed from responsibility for their 

actions, this stance also involves subsuming their ‘autonomy’ to the actions o f others, 

if they accept the sick role they must also accept that hospital may be the ‘best’ place 

for them. However, whether or not they do accept that the ‘hospital is best’ is 

eventually inconsequential, as they can be made to enter the hospital anyway. Their 

ability to act in their own best interest or as they see fit is fundamentally undennined, 

by their agreement with a causative mode o f action and their agreement on a 

pathological account o f their action.

For scenario three, all constituent parties agree on course o f  action and this course of 

action is implemented (e.g. the person is admitted to a psychiatric hospital).

Scenarios one two and three are relatively unproblematic in regard to the patient 

repertoire. Similarly, they are relatively unproblematic in regard to the consumer 

repertoire. Agreement at point A can be reached for both the patient and consumer 

repertoires because they ultimately hinge or rely upon an acceptance o f a spoiled 

identity (Goffman, 1963). Both the patient and the consumer repertoires accept a 

pathological (and hence causative) basis for action and as such, agreement can be 

reached on their modes and accounts. However, the scenarios outlined overleaf 

become problematic in regard to the survivor repertoire. The survivor repertoire is 

predicated upon a rejection o f a spoiled identity, survivors do not accept that they are 

no longer full members o f  the collective, but rather attempt to argue (and 

consequently gain agreement) on their behaviour being chosen and non-pathological 

(i.e. caused). Effort is put into convincing relevant others that their account is an 

acceptable account. However, this is made all the more difficult by the fact that the 

altemative account is pitched against a strongly established (and multi-agency'^ 

endorsed) context, which can readily account for modes and accounts o f action in a 

manner that explicitly subverts and undermines the altemative account. The

Agency in terms o f  psychiatric institutions, social service institutions, etc etc.
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alternative account is not to be believed, because from within the strongly established 

multi-agency context, nothing has to be believed about the survivor, because they are 

irrational and incapable o f acting in their own best interest or of accounting for their 

actions. The survivor has to move to counter this negation o f agency, through their 

actions and their talk.

In effect, the survivor repertoire does not enter into the susceptibility model, because 

agreement is never reached amongst all constituent members o f the broad collective 

(i.e. mental health professionals, family members, etc, and the person with the 

diagnosis) as to the mode o f action and the account of action. This in turn begs the 

question, if  users o f the survivor repertoire cannot partake in this consensus, where 

can they partake o f a consensus? This notion of consensus functions to bring another 

element into the current discussion, that of the social movement organisations.

SUSCEPTIBILITY, CONSENSUS, STIGMA AND SOCIAL MOVEMENT 

ORGANISATIONS

It is posited that survivors partake of consensus in a collective formed of and by other 

survivors, in what Goffrnan (1963) has described as a ‘circle o f lament’. The 

introduction o f Goffrnan at this point is an important one. In his 1963 work ‘Stigma’ 

Goffrnan described the corporate life of the stigmatised, and he looked specifically at 

the patterns o f social interaction between those with and without social stigma, 

(chapter seven describes this aspect o f Goffrnans’ stigma thesis in more depth’ )̂. It is 

introduced here, in the current instance, as a means o f considering these notions of 

susceptibility and consensus (in light of the preceding analysis) and to set up the more 

detailed consideration o f notions o f stigma and SMOs in the analysis which follows in 

chapter seven.

Goffrnan (1963) describes a circle o f lament as a space where stigmatised individuals 

can “withdraw for moral support and for the comfort o f feeling at home, at ease, 

accepted as a person who really is like any other normal person,” (p. 32). As such, it 

is argued, as a place which provides an alternative consensus which can be seen to

It should be noted that the utilisation o f Goffrnans’ 1963 work does not mean that the study has 
switched from a discursive approach to a symbolic interactionist approach, just as Bames theory of 
agency has been borrowed and adapted, so too are Goffman’s ideas around stigma.
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support rather than deny the stigmatised person, a system of support where similarly 

stigmatised people can come to forget about their stigma, where that self same stigma 

is their common bond.

The circle o f lament allows for alternative agreements on modes and accounts of 

action (for example as a member o f a survivor social movement organisation). 

However, this circle o f lament needs to be seen relatively to be properly understood. 

From the context outlined by Goffman, this circle o f lament would be regarded as a 

passive and stigmatising circle. Whilst this circle of lament is undoubtedly a 

component of this aspect o f the stigmatised persons situation, to categorise it solely as 

this is to appraise it in a solely passive sense, (i.e. in a passive sense from the 

perspective o f the ‘rational’ collective). As such, this inherent passivity, on the part of 

Goffrnan must be critiqued. It is proposed that survivor SMO’s offer an alternative 

collective space where mutually susceptibility on alternative modes and accounts of 

action can be discussed and established, and taken back to the ‘rational’ collective. It 

is within these survivor SMO’s that much of the content o f the survivor repertoire is 

discussed, defined and agreed upon. As such, these circles o f lament have more than 

a passive function. They can also be seen to exist in an active sense, offering 

alternative accounts and modes o f actions with which the survivor can return to the 

collective from which he has been deemed persona non grata. It is then incumbent 

upon the ‘survivor’ to argue the acceptability o f both the alternative mode and the 

alternative account. The more people with psychiatric diagnoses there are offering 

these alternative modes and accounts, then the more these modes and accounts can be 

seen to become co-ordinated and standardised aspects o f practical action (Barnes, 

2000).

In a similar vein, it should also be noted that consumer and patient organisations can 

offer a similar circle o f lament without necessarily offering alternative conceptions of 

modes and accounts. Consumer organisations may qualify in that they often target 

issues o f social stigma (whilst simultaneously supporting the medical model). For 

example, Schizophrenia Ireland (SI) hosted their biennial conference in November 

2002. The conference theme was stigma. The SI chairperson, Kevin Jones, in his 

keynote address, detailed the social issues that needed to be addressed “in order to 

reduce the stigma that surrounds schizophrenia. In a perfect world I would use the
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phrase ‘eliminate stigma” (SI website). This, if  you like, is the social project o f  SI, 

and it is a social project which does not necessarily problematise the medical model o f 

m ental illness. For example, elsewhere on their website the organisation lists 

causative factors such as genes, biochemical neurotransmitters, drug m isuse or 

environm ental factors. There is no acknowledgement that the medicalisation o f 

m ental illness may contribute to the stigmatisation o f mental illness.

Patient organisations do not necessarily problematise anything and cannot realistically 

be regarded as mental health SM O ’s. For example. Aware, an Irish mental health 

organisation concerned with issues o f depression, would be classified within this 

study as a patient organisation. There are two key determinants for this conclusion'^. 

F irstly the organisation describes itself as “a voluntary organisation formed in 1985 

by a group o f  interested patients, relatives and mental health professionals, whose 

aims are to assist that section o f  the population whose lives are directly affected by 

depression,” (Aware website, my emphasis). This classification may qualify them as 

am biguously located between the consumer and patient repertoire. However, if  their 

published research output is considered then the prevailing emphasis is placed very 

much upon genetic components o f  schizophrenia and added to this, people with 

depressive diagnoses are still referred to on the website from within a patient 

discourse, there is no re-codification o f  people with psychiatric diagnoses as 

consumers or survivors within the material available on their website.

To return to the issue in hand, that o f susceptibility. In terms o f the model outlined 

by Barnes (2000), it would appear that the primary correspondence between issues o f  

susceptibility and accountability in relation to people with psychiatric diagnoses is 

predicated upon issues o f accountability prior to susceptibility. That is to say, 

accountability can be thought o f  as the first hurdle, susceptibility as the second. I f  

they cannot have their account agreed upon, in a collective setting, that account does 

not move into the susceptibility component o f  the model (this model should not be 

read as a linear model, but more as a coterminous accompaniment, where there is a 

mutual dependence between the two elements susceptibility and accountability). If  

point A cannot be resolved (that is by way o f  collective agreement, which is arrived at

It should be noted this discussion is based on documentary evidence as the researcher could not gain 
access to the Aware organisation.

234



by processes o f accounting and susceptibility to those accounts), then scenarios one 

two or three cannot be invoked (see page 221). Whilst point A is dominated by 

accounting processes, these processes are dependent upon the susceptibility o f the 

actors involved. Similarly whilst susceptibility processes dominate scenarios one, 

two and three, these processes are dependent upon the account(s) being considered.

In terms of chosen versus caused actions, caused actions are seen as non-susceptible, 

the action could not have been otherwise. Chosen actions are the actions that are 

regarded as allied to symbolic intervention (Bames, 2000, p.70). But, in the instance 

of mental health, this is inverted. The collective can ultimately regard all action on 

the part of the person with the psychiatric diagnosis as caused action. It is because 

actions are regarded as caused action (i.e. due to a chemical imbalance), that the 

person with the diagnosis is regarded as susceptible to the will of others (because it is 

imputed they are unable to look after their own will). In this setting, the account 

offered by the person with a diagnosis is not regarded with the same import it would 

be were it offered by someone without a psychiatric diagnosis.

Conversely, it is in regard to chosen action in a mental health context (i.e. actions are 

understandable given the life experiences o f the person with the psychiatric 

diagnosis), that attempts to make accounts susceptible to others, i.e. to have others see 

it as a valid action (in context) occurs. This involves the person standing against the 

collective and asserting that his or her own account is the one ‘true’ account (see 

Speed, 2003). Bames (2000) is writing from the perspective of the ‘normal’ agent, it 

is interesting to note what occurs when such an agent is the exception rather than the 

norm.

Bames goes on to discuss these notions of accountability and susceptibility in relation 

to the everyday discourse o f action, how they come to be intertwined within a 

conception of agency which privileges the individual agent over the collective agents. 

This, whilst being an important component o f his theory, is not necessarily a key 

theoretical concem of this study. Rather than expound upon these issues through 

more theoretical discussions, it is proposed that empirical evidence of these situations 

and contexts now be explored by way of an analysis of talk about mental health 

SMO’s, in relation to notions o f accountability and susceptibility.
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ANALYSIS -  ACCOUNTABILITY AND SUSCEPTIBILITY IN TALK

Three respondents will be considered in this analysis. They were three key phyers 

selected for interview from three national mental health SM O’s in Ireland. John, wlho 

was included in the analysis in chapter one, has already been introduced. He v as  a 

representative o f  a survivor social movement organisation ‘Irish Survivor Support’, 

(ISS). The second interviewee was Aileen, a member o f a nationwide mental hsalth 

SMO, ‘Irish Consumers o f  Psychiatry,’ (ICP). To reiterate, Aileen had never been 

involved in a ‘client’ capacity with the mental health services. The third respondent, 

Kevin, again was a m em ber o f  a nationwide mental health organisation. Mine and 

Spirit, (MAS). Kevin had been briefly involved as a ‘service user’, but in terns o f 

contact with the services was more directly involved as a relative o f someone with a 

psychiatric diagnosis. It was not possible to interview a member o f  the organisational 

structure from the fourth SMO that was accessed. Service Users United (SUU). It is 

for this reason that the SUU do not feature in this analysis.

For reasons o f  confidentiality and assured anonymity it is difficult to offer much more 

information about these different respective groups. Characteristics o f  these three 

different groups do figure in the analysis, and whilst steps have been taken to 

anonymise this data, to offer any more background information on these groups may 

serve to compromise their anonymity. The data will provide the necessary 

information required to analyse each group.

Extract 27: Organisational Structure of Irish Survivor Support (ISS)'^

ES: I mean would you have what would you what do you have to replace 1027
the the the sort of chemical or the biomedical 1028

1029
John: well we work on the recovery model 1030

1031
ES: okay 1032

1033
John: we would have a belief we would have strong belief in the 1034

recovery mod I'll give you an example just we have a management 1035
committee ehh our original management committee was set up there was 12 1036

It is accepted that much o f  the survivor analysis presented in this chapter is based on one respondent. 
This may suggest problems around the reliability o f the data and analysis, but it should be bome in 
mind that the survivor repertoire surfaced consistently across many o f  the participant interviews and 
that the survivor o f  psychiatric treatment sociological literature is very strongly developed and supports 
the conclusions made in this analysis.
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people picked from north and south of the border them 12 people have 1037
never met before 1038

1039
ES: right 1040

1041
John: I had met some of them but most of us had never met as a group 1042

before 1043
1044

ES: yeah 1045
1046

John: never had met as a group before 1047
1048

ES: yeah yeah yeah 1049
1050

John: and so it's only in this last year that we've really started to 1051
get to know each other it's only within this last year we've realised 1052
that out of that 12 people 8 of them have actually went down this 1053
recovery model 1054

1055
ES: right 1056

1057
John: and out of those 12 all had diagnoses of manic depression, 1058

schizophrenia whatever labels you want to stick on them 1059
1060

ES: yeah yeah 1061
1062

John: but eight of those 12 people don't use medication any longer 1063
1064

ES: okay 1065
1066

John: eight of those 12 people manage their own lives completely 1067
outside of off the medical model 1068

1069
ES: yeah 1070

1071
John: but that's not to say that the medical model hasn't it's place 1072

This section o f talk originated in a question, put by the interviewer, regarding what 

sorts o f  alternatives the ISS offered its members, in light o f  its substantial critique o f 

the medical model (see analysis o f John, chapter three). John begins by stating that 

the groups emphasis is on the recovery model. He then moves on to discuss the 

management committee o f  ISS. There are twelve members o f  the management 

committee. In lines 1051-4, John details how, o f  these twelve people, two thirds o f 

them have utilised the recovery model. This use o f  the recovery model is qualified in 

lines 1058-9 when John states that all o f the committee had been given a psychiatric 

diagnosis (this diagnosis is itself auto-critiqued through the immediate assertion that 

these diagnoses are nothing more than labels that are stuck on). John further endorses 

the recovery model when he states that not only did eight o f the twelve follow the
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recovery programme, but that the consequence o f  this is that eight peoplt cf the 

twelve on the committee no longer use medication (line 1063). It is reiterated again 

when John states in lines 1067-8 that another consequence is that these eigh people 

now manage their lives “completely outside o f  o ff the medical model” . The p ctare is 

clear, ISS is made up o f twelve current or ex-service users, eight o f  whorr are no 

longer taking any psychiatric medication and who have followed a non-nedical 

framework designed to facilitate their recovery. This management connittee 

structure would suggest a strong (but not exclusive) use o f the survivor repertoire 

within this committee.

Compare this structure then with the picture portrayed by Aileen regarding the Irish 

Consumers o f  Psychiatry.

Extract 28: Organisational Structure of Irish Consumers of Psychiatry (ICI)

ES: and how big a role does that that kinda separate group aside how 266
big a role would family play within the whole general sort of ethos of 267
of the ICP? 268

269
Aileen: it would play quite a big role in the sense that ehhm ehh you 270

know from the top ehhm down eh you know there's there would be a large 271
number of out of twelve members on council I think 6 or 7 are relatives 272

273
ES: okay 274

275
Aileen: ehhm the the the staff would all be professional they they they 276

you know some of them would be service users some of them might well be 277
relatives but it would be at a 278

279
ES: so what staff precisely sorry 280

281
Aileen: we would have only a small number of staff who would be service 282

users and none of them in key or senior positions 283
284

ES: okay okay grand 285
286

Aileen: so ehhm however, bee as as things are changing ehhm in terms of 287
services in terms of the long mooted move to the community that well 288
you know one of the big things about that is that is simply placing the 289
burden back on the family 290

This section o f  talk arose because the interviewer asked the Aileen directly alout a 

relatives group that was a part o f  the broader organisation that she represented. From
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this initial question, talk moved to a consideration o f relative or family member roles 

within the broader organisation. This is then where the above presented extract takes 

off.

The ICP, in common with the ISS, has a management group (Aileen refers to this 

group as the organisations ‘council’) which consists o f twelve members. Out o f these 

twelve members six or seven (50 or 58 percent) are relatives of people with a 

psychiatric diagnosis. The remaining five or six members are portrayed in an 

ambiguous manner. Aileen states that the staff would all be professional and some of 

them would be service users and some o f them might well be family members. This 

section of the interview was unclear, so Aileen was asked specifically how many of 

the organisations staff would be service users. The interviewer did not actually get 

the chance to put this question, because Aileen anticipated it and offered an answer to 

the question before the question was completely delivered (line 280). It transpired 

that only a small number o f staff would be service users, and that no service users 

were in key or senior positions within the organisation. Given that Aileen reported in 

lines 276-8 that all staff would be professional, this section of talk would suggest that 

all o f the key, senior positions within the organisation were held by mental health 

professionals or family members. There are (so far) two organisations, one which has 

a committee composed entirely o f service users or ex-service users, and another that 

has no service users on the council, and indeed has no service users in key or senior 

positions. Relatives and family members occupy at least half of the spaces on ICP’s 

council.

The interview with Kevin did not provide as neatly elucidated an episode o f talk 

about his organisations’ (MAS) structure. As such, it has proven necessary to provide 

three extracts from the interview with Kevin to convey the necessary information. 

This was because of a number o f idiosyncratic features o f Kevin’s organisation, or 

perhaps more accurately, was indicative o f the higher level o f detail that Kevin 

offered in portraying his organisation.

Extract 29: Organisational Structure of Mind and Spirit (MAS)

ES:_____ and how o f those people would be people that had had mental_________________1626
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health 1627
1628

Kevin: well they all would they’re all people who’ve come into the 1629
groups 1630

1631
ES; okay 1632

1633
Kevin: so what what MAS* in fact does it provides people with a a w e’ve 1634

just done I can send you it it’s a training manual on personal 1635
development o f community through leadership 1636

1637
ES: okay 1638

1639
Kevin: at MAS* disclosing is the first step o f  leadership 1640

1641
ES: right okay 1642

1643
Kevin: its trusting the group after a few weeks you’ll be asked to come 1644

up with ideas for others after a very short time you’ll be asked to 1645
chair a meeting 1645

1646
ES: okay 1647

1648
Kevin: after six months you might be asked to be the group recorder 1649

1650
ES: yeah yeah 1651

1652
Kevin: which each meeting is evaluated 1653

1654
ES: yeah yeah 1655

1656
Kevin: or the group organiser after ehh three years you might be asked 1657

to join the regional team 1658

Kevin spent a lot of the interview detailing the underlying philosophy o f the 

organisation that he represented. The interviewer’s previous question had addressed 

the level o f commitment and involvement required to remain a member o f the group. 

In lines 1626-7, the interviewer asked Kevin about membership characteristics. In 

lines 1692 Kevin confirms that all organisation members have had mental health 

issues. The interviewer was unable to complete the question because Kevin 

interposed his answer before the question was complete. What then unfolds in 

Kevin’s talk is almost a process o f initiation into the group, whereby the longer the 

person attends then the more the group puts responsibility onto that person to 

participate in an increasingly organisational capacity within the group. The pr&is 

offered in extract 30 (overleaf), it transpires, relates to ordinary meetings o f the group. 

Additional to these ordinary meetings it then transpires there are also leaders meetings
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Extract 30: Organisational Structure of MAS

Kevin: absolutely and we have leaders meetings see the way it works is 1700
you have a weekly meeting 1701

1702
ES; yeah 1703

1704
Kevin: with up to seventeen people 1705

1706
ES: okay 1707

1708
Kevin: Then every two months you have a leadership meeting 1709

1710
ES: yeah 1711

1712
Kevin: where you go and you get help with developing leadership and 1713

the there are four types of leadership that are identified chairing a 1714
meeting understanding how to use MAS* for yourself helping other 1715
people and that would be specific exercises 1716

* Actual name o f  organisation altered for reasons o f  confidentiality.

These leaders meetings take place every two months (line 1709), and are additional to 

the ordinary meetings that take place every week (lines 1700-1). W ithin the ordinary 

meetings there can be up to seventeen participants (it is not clear from this section o f 

talk how many o f these participants are ordinary members and how many are leaders). 

The functions o f these bi-m onthly meetings are elucidated (again in a very procedural 

frame) before Kevin goes on, (in extract 31) to identify another structure, whereby 

regional and national meetings are also detailed (however, the frequency o f  these 

meetings is not indicated by Kevin).

Extract 31: Organisational Structure of MAS

Kevin; then we have the regional teams and then we have a national team 1747
________ up here____________________________________________________________ 1748

The point here is not to pillory or vilify this organisation; rather it is intended to 

portray the relatively bureaucratic nature o f MAS, with layers upon layers o f 

organisational structure having been detailed by Kevin. Whilst this may be a feature 

o f MAS being an international organisation, this organisational structure is still seen 

to impact at a local level. W hilst this level o f detail was not offered by either Aileen
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or John this does not mean to say that similar levels o f bureaucracy are not features of 

these other organisations. W hat is o f interest is that Kevin almost relied upon this 

structural portrayal o f  the organisation (with no real talk o f who these leaders were, 

the personalities involved) whereas the other two respondents talked substantively 

about the constituent members o f  their council and m anagem ent committee’s 

respectively. Before moving onto directly compare these different components some 

further consideration o f MAS is required.

Kevin answers by implication (in lines 1629-30) that all the people in MAS had had 

mental health issues. However, this implication becomes problem atic when we 

consider Kevin’s own background. Kevin had been briefly involved with the 

psychiatric services in the late 1960’s. He was never hospitalised. Extract 32, 

presented below, details an aspect o f  Kevin’s involvement with the services.

Extract 32

Kevin: and ehh I was prescribed Librium and offered an open ended 77
return visit ehh 78

79
ES: and were you given a diagnosis at this stage 80

81
Kevin: no I didn’t he he he d idn’t give me ehhm ehh ehh a a a psychotic 82

one anyway 83
84

ES: right 85
86

Kevin: I ’d no I think ohh pathological shyness was something that was 87
said 88

89
ES: right okay 90

91
Kevin: and I was hit by a car when I was twelve and I got a fractured 92

skull 93
94

ES: right 95
96

Kevin: that wasn’t noticed and m y dad always said that that was the 97
start o f it 98

99
ES: right 100

101
Kevin: I don’t I don’t think it was but ehh 102
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ES: right

Kevin: it was quite a knock I got a dent in the skull

103
104
105
106

In this extract Kevin talks about his first involvement with psychiatric services. In 

the talk prior to the extract he describes how he was taken to a teaching hospital. He 

then begins the extract by stating he was put on psychiatric medication and ‘offered’ a 

return to the hospital. This element o f the portrayal is important, he was offered an 

indefinite opportunity to return to the hospital at some point in the future, according 

to this account he was not compelled to return on a specific date at a specific time. 

The interviewer then asks if  Kevin was given a diagnosis at this time. Kevin’s 

answer is stilted and hesitant.

In lines 82-3, Kevin’s talk becomes hesitant, he switches fi-om talking in the first 

person to talking in the third person (he moves Irom talking about himself to talking 

about the psychiatrist). He states that he was not given a diagnosis and then moves 

on to qualify this by stating that he was not given a psychotic one anyway. Here 

Kevin exercises his own categorical split, and in turn he defines his own problems as 

non-psychotic (by implication then they would be a neurotic problem). This neurotic 

pathology is compounded in line 87 where Kevin offers up the diagnostic category of 

‘pathological shyness’. This pathological shyness was “something that was said”, it 

is not something that Kevin puts forward himself (suggestive then of the patient or 

consumer repertoire). So already Kevin is moving to posit a medically ‘flavoured’ 

explanation for his contact with psychiatry. In lines 92-106 Kevin then offers another 

possible explanation, the fact that he was involved in a car crash when he was twelve. 

In lines 92-3, he states that this incident led to him receiving a fi'actured skull. In 

lines 97-8 he states that the fi'acture of the skull wasn’t noticed at the time (is the 

implication here that because it wasn’t noticed it wasn’t treated?). Kevin then 

invokes his father’s opinion that this was the origin o f his mental ‘problems’. In line 

102 Kevin states that he disagrees with his father’s reading o f events, but this then 

raises the question if  Kevin disagreed with this proposed aetiology, why then is it 

worthy of mention in this context? Kevin continues in line 106 that it was “quite a 

knock”, leading to a “dent in the skull”. This talk introduces a doubt into Kevin’s 

own dismissal, underlying the seriousness of the injury and re-asserting its possible
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role in his pathology. However, this analysis is illuminating in that this is the sole 

extent o f  K evin’s personal involvement with psychiatry, with regard to himself. All 

o f the rest o f  his involvement with psychiatry was concerned with a member o f his 

own family, who was involved with psychiatry for a substantial number o f years, in 

effect making Kevin a relative o f a person with a psychiatric diagnosis as opposed to 

a person with a diagnosis himself. W hilst Kevin has continued to be involved with 

services in a carer capacity he does also briefly indicate in the interview that he and 

his family m em ber both attended group therapy for a period o f  time (lines 285-98). 

Additionally at one stage Kevin states that he decided to medicate or treat him self 

with alcohol (319), but he was only ever directly in contact with psychiatric service 

the one time.

A reading then o f  extract 32 might be that in this section o f talk (which occurs very 

early in the interview) Kevin is offering his credentials to be regarded as a person 

with a diagnosis rather than as a relative o f  a person with a diagnosis. In terms o f  a 

consideration o f  MAs, they do not, unlike the ICP, operate a separate relatives group. 

Relatives are not encouraged to attend the same group as the person with a psychiatric 

diagnosis, but they are encouraged to come along to the organisation but to attend a 

different group (lines 1334-7). It is not the intention here to question K evin’s 

credentials as a user o f  services (it is unclear from the transcript whether Kevin does, 

or wants to be, regarded as a person with a psychiatric diagnosis). Neither is it the 

intention to start policing who is and who is not a ‘valid’ service user. The intention 

o f positing this analysis at this juncture is an attempt to highlight some o f  the 

characteristics o f  the organisation that Kevin represents. Kevin is a key figure, at a 

national (and perhaps international) level in his organisation, yet he has had no long 

term direct involvement with psychiatric services. This would tend to suggest that 

MAS is a consumer organisation. A breakdown o f the organisational structure o f 

these three organisations is offered in figure 13 (overleaf).
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ISS
ICP MAS

12 person committee

Service users & ex service 
users

12 person council

Family members & 
health professionals

Local, regional, national 
and international 
hierarchy.

All service users/ex 
service users

Figure 13: Breakdown of Organisational Structure of three organisations

In terms o f the notion o f a circle o f lament (Goffman, 1963) it can be seen that each 

group is structurally organised differently. Assuming that the different organisations 

take a lead from their organising committees, does it then follow that the 

opportunities or possibilities for different circles o f lament (Goffrnan, 1963) also 

follow from these different organisational structures. Certainly in terms of 

accountability and susceptibility, both the ISS and MAS would appear to be more 

conducive to accepting alternative accounts that are not steeped in a medical frame. 

For an alternative account to be accepted in the ICP would involve the organisation 

members accounting to professionals and family members, all o f whom would be 

more inclined towards a medical explanation. As such the circle o f lament effect may 

be more active and effective in regard to the ISS and MAS, and more in line with 

Goffrnan’s passive and normative model in regard to the ICP. Is it perhaps more 

instructive to think of this circle as a circle o f intent (as opposed to lament) in relation 

to the user-led organisations?

The next consideration (and it is a primary consideration) in terms of the different 

organisations is their talk about what they see their organisation doing for people with 

psychiatric diagnoses. Again, different extracts from talk with the three 

representatives will be presented, discussed and compared, starting with the ISS.

A further extract from the interview with John (the ISS representative) is presented 

here. Extract 33 deals with an example of an intervention, described by John.
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In extract 33 John relays an account o f  a tw enty four year old m ale (who shall be 

called A dam ) w ho w as passed onto to John’s organisation, after A dam  had been 

involved w ith the ICP a period o f  seven years prior. John relates how  he m et with 

Adam  and his fam ily, as a unit and got everyone to talk about their ow n distress in 

relation to the trouble they w ere experiencing as a result o f  A dam ’s condition.

Extract 33

John: mum would say to you know I had asked her first about hearing 
voices what's it like she's well you know its all in his head

1176
1177
1178

ES: mhhm 1179
1180

John: he doesn't really hear voices 1181
1182

ES: right 1183
1184

John: so then that turned round when I him do they hear voices 1185
1186

ES: yeah 1187
1188

John: what’s it like to hear voices 1189
1190

ES: yeah 1191
1192

John: so we done voice hearing exercises with them then what we done is 
we worked that process through with them till they started to understand 
each other and that alone meant that the lad that was hearing the voices 
understood where they were coming from

1193
1194
1195
1196
1197

ES: right 1198
1199

John: and that’s something unique 1200
1201

ES: yeah 1202
1203

John: that doesn’t happen either 1204
1205

ES: yeah 1206
1207

John: we took the time to do that 1208
1209

ES: it’s just a case of sitting down and talking to them 1210
1211

John: yeah we did the 1212
1213

ES: as a family 1214
1215

John: but then the beauty of it is that that family themselves moved 
on and worked it out for themselves

1216
1217
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1218
ES: right right 1219

1220
John: and the last the last sort of an input that I had with them was the 1221

mum phoned one day and she says my beautiful son’s alive again the first 1222
time I met her 1223

1224
ES: right 1225

1226
John: she says my son’s dead 1227

In this extract John applies the recovery model (which he previously identified in his 

talk) to a family context. The talk immediately prior to this extract detailed how 

Adam had been stigmatised and pathologised by his family members (father, mother 

and brother). The opening lines o f  the extract demonstrate a lack o f  belief, on the part 

o f  the mother, that the son does actually hear voices. This statement functions to 

paint the mother as someone who is not susceptible, she has already decided what to 

her, is an acceptable account o f  A dam ’s actions. The mothers account is that Adam 

does not hear voices, he only thinks he hears voices, as such Adam ’s behaviour is 

accounted for, by the mother, as irrational behaviour. John posits this lack o f 

susceptibility, on the part o f  the mother, in order to make the mothers future 

‘conversion’ more remarkable (see lines 1221-7). John offers empirical proof (in his 

talk) that the mother was made to be susceptible and that she changed her position, 

accepting the alternative account that was facilitated by John. So through a process 

o f  susceptibility and accountability, whereby the family collective was drawn into an 

alternative account, John was able to ‘resurrect’ the son. Whereas in the initial 

scenario the family were excluded from the account, through the use o f different 

techniques the family were now able to understand the voices that the son heard, and 

they became a part o f  the account that was being offered. It is indeed worthy o f  note 

the roles that accountability and susceptibility play in the talk proffered by John in 

this instance. They are the two prim ary strategies that he deploys in his talk to 

establish the validity o f the alternative approach. The m other is initially painted as a 

non-susceptible agent. Then, through a process o f  working through alternative 

accounts o f  the voices, the family are drawn into an understanding o f the voices that 

the son hears (and indeed it would appear from John’s talk, they are offered an 

account which allows them to understand what it is like to hear such voices). From 

this alternative account, the family are then demonstrated to have changed their
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position; they have been  m ade m utually susceptible and have accepted an alternative 

account. C onsider then the differences betw een the approach o f  ISS and the approach 

o f  the ICP, as evidenced in the extract presented below .

Extract 34

ES: yeah ehhm I mean another, I ’ll kind of try and touch on different I 351
think and then maybe sort of try and tie it all together later on ehhm 352
what would be Org. B ’s attitudes towards the causes of mental illness I 353
mean would you ehh support the sort o f chemical imbalance in the brain 354
or I mean what would how would you 355

356
Aileen: we wouldn’t we wouldn’t I don’t think have an official line 357

358
ES: right 359

360
Aileen: ehhm to my knowledge 361

362
ES: right 363

364
Aileen: you know ehhm ehhm on that ehhm ehh and we I suppose we would 365

ehhm try to be careful ehhm not to be you know promoting or supporting 366
any particular 367

368
ES: okay 369

370
Aileen: group cause we would come at from the angle of you know 371

whatever ehhm the needs broadly ehhm and experience ehhm of people who 372
are you know either the second third or the last third people who are 373
significantly marginalized ehh from accessing normal routine life 374
that needs to be managed dealt with supported 375

376
ES: mmhhmm 377

378
Aileen: rather than whatever the reason is 379

380
ES: okay so Org. B ’s agenda for lack of a better word for want of a better 381

word ehhm is orientated more towards sort of offering support to those 382
that are in the services and those that are in most need of support 383
within those services would that be a 384

385
Aileen: support and professional services yeah we have a counselling 386

and we have a number of you know work related employment related 387
programmes 388

389
ES: okay yeah likes of work programme* 390

391
Aileen: yeah ehh so that would be and the other thing the other big 392

item on Org. B ’s agenda would be lobbying 393
394

ES: right 395
396

248



Aileen: at political level____________________________________________________________ 397

*actual name o f work programme withheld

This extract begins with the interviewer asking Aileen a specific question about her 

organisations approach to causes o f  mental illness. Aileen responds by stating that 

there is no ‘official line’ on this. In lines 365-71, this lack o f  an official line is 

expanded upon. It is interesting to note that Aileen introduces talk about caution in 

terms o f  promoting or supporting any particular group cause. In an e-mail 

communication with Aileen after the interview she was asked about how the ICP was 

funded, A ileen’s reply is presented in figure 14 (overleaf).

From: Aileen@icp.ie
Subject: Re: Interview
To: Ewen Speed <speede@tcd.ie>
X-Mailer: Lotus Notes Release 5.0.7 March 21, 2001 
Date: Fri, 21 Sep 2001 11:12:09+0100
X-MIMETrack: Serialize by Router on XXX_SERVER/Dublin(Release 5.0.6a |January 17, 
2001) at 09/21/2001 11:12:14 AM

Hi Ewen,

Thanks for your note.

The ICP is XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX
XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX ICP has in
the past attempted fundraising activities but due to the stigma issue, it has been largely given
up.

Yes, we do receive some funding from drug companies. This is usually located around 
particular projects. We have a very tight policy surrounding the receipt of these monies - no 
product or service can be promoted or quoted. Recently, as the drug companies have 
become more market driven (more aggressive marketing wise) we have experienced some 
difficulties and have disengaged from a couple of the companies. It is an ongoing and 
complex ethical dilemma! The ICP has consistently supported a "Right to Review" policy with 
regard to medication.

Talk to you soon.
All the best

Aileen

Figure 14: (Edited) E-mail Communication from Aileen
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W hilst her reply here is very qualified in terms o f  the conditions placed upon drug 

companies who wish to contribute to the organisation, it is a fair comment that drugs 

companies would be unlikely to offer financial support to an organisation that 

rejected the medical basis o f psychiatry. The point being made here is that Aileen, in 

extract 34, stated that the ICP was very careful not to promote or support any group 

cause, yet in this e-mail communication Aileen indicates that they receive funds from 

pharmaceutical companies. Whilst she acknowledges that this acceptance o f funds is 

a complex ethical dilemma, nonetheless the funds are still accepted by the ICP. This 

could imply that the organisation does not necessarily problematise the medical 

model (certainly not to the extent that the ISS does).

In turn, this development then implies that the groups Aileen is talking about are 

groups which problematise the psychiatric model, such as the ISS. However, her 

organisation is endorsed/supported by pharmaceutical companies. This would 

suggest that Aileen characterises her organisation as being cautious in terms o f the 

types o f  groups or causes it supports, rather than a blanket cautionary approach. 

W hilst Aileen portrays this note o f caution as a blanket approach, the pharmaceutical 

endorsement makes this line harder to maintain. To return to the broader issue, sub

extract 34a details what Aileen regards as the primary focus o f the ICP.

Extract 34a

Aileen: group cause we would come at from the angle of you know 371
whatever ehhm the needs broadly ehhm and experience ehhm of people who 372
are you know either the second third or the last third people who are 373
significantly marginalized ehh from accessing nonnal routine life 374
that needs to be managed dealt with supported 375

376
ES: mmhhmm 377

378
Aileen: rather than whatever the reason is 379

380
ES: okay so Org. B’s agenda for lack of a better word for want of a better 381

word ehhm is orientated more towards sort of offering support to those 382
that are in the services and those that are in most need of support 383
within those services would that be a 384

385
Aileen: support and professional services yeah we have a counselling 386

and we have a number of you know work related employment related 387
programmes 388

389
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ES; okay yeah likes o f work programme* 390
391

Aileen: yeah ehh so that would be and the other thing the other big 392
item on Org. B ’s agenda would be lobbying 393

394
ES: right 395

396
Aileen: at political level 397

Members of the organisation are characterised (in line 374) as the ‘significantly 

marginalized’. This marginalisation is effected in terms of their ability to access 

‘normal routine life’ . The solution (or partial solution) that Aileen offers is that 

these marginalized people need to be “managed, dealt with, supported,” (line 375). 

Whilst elsewhere in the interview (lines 62-3) Aileen talks about the need to 

“empower people re-power people”, the idea o f empowering people through either 

managing them, dealing with them or supporting them, is problematic. These 

processes imply a certain degree o f passivity on the part of the person with the 

psychiatric diagnosis, this passivity is compounded in the next section of talk (lines 

386-8) where Aileen talks the support, professional services and counselling that are 

offered to members of the ICP. There is no doubt that support is offered by this 

organisation, the purpose of this strand o f analysis is to identify the kind o f support 

that is offered. It is contended that this type o f support is primarily a professionally 

led one whereby the professionals are more active than the people with the 

psychiatric diagnoses; it is the professionals who control, drive and co-ordinate the 

organisation.

Aileen goes onto mention work programmes and political lobbying that the 

organisation is also involved in. It is not the intention of this analysis to demerit one 

organisations approach against another, rather to identify different approaches 

towards what is offered to people with the diagnoses, and the impact o f these 

different approaches upon the level o f agency that they can be seen to afford these 

self same people, within the different organisations. The talk of support, professional 

services and counselling would be indicative o f an imported psychiatric (or 

therapeutic) context within the ICP organisation, where passivity o f the person with

This inability to access could be read as indicative o f  an incapacitating pathology, or as indicative o f  
service user’s ascription as an irrational passive agent. In A ileen’s sense she is alluding to incapacity, 
but in an empirical sense it is tempting to read this inability to access as being indicative o f  an 
‘irrational’ status.
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the psychiatric diagnosis is assumed, i f  not required. To talk o f political lobbying and 

back to work programmes is to operate on behalf of, as opposed to operating in 

tandem with.

The comparative conclusion to be taken from this analysis to date is that the ISS 

operates in a more bottom-up m anner than the ICP, which it would appear draws 

from a m ore top-down perspective, a top-down perspective which offers professional 

therapeutic support (from inside the medical model) to the people with psychiatric 

diagnoses. In terms o f  caused versus chosen action, the ISS, through utilisation o f  the 

survivor repertoire, and through the evidence o f susceptibility dem onstrated in the 

talk, would appear to favour a voluntaristic approach (or at least (based on evidence 

contained in extract 33) a more voluntaristic than the medical model m ight allow). 

The ICP, conversely, would appear to favour a more causationist approach, providing 

support and assistance outside of, away from the psychiatric context. The psychiatric 

context is not necessarily problematised by the ICP.

However, the third group, MAS, has not yet been considered. MAS operate a 

different type o f scheme again. Through a heavy emphasis on the idiosyncrasy of 

service users experiences and situations, a framework is developed which prioritises 

individual action over anything else, but this individual action is not decided upon or 

chosen by the unique person with the psychiatric diagnosis, rather it is an individual 

action that is prescribed by the collective group. Extract 35 more ably demonstrates 

the types o f  activities expected o f  group members and the group framework in which 

these activities are proffered.

Extract 35

ES: okay so I mean when you say medical model you would that would be 503
things like sort of notion of mental illness in terms of a chemical 504
imbalance in the brain and all that 505

506
Kevin: absolutely yeah 507

508
ES: so would you reject that would you 509

510
Kevin: I would yeah I think it has a place but ehh 1 mean I think 511

obviously your biochemistry is affected by your thoughts but it’s a by 512
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product instead of the other way round 513
514

ES: yes in tenns of what causes what 515
516

Kevin: yeah and MAS is very definite on that there is ehh four causes 517
are identified God or an overall cause personal action and then 518
nature and nurture and we 519

520
ES: okay 521

522
Kevin: maintain that most science looks at nature and nurture and 523

totally disregards personal action 524
525

ES: personal action 526
527

Kevin: or an overall cause you know 528

In common with the previous extract o f  A ileen’s talk, the point o f origin with K evin’s 

extract is a question that was put to him regarding M AS’s attitude towards the notion 

o f  chemical imbalances in the brain. Kevin replies, when asked if  he would reject 

this model in the affirmative, (“I would yeah,” line 507). He then qualifies this 

rejection through reference to the place o f  ‘biochem istry’ in terms o f  mental illness. 

He says “obviously your biochemistry is affected by your thoughts but it’s a by

product instead o f the other way round”. In effect Kevin is stating here that thoughts 

affect biochemistry as opposed to bio-chemistry affecting thoughts, so he rejects a 

causationist explanation in favour o f what could be read as a voluntaristic 

explanation. I f ‘thoughts’ are seen as affecting biochemistry, this turn would function 

to prioritise individual choice over pathological determinism. However the symbiotic 

relationship proffered by Kevin m ight suggest that this a compatibilist position more 

than a voluntaristic position. From the model proffered by Kevin it would appear that 

action can be both caused and chosen, but that they are more likely to be chosen than 

caused (alterations in biochemistry are a ‘by-product’, (lines 512-3) not a primary 

effect).
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Kevin goes on in lines 517-9 to detail the four ‘causes’ as outlined by MAS. These 

are:

211. God or an overall cause (caused action) 3. nature (caused action)

2. personal action {chosen action) 4. nurture (chosen action)

These four criteria demonstrate the compatibilistic undertones o f MAS. At one and 

the same time, these four ‘causes’ can be described as both deterministic caused 

actions and voluntaristic chosen actions. Notions of ‘personal action’ and ‘nurture’ 

invoke the individual into the frame; they cannot seek refuge behind a bio- 

deterministic account of their actions. Similarly, notions o f ‘God’s hand’ and a 

‘natural component’ mean that the person is absolved o f some blame; whilst they 

obviously have a role to play (through personal action and their own circumstances) 

they cannot be wholly blamed for their actions because of the presence of these two 

causal determinants.

Kevin himself creates a space for science within his organisation’s four way model (a 

space for science which allows for an incorporation of notions o f bio-chemistry) in 

lines 523-8. He re-iterates then the role o f personal action and ‘be lie f in an overall 

cause as something which MAS brings to the field that is not ordinarily there. To 

invoke personal action in conjunction with Gods’ will is to baldly state a 

compatibilistic position, where active and passive agents interpolate.

In terms of the three organisations previously discussed it would appear that they 

have different goals, and that they each offer different idealisations o f the agency of 

the person with a psychiatric diagnosis. These idealisations are incumbent upon the 

position that the organisation takes towards psychiatry. A schematic breakdown of 

the different goals and organisations is presented in figure 15 (overleaf).

The organisation is non-denom inational, it is postulated this non-denom inational approach requires 
that a qualifier be added to the b e lie f  in God. This ‘overall cause’ is still regarded in a spiritual or 
religious context.
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ISS ICP MAS

Committee 

Level of Agency

12 service users 
/ex users

Chosen

12 professionals & 
family members

Caused

Local, & national 
service users /ex 
service users

Compatibilist

Figure 15: Breakdown of Organisational Structure and Idealised Levels of 

Agency of the Three Organisations

The analysis so far has detailed how the three different organisations define the 

‘problem’ and what they expect of members who participate in their respective 

programmes. It has been argued that it is possible to extrapolate out from this 

analysis, what the idealised level of agency attendant to each organisation might be. 

This type of approach is very much in keeping with the type o f analysis presented 

elsewhere in the thesis, and indeed, the levels of possible agency attributed to each 

organisation is in turn taken from the previous analysis which located levels of 

agency within the different repertoires. In this context, the ISS might be regarded as 

a survivor organisation, the ICP as a patient organisation and MAS as a consumer 

organisation. The attendant levels o f agency for each of the organisations correspond 

with the appropriate level o f idealised agency within the three repertoire assignations.

The survivor repertoire demands a voluntaristic frame, the patient repertoire demands 

a causationist frame and the consumer repertoire demands a compatibilistic frame. 

These are the three frames attributed to the organisations after the preceding analysis. 

However, it is accepted that whilst the preceding analysis might suggest this, it does 

not necessarily go far enough to support or endorse such a strong conclusion. It is for 

this reason that three further extracts of talk will be considered in this analysis, one 

from each of the organisation representatives, starting with John (see extract 36).

This extract from the interview with John details the case study o f Adam once more. 

John is talking about the impact or effect of the intervention upon Adam’s quality of 

life.
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Extract 36

John: he's six voices he understands exactly where they come from 1249
1250

ES: right 1251
1252

John: he's been fit to plot his way through it he's got support from us 1253
he's got support from other survivors to get to there he understands 1254
what them six voices relate to 1255

1256
ES: right 1257

1258
John: because he understands what the six voices relate to that took 1259

the fear away 1260
1261

ES: mhhm 1262
1263

John: once you take the fear away he understood that the six voices 1264
were part o f  him they were part o f who he was 1265

1266
ES: okay 1267

1268
John: so therefore that gave him the relief within his own life that he 1269

wasn't fucking loopy 1270
1271

ES: yeah yeah 1272
1273

John: that was the first thing second thing is he is no longer taking 1274
medication 1275

1276
ES: mhhm 1277

1278
John: and he's no longer within the medical system 1279

1280
ES: mhhm okay 1281

1282
John: and he hasn't been back in hospital 1283

Starting with line 1249 there are two things that strike the reader in this Hne o f text. 

Firstly, the emphasis is placed very much on Adam him self The talk is about what 

Adam makes o f  his situation. Secondly, the talk in this line sets out to make rational 

that which was irrational. John talks about how Adam now understands his voices 

and knows where they come from. An alternative account o f  the voices has been 

posited and Adam has demonstrated that he is indeed susceptible to this account.

Moving onto to lines 1253-5, the talk turns to how this alternative account was 

actualised or made ‘real’ for Adam. The talk is firstly about how Adam has been able
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to accomplish this himself (‘he’s been fit to plot his way through it’, line 1253). So 

the emphasis is on Adam choosing this course o f action and pursuing it him self 

However, he was not expected to do it all on his own and the support offered by the 

ISS and other survivors is now invoked. There is a sense, in the talk, o f Adam going 

somewhere, getting somewhere. It is suggested that this destination is an alternative 

account o f his voices, whereby what is deemed to be irrational is demonstrated to be 

rational (‘he understands what them six voices relate to, line 1255). The invocation 

o f ‘other survivors’ suggests a circle o f  lament, but it is a circle o f lament that is 

active and positive, focussing on moving on as opposed to standing still, focused on 

making the irrational into the rational and positing an alternative account that does 

not serve to stigmatise, marginalize and make passive the involved agent. It is 

posited that the ISS offers an alternative rationality, in the context o f a social 

movement space, within which a circle o f intent, as opposed to lament, can be offered 

to organisation members.

In the remainder of the extract, John moves through a progressive model which 

details the advantages o f this alternative account for Adam. In lines 1259-60 John 

talks about the impact o f this alternative account in terms of notions o f fear. That 

understanding the alternative account means that the voices are not seen in terms of 

an irrational incomprehensible account, but rather as a rational and comprehensible 

account, as something that makes sense as opposed to something that has no sense. 

Adam, through his own actions, and through the supportive actions of the survivor 

collective, is no longer scared o f the irrationality o f the voices; rather he is 

comfortable with the alternative rational explanation for why he hears them.

Lines 1264-5 reiterate this point, with two important additions. Firstly, the voices are 

incorporated into Adam as a person. The voices are not denied in the alternative 

account, rather they are essentialised as an inherent feature of Adam; they are part of 

who he is, this it would appear is an important component o f the alternative account. 

The second addition in this section o f talk is the importation o f another active agent 

into the talk. Up until now John’s talk has centred on Adam, it has been about 

Adam’s understanding, support for Adam, what Adam has done, how Adam has a 

new understanding of his situation. However, in line 1264, John says, “oncej^ou take 

the fear away he understood,” (my italics). Taking the fear away is portrayed here as
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being something that Adam did not do on his own; there was a need fcr an 

intervention on the part o f the ISS to foster the understanding that the voices wsre a 

part o f who Adam was. Again this would be indicative o f a facihtative role fcr the 

ISS in creating an alternative space for alternative accounts, i.e. a circle o f intent.

In the next section o f talk, John makes an explicit statement regarding notions of 

rationality and irrationality. The alternative account is explicitly allied to a ratonal 

account. Given the preceding events which John has discussed (in extracts 33 and 

36) this talk serves to underline the rationality o f the alternative account. John states 

“so therefore that gave him the relief within his own life that he wasn’t fucking 

loopy,” (lines 1269-70). Adam is able to accept the alternative account and thi; is a 

source of relief for him, no longer sees himself as irrational, but rather can ratioially 

understand why he hears the voices and what these voices relate to. It is wortly of 

note that John limits Adams’ relief to being only ‘within his own life’. This miy  be 

indicative o f the accountability and susceptibility model outlined in figure 12. Vvhilst 

Adam and the ‘other’ survivors can accept this alternative account, this does not 

necessarily mean that others (such as health professionals and family members) will 

be susceptible to this account. The acceptability o f the account is unproblematic in a 

survivor context (and by extension an ISS context), but this does not mean that 

everyone else will accept the rationality o f the Adam’s account. To accept and uilise 

this alternative account, means, on Adam’s part, that he is taking a stand agiinst 

accepted medical practice and other collective attitudes towards notions o f mental 

illness. John has previously demonstrated that Adam’s family were susceptibe to 

this account, but the location of the relief solely within Adam’s life would seem b  be 

indicative o f a delimiting o f the applicability o f this alternative account. It :s to 

acknowledge the circularity of the movement, and perhaps invoke an elemert of 

lament into this circle o f intent.

The limitations o f the account are positively bolstered as opposed to negati/ely 

observed in the concluding sections of talk. From lines 1274-83, John’s emphasis is 

placed on how Adam has managed to extricate himself from the medical/psychiUric 

context. So the stand that Adam takes against medicine by invoking this altemctive 

account becomes less problematic because he is no longer in the medical context the 

alternative account has had such an impact that Adam no longer needs to attend a
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psychiatrist or enter a psychiatric unit. Further proof o f  this im pact is offered in 

Extract 37 below.

Extract 37

John: and you know the other fact of that is that that lads now at 1231
university 1232

1233
ES: right 1234

1235
John: and he has a fiancee 1236

1237
ES: okay 1238

1239
John: you know he’s back playing with a wee band that 1240

1241
ES: right okay 1242

1243
John: he used to play brilliant guitarist but that had all stopped at 1244

seventeen cause he was labelled as a schizophrenic 1245

Before proceeding with the analysis, a note must be made on the chronology o f this 

extract in relation to the rest o f  the interview. This section o f  talk occurs after the talk 

analysed in extract 33 (lines 1176-1127) and before the talk analysed in extract 36 

(lines 1249-1283). As such, the chronological flow o f John’s talk is in effect, edited 

for the purposes o f  analysis, so that the chronological order o f  the talk is altered. 

However, this editing is done under an analytical consideration which aims to 

highlight the impact o f the intervention.

O f interest in this final extract is that the list o f activities serves to normalise Adam, 

to make him just like any other twenty four year old, studying at university, engaged 

to be married and playing in a band. The alternative account (which John goes onto 

discuss in the next part o f  the interview, as analysed in extract 36), which Adam is 

utilising, has brought him back into his family collective and a m ore broader social 

collective, composed o f a student collective, a potential life partner and a band. This 

talk serves to bolster the utility o f  the alternative account, w hilst not necessarily 

addressing some o f the difficulty that may be an inherent feature o f  having this 

account accepted, by the collective. W hilst it is unclear how Adam pursued, or made.
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susceptible, the others invoked in these normahsing scenarios^^, the inclusion of 

Adam in these scenarios is regarded as evidence enough o f the utility o f  the 

alternative account. The circle o f intent has allowed Adam to return to the broad 

collective and get back to a way o f life that can be read as a ‘norm al’ way o f life. It is 

a feature o f  the alternative account that medicine and psychiatry are not features; they 

are not even addressed in terms o f how the alternative account is put together. One 

organisation that does feature medicine and psychiatry as a part o f their account is the 

ICP; it is to a consideration o f  this organisation that the analysis will now turn.

Aileen, the representative for the ICP did not talk in as much detail or at as much 

length about the types o f  interventions her organisation made. Extract 34 has already 

detailed some o f the organisational approach to people with psychiatric diagnoses. 

However, extract 38 is included here in light o f  the preceding analysis o f  the ISS 

where a circle o f  intent was identified.

Extract 38

Aileen: in some people who were who might want it but we we we we have 720
not been able to encourage as many people as we would like to undertake 721
it 722

723
ES: right okay 724

725
Aileen: ehhm and that could be because a certain type o f  person is 726

accessing an ICP group for certain reasons 727
728

ES: what do you mean 729
730

Aileen: that they don’t want to be advocates maybe or ehhm involved in 731
the politics a 732

733
ES: right 734

735
Aileen: o f  experiencing mental distress they want to be supported and 736

to to make friends and to have somewhere they can go and meet and talk 737
and have a pint 738

739
ES: yeah yeah 740

741
Aileen: or whatever it might be 742

Or indeed whether he did, whilst there is evidence that his family were made susceptible to the 
account, perhaps Adam, now that he has the relief that he is not loopy, is in effect ‘passing’ (Goffman, 
1963, p.92) in the other contexts invoked here.
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743
ES: so I mean 744

745
Aileen; which is fine 746

Extract 38 is indicative o f  a circle o f  lament approach. The preceding talk had been 

concerned with issues o f  advocacy and self-advocacy amongst people with 

psychiatric diagnoses. Throughout the interview Aileen seemed reluctant to fully 

endorse a peer advocacy approach, instead favouring trained advocates, and indeed 

advocating herself for relative’s advocates. In the im mediate talk prior to extract 38, 

Aileen had talked about encouraging ICP members to becom e advocates.

In line 720, Aileen asserts that the ICP has been unsuccessful in encouraging people 

to become advocates. Interestingly, this failure is attributed to the types o f people 

attending the organisation meetings rather than any failing on the part o f the 

organisation itself (lines 726-8)^^.

It is the next section o f  talk, (lines 731-8) which is m ost illuminating. These certain 

types o f people arc characterised by Aileen as “not wanting to be advocates...or 

involved in politics,” (lines 731-2). This then sets up lines 736-8, where Aileen 

states, “ .. .they want to be supported and to to make friends and to have somewhere they can 

go and meet and talk and have a pint”. Compare this extract of text with the operational 

defmition of a circle of lament offered by Goffman in 1963.

By forming a group, these stigmatised individuals can offer a ‘circle o f  lam ent’ to 

which the spoiled individual can “withdraw for moral support and for the comfort o f 

feeling at home, at ease, accepted as a person who really is like any other normal 

person,” (Goffman 1963, p. 32). See figure 16 overleaf

This is offered as an observation, not as a judgement.
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Aileen: The ICP Goffman: Stigmatised Groups

they want to be supported and to to make Individuals withdraw for moral support
friends and to have somewhere they can go for comfort o f feeling at home,
and meet and talk and have a pint accepted as a person who really

is like any other normal person

Figure 16: Comparison of Goffmans’ Circle of Lament and Aileen’s description 

of ICP Group members

There is a huge degree of concurrence between Aileen’s statement and that offered by 

Goffman (see figure 16). There is an acceptance that members of both groups are 

ascribed with spoiled identities. That the ICP offers a circle o f lament would appear 

to be apparent from the juxtaposition of the two extracts in figure 16. There is no 

mention in Aileen’s talk of alternative accounts, or indeed o f any account for the 

‘conditions’ o f members o f the group. The process of accounting is not a feature of 

this organisation; rather it is a focus on the spoiled identity of the person with the 

psychiatric diagnosis, and providing support for that spoiled identity. It is interesting 

to note that advocacy (which is very much a feature of ISS) is regarded by Aileen as a 

political activity and one that does not necessarily appeal to members o f the ICP. The 

political is discounted in favour o f a support structure, a support structure which 

offers lament instead of intent, and one that does not challenge notions o f rationality. 

However, as Aileen herself states in line 746, “this is fine”. The point being made 

here is twofold. Firstly, the ICP do not deal in alternative accounts, and does not 

attempt to make other susceptible to an alternative account. Rather it accepts an 

irrational, psychiatric account and offers a framework of support within this account. 

Secondly, there is a need for this sort of organisation. Not all people with diagnoses 

are going to be prepared to offer, support and maintain an alternative account.

For example, of the interviewees considered in the analysis so far in this study, Harry 

and George^"* were both regular attendees at ICP meefings (to the exclusion o f all 

other mental health SMO meetings). Whilst they demonstrated problems and issues 

with medicine and psychiatry in their talk, they were ultimately found to return to

Both Harry and George offered positive endorsements o f  the ICP in their talk.
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patient or consumer repertoires as their main way o f talking about the services. It is 

not the case that I am arguing all mental health SMO’s should provide spaces for the 

construction and verification o f alternative accounts, rather that different SMO’s have 

different roles. Some o f them challenge medical hegemony and some o f them do not. 

This does not function to make the ISS better than the ICP; surely the judges o f the 

suitability o f the organisations should be the organisation members. The point being 

made here is that there are different approaches to mental health organisations, and 

that not to challenge ‘irrationalist’ accounts o f mental health is not necessarily a 

failing on the part o f an organisation. The question that this however leads to, is what 

type of impact does the ICP have upon its members lives in comparison to the impact 

o f the ISS (as outlined by John previously, see extract 37). Whilst the ISS might offer 

an advocacy type approach, the ICP offers a support type approach; by extension the 

ISS offers its members a circle o f intent whereas the ICP offers its members a circle 

o f  lament. The ICP accepts a spoiled identity, the ISS fights to reject a spoiled 

identity. This begs the question, what of the third organisation. Mind and Spirit 

(MAS)?

Extract 39

Kevin: so we went along and it turned out to be MAS and it was huge I 969
mean it was absolutely wonderful to meet people who kinda treated you 970
as people 971

972
ES: mhhm 973

974
Kevin: and and welcomed you ehh even welcomed you because of the fact 975

that you’d had you’d had mental health 976
977

ES: mhhm 978
979

Kevin: but also gave you this huge hope that ehh you could do something 980
about it 981

982
ES: okay ehhm so what would you say the main thing that ehhm 983

involvement in MAS has done for you then 984
985

Kevin: well how does it work is it 986
987

ES: well what’s what was the sort of I mean you said it was great 988
to meet these people with common experience and everything else but 989
over the years what is 990

991
Kevin: well the first thing it gives you is hope but then it it’s a 992
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very practical programme of living ehh it works you go along to the 
meeting the meeting lasts for two hours it’s a very structured meeting 
and everybody there is asked to identify something to work on for the 
week so whatever your problems are whether its coping with rage whether 
its struggling with depression whether its coping with anxiety whether 
its trying to get realistic thoughts

993
994
995
996
997
998
999

ES: mhhm 1000
1001

Kevin: you’re given a task to work on 1002
1003

ES: okay 1004
1005

Kevin: during the week the next week you give feedback to the group 1006
1007

ES: okay 1008
1009

Kevin: on how you’ve got on 1010
1011

ES: okay okay okay 1012
1013

Kevin and then they give you another task so and the task also links 
you in with places in the community that would be helpful

1014
1015

The start o f  this extract (lines 969-76) picks up or dem onstrates the circle o f  lam ent. 

Again, com pare K evin’s talk w ith the definition offered by Goffrnan (see figure 17).

Kevin: MAS

so we went along and it turned out to be 
MAS and it was huge I mean it was 
absolutely wonderful to meet people who 
kinda treated you as people... and and 
welcomed you ehh even welcomed you 
because of the fact that you’d had you’d 
had mental health

Goffrnan: Stigmatised Groups

Individuals withdraw for m oral support 
and for the com fort o f  feeling at hom e, 
at ease, accepted as a person w ho really  
is like any other normal person

Figure 17: Comparison of Goffmans’ Circle of Lament and Kevin’s description 

of MAS Group members

A gain the norm ative elem ent o f  the group com es to the fore in K evin’s talk. The 

distinction (and it is an im portant distinction) is that the group functions to m ake the 

m em bers aware that there are other people like them, not that they are like o ther 

people. It is predicated upon acceptance o f  a spoiled identity and a m eeting o f  like
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minded others who are similarly spoiled. The sub-text is the people who had ‘mental 

health’ are not usually welcomed.

The next section o f the extract then moves the talk on from a circle o f lament and 

perhaps towards a circle o f intent. Kevin talks about a sense o f hope that was 

engendered by participation in the group (lines 980-1 and 992). In the analysis of 

extract 35 an emphasis was placed on the strong individual focus utilised by MAS. 

This individual ethos is echoed in this section of talk. The emphasis is placed, by 

Kevin, on the impact of MAS’s programme for living. This programme for living 

functions to individualise the group members, each member is asked to identify their 

project for the week and is then given a task to complete (by the group) based on their 

self-identified project (lines 992-1002). The emphasis then is on self-development, 

whereby the group members’ work on a project-of-the-self There is no talk about 

changing society, only talk about changing the self See lines 996-8, where the 

emphasis is wholly on the self, but not only that it is the self in tandem with a 

‘condition’. The ‘condition’ itself is not accounted for or problematised; rather it is 

seen as a feature o f the person, and as such, a feature of the person’s project-of-the- 

self So alternative accounts, whilst they may be a part o f a proffered solution, are 

not an explicit feature of the organisation. Susceptibility does appear as a feature in 

MAS, but it is focussed on the individual’s susceptibility to the group, not on making 

those outside the group susceptible to an alternative account. Accountability is also a 

feature. The group member is held to account at subsequent meetings after a task has 

been set (line 1006). However, this account is only offered to the group, and is again 

drawn from the self-project. It is about the self living with anxiety or depression; it is 

not about the self challenging the ascription o f anxiety or depression. Kevin alludes 

to issues o f irrationality when he states that a possible difficulty a group member 

might face is “trying to get realistic thoughts,” (line 998).

Whilst there would appear to be an element o f a circle o f lament associated with 

MAS, there is also a strong emphasis placed on projects o f the self This approach 

would appear to be stronger than was found for the ICP.
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CONCLUSION

In terms of comparing the three organisations it would appear that each organisation 

is o f a different type, and indeed that each organisation performs a different role. 

These differences are outlined in Figure 18.

ISS ICP MAS

Committee 12 service users / 
ex users

12 professionals & 
family members

Local, & national 
service users / ex 
service users

Level of Agency Chosen Caused Compatibilist

Key Role Advocacy Support Self-help

Organisational
Repertoire

Survivor Patient Consumer

Accounts offered Self Psychiatric Psychiatric/self

Figure 18: Comparison of the Three Social Movement Organisations

If anything is most striking identified in the preceding analysis it is, 1 think the impact 

that the key role of the organisation has upon the types of things it is able to offer to 

the person with a psychiatric diagnosis. Additionally the analysis has highlighted 

how the key role approach of the organisation impacts upon what types o f account are 

offered, and indeed what types of account it is possible to offer, based upon 

membership o f the different organisations.

The ISS offers alternative accounts that are voluntaristic, utilise a survivor repertoire 

and attempt to make all others susceptible to a chosen account, to understand the 

voices rather than chemically treat them.

The ICP offers no alternative account, rather it accepts a psychiatric account, which 

in turns means it accepts the causative nature of mental illness. This in turn is 

suggestive o f a patient repertoire, and indeed it would appear that group members are 

expected to accede to the professionals within the organisation. Family members or
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relatives are also in a position  o f  m ore relative pow er w ithin this organization than the 

people w ith diagnoses them selves. Susceptibility and accountability  are structured in 

this organization around m aking the service users susceptible and accountable to a 

psychiatric fram e.

Involvem ent in M AS offers the person with the psychiatric diagnosis some degree o f 

voluntarism  as an agent. It deploys a com patibilistic position, where action is 

constructed as both chosen and caused. It em ploys susceptibility  on two levels. 

Firstly, m em bers are expected to be susceptible to a spiritual or religious model. 

Secondly, m em bers outside the group are also expected to be susceptible to this 

religious m odel. In term s o f  accountability a sim ilar patter em erges. M em bers are 

explicitly held to account by the other group m em bers every w eek, but again this 

process o f  accounting is dependent upon a spiritual m odel being incorporated into the 

account.

There are issues around the categorisation or identification o f  som e o f  these 

organisations as SM Os. These issues or reser\'ations w ill be considered in chapter 

seven. How ever, the m ain im petus behind the analysis included in this chapter has 

been to dem onstrate that agency is a feature o f  collectives as well as individuals, in 

relation to issues o f  m ental health. The agentive potential o f  each organisation has 

been dem onstrated by w ay o f  a consideration o f  the m anner o f  operation and the key 

roles that each o f  these organisations set out for them selves. The analysis is not 

intended to suggest that any one organisation is any better than any other 

organisation. Judgem ents about the applicability or utility o f  these different 

organisations should be m ade by the people with the psychiatric diagnoses, the group 

members, the people w ho actively engage with these organisations. D ifferent groups 

or types o f  users react to psychiatric diagnoses in different w ays; this analysis has 

been intended to highlight how  different collectives cater to these different types o f  

reaction.

The utility o f  Barnes approach to issues o f  agency has been em pirically  dem onstrated 

in this chapter. The final analysis chapter, chapter seven, will now  consider these se lf 

same issues o f  agency in relation to the different SM Os w ork or m obilisations against 

stigma.
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C h ap te r  Seven: Social IVIovement Organisations, Stigma and Agency
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C h a p t e r  S e v e n

SOCIAL MOVEMENT ORGANISATIONS, STIGMA AND AGENCY 

INTRODUCTION

The previous chapter applied the agency and rationality analysis identified previously 

to what were broadly defined as three different social movement organisations drawn 

from an Irish context. The chapter detailed the processes o f repertoires and contexts 

in relation to agency and the broadly defined social movement organisations. It 

highlighted how agency is a part o f the collective movement organisations as well as 

individual agents and illustrated how membership o f the different movement 

organisations can be seen to impact upon the choice or availability o f different 

repertoires (namely patient, consumer and survivor repertoires). It was proposed that 

just as individual users can be seen to be drawing from different repertoires, so too 

can different organisations be seen to be drawing from different organisational 

repertoires.

In the previous chapter some reference was made to notions o f stigma, in particular to 

the work o f Goffman (1963). The current chapter will develop this Goffmanian 

stream more fully, drawing specifically from his seminal 1063 work ‘Stigma: Notes 

on the Management o f Spoiled Identity’. Reference was specifically made in the 

previous chapter to Goffm an’s (1963) notion of ‘circles o f lam ent’. It was proposed 

that circles o f lament were evidenced (predominantly) in the organisations o f the ICP 

and MAS. There may be some evidence of them in the ISS also, but it was proposed 

that the predominant ‘circles’ in the ISS was a circle o f ‘intent’ ', where agency was 

active as opposed to passive and where the ascription or acceptance o f a spoiled 

identity was resisted or rebuffed. Taking this premise o f a central difference as a 

marker for different types o f social movement organisation, another key distinction, 

borrowed from Goffman will be applied to the SMO data. This distinction is what 

Goffman elected to describe as a distinction between the ‘ow n’ and the ‘w ise’. In

' It should be noted that Goffman only identified circles of lament. Circles o f  intent are a developm ent  
of this study, based on the consideration of discourses, repertoire and levels o f  agency.
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order to do this, it is first necessary to identify and develop the ‘stigmatic frame’ as
2

proposed by Goffman in 1963 .

COFFMAN’S CONCEPTUALISATION OF STIGMA

Goffman (1963) offers a broad-brush treatment of interactionist elements of stigma, 

but he also deals specifically with several distinct ‘stigmatisers’, one of these being 

the presence of a psychiatric diagnosis. These ‘stigmatisers’ are characterised by 

Goffman as factors that result in spoiling the identity of the incumbent. It is not so 

much the process of spoiling that is a feature of this chapter, as stated in chapter one, 

this study is concerned with processes post-spoiling, in terms of reactions towards and 

against this despoiling. The primary focus in this study, in relation to Goffman’s 

work, will be placed on his writings about the types of corporate life utilised by or 

available to thos with spoiled identities. His emphasis is on the social interactions 

between those with spoiled, and those with unspoiled, identities. In this chapter the 

focus will be placed on talk about interactions between these two groups (spoiled and 

unspoiled people). However, my empirical data is drawn predominantly from only 

one of these two groups, those people who have, to borrow Goffman’s terminology, 

been spoiled. As such, the emphasis is placed on the interactions, from one side of the 

fence; in effect it is a question of ‘how do the spoiled conceive o f the spoilers’. 

However, to get to this notion of spoiled and unspoiled, attention must first be given 

to Goffman’s overall conceptualisation of the processes of stigma.

Goffman (1963) details three stigmatisable traits or characteristics.

1. Abominations of the body -  “the various physical deformities”

2. Blemishes of individual character -  “ perceived as weak will, domineering or 

unnatural passions, treacherous and rigid beliefs, and dishonesty, these being 

inferred from a known record of, for example, mental disorder, imprisonment,

2 It may also be possible here to tie Goffman (1963] into Gilbert and Mulkay's (1 98 4 )  original 
distinction between contingent and empiricist repertoires. Stigma, could be regarded as an instance of 
an empiricist catcgorisation, they are both (i.e. stigma and empiricist discourse] global. The contingent  
repertoire Gilbert and Mulkay identify can be read as the scientistically discursive instance of 
stigmatisation w hereby scientists are stigmatised for the intrusion of subjective opinion into their 
'objective' work. This point is made here simply to add credence to the use o f  an interactionist frame 
within a discursive study.
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addiction, alcoholism , hom osexuality, unem ploym ent, suicidal attem pts, and 

radical political behaviour.

3. Tribal stigma o f  race, nation and religion -  “these being stigm a that can be 

transm itted  through lineages and equally contam inate all m em bers o f  a 

fam ily.” (1963, p. 14)

I want to address the second type identified here, ‘blem ishes o f  individual character’, 

read as an inference o f  a blem ished or m arked character based on know ledge o f  a 

previous (socially construed) negative event in the persons’ life. 1 w ould argue that 

this is the ‘type’ or typification o f stigm a that is experienced by people with 

psychiatric diagnoses. That is not to say that types one and three cannot also affect 

people w ith psychiatric diagnosis, it is intended more in term s o f  the dom inant type o f 

stigm a that people will receive in relation to the existence o f  a psychiatric diagnosis. 

As such, the social situation o f  som eone with, for exam ple, a schizophrenic diagnosis, 

is that their identity will be spoiled as they are regarded as a person w ith a blem ish o f 

individual character^.

In term s o f  the three types o f  stigm a identified, for Goffm an, there is no distinction 

between these different blem ishes; that is to say, stigm a is regarded as a universal 

construct. This is evidenced in his statement “ in all o f  these various instances o f 

stigm a... the sam e sociological features are found,” (p. 15). The central crux o f  these 

sociological features, for G offm an, is that the affected individual possesses an 

“undesired differentness” in all three contexts. The focus for G offm an then is on the 

impact that this undesired differentness has upon that persons’ interactions with 

others. H ow ever, w hat I w ould argue is that the nature o f  the ‘b lem ish’ does 

determine  the nature or extent o f  the stigm a and that different ‘b lem ishes’ affect 

different levels o f  stigm a. The huge advances that are socially evident since G offm an 

wrote this w ork in 1963 in the stigm a attached to issues o f  disability, sexuality or race 

point to a conceptualisation o f  stigm a as a social project, as opposed to a universal 

social principle. This point can be supported by reference to organisations like Mad

3 It is in terest in g  that  th e  'b lem ish '  is individualised; do social m o v e m e n t s  [as a r g u ed  in chapter  six 
w^ith regard to in d iv id u a lised  m ed ica l  m ode l]  also function to l im it or c o u n ter  th e  ind iv idualiz ing  
p r o c es s  o f  th e  st ig m a tiza t io n?  T his  qu es t io n  w'ill be add ressed  later in th is  chapter.
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Pride or M ad N otion and other such organisations that have adopted the successful 

m odels used by d isab ility  rights, gay rights, or the black civil rights m ovem ents, 

where a sense o f  pride and an em bracem ent o f the spoiled identity are em ployed to 

counter social sanction and stigm a. This is not to say that the different m ovem ents 

that have adopted civil and hum an rights approaches have achieved all that they set 

out to, rather it is an endorsem ent o f  the relative success o f  a ‘righ ts’ based model and 

the m irroring o f  this type o f  approach in a mental health context.

To return to G offm an, it is his contention that the nature o f  the trait has no impact 

upon the type o f  stigm a experienced. This conclusion does not allow  for the diversity 

or the ‘type’ o f  stigm a that is effected to be considered. The preceding analysis has 

dem onstrated how  m uch o f the stigma associated w ith psychiatric diagnoses is 

m anifested via notions o f  rationality if rationality is im puted to be m issing then the 

person is prevented from  acting as an autonom ous individual. In term s o f  exam ples 

drawn from  the everyday, it m ight be the case that an individual who is stigm atised 

because o f  a period o f  tim e spent in prison for theft, w ould not autom atically be 

imputed to be irrational (although they may be prevented from  acting autonom ously, 

i.e. bound to attend a probation officer). Similarly, som eone w ho is unem ployed is 

not necessarily im puted to be irrational'' (but again, if  they w ish to receive state 

benefit, they are required to attend the social welfare office to claim  their entitlem ent). 

The point here is that there is basic underlying principal o f  stigm atisation that serves 

to label as irrational any and all people with a psychiatric diagnosis, (regardless o f  

circum stance) that does not necessarily apply to other stigm atised groups (such as ex

convicts or the unem ployed). So whilst autonom y (or a lack thereof) m ay be a part o f  

the social process o f  stigm atisation, it would seem that it is predom inantly  only in the 

context o f  m ental health  and illness that a judgem ent m ay be m ade in regard to the 

rational qualities o f  the ‘spoiled’ individual. The processes surrounding this 

judgem ent have been expounded in the previous chapters, particularly  in relation to 

the notions o f  m utual accountability  and mutual susceptibility.

Drawing from  these processes 1 contradict Goffman and assert that the nature o f  the 

blem ish does directly determ ine the nature or extent o f  the stigm a. The eight spoilers

This would be dependent upon the account they are able to offer for being unemployed.
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identified by Goffman^ are m ental disorder, im prisonm ent, addiction, alcohiolism, 

hom osexuality, unem ploym ent, suicidal attem pts, and radical political behaviour. O f 

these eight spoilers, four have a contem porary rooting in pathological m edicine (this 

may have been a developm ent since Goffm an w rote the book in 1963). M ental 

disorder, addiction, alcoholism  and suicidal attem pts are all now  seen to be part o f  a 

medical canon, behaviours that can be readily interpreted and understood in term s o f 

pathology. Indeed m ental disorder, addiction, alcoholism  and suicidal attem pts can 

all be readily collated under the um brella o f m ental health (this is a developm ent that 

echoes A rm strong’s (1984) argum ent regarding the expansion o f  the m edical gaze). 

By extension it would seem  these four stigm atisers or spoilers can broadly be read as 

being founded upon an ascription or assum ption o f  a lack o f  rationality (invoking 

unpredictability and ultim ately a lack o f  autonom y). O f the eight originally  listed, this 

leaves im prisonm ent, hom osexuality, unem ploym ent and radical political behaviour. 

It is o f further interest that o f  these rem aining four, hom osexuality  has been de- 

m edicalised/de-pathologised since the tim e o f  G offm an’s w riting in 1963, and it could 

be argued, has also enjoyed relative de-stigm atisation follow ing this process o f  de- 

medicalisation. This then leaves three o f  the original list that do not currently have, 

nor did they previously have, a medical or pathological basis, these three being 

imprisonment, unem ploym ent and radical political behaviour (although it should be 

noted the history o f  all three o f  these ‘types’ is littered w ith tales o f  the association or 

ascribed association betw een the activities and underlying pathologies). It m ay be 

stretching the argum ent som ew hat to state that all o f  the blem ishes o f  individual 

character identified by G offm an are underpinned in som e w ay shape or form by 

intrinsic pathologies, but it is not a stretch to state that the expansion o f  the clinical 

gaze has m ade ‘rationality’ and ‘irrationality’ a feature o f  these blem ishes. As such, it 

becomes possible to argue the stigm atic characteristics o f  m ental ‘illness’ are 

attributable to issues o f  rationality  and irrationality and that this then im pacts upon the 

agency (or potential agency) o f  the identified person (this is the fram ew ork as 

developed in the preceding chapters).

To summ arise, the stigm atisation o f  people w ith a psychiatric diagnosis is due to a 

fundamental ascription o f  a lack o f  reason, and the subsequent unpredictability and

5 It should be noted  that  this  list o f  sp o i lers  is included, by  Goffman, as e x a m p les ,  th e y  are not  in tended  
as an exhaust ive  list.
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unknowability that this ascribed lack of reason gives rise to leads to the stigmatisation 

o f these people^. Barnes and Bowl (2001) echo this view when they argue that much 

o f the stigmatisation o f ‘madness’ is due to a “sense o f unpredictability, lack o f 

control and apparent lack o f rationality in behaviour,” (p.6). They go on to add, “this 

fear [on the part o f the ‘general public’] can lead to exclusion and rejection,” (p. 6). 

Again, processes o f exclusion and rejection have been demonstrated in terms o f the 

interview material analysed in the preceding chapters. It is not a prerequisite o f this 

study to establish that people with a psychiatric diagnosis are stigmatised (after 

Goffman 1963, Barnes and Bowl 2001, Crossley 2002 and others, this can be taken as 

an a priori assumption) rather, this study is concerned with studying the nature o f 

these stigmatisation processes.

However, the focus on these processes is to be located at the end o f the collective as 

opposed to the level o f the individual. The micro-analysis proffered in chapter four 

has already expounded upon the individual processes, in terms o f repertoires and 

contexts. The current chapter is concerned with the corporate or group processes 

involved and should be read as a progression from the previous chapter which 

analysed SMO discourses. It is argued that the consideration o f different 

organisations is a valid means o f accomplishing this. However, before considering 

specific aspects o f the stigma o f mental illness a supporting statement for Goffman is 

required. He was right to identify an element o f universality in terms o f stigma; in 

that stigma is a product o f the collective. It does not originate nor reside in any on 

individual rather it is constituted by way o f discourses o f the collective (in effect it is 

socially constructed). This is why it is better regarded as a social project as opposed 

to a universal social principle. If it is regarded as a social project, it allows for a 

consideration of the different stigmatic and counter-stigmatic discourses that arise out 

o f these social projects. By constituting it as a discourse, stigma becomes fluid and 

malleable, or if not malleable, at least contestable.

* Goffman provides the short-hand answer, he was not interested in the processes or underpinnings of 
stigmatization, w hat 1 am addressing here is the unique characteristics of stigma associated with 
psychiatric diagnoses, Coffman's pallet was a broader one.
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DIFFERENT SOCIAL MOVEMENT ORGANISATIONS

Three different possible types o f  m ental health organisation were identified in the 

previous chapter^. A question arises as to w hether all three o f  these different 

organisations can be accurately bracketed as part o f  a m ental health ‘services users’
o

N ew  Social M ovem ent (N SM  ). This issue will be dealt w ith later in the chapter, but 

for now, let it be assum ed that the definition o f  the three groups as com ponents o f  a 

generic mental health ‘service u ser’ N SM  is unproblem atic. To return to Barnes and 

Bowl (2001) they argue that “the articulation o f  their own identity is a key goal o f  the 

user m ovem ent,” (p. 140). They go on to argue that “the stigm atised identity o f 

‘mental patient’ has led m any to em phasise the norm ality  o f  psychological distress 

and to link this to the com m on experience o f  stress w ith w hich m ost people are 

fam iliar,” (p. 140). Again this argum ent echoes the analysis o f  the previous chapter, 

particularly in relation to the survivor m ovem ent (the ISS) where John posited 

counter-psychiatric discourses. However, the m ost im portant points to be addressed 

at this juncture are firstly, the role and im portance o f  notions o f  identity, particularly 

stigmatised identity, and secondly, the im portant role that different orientations to the 

stigmatised identity can and does play in term s o f  the different m ental health  SM O ’s 

considered in this study. Regardless o f  the m edical or psychiatric orientation o f  the 

different organisations, they w ould all dem onstrate an aw areness o f  issues o f  stigm a 

and engage in activities designed to counter either the stigm a or the social 

effects/consequences o f  this stigm a, (at either a social or individual level). A t this 

stage o f  the chapter it is argued that this criterion is enough to qualify these different 

organisations as constituent m em bers o f  a m ental health N SM . Crossley (1999a) in 

talking about the activities o f  SM Os states that “som e m ovem ents have sought to 

bring about direct change w ithin their own local and/or m ovem ent com m unity. They 

have initiated experim ents in social practice,” (p. 809). It is argued here that national 

and local anti-stigm a cam paigns by the ICP and MAS^ are enough to qualify them  as 

part o f a m ental health new  social m ovem ent. The key point is that the m ovem ent

’’  It should  be  noted  that  th e se  p r o p o s e d  ty pes  are not  in te n d e d  to  be  an ex h a u s t iv e  list; rather  they  
are a typification o f  the  three  o rg a n isa t io n s  a c ce sse d  for th is  particu lar study.
® For the rest  o f  this ch a p ter  it will  be  a s su m e d  (u n le ss  s ta ted  o th e r w is e )  that  th e  org a n isa t io n s  be ing  
discussed  are c lassif ied as part o f  this u ser  N e w  Social M o v em e n t  O rgan isa t ions  (NSM). T hey  will  be  
referred to via the  acro n y m  SMO/SMOs.
^That is to say, both  surv ivor  and n on -su rv ivor  organisa tions .  T h e se  a n t i -s t igm a cam paigns m ay not  
quite be ex pe r im en ts  in social practice,  but they  are a t tem p ts  to affect s o m e  leve l  o f  change  w ithin  
society.
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orientation or the movement repertoire directly impacts upon how far that movement 

is able to go in order to counter the stigma, i.e. striking a delicate balance in that it 

cannot reject a medical pathology, but it can reject discrimination based on the 

presence of that pathology. But the refusal to reject the underlying medical model can 

be seen to directly impact upon both what the organisation is able to do, and what the 

‘members’ of the organisation are able to do'^’. The analysis will demonstrate that 

there is a correlative interplay between the general discourses o f the SMO itself and 

both the discourses and the repertoires used by those in the mental health field.

SOCIAL MOVEMENT ORGANISATIONS AND STIGMA

The rationality or ascribed irrationality o f a person is, I argue, the site o f the ascription 

o f stigma. If people with psychiatric diagnoses can show themselves to be rational, 

then it should follow that they are not stigmatised for their psychiatric diagnosis. This 

might be the case in terms of a consumer who adheres to the prescribed treatment 

regime, i.e. continues taking their tablets and co-operates with the psychiatrist, in 

effect they are managing their diagnosis so that they can ‘pass’ as ‘normal’. At the 

level of an ideal type scenario what this approach amounts to is an acceptance o f the 

spoiled identity, but an acceptance based on reciprocity, the consumer manages their 

condition (or is able to ‘pass’ on their diagnosis) in return for inclusion and 

acceptance. In a survivor context (again in relation to ideal types) it involves 

confronting the stigma and rejecting it through processes intended to demonstrate the 

inherent rationality of the person. Again, this runs counter to Gofftnan’s thesis. For 

Goffinan once the blemish or trait has been identified and applied, the persons’ 

identity is spoiled. Goffrnan’s conclusion is that their identity, once spoiled, will 

always be thus. However, if  we consider stigma as a collective discourse, it becomes 

possible to identify pockets o f resistance, employing different strategies to counter the 

stigma. Just as the collective can ascribe stigma, so too can alternative sub-collectives 

resist stigma. It is in this context that I want to consider mental health social 

movement organisations (SMOs). The circles o f lament cited fi"om Goffinan in the 

previous chapter provide a link between collectives or groups and processes of 

stigmatisation. The notion o f circles o f lament is the means by which Gofftnan’s 

work can be applied to mental health SMOs.

As previously stated this relationship is a correlation, the data and analysis offered here does not 
allow for a causal or directional conclusion between SMO and SMO member to be drawn.
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SOCIAL MOVEMENT ORGANISATIONS, STIGMA AND SPOILED 

IDENTITIES

Goffman (1963) does mention the collective potential and collective activity o f groups 

o f people with ‘spoiled’ identities. He says:

“In the sociological study o f stigmatised persons, one is usually 

concerned with the kind o f corporate life, if  any, that is sustained by 

those o f a particular category. Certainly here one finds a fairly full 

catalogue o f types o f  group formation and types o f  group function,”

(1963, p. 33).

This is an explicit statement that qualifies processes o f  stigmafisation as collective as 

opposed to individual processes, it identifies the corporate nature o f the life o f the 

stigmatised and emphasises the need for alternative collectives once access to the 

‘norm al’ population has been withdrawn or denied. There are two key points to be 

taken ft’om Goffm an’s observation that the study o f  this ‘corporate life offers 

catalogues o f group formation and function’. It is a focus on group function that will 

be the primary focus on SMOs in this chapter.

This notion o f corporate lives is utilised by Goffrnan to introduce the concept of 

circles o f  lament. W hilst the validity o f these ‘circles’ is accepted, it is also contested 

that it is possible to move this corporate focus beyond these ‘circles’, or indeed to 

relocate these circles as active (as opposed to passive) constructs, i.e. circles o f intent. 

So the proposed development is two fold, firstly to incorporate a more active 

understanding o f  these ‘circles’ (as was developed in the previous chapter) and 

secondly to extend the focus o f  the corporate life approach advocated by Goffrnan.

For Goffrnan the social world can be split into two types. The stigmatised and the 

‘norm al’. He asserts that the corporate life o f the stigmatised within these two types 

(i.e. normal corporate life and stigmatised corporate life) is a central concern for 

sociology. His primary interest is in the processes o f  interaction between the normal 

and the sdgmatised. He characterises these interactions in terms o f three types, these 

being the world o f  the ‘norm al’, the world o f the ‘ow n’ and the world o f the ‘w ise’. I
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want to apply these concepts o f the ‘own’ and the ‘wise’ to mental health SMOs in 

order to consider what role and function ‘own’ social movements and ‘wise’ social 

movements offer people with psychiatric diagnoses.

Role and Function o f ‘OWN’ and ‘WISE’ Movements

As indicated previously, the main goal of this chapter is to consider the different types 

o f group function that can be delineated from the different SMOs discussed in the 

previous chapter. This is being carried out in order to bring to bear the conclusions of 

the preceding chapters in relation to notions o f agency, rationality and repertoire 

choice. To return to the concepts o f own and wise, Goffrnan outlines these concepts 

in relation to issues o f representation. Both the own and the wise are members of a 

stigmatised category. ‘The own’ are those individuals who share the stigma of the 

spoiled individual. They have personal knowledge o f what it is like to have this 

particular stigma. By forming a group, these stigmatised individuals can offer a 

‘circle of lament’ to which the spoiled individual can “withdraw for moral support and 

for the comfort of feeling at home, at ease, accepted as a person who really is like any 

other normal person,” (Goffrnan 1963, p. 32).

The second group identified by Goffrnan (1963) are ‘the w ise’. These people are 

described “as normal, but whose special situation has made them intimately privy to 

the secret life o f the stigmatised individual and sympathetic with it, and who find 

themselves accorded a measure o f acceptance, a measure o f courtesy acceptance in 

the clan,” (p. 41). Gofftnan goes onto to offer two primary constituent categories of 

‘the wise’. Those who are ‘wise’ through working with the stigmatised and those who 

are wise through a personal relationship with the stigmatised person, .thus the loyal 

spouse of the mental patient [is]...obliged to share some o f the discredit of the 

sfigmatised person to whom they are related,” (p. 43).

This distinction between the own and the wise can be evidenced in mental health 

social movement organisations. Organisations that are typically described as survivor 

organisations should be regarded in this context as ‘own’ SMOs. They are run by and 

for people with psychiatric diagnoses, and as such, membership is usually contingent 

upon a past or current psychiatric diagnosis. Mental health professionals would not 

typically be involved in any organisational capacity within these SMOs.
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With regard to ‘wise’ SMOs, I would argue that these are what are typically described 

as consumer SMOs. Typically mental health professionals, and/or relatives of the 

people with the psychiatric diagnoses will run these organisations. User involvement 

in an organisational capacity will be minimal within these consumer or ‘wise’ SMOs. 

However, it is ‘service users’ that are the focus o f the group activities. I would argue 

that these types o f wise SMOs can be described by reference to what Crossley (2002) 

describes as “the more patemalistically inclined groups,” (p. 65). Patient 

organisations would also typically be described as ‘wise’ organisations.

The different types o f organisation, e.g. user led or professional/family led 

organisations take very different positions with regard to their strategies for 

combating stigma. For example, as touched upon in the previous chapter, patient and 

consumer SMOs can be shown to accept the biomedical basis (or if  not accept, neither 

do they reject it). In terms of an audit of Irish mental health organisations it has been 

demonstrated elsewhere (see Speed, 2002) that they are primarily founded in a 

biomedical frame or context.

For example. Schizophrenia Ireland would have no ‘service user’ representation on 

their executive committee (personal communication). The Mental Health Association 

o f Ireland, must (by the terms of its constitution), have a representative from each of 

the existing health board regions, on its board o f directors (MHAI 2003). Other 

organisations, such as AWARE or Recovery Inc., all accept the biological basis of 

mental illness. To quote the AWARE ‘aims and objectives’, the organisation state 

that it aims to ‘promote research into the biological, psychological and social aspects 

o f depression’, (AWARE 2003). Recovery Inc. state that the organisation ‘does not 

supplant the physician. Each member is expected to follow the authority of his own 

physician or other professional’, (Recovery Inc. 2003). The MHAI, in their mission 

statement say that ‘a ll.. .activities of the Association are run in close co-operation with 

the psychiatric services and with the support and backing of the Department of Health 

and the Regional Health Boards’ (MHAI 2003), (see Speed, 2002, for a fuller 

discussion of these specific organisations).

Contrast this context with the type of material offered by survivor organisations. The 

Cork Advocacy Network (CAN) state that their vision is;
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“To live in a society where persons coping with emotional difficulties are 

treated with dignity and respect and receive the level o f support which will 

enhance their quality o f life and enable them to live and work in the 

community as equal citizens,” (Cork Advocacy Network, 2003)

They talk about combating stigma (in relation to notions o f equal citizenship) and 

elect to refer to emotional difficulties as opposed to mental illness. They then move 

on to discuss their objectives, the last o f which is listed as “to work in partnership 

with the health boards, departments of health and all service providers to achieve our 

vision and objectives”, (Cork Advocacy Network 2003). They do not talk about co

operation with the psychiatric services, or not supplanting physicians, they talk about 

a partnership aimed at realising their organisational goals (this is an important point), 

by stating that the objective is to arrive at their vision (not the health professionals) 

i.e. they retain responsibility for their social situation. Similarly the UK based 

organisation, the Hearing Voices Network talk about bringing about change in a way 

that allows for “de-stigmatising the experience, leading to a greater tolerance and 

understanding”. This can be achieved through promoting more positive explanations 

which give people a more positive framework for developing their own ways of 

coping and by raising awareness about the experience in society as a whole,” (Hearing 

Voices Network, 2003)” . Again the focus is placed on people ‘developing their own 

ways of coping’, in effect taking responsibility for their social situation, whilst at the 

same time addressing generally low levels o f social awareness o f the situation. This

brief analysis is intended to highlight the different positions it is possible to
] 2extrapolate out from the discourses used by the respective organisations.

To return to Goffrnan, in terms of a comparison o f the three movements previously 

analysed, their structures if considered in light o f this ‘own’ and ‘wise’ distinction are 

demonstrated in figure 19. This figure is a duplicate of figure 18 offered at the end of 

the previous chapter, to which an additional element (that o f group fiinction) has been

'' It would be argued that websites provide appropriate data for this type o f  discussion given the current 
study’s focus on discursive representations o f  mental health and SMOs.

The organisations analysed in this thesis (e.g. SUU, ICP, ISS and MAS) may or may not be included 
in this precis o f  Irish SMOs. It is not possible to confirm this without compromising the anonymity o f  
the interviewees.
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added. It can be seen that the ISS would be categorised as an ‘own’ group, the ICP as 

a ‘w ise’ group and MAS as a combination o f both ‘own’ and ‘wise’ characteristics or 

traits. These differences are illustrated in figure 19.

ISS ICP MAS

Committee 12 service users / 
ex users

12 professionals & 
family members

Local & national 
service users / ex 
service users

Level of Agency Chosen Caused Compatibilist

Key Role Advocacy Support Self-help

Organisational
Repertoire

Survivor Patient Consumer

Accounts offered Self Psychiatric Psychiatric / self

Group function Own Wise Wise / Own

Figure 19: A (re)comparison of the 3 Social Movement Organisations

Figure 19 shows how the different SMOs are constituted. ‘Own’ organisations are 

run by and for people with psychiatric diagnoses (sometimes exclusively but not 

necessarily) whereas professionals or relatives of people with psychiatric diagnoses 

run the ‘wise’ organisations and are involved in the ‘own/wise’ organisations.

Putting aside the compatibilist ‘own/wise’ combination, for clarity’s sake 1 will 

consider the types by way o f a two-way typology, i.e. ‘own’ versus ‘wise’. This 

discussion does not however preclude the possibility of such combinations o f the two, 

as are identified in figure 19. The implications of these two different approaches are 

broad ranging, but the particular aspect I want to talk about here is the effect that this 

organisational structure (i.e. an ‘own’ organisational structure versus a ‘wise’ 

organisational structure) can have upon strategies applied by these different groups 

towards issues o f social stigma associated with a psychiatric diagnosis.
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‘O wn’ and ‘W ise’ Movement Approaches to Stigma

Mental Health SMOs are specifically concerned with post-spoiled identities. These 

organisations are social movement organisations, meaning they must be tiying to 

effect a degree of social change at some level (this can be small or large scale 

change). Often the focus of these attempts at social change is the combating or 

countering o f stigma and prejudice. 1 would argue that the main strategy utilised in 

these struggles against stigma are best described as different processes o f assimilation 

or integration.

Assimilation and Integration

Notions of assimilation and integration are o f central importance when considering 

processes o f stigma. However, I want to argue that assimilation and integration are 

intrinsically different constructs and the nature o f this difference is the role that 

spoiled identity can play in the construction of an assimilation strategy or an 

integration strategy.

Assimilation: The action o f making or becoming like; the state of being 

like; similarity, resemblance, likeness. (Oxford English Dictionary,

2003)

Integration: The bringing into equal membership of a common society 

those groups or persons previously discriminated against on racial or 

cultural grounds. (Oxford English Dictionary, 2003)

Integration is a fundamentally different concept from assimilation, because integration 

is contingent upon the acceptance o f a spoiled identity'^. It is passive on the part of 

the discriminated group because it relies upon the actions of others (i.e. a common 

society). Assimilation, on the other hand, does not necessarily rely upon an ascribed 

spoiled identity. It can be read as a more proactive strategy and is not necessarily 

reliant upon the actions o f others. For example. Bill can make himself like any other 

‘normal’, either through taking his medication and managing his ‘condition’ (a 

consumerist approach) or through resisting his spoiled identity and asserting that his

It should be noted that this discussion o f  integration versus assimilation is specifically related to 
‘ow n’ and ‘w ise’ SM O ’s, within the confines o f  this specific study.
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Type of group Action Identity

ICP Integrative

Patient
(wise)

Acceptance of... Spoiled identity

MAS Integrative

Consumer
(wise)

Management of... Negotiated identity

ISS Assimilative

Survivor
(own)

Assertion of... Repaired identity

Figure 20: Different groups characterised in relation to Strategy, Type, Action 

and Identity

Figure 20 details the types of SMOs, the action they can take with regard to their type 

and the correlation between these actions and their members’ social identities. For 

example, the patient group is founded upon an acceptance of the patient repertoire and 

is therefore more predisposed towards passivity (in a psychiatric sense) in group 

members, so that the spoiled identity is seen as an integral part of their identity (as 

evidenced in the phrase “I am a schizophrenic”). Compare this spoiled identity then 

with the repaired identity of the survivor where the phrase may be “I am a voice 

hearer.” The consumer, somewhat problematically, sits astride the two fences. Their 

identity is negotiated as ‘acceptable’ based on their acceptance of the medical model 

and their careful management o f their ‘condition’ through adherence to a medical 

treatment regime. As such, it is concluded here that patient and consumer
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organisations can essentially be described as ‘wise’ organisations'^, whilst survivor 

organisations can be legitimately regarded as ‘own’ organisations. This conclusion is 

corroborated by the data analysis which was included in the previous chapter.

Across these two different contexts we are seeing different projects being played out. 

For the ‘wise’/consumer SMOs the dominant discursive focus may well means that 

the focus is on the individual. The model that emerges from this discussion is one 

where the onus is on the stigmatised persons to change themselves or manage 

themselves in order to be allowed to re-enter the world o f the ‘normals’. Examples of 

this process would be employment-training schemes or increased levels of 

professional and social support outside of the hospital. The focus for change is 

initially at a local and an individual level, through management and medication, the 

person can be as full a member o f ‘normal’ society as anyone else. So whilst there is 

a focus for social change, (the de-stigmatisation of people with psychiatric diagnoses), 

this de-stigmatisation is dependent upon an acceptance o f the psychiatric model.

Conversely, I would argue that ‘own’/survivor SMOs reject many o f these conditions. 

Many survivors talk about wearing their diagnosis as a badge, as a means of 

combating levels of attendant social stigma that are often regarded as an inherent 

feature of their diagnosis. Whilst members of ‘wise’ organisations may seek to 

change themselves (through a treatment regime) members o f ‘own’ organisations seek 

to change society. They do this by openly describing themselves as a person with a 

psychiatric diagnosis (i.e. they do not attempt what Goffinan (1963) has described as 

passing), and by subsequently demonstrating that far from debilitating them, this 

diagnosis actually makes them stronger. Thus they may reject a spoiled identity and 

the attendant concessions that adherence to treatment for this spoiling might bring and 

instead seek to have society recognise and assimilate them based on a full knowledge 

of their stigmatiser. They do not seek acceptance for their stigma, they seek 

acceptance for themselves within the discourse of everyday agency (as outlined in 

chapter six) that is as rational beings, able to live independently, work 9-5 etc.

A s previously intimated this distinction is applied for the sake o f  clarity with regard to the bigger 
argument being made, it is not intended to simplify or essentialise the idiosyncrasies o f  the different 
groups, rather it is being utilised to typify them for ease o f  argument.
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ANALYSIS

Having established the own and the wise credentials o f  the different organisations 

included in this study, I want to offer a few exemplars, drawn from the data, which 

highlight or evidence these own and wise distinctions as processes. W hilst these 

examples are drawn from the interview data, 1 do not propose to analyse them in the 

manner that I have in previous chapters. Their inclusion here is intended to be 

illustrative as opposed to analytical. In the first instance the extracts provided below 

are offered as evidence o f  different approaches to stigma, or stigmatising situations. I 

will start with an extract drawn from the interview with Harry. It should be noted that 

Harry was a m em ber o f  the TCP. This organisation is characterised as a ‘wise’ 

organisation; extract 40 is presented below.

Extract 40

Harry; okay ehh I went to the pub with a guy from from my house and he ehh 1041
1042

ES: are you in a shared house 1043
1044

Harry: I ’m in a shared house yeah 1045
1046

ES: okay yeah 1047
1048

Harry: and ehhm when I mentioned that I had a mental illness he ehh I 1049
didn’t use the word schizophrenia 1050

1051
ES: right 1052

1053
Harry: mental illness depression I said 1054

1055
ES: right 1056

1057
Harry: ehhm he he looked very nervous [laughs] and he then he asked what 1058

was the illness ahh ehh and immediately I knew 1059
1060

ES: yeah yeah 1061
1062

Harry: his reaction that ehhm he he he seen it as ehhm as ehh quite a 1063
threatening dangerous thing so 1064

1065
ES: right 1066

1067
Harr>': so I said you know I played it down 1068

288



In this extract, Harry details an encounter he had with a flatmate in the pub regarding 

his psychiatric history. There is a key strategy of passing utilised by Harry in this 

interaction. He does not ‘admit’ his full diagnosis; indeed he even goes so far as to 

offer a different (more acceptable?) diagnosis o f depression as opposed to 

schizophrenia. There is a large degree of management o f the situation, to the extent 

that the full extent o f Harry’s diagnosis is not revealed to the flatmate. Harry plays 

down the extent o f his diagnosis in an attempt to pass as less ‘abnormal’ in the context 

o f his disclosure regarding his mental illness. That is to say, by disclosing a degree of 

mental illness (i.e. generic term of mental illness coupled to pathological diagnosis of 

depression) Harry tries to limit the extent to which his identity will be spoiled. Whilst 

he exercises control over the extent of the disclosure, this control is exercised as a 

means of limiting negative sanctions as opposed to promoting a positive self-image. 

The import of this control issue is that it identifies the extent to which social power is 

ceded by Harry towards the flatmate, Harry attempts to limit his disclosure in the hope 

that this will limit the disdain o f the actor in the interaction, thus putting Harry on a 

lower social footing than the other actor. This is an integrative strategy in that Harry 

accepts he is different (and an unequal actor in the interaction) but he attempts to 

manage the extent of the inequality by virtue o f a less than truthful disclosure o f his 

‘condition’. This disclosure functions to spoil him, but only to a degree, and it is 

suggested that this degree of spoiling is far lesser than would be the case were the full 

diagnosis of schizophrenia to be imparted.

The next extract 1 want to consider is taken from the interview with John. Compare 

the way in which stigma is talked about and managed in terms o f John’s talk versus 

Harry’s talk.

Extract 41

John: an that’s what we try to do in the the in the early days o f the 1402
of the survivor movement * w e we focussed ourselves narrowly I 1403
would argue narrowly we stayed excluded ourselves we talk about stigma 1404

1405
ES: mhhm 1406

1407
John: 1 1 would argue that we are one o f the biggest causes o f our own 1408

stigma is the very fact that we've hid away 1409
1410
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ES: mhhm 1411
1412

John: the very fact that we've accepted that we've accepted the very 1413
fact that we've we've never spoke out about where we're coming from 1414

1415
ES: mhhm 1416

* some content omitted for purposes o f  anonymity

Harry’s attempt at integration fits into the rubric outhned by John in extract 41 above. 

John attributes much o f the stigmatisation of people with psychiatric diagnoses to the 

fact that they have hidden away (much in the same way that Harry hid behind a 

diagnosis o f depression). The fact that Harry hid behind this depressive diagnosis did 

not allow him to speak out on where he was coming from, rather, as already argued, it 

ceded all o f the power to the (potential) stigmatiser. The previous chapter, where 

John talked about his organisations’ interventions with Adam and his family, would 

be an example o f the alternative, assimilative strategy that John alludes to here, an 

alternative strategy that serves to de-stigmatise, or un-stigmatise that which is the 

spoiler.

The utility o f these two examples o f stigmatic strategy is to make the argument that 

the stigmatic strategy of the organisation (which is intrinsically linked to the 

orientation o f the organisation, i.e. ‘own’ or ‘wise’) is related to the 

discourses/repertoires that members draw from and consequently that the interplay 

between their own position and the SMO position combines to affect their overall 

‘take’ on the diagnosis or condition which they are regarded as possessing. Harry 

takes a line that attempts to manage or pass his diagnosis as being less than it is (a 

depressive diagnosis can be neurotic as opposed to psychotic and it can be argued is 

more socially acceptable than schizophrenia, if  there is what is perceived to be a 

legitimate account for it’s occurrence, such as bereavement or loss of employment). 

The point here is not in relation to the specific instances recounted or related, the 

focus is on the way in which these instances are related, John is comfortable with a 

repertoire which allows him to challenge stigmatisation, Harry is not. Patients or 

consumers are only able to utilise spoiled or managed identities when talking about 

their diagnoses, because these are the repertoires that are open to them, they cannot 

draw from notions of repaired identities because they are not as familiar or 

comfortable enough with the repertoire due to the fact that the SMO they are involved
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with (and their own position) draws primarily from a frame which does not critique 

the psychiatric basis of mental illness, i.e. they are involved with an ‘own’ 

organisation and they draw from patient or consumer repertoires. Two more 

examples are drawn from the interview transcripts to illustrate this point

Extract 42

ES: right okay ehhm I think you said earlier that you thought it was 1313
ehhm it wasn’t just medical there was a a sort o f  mental side to it as 1314
well like you don’t 1315

1316
George: like a like an imbalance a chemical 1317

1318
ES: well would you go along with that 1319

1320
George: well the medication they’re giving me I seem to 1321

be fairly well on it you know like plus I’m a bit older as well and I’m 1322
able to do I don’t know it slows things down you can think things through 1323
the doctor one o f the doctors a doctor XX actually I was he was one o f 1324
doctor Y Y ’s I was fairly obnoxious to him but ehh he 1325
said look why you just don’t co-operate with me in a year whatever you’ll 1326
have a place of your own and you’ll be able to cope and things will be 1327

__________ okay and all whatever I listen to him I remember him now saying that________ 1328

It is apparent from George’s talk here that he has accepted a medical explanation for 

his condition and is acceding to the psychiatrists’ demands. The offer o f an improved 

situation is the carrot that is dangled for George, in relation to his acceptance of a 

spoiled identity, and George buys into this spoiled identity on the understanding that 

his situation will improve. It is argued here that this extract o f talk shows the 

symbiosis between organisation membership and individual position. George’s 

ultimate position is affected by the organisation he is involved with (in this case the 

ICP), and the organisation he is involved with is affected by his postion. In order to 

talk about his situation he can be seen to be drawing from the same repertoire that his 

organisation (the ICP) draws from, this is the one he is most familiar with. This type 

of conclusion is unique in relation to a study o f discourse about mental health because 

of the underlying issues o f disempowerment attendant with being ascribed an 

irrational status. To clarify, the discourses and repertoires espoused at ICP meetings 

(see analysis in last chapter regarding Aileen) echo what George relays he was being 

told by the psychiatrist in the extract above. All o f this ‘advice’ combines to leave

291



George with a narrowed repertoire opportunity, and it is one that favours the 

conventional psychiatric approach.

This conclusion, in turn, then begs the question of how people come to be involved in 

survivor SMOs. This conclusion highlights the processes of stigmatisation or the 

acceptance or rejection of a spoiled identity that interplay between a person’s 

individual experience and membership of different SMO’s can foster, and the 

attendant impact that can have on an organisation members understanding of what 

they can and cannot do. It is not the intention to attribute all of George’s actions to 

his involvement with the ICP, this would serve to unrealistically portray the ICP as an 

omnipotent entity. However, the account that is put forward by the ICP, where mental 

‘illness’ is a caused behaviour that is best treated by way of psychiatric medication 

and compliance with mental health professionals, is an account that George can be 

seen to construct his own interpretation of his social situation, and by implication 

then, is a position which he is willing to accept. The price of this acceptance is that 

his identity then becomes spoiled and he must move, socially, to militate against this 

spoiling. This process is accomplished by him accepting that he must manage his 

‘condition’ through a process of medication and compliance.

Essentially the argument being made here is that the complexity of the process, as 

outlined in the previous analytical chapters can be seen to be brought to bear on the 

repertoire utilised by person with a psychiatric diagnosis (specifically in regard to 

notions of stigma). The movement organisation, the repertoire, the level of agency 

associated with the different repertoires and the attribution of causation relative to 

processes of accoimtability and susceptibility can all be seen to be played out in terms 

of how the interviewees talk about their identity (spoiled or otherwise) and reactions 

to stigmatising or potentially stigmatising encounters. Compare John’s talk (below) 

with the previously analysed talk of George and Harry.

-*

Extract 43

John: ehh diagnosis means nothing I don't even really I I  don't 146
actually believe that it exists I don't even actually believe there's 147 
any scientific proof to 148

149
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ES: okay 150
151

John; back up a diagnosis of schizophrenia ehh it's a process o f the 152
medical model 153

154
ES: mhhm 155

156
John; and the medical model is a reductionist model so therefore ehh 157

it's it's ehh I suppose it's an easy way of them tagging a label onto 158
somebody 159

160
ES; yeah yeah 161

162
John; I would have had a lot of problems with psychiatrists trying to 163

battle my way through staying off medication 164
165

ES; okay 166
167

John; and I'd have a lot of problems around persuading them that I had 168
1 had a lot of problems around ehh educating them that 169
medicine wasn't an answer 170

171
ES; mhhm 172

173
John; that it wasn't didn't play a part even part of the answer you 174

know that there was a whole lot of other basic components that were 175
they were missing completely like instead of looking at some 176
sort of a brain disease or a biological disease that it was actually an 177
emotional distress they were dealing with or or 178

179
ES; mmh 180

181
John; they never took time to listen what cause what the life events 182

what the history was f, 183
184

ES; yah 185
186

John; there was no time spent on that there was more time spent on 187
trying to educate me to bee become compliant 188

Whereas George and Harry follow an integrationist line, which involves them 

acceding to the psychiatric model, what John puts forward here is an assimilationist 

position that questions the position of the psychiatrists and posits an alternative that is 

all about the psychiatrists acceding to his viewpoint and accepting him as he is, it is 

about making the psychiatrist to be like him, as opposed to him making himself into 

what the psychiatrists want, it is an assimilationist strategy as opposed to an 

integrationist strategy.
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So whilst the two disparate groups have different targets and different political and 

social processes o f  achieving these targets, their end goal is fundamentally the same, 

albeit the focus o f  change is fundamentally different. ‘OwnVsurvivor SMOs can be 

regarded as seeking assimilation based on issues o f rationality, and this assimilation 

involves a fundamental social change. ‘W ise’/consum er SM Os can be regarded as 

seeking integration based on the management o f mental illness and adherence to a 

psychiatric treatment regime. The social project in this instance is a change at the 

level o f  the individual; once this individual change is affected then the process o f  

integration can begin. In both scenarios the implicit underpinning is a statement o f 

rationality. For consumers, I am irrational but if  I subscribe to m y treatment regime I 

can be rational once more. For survivors, I am not irrational, it is the psychiatric 

system and society that is irrational, and you must accept m e based on this fact. The 

role o f agency (in terms o f  active and passive agents) must be underscored in these 

conclusions (particularly in relation to how notions o f  rationality interplay with these 

agency issues).

CONCLUSION

To conclude, I want to consider a recent article published by Crossley (2002). The 

piece is concerned with ‘repertoires o f  contention’ in relation to the UK psychiatric 

survivors’ movement. Crossley states that rational choice theory;

“assumes that all agents have the same ‘inform ation’ about the world, 

which they process in the same way. Agents do not have the same 

information about the world, since what information they have is, in part, 

a function o f  their interest driven practices o f inform ation seeking, and 

they do not process this information in the same way either, because they 

have an interest in it. Moreover, to reiterate the basic point, this affects 

their repertoire'^ choices to the degree that it puts certain possibilities and 

‘lessons’ at their disposal, in a matter o f fact and mundane way, that are 

not available to all agents,” (p. 55).

It should be noted here that Crossley is referring to repertoires in a social movement context (i.e. 
after Tilly (1977)) where it is defined as “a limited set of routines that are learned, shared and acted out 
through a relatively deliberate process o f choice”, (Crossley, 2002).
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I would concur w ith Crossley’s take on this issue. This is the central remit o f  the 

current chapter, and to an extent, the entire study. It is proposed that membership o f 

an SMO (and subsequent familiarity with the organisations repertoire) has a direct 

relation to the repertoires that the person with a psychiatric diagnosis is able to draw 

from. It m ust however, be stressed that this relationship is not uni-directional, nor is it 

causal. In actuality it is perhaps best described as a circular model where the different 

components feed into and off o f each other. In effect the analysis o f the SMOs 

highlights that w hat was shown to be the case at the level o f  the individual 

respondents has been demonstrated to also be tnie o f the different SMOs, i.e. the 

collective.

In conclusion, if  a person with a psychiatric diagnosis is a member o f a ‘w ise’ 

consumer organisation, then it would be anticipated that their dominant repertoire 

would be one where a compatibilistic account o f  mental health is (predominantly) 

drawn from and where responsibility and processes o f accounting are (in the main) 

attributed to a medical model. By accepting this medical model, they limit the degree 

to which they are able to reject the attendant stigma associated with mental ‘illness’ 

(relative to a survivor SMO repertoire). Consequently this impacts directly upon the 

amount or degree o f  stigmatisation that they are able to directly counter. Additionally 

their repertoire position dictates which strategy they are able to employ, i.e. whether 

this is an integrative strategy or an assimilative strategy. This in turn impacts upon 

the general levels o f  stigmia encountered in the social world (bearing in mind that it 

was earlier argued stigma is better conceived o f  as a social project). If  people are 

unable to fully acknowledge their mental health history, then they may be unable to 

fully address or counter the stigma they may encounter as a result o f  that history. If 

they accept that their identity is spoiled, then they are already on a lower footing than 

those with unspoiled identities. This point is the end point in terms o f  the empirical 

analysis that will be presented in this study. The progression o f the application o f  the 

different discourses is complete, with the mapping o f  these individual discourses onto 

a collective movement context. It is now time to step back from the empirical 

analysis and to consider some o f the issues raised in a broader context. This broader 

context is offered the concluding next chapter.
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C h a p t e r  E i g h t

CONCLUSION: STIGMA, AGENCY AND MENTAL HEALTH 

INTRODUCTION

This thesis is a piece o f  inductive sociological research. Over the course o f  the study, 

the research question developed and changed. It is also a piece o f empirically rooted 

sociological research and a combination o f  the need for empirical evidence to support 

the analytical arguments being made in conjunction with an inductive frame of 

enquiry had a major impact upon the structures, analyses and outcomes o f  the 

research.

In light o f  this, the conclusion chapter sets out to accomplish two tasks. It will offer a 

synthesis o f the research project in order to i) provide a consideration o f  the overall 

‘fit’ o f  the different components o f  the thesis. This, in turn, will ii) provide a 

summary overview o f the complete research project. To talk o f different components 

w ithin the study is to talk broadly about methodological components and empirical 

components. For example, the thesis is not primarily a methodological study, but it is 

a study which draws strongly on sociological epistemology with regard to the 

constitution and analysis o f  different discourses. This conclusion chapter will 

consider the strengths and weaknesses o f  utilising a discourse analysis approach, 

specifically in relation to the data used and the analysis proffered. It is however a 

strongly empirical thesis; and it is to these empirical components that this conclusion 

chapter will initially turn, before some consideration is given to the distinct 

m ethodology employed in the study. The conclusion will then draw to a close by 

considering some future avenues o f  research arising trom this project.

A SYNTHESIS OF THE RESEARCH PROJECT: EMPIRICAL

COMPONENTS OF THE STUDY

i) Patients, Consumers and Survivors

The first component o f  the study was the establishment o f a descriptive typology cf 

people with a psychiatric diagnosis. This typology was drawn from the ‘service user’
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literature and the sociological literature. The initial analysis illustrated that it is 

meaningful to talk about people with psychiatric diagnoses as patients, consumers or 

survivors. The empirical component o f this typology was the accompanying 

discourses' that were identified in the respondents’ talk, and how these were shown to 

correspond to these different ‘types’. This discourse analysis justified that it was 

meaningful to consider respondents talk in relation to a typology comprised of 

‘psychiatric patients, consumers o f mental health services or survivors o f psychiatric 

treatment’. These accompanying discourses play a central role in the thesis and as 

such this component needed to be solidly grounded empirically. The analyses 

presented over the course of the study (chapters three through seven) provide this 

solid empirical gi'ounding. Having established that the respondents could be typified 

as patients, consumers and survivors, and that specific discourses accompanied this 

typification the study proceeded to consider some o f the idiosyncratic elements o f the 

utilisation of the different discourses.

ii) Principle of Variable Discourse -  Repertoires and Contexts

Drawing on the work of Gilbert and Mulkay (1984), it was shown that far from being 

rigid and ‘of one type’ the use o f different discourses fluctuated across different 

respondents, and that this fluctuation was primarily determined by the context and the 

repertoire that the person located their talk in. For example, if  the person was talking 

about their family in the context o f an incident that happened in the hospital, they may 

very well draw from the patient repertoire. The context o f the situation that they 

describe heavily influences the stance that they currently (or retrospectively) take with 

regard to how they position themselves in their talk. The notion of discursive 

repertoires was incorporated into this study as it allows for a far more variable 

interpretation of the discourses used by the respondents. Repertoires can be 

conceived of as reservoirs o f possibility, they are a resource which can be drawn on 

by the incumbent, and utilised in any number o f different ways. Discourses, 

conversely, tend to be more rigid, and mutually exclusive o f each other. The 

conception o f these discourses as repertoires allowed the analyst to look at instances 

of cross-pollination and interpolation of the different discourses across different

' I will consider the implications o f  a discursive analysis (as a methodology) later on in this chapter, for 
now I want to identify and consider the empirical components.
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contexts, or in the same contexts but with different constituent members, such as 

fam ihes, or families and psychiatrists, or peer groups.

Two issues arose from this strand o f analysis, one methodological and the other 

empirical. M ethodologically, this analysis led to the assertion o f a principle of 

variable discourse, which allowed respondents to vary their discursive stance 

depending upon the repertoire(s) they drew from and context(s) o f which they were 

speaking. Empirically (and this relates to the inductive nature o f the study), it 

suggested that there were additional components, (additional or complimentary to 

notions o f repertoires and contexts) that were having an impact upon the discourses 

being used. This conclusion led to the consideration o f  notions o f agency within the 

respondents’ talk.

iii) Agency

The initial consideration o f  the possible roles o f notions o f  agency originated in the 

incorporation o f  elements o f  the Parsonian (1951) sick role into the patient 

discourse/repertoire. It is a foundation stone o f the Parsonian sick role that the 

incumbent o f  that sick role be a passive recipient o f the medical intervention. Notions 

o f  passive patients also play a significant role in Foucault’s (1973) conceptualisation 

o f  the clinical gaze and in A rm strong’s (1983) work regarding the development o f  the 

UK health services. If  the patient ‘type’ is taken as a passive type, then the other two 

members o f  the triumvirate must be considered in relation to this passive patient role. 

In conjunction with the development o f the discursive frame (with regard to the 

repertoires) the respondents talk was interrogated in light o f  issues o f agency, i.e. in 

terms o f  how their agency was played out through their talk. From this perspective it 

was induced that the survivor discourse could be regarded as an active discourse and 

that the consumer discourse could be best regarded as a compatibilistic discourse 

which incorporated both passive and active elements. It must be borne in mind that 

attributions o f  passivity, activity and compatibilism were all made where the relation 

to psychiatry was taken as a baseline. That is to say, when the relation to a psychiatric 

diagnosis is taken as a baseline, the patient is passive and accepting o f this diagnosis, 

the survivor is active and resistive o f this diagnosis and the consumer is both 

accepting and resistive o f this diagnosis.
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Empirical evidence for these conclusions was offered by way o f an analysis which 

considered how different typified respondents talked about psychiatry, family or 

themselves. The analysis consistently highlighted the strong affect that the imputed 

agency of different repertoires had upon the level o f agency that respondents were 

able to display in their talk. For someone who may have been discursively typified as 

a patient, the analysis highlighted how it was very difficult for that person to talk in an 

active frame, when referring to psychiatry. The use o f the repertoire affected the level 

o f  agency it was possible to claim in that episode of talk. Temporality also featured in 

this section of the analysis, whereby the active survivor could be shown to talk 

passively about psychiatry when recalling their first involvement with the services. 

So whilst they may currently actively resist their diagnosis (or more accurately resist 

their stigmatisation because of their ‘diagnosis’), when talking about their initial 

contact, they drew on a passive repertoire. This, it might be argued, is because this is 

how the ‘patient’ is socially constructed. They were new to the patient role, and as 

such, they drew fi-om the patient repertoire, as this was the only repertoire inifially 

available. It was only as time progressed and they had more and more experience of 

the services that other repertoires presented themselves^.

Having established that agency was a feature o f the different repertoires, as 

represented in the respondents’ talk, the analysis moved onto to consider agency in a 

more theoretical context, through an application o f a theory of agency as proposed by 

Barnes (1995, 2000, 2001). The Bamesian approach to agency married well to the 

current study in that it is Barnes’ primary contention that to talk o f ourselves as 

rational autonomous agents, is to utilise a specific discourse for framing what we do. 

We are not in fact, rational autonomous agents; rather we only talk about what we do 

within a framework predicated on rationality and autonomy. The notion o f rational 

autonomous individualism is nothing more than a discourse for describing what we 

do, and it is a discourse which could just as easily be replaced by a discourse o f non- 

rational co-dependent collectivism, indeed it would be argued that this is a far more 

satisfactory means of understanding social action and agency. If agency is accepted 

as a fundamental underpinning o f the three repertoires then it is at this juncture that 

the collective approach (advocated by Bames) illustrates its utility.

 ̂This is not to say that these different discourses occur chronologically or in a linear fashion, the 
preceding analyses should have demonstrated the complexity o f  the situation.
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I f  agency is seen as a collective construct as opposed to an individual construct, then 

all talk o f  what we did and why we did it becomes talk aimed at making or proving 

ourselves accountable and making others susceptible to our accounts. As such, talk 

about agency becomes complex talk about how we construct what we did, as opposed 

to sim ple talk about what we did. In tenns o f mutable individuals versus immutable 

structures, talk o f  agency becomes talk about processes o f  negotiation around and 

between these immutable structures, ‘individuals’ can be seen to be constructing 

pathways towards, around and indeed away from these immutable structures. This 

process is particularly highlighted in the respondents talk because a key component o f 

the everyday discourse o f  rational autonomy is adjudged to be missing in their case, 

i.e. they are adjudged to be without reason. As such, the everyday processes o f 

accountability and susceptibility (to which we must all pay heed) are brought into 

stark relief when people with a psychiatric diagnosis are considered. The empirical 

analyses o f  processes o f accounting and o f  making others susceptible to those 

accounts were striking features o f  the analysis o f  the respondents’ talk.

It was shown that, in large part, the justification for so much focus on issues of 

agency, in the respondents talk, was attributable to this imputed irrationality. If 

person A says that person B is irrational, one possible outcome is for person B to do 

everything they can to convince person A that they are in fact rational, i.e. that there is 

a suitable account available to explain their actions. However, it is a feature o f  the 

social construction o f psychiatric diagnoses, that these accounts to do not have to be 

listened to and considered, they can be dismissed out o f hand because o f  the imputed 

irrationality o f  person B, i.e. because person B has a psychiatric diagnosis, person A is 

not required to necessarily be susceptible to the account offered by person B. Much 

o f the social construction o f this non-susceptibility can be attributed to notions of 

stigma, and this is where the fourth main component o f the study, stigma, must be 

considered.

iv) Stigma

The stigmatisation o f people with a psychiatric diagnosis is explicitly tied, in this 

study, to their imputed irrationality. As the analyses o f agency highlighted, much of 

the respondents talk was structured around endorsing or refuting that imputed 

irrationality. If  these sorts o f activities (specifically the resistive activities) are viewed
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from the framework of the discourse o f rational autonomous individual actors, then to 

resist this ascription, or to offer a counter-discourse which resists it, can be viewed as 

an individual actor standing against the collective stigmatisers. However, when it is 

accepted (after Barnes) that action is only meaningfully understood in terms of 

collectives (i.e. that the individual is only a discursive construct) then it becomes 

necessary to look for collective or corporate locations or sites o f people with 

psychiatric diagnoses. It is here that the social movement organisations enter the 

frame. SMOs can be regarded as alternative collective which function to offer people 

with psychiatric diagnoses the social space to think and talk about their situation in 

non-psychiatric or non-stigmatised (or perhaps less stigmatised) contexts.

At a level o f  sociological theorising, it was also felt that the inclusion o f SMOs 

offered a collective counterpoint to the inherent and inescapable individualism of the 

medical model. Given this inescapable individualism, it was an analytical goal o f the 

study to locate a collective context which could be used to re-conceive o f mental 

health and illness, as this pervasive individualisation o f pathology serves only to 

bolster the medical model and reinforce people as being nothing more than 

repositories of pathology. It is only in a collective counter-context that this 

individualism (and consequent stigmatisation) may be combated and resisted.

Again, the thesis retumed to the original typology, in order to establish that it was 

meaningful to talk o f mental health SMOs in terms o f the three identified discourses, 

patient, consumer or survivor. In terms of the categorisation of these different SMOs 

it proved difficult to include patient organisations within an SMO context as they 

were adjudged to be lacking in stigma countering activities. As such, it was only 

meaningful to consider consumer and survivor organisations as distinct members of a 

mental health social movement, because of their involvement in stigma countering 

activities. The analysis of the three committee or board members, drawn from three 

identified SMOs, illustrated that it was possible to map the discursive types or 

repertoires onto the different respective organisations. That is to say, that different 

mental health organisations could be meaningfully idenfified as consumer 

organisations or survivor organisations, in that the dominant discursive frame within 

these different organisations could be identified as drawing predominantly on either a 

consumer or survivor discourse.
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Having established this, the analysis then moved onto to combine the agentive frame, 

already outlined, with the different SMO types, in order to consider the impact that 

the different discourses might have in relation to countering the social stigma of 

mental ‘illness’. In effect this last section o f the analysis (where SMOs were 

considered) represented an application o f all of the preceding analyses to three 

movement organisations (as case studies). To retum to the start o f the thesis, having 

established that the three discourses were present in the respondents’ talk, and that 

issues of and around agency were a central feature of this talk, the analysis then 

moved onto to establish that the three discourses were present in the talk o f SMO 

representatives, and that these different SMOs could meaningfully be classified as 

either consumer or survivor organisations. The analysis then proceeded to consider 

how issues of agency might be played out in terms of how the different social 

movement organisations talked about the organisational approach to psychiatry. For 

example, analysis o f the consumer organisation highlighted how the organisation was 

primarily interested in the management o f ‘medical’ conditions rather than resisting 

the ascription o f these conditions. The key determinant in the analysis o f any o f the 

organisations, in this strand of the analysis, was their ‘stated’  ̂ position with regard to 

the medical model of mental ‘illness’.

The analysis also suggested that there was an association between the ‘type’ of 

organisation and the predominant ‘type’ o f discourse used by members of that 

organisation. This returns, in itself, to the notion of repertoires, whereby in a 

consumer type organisation the dominant discourse which would be used in the 

weekly meetings would be a consumer discourse. It would appear, therefore, that 

members of these consumer organisations, were more familiar with the consumer 

discourse/repertoire than with any other. This is not to say that there is a directional 

or causal relationship between specific SMO membership and a specific dominant 

repertoire, but there would appear to be an association between these two 

components. Having established a link between the SMO repertoires and 

‘individual’"̂ repertoires, the analysis moved onto consider the social projects of these

 ̂ In as much as anything said by an individual representative in an interview setting can be regarded as 
a stated position.

Individual in the sense that their talk had previously been analysed on an individual by individual 
basis. After Bames, it is not a desired feature o f  the consequent analysis that any o f  the respondents be 
seen solely as ‘individuals’.

304



SMOs, i.e. stigma, and how membership of any particular SMO might be seen to 

address (positively or negatively) the inherent social stigma that many o f the 

respondents reported experiencing.

The key reference for the sociological conceptualisation o f stigma within the thesis 

was the work of Goffman (1963). It should be noted at this point that the utilisation 

o f a Goffmanian approach was intended to provide a discursive analytical stigmatic 

frame. The use of Goffman is not intended to switch the study from a discursive one 

to a symbolic interactionist one. Goffman’s work is utilised to construct a discursive 

framework within which it is possible to analyse respondents talk in relation to an 

operationalised stigmatic frame. As a qualifier I am not suggesting that it is possible 

to remove or ignore the symbolic interactionist frame that is inherent in Goffman’s 

model. The analysis conducted was conducted with an awareness o f this symbolic 

interactionist frame; it is just that the tenets of symbolic interactionism, whilst 

acknowledged and respected in the process of the analysis, were not the primary 

concern of this analysis. The primary concern, as already stated, was with 

constructing a discourse analytical stigmatic frame.

When these SMO findings were considered in relation to the stigmatic frame, the 

analysis found a large degree of concurrence (for two of the organisations) with what 

Goffman identified as a circle o f lament. This circle of lament is a negative response 

to stigma; it involves an acceptance o f a spoiled identity and in acceding a moral 

victory to the world of the ‘normal’. This acceptance was contingent upon the 

acceptance on the medical model as the dominant explanatory framework. In terms of 

the organisations that were analysed, both the ICP and MAS were adjudged to operate 

within a ‘circle of lament’ stigmatic frame. However, when the ISS organisation was 

considered, it was found that far from passive acceptance, active resistance to the 

stigma o f mental illness was the organisational position (actualised through the use of 

the recovery model for explaining emotional distress). This active model o f resistance 

led to a conclusion that the circle offered by ISS was not lamentable, but rather that it 

was intentional, that it was best regarded as a circle o f positive intent, rather than 

lament. This in turn, had a major impact upon how this organisation was able to 

address the stigma many of its members encountered.
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The key point to be taken from this SMO analysis o f the different organisations and 

the different stigmatic frames that they use is that the different frames create different 

social spaces for the acceptance or rejection o f  social stigma. The particular approach 

utilised in this study allowed the particularity o f these different frames to be 

highlighted in the talk o f  the different representative members and allowed for an 

insight into what these SM Os do, or perhaps more accurately, what they might be 

seen to offer their m em bership, what their stigma strategies might accomplish in terms 

o f  what their members feel best able (and unable) to do, through the support that the 

organisations provide.

This summation concludes the synthesis o f the empirical components o f  the research 

project. It is intended to highlight the development or progression o f  the overall 

project, illustrating how one component o f the empirical analysis led onto the next 

component and so on and so forth. This overview o f the project demonstrates the 

interlinking o f the different components in a bid to arrive at an understanding o f  the 

contemporary social situation o f  people (post point o f crisis) who are living with 

stigma attributed to a psychiatric diagnosis. It is asserted that issues o f  agency are the 

central underpinning element that constitutes much o f the negative and positive 

elements o f this situation. These agency issues are inextricably tied to the social 

construction o f people with psychiatric diagnoses as irrational. Much o f the 

respondents talk was then constructed around efforts to m ilitate against this 

irrationality, or indeed, in some cases, to endorse it. I shall now address some o f the 

methodological issues o f  the research project.

A SYNTHESIS OF THE RESEARCH PROJECT: METHODOLOGICAL 

COMPONENTS OF THE STUDY

All o f the empirical analysis that was presented in this thesis was derived from a 

process o f discourse analysis. The particular approach towards the text was heavily 

influenced by the work o f  Gilbert and Mulkay, who in turn were heavily influenced 

by the work o f  sociolinguists such as Halliday, and more macro theorists such as 

Foucault. Within this section I want to consider the utility o f  this approach, and the 

impact that it has had upon this thesis.
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Utility of Discourse Analysis as a Sociological M ethod

The utility of the analysis, in tenns of identifying the object o f inquiry and developing 

that object, is robustly endorsed by the analyses that precede this chapter. From an 

initial starting point o f  patient, consumer and survivor the analytic frame develops, to 

the point o f conclusion where the reader is left with a well developed ‘model’ of 

discourse which has been drawn from the talk of the interviewees. I do not feel that 

there is a need for a sustained defence o f the analysis, the coherence o f the discursive 

frame offers defence enough. There is however one area o f the discursive component, 

which whilst it may not need defending, does need to be addressed. This area is the 

apparent contradiction between the generation of collective notions o f social agency 

founded upon analyses o f individual discourses.

It is true that the analysis did not address an empirically observed collective context, 

the text that was analysed was all collected from one to one interviews with research 

participants. An immediate example o f a collective context would be a family 

interview, but given the difficulties experienced in obtaining one to one interviews, it 

was not felt that family interviews would be a practicable component to this research. 

This is regrettable because so much of the analytical frame is predicated upon 

different patterns o f social relations; it would have been interesting to explore specific 

empirical examples o f these different patterns as they occurred. However, I would 

argue that this omission is a regret and nothing more; it does not serve to weaken the 

analysis as it is presented. I will return again (briefly) to the issue o f agency in order 

to offer an example o f why this is so.

The sociological study o f agency is blighted by the discrepancy that by its very nature 

it will always be post-hoc. To ask someone about what they might do or how they 

might react is hypothetical and unreliable. As such, as sociologists, we tend to ask 

people about what they did, and how they reacted. This problem was acknowledged 

earlier in the study. Methodologically, I would argue, I circumvented this problem by 

placing a focus not on what the person did or did not do (or indeed what the person 

said they did or did not do) but rather on how they said they did (or did not) do it. 

The accuracy of the action being described becomes secondary to the way that the 

action is framed (is it framed passively or actively?).
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In the same vein, the discourse analysis o f  collectives did not take place within a 

collective context, but rather looked at how the respondent talked about collectives; it 

looked at where they placed themselves, in their talk, in relation to those collectives. 

It would perhaps be a goal o f this researcher to explore these collective contexts in a 

far m ore rigorous and empirical manner in future research projects, but I do not feel 

that this issue underm ines the research; it is more o f a suggestion for future study 

rather than a lim itation o f  the current one. The current study is about discourses in 

and around mental health and the agency and stigmatisation o f people with a 

psychiatric diagnosis. It is the discourses used, not the individuals using them, that 

are the primary foci o f  the analysis. The analysis does not attempt to physically locate 

the respondents in any collective context^; rather it pays heed to how they talk about 

different collectives, and where they locate themselves, in their talk, in relation to 

those contexts. So whilst the analysis is tied to individual discourses, this becomes 

less problematic because the focus is placed on empirical examples o f different 

collectives as they appear in those individual discourses. Additionally, the degree o f 

concurrence across the different cases would suggest that the situations identified in 

the analyses are far from individually idiosyncratic and that they do offer a reflection 

o f  different aspects o f  all o f  the respondents’ social situations.

The inclusion o f  the different SMOs is a similar case in point. This study is not a 

study o f  mental health social movements. The study does not engage in any detailed 

manner with the wide body o f social movement and new social movement literatures. 

Rather, the social movement context is utilised as a means o f  investigating how the 

respondents located themselves, in their talk, in relation to these collectives. Their 

talk about SMO collectives (and the agentive stances they take) can then be compared 

with their talk about other collectives (such as family or mental health professionals) 

to asses the points o f  concurrence and departure in terms o f how they talk about and 

locate themselves agentively in these different locations and relationships.

So I would argue that, true to form, the discourse analysis does not, indeed cannot, 

step outside o f  the talk o f  the individual. This does not limit the collective component 

o f the analysis; in fact it could be argued it strengthens it due to the concurrence

 ̂ Such as a family interview or a group interview with fellow SMO members.
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across different constituent individuals. However, it is accepted that this ‘limitation’ 

has an effect, for example, the link between SMO ‘type’ and respondent ‘type’ (i.e. 

are ‘consumer’ organisations full of ‘consumers o f services’?) can be stated as 

nothing more than associative. As previously indicated, consideration o f the different 

repertoires and contexts in empirical social situations would appear to be a possibility 

for fiirther research drawing on this work, (assuming of course that access could be 

arranged). It would be very interesting to observe the model outlined here in the 

context of different SMO meetings or indeed in a family interview, and this would 

provide an empirical collective context in which to observe the different discourses, 

and may allow for the identification o f a more than associative relationship between 

organisation and type (or vice versa).

Similarly, it is accepted that notions o f gender, social stratification and ethnicity did 

not feature as a component of the analytical fi'ame. It is accepted that these various 

features are essential components of the sociological canon and it is suggested that a 

consideration o f the impact of these different social components upon the proposed 

‘model’ would also be an interesting potential avenue o f further research.

SUMMARY OVERVIEW

This thesis has put forward an exposition on the social situations o f people with 

psychiatric diagnoses. In the final analysis it is argued that people with psychiatric 

diagnoses draw upon different repertoires o f psychiatry and mental health in different 

contexts. Much o f the use of these repertoires is dependent upon the level o f agency 

that the person with the psychiatric diagnosis either feels they have, or feels they are 

permitted to have, in any given context. In turn this level of agency is determined by 

how strongly they feel able to argue their own rationality, or indeed how strongly they 

feel able to argue for their own irrationality. Levels o f rationality play off and against 

each other, in terms of the interplay o f the two distinct variations on the notion of 

rationality (with regard to agency and mental health). There is also a high degree of 

interplay between SMO members’ argumentative potential (informed by their 

membership o f different types of SMO) and their own ‘individual’ takes on mental 

‘illness’. The role of these different SMOs cannot be stressed highly enough in 

relation to issues of repertoire appropriation, but this role is not an immutable force.
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rather it is an important driving force that often times can be demonstrated to be 

setting the Hmits o f  the field.

CONCLUSION

The lack o f  a sustained and nationwide survivor movement in the Irish Republic can, 

in my opinion, be attributed^ to the dominance o f consumer and ‘wise’ organisations, 

which whilst they may be organising with the best interests o f the people with the 

psychiatric diagnoses at heart, are not founded upon experiential knowledge and a 

post-psychiatry critique o f  the services. Many survivors have lived through and come 

out o f  the other side o f  mental health service provision, many members o f  consumers 

SM O’s have not. The question that this then raises is which strategy is the best 

strategy? Whilst I m yself have to acknowledge a favouring o f the survivor strategy, 

in the final analysis, the best strategy is the one that works for the user or the 

organisation. W hilst mental health issues are still a low grade political and social 

issue in Ireland, and whilst this imbalance needs to be redressed, at the end o f  the day 

the experiences relayed in this thesis have been the experiences and reactions o f  real 

people to real hardship and distress.

Not having been a user o f psychiatric services myself, it is not my place to call on 

people with a psychiatric diagnosis to get political and take the system on. However, 

this study demonstrates the roles or social positions that different repertoires and 

different SMOs (specifically patient and consumer repertoires and consumer SMOs) 

can be seen to occupy in relation to people with psychiatric diagnoses and indeed 

towards changes in social attitudes towards mental ‘illness’. This in turn can lead to a 

situation where issues o f  and around mental health (or emotional distress, or even 

mental illness) continue to be stigmatised, and even contribute directly themselves to 

that process o f stigmatisation. This contribution to their own stigmatisation (in a 

movement organisation context) is not necessarily intentional (we return, obliquely, to 

issues o f agency once more), it is more a feature o f  the manner in which discourses or 

repertoires o f  mental health and illness are socially constructed. It is only once these 

discourses are problematised and critiqued (which is a central endeavour o f  this study,

 ̂Not withstanding the role o f  various social and structural factors, such as (for example) the role o f  the 
Catholic Church in the provision o f  health care.
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but more importantly and more impressively is a project led by survivor SMOs) that 

different discourses and repertoires will begin to gain currency in terms of how these 

issues are talked about and in turn, socially constructed.

Hopefully this study can go some way to illuminating aspects of the social situation of 

people with psychiatric diagnoses and offer some insight into the often times mistaken 

fear and apprehension that is such a regular feature of the interactions that these 

people encounter, but whether these self same people want to be considered as 

patients, consumers or survivors is their own decision, after all, we are all rational 

human beings....whatever that might mean. This thesis has set out to examine the 

processes o f spoiling and to look at the processes o f construction and negotiation (and 

rejection) that occur during these processes. It has gone some way to understanding 

the complexities of these processes at macro, meso and micro levels, in an attempt to 

gain a better insight into the processes o f stigmatisation and people’s reaction to these 

processes.
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Irish Mental Health Social Movements: A Consideration 
of Movement Habitus
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ABSTRACT: There has been a lack o f  any concerted mental health service users’ 
movement within the Republic o f  Ireland. Mental health service users ’ movements 
elsewhere have a marked orientation towards strategies o f empowerment and the 
provision o f  peer advocacy and support fo r  mental health service users. Two 
potential user habituses (drawn from  the literature) are expounded and discussed, 
in a context o f  transformations they have effected in the mental health fie ld . 
Through an analysis o f  D epartment o f  Health and Children literature and  
literature offered by mental health service user groups (such as Schizophrenia 
Ireland and AWARE) service user habitus in Ireland are delineated and explored. 
A comparison between the habitus drawn from  international literature and the 
Irish literature illustrates that the dominant Irish mental health social movement 
habitus is a consumer habitus. This analysis demonstrates that Irish governmental 
psychiatric policy is driven by a consumer model that in turn is adopted by mental 
health social movement organisations, resulting in a dominant consumer habitus.

Introduction

This paper will address the potential movement habitus of two types of mental 
health social movement organisations (SMOs) and wDl then address the activities 
of Irish mental health SM Os, within a context informed by a consideration of how 
the different habitus o f these SMOs contribute to the broader mental health field in 
Ireland. The field o f mental health will also be considered in light o f how 
governmental policy and review documents contribute to this field. The 
preliminary focus of the paper is on the role that relevant ‘others’ can have in the 
framing of the possible fields within which mental health service users (and, by 
extension, SMOs; see Crossley 1999) structure and are structured by their habitus 
(Bourdieu and Wacquant 1992; Bourdieu 1998). By outlining the parameters of 
different facets of mental health service user SMOs (as observed in Ireland), the 
paper will draw attention to the workings of these groups and any transformations 
they may have afforded or affected in the broad field of Irish psychiatric practice, 
and in turn, how these transformations have been manifested in top-down
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governmental policy as opposed to bottom-up user led action. This focus wiU 
consider three key transformations which it may be argued have been affected by 
either mental health service users themselves or by mental health service users’ 
families (and, by extension mental health SMOs). This paper will argue that these 
transformations in Ireland may be the result of indirect international mental health 
SMO activities (as opposed to indigenous SMO activity). This argument is based 
on the assertion that there has been a very small degree of activity in the context of 
transformative action with regard to mental health SMOs in Ireland.

The use o f a notion of ‘transformations’ follows on from the work of Crossley 
(1998). In a socio-historical analysis of the development of mental health SMOs 
in a British context, Crossley (1998) utilises the work of Bourdieu and his notion 
of habitus, as a means of setting up the field of enquiry. In Crossley’s analysis 
(1998) he considers various UK mental health SMOs, such as M M D  and the 
National Association of M ental Health (NAMH). Crossley (1998) utihses an 
analysis of these different groups to set up an appropriate framework from which to 
investigate user habitus, which is underpinned by transformations (effected 
through SMO struggle and contestation) of the mental health field. The current 
paper will utilise a similar methodology, in order to investigate transformations of 
and in Irish psychiatric practice and policy, through an analysis of documentary 
material. The sources of this documentary evidence will be current and past 
literature published by the Department o f Health and Children and organisational 
information offered by Irish mental health groups. This paper is offered not as a 
conclusive discussion of this topic, but rather should be regarded as a preliminary 
foray into a bigger field of study. The rationale for investigating this topic 
(transformations in psychiatric policy and practice) through an analysis of docu
mentary soiffces is that the primary aim of this investigation is to identify different 
potential mental health service user habitus, (I shall discuss the implications of this 
later in the paper). Within this context, the notion of habitus wiU be defined 
through official policy documents (the parliamentary field) and Irish mental health 
organisation publications (the social movement field). It could be argued that this 
focus on parliEimentary and social movement fields ignores the actions or agency 
of the mental health service users themselves; however, this paper is interested in 
the socio-cultural options available to (not those necessarily engendered by) the 
mental health service user. Essentially this analysis is informed by a top-down 
a-priori assumption that service users are able to subscribe to an appropriate 
mental health service user habitus, as proffered by SMOs and through 
governmental policy.

This paper wiU utilise a three-way typology o f Irish mental health service users. 
The basis of this typology is drawn from the authors’ own empirical research and 
is supported by the sociological literature (Barnes and Bowl 2001; Bassman 1997; 
Crossley & Crossley 2001; Everett 1994; Kaufmann 1999; McLean 1995; POgrim 
& Rogers 1993). All o f these authors make reference to distinctions between 
psychiatric patients, consumers of psychiatric services, and survivors of psychiatric
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treatment. Additionally, evidence for diflferences in mental health service user 
habitus is drawn from the documentary sources indicated above.

However, before discussing these different types it is necessary to map out the 
usefulness o f employing Bourdieu and W acquant’s notion of habitus (1992) to the 
specific context of mental health social movements, and to consider C rossley’s 
(1998) utilisation of the concept of habitus in relation to mental health service user 
movements and SMOs.

The Utility of a notion of ‘Habitus’ in theories of Mental Health Social 
Movements

I shall touch first upon Crossley’s (1998) analysis, with the view that an exposition 
of this argument will bolster a further argument for the utilisation of Bourdieu and 
Wacquant’s (1992) habitus concept. In his paper, Crossley (1998) discusses how he 
is utilising general contemporary theories of social movements to investigate how 
social movement organisations emerge and are ‘transformed in specific historical 
contexts, their relation to those contexts and to wider social structures and changes 
and the conditions of their actions’ (Crossley 1998: 461). He goes onto to identify 
the mental health field, (the concept o f field being utilised is one which again has 
been borrowed from the work of Bourdieu), which is composed of legal, media, 
parhamentary and psychiatric fields. It is Crossley’s (1998) contention that 
through a utilisation of these two concepts (field and habitus) it is possible to 
propose a theoretical framework which moves the sociological perspective on 
from limitations inherent in other sociological traditions within the sociology of 
health and illness hterature, such as psychiatry as a social system (Foucault 1965), 
or the deviance or Marxian approaches of Scheff (1999) or Scull (1979) respectively.

All o f these approaches considered only one aspect o f the service users 
experience. Rather, I would argue, Crossley’s (1998) model proposes to consider 
both the structure (the mental health field) and the agency (habitus and its notions 
of structuring and structured practice (Bourdieu 1998), of mental health service 
users and more particularly o f mental health SMOs.

It is for this reason that a similar methodology to that proposed by Crossley 
(1998) wiU be utilised in this paper. However the idiosyncrasies of the Irish 
context make it impossible to apply this model wholesale.

Mental health social movement organisations in Ireland have a relatively recent 
history. Schizophrenia Ireland was formed in 1975. The organisation describes 
itself as ‘the national organization concerned with the interests o f people with 
schizophrenia and their caring relatives’ (Schizophrenia Ireland 2001). Similarly, 
AWARE bill themselves as ‘a voluntary organisation formed in 1985 by a group of 
interested patients, relatives and mental health professionals, whose aims are to 
assist that section of the population whose lives are directly affected by depression’ 
(AWARE 2001). Both of these mission statements qualify these two groups as 
mental health social movement organisations. Both of these groups operate on a
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national basis, organising support groups and employment programmes throughout 
Ireland, Having established their status as mental health social movement organi
sations I will now consider them in hght o f Crossley’s (1998) model.

C rossley’s (1998) paper is concerned with activities by mental health SMOs 
that have transformed the mental health field. This notion of transformation is 
explicitly linked to sites of struggle and contestation between mental health social 
movement organisations and the different constituent components of the mental 
health field (i.e. legal, media, parliamentary and psychiatric fields). So to talk of 
transformations of the mental health field, following Crossley’s rubric, is to talk of 
struggles between mental health SMOs and the other constituent members of the 
mental health field(s). The transformations that I highlight in my analysis are 
primarily transformations in the discourses used by users themselves and others 
to talk about mental health service users. I would argue the sites of contestation 
regarding these transformations do not reside in Ireland, but rather have taken 
place in European and American contexts. However, the notion of transformation 
through contestation invokes the need for opposing ‘forces’ that are engaged in a 
struggle to establish whose version of the ‘truth’ will hold sway. It is through a 
consideration of the orientation of Irish mental health SMOs, with regard to 
governmental policy (i.e., a potential site for conflict) that I will establish an 
argument for the utility of Bourdieu’s concept of habitus in this context.

Towards a Definition o f  'Habitus'

Bourdieu and Wacquant (1992: 133) define habitus as ‘a product of history, it is an 
open system of dispositions that is constantly subjected to experiences, and 
therefore constantly affected by them in a way that either reinforces or modifies its 
structures’. This then will be the framework from which a notion of habitus will be 
applied in this study. The habitus functions to act both upon itself and upon those 
other strucmres that would act upon it. The following extract ably demonstrates 
the rationale behind the utility of habitus in the context of the current paper:

Habitus are generative principles of distinct and distinctive practices -  what the 
worker eats, and especially the way he eats it, the sport he practices and the way he 
practices it, his political opinions and the way he expresses them are systematically 
different from the industrial owner’s corresponding activities ... Thus, for instance, 
the same behaviour or even the same good, can appear distinguished to one person, 
pretentious to someone else, and cheap or showy to yet another. (Bourdieu 1998: 8)

If, following Crossley’s (1999) example, this notion of habitus is extended from the 
individual actor to a social movement, this means the social movement is con 
stnied in the same context as an individual actor, so that the movement becomes 
defined through its habitus, just as Bourdieu would argue the actor defines and is 
defined through his or her habitus. This is not to say that all members of a 
particular SMO share the same individual habitus, rather it is that their involve
ment with a particular SMO wiU influence how they approach and act regarding
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issues associated witJi their involvement in that SMO. The movement habitus 
becomes something that they utilise when they are involved with the movement 
and within the mental health field. Additionally, the movement habitus can influence 
the user’s own habitus. Essentially the argument is being put forward that different 
SMOs have different ‘orientations’ within the mental health field, and that these 
different ‘orientations’ can be regarded as different habitus which the service user 
can buy into and which in turn exert an effect upon the mental health field.

At a general level, there are broadly two types of contemporary mental health 
social movement organisations. These are ‘consum er’ SMOs and ‘survivor’ 
SMOs. A defining feature o f historical movements, such as the mental hygiene 
movement, was that the service was dependent upon ‘interested others’ acting on 
behalf o f those deemed ‘unable’ to act for themselves (Barnes and Bowl 2001; 
Everett 1994; Pilgrim and Rogers 1993). Contemporary mental health consumer 
and survivor SMOs are different from these previous movements in that they offer 
the possibility of direct participation by mental health service users themselves. It 
is these contemporary movements that are the concern of this paper (for historical 
analyses of Irish psychiatry see Robins 1986; Reynolds 1992). However there are 
central and crucial differences between the consumer and survivor movements.

Dijferent C ontem porary M ovements

Everett (1994) offers a definition of the consumer movement ethos (it will be 
subsequentiy argued, through reference to the work of Bourdieu and Crossley, that 
this ethos can be regarded as a movement habitus):

Members want to create symbolic change en route to real change. To do so, they 
have advocated for their representation (in sufficient numbers) in all activities related 
to the mental health system. Thus, they want to work in true partnership with mental 
health professionals by sitting on boards of directors and subcommittees, local 
planning groups, government committees and task forces or any other groups involved 
in the decisions which affect mental health service deUvery. (Everett 1994: 63)

These features are consistent markers found in consumer mental health social 
movement organisations. Everett and Shimrat (1993: 16), commenting on the con
sumer ethos identified by Everett above, state that:

[the agenda described] is that of the consumer movement alone, and not of 
psychiatric survivors ... psychiatric survivors have no desire to “reform psychiatry"
[but instead] want to replace it with varied, inexpensive, humane ways of alleviating 
human misery and rage.

Habitus is being used in this paper in a manner that allows for the identification of 
the unique characteristics o f the different aspects o f mental health social movement 
organisations. However, rather than simply identifying these characteristics, the 
use of a notion of habitus (with its attendant concentration on practice; see 
Crossley 1999) allows for a consideration of the activities of these groups. Rather
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than stating that social movement organisation X started in 1991 with stated 
position Y, and by 1996, had changed this stated position to stated position Z, the 
use of the notion of habitus allows for a consideration of possible transformations 
and re-orientations that have taken place within the field, but with an underpinning 
of a continuity of practice. This is not to say that I intend to locate aU social change 
(with regard to mental health) at the door o f the mental health SMOs, rather that by 
utilising and applying the concept of habitus to SMOs it becomes possible to con
sider their activities within the context o f a broader mental health field. Subsequently, 
changes or transformation in and o f this field can be considered in light of the 
changing habitus of mental health SMOs. I would contend that in this approach 
the SMOs are being utilised to investigate the field, rather than perhaps the more 
traditional approach, which has been to use the field to investigate the SMOs.

I shall begin my analysis by detailing three discourses used by mental health 
service users within the context of the mental health field (as identified above). 
Whilst focussing initially on individual users, it should be borne in mind that of 
these three discourses, two (consumers and survivors) can be regarded as reflections 
of aspects of different SMO habitus in relation to mental health movements.

Three Categories of Mental Health User within the Mental Health Field

As previously discussed these three types or discourses are patients, consumers 
and survivors. I shall begin by considering the ‘patient’ type.

M ental H ealth Service User as Patient

The patient cannot be construed as a member of a mental health service users’ 
social movement. This is because conditions of membership are set, within this 
paper, in terms of the actual or potential presence of a habitus which is in some 
shape or form resistant to psychiatric practice -  this ties back to Crossley’s (1998) 
paper, whereby transformations are constituted via sites of contestation. If a 
Foucauldian stance is taken towards the patient, whereby they are regarded as a 
by-product of the clinical gaze (Foucault 1965), then there can be little room for a 
resistance habitus. The patient is the construction of the doctor and is afforded no 
personal agency in terms of their ‘treatm ent’. However, the patient accounts for a 
large part of the mental health field and has a role to play in my analysis, hence 
their inclusion.

The patient type is perhaps best identified in terms of how a patient might 
describe themselves in relation to their psychiatric diagnosis (i.e. the patient 
discourse). This is a technique that I employ to introduce all three of the different 
types. By considering the three specific types in this context, it becomes possible 
to identify more clearly the different potential ‘habitus’ each type may offer the 
mental health service user. The patient type is identified through the statement;
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‘I am a schizophrenic’

In this context, the user as ‘patient’ is the embodiment of biomedical practice. 
Within this definition there is no space for a consideration of anything other than 
the diagnosis -  people are not treated by psychiatry, mental illness is treated by 
psychiatry. The patient is defined solely through their psychiatric disability and 
there is no room for the person within the definition, the person becomes sub
sumed under the ‘illness’. In terms of a patient habitus, it could be assumed that it 
would be in full compliance with the doctor, fully endorsing the medical model of 
illness and with no real potential for any resistance against psychiatric or medical 
hegemony, so long as the user remains a patient. I would regard this group as 
regarding psychiatry as ‘unproblematic’ (unproblematic in the context of com
parisons between consumer or survivor groups attitudes towards psychiatry).

The second type within the typology is that o f the mental health service user as 
a consumer of psychiatric services.

Mental Health Service User as a Consumer o f Services

The definition of a mental health service user as a ‘consum er’ is relatively 
straightforward. However, unpacking the factors involved in this definition is a 
complex task, and will be informed by different accounts of this group, drawn 
from the literature. The statement that describes the consumer discourse is;

‘I am a person with schizophrenia’

This definition of a mental health service user as a consumer can be regarded as a 
direct progression from that offered for a psychiatric patient, taking the patients’ 
definition as its point o f origin; ‘Instead of the user being conceptualised as the 
object of a clinical intervention, they are conceptualised as a consumer of services’ 
(Pilgrim and Rogers 1993: 165). Implicit in this consumer definition is an accep
tance of the biomedical basis of psychiatry, but with an addendum stating that ‘this 
is not aU that I am ’. It creates a space within the field for a consideration of the 
person, as weU as the psychiatric disability. To talk of consumers is in itself a 
transformation of the field. This transformation has been informed, in part, by two 
transformations within the mental health field.

Two sites o f consumer transformations
The first explanatory site for this transformation can be ascribed to what Offe 
(1984) refers to as the ‘commodification’ o f the welfare services. This process of 
commodification has meant that market principles have been incorporated into 
health care services. This top-down implementation of a new definition has had a 
knock-on effect, in that service users have realised if  they are to be conceptualised 
as consumers, then this affords them basic rights, the same rights as any consumer 
of purchased goods would have. This then is the site for a potential type of
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politicalisation of the consumer, with the levels o f pohticahsation being dependent 
upon consumer interaction with mental health professionals. The importation of 
market principles has created a space within the psychiatric field for a different 
habitus, a habitus that allows for a consideration of the mental health service user 
first and foremost as a person (as opposed to patient discourse which regards the 
illness before the person) within a marketplace, and this habitus does have the 
potential for resistance.

The second explanatory site for the patient/consumer transformation that I will 
discuss is that of the family. Psychiatry, as a profession has had an uncomfortable 
relationship with the families of users (see Johnstone 1999). The anti-psychiatry 
movement o f the 1960s and 1970s, in its reaction against orthodox psychiatry, 
invoked the family as the site of causation of psychiatric disability (see Laing and 
Esterson 1964). Notions such as the schizophregenic mother were borne out of 
disquiet with the biomedical model o f mental health. Johnstone (1999: 119) asserts 
that this causal association between the family and mental illness has led to the 
current practice in psychiatry where such theory is regarded as ‘unproven and 
damaging, [and] part of an outdated theory that caused much unnecessary distress 
to relatives.’ Johnstone (1999) goes on to cite British and American SMOs, such 
as SANE (Schizophrenia: A National Emergency), the National Schizophrenia 
FeUowship and the National AlUance for the Mentally 111 (NAMI) which all follow 
the same line, i.e. that the biological evidence speaks for itself and that to go 
against this biological evidence is to directly lay the blame at the door of the 
mental health service user’s family.

The rejection of a family pathology on the part of psychiatry has, in turn, 
allowed psychiatry to reassert the biological basis of psychiatric disease as the sole 
aetiology or causative agent. It has allowed for a re-medicalisation of pathology. By 
‘re-medicalisation’ I do not mean that psychiatric pathology was ever de-medicahsed. 
When I say re-medicalisation I mean that through garnering the support of family 
members, psychiatry has been able to re-establish a solely biological aetiology and 
to disregard the more socially constructed aetiology, as put forward by the anti
psychiatry movement, on the grounds that this was insensitive, even offensive to 
the families o f mental health service users.

Further evidence for this argument can be garnered from a consideration of 
some of the consumer SMOs. AWARE, an Irish SMO, states on its website that it 
is ‘involved in studies of the biological, social and psychological aspects of depres
sive and manic depressive illnesses’ (AWARE 2001). Of the twenty-nine research 
projects listed on itsO website, twenty-two were concerned with biological aspects 
of depressive iUnesses. None of the research projects addressed familial issues. Of 
the remaining seven projects cited, three were concerned with social aspects of 
depressive illnesses (one study looked at sociological aspects of depression, another 
at public attitudes to depression, and lastly, the third project considered what 
employees told their employers about their depression). What becomes apparent 
is that whilst AWARE, as an SMO, accepts the biological basis of ‘depressive
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illnesses’, it is also oriented towards at least addressing issues o f prejudice and 
stigma. Additionally, and as I already indicated in the introduction, AWARE (2001) 
regards itself as ‘a voluntary organisation formed in 1985 by a group of interested 
patients, relatives and mental health professionals, whose aims are to assist that 
section of the population whose lives are directly affected by depression.’ What 
becomes evident in this statement is the habitus o f the mental health consumer. It 
is a habitus that is comprised of the service user (conditional upon the service user 
accepting a biological aetiology), the service users family, and relevant mental 
health professionals. It is founded on an acceptance o f the biological origins of 
mental illness, and is dependent upon a conditional alliance between the three 
constituent members (this alliance is conditional upon an acceptance of biological 
aetiology). Smiilarly SANE in the UK and NAM I in America both solely support 
the biological basis o f mental ‘illness’, and both of these groups would be 
regarded as consumer groups (Johnstone 1999).

This argument is not posited as a full and thorough exposition of the role of 
users’ families within their treatment, but is employed more as a device to delineate 
the components of the different user movements. The mental health consumer 
movement is a movement that incorporates both the service users and the families 
of service users, whereas traditionally the ‘patient’ approach removed the patient 
from the family and in this sense excluded them. This dynamic of family inclusion is 
not generally found in the next movement I will discuss -  service users as survivors.

Mental Health Service User as Survivor

The definition of a MHU as a ‘survivor’ is relatively straightforward. The notion of 
being a survivor of psychiatric treatment first emerged in the anti-psychiatry 
movements of the 1960s and 1970s. Whereas the consumerist habitus is relatively 
recent (within the last 10-20 years), the notion of a survivor habitus has been 
around for 30-40 years (see Kaufmann 1999; Pilgrim and Rogers 1993).

The survivor habitus is best described through the third statement I propose;

‘I am a voice hearer’

The definition o f mental health service users as survivors can be seen as a 
political progression from the role of consumer. Whereas the patients are regarded 
as apolitical and the consumers as moderate, survivors may be regarded as radical. 
The survivor habitus is one of resistance to the extent that diagnostic labels are 
often rejected and replaced by defmitions o f the survivor’s own choosing. As such 
we see the progression from schizophrenic to voice hearer. This definition is non- 
clinical and functions to locate the survivor within a space where the biological 
basis o f orthodox psychiatry is rejected and replaced with an alternative model of 
mental health (this model may be social, holistic, spiritual, etc.). The essential 
point here is that the social construction o f the user has shifted totally, from a 
situation where identity is ascribed by a medical expert, to a situation where the
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user ascribes his or her own identity -  and this identity is often as far removed as 
possible from the medical (Crossley and Crossley 2001; Pilgrim and Rogers 1993).

In the context of this paper it is argued that survivors have effected trans
formations within the psychiatric field. Crossley’s (1999) analysis of working 
utopias within mental health movements in Britain cites the example of the 
‘Trieste experiment’. The democratic psychiatry movement in Italy (and particularly 
Trieste) in the 1960s and 1970s and Franco BasagUa’s take on ‘care in the 
community’ was a positive success story for the survivor movement. The success 
of the ‘Trieste experiment’ is a debated topic within the literature, however, 
whether or not Trieste was a success is not the concern of this paper. What Trieste 
represented was a transformation of psychiatric practice, i.e., ‘Trieste, where 
Basaglia was based, become a model case of decarceration for radical psychiatric 
movements throughout the world’ (Crossley 1999). This emphasis on decar
ceration is (analytically) the most im portant aspect of the affair. Indeed, as my 
analysis of Irish policy documents wOl demonstrate, the programme of decarceration 
and re-integration into the community had a deep impact upon many European 
countries and their psychiatric practice. I do not intend to argue that Trieste was an 
unbounded success, more that the events in Trieste significantiy affected the 
potential habitus of mental health SMOs. The events in Trieste were championed 
by survivor SMOs and the anti-psychiatry movement. That is to say, they became 
a part of the survivor movement habitus, where the emphasis was not on the 
success or otherwise o f Basaglia’s endeavours, but on the notion of decarceration 
of long term psychiatric ‘inmates’ as effected by a proponent of anti-psychiatry. 
As such, I would argue that the notion o f care in the community can be indirectly 
traced back to a survivor habitus, or at least that the transformations affected by one 
of the first survivor or anti-psychiatry endorsed experiments into care in the 
community, has, at the least, been accorded a role within a survivor SMO habitus.

Three transformations

This rather circuitous discussion o f the user movement has established that within 
the field of orthodox psychiatry in the last 40 years, there have been three 
transformations effected, in some way, by a broad users’ movement. I must state 
that these transformations are not mutually exclusive, nor are they offered up in 
chronological order; rather, the transformations feed into and off of each other.

Firstly, the nomenclature used to describe mental health service users has 
changed. Whereas before the mental health service user was, and could only be 
described as a patient, the user can now choose to define him- or herself as a patient, 
a consumer or a survivor. This choice of definition can bring with it the attendant 
movement habitus and discourse attached to each definition and each definition 
affords (at least potentially) different levels of personal agency (or resistance).

Secondly, this change in nomenclature has impacted directiy upon psychiatric 
policy. The creation of the mental health consumer has led to the expUcit inclusion
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of the family within the field and has also allowed for the appearance of more 
accountability and choice within service provision and consumption.

Thirdly, the survivor movem ent, the movement with the strongest resistance 
habitus, has effected (or at least staked claim to) a change in the emphasis of psy
chiatric treatment, effecting a shift from institutionalised (and institutionalising) 
treatment toward treatment in general hospitals, day centres etc, all placed much 
more within a community setting.

This is not to say that these are the only three transformations that have 
occurred within the field o f psychiatric policy or practice in the last 40 years. I 
would argue, however, that these are three transformations that have been mani
fested, one way or another, through the transformations in the habitus of SMOs 
and they are transformations that can be seen as evident within Irish psychiatry.

The situation in Ireland

The starting point for this analysis was the document ‘Guidelines on Good 
Practice and Quality Assurance in Mental Health Services,’ published by the 
Department o f Health and Children in 1998.

This set o f guidelines is considered in this analysis in hght of two other 
Department of Health documents. The first of these was ‘The Psychiatric Services -  
Planning for the Future’ (Study Group on the Development of the Psychiatric 
Services 1984). This document was intended as a systematic review of the then 
current state of Irish psychiatry and also as a call for the integration of psychiatric 
services into the wider community (i.e., the implementation of a community 
care programme) within the Irish psychiatric field. The second document is 
‘Shaping a Healthier Future: A Strategy for Effective Healthcare in the 1990s’ 
(Department o f health 1994), and was pubUshed as a four year action plan for the 
Irish health services.

Document 1: 'Guidelines on Good Practice and Quality Assurance in Mental 
Health Services ’ (1998)

Section two o f the ‘Guidelines on Good Practice and Quality Assurance’ details 
the ethical considerations and guiding principles within mental health services. 
The document details how it may be useful to think of the main elements in the 
deUvery of mental health care as the Consumer, the Product/Process and the 
Setting. It then goes on to offer a definition of these three elements. My concern 
in this paper will be with the definition offered for the ‘consum er’. The consumer 
is defined as:

The consumer: The consumers are patients, patients’ relatives and the community.

I will demonstrate how the three transformations discussed in the first part of this 
paper can be seen to have impacted upon Irish psychiatry. These transformations
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are manifested in the ‘consum er’ definition indicated above. However, I must first 
establish that this definition itself represents a transformation in the field.

Document 2: ‘Planning fo r  the Future’ (1984)

Through a comparison of the terminology employed to describe mental health 
services and mental health service users in each of the three documents I will 
demonstrate the transformations that have occurred within the field of Irish 
psychiatric practice since 1984. O f the three transformations previously identified 
(i, nomenclature; ii, consumerism; and iii, care in the community) the 1984 
document on the psychiatric services -  ‘Planning for the Future’ -  is the Irish 
manifestation of the third change, care in the community. The Minister for Health 
outlines the rationale for the report.

This report, prepared by a specially appointed study group, contains a detailed 
analysis of our psychiatric service and provides guidelines for its future development 
as a community based service ... (Foreword: iii)

This document forms the basis for the implementation of a community care 
approach within the psychiatric field. No legislation has been passed regarding 
community care in Ireland (unlike the 1990 NHS and Community Care Act in the 
UK). However, the ‘Planning for the Future’ document details a programme for 
the relocation of psychiatric services out of the institutions and into the wider 
community. This is the site of the corrmiunity care ‘transformation’ of the field, 
and it is the point of origin for the notion of the ‘comm unity’ being included in the 
definition of consumer as stated in the 1998 guidelines. It should be noted that this 
change was effected by international changes in the psychiatric field. This assertion 
is supported by the reference in ‘Plarming for the Future’ to Italian psychiatric pohcy.

In May 1978 the Italian Parliament passed a radical new law. This provided for 
comprehensive community-oriented mental health services ... Psychiatric wards in 
hospitals were allowed; they could have up to fifteen beds for every 200,000 
population and had to be associated with community mental health centres. (Part 
1.12:. 4)

The origins of community-care programmes in Ireland have at least been 
influenced by transformations that originated in an anti-psychiatry resistance 
habitos in Italy. The Irish psychiatric services acknowledge this with the reference 
to the Italian legislation. This does not mean to say that the Irish approach to care 
in the community is the same as Basaglia’s approach. Indeed it could be argued that 
the bulk of Irish mental health legislation is underpinned by a British, as opposed 
to European, model. However, as I demonstrated in my discussion of the survivor 
discourse, care in the community can be most readily associated (in a context of 
user-led frRnsfnrmations'l with a survivor h a h itiic  H  a r r p p t  fVint th is  artrnm oi-it Hnoc 

not address the economic im perative of state sanctioned closure of mental 
hospitals, but that is not the focus o f the article). The ‘Planning for the Future’
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document provides substantial evidence for the community transformation 
outlined in earlier in this paper.

Of further interest here is that within the ‘Planning for the Future’ report the 
service user is fleetingly described as ‘a person with mental illness’ (p. xi) 
and ‘mentally ill persons’ (p. 1). but in the main is defined simply as ‘a patient’ 
(pp. xiii, 1). The notion o f the user as a consumer of services (the first transfor
mation) is not present in this document. Similarly, the notion of the users’ family 
having any sort o f role to play (the second transformation) within the psychiatric 
field is not present. W hilst ‘Planning for the Future’ is primarily concerned with 
community care, it is also intended as a review of the general field o f practice. 
Reference to family is made only with regard to the legal issues surrounding the 
process of involuntary detention.

Document 3: ‘Shaping a Healthier Future: A Strategy fo r  Effective Healthcare in 
the 1990s'(1994)

My analysis of ‘Shaping a Healthier Future’ will be concerned only with the part 
o f the report dealing explicitly with mental health (pp. 68-70), or as it is phrased 
on p. 68 ‘people with mental illness’. Much of the content o f this report is drawn 
from the 1984 ‘Planning for the Future’ document (see discussion above).

The report. Planning for the Future, published in 1984 recommended how such 
objectives could be achieved. Its recommendations are sdll valid today ... (1994: 68).

This reference to ‘Planning for the Future’ reinforces the assertion that ‘Planning 
for the Future’ was a transformative document, (at least in terms of a change in 
potential habitus if it did not lead to a change in practice). Through my discussion 
o f the ‘Planning for the Future’ document, this reinforcement in turn bolsters the 
view that Irish psychiatric practice has been transformed by a mental health users 
movement, (with regard to care in the community). However, I would argue this 
transformation has been influenced primarily by achievements o f other national 
SMOs as opposed to indigenous SMOs.

The introduction in ‘Shaping a H ealthier Future’ to the section regarding 
‘People with mental illness’ details the four-year plan for the mental health services 
and provides further support for the transformation:

Further progress will be made over the next four years in developing services for 
people with a mental illness or infirmity, in appropriate settings such as specialist 
departments in general hospitals, hostels and day centres in the community (1994: 68).

There are two points of interest within this introduction. It would appear that there 
is a reluctance to describe service users as patients. Out o f thirteen references to 
service users or potential service users (within the mental illness section of the 
report), service users are only described as patients once. This one description is 
offered in the context o f a discussion of the effectiveness of community care 
programmes:
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The number of people residing in psychiatric hospitals has fallen from 11,000 in 
1984 [date of publication of ‘Planning for the Future’] to 6,000 at end of 1992. 
Patients have been offered alternative accommodation in hostels in the community 
which now provide over 2,300 places ... (1994: 69),

The context o f this reference to ‘patients’ would suggest that the first trans
formation (change in nomenclature) is beginning to be evidenced. The association 
between patients and psychiatric hospital is evident by the proximity of the 
association. Elsewhere in the document, where discussion focuses primarily on the 
community care aspects of the mental health services, the service users are 
variously described as ‘the mentally Ul’ (p. 68), ‘people with a mental Ulness’ 
(p. 69), and ‘people with mental disorder’ (p. 69).

W hilst clearly demonstrating the care in the community transformation, this 
document also offers tentative support for the beginnings of a transformation in 
terms of nomenclature.

There is one further point to be drawn from the ‘Shaping a Healthier Future’ 
document that informs my analysis. The report details who the services should be 
addressing.

The services should provide care in a way that causes a minimum disruption to the 
lives of the mentally ill and that of their families (1994: 68).

The emphasis on a ‘minimum of disruption’ again serves to bolster the notion of 
community care (i.e., a minimum of disruption could be defined as people being 
able to stay in their own communities, as opposed to being placed in an institution 
out with that community). Additionally, and more importantly, this statement 
shows the first presence of the consumer transformation. This is evidenced 
through the statement that this ‘minimum of disruption’ concerns the ‘mentally 
iU . . . and their families.’ This 1994 document offers evidence of all three of the 
transformations outlined in part one. The community care transformation is now 
firmly established. The consum er transformation is implicitly evident (through 
reference to family), as is the change in nomenclature transformation (through the 
general tendency not to describe service users as patients).

C -  Document 1: ‘Guidelines on Good Practice and Quality Assurance in Mental 
Health Services ’ (1998)

The discussion must now turn to the guidelines on good practice. I will utdise the 
arguments I have developed throughout this paper to demonstrate the presence of 
these transformations within the ‘Guidelines’ document. As the preceding analysis 
has demonstrated, the three transformations discussed in this paper can be seen to 
be in evidence in the field of Irish psychiatry. A manifestation of these trans
formations is evident in the 1998 guidelines, in the form of the definition offered 
of the mental health services consumer. The consumer is defined as:
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The consumer: The consumers are patients, patients’ relatives and the community.

1. T h e  c o n su m ers  a re  p a tie n ts , pa tien ts’ relatives and the com m unity.

This is a dem onstration  o f  the nom enclatu re  transform ation. H ow ever, in this 
context, it w ould appear to be  a hollow  and ineffective transform ation. The service 
user is ‘iden tified’ as a consum er, bu t in the act o f  definition, any transform ation 
that had been effected is lost, through the subsequent qualification o f the consum er 
as a ‘p a tien t’.

2. T h e  c o n su m ers  a re  patien ts, p a tie n ts ’ re la tiv e s  and the com m unity.

This is a dem onstration  o f  the consum er transform ation. T he overview  o f the 
relevant docum ents does no t provide any indication  o f  the origin o f  the inclusion 
o f relatives o r fam ily m em bers. H ow ever, the guidelines do state the rationale for 
their inclusion in the sum m ary o f  the reason fo r their inclusion.

The relatives are carers who very often provide more quantitative input to patient 
care than professionals, and who, in that sense, are part of the mental health team 
(1998: 4).

T his, I w ould argue is a d irec t m anifestation  o f  the consum er transform ation  
effected or advocated by fam ily  groups such as AW ARE, SA N E or N A M I (and 
orthodox p sy ch iatry ’s re jection  o f  an ti-psych iatry ). It functions to pull ‘fam ily ’ 
into the ‘m ental health team ’, acknow ledging their contributory ro le and as such is 
evidence o f the consum er transform ation.

3. T h e  c o n su m ers  a re  patien ts, p a tien ts’ relatives and th e  co m m u n ity .

This is a dem onstration o f  the  com m unity  transform ation . This is probably the 
m ost potentially  far reach ing  transform ation  o f  the field , and it is the trans
form ation that is easiest to docum ent in term s o f  the presented literature. A gain, its 
m ain im pem s has been provided by in ternational transform ations o f  the field (i.e., 
changes in Italian and/or E uropean policy and practice). Inclusion o f the comm unity 
is driven prim arily  by the em phasis being p laced on care in the com m unity.

C onclusion

This analysis has dem onstra ted  that the prim ary  habitus that is available fo r the 
Irish m ental health  serv ice  user to subscribe  to is a consum er habitus. This 
consum er habitus is characte rised  by an acceptance o f  biological aetiology o f 
mental ‘Ulness’, and the inclusion o f family m em bers within the treatm ent paradigm.
I have traced the developm ent o f this habitus through a general consideration o f 
m ental health SM O s and through a particu lar reading o f  D epartm ent o f  Health
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literature. I have briefly  considered two Irish m ental health SM O s, and established 
that they are operating  very m uch w ith in  a consum er habim s. I have not 
considered these organisations in m ore detail in this paper, because that was not the 
prim ary em phasis. T he prim ary em phasis was on establishing an argum ent that the 
consum er habitus is the dom inant (som e m ight say only) habitus available to Irish 
m ental health  serv ice users. T he consum er habitus is bound up in notions of 
(unequal) partnership  betw een m ental health  service users and m ental health 
professionals (w ith the consum er SM Os operating as a conduit betw een the two).

The analysis was constructed under a fram ew ork that attem pted to investigate 
the field  from  a m ore structural, as opposed to experien tial, position. As such a 
decision was m ade to interrogate docum entary  sources as opposed to fu-st hand 
experiential accounts proffered by m ental health  serv ice users, m ental health 
SM O s and m ental health professionals. T he resu ltan t analysis produces a 
fram ew ork that offers up a strong case fo r the consum er habim s as the dom inant 
habitus in the Irish m ental health field. A s such I w ould conclude that this m etho
dology has been effective in addressing the original research  question.

W ith regard  to the specific transform ations, I w ould conclude that the first 
transform ation is sim ply a rhetorical tw ist, and th is, in conjunction with a general 
com m odification o f w elfare services, m eans that m ental health  service users are 
required to be  defined as consum ers. H ow ever, w ithin this consum er definition, 
they lose all a ttendant concessions (i.e ., ‘I Eun a person w ith schizophrenia’ as 
opposed to ‘I am  a schizophrenic’), th rough  the subsequent description of a 
consum er as a patient.

The inclusion o f fam ily m em bers is provided w ith in  the context o f a 
consum erist transform ation that acknow ledges the positive role that famiUes can 
play  in the provision o f mental health services. H ow ever no guidelines are offered 
for how  and w hen fam ilies should be deem ed part o f  the m ental health team  or 
w hat their role should be.

The com m unity transform ation, w hilst having a strong presence in the literature, 
is not validated by  attendant legislation. H ow ever, it is the m ost quantifiable and 
self-evident o f  the three transform ations.

W hat does this say about Irish m ental health  SM O s? T hree transform ations of 
the field are ev iden t, but these transform ations w ould appear to have been 
prim arily  influenced by international changes. I w ould posit the argum ent that the 
lack  o f utility o f  these changes is a direct result o f there being no organised user- 
led  m ovem ent w ith in  the R epublic. Service users have no t organised by and for 
them selves in any coherent way. T here are organisations such as the M ental 
H ealth  A ssociation o f  Ireland (M H AI) and Schizophrenia Ireland (SI), but these 
groups all b ear the  hallm arks o f  consum er organisations. The M H A I consists 
en tirely  o f seconded health  board p rofessionals, w hilst SI w ould have a small 
num ber o f staff w ho w ould be scrvicc users but none o f  tliciii would be in key oi 
senior positions. A s such, Irish SM Os offer the m ental health  service user little in 
the way of active involvem ent or d ialogue with m ental health  service providers.
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Other organisations, such as AWARE or Recovery Inc., accept the biological basis 
of mental illness. To quote the AWARE ‘aims and objectives’, the organisation 
states that it aims to ‘promote research into the biological, psychological and 
social aspects o f depression’ (AWARE 2001). Recovery Inc. (2001) state that the 
organisation ‘does not supplant the physician. Each member is expected to follow 
the authority o f his own physician or other professional’. The MHAI, in their 
mission statement, say that ‘all . . . activities o f the Association are run in close 
co-operation with the psychiatric services and with the support and backing of the 
Department of Health and the Regional Health Boards’ (MHAI 2001). It would 
appear that there is no non-medical, or ‘less’ medical alternative available for 
service users. As such the movement habitus is one that does not challenge 
psychiatric orthodoxy, that is to say, it is a consumer habitus.

An additional factor in the dominance of this consumer habitus may be the Irish 
state’s continued adherence to a programme of institutionalisation. Evidence for 
this adherence is provided by the fact that the initial Irish policy document regarding 
Care in the Community, ‘Planning for tlie Future’, was drafted in 1984, whilst an 
effective programme of care in the community is still to be fuDy implemented, and 
has not been legislated for. A recent article by Carpenter (2001) supports this point. 
In his article Carpenter addresses issues of mental health policy within a context of 
welfare capitalism. Writing from a predominantly British perspective. Carpenter 
(2001) argues that conservative European states (i.e., conservative in a context of 
welfare capitalism) fostered a culture of subsidiarity:

In the ‘conservative’ continental regimes of Europe pressures to deinstitutionalise do 
not emerge so rapidly (i.e. not until the 1970s) because the asylum survives as an 
institution of social control, and the development of specialisation is restricted by 
principles of ‘subsidiarity’ which defme community provision as the responsibility of 
voluntary organisations, churches and families (Carpenter 2001: 67).

To restate C arpenter’s (2001) argument in the context o f this paper, it would 
appear that an adherence to institutionalisation often results in a habitus whereby 
voluntary groups, the church and the family are expected to pick up the com 
munity, or non-institutionaUsed aspects o f mental health care, (i.e. the consumer 
habitus is founded in the states adherence to institutionalisation as opposed to any 
contestation on the part of these other interested parties).

Perhaps it is the case that Irish SMOs have been bound to cover a short fall in 
non-institutional care. Possibly this concentration of SMO resources precluded 
SMO involvement in any otiier social aspects o f mental health and illness, such 
as the possibility of considering social aetiologies as well as/instead of solely 
medical aetiologies of mental health. However, regardless of the presence or lack 
o f sites of contestation, the dominant user habitus and movement habitus remains 
a consumer one.

I would argue that tills consumer habitus has been primarily driven by 
govenmiental policies that have set the structural peu-ameters for a mental health
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service user habitus in Ireland. This consumer model has in turn been carried 
forward by Irish SMOs, who have adopted this framework wholesale, meaning 
that the one habitus that is widely available is a consumer habitus. Perhaps the 
most striking aspect o f the Irish context is that this consumer habitus has been 
generated and driven not by an indigenous movement of service users, but rather 
by govermnent policy that has been imposed, from the top down, upon the mental 
health service user. This top down model is one that is based on an unchallenging 
acceptance of a solely biological aetiology of mental health and illness.
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Globalisation and its Discontents

KffiRAN ALLEN 
University College Dublin

ABSTRACT; The emergence o f an anti-globalisation movement which seeks to 
project a common interest between workers and social movements against neo
liberalism, represents a challenge fo r  sociological theory. The most direct 
challenge is to the 'court sociology' o f Beck and Giddens who now act as advisors 
to political elites. They have conceptualised globalisation as primarily an abstract 
cultural process which calls for ‘inevitable ’flexible changes among the dominated. 
One theorist who rose to the challenge o f the anti-globalisation movement was 
Pierre Bourdieu. His later writings re-legitimised a discourse o f resistance. But 
his explanation o f neo-liberalism in terms o f subjective changes among the state 
nobility has underplayed the economic changes in late capitalism that gave rise to 
the phase o f globalisation.

The second World Social Form met in Porto Alegre between 1 and 5 February 2002. 
Seventy thousand participants, including 15,000 delegates from 5,000 organisations 
took part in its proceedings (Petras 2002). They came from over 150 countries and 
represented a variety of anti-globaUsation movements, networks and campaigning 
organisations. Porto Alegre was chosen as the site for the conference since the 
main political force in the city is the Workers Party of Brazil which was bom out of 
the struggle of metal workers and their unions in a previous decade. The conference, 
with its predominant theme that ‘Another World is Possible’, bore testimony to the 
existence of a vibrant anti-systemic movement that has survived and indeed grown 
after September 11. Bom in Seattle in November 1999, through a ‘Teamster- 
Turtle’ alliance which symbolised the new links between organised labour and 
environmentalists, the anti-globalisation movement had clearly spread from the 
industrialised world to the more impoverished peripheries of the global system.

Themes

The term ‘anti-globaUsation movement’ is, of course, paradoxical. It promises the 
birth of a new global solidarity but critiques the existing forms of globalisation 
which are equated with the self emancipation of capital from a host of restraints.
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‘Irra tional Agents? Exploring a C ontradiction in T erm s’

A bstract
This paper will consider the processes involyed in the regulation of rationality with 
regard to issues o f mental health. Drawing upon theories o f social agency, and the 
inherently rationalistic imderpinnings o f notions o f human agency, the paper will 
employ a two fold consideration of rationality (e.g. in an agency context and in a 
mental health context) to consider the key role that rationality (and the lack thereof) 
plays in the ascription of mental health or ‘Ulness’. This ascription is based on a 
theory o f agency that emphasises the role o f the collective over the role of the 
individual. This paper regards notions o f the voluntaristic, rational agent as a 
discourse. It will be argued that a social (or collective) status as a voluntaristic 
rational agent is predicated upon the individual being able to satisfactorily account 
for his/her actions. As a means o f highlighting processes o f accountability and the 
collective component o f social action, reference will be made to a case study of an 
interview with a user of mental health services. The analysis highlights how, 
having been ascribed a status o f irrational agent, the service user engages in talk 
designed to bolster or re-establish his status as a rational agent. The analysis details 
different strategies employed by the service user to accomplish this activity.
It is argued that the theoretical frame employed in this paper (with it’s 
preoccupation with the ascription o f ir/rationality) allows the researcher to 
interrogate a collectively constituted agency o f the service user. The usefulness of 
an understanding of some of the processes o f ascription and resistance in relation to 
rational and irrational acts and the role that collective agency (as opposed to 
individual agency) plays in this ascription will be highlighted in the analysis. This 
analysis demonstrates the processes involved and the discourses used in accepting 
and resisting a status as an ‘irrational’ agent.

Keywords: agency, rationality, accountability, psychiatry, service users 

Introduction
Brooks (2000) writes that ‘almost all cultures have viewed mental illness as a deviant 

form, subject to negative social sanctions...This is true whether mental illness has been 

explamed by sin, possession by spirits, heredity or bio-physiological factors’ (p. 12). As 

such, much of the socio-historical focus with regard to issues o f mental health has been 

predicated by a focus on exclusion. The aspect of exclusion that will be addressed in this 

paper is that aspect which serves to differentiate the excluded from the excluders. It will 

be argued that much of the basis for this exclusion is founded on ascriptions o f



irrationality, (by the collective), towards the service user, (as an individual). These 

ascriptions of irrationality will be discussed in the context o f the accountability of the 

service user, and the affect that notions of rationality and irrationality can have upon their 

accountability and general agency.

Much o f this focus on exclusion has detailed (after Foucault, 1965) the processes 

involved in the ‘regulation o f rationality’. Notable contributions in this area are provided 

by people such as Busfield, (1996), Miller and Rose, (1986), Castel, (1988). However, 

this Foucauldian framework, can as Busfield (1996) herself accedes “ ...be criticised as 

overly pessimistic, conspiratorial in its assumptions and as denying individual freedom 

and agency,” (p. 74). Additionally Busfield goes onto argue that these analyses “all too 

frequently stress regulation, control and repression, not facilitation and empowerment,” 

(p. 75). This paper, whilst drawing on issues around the ‘regulation o f rationality’, does 

not consider the regulation o f rationahty to be an inherently Foucauldian construct, or 

perhaps to be more succinct, it does regard this approach as demanding a Foucauldian 

frame for it to be meaningfully utilised as an analytical tool. The paper is ostensibly 

about the relation between rationality and agency, in situations where a psychiatric 

diagnosis has been given or ascribed to a person. As such this Foucauldian slant on the 

regulation o f rationality would be problematic in terms of a consideration o f the service 

users agency, given its’ predilection for denying agency. However, it is accepted that 

rationality plays an intrinsic part in notions or ascriptions of mental health and ‘ilhiess’ 

and it is the double play between rationality/irrationality in a mental health context and a 

rationality/irrationality in an agency context that underpins much o f this paper.

Issues around rationality are inherent features o f human agency. Once people have been 

described as irrational (that is to say, given a psychiatric diagnosis) they are no longer 

held to be as accountable as people without a psychiatric diagnosis. Drawing on a theory 

of social agency put forward by Barnes (2000, 2001), the analysis will highlight how 

service users draw upon different discourses to both vahdate their own accounts and to 

invalidate alternative accounts. The context within which this analysis is framed is one 

informed primarily by notions of agency. However, it is fu'st necessary to offer a

discussion o f issues o f rationality and accoimtability in relation to agency, and to consider 

how these issues might be read as fimctioning at the level o f the social collective as 

opposed to functioning at the level o f the social individual. Much of this discussion will 

be structured around a consideration o f the work of Bames who has written extensively 

about notions o f collective as opposed to individual agency.

Bames offers a critique of an everyday discourse of agency predicated on notions of 

rational, voluntaristic individuals. Bames (2001) states “the powers of human beings to 

engender shared understandings across cultures, and coordinated action for the indivisible 

good of collectives, is simply imintelligible on the assimnption that they are independent 

individuals,” (p. 342). In place o f this everyday discourse, he suggests a theory o f agency 

founded in notions of collective or mutual accountabihty and mutual susceptibility. In 

this paper the focus wiU be placed almost exclusively on the accountability component of 

this theory. Bames argues that rather than human beings judging actions simply as 

rational or irrational, they actually account for, or take account of, action as rational or 

irrational. It is not the action itself that is scmtinised, but the account of the action.

Busfield (1996) raises a similar point, specifically in relation to the identification of

‘mental disorder’ within people. She states that

“ [T]he difference between mental disorder and physical illness is not that 
one has mental, the other physical causes, but that one involves judgements 
o f  mental fimctioning, the other o f  physical function. It is the referent that 
is at issue, not the mental or physical processes that may be involved in 
producing the phenomena in question.” (p. 53-4).

In a mental health context this would mean that it is the rationality o f the person that is 

judged, that is to say, the voices Jeff hears are not judged, but the implications of what 

these voices might mean, in terms of Je ffs  mental functioning, are judged. This primary 

focus on the rationality o f an account o f action as opposed to a primary focus on the 

inherent rationality o f an action itself allows for a different conceptualisation of human 

agency. It shifts the focus from an individually rooted explanation o f human action to a 

position whereby the collective component o f action becomes apparent (i.e. the collective



assessment o f the rationality o f  the account) and takes precedence over individual 

explanations.

Barnes (2001) effects this shift by arguing that notions o f agency predicated upon the 

idea o f human beings as rational volimtaristic agents is a discourse, used by us, to 

describe what we do. It is a hermeneutical device that interprets collective action from an 

individualistic standpoint. Accoimtability and susceptibility are offered as alternative 

hermeneutical devices, which allow for a collective as opposed to individual reading of 

human action. To talk o f accountability is not however, to discard notions o f rationality. 

Within this accountability framework, how people offer or take account o f actions is 

founded in a discourse o f rationality. The predominant framework is evidenced in 

situations where irrational action is accounted for as rational (e.g. “I had no other option 

given the situation”). This is a  fairly common occurrence and, it should be noted, is more 

often than not predicated upon the context in which the action took place. The flip side 

o f  this occurrence is a  process whereby rational behaviour is accounted for as irrational. I 

argue that this is a far more complex process, and it is these issues o f accounting for 

rational and irrational behaviour that form the main thrust o f  this paper. However, I will 

first outline how concepts o f  rationality are being defined and utilised in this paper.

TW O  LEVELS O F RATIONALITY 
Rationality and M ental H ealth
The concept o f rationality operates on two levels in this paper. Rationality, in a mental 

health context has been thoroughly expoimded by Foucault (1965) and others. As already 

discussed, much o f this work is concerned with issues associated with the regulation o f 

rationality. Primarily this work reflects on the ways in which irrationality has been 

constructed and informed upon in a framework driven by an application o f the power of 

reason towards that which is deemed to be without reason. That is to say the dominant 

approach has been to consider irrationality from a perspective driven by rationality. The 

upshot o f this is that a contemporary discourse has emerged that regards the ‘insane’ as 

being without reason.

R ationality and Agency
The second, and by no means unrelated, level at which rationality will be seen to operate 

in this paper is more specifically in relation to agency. The impact o f an ascription of a 

lack of rationality can be seen to have seriously undermined the service users perceived 

capacity for accountable, rational action, in terms of how they account for their actions, 

how they account for the actions o f others and also in terms of how they read others 

accounts o f their own actions,

A Conflation of the Two
The notion of human beings as rationally calculating and voluntaristic agents is a 

powerfiil one. It is a notion that underpins much of our everyday understandings and 

conceptuahsations o f  what people do. As akeady identified, it is the predominant 

discourse in which we as social beings interpret and understand what actions we and 

other people take. To be an autonomous individual, we have to possess rationahty, If  we 

have been ascribed with a lack o f  rationality, then we may lose our autonomy (for 

example see principles o f involuntary committal and involuntary treatment in a mental 

health context). I f  a person is seen as irrational, they may be deemed to be incapable o f  

acting in their own best interest, (and as a potential danger to others). This is why state 

sanctions o f involuntary committal exist, (Stromberg and Stone, 1983), Rather than the 

person being a rational volimtaristic agent, they may be defined as an irrational, 

involuntaristic ‘patient’. That is to say, one of the key components o f the persons’ ability 

to act is withdrawn; they are not rational, so therefore they cannot be seen to be 

autonomous agents, i,e, to act on their own behalf and/or in their own best interest.

What I intend to play upon in this paper is a conflation of these two different contexts. 

What happens to a persons’ agency (i,e, rational voluntaristic agent) when they are 

regarded as being mentally ‘ill’ (i,e, irrational)?

The notion of accountability allows for a consideration of these two operational 

definitions o f  rationality. By considering how the service user makes themselves 

accountable (and by extension makes others non-accountable), in discussions of their 

own actions, it becomes possible to analyse their own interpretations o f their own actions.



and how  these interpretations are im derpinned by a rational and voluntaristic discourse. 

That is to say, a rational and voluntaristic discourse is the discoiu-se utilised to describe 

their actions. A dditionally, in the case study presented in this paper, the service user talks 

about and constructs oppositions to his ow n account in non-voluntaristic and irrational 

contexts. This activity w ould suggest that issue o f  accountability underpin m uch o f  what 

m ental health service users have to ‘d o ’ to try and attain a status o f  a  rational voluntaristic 

agent after they have been identified as irrational.

A W o rk in g  D efin ition  o f  A ccoun tab itify
H a'/ing outlined the relevance o f  a concept o f  accountability, I w ill now  turn to a 

discussion o f  w hat specific aspects o f  this concept are being utilised in this paper. I will 

take as a starting point Barnes (2000) m odel o f  agency (see figure 1).

F ig u re  1: B a rn es M odel o f  A gency

A ccountab ility S uscep tib ility A ction

M akes actions

muttially

intelligible
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Causation?
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^  P ress each  ;
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to causation

- Collectively

;*  constituted5-‘’vr
Voluntarism?

Susceptibility 

corresponds to free will

B arnes’ model is predicated upon notions o f  accountability and susceptibility. In terms 

o f  accountability, B arnes borrow s from  an ethnom ethodological^ perspective, w hereby.

 ̂ This ethnomethodogical focus functions to ground B am es’ discursive critique in the world o f  the 
mundane, in effect, to make his collective agency discourse an everyday discourse, ju s t as the rational 
autonomous agent discourse is an everyday discourse.

he holds, m em bers predicate assum ptions o f  basic com petence in another member, 

through a process o f  accountability w ith regard to accepted rules. The key issue is the 

notion o f  accotmtability. It fimctions to make actions m utually, as opposed to 

individually, intelligible. This accountability can be seen to function before, during and 

after the act, but tends to be discussed after the act has taken place, as a means of 

explaining w hat it w as that actually took place. Furtherm ore, Bam es (2000) argues that 

whilst it is utilised at the level o f  the individual, it only has relevance at the level o f  the 

collective, (the collective, in this instance, being m anifest through the relation between 

the individual action and the rules that constitute the accountability o f  that action). That 

is to say, it is not possible to be accoim table only to you rse lf The notion o f 

accountability is intrinsically a collective notion. It is in the act o f  accounting for an 

action that the collective becom es involved in terms o f  assessing the validity o f  the 

account; in m uch the sam e w ay SchefT (1978) outlined processes o f  primary and 

secondary deviance in relation to mental health. For exam ple, a spouse may accept an 

im satisfactoiy account as a once-off occurrence, but w ith an increasing frequency of 

unsatisfactory accounts, m ay turn to other fam ily m em bers, general practitioners and 

psychiatrists to assess these accounts. Processes o f  accountability would demand or 

require that an action follow s the accepted rules, or can be justified for not follow ing the 

accepted rules. B am es stresses that the em phasis is not upon conform ity to social rules, 

but rather it is concerned with the idea that accounts o f  action m ust make sense in light o f 

m les, w hether this sense is an application o f  the m le, a deviation from the m ie or 

w hatever else an action may be in relation to the m le. Accountability is constituted in the 

interactions o f  m em bers aroimd and regarding accepted rules, and the rule plays a central 

role in the collective judgem ent o f  the acceptabihty o f  the account.

A ccoun tab ility  an d  R egula tion
H aving discussed the role o f  accountability, in relation to rationality in the context o f 

theories o f  action, I w ill now  consider issues o f  accountability in relation to rationahty in 

a mental health context. Busfield (1996) w rites that ‘the theorisation o f  mental disorder 

in terms o f  the regulation o f  ‘reason’ and ‘rationality’ provides the m ost usefril
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conceptualisation for analysing the boundaries o f mental disorder, [and] its regulation...” 

(p. 69).

The premise o f this approach with regard to the current paper is that it allows for a 

combination o f accountable action and regulated rationahty. It allows for an application 

of notions o f accoimtabihty to situations that address issues o f irrationality. Busfield 

(1996) writes that in judging a person’s behaviour or actions, it is often the case that 

judgements are made and agency, or the attribution of agency, is rescinded. “If we deem 

behaviour to be problematic, if for some reason duties or obligations are not fulfilled, we 

are more likely to consider whether they are the result o f some physical or mental 

incapacity (where agency is not assumed)... [and agency is denied] either at the individual 

or social level,” (pp. 57). So it would seem that within the everyday discourse, we have 

to be held to be rational to be able to act freely. If  we are not held to be rational, 

consequently we are held to be unable to act voluntaristically. The essence o f this 

sunmiary is that rational calculation can be adjudged to underpin all action that is called 

to account. By combining a theory of human agency which privileges collective 

accountability over individual rationality, with this work which details the regulation o f 

rationality and the assumption o f passivity (or more specifically an inability to act 

voluntansticaUy), it is possible to begin to move towards a position whereby we can 

understand how an ascription of irrationality can directly impact upon a persons agency.

All o f  the considerations o f the ‘rationality’ o f actions, in the context o f  this paper, take 

place after an irrational act has taken place, the focus is on how that irrational act is 

accounted for and what the consequences o f the acceptabihty o f these accounts might be. 

This is because the process o f accounting usually takes place after the act. It should also 

be noted that the end point in all three scenarios presented below is the collective. In 

scenario one, the collective accepts that irrational action was rational, in scenario two the 

collective and the service user concur that the act was irrational and in the third scenario 

the service user contests the ascription o f irrationality. The ascription of ‘rational’ or 

‘irrational’ hinges upon or is dependent upon whether the account offered is satisfactory.
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Scenario 1: Irrational Action as Rational Action
If it is accepted that accountabihty is collectively constituted then I would argue that 

irrationality, in a mental health context, is also (by association) collectively constituted. 

Irrational behaviour can be regarded as rational, if it can be accounted for to the other 

members of the collective -  i.e. if  they accept the account. There is a rational 

explanation, defined by the context o f the situation in which the behaviour occurred, 

which can make the irrational into the rational. If an account can be offered in which free 

will and rational calculation are evident, there is a chance that preservation of a status, as 

a rational agent, will occur. The account will be judged in terms of its rational content 

(see figure two).

Figure 2: Scenario One; Model of Irrational Action as Rational Action

Scenario 1

Irrational Contextual —> Collective — Rational Act

Act Account Judgement

This technique involves an acceptance (on the part o f the individual) that the original 

behaviour in question was irrational, but diat this irrationality can be accounted for by 

circumstance. This is an important precursor to the accounting process. To prove 

rationality, within the everyday discourse, involves the individual accounting for their 

behaviour, with the ultimate decision made by the collective -  i.e. in the particular 

context, the irrational behaviour can be deemed rational, that is to say the individual has 

been held to account and their explanation has been accepted (this process is 

demonstrated in figure two). An example of this process might be that Joes’ account for 

taking six weeks sick leave from work was that he just could not face going into the 

factory. The irrational act (taking six weeks off when there is no discernible physical 

cause for the leave) can be explained by the account Joe offers of the situation, (his



account might be that he recently suffered a bereavement). This account means that the 

behaviour was not irrational because of the context in which it occurred. Joe concedes 

that to take sick leave when he is not physically sick may be irrational but he can account 

for the action and the collective can assess this account (this line of argument is moving 

towards Parsons (1951) notion of the sick role, i.e. concessions are granted so long as the 

individual resumes their previous role at some stage, preferably sooner rather than later. 

Were Joe not to resume his previous role, then the judgement and associated actions may 

move more towards scenario two or three).

Scenario 2: Irrational Action as Irrational Action
To talk about irrational action as irrational action is again quite a straightforward 

proposition. In scenario one, the nature of irrationality is not contested, Joe accedes to 

the collective judgement that the behaviour was irrational but he can account for it, so 

that ultimately the action is not ascribed a status as an irrational act. By acceding to this 

Joe must then move back into his previous role and return to work, thus retaining his 

status as a rational agent.

Figure three presents a second scenario whereby a possible course of action should 

rational status prove impossible to sustain (in terms of the offered account) is presented. 

That the action has been adjudged to be irrational is the starting point of the model 

presented now presented, this much it has in common with the first scenario.

92

Figure 3: M odel o f Irrational Action as Irrational Action

Scenario 2

Irrational —► Contextual -+ Collective —> Irrational —> Irrationality

Act Account Judgement Act accepted

Scenario two represents the same sequence of events as presented in scenario one, with 

one important difference. The key difference or turning point is that in scenario two the 

accovmt offered is deemed unsatisfactory and as such the act is deemed to be irrational, 

(after a process of collective judgement). In turn, the individual accepts the judgement of 

irrational action and becomes, in effect, ‘irrational’. For example, Jim has taken six 

weeks off work with no discernible physical illness. His account for not attending work 

is that voices he heard talking to him from the television told him not to go to work. This 

accotmt does not offer an acceptable (i.e. ‘rational’) context for non-attendance at work 

and therefore Jim will be adjudged to be irrational. Jim can accept this judgement, but if 

he does so he must enter into a therapeutic regime to address the voices. According to 

Barnes (2000), the situation represented in this scenario tends to occur when “a persons 

actions are hard to make sense of as those of a member of the relevant culture,” (p. 10), 

that is to say, the account does not fit the act, or vice versa, the act does not fit the 

account.

Scenario 3: Rational Action as Irrational Action
In both of the previous scenarios the model has been permeated by accession to the 

collective judgment. In both scenarios presented so far, the individual has accepted the 

fundamental irrationality of their actions, and has either accepted this or accounted for 

this. The third scenario to be discussed here differs in that the ascription of irrationahty
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is challenged and rejected. The person argues that what the collective has deemed to be 
irrational is in fact rational.

Figure 4: Model of Rational Action as Irra tio n a l Action

Scenario 3

Irrational —* Contextual Collective ^ Irrational Act
Act Account Judgement

i
T

Rational «— Individual <- Experiential •<— Irrationality
Act Judgement Account rejected

Just as with the other two scenarios, the act is initially regarded as irrational. Indeed, just 

as in scenario two the account is deemed unsatisfactory and the collective judgement is 

that the act is irrational. However, the ascription of irrationality can be challenged and 

this sets in train a whole different course of action (see figure four). A contextual 

account that might justify the act has already been offered and rejected. The service user 

might then offer an experiential account (as opposed to a contextual account)^, which in 

turn couches the act in a different context (i.e. it is the persons own interpretational 

context rather than a collectively constituted context). From this experiential account, it 

becomes possible for the person to make an individual judgement that the action was 

rational. Thus, what was irrational action becomes rational action, but only insofar as the 

individual is concerned. It does not necessarily impact upon the original collective 

decision (that the act was irrational). This third scenario involves the person taking a

stand against the collective and asserting his or her own version or interpretation of the 

act, over above and beyond that already decided upon by the collective.

For example, John is absent from work for six weeks because he is hearing voices telling 

him not to go to work. The collective adjudge John to be irrational. John however, 

challenges this assertion and contests that due to events that happened to him when he 

was younger the voices telling him not to go to work are entirely rational. To reject the 

ascription of irrationality is to reject the possible intervention of psychiatry, or even to 

reject the ‘psychiatrisation’ of the act. In order to do this, John may very well draw upon 

survivor discourses. To assert that what has been labelled irrational is fact rational 

involves problematising psychiatry and bolstering anti-psychiatry.

Analysis 

Extract 1

ES: ehhm so how do you how would you see yourself in relation to 99

psychiatry now then

John: well for a start for a start I no longer class myself as schizophrenic 100

ES: okay 101

la John: I class myself just as John Brown*, oh sorry you 102

ES: it’s grand I’ll change 103

John: I just classify myself as myself again 104

ES: okay 105

 ̂ This notion o f experience versus context echoes Mischief’s (1984) distmction between the voice of 
medicine and the voice of the life world. In this instance context would be seen as an equivalent to the 
'voice o f medicine’ and experience as an equivalent to the ‘voice o f the life world’.



1

b

Jo h n : ehh diagnosis m eans nothing I d o n ’t even really 11 don’t actually 

believe that it exists I don ’t even actually believe there’s any scientific 

p roo f to 

ES: mhhm

Jo h n : to back up a diagnosis o f  schizophrenia ehh it’s a  process o f  the 

m edical model 

ES: mmhm

Jo h n : and the m edical m odel is a reductionist m odel so therefore ehh it’s 

it’s ehh I suppose it’s an easy w ay o f  them  tagging a  label onto som ebody

106

107

108

109

110

111

112

ES: yeah yeah 113

Jo h n : I would have had a lot o f  problem s w ith psychiatrists trying to battle 114

my w ay through staying o f f  m edication 115

1 E S: okay 116

Jo h n : and I ’d have a lot o f  problem s around persuading them that I had 117

recovered I had a lot o f  problem s around ehh educating them  that m edicine 

w asn’t an answ er

118

E S: mmhh 119

Jo h n : that it w asn’t d idn’t play a part even part o f  the answ er you know 120

that there w as a w hole lot o f  o ther basic com ponents that w ere m issing they 121

were missing com pletely like instead o f  looking at som e sort o f  a brain 

disease or a biological disease that it w as actually an em otional distress they 

w ere dealing with or or

122

123

E S: mmhh 12

1 Jo h n : they never took tim e to listen w hat cause w hat the life events were

4

12

d what the history was 5 

12

6

ES: yeah 12

96

7

Jo h n : there w as no tim e spent on that there was m ore tim e spent on trying 12 

to educate me to bee becom e com pliant 8

12

9

*John Brow n is not the respondent’s real nam e; the transcript has been anonymised

This extract is draw n from an interview  carried out w ith John. John had been out o f  

hospital since 1994 (the interview took place in 2001), having spent the previous ten 

years moving in and out o f  hospital (m ost o f  this ten year period w as spent in hospital). 

He is an active m em ber o f  the psychiatric survivor movement. Consideration o f the 

potential roles o f  survivor discourses will be considered in the analysis o f  these extracts 

o f  talk from an interview w ith John. This analysis contains both counter-psychiatry 

survivor discourses and pro-psychiatry m edical discourses.

The first com ponent o f  this ex hact to be considered w ill be extract la. 

E x tra c t la

ES: ehhm so how  do you how  w ould you see yourself in relation to

psychiatry now  then
99

Jo h n : w ell for a start for a  start I no longer class m yself as schizophrenic 100

ES: okay 101

Jo h n : I class m yself ju st as John Brow n*, oh sorry you 102

E S: it’s grand I ’ll change 103

Jo h n : I ju s t classify m yself as m yself again 104

In this extract John talks about how  he has rejected a m edical diagnosis. O f  particular 

interest is line 104, w here John states “ I ju st classify m yse lf as m yself again.”  The use o f 

the word ‘again’ would suggest that there w as a period o f  time when John did not, or 

could not, classify h im self as him self. W hat John says in line 100 indicates that this was
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the time when he classified himself as schizophrenic. Additionally the use o f the word 

‘again’ also suggests that there was a time prior to this that he did classify himself as 

himself. What lines 100-104 illustrate is that there was a time in John’s life, whereby, 

due to a diagnosis o f  schizophrenia, he was unable to classify himself as himself

This analysis o f  these specific episodes o f  talk would dem onstrate the presence o f  

scenarios two and three. John begins in line 100 by rejecting the irrationality o f  being 

adjudged schizophrenic, he no longer ju dges h im self to be schizophrenic (this does not 

m ean that he denies his voices, he does not [see extract two]). This act on Jo h n ’s part 

w ould tie him  into the third scenario discussed above, one w here he rejects and 

challenges the ascription o f  irrationality. H ow ever, this specific extract also displays 

evidence o f  scenario tw o, w hereby John initially accepted the irrationahty o f  his actions 

(this would correspond w ith the period o f  tim e w hen John did classify h im self as a 

schizophrenic).

It is o f  further interest that there is distinction betw een John classifying h im self as 

him self, and John classifying h im self as a  schizophrenic. From  the w ay they are 

presented, it would appear that John regards them  as being m utually exclusive. He 

cannot be schizophrenic and be h im self at the sam e tim e. This would suggest that the 

classification o f  schizophrenic is an external classification and is one that does not allow 

John to be w ho he w ants to be (and by extension, do w hat he wants to do). In other 

words a diagnosis o f  schizophrenia does not allow  John to ‘be h im se lf . It is in the 

rejection o f  the label o f  schizophrenic and the assertion o f  his ow n se lf  that John provides 

em pirical evidence for scenario three. H ow ever if  w e consider scenario three again, it 

should be noted that there is a circuitry  to the m odel. It is not enough that John go 

through the stages o f  the m odel to arrive back at an assertion that his ow n actions are 

rational, they are still in the realm  o f  the collective, and the collective is still likely to 

regard them  as irrational. A s such the cycle o f  contention begins again. M uch o f  the rest 

o f  the w hole extract details these issues. H ow ever, before going on to consider these 

extracts the m anner in w hich John rejects the ascription o f  irrationality m ust first be
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established. This is demonstrated in extract two where he details how he deals with his 

voices.

E xtract 2

249
250

251

Jo h n : so at fourteen I heard one voice by the tim e I entered psychiatric services 
I w as hearing four voices 

ES: right

Jo h n : and the three other voices were directly related to experiences within my 252 
hfe
ES: right

Jo h n : but nobody talked to me about the experiences within my life 254

ES: motnhm

Jo h n : you know  and it w asn’t until I understood w hat the voices related to 256

ES: yeah that you

Jo h n : that I could make sense o f  w hat w as going on 258

ES: so would that be w hen you rejected your diagnosis then 259

Jo h n : that’s w hen I rejected the the that’s when I rejected the the diagnosis 260
that’s when I rejected the very fact it w as brain dysfim ction that’s when I 
rejected if  you w ant to say the m edical m odel

ES: but up until that time y o u ’d bought into it 263

Jo h n : well up until that tim e I d idn’t know  any better up until that time 264 I

It is apparent fi-om extract two that John does not reject the idea that he hears voices. 

What he rejects is the pathological medical explanation for these voices, that is to say, he 

rejects the medical account. John accepts that he hears voices, but chooses to regard 

diem and make sense o f them in a non-medical way, i.e. in a different context. It is 

interesting to note that he talks about ‘understanding’ (line 256) what the voices related to 

and it was then that he was able to reject the medical model.

Some people may regard this as ‘crazy talk’. John is talking about understanding the 

relevance of voices he hears in his head. However, as extract one demonstrates, John has



been able to convince the watchmen (i.e. psychiatrists) that he is rational and 

accountable. Consequently, it becomes a lot more difficult to reject this statement simply 

as ‘crazy talk’. It is not the occurrence of voices in his head that John rejects. Rather it 

is, the identification of these voices as a condition called schizophrenia and the attendant 

losses o f rationahty and accountabihty that are consequential features o f  this diagnosis. 

John offers up a different context in which to account for these voices, and it is an 

experiential as opposed to clinical context, and it is this experiential, life-world context 

that allows him to reject the ascription of irrationahty (for example, note that in line 258 

John talks about ‘[making] sense o f what was going on’ - this sense-making activity 

serves to rationalise or ‘make rational’ the voices).

If  it is accepted that the everyday discourse o f the agent is a rational and voluntaristic 

agent and that John is working within this framework as much as everybody else, then 

this means that for John to be able to be himself, he had to reject his classification as 

schizophrenic, being as it is was to him, irrational and ascribed (i.e. scenario three).

To return to extract one, I would assert that the first sub-section (extract la  - lines 99- 

105), taken in isolation, relates to issues o f the regulation o f rationality (Busfield 1996). 

John’s rejection o f the diagnosis, but not the voices, would support this conclusion. If we 

put extract la  into the context o f the larger extract from which it is drawn, we see that 

John goes onto to talk about the processes he has faced in terms of issues of 

accountability, rationahty and voluntarism.

The issue o f accountability arises in the next section o f extract 1 (subsection lb  - lines 

106-111).

Extract lb

John: ehh diagnosis means nothing I don’t even really 11 don’t actually believe
j 07

that it exists I don’t even actually believe there’s any scientific proof to

ES: mhhm 108

100

John: to back up a diagnosis of schizophrenia ehh it’s a process of the medical

model

ES: mmhm

John: and the medical model is a reductionist model so therefore ehh it’s it’s
112ehh I suppose it’s an easy way of them tagging a label onto somebody

In this extract John stands against the collective, he is arguing that what has been 

described and ascribed by the collective as irrational behaviour, is actually rational 

behaviour. He is stating that the collective got it wrong. He does this by calHng into 

account the very existence o f the diagnosis he was ascribed (lines 106-107).

If John were to call himself to account (“I had schizophrenia but now I ’m better”) he 

would be accepting the ascription of the collective and trying to show that he had 

changed, and was no longer to be regarded as irrational (“1 was irrational but now 1 am 

better”). Instead John calls ‘schizophrenia’ to account, asserting that it is non-existent, 

that there is no scientific proof to support its existence. How can something that does not 

exist be rational or irrational? Schizophrenia, for John, becomes nothing more than “an 

easy way o f them tagging a label onto somebody”. This line would suggest that John 

sees a diagnosis o f schizophrenia as a means of marking people out, distinguishing them 

from the collective. This distinction is carried out on the basis of their irrationality, and 

consequent lack o f accountability. By calling the medical model into account, John 

functions to maintain his own sense of accountability, that is to say, his own 

accountability is not problematised by the argument he pursues here. It is the diagnosis 

that is called to account and problematised.

Considered in conjunction with extract two, it would appear then that the message John 

relays is that his irrational behaviour was in fact rational, when considered in light of his 

own life events. It is schizophrenia and its attendant properties which are irrational, or 

perhaps more accurately, are unaccountable. John can account for himself, but he argues 

schizophrenia cannot be accounted for (either ontologicaUy or scientifically). If 

schizophrenia cannot be accounted for, it cannot be regarded as a rational or valid
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category of action. It is John’s goal to challenge not only his diagnosis, but also the 

validity of the diagnostic category itself. Again, this could be regarded as a survivor 

discourse, in that John is attempting to undermine or refute medical hegemony. It is 

interestiug that John constructs this refutation in a framework informed by notions of 

accountability and rationaUty, the very same two attributes that he is adjudged to be 

lacking by virtue of the diagnosis. John further develops issues around his own 

accountability in the next sub-section o f the extract (section Ic, lines 114-118).

Extract Ic

1 John: I would have had a lot o f problems with psychiatrists trying to battle my 

way through staying off medication ' * ̂

ES: okay 116

John: and I’d have a lot o f problems around persuading them that I had l>7 

recovered I had a lot o f problems around ehh educating them that medicine 
wasn’t an answer

What is of interest in this section is that John specifically discusses the problems he had 

dealing with professionals in terms of issues of accountability. He states he had problems 

accounting for his decision not to take medication (lines 114-115). Here we can see a 

clash of different agendas. The psychiatric agenda was for John to continue taking his 

medication. John’s agenda was to continue not taking his medication. John had to 

‘battle’ witli psychiatrists to have his account of the situation accepted. If somebody has 

a heart attack and begins taking aspirin after the event, it is unlikely that should they 

subsequently decide they wish to stop taking the aspirin that they are going to have to 

engage ‘in battle’ with their GP to do so. Short of physically holding John down and 

injecting his medication (which is an incidence he doesn’t report) it would appear that 

John was able to account for this decision and the psychiatrists he dealt with accepted this 

account (eventually). John chose to stop taking his medication (a voluntary act) but was 

only able to do this on the basis that he was able to account for this action to the

psychiatrists (the collective). The psychiatrists had the option to reject this account but to 

do so would most likely involve invoking sanctions of involuntary committal and 

subsequent involuntary administration of his medication. This would suggest that John 

was able to account for this decision by way of a rational argument. Again this ties into 

scenario three, but with a rejoinder that in this instance the collective is beginning to 

accept the irrational as rational, in effect breaking the circuitry of the model. The 

experiential individual account may be accepted by the collective over and above the 

medical contextual account.

The issue of rationality arises in lines 117-118. He details how he had to account to the 

psychiatrists that he was recovered, how he had to persuade them. The use of the word 

‘persuade’ is interesting as it suggests a process of argumentation, whereby one side tries 

to convince the other that they are right or are to be beUeved, i.e. it is an account. In this 

instance, for John to persuade the psychiatrists, would suggest that he was able to account 

for his course of action and to make the psychiatrists susceptible to this account. The 

account that he offered must have been framed in a rational manner, as this would be the 

only manner of account that a psychiatrist would accept in this situation. The impHcation 

of this conclusion is supported by John’s reference to his recovery. The fact that he 

reports he encountered ‘lots of problems around persuading them’ would bolster this 

view that what was at stake in this argument was the ascription or non-ascription of 

irrationality against John, based on the acceptability and context of the account that he

offered.

Furthermore, John talks about a process o f education, whereby he educated the 

psychiatrists about his medication. There are two points that arise from this line (118). 

Given the doctor-patient or expert-layperson dynamic, for the ‘patient’ (layperson) to talk 

of educating the expert is indeed an interesting use of language. Again it serves to bolster 

John’s assertion of his own rationality during this time. To suggest that he was educating 

them means that not only did John regard himself as rational, he was also accountable, 

and was accepted as such by the psychiatrists (otherwise they would not have listened to 

his argument). So again in this instance, it would suggest the circuitry of the model has
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been broken. The matter on which he was offering them education ( ‘that medication 

wasn’t an answer’) serves to raise more issues o f medical accountability. Just as he 

problematised the diagnostic criteria, he now problematises medication and the role that 

it played in his recovery. John was not able to just stop taking the medication; he had to 

offer an account to the psychiatrists why he wasn’t taking the medication. Part o f this 

account entailed him problematising the role o f medication in his recovery. Just as he 

dismissed the validity o f the medical diagnosis, he now dismisses the validity o f the 

medical treatment for the medical diagnosis. The technique o f accounting for himself 

through a calling to account o f psychiatric practice is repeated here, in much the same 

way that John utilised this same technique in relation to diagnosis. This idea is developed 

more substantially in the last section o f the talk, extract Id.

Extract Id

John; that it wasn’t didn’t play a part even part o f the answer you know

that there was a whole lot o f other basic components that were missing they 120

were missing completely Uke instead o f looking at some sort o f a brain 121
122

disease or a biological disease that it was actually an emotional distress they 123
were dealing with or or

ES: mmhh 124

John: they never took time to listen what cause what the hfe events were 125

what the history was 126

ES: yeah 127

John; there was no time spent on that there was more time spent on trying 128

to educate me to bee become compliant 129

Whereas in extract lb  (lines 106-112) John problematised the ontology and scientificity 

o f schizophrenia, he begins this next extract by continuing a theme first introduced in line 

118. Here the process of medication is called to account, and dismissed. This dismissal 

is informed by an accusation that the psychiatrists, by insisting on medication, were 

missing ‘basic components’ o f  his problem. He accoimts for their omission of these

‘basic components’ through their insistence on a disease model (which is a model he has 

already implicitly described as unaccountable). Many survivors chose to use the term 

emotional distress to describe their mental health, and it is interesting to note the effect of 

this term, in this context. Dualism would hold that human beings are split between 

rational thought and emotional feelings. Rational thought, through its association with 

the everyday discourse o f action, has come to dominate approaches to mental health and 

iltaess. Williams (2001) states that recent debates in and around mental health have 

served to bolster a traditional view that regards emotions as “somehow ‘unreasonable’ or 

‘unintelligible’ from a dominant (i.e. instrumentally rational) viewpoint,” (p. 18). If  this 

is accepted then the polemical nature of the term ‘emotional distress’ becomes apparent. 

It functions as a counter-discursive device aimed at de-rationalising mental ilhess (or 

perhaps even de-irrationahsing mental ‘illness’). This counter-discourse is further 

sanctioned by John’s recourse to life events and biography as an alternative means of 

explaining what happened to him. The biography and experiential account is an 

important antithesis to the clinical medical context in which the actions were previously 

judged. John reinforces the notion of disagreements or battles in the last line of the 

extract where he talks about how the psychiatrists tried to educate him (juxtapose this 

with what he was trying to educate the psychiatrists about). The psychiatric education 

was only concerned with maintaining compliance with the psychiatric agenda. Here 

again the influence o f scenario three becomes apparent, but perhaps in this instance the 

circuitry o f the model is not broken with the same extent it was in extract Ic (above). 

The medical context is problematised, the irrationality rejected, the experiential context is 

vocahsed, the iudividual judgement is made and the assertion of irrational action as 

rational action is made. Lines 128-129 then fimction to bring us back into the loop, 

whereby the rationality is not accepted and the process begins again. The professionals 

try to make John compliant, that is to say, make John accept that his behaviour is 

irrational (i.e. scenario two).
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Discussion
Much o f John’s rejection of these attempts at compliance is drawn from the psychiatric 

survivor movement and more particularly is an apphcation o f a psychiatric survivor 

discourse. The survivor discourse functions to posit a different rationality for John to 

conceptualise, discuss, and account for his actions. Due to its association with the 

psychiatric survivor movement it also functions to bring John’s account into a different 

collective, one that is far more likely to accept his account as a rational account (given his 

experiential context). The survivor discourse functions to offer John (and others) a mode 

of resistance to the hegemonic psychiatric discourse, and it is one that John uses to good 

effect. Through his application o f the survivor discourse John is not only able to resist 

the psychiatrisation of his voices, he is also able to convince (or account) for this 

behaviour, to the extent that he is able to persuade the psychiatrists that bis chosen 

actions are inherently rational (to a greater or lesser extent).

In terms o f the actual talk presented in the extracts through utilising the survivor 

discourse John is able to:

i. reject his diagnosis as a schizophrenic

ii. reject the scientific basis o f this diagnosis

iii. refuse to take medication for his diagnosis

iv. maintain he has recovered

v. reject medical model as kiadequate account

vi. maintain ‘life’ or experiential model as adequate account

These six steps are not mutually exclusive. Just as a rejection of his diagnosis allows him 

to reject the ascription o f  his irrationality, it also allows him to frame the unaccountabiUty 

o f the medical context. Just as John refuses to take medication (which again challenges 

the medical context) it also allows him to argue for his recovery by way of non- 

pharmaceutical techniques. The rejection of medicine as an inadequate account, sets hfe 

experience up as an adequate account.
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This is John’s agenda, and it is that draws heavily on survivor discourses. However, 

whilst this discourse can be seen to be functioning well for John, the discourse and the 

support offered by the sub-collective does not lend itself satisfactorily to the resolution of 

the act as a rational act within the broader collective. If psychiatry is considered as the 

main arbiter o f the collective judgement in this context it becomes apparent that 

psychiatrists wanted John to:

i. accept a diagnosis o f schizophrenia

ii. accept the scientific basis of this diagnosis

iii. take medication to address biological component o f diagnosis

iv. accept he cannot recover

v. accept the medical/biological model and reject experiential model

vi. be compliant with the treatment regime

What becomes apparent from these different discourses are the differences in the 

opportunities offered for voluntaristic action. The psychiatric discourse does not allow or 

expect any autonomous action; rather it presents all o f the answers and demands that 

these answers be accepted. John, on the other hand, describes his ovm survivor discourse 

whereby he has problematised much of the psychiatric discourse and posited alternatives 

that allow him to exercise his own agency (in terms o f the everyday discourse of action). 

John is able to illustrate that he is rational and accountable and the psychiatrists (he 

argues) have accepted this.

The concept of discourses allows us to move beyond idiosyncratic cases. Other 

interviews with different mental health service users have identified similar psychiatric 

and survivor discourses. This would suggest that these occuirences can be identified as 

discourses. In addition, however, because of the agentive component o f the discourse 

(i.e. the expectations and Umitations that these discourses can effect on a persons 

behaviour) I would argue that these discourses have to considered in light o f the action 

they can either demand or inflict upon the person. This is particularly pertinent in a 

mental health context because of the possibihty for the collective to ascribe a lack of

107



rationality and accountability onto the service user. The way that John suggests the 

psychiatric discourse operated for (or on) him would highlight these ascribed absences, 

the psychiatric discourse operates on a passive recipient (moving from the collective to 

the individual). John’s own description o f his actions would suggest counteractive ways 

of redressing this passive role. His discourse operates or moves from the individual to 

the collective.

Conclusion
Some users talk in terms o f what they have done themselves in order to countenance or 

resist a hegemonic psychiatric discourse. Agency is a matter o f central concern with 

regard to this resistance. The survivor discourse enables service users to talk about 

themselves as voice hearers as opposed to schizophrenics and enables them to locate 

themselves in a space where the biological basis o f  psychiatry is rejected (Speed, 2002). 

Issues o f rationality and accountability are also o f central concern with regard to this 

resistance. By identifying discourses and highhghting how people talk in terms of their 

responses to these discourses I feel it offers a means of interrogating what users say they 

did, in light o f  what can be very restrictive social sanctions. My concern, in this analysis 

is not with what John said he did versus what may or may not have happened, I am 

interested in how features o f  rationahty and accountabihty implicitly feature in the talk 

that John offers to discuss his situation with regard to psychiatry. Everett, (1994) talking 

about survivor groups in Canada details how a goal o f the survivor movement is to 

“expose the power relations embedded in the mental health system. Therefore, members 

attempt to shift the prevailing political discoitfse from one of forced psychiatric treatment 

as a form o f help to forced psychiatric treatment as a violation o f individual rights and 

needs,” (p.64). These are the sorts o f actions that I would read into John’s talk, but the 

interesting thing in John’s case is that evidence for these actions is provided discursively, 

not physically. Regardless of whether what John said happened did happen, the 

discourses he uses and draws upon fiinction to problematise psychiatric interventions. So 

it is not essentially what John talked about that is o f interest, it is the presence of 

discourses o f resistance within John’s talk that are o f primary interest.
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I have no doubt that many professionals may well classify John’s words here as the 

delusions o f a diagnosed schizophrenic. I would offer a coimter argument that regardless 

of pathology or diagnosis, John, in his talk, demonstrates an awareness and a means of 

negotiating the social aspects o f  being described as ‘mentally ill’ . In countering medical 

hegemony (and collective stigma), he offers an account couched in terms of his own 

rationality and accoimtability, in a maimer in which he builds a robust and resistive 

argument that suggests that what was done to him because he was labelled as 

schizophrenic cannot be rationally accounted for socially, medically or scientifically.

Ewan Speed is a PhD researcher at Trinity College Dublin. Contact via email - 

speede@tcd.ie
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‘Im age is Everything’- Disability and the Unchallenged Discourse of the Visible 

A bstract
Contemporary discourses o f disability challenge the economic and social inequahty 
experienced by people with impairments. The current debates on the Irish Disability Bill 
for instance exemplify the disability movement’s demands for practices of true inclusion. 
Such efforts have forced a change in social and political responses to disabihty. These 
efforts elevate issues of enviroimiental access, unemployment, subsequent poverty and 
inadequate housing to the fore o f political and socicd consciousness.
Consequently, although the practice o f true inclusion has yet to be realised, the 
understanding and experience of disability is beginning to witness moments of transition. 
Within these breaks particular discourses o f disablement become more legitimised, 
prioritising as they do key socio-economic issues as grievances. In an effort to dislodge 
the privileged position afforded to the medicahsation o f impairment, discourses of the 
body have aU but disappeared from the debate. An analysis o f data drawn from 
interviews with people with a disability shows that people are not simply engaging with 
discourses of socio-economics when discussing issues of disability. Despite the obvious 
disembodied discourses o f disablement, interviewees continued to articulate a discourse 
o f body politics. This paper will examine the articulation o f a discourse of visibility and 
the perception o f disablement. It will consider why this discourse, which despite its 
purported illegitimate status, continues to be articulated by people with impairments.

Keywords: disability, impairment, social exclusion, the body.

Introduction
This paper examines the conflicting ways people with impairments engage with the 

varied discourses of disabihty. Within current debates two competing discourses on 

disability, the individual and social models, are identified. EpistemologicaUy, these can 

be viewed as dichotomised readings o f the same phenomena, the former tied to an 

individualised account o f the flawed body and the latter offering a material and political 

account o f social exclusion. This paper wiU outline the prevalent tenets of both arguments 

and discuss the implications that these specific approaches to impairment have on the 

individual and social understanding o f the phenomenon of disability and disablement.

Following this, this paper will, through the analysis of a case shidy, illustrate how people 

with disabilities continuously, and simultaneously engage in these models. Unlike the
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