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ABSTRACT 

This thesis has been concerned with the question of authenticity in relation to 

autoethnographic mad narratives. Emerging from the ‘narrative crisis’ in the 

social sciences, autoethnography is a methodology that utilises personal 

experience (‘auto’) in the observation and analysis of social phenomenon 

(‘ethnography’). Along with other forms of first-person accounts of madness, 

autoethnography can arguably provide useful insights into the subjective 

experience of going mad and using mental health services, whilst also 

providing critiques of biomedical psychiatry.   

 However, many of these accounts are predicated on an argument 

from authenticity, even when using theoretical frameworks that repudiate any 

notion of a true self. In this thesis, I thus analysed the concept of authenticity 

in relation to mad narratives, arguing for a redeployment of the concept using 

De Certeau’s (1984) distinction between ‘strategy’ and ‘tactics’. In doing so, I 

argued that a ‘tactically authentic’ autoethnography would be a narrative that 

incorporated multiple perspectives, be ambitious in its textual representation, 

be systematic in in its analysis of the data, and relate the narrative to social 

theory. Following mental health and survivor research, I also argued that a 

tactically authentic account of madness would also incorporate critiques and 

analysis of the psychiatric system. 

 Therefore, in responding to these critiques of autoethnography, and to 

address the main thesis questions, an innovative autoethnographic 

methodology was developed, called a ‘quadrilogue’. This method 

incorporated four perspectives in recounting my psychotic breakdown and 
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psychiatric hospitalisation that occurred in the early 1990s. The four 

perspectives were: mine; my mother’s, represented by her diary that she 

kept at the time; the clinical team, as represented in my NHS clinical notes; 

and the reflexive perspective from the researcher, compiled from my own 

and others’ reflections on the data.  

 Analysis of the data generated three main themes. The first of these, 

double binds, using Bateson’s (1972) Double Bind theory to show the 

transcontexual ways in which the psychiatric system inflicted double binds on 

me, my family and staff. The second theme, mis/recognition, argued that the 

discourse of psychiatry itself was constituted in a ‘differend’ (Lyotard, 1983) 

that prevented me, and to a lesser extent my mother, from adequately 

framing our complaints. The third, despair, argued that despair is 

unrepresented in the psychiatric research literature, despite being present in 

first-person accounts, and was a key aspect of my experience in the 

narrative. However, this ‘despair’ was marginalised by the psychiatric system 

in the narrative, and lacks an adequate conceptual framing in the literature 

based on service user and survivor experiences. 

 There were at least two key contributions to the literature. The first 

was that in developing the quadrilogue, I had constructed a methodology that 

addressed issues in the literature and could be used to inform future 

autoethnographic research. The second was in the generation of new 

theories, as well as the adaptations of existing theory, grounded in the 

experiences of those who have use, or have used, mental health services.  
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PROLOGUE 

 

It is this deep blankness is the real thing strange. 

The more things happen to you the more you can't  

Tell or remember even what they were.  

 

The contradictions cover such a range. 

The talk would talk and go so far aslant. 

You don't want madhouse and the whole thing there. 

William Empson, ‘Let it Go’ 

 

 

‘The past is never dead. It isn’t even past.’ 

William Faulkner, ‘Requiem for a Nun’ 
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*** 

It’s the usual routine in my job as a clinical psychologist in the UK National 

Health Service (NHS), first thing in the morning: drop my bag and coat on the 

desk; exchange pleasantries with the few team members in this early 

(“another day, another dollar” intones the nursing assistant); turn on the 

computer; go to the kitchen to make a coffee; check emails (not so bad, but it 

is still 8am); open the patient data system; swipe my card in the card reader; 

pick up the to-do list.  

First action: respond to the care co-coordinator’s query from yesterday 

evening (“Simon, could you maybe see this really nice guy for therapy? I 

think he could really do with a chat”). I search for the client on the system. It 

barely even registers that the client has a vaguely similar name to mine.  

Until, emblazoned on the screen, somewhere near the bottom of the 

returned searches: my name, address and date of birth.  

I stare at the screen for a few seconds in wry disbelief. I have been 

taken back for a moment.  

 

*** 

I suddenly snap out of the spell, look around quickly to see if anyone’s near 

me. The coast is clear. I return to the screen. I feel anxious. What else do 

they have on me? I am so tempted to open the record, but I know I can’t do 
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that – this ‘patient’ is under a different directorate. Even though these are my 

notes, I will lose my job if I open a record of a patient not ‘belonging’ to me.  

 

*** 

An idea occurs to me. What’s on the other system? Old, paper clinical notes 

are archived on a separate system and my contact with the mental health 

service ended long before this system went online. I open the programme. 

Different password (of course) and I can’t remember this one, so I need to 

reset. Quickly now, other team members are beginning to file in slowly. Yes, 

that’s it, I’m in. I type Clarke, Simon. Several records, but sure enough, I am 

there. 404 pages of me. Fuck. 

 

*** 

In the car, in the car park, outside the clinic. Privacy needed. I am on my 

mobile phone to the Data Protection Manager of the mental health service. 

Yes, that’s right I say. No, I didn’t open the record on the online system. Yes, 

I know I could lose my job if I did that. I wave nervously as a colleague walks 

past into the clinic with a client in tow. Yes, I say back to the Data Protection 

Manager, I was a patient in the 1990s and I now work here for the same 

mental health service. Yes, I recovered. You haven’t come across this kind of 

a case before? A pause. OK. Well…how can I get hold of my notes then? I 

don’t know what’s on the system and I’m concerned that my colleagues 
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could access them. A Subject Access Request? Yes, I would. Very much. 

Thanks. 

 

*** 

The large package, a full ream worth of paper, sits with me on the passenger 

seat all the way home, as if it were a person. When I get home, my wife is 

waiting for me. I carry the large package to my chest like a baby. It’s here I 

tell her, dropping the fat package on the table. We unwrap it together. The 

A4 cardboard box that was inside the package sits on the table.  

Are you going to open it then? She asks.  

I’m not sure, I say. I then open the lid and start rifling through the first 

few pages.  

God, there’s so much of it, she says. Her fingers pull out one sheet 

from the pile – PATIENT PROPERTY LIST. Tears well up in her eyes. It’s 

like you were going into prison. You were just a kid. A kid scared out your 

mind. 

I’m not ready to read it, I say. I don’t think I can handle it. It was such 

a shit time. Could you put it back in the box? Maybe I’ll look at it later. 

 

*** 
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I’m still not sure what I want to do, I tell my PhD supervisor. I think I know 

what I want my PhD to be about, but I am not sure how to do it. I want to look 

at psychosis and the experiences of using mental health services, but I don’t 

think I want to use a conventional psychological approach. 

 What’s wrong with a conventional psychology approach? He smiles 

wryly. He is, after all, a ‘conventional’ psychologist. 

 I don’t know, I reply, conscious that I might be overstepping a 

boundary. It’s just…I pause and take a breath. Psychology deals with what it 

calls empirical ‘data’. Either quantitative or qualitative – it doesn’t matter, the 

process is the same. There is something that you ‘find’ that is ‘real’ which is 

more ‘real’ than what you as a ‘subject’ might ‘experience’.  

But the more you abstract from the experience, the less real it 

becomes. Psychology has many layers of this abstraction from the subject of 

experience – to responses from a questionnaire, to data in a data set, to 

results from a statistical inquiry. Or themes from an interview – also taken 

from experience, by a researcher, with their preconceptions and bias, 

filtered, extrapolated and ultimately fitted into a format consumable for an 

institutional process, that is often a million miles away from the original 

experience. Frank (2005) mentions this when he talks about the dangers of 

chopping up stories into data. 

He smiles, and then laughs. So it’s a question of authenticity then? 

I guess so. 
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Why not do an autoethnography then? He says.  

I’m not sure what that is, I reply.  

It’s a research method. You use your own experience as data.  

 

*** 

What’s wrong? Asks my wife, her furrowed brow blue in the reflected glare of 

her laptop screen over which she peers at me. 

 Nothing, I say. She throws me a look over the brim of her computer. 

I sigh. I’ve finished writing out my experiences and memories as bullet 

points. I now need to write them up as an autoethnography, as a narrative.  

 So what’s the problem? 

It’s just…the one perspective seems to rule. I write my experiences 

down, but what does it matter? It’s what I experienced and how I made it. So 

what? Who really gives a shit? 

 She shrugs. So look at other perspectives then. What about your 

notes? They might be really useful to look at, now you’re writing your own 

experiences down. That’s another perspective. How would that feel? 

 It’s an interesting idea, I think.  
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*** 

You’re doing a PhD? My mother asks. But don’t you already have one? 

I have a Doctorate in Clinical Psychology, I say. A DClinPsy. It’s a 

professional doctorate. This is different. It’s research.  

OK, she replies. I don’t think she quite gets it, but I can see she’s 

intrigued. Why are you doing it? 

I dunno, I say (I do really). I guess I’m just interested in things. There 

are some questions I need to answer. Also the training. Having a PhD will 

also be good for my career, as well. I end somewhat lamely. 

What’s it about? She asks. 

I take a deep breath inside – I’m not sure how she will feel about this. 

It’s about madness, I say. And authenticity. It's about that time when I was in 

hospital as a teenager. I’m doing something called autoethnography. It’s 

where you use your own experience. A bit like autobiography, but more 

focussed. 

She is silent for a good few seconds. Her expression is inscrutable. 

Did you know I kept a diary of that time? She says. Another pause. Do 

you want it for your research? 

I can’t believe she’s just offered me this. I wasn’t expecting this. Of 

course I want it, but it also feels like quite a responsibility to her. That would 

be amazing, I say. Are you sure?  
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Yes, if you think it will help. I haven’t read it since I wrote it, to be 

honest. I don’t really want to read it. 

I don’t really expect her to give me the diary, but on our way out 

several hours later, she disappears off to the basement suddenly. When she 

returns, she hands me a blue A4 lined textbook. Here you go, she says. You 

really think it will help?  

I’m sure it will, I say, awed. Thank you. 

 

*** 

But it’s more than that, I tell my PhD supervisor. Narrative research 

reconstructs experience to fit a neat trajectory. All of the messiness is ironed 

out, all of the uncertainty, and confusion, and pain. The story is presented in 

a nice, neat linear way: beginning, middle, end. But’s it’s not like that. Not 

when you go crazy. Maybe not even when you’re sane. 

 That’s fair enough, he says. This is one of our first supervision 

sessions since I changed supervisors. He is a mental health nurse by 

background and not a psychologist. He likes creative approaches to these 

issues. 

But how do I get this across? I press. How do I communicate that 

going mad is often not some extension of normal human processes, like 

some argue, but is a radical movement into a different way of being, like 

some suggest?  
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 My supervisor shrugs. Try experimenting he says. See where things 

go. Put different voices to the voices. Use different tenses. Sometimes that 

changes things. 

 

*** 

I sit at the same table as I sat three years’ ago when I first collected 

my notes. My clinical notes are on the left, my hand-written recollections of 

the same events on the right.  

And that, I think, is the crux of the matter. Much narrative research in 

mental health is based on the first-person perspective only, which can, if 

unchecked, lead down the same back-alley of mainstream psychology in its 

stubborn refusal to jettison the atomised, individualised self. 

The failure of such a self is its inability to acknowledge that we are 

inescapably and unutterably social, to our very core. Our experience is not 

our own. For good or for ill, we are what we are to the people who live with 

us, and who we love, and sometimes who we hate. We are the product of 

what other people make us to be, and what we make of them. 

It’s like Patty Lather (2009) argues, “authenticity is much more 

complicated than singular, transparent, static identity categories assumed to 

give the writer a particular view” (p. 20). 

I think about the people involved in my story: the clinicians who 

detained me, with all of the best intentions I suspect, but which left me 
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broken and traumatised for many years afterwards; my family, who suffered 

with me, helpless, but who also contributed, unconsciously and unknowingly, 

to my distress; my wife, who worked with me to get these experiences down 

on paper; the therapeutic community, who helped me get my life back; and, 

finally, my PhD supervisors who guided me and helped me to recognise and 

give voice to the different people and perspectives around me. My 

subjectivity is shared amongst them. 

And yet… it is a wry irony, and a deep paradox, that, ultimately, the 

‘buck stops here’: one person with a pen and a pad, trying to make sense of 

all of this complexity.  

But I don’t think about these complexities too much, just yet. I put pen 

to pad. I begin to write. 
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CHAPTER 1. INTRODUCTION: MADHOUSE AND THE WHOLE THING 

THERE. 

As the prologue indicated, this PhD project is concerned with the subjective 

experience of madness, most principally, how it is experienced and 

represented, and what the representations tell us about the social context in 

which madness occurs. Historically, mainstream psychiatry and clinical 

psychology has approached severe mental illness from epistemological 

frameworks that have either dismissed the subject of experience entirely by 

reducing the subject of madness to a collection of individual biological or 

psychological mechanisms (Rose, 1999) or depicted the experience from the 

(non-mad) perspective of the professional clinician or researcher (Beresford, 

2007). Additionally, first-person narrative accounts of madness, usually written 

by survivors, are sometimes presented in forms that are coherent, linear and 

cohesive (Stone, 2004) but which arguably fail to capture the actual nature of 

the experience itself in terms of its dissonance or its non-linearity (Baldwin, 

2005). Finally, the desire to avoid over salacious representations, sometimes 

called ‘patient porn’ (Costa et al., 2012), or the drive towards seeking overly 

positive, recovery’ accounts (Woods, Hart and Spandler, 2019), mean that the 

more negative representations of the experience are avoided altogether. 

 Thus, there may remain misunderstanding and obfuscation concerning 

unusual experiences such as psychosis (Stone, 2004) or a tendency to avoid 

very difficult, but no less true, aspects of the experience. Even more so 

perhaps, some of these misunderstandings arguably underlie research 

strategies, policy developments and treatment approaches that may be 

unhelpful or even destructive for those suffering with severe mental health 
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difficulties (Wallcraft, 2013). There appears to be a vital need therefore for 

research to address some of these shortcomings in order to further the 

continuing development of authentic service user accounts of distress 

(Beresford, 2007). An attempt to address some of these issues form the basis 

of the thesis. 

 

1.1 Personal Background 

These issues are familiar to me from my own personal experience. I am a 

survivor of madness and using mental health services. As a teenager in the 

early 1990s, I was hospitalised and sectioned under the 1983 Mental Health 

Act after experiencing a psychotic episode, where, amongst other things, I 

received forced medication and Electro-Convulsive Therapy (ECT) as part of 

my ‘treatment’. I was diagnosed with paranoid schizophrenia and then spent 

the best part of my late teens and early twenties suffering a series of 

breakdowns, intermittently in and out of using mental health services. At this 

point in my life, the effects of these experiences had been fairly brutal: I had 

very little vocational experience, my educational attainments limited, and most 

of my friends were drug users.  

 Although I was diagnosed with bipolar mood disorder in the late 1990s 

and advised to take mood stabilisers, anti-psychotics and anti-depressants 

concurrently, conversion to Christianity afforded a brief respite, and then even 

some hope. I came off medication entirely, discharged myself from psychiatric 

community care and moved to London to begin a primary school teacher 

training degree. However, two years into my degree, in 2000, I had another 
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psychotic breakdown. My religious façade crumbled and the fragile sense of 

hope that I had built over the past few years was effectively destroyed. 

Through a close friend, I made contact with a rather unique therapeutic faith 

community in Deal, on the south Kent coast. In what was a fairly radical 

decision, one which I have never regretted, I moved down to Deal to join the 

community full-time, whilst also switching from teaching to psychology. 

 By the time I had left the community ten years later, my life was very 

different to when I had arrived. I was now married and working as a clinical 

psychologist in the NHS after gaining a professional doctorate. However, I 

struggled in my new role.  It seemed to me that the relentless drive towards 

standardisation and measurement was matched only by an associated 

unwillingness to ask fundamental questions about the metaphysical or socio-

political context in which these knowledge frameworks were embedded. A 

simplistic narrative was adopted around such concepts as ‘wellbeing’ and 

‘recovery’, with many service users often expected to make the best of very 

limited resources. The cognitive behaviour therapy I was encouraged to use 

(based on National Institute of Clinical Excellence guidelines) reduced the 

complexities of madness and recovery to atomistic machine language. There 

was a huge emphasis on medication and diagnosis, even within the early 

intervention service, and the interventions that really did seem to matter to 

clients (the day centres and community activities) were being closed or scaled 

back.  

None of these approaches really captured my experience of either 

madness or ‘recovery’. At the same time, I struggled with the tension between 
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my new identity as a mental health professional and my experiences of being 

a service user. It seemed to me that the times when I was most successful at 

my job was when I had been able to build a good relationship with my clients. 

This was also my experience from being in a therapeutic community. 

However, even though these insights were given some credence in the 

mental health system, there was still very little that was being done to apply 

these insights. 

By the early 2010s, my wife and I had moved up to Nottingham and I 

had changed roles in my professional work. I became involved with the 

Institute of Mental Health at the University of Nottingham, and found an 

academic community where I could discuss these questions that had plagued 

me over the past few years. Questions such as, for example, what was 

madness, and how do people experience it differently? Why do we treat 

madness in the way that we do? How do people recover? Why do some 

people get better and others struggle?  

Starting a PhD offered me the chance to explore these questions in a 

disciplined, systematic way. It also allowed me the opportunity to develop my 

research skills through an extended period of research training. Finally, doing 

a PhD would allow me to extend my knowledge of madness and qualitative 

research, which seemed to me crucial for research and mental health 

services. 
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1.2 Finding the Thesis 

The thesis was thus borne out of these conflicts as a way of trying to find an 

intellectual answer to some of these concerns. My initial plan was to look at 

change in a therapeutic community compared to standard psychiatric care, 

using a longitudinal design across a number of indices that employed both 

quantitative and qualitative methods. However, my supervisor at the time 

encouraged me to first write an autoethnography of my experiences as a way 

of focussing the research question. I think his anticipation was that I would do 

this as a prelude to the ‘real’ study.  

However, doing this preliminary exercise resulted in three things: it 

exposed me to poststructuralist and postmodern theory, particularly the works 

of Foucault, Derrida and Lacan and their critiques of humanism and 

‘authenticity’; it foregrounded the importance of subjectivity against positivist 

methodologies; and it encouraged me to value my personal experience as a 

tool to begin interrogating the questions I had been asking.  At the same time, 

I began re-connecting with service user and survivor narratives, particularly in 

their critique of mental health services and psychiatric orthodoxy. At the end 

of the process of writing the autoethnography, I realised that this was what I 

wanted the focus of my thesis to be on: what is an authentic representation of 

the experience of madness, and what does this experience tells us about the 

social context in which it presents? 

Another reason for pursing this area for thesis was the availability of 

certain data sources. I already had a number of personal diary notes from the 

time period in question. However, and as the prologue illustrated, I had 
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acquired my NHS clinical notes whilst working as a clinical psychologist in the 

same Trust where I had once been a service user 15 years earlier. When I 

began planning the autoethnography, I realised these documents could 

provide a useful and interesting source for the thesis, especially when used 

alongside my own diaries. When my mother offered me her diary for use in 

the thesis, I realised that these three sources could be used together in an 

interesting way, that could advance our understanding of mental health and 

make a novel contribution to knowledge.  

The PhD thus shifted towards a deeper exploration of my personal 

experience of madness, alongside a theoretical critique of mainstream 

psychology and psychiatry. My combined perspectives as a psychiatric 

survivor, professional psychologist and researcher seemed to present a highly 

unique vantage point from which to explore madness that was not necessarily 

well represented in the research literature. Pursuing a PhD thesis in this area 

therefore presented me with an opportunity to mine my own experiences in 

detail in order to develop research questions that reflected my interest and 

concern in the understanding of madness and its treatment. Doing a PhD 

would also allow me to build a research methodology that could begin to 

address these questions in a thorough and systematic way. Additionally, it 

would contribute to the critique of mainstream psychiatry and clinical 

psychology that eliminate the subject of experience from their epistemological 

frameworks. 

Having identified the focus of the PhD, I originally intended to depict 

three separate breakdowns in three different time periods (1994/5, 1996 and 
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2000), as a way of analysing differences across the social context. This would 

have allowed to look at the process of breakdown, but also breakthrough and 

recovery, especially my time in the therapeutic community. Indeed, I thought 

that focussing on both the breakdown and the recovery might also provide 

some useful points of comparison, in terms of how different environments 

experience madness. 

I eventually decided to focus the thesis on just the first breakdown, 

which took placed between 1st September 1994 and 16th January 1995. The 

decision to focus the time period on the pathway into admission was based 

upon two main reasons. The first was in terms of the principal research 

question: the period of the first admission provided the opportunity for a more 

detailed analysis of the psychiatric system, particularly inpatient services. This 

level of detail would not have been possible if I also focussed on the recovery 

aspects. The second reason was in terms of data saturation: the clinical notes 

started in 1994 and ended in 1998, my mother’s diary started in 1994 and 

ended in 2000, whilst my diaries and personal records also began in 1994 and 

extended to 2004. This was too much data for one thesis; in order to manage 

this volume of data it was necessary to impose a limit to the time period from 

which data was used. As the bulk of my clinical records and my mother’s diary 

are in the period of the first admission, and in order to tell the most informative 

story possible, it was necessary to limit the focus of the thesis to the period of 

the first admission in late 1994 and early 1995. In doing this, it meant not 

using the material from the other time points. 
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The decision to focus the thesis on just this one time was a very 

difficult decision to make because it necessitated a cutting away of an 

important area of my experience, namely the experience of recovery. It was 

almost like I had to edit my life, sacrificing part of my history in the retelling. It 

also meant the thesis was consigned to focus on the very dark depths of 

experience, where there was little hope or light. However, I believe this was 

the best decision, even if done with a very heavy heart, because it allowed for 

a more focussed analysis, particularly of the psychiatric system and its 

problems. I do not think I could have done justice to either aspects of my 

experience within the limits of a PhD thesis, so the decision to focus on the 

first breakdown was a necessary evil. It also represented a commitment to tell 

a story as honestly as possible, a story that was ‘excessive and leaky but 

based in lack and ruin rather than plenitude’ (Lather, 2009, p. 22). Ultimately, 

there are some things that can never be recovered, and these things deserve 

to be heard. 

 Having established the time period and data sources in which the 

thesis was to take place, I was then able to focus the thesis around core 

questions and concerns. The following sections provide an outline of the 

research questions the thesis is intending to address and a structure of the 

thesis. 

 

1.3 Aims and Objectives 

There are two main objectives for the research thesis. The first is to build a 

novel research methodology from both the social sciences and the humanities 
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that is more able to convey the subjective experience of madness, including 

the unusual experiences associated with severe mental health difficulties, as 

a form of ‘insider research’ (Wilkinson and Kitzinger, 2007). As I will discuss in 

the next chapter, this issue can be illustrated in reference to the concept of 

‘authenticity’. The second aim is to contribute to the critique of the 

epistemological frameworks used by mainstream psychiatry and clinical 

psychology that marginalise or eliminate the subject of experience. Alongside 

these aims, an overarching purpose of the doctorate is to explore how the 

subjectivity of madness is constructed according to different perspectives and 

discourses.  

 The following research questions will therefore be addressed: 

1. What is an authentic representation of madness? 

2. What methodology can be developed on the basis of the 

concept of authenticity? 

3. What can this representation say about the social context in 

which madness occurs? 

4. What are the implications of this representation for future 

research, theory and practice in madness?  

 The nature of the thesis is interdisciplinary, with themes across the 

disciplines of critical mental health, critical theory, sociology of health and 

illness and health humanities. It has therefore been necessary to take a broad 

approach to a review of the relevant literature, with topics ranging from 

knowledge claims in the social sciences, critical approaches to psychiatry and 

clinical psychology and the nature of authenticity in mental health contexts. 
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There have also been a number of research outputs that have been produced 

from the thesis, including peer reviewed journal articles, book chapters and 

conference presentations. These have been outlined in Appendix 1. 

 

1.4 Structure of the Thesis 

This thesis is organised according to 9 chapters as follows: 

Chapter 2, Theoretical Literature Review, critically assesses the status of first-

person narrative accounts of madness, in particular autoethnography. I argue 

that what I call autoethnographic mad narratives are often predicated upon an 

implicit ‘argument from authenticity’. I then offer an alternative 

conceptualisation of authenticity, ‘tactical authenticity’, based on De Certeau’s 

(1984) distinction between ‘strategy’ and ‘tactics’. 

Chapter 3, Methodology: The Quadrilogue, examines different methodological 

issues in relation to autoethnography, in particular the distinction between 

‘realist’ and ‘evocative’ autoethnographies, whether autoethnography is 

experimentally ambitious or textually conservative and the status of mental 

health survivor narrative as empowerment or exploitative. I then present my 

solution to some of these issues, the ‘quadrilogue’, whilst also discussing 

ethical issues. 

Chapter 4, The Narrative, presents the main data in the form of a 9-part, four-

perspective narrative, from pre-admission to discharge. Between each part 

are original documents from the clinical notes. 
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Chapter 5, Analysis Method, which outlines the process of coding and 

analysing the data using of critical Thematic Analysis. The three main themes 

from the data are identified: double binds, mis/recognition and despair.  

Chapter 6, Double Binds, discusses Bateson’s (1972) double bind theory in 

relation to organisational research, identifying from the narrative examples of 

conflict between primary and secondary injunctions in the mental health 

service’s communication and practice. 

Chapter 7, Mis/recognition, introduces Lyotard’s (1983) theories of the 

‘differend’ in order to show how key areas of biomedical psychiatric practice 

prevented me and my mother from being able to frame our complaints 

through the operation of psychiatric language.  

Chapter 8, Despair, discusses my main stated reason for seeking help, 

‘despair’, and explores how my subjectivity mapped onto psychoanalytic and 

existential theory on psychosis.  

Chapter 9, Conclusion and Implications, re-visits the main research questions 

and the themes emerging from the literature and theoretical review, 

summarises the main results, identifies implications for future research, and 

discusses the main limitations of the thesis.  

 

1.5 A note on terminology 

Before proceeding however, I would like to clarify my chosen terminology. I 

have deliberately opted to use the term ‘madness’. Although controversial, 
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this term is preferable, in this context, to the narrow medical symptomology 

represented by other clinical definitions such as ‘mental illness’ or ‘psychiatric 

disorders’ (Baker, et al., 2010). ‘Madness’ encompasses the broader social, 

psychological and cultural dimensions which are often the ones that matter 

most to the subjects experiencing mental distress (Burstow, 2015). With the 

emergence of sub-disciplines such as ‘Mad Studies’ and political movements 

focussed on the emancipation of service-users from stultifying institutional 

discourses (Starkman, 2015), the choice of ‘madness’ already reflects the 

strategic approach to discourse I am arguing for. 

 I also recognise that various terms have been used to describe the 

recipients of mental health service treatment, including ‘patient’, ‘service-user’, 

‘consumer’, ‘client’ and ‘survivor’ (Beresford, 2007). More recently, the ‘mad 

positive’ movement has appropriated the self-designated term of ‘mad 

person’. However, whilst I support some of the endeavours of the so-called 

‘mad movement’, like many people who have used mental health services, I 

do not self-identify as a mad person. In recognition of an inclusive approach, I 

have therefore decided to use both ‘service user’ and ‘survivor’ 

interchangeably here to refer to people experiencing or who have experienced 

madness or distress within a mental health institutional context. I also 

recognise that the term ‘patient’ is considered pejorative by many in the 

service user movement; however, as this term was frequently used in the 

clinical notes, I have also opted to use the term when referring directly to 

these sources and in my accounts. 
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CHAPTER 2. ‘TACTICAL AUTHENTICITY’ AND MAD NARRATIVES 

INTRODUCTION 

R. D. Laing wrote in the preface to The Divided Self that he wanted to ‘make 

madness, and the process of going mad, comprehensible’ (Laing, 1960/1990, 

p. 9). The problem, Laing argued, was that the categories used by biological 

psychiatry often bear little relationship to the actual experience of patients. 

Thus, by presenting madness in purely reductionist biological language, our 

understanding of what it is like to go mad becomes entirely mystified.  

Although Laing did not have direct experience of madness himself 

when he wrote The Divided Self, the purpose of making madness 

comprehensible to those without first-person experience has arguably been a 

key driver behind the growth in psychiatric ‘illness memoirs’, 

‘autopathographies’ (Aronson, 2000) and ‘patient narratives’ (Woods, 2011) of 

psychiatric experiences. Such accounts provide an important source of 

knowledge about the experiences of madness from the ‘inside’ (Woods, 

2012). There are several well-known narratives that have influenced the 

development of clinical theory and practice (Schreber, 1903; Greenberg, 

1964; Barnes and Berke, 1990; Saks, 2007; Taylor, 2014), along with a 

plethora of lesser known works used in medical training programmes (see 

Hornstein, 2008). According to many, such accounts ‘have a vital role to play 

in our comprehending, mapping, and negotiating of madness’ (Baker et al., 

2010, p. 2). 



 

 

32 

Alongside the potential of first-person accounts of madness to generate 

knowledge about the experience of ‘madness’, there is also an emancipatory 

potential, whereby mad narratives create ‘new ways of understanding mental 

distress and of working with people to identify new ways of living with or 

overcoming distress and providing services’ (Faulkner, 2017, p 509). This 

‘experiential knowledge’, Faulkner (2017) argues, ‘has a significant 

contribution to make where some of the basic premises of professional 

knowledge are strongly contested’ (p. 509). In other words, narratives about 

madness can provide critiques of mainstream discourses about ‘mental 

health’ and perhaps even provide alternative conceptualisations of ‘madness’ 

to biomedical psychiatry. Conceptualised in this way, they can both be linked 

to the emerging field of Mad Studies and the more established areas of anti-

psychiatry (Spandler and Poursanidou, 2019).  

First-person accounts thus afford something important and unique that 

performs two distinct, but at times related, functions: to provide information 

and insight into an often ineffable and mysterious experience; and to 

challenge the paradigm of bio-medical psychiatry itself from the perspectives 

of those who use, or have used, services. More recently, the methodology of 

autoethnography has emerged that often blends these two aims together in 

mental health research (McWade, 2019). I would argue, and this chapter will 

try to show, that many of these attempts are often predicated on what I call an 

argument of authenticity.  

Some established thinkers such as Charles Taylor (1991) have argued 

that the values of our era coalesce around ethical precepts based on a notion 
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of authenticity. Yet authenticity, precisely as a term with extensive cultural 

capital, is hardly neutral or homogenous, relating as it does to a whole range 

of practices, values and concepts in public life (Vannini and Williams, 2009). It 

is also a term that is laden with considerable conceptual baggage linked with 

humanism and its notion of the ‘essential’ or ‘true’ self (Ferrara, 2009). For 

these reasons, some autoethnographers have dispensed with the concept of 

authenticity completely, whilst also trying to establish the value of first-person 

accounts on an entirely separate basis (e.g., Grant, Short and Turner, 2013). 

In my opinion, these latter attempts have not been very successful, as I will 

argue more fully in this chapter.    

In what follows therefore, I will outline a theory of authenticity that I 

believe supports the valorisation of first-person accounts of knowledge in 

mental health autoethnographies without falling into several persistent traps. 

These ‘traps’ I will also identify in the course of this chapter. I make the 

following claims in support of my argument, namely: 

1. Authenticity is a heterogeneous concept, but one which 

encompasses a series of values and practices that do cohere; 

2. Homogenising the concept of authenticity, conversely, opens the 

door to methodological difficulties and dubious practices and 

affiliations; 

3. Attempts to support first-person knowledge claims inevitably 

centre on some implicit variation of what I call ‘the argument 

from authenticity’, even when they explicitly deny it; 
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4. A modified concept of authenticity can be a viable basis to 

support first-person knowledge claims in a non-essentialist way 

– I call this approach ‘tactical authenticity’. 

 I will begin this chapter by locating the concept of authenticity in terms 

of its linguistic, historical and conceptual background. To indicate some of the 

traps associated with it, I will then show how the recent positive psychology 

movement has re-appropriated the concept of authenticity in service of a neo-

positivist and neo-liberal agenda. I will then explore how the poststructuralist 

critique of humanism has already complicated the idea of authenticity. In the 

final section, I will develop from these debates the notion of a tactical concept 

of authenticity which, I argue, may be politically useful in both asserting, and 

deploying in transformational ways, the value of autoethnographic accounts of 

madness. 

 

2.1 Authenticity: Conceptual Background 

Unsurprisingly, the origins of the word ‘authenticity’ are complex and diverse. 

It first appeared in English from the mid-14th Century onwards when it had the 

sense of ‘authorised’, ‘authenticated’ or ‘recognised by legitimate authorities’ 

(for example, the acceptance of new doctrine by the Church authorities). It 

was borrowed from the Old French word autentique, which had the related 

meaning of ‘canonical’, as in, entitled to be included in the cannon of sacred 

knowledge. The French autentique derived in turn from the Medieval Latin 

term authenticus, which itself was directly derived from the Greek 

term authentikos, meaning ‘original, genuine, principal’. The root of 
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authentikos is authentes, which combines autos (‘self’) and hentes (‘doer, 

being’) to mean - in contrast to its later relation to external authorities such as 

the church - ‘acting on one’s own authority’. This Greek word, hentes, comes 

in turn from the Proto-Indo-European word sene, meaning to ‘accomplish’ or 

‘achieve’, implying an action that produces recognition. Indeed, some 

interpreters also cite the Greek word authenteo which means to have ‘full 

power over’ to the extent of ‘usurping another’ or even ‘committing a murder’ 

(Trilling, 1972).  

 Therefore, there is a tension at the heart of our conception of 

authenticity: between authenticity defined as ‘accurate representation of a 

reality’ and authenticity defined as ‘recognition or authority’. Arguably, our own 

era privileges the former definition; for example, the Oxford English Dictionary 

currently defines authenticity as being “in accordance with fact, as being true 

in substance”. Given these diverse etymological roots, it is no surprise that 

modern usage beyond the dictionary definition is equally diverse. ‘Authentic’ 

can mean ‘real’ in the sense of not a copy (e.g., an ‘authentic’ or verified Van 

Gogh painting, with a corresponding market value); or it can denote the 

subjective fidelity of an artistic representation (e.g., Wilfred Owen’s poetry 

presents ‘authentic’ depictions of the experiences of war); or it can be used to 

describe the integrity of a person or behaviour (e.g., Donald Trump is an 

‘authentic politician’ in that he ‘tells it like it is’ etc.). In terms of personality 

descriptors, we generally describe someone as authentic in terms of their 

genuineness, forthrightness, honesty and congruence.  
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One could still understand authenticity through the ancient Greek 

rhetorical theory of ethos: it is what gives truth-value to someone’s speech or 

discourse because of the integrity and relevant experience of the speaker. It is 

not just that the content of the speech is factually true, but that the one who 

speaks is especially - perhaps even uniquely - entitled to speak on this topic 

by dint of their personal experience. It is this latter meaning of the term 

‘authenticity’ which is often used to establish arguments and approaches from 

the basis of ‘lived experience’ (Voronka, 2016).  

 

2.1.1  Authenticity and existentialism 

Before considering the concept of authenticity’s importance in relation to 

narrative research, it is necessary to look at how it has been established as a 

concept in academic discourse. Whilst the term and the meanings it conveys 

have undeniable social currency, authenticity is more than just a cultural value 

or useful social heuristic: it has also enjoyed status as a recurring concept in 

philosophical discourse. As a fully formulated intellectual understanding of the 

world, modern academic concepts of authenticity derived largely from the 

work of continental philosophy in the 1930s through to the 1950s, particularly 

Martin Heidegger and Jean Paul Sartre (Kaufmann, 1975). Both explicitly 

used the term ‘authenticity’ in their work and were influenced by the works of 

Søren Kierkegaard and Friedrich Nietzsche, who also foregrounded issues of 

individual subjectivity and personal agency (Guignon, 2008). However, as I 

will show, some of the issues encountered in autoethnographic accounts of 
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mental health are linked to how authenticity has been conceptualised in 

various academic discourses. 

Early Heidegger (1998) formulated his version of authenticity, in the 

second section of Division Two of Being and Time, according to the 

neologism eigentlichkeit, which names the attitude in which one engages in 

projects as one’s own (eigen). Heidegger was playing on the ordinary German 

term ‘eigentlich’, meaning ‘truly’, which has the root ‘eigen’ meaning ‘own’ or 

‘proper to’. Adding ‘keit’ to eigentlich turns it into a transitive project, an 

unfolding which also implies a process of ‘owning’ or ‘propering’. Therefore, 

for Heidegger, authenticity involves taking ownership of one’s unfolding life in 

terms of one’s relation to a trans-individual Being. This would be in contrast to 

the majority of people who are content with a form of inauthentic ‘thrownness’ 

into the everydayness of ‘the-they’ which alienates them from Being (Guignon, 

1984, 2008).  

For Sartre (1948), relatedly, authenticity consists in avoiding the ‘bad 

faith’ that comes from denying the inescapable tensions between choice and 

circumstance. The authentic person here is the one who makes genuine 

existential choices but also takes responsibility for their consequences, 

despite the horror or disgust they may feel towards the ultimate 

meaninglessness of the universe (Kaufmann, 1975). Where Heidegger tends 

to think of authenticity as an alignment with Being such that the Cartesian 

cogito is left behind, Sartre’s existentialist humanism grounds authenticity in a 

cogito that knows it is “condemned to be free”: after the death of God, the only 

authentic position is to refuse to let oneself off the hook with merely inherited 
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worldly moralities, and instead confront the ethical stakes in every one of our 

choices and actions. If Heidegger’s authenticity implies a participation in the 

epochal Being of a world, Sartre’s authenticity invokes an isolated individual 

defying worldly conventions - so much so that in his Being and Nothingness 

the prisoner is presented as a paragon of authentic freedom (Guignon, 2008). 

Although both Heidegger and Sartre’s work were highly influential in 

developing values and practices based on the foundation of individual 

subjectivity (Guignon, 1984), both thinker’s notion of authenticity have been 

subjected to sustained criticism on both ethical and philosophical grounds. 

Adorno (2003), in particular, developed a Marxist critique that characterised 

Heidegger’s ‘jargon of authenticity’ as an ahistorical form of obscurantism that 

promises the ‘unconcealment of Being’ but in fact ‘gives itself over either to 

the market, to balderdash, or the prevailing vulgarity’ (2003, pg. xix). In other 

words, Heidegger’s notion of authenticity served ideological purposes, 

obscuring real historical contradictions associated with power and 

exploitation.  

According to Adorno then, the jargon of authenticity could ultimately be 

used to legitimise both the bureaucratic tyranny of Nazism and the exploitative 

language of advertising in late Capitalism. If Adorno (1973) has a contrasting 

notion of ‘authenticity’, it is a negative authenticity that confronts the non-

identity at work in identity. Regarding Sartre, Jacques Derrida (1972) pointed 

out that he never quite dispensed with the notion of a Cartesian self that 

makes choices, and analyses those choices, somehow outside of the 

constraints of societal context or language. For Derrida, Sartre’s project of an 
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existential humanism for the era following the death of God was thus ‘nothing 

other than the metaphysical unity of man and God, the relation of man to God, 

the project of becoming God as the project of constituting human-reality’, so 

much so that ‘Atheism changes nothing in this fundamental structure’ 

(Derrida, 1972, p. 116). Sartrean existentialist authenticity for Derrida would 

smack of onto-theology and metaphysics.  

 As these philosophical debates illustrate, the tensions within the 

concept of authenticity, between the representation of an essential reality on 

the one hand and questions of authority and ownership on the other, are 

played out in relation to fundamental philosophical questions such as the very 

nature of thought. They also show how the notion of authenticity is tied up 

with concepts of individual subjectivity and (non)identity. As I have already 

argued, the importance and value of individual subjectivity is crucial to 

establishing first-person accounts of madness, particularly through 

methodologies such as autoethnography (McWade, 2019). There are 

therefore resonances between these conceptual debates and the main 

questions of the thesis. 

However, these conceptual debates are not limited to past debates 

between rival existentialist, Marxist and post-modernist philosophical schools 

of thought. More recently, humanist and positive psychologists have taken on 

a version of authenticity which has important ramifications for narrative 

research in madness. In the next section, I explore this version of authenticity 

and some of its main problems in order to show the problems with a version of 

authenticity that this thesis is explicitly rejecting.  
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2.1.2 Authenticity and positive psychology 

Although existentialism was beginning to decline in influence in Europe 

around the 1960s, several of its main theoretical tenets were to be revived, 

albeit in a culturally idiosyncratic way, in American humanist psychology. Carl 

Roger’s articulation of the ‘actualising principle’ at the centre of human striving 

owed much to Kierkegaard, whilst Abraham Maslow’s famous ‘hierarchy of 

needs’ and ‘peak experiences’ similarly borrowed from Nietzsche (Medlock, 

2012). Of course, the profoundly disturbing, even deconstructive, nature of 

Kierkegaard and Nietzsche’s thought is noticeably absent from Rogers and 

Maslow; there, the individual is conceived of in terms of ‘positive striving’ and 

the drive to ‘congruence’ rather than in terms of their relation to sin 

(Kierkegaard) or power (Nietzsche).  

 If American humanism seemed to borrow from an existentialist 

language shorn of its more pessimistic and challenging elements, then this 

probably represented something of the culture of both the United States and 

the growing discipline of psychology (Parker, 2015). However, the spectre of 

the essentialist Cartesian self, indirectly present in Sartre’s thought, is very 

much in the foreground in empirical psychology (Parker, 2007). It is little 

surprise then that the concept of authenticity would experience something of a 

revival through a marriage between American humanism and empirical 

psychology in the new sub-discipline of positive psychology.  

According to its proponents, positive psychology is ‘the scientific and 

applied approach to uncovering people’s strengths and promoting their 
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positive functioning’ (Snyder and Lopez, 2006, p. 3). Distancing themselves 

from what they perceived to be mainstream psychology’s preoccupation with 

the ‘negative’ aspects of human pathology, positive psychology instead 

focusses upon the ‘positive’ aspects of human nature, conceived by Seligman 

and Csikszentmihalyi (2000) as positive subjective experiences, positive 

individual traits, and civic virtues. These ‘civic virtues’ are tied to Classical 

character traits such as wisdom, courage, humanity, justice, temperance and 

transcendence, all formulated according to the basic assumptions of positive 

psychology: that there is a human ‘nature’; that action proceeds from 

character; and that character comes in two forms, both equally fundamental - 

bad character and good virtuous character (Seligman, 2002a, p. 125). 

Seligman (2002b) summarises the positive psychology perspective on human 

functioning thus: ‘When well-being comes from engaging our strengths and 

virtues, our lives are imbued with authenticity’ (p. 14). 

If the assumptions underlying positive psychology seem somewhat 

simplistic, this is probably due in part to a tendency in psychology to formulate 

concepts that can be easily subjected to quantitative evaluation (Parker, 

2007). A more recent trend in the growing conceptual amalgamation between 

humanist and positive psychology is the rise of empirical measurement of key 

humanist concepts (Joseph, 2015). On this basis, the concept of authenticity 

has been developed from Rogers’ (1961) notion of congruence and 

investigated as an ‘individual difference variable’ leading to formulations of the 

‘authentic personality’ (Wood et al., 2008). In this ‘new’ approach to 

authenticity, authentic living can be understood as ‘being true to oneself in 

most situations and living in accordance with one’s values and beliefs’ (Wood 
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et al., 2008, p. 386), with psychopathology becoming the degree to which ‘the 

person experiences self-alienation between conscious awareness and actual 

experience (the true self)’ (p. 386). Finally, ‘the extent to which one accepts 

the influence of other people’ along with ‘the belief that one has to conform to 

the expectations of others’ (p. 382) marks the degree to which one is able to 

‘resist external authority’ – the third component in Wood et al.’s (2008) 

tripartite conception of authenticity. This ‘authentic personality’ has then been 

measured in a number of ways familiar to empirical psychology: 

questionnaires, laboratory experiments and mood reporting via digital 

technology (Lenton, Bruder et al., 2013; Lenton, Slabu et al., 2013; Davis et 

al., 2015). 

  Empirical psychology literature has tended to look at associations 

between authenticity and popular positive psychology concepts such as 

‘wellness’, ‘flourishing’ or ‘flow’ and this probably reflects the tacit assumption 

that authenticity can be used as a benchmark for other positive psychology 

concepts such as ‘wellbeing’ and ‘self-actualisation’ (Joseph, 2015). This 

approach has some rather obvious limitations. It is entirely possible that white 

supremacists in the United States, for example, could experience 

‘congruence’ between their actual experience of hating black people and their 

values of ethnic purity, whilst also resisting the external authority of Liberal 

political consensus through hate rallies and armed militias, but we have yet to 

come across a positive psychology study that has looked at authenticity and 

flourishing amongst the alt-right. This example may be extreme perhaps, but it 

does illustrate the tendency amongst some psychologists to assume their 

concepts are ‘objective’ and thus apolitical (Parker, 2007), whilst 
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simultaneously employing standards of measurement and theoretical 

constructs that are tied very closely to political practices that are far from 

neutral or benign (e.g., Wright, 2013, 2014; Davies, 2016; Cederström and 

Spicer, 2009). 

There are further theoretical and methodological shortcomings in 

authenticity research within the narrow disciplinary confines of psychology. 

For instance, people who are ‘inauthentic’ are, by definition, highly unlikely to 

be aware of their supposed inauthenticity and hence highly unlikely to reflect 

this quality in the type of measurements used by psychologists. The difficulty 

appears to reside in how the complexity of identity, and the varied 

manifestations of selfhood in everyday life, may alter considerably according 

to different contexts and the different roles people occupy in these contexts 

(Ferrara, 2009). This leads however to the paradox of an inauthentic study of 

authenticity, one which ultimately relies on a binary notion of self that is built 

upon a true/false dichotomy often taken for granted by authenticity 

researchers. Psychologists have reprised the essentialist nature and meaning 

of a ‘core self’ (Parker, 2007), but this is especially true of a core self that is 

tied to the much narrower idea of living according to a pre-set criterion of 

‘strengths’ and ‘virtues’.  

Thus, for these reasons, I am not employing the positive psychology 

and humanistic concept of authenticity in this thesis and, indeed, the version 

of authenticity that I recommend stands in opposition to humanistic and 

positivist accounts. In the next section, I will explore another ‘version’ of 

authenticity that is tied to very different principles and practices to positivist 
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psychology but which still, nevertheless, retains many of the issues identified 

in the previous sections. This version could be perhaps be called the 

‘narrative’ claim to authenticity.  

 

2.1.3 Authenticity and narrative 

The complexities of studying authenticity, outlined in the last section, have led 

some psychological authenticity researchers to conclude that the best way of 

studying authenticity may be across a whole lifespan using autobiographical 

life-story narratives (Harter, 2005). Here, at least some form of developmental 

continuity in behaviour can be established beyond the immediate context of 

the psychological survey or experiment. As Harter (2005) elaborates: 

[N]arrative construction is a continuous process as 

we not only craft but also revise the story of our 

lives, creating blueprints that facilitate architectural 

development of the self. In so doing, one’s life story 

can also emerge as a true story (p. 391). 

 In other words, the complexity of narrative construction and 

reconstruction, along with its relationship with the ongoing process of revision, 

mean that the ‘truth’ of the story (i.e., its ‘authenticity’) can emerge in the 

process of telling. Indeed, this was one of the reasons why leading 

psychologists such as Jerome Bruner (1990) endorsed narrative 

representations of ‘mind’ over the reductionist cognitive and behavioural 

approaches of mainstream empirical psychology. Is the future for the study of 
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authenticity therefore to be found in narrative approaches, and not in empirical 

psychology?  

In many ways, the place at which Harter arrives above probably 

represents more continuity with the concept’s phenomenological and 

existential origins - i.e., narrative as self-making or autopoiesis as opposed, 

ultimately, to market research methods – which is probably why much of the 

research from the humanist stable tends to be qualitative (Joseph, 2015). Yet, 

narrative research has its own narrative of authenticity concerning its 

legitimacy and this is particularly the case with narrative research that comes 

under the general heading of ‘autoethnography’. It is to these approaches that 

I will turn to now. 

 

2.2 The ‘Narrative Turn’ in the Social Sciences 

The value of research participants’ subjectivities as valid objects of study in 

social science research has a long history in qualitative inquiry. Sustained 

questioning of positivist assumptions of researcher neutrality, scientific 

objectivity and the possibility of value-free research led to the flourishing of 

research approaches emphasising the value of ‘lived experience’ (Voronka, 

2016). Drawing upon diverse theoretical frameworks, a plethora of subjective 

methodologies employ novel and ground-breaking approaches (Denzin and 

Lincoln, 2000). Similarly, the research inspired by these approaches also 

shed light on areas of experience and social life previously marginalised by 

social scientists, such as crime and imprisonment, mental health, ethnicity, 

sexuality and power (Holman Jones, 2005).  
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 The works that arise from these subjective methodologies mark what 

many have labelled a ‘golden age’ in social science research (Denzin and 

Lincoln, 2000). However, despite attempts to mark out new territory in the 

investigation of personal experience free from the ideological baggage of 

positivism, many of these approaches are underpinned by theoretical 

assumptions that results in qualitative research taking on established social 

science conventions consistent with positivist social science (Riessman, 

1993). Some of the conventions include a clear linkage to theory and 

hypotheses, the predominant use of impersonal ‘academic’ third person voice 

and the employment of conventional writing structures (Ellis and Bochner, 

2006). Even more problematically perhaps, the researcher is often entirely 

invisible from the research, even if their assumptions and prejudices are 

visible in the work in indirect ways (Holman Jones 2005).  

Given this, the initial surge of interest in qualitative approaches and 

their associated critique of positivism led to a position where the form and 

content of how research was communicated did not change. In essence, 

many qualitative approaches failed to capture and communicate the 

experience of subjectivity in any particular depth (Grant, 2014), especially in 

terms of the experience of certain subgroups within mainstream society 

(Biddulph, 2010). Indeed, it was often researchers from these subgroups who 

found that their personal experiences of difference were either 

misrepresented, or marginalised entirely, by the white, male, middle-class, 

heterosexual and abled hierarchies of mainstream academia (Biddulph, 

2008). Arguably, new approaches were needed that captured such 
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experiences but could also challenge the ‘onto-epistemological’ assumptions 

underlying such practices (Speedy, 2013). 

Criticisms of positivism were thus sustained and extended during a 

period in human inquiry termed the ‘narrative turn’ (Riessman, 1993), or the 

‘triple crisis’ of representation, legitimation and praxis (Denzin and Lincoln, 

2000). Informed by postmodern and poststructuralist critiques of humanism 

underlying much of the research in the social sciences (Grant 2014), narrative 

researchers aim to honour, as close as possible, the lived experience of 

participants in terms that participants themselves describe. In practice, this 

entailed research which was either generated by the participants themselves, 

or participants were recruited by academics as ‘co-producers’ of the research 

(Ethrington, 2004).  

Perhaps the most startling innovation in narrative research is the re-

appropriation of the experiences of the researcher and the subsequent 

weaving of these narratives back into the reporting of the research process. 

This form of ‘hyper-reflexivity’ (Speedy, 2013) became a defining feature of 

the emerging methodology of ‘autoethnography’. As autoethnography is the 

narrative method par excellence in its employment of the first-person 

perspective, and because the first-person perspective in madness is the key 

focus of this thesis, I will examine the theoretical tenets of autoethnography in 

more detail in the next section, particularly its relationship with ‘authenticity’.  
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2.2.1 Autoethnography and narrative 

It is in this climate of critique of positivism that the methodology of 

autoethnography emerged in the social sciences. Frustrated by research that 

failed to recognise the invisible and unacknowledged, yet very real, presence 

of the researcher (Ellis and Bochner, 2000), alongside disillusionment with 

what was perceived to be the increasingly sequestered and elitist position of 

academic discourse (Holman Jones, 2005), autoethnography sought to 

recapture something of the vitality of ‘lived experience’ in the research 

enterprise, with the researcher’s own experience becoming the primary ‘data’ 

(Bochner, 2001). ‘I become a detached spectator’ write Ellis and Bochner 

(2006) about traditional methods, ‘I become only a head, cut off from my body 

and emotions. There’s no personal story to engage me’ (p. 481).    

In contrast, autoethnography focussed on lived experienced which 

prioritised both the stories of the researcher and researched, but also the first-

person perspective as an important way of writing academic research (Ellis, 

2004). This move was predicated on what Grant et al. (2013) depicted as ‘a 

shift from a single, monolithic conception of what should constitute scholarly 

work in favour of a developing pluralism’ (p. 3). A key element in this pluralism 

was an explicit argument for the authenticity of first-person accounts. As Art 

Bochner (2001), a prominent autoethnographic researcher, argues, narratives 

‘have a major role to play in the ill person’s quest for authenticity, a journey he 

or she may never reach but cannot resist.’ (p. 147). 

Autoethnography thus combines personal narrative (‘auto’) writing 

(‘graphy’) to reflect on, analyze, and explore socio-cultural practices and 
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institutions (‘ethno’). Within autobiography, the focus is often on ‘epiphanies’ – 

‘remembered moments perceived to have significantly impacted the trajectory 

of a person's life’ (Ellis, Adams and Bochner, 2011). These recollected 

accounts are retold for dramatic or personal interest purposes (Biddulph, 

2008), often utilizing literary tropes (e.g. first or third person accounts, 

dialogue, imagery etc.) to increase the interest of the story and maximise 

impact for the reader. Ethnography, on the other hand, is a form of research 

which purports to illustrate the cultural, relational and social practices of a 

given community or a sub-culture within a wider social group (Ellis, 2004) 

through the researcher’s practice of participant observation – becoming an 

active member of the social group under observation (Anderson, 2006). 

Autoethnography combines both the conventions of autobiography in the 

retelling of ‘epiphanies’ with the explicit ethnographic goal of investigating the 

social world (Ellis et al., 2011).  

Autoethnography is thus both a process and a product of social 

research, utilizing personal experience as primary data in developing an 

understanding of social phenomena (Denshire, 2014). In other words, the 

researcher’s experience of belonging to particular groups in society is used as 

the basis for exploring wider social themes relating to difference and 

belonging (Anderson, 2016). It is this combination of personal experience as 

‘data’, used as a tool to interrogate and examine social processes, that 

distinguish autoethnography from similar approaches in the social sciences 

and medical humanities, such as autobiography or self-case study 

methodology (Le Roux, 2017). However, autoethnography is a ‘slippery term’ 
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(McWade, 2019); it is by no means a homogenous methodology with clear 

boundaries between other approaches and disciplines (Wall, 2008).  

In these terms, and at first glance, narrative approaches such as 

autoethnography would seem to provide an ideal basis for an empirical study 

of human life and subjectivity, both in terms of developing knowledge but also 

in terms of an ethical imperative to honour the experience of those being 

researched. It thus appears to combine both of those elements, knowledge 

and politics, that I identified in the beginning of this chapter as being crucial to 

mad narratives. However, the argument deployed here against the perceived 

hegemony of academia and for the restoration of the first-person perspective, 

was one of authenticity.  

However, such ‘arguments from authenticity’ are not without issues. 

Autoethnography retains a difficult relationship with this concept that is 

reflected in several different ways. In the next section, I will outline some of 

the conflicts and, I would argue, contradictions in the autoethnographic 

employment of the concept of authenticity.  

 

2.2.2 Autoethnography and authenticity 

Unfortunately, many autoethnographic approaches fall prey to a set of 

problems that also underlie the empirical positive psychology approaches – 

namely, the assumptions surrounding the self, particularly the true/false 

binary, or even the notion that there is such thing as a ‘true’ self to begin with, 

outside of the way in which the ‘self’ is performed in a particular social 
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context. Indeed, a more pressing problem has been the way some narrative 

approaches such as autoethnography have settled for a form of narrative 

reductionism based on an idea of authenticity. For example, Atkinson (2009) 

argues that because ‘narratives are treated as proxies for the direct 

apprehension of subjective, personal experience’ (S1.3) they are considered 

by autoethnographers as ‘sources of authenticity, grounded in the 

biographical particularities of speaking subjects’ (2.11). This results in a notion 

of supposed narrative exemplarity leading to a reductionism, an ‘equation of 

the social with the personal’ (2.14), In such a schema, according to Atkinson 

(2009), personal expression, via the first-person perspective only, takes the 

place of systematic and rigorous social analysis. Elsewhere, Atkinson (2013) 

refers to these assumptions as forming a ‘sentimental realism’ whereby ‘the 

narrating speaker is celebrated as an atomised subject’ (2.14) with its 

emotional truth to convey. It thus replicates the atomised, individualised 

subject of empirical psychology, discussed above in the positive psychology 

section, albeit with a very different methodological approach. However, like 

positive psychology, it is founded on the basis of an appeal to authenticity. 

Thus, the concept of authenticity is thus somewhat problematic in 

autoethnographic research because it revives the problematic binaries of 

existentialism whilst also employing a notion of the self that is atomised and 

individualised in the same way as positivist, positive psychology.  

Given these problems, it is no surprise that some autoethnographers 

dispense with the concept of authenticity entirely. For example, Grant et al. 

(2013) argue for a form of autoethnography that is established on a different 

basis to a concept of authenticity that assumes a stable, coherent, ‘true’ self in 
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a way that many of their predecessors do (e.g. Bochner, 2001) with its appeal 

to associated values such as integrity and emotionalism. Thus, Grant et al. 

(2013) call for ‘the poststructural narrating voice of the emergent ‘I’’ over the 

‘narrative voice of the predetermined I’ (p. 8). By showing a self that emerges 

from a state of flux rather than a ‘true’ self that needs to be discovered, Grant 

et al. (2013) want to ‘show how subjectivity is produced rather than to display 

a privileged and secure, transcendent narrative identity position’ (ibid p.8). In 

order to do this, they advocate a textual disruption of the singular voice, a 

privileging of the distinctive voice that is constructed through textual devices 

such the use of irony, humour, mockery and silence.  

Grant et al. (2013) therefore argue that their proposed solution avoids 

an appeal to the fixed, essentialist categories that result in the problems 

identified by Atkinson (2009). However, at the same time as repudiating an 

appeal to authenticity based on humanism, Grant et al. (2013) still try to 

establish validity for narrative research against the criticisms of positivism by 

appealing to a form of authenticity. Thus, it appears to be something of a 

contradiction when Grant et al. (2013) repudiate the role of authenticity so 

fully in their chapter because of its humanist assumptions of presence, and 

then assert that:  

Arguably, academic-, discipline- and profession-

based practice based on personal knowledge and 

experience is more credible, ethical, imbued with 

integrity, empathic and potentially effective. This 

marks the difference between implicational and 
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propositional knowledge: between knowing, 

feeling, connecting and doing, from the heart, 

based on personal experience, rather than solely 

on the basis of rationally acquired information. (p. 

11). 

By appealing to such values as credibility, integrity, feeling, ethics and 

personal experience, Grant et al. (2013) have foregrounded the same 

qualities we usually ascribe to the concept of ‘authenticity’ and which grounds 

the self in the same transcendent and fixed identity categories they have 

previously rejected. Therefore, although Grant et al. (2013) have succinctly 

summarised why autoethnography is such an important methodology, theirs’ 

is still an ‘argument from authenticity’ that surreptitiously employs the same 

categories used by earlier, humanist researchers. Of course, it is also 

possible that Grant et al.’s (2013) arguments are based on an overly-simplistic 

reading of Derrida (1976), maintaining, as they do, some of the binaries of 

presence (e.g., feeling/intellect, implicational/propositional etc.) that Derrida 

was at pains to deconstruct in his work. Either way, their solution is 

problematic and arguably inconsistent. 

There is thus some important dilemmas here that need to be resolved: 

how can narrative research more generally, and autoethnography in 

particular, be legitimised when the main argument for its validity has resided 

in an argument for authenticity; and, if we attempt to abandon notions of 

authenticity on the basis that they re-inscribe humanist notions of presence, 

on what basis can we still emphasise the strategic importance of 
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autoethnography? These dilemmas, and their solution, have important 

ramifications for the development of first-person methods in mental health 

research, particularly when the subject is something highly contested like the 

experience of ‘madness’ (McWade, 2019). The next section will explore the 

implications of these questions for service user and survivor narratives in 

more detail. 

 

2.3 Strategic Essentialism and Tactical Authenticity  

The psychiatric survivor and mental health researcher who wants to employ 

autoethnographic methods when voicing their experience could well be 

caught in a peculiar double-bind. On the one hand, the values of such 

approaches may lie in challenging stigma whilst also providing the opportunity 

to educate professionals, lay people and students as to the actual conditions 

and experiences of people who use services (Rose, 2019). On the other 

hand, there is a risk of falling into unhelpful binary oppositions when invoking 

concepts such as ‘voice’ or ‘lived experience’ (Voronka, 2016) that risk 

creating a different set of problems. As Rose (2017) observed, there is a 

tension between valorising ‘lived experience’ at the same time as utilising 

epistemologies that call into question the validity of such concepts as ‘voice’ 

or ‘experience’.  

 This dilemma is also present in other fields such as postcolonial theory 

and where perhaps an alternative solution may be found. For example, the 

postcolonial theorist, Gayatri Spivak (1990), recognised a similar dilemma in 

the position she often found herself occupying as a ‘spokesperson’ for 
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‘subaltern’ Indian women in the United States. However, Spivak (1990) also 

attempted to turn this dilemma to her advantage: 

But it is not possible, within discourse, to escape 

essentializing somewhere. The moment of 

essentialism or essentialization is irreducible. In 

deconstructive critical practice, you have to be 

aware that you are going to essentialize anyway. 

So then strategically, you can look at 

essentialisms, not as descriptions of the way things 

are, but as something that one must adopt to 

produce a critique of anything. (p. 51) 

In other words, the essentialist categories of ‘Indian’ and ‘woman’ may 

indeed be problematic, but they do provide the (‘Indian’, ‘woman’) speaker 

with a certain degree of legitimisation in the mainstream discourse, a place 

from which to speak and from which some form of resistance and challenge 

can be mobilised. As Spivak (1988) elaborates, ‘it is within the framework of a 

strategic interest in the self-alienating displacing move of and by a 

consciousness of collectivity, then, that self-determination and an unalienated 

self-consciousness can be broached’ (p. 14). Could the same approach work 

for autoethnographic mad narratives, that is, legitimisation of the survivor’s 

‘voice’ based upon this ‘strategic’ version of authenticity? 

Whilst this approach may be superficially attractive, there are at least 

three problems when applied to madness narratives. Firstly, madness is a 

‘limit experience’ which, according to Foucault (2001), has the ‘function of 
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wrenching the subject from itself, of seeing to it that the subject is no longer 

itself, or that it is brought to its annihilation or its dissolution’ (p. 241). It is an 

inherently deconstructive experience; when speaking or writing about such 

experiences there can be ‘a disjunction between the content to be narrated 

and the possibilities inhering in conventional narrative forms’ (Stone, 2004, p. 

18). Secondly, madness is not a homogenous experience; some experiences 

may be constructed differently in different contexts (e.g., religious voice 

hearers in church and voice-hearing psychiatric patients in hospital) and so-

called ‘mad identity’ incorporates a vast range of conditions, experiences and 

treatments (Miller, 2017). It is thus difficult to essentialise an experience as 

heterogeneous as extreme psychological distress, when the conditions for 

some experiences (e.g., eating disorders) are bound to differ significantly from 

others (e.g., psychosis). As Miller (2017) observes, ‘the experience of 

psychiatric oppression in its various forms is presumably an important 

commonality, but there seems no reason to presume any further unanimity’ 

(p. 17).  

Thirdly, and perhaps most importantly, it is questionable whether 

intervening through essentialising experiential or identity categories actually 

works. Sometimes, the place you are given to speak from is simultaneously a 

major constraint on what you can say, or be heard as saying (Voronka, 2016). 

Indeed, Spivak eventually rejected the concept of strategic essentialism 

herself precisely because ‘my notion just simply became the union ticket for 

essentialism’ (Danius, Jonsson and Spivak, 1993, p. 35). In other words, 

strategically essentialising experience led to the very essentialist tendencies 

she was seeking to avoid in the first place (Wright, 2002). This is particularly 
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pertinent to the field of mental health, where differences between experiences 

are even less likely to be anchored to singular identity categories due to the 

heterogeneous nature of ‘distress’. As Voronka (2016) observed when 

discussing strategic essentialism in terms of service user research, ‘using 

experience and identity as a commodity to gain entry into systems of power’ is 

a double-edged sword which can result in ‘entrenching and naturalizing 

difference’ (p. 199). As has been observed in the growing field of Mad 

Studies, it is often difficult to establish the boundaries from which it is possible 

to speak meaningfully about ‘distress’ or ‘madness’ (Spandler and 

Poursanidou, 2019). 

However, a possible way out of this dilemma may be found in terms of 

taking another look at the concept of ‘strategy’ itself, especially in relation to 

other theories. For example, when discussing her eventual rejection of the 

concept of strategic essentialism, Spivak added a further important qualifying 

observation: ‘As to what is meant by strategy, no one wondered about that’ 

(Danius et al., 1993, p. 35). This raises an important question regarding the 

limitations of ‘strategy’ itself that may provide a clue as to why her project was 

unsuccessful. 

A possible solution to this dilemma may therefore be found in the work 

of Michel De Certeau and specifically in his distinction between ‘strategies’ 

and ‘tactics’. De Certeau (1984) calls ‘strategy’: ‘the calculation (or 

manipulation) of power relationships that becomes possible as soon as a 

subject with will and power (a business, an army, a city, a scientific institution) 

can be isolated’ (p. 35-6). Strategy is thus, essentially, a military term having 
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to do with territories and the top-down imposition of forms of rationality and 

practice that exert an ongoing control over users. By contrast, De Certeau 

defines ‘tactics’ as ‘a calculated action determined by the absence of a proper 

locus’ (p. 37), that is, without a territory of its own, which also occurs in a 

different temporality, one that seizes the opportune moment (what the ancient 

Greeks called Kairos) that appears within the metronymic regularity of 

rationalised time (Chronos). If strategy is determined by those with power, 

tactics are the operations used by those with little power who nevertheless 

find ways to subvert and adapt strategies to suit their own ends. 

Tactics are thus adaptations to environments or territories that are 

shaped by strategy but move in opposition to it, against its grain. For example, 

town planners might determine the streets of a city with expectations of how 

people will use them, but those who know the environment, the ‘users’, will 

spontaneously adapt the routes they take to suit their experience (e.g., taxi 

drivers using shortcuts, or so-called ‘desire lines’ that traverse planned 

pathways). In this way, ‘strategy is transformed into tactics’ (p. 37) within its 

very terrain. De Certeau’s work thus identifies, within institutionalised forms of 

power, an immanent possibility of subversion which is not reducible to the 

forms of representation through which such power works, and yet necessarily 

accompanies them.  

One could also define the relationship between psychiatry and the 

service-user/survivor movement in a similar way: although psychiatry as a 

discipline maintains a presence through its strategies of place (hospitals and 

university faculties), observation (measurement technologies) and bodies of 
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knowledge (classification systems), service-user movements have 

nevertheless been able to gain a foothold within these institutions and move, 

precisely, across them somewhat obliquely. An example of this tactical 

appropriation of strategy can be seen in neo-liberal policies of patient 

engagement, which do give patients an institutional space in which to speak, 

at least in the UK where service-user representation in the National Health 

Service has in fact become mandatory (Rose, 2015), and thus to speak 

‘against the grain’. Illustrating this, Rose et al. (2003) have shown that when 

participants were interviewed about their experience of electroconvulsive 

therapy (ECT) by service-user researchers rather than by professional 

researchers or clinicians, ‘satisfaction’ turned out to be significantly lower than 

had been found previously, thereby challenging the asserted legitimacy of 

ECT (Rose, 2008). In this instance, the tactics based upon contextualised, 

experiential knowledge which were then employed using the language of 

strategy (i.e., ‘evidence-based practice’ and ultimately ‘customer feedback’), 

were able to subvert the knowledge claims of the dominant strategic form of 

power, resulting in concrete changes to policy in terms of how ECT was 

administered. As Rose (2008) later elaborated, ‘We intervene on the terrain 

drawn by psychiatry and try to re-shape its priorities in a user-focused 

direction’ (p. 642). This example shows that tactical interventions can occupy 

the same terrain as the strategies that make up these fields, but precisely by 

displacing the identity-categories that I believe are part of the problem. 

Autoethnographic mad narratives may therefore offer a similar tactic in 

terms of intervening into the discourses of psychiatry via the discourse of 

authenticity. As Charles Taylor (1991) recognised, ‘the moral force of the ideal 
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of authenticity’ (p. 17) is still ‘one of the constitutive ideals of modern culture’ 

(p. 18). Similarly, the liberal representational stance of Western culture (i.e., ‘I 

respect your experience and I’m listening to what you have to say about it’) 

provides opportunities for autoethnographic mad narratives to occupy a space 

within psychiatric research and practice, but in order to tactically disrupt it, 

rather as occupations are an important tactic among activists. Such 

approaches might therefore lay claim (or, indeed, re-claim) the original 

meaning of the term ‘authenticity’ which emphasises the importance of 

gaining recognition, and establishing authority for one’s experience, precisely 

there where the ‘owness’ of experience is put into radical question.  

As opposed to its strategic counterpart, tactical authenticity, I would 

argue, makes it possible to give voice to the radical heterogeneity and 

singularity of the experience of madness. The next chapter provides a review 

of some examples from the literature of tactical authenticity in the production 

of mad narratives and introduces my own suggested solution, the 

‘quadrilogue’.  

 

SUMMARY 

This chapter explored the concept of authenticity related to mad narratives in 

the research method of autoethnography. Despite varied etymological and 

cultural roots, authenticity has been used to mean primarily ‘real’ as in ‘not a 

copy’ or, less commonly, to mean pertaining to ‘authorship’ or ‘authority’. 

These tensions have been reflected in philosophical debates concerning 

identity and subjectivity and have found expression more problematically in 
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recent empirical positive psychology research. Some researchers have 

attempted to reclaim the notion of authenticity, principally through the 

methodology of autoethnography, but these attempts often result in a 

deployment of the same categories (often surreptitiously) that affect positive 

psychology. Although these issues are confronted through Gayatri Spivak’s 

notion of ‘strategic essentialism’, a possible solution was proposed in Michel 

De Certeau’s distinction between ‘strategies’ and ‘tactics’.    
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CHAPTER 3. METHODOLOGY: THE ‘QUADRILOGUE’ 

INTRODUCTION 

The purpose of the thesis is to examine authentic representations of 

madness and what these representations tell us about the social context in 

which madness occurs. As the previous chapter discussed, problems in the 

use of the concept ‘authenticity’, particularly in first-person research in 

madness using methods such as autoethnography, led to my development of 

the concept of ‘tactical’ authenticity utilised from De Certeau’s (1984) 

distinction between ‘tactics’ and ‘strategy’. The implications of ‘tactical 

authenticity’ for narratives of mental health are that the procedures and style 

of the mainstream (their ‘strategies’) may be employed, but as a deliberate 

tactic to disrupt and to challenge those very same structures. In the sense of 

narratives and stories of mental health (or ‘mad narratives’), such narratives 

are welcomed by the liberal injunction to ‘tell one’s story’ and the focus on 

‘lived experience’ and ‘public and patient involvement’. However, once 

acquiring space within this strategy, narrative approaches can then disrupt 

the dominance of strategy by raising awareness of issues that would 

otherwise not be considered. In some ways, I am doing the same thing in 

terms of tactical authenticity in terms of intervening in the strategic terrain of 

a PhD thesis. 

 Having discussed some of the issues with the concept of authenticity 

and the methodology of autoethnography, this chapter will discuss my 

methodology for the thesis, an adapted version of autoethnography based on 

‘tactical authenticity’ which I call the ‘quadrilogue’. This section will explore 
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some of the issues in using autoethnography, including whether to use a 

realist or evocative method, textual conservativism versus genuine 

experimentalism and the issues of representing mad narratives without falling 

into what has been called ‘disability tourism’ or ‘patient porn’ (Costa et al., 

2012). Identifying the ways in which my methodology aims to overcome 

these difficulties, I will then present my method, including the data sources 

used and the style of presentation. Finally, I will discuss the ethical issues 

that arise from the methodology, primarily focussing on two areas of ethics 

pertinent to autoethnography: ethical issues arising from ‘relational ethics’ 

(the representation of others) and ‘risk to self’ (risk issues to the researcher).  

 

3.1 Autoethnography 

3.1.1 ‘Evocative’ or ‘realist’? 

Unlike many traditional qualitative research methods, there is no set format 

for doing autoethnography (Denshire, 2014). Indeed, as Ellis and Bochner 

(2000) and others (e.g. Holman Jones, 2005; Grant et al., 2013) have 

argued, autoethnography is in a constant state of reinvention and re-creation. 

To some extent therefore, all autoethnographies remain experimental in 

nature and cross boundaries with other qualitative methodologies such as 

narrative enquiry, community psychology, performative ethnography, self-

case history, biographical research and reflexive ethnography (Ellis et al., 

2011). Indeed, as Ellis (2004) states, autoethnography even crosses many 

different boundaries between disciplines and styles and the autoethnographic 

researcher should be committed to developing their own idiosyncratic style.  
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Despite this, there has often been fierce debate within the 

autoethnographic community about the style and form that autoethnography 

ideally should take (Denshire, 2014). Although autoethnography is a 

notoriously difficult method to categorise, two main styles are typically 

referred to in the research literature: ‘analytic’ autoethnography and 

‘evocative’ autoethnography (Tolich, 2010). The former style more closely 

resembles traditional social science methodology, indicated by its focus on 

data gathering via tried and tested methods (e.g. interviews, documents, 

focus groups etc.), data triangulation through multiple sources, a 

consideration of multiple perspectives, the use of the impersonal academic 

third-person pronoun, and other such devices (Anderson, 2006; Chang, 

2008). 

For these reasons, many argue that there is considerable overlap 

between analytic autoethnography and reflexive ethnography (Ellis and 

Bochner, 2006). In contrast, ‘evocative’ autoethnographies often eschew 

traditional research methods (Gannon, 2006). Data is drawn primarily from 

the researcher’s own experience and the exact source from which the 

representation is drawn may not always be entirely clear, or be gathered 

systematically (Holman Jones, 2005). In addition, the style of ‘evocative’ 

autoethnography can depart quite markedly from traditional social science 

methodologies with the styles being more experimental in nature (Ellis, 

2004), utilising creative methodologies from the arts and humanities, 

including the use of dialogue, personal reflections, dreams, poetry and other 

forms (Ellis and Bochner, 2000). Finally, evocative autoethnographers 
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prioritise the use of the first person pronoun in the use of research as a point 

of principle and an epistemological statement of intent (Ellis, 2004). 

 The two approaches to autoethnography also differ substantially in 

terms of their epistemological perspectives. Whilst evocative 

autoethnographers are usually tied more closely to narrative approaches and 

social constructionist paradigms, analytic approaches traditionally align 

themselves with more realist paradigms, albeit often critical realist (Anderson, 

2006). In relation to theory, there are often marked differences between the 

two approaches. Whilst analytic autoethnographers still maintain a clear link 

between social science theory-derived data analysis and the informing of 

theory (Anderson, 2006), evocative autoethnographers tend to eschew such 

tight boundaries (Grant, 2014). In contrast, and as examples of the former 

style, Allen-Collinson (2011) employ an autoethnography derived from 

phenomenological theory (named ‘autophenomenology’), whilst other 

autoethnographers have used sociological theory such as Actor Network 

Theory and Grounded Theory (Anderson & Glass-Coffin, 2013).  

In a 2006 special edition of the Journal of Contemporary 

Autoethnography representatives of the two approaches discussed the 

relative merits and drawbacks of their version of autoethnography. In terms of 

contrasting arguments, ‘realist’ researcher Anderson (2006) argued that there 

is little difference between ‘evocative’ or ‘emotional’ autoethnographies and 

approaches from the humanities. In contrast, the evocative 

autoethnographers argued that the analytic autoethnography advocated by 

researchers such as Anderson (2006) are virtually indistinguishable from 
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traditional reflexive ethnography (Denzin, 2006; Ellis and Bochner, 2006). As 

Ellis and Bochner (2000) have pointed out, the form the autoethnography 

takes will often depend upon whether the researcher allies themselves 

primarily with the arts and humanities, or with the social sciences. 

 However, in practice there can be considerable overlap between the 

two approaches and attempts to rigidly categorise individual 

autoethnographies on such as basis proves very difficult (Anderson & Glass-

Coffin, 2013). For example, Grant (2014) has placed themselves very firmly 

in the ‘evocative’ camp whilst retaining a strong link with theory, particularly 

poststructuralists theorists such as Derrida and Foucault. In contrast, other 

autoethnographies such as Short, Grant and Clarke (2006) have retained a 

largely evocative style but retaining analytic elements such as the link to 

social theory and a structured approach to representing data. As Le Roux 

(2016) has pointed out, it is often a challenge to categorise 

autoethnographies effectively due to the diverse and varied relationships to 

theory and methodology in individual accounts.  

Such distinctions between ‘analytic’ and ‘evocative’ are thus 

somewhat arbitrary and reflect perhaps more an academic need to police 

disciplinary boundaries than a real division between approaches (Holman 

Jones, Adams and Ellis, 2013). Indeed, one of the authors labelled as ‘realist’ 

in the original special edition of the Journal of Contemporary 

Autoethnography has since acknowledged the risks of ‘presenting an overly 

intellectualised and reified map of different social science traditions and their 

prescriptive assumptions for how to conduct “autoethnography” within 
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different disciplinary paradigms’ (Anderson and Glass-Coffin, 2013, p. 58). 

This recognition that boundaries between approaches are fluid and 

permeable rather than fixed and determinable has led to some suggesting a 

‘middle way’ between producing emotionally-resonant data derived from 

personal experience, and the need for scholarly rigour (Stahlke Wall, 2016).  

My particular approach to these issues has been guided by the 

‘tactically authentic’ theoretical approach outlined in chapter 2. In other 

words, boundaries between different disciplines and approaches are not fixed 

or objective, but form part of a larger ‘strategy’ within academic discourse. In 

order to be able to intervene ‘tactically’ in the strategy of the academy, one 

must conform to certain requirements, including academic and scholarly 

rigour. However, having gained access into academic discourse on its own 

terms, one can then subvert the ‘strategy’ by introducing ‘evocative’ 

depictions of personal experience in a ‘tactical’ way that can generate 

conversations about topics that may otherwise be dismissed, ignored or 

judged not academically rigorous enough (Le Roux, 2016).  

Therefore, my method of the ‘quadrilogue’ outlined in more detail 

below, includes both evocative depictions of personal experiences, alongside 

a rigorous and systematic approach to synthesising the research ‘data’. 

Further, I eschew binaries between ‘realist’ and ‘evocative’, preferring to 

combine elements of both approaches in a similar vein to Stahlke Wall’s 

(2016) ‘middle way’. Such apparent binaries between different methods, 

present in the debate between ‘realist’ and ‘evocative’, are also present in 
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debates around the style and presentation of autoethnography, which will be 

discussed below.  

 

3.1.2 Experimentally ambitious or ‘textually conservative’?  

Another issue in autoethnographic research is the style and format 

researchers should use in the presentation of results. From the outset, 

autoethnographic researchers have adopted writing forms that eschewed 

traditional academic social science and ethnographic presentational forms, 

utilising a variety of techniques such as dialogue, poetry and performance 

techniques (Ellis & Bochner, 2000). All of these formats have been noted for 

going beyond the standard introduction-method-results-discussion format of 

social science articles. This has led to criticisms from mainstream social 

scientists, such as a lack of validity, objectivity and parsimony (Tolich, 2010). 

Indeed, some researchers have questioned whether autoethnography should 

be considered research at all (Le Roux, 2016).  

 In many ways such an approach has been valorised by 

autoethnographic writers for its appeal to emotion over reason and, as I 

explored in the last chapter, has been established, problematically in my 

opinion, on the basis of an appeal to authenticity. However, Atkinson’s (2013) 

criticisms have taken a different angle. For Atkinson (2013), autoethnography 

is not ambitious enough: its experimentalism, rather than being innovative, is 

‘textually conservative’ and first-person narratives are presented in fairly 

conventional ways whereby ‘nothing disrupts or reflects upon the text’s 

surface’ (p. 24). Further, Atkinson (2013) argues that many standard 
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autoethnographic texts, whilst appearing to be experimental, demonstrate a 

‘failure of nerve’ whereby a ‘preoccupation with a narrative of feeling’ (p. 24), 

which Atkinson (2009) calls ‘sentimental realism’, takes the place of genuine 

experimentalism. This conservative approach to textuality and a primacy 

given to emotions rather than analysis ‘often result in new forms of 

naturalism’ (p. 24). Atkinson (2013) elaborates his position further: 

the failure of nerve I allude to resides in the embrace of 

a restricted set of textual practices that are the reverse 

of modernist experimentation. They revert to 

conventionally realist or naturalistic writings, often based 

on personal experience and feelings that do little justice 

to the potential of truly experimental texts. Moreover, 

these contemporary textual types often appeal to an 

emotional response in the reader rather than inviting an 

intellectual, analytic engagement. (p. 27) 

 According to Atkinson (2013) therefore, autoethnography does not go 

far enough and falls into many of the traps which I discussed in chapter 2, 

most notably the adoption of realist narrative forms and an uncritical 

acceptance of apparently self-evident binaries such as thought/emotion and 

reason/experience. Such tendencies can be evidenced in contemporary 

mental health autoethnographies. For example, Grant, Leigh-Phippard and 

Short (2015), identifying with postmodern and poststructuralist social theory, 

present a narrative paper ‘in contrast to those conventional qualitative 

approaches emphasizing thematic content analysis as a procedural basis for 
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the interpretation of lived experience’ (p. 280). Instead, their ‘process of 

analysis was assumed to be inscribed within the act of crafting repeated 

iterations of the stories in the context of the co-evolving paper as a whole’ (p. 

280). Despite these arguments, the paper then proceeds with three first 

person narratives that are presented one after the other in a fairly 

conservative format whereby there is no attempt to disrupt the surface of the 

text at all. The first-person perspectives, although discussed by each 

narrative, are presented as if the text itself provided an untroubled and clear 

window into the authors’ experiences, despite the authors repudiating such 

assumptions. 

 The problem therefore is that autoethnographic research often 

assumes an untroubled relationship between experience and its inscription, 

replicating the humanist assumptions plaguing early qualitative research, 

even where such approaches have been rejected. This appears paradoxical, 

given that many narrative approaches borrow extensively from postmodern 

theorists such as Derrida and Cixous (Speedy 2013). There is thus an 

apparent contradiction between the use of terms such as ‘lived experience’ 

on the one hand, and the valorisation of poststructuralist theory on the other, 

which, to a lesser or greater extent, eschews the validity of those very same 

terms (Rose, 2017). In contrast, Atkinson (2013) argues that ethnography 

derived from modernist literary conventions provide a possible way forward 

that avoids the sentimental realism identified above. Atkinson (2013) 

elaborates: 



 71 

There is, of course, no single modernist genre. But it is 

worth pausing to remind ourselves what modernism gave 

us. Its distinctive literary, formal properties included 

disrupting taken-for-granted narrative formats; the 

fracturing of temporal and perspectival frames; multiple 

and/or ambiguous points of view within the text; a close 

attention to the detailed description of material 

circumstances; and multiple voices and idioms in the text 

(p. 23).  

 To what degree does Atkinson’s (2013) critique hold up against the 

autoethnography literature? Whilst Atkinson’s (2013) analysis of established 

autoethnographic texts may find them wanting, there are still examples from 

mental health autoethnographies that innovate along the lines he identifies. 

For example, Short et al. (2007) developed an autoethnography of one of the 

author’s breakdown (Grant) with the other authors presenting their 

experience of Grant (Short) and a reflective commentary on the other two 

authors’ experiences (Clarke). This is presented in a novel narrative format, 

with three columns representing each perspective presented alongside each 

other on the page. However, whilst innovating in terms of presentation, the 

paper still retains the singular voice of each author and, although the paper 

refers to events in the past, does not disrupt or explore the fracturing of 

temporal and perspectival frames.  

The notion of ‘fracturing temporal and perspectival frames’ has been a 

key part of what has been referred to in the autoethnographic literature as 
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‘layered accounts’. For example, by juxtaposing fragmented personal 

accounts with theoretical analysis and reflections on method in a ‘layered 

account’ of psychological distress, without imposing the ‘panoptical’ view of 

any particular ‘voice’, Rambo (2013) represents the dissociation of trauma as 

it manifests in the context of the psychotherapy room, fracturing temporal and 

perspectival frames. However, Rambo’s (2013) approach still suffers from 

being told exclusively in the ‘I’ of the first-person perspective and, in this way, 

employs earlier tropes of the ‘argument from authenticity’ and does not quite 

escape the charge of ‘sentimental realism’.  

 The problem of the first-person perspective more generally, but 

particularly in mental health, in terms of representing the multiple identities of 

service users and mental health professionals, was confronted by von Peter 

and Schulz (2018) through their usage of the term ‘I-as-we’. One of the 

authors, a licensed psychiatrist who also had personal experience of severe 

psychological distress, recognised that in talking about their experiences, ‘I 

was not speaking about myself as a person (even though I was using the 

word ‘I’), but rather speaking in my role as a psychiatrist, embedded in and 

secured by a (particular) profession and school of thought’ (von Peter and 

Schulz, 2018, p. 1295). These socially embedded structures are ‘not a 

random product, but is the result of a continuous, often invisible category 

work’ (ibid, p. 1296-7) that employ ‘strategies of demarcation, purification, 

marginalization, hierarchization, dissociation, and homogenization’ (ibid, p. 

1297). To dissolve these structures requires a process of coproduction based 

on an acceptance of ‘transdifference’, the use of ‘reflexivity’ and the 
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cultivation of ‘reciprocity’ in both service users and professionals (von Peter 

and Schulz, 2018).   

 However, whilst the tactics described by von Peter and Schulz’s 

(2018) offer a challenge to established patterns of essentialising, it also 

arguably fails to take into account the wider discursive strategies of a 

dominant biomedical psychiatry (which the authors rarely acknowledge in 

their paper). Such structures may make it difficult for there to be the 

equanimity of perspective that von Peter and Schulz (2018) call for, 

especially when there are clear differentials in power between service users 

and psychiatrists (Russo, 2016a), undermining any attempts at broaching 

difference (Voronka, 2016). As Russo (2016b) has identified, emphasising 

the second person voice of ‘you’, rather than the more isolating ‘I’ and the 

potentially objectifying ‘we’, may be a more effective strategy in this regard. 

 That there are clear inequalities between different ‘voices’ in 

psychiatry offers the autoethnographer with some tactics to challenge such 

differences, whilst also introducing the multiple voices and idioms identified 

by Atkinson (2013) as textual innovation. One way in which mental health 

autoethnographers have achieved this is by the juxtaposition of the ‘official’ 

discourse of psychiatry (e.g. a service user’s clinical notes) presented 

alongside thick descriptions of the experiences of survivors and carers in 

order to show how the everyday experience of a psychiatric patient is 

transformed into a discourse that serves strategic power (e.g. O’Hagan, 

1996). Building on the work of Biddulph (2006, 2008) and Foucault (2001), 

Fox (2010, 2014) developed a method called ‘auto-archaeology’, mixing 
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official documents such as school reports and medical notes, alongside his 

personal account. Recognising both the ubiquitous nature of inter-institutional 

discourses with their strategy towards homogenisation and pathologisation, 

Fox (2014) showed how the ‘psychiatric industrial complex’ fixed his sexual 

and psychological identity through the processes of diagnostic labelling and 

pastoral ‘training’. However, whilst useful as a tactic to disrupt dominant 

institutional and discursive strategies, Fox’s (2014) account still retained a 

naturalistic format, presenting his account in a singular, first-person voice that 

was not integrated alongside the ‘official’ documents, detracting somewhat 

from the analysis. 

Taken together, these works point the way forward to possibilities of 

employing personal experience in a tactical way whilst taking into account 

Spivak’s point, a propos of Derrida, that the metaphor of ‘voice’ itself carries 

the danger of essentialising ‘representationalism’ (Landry and Maclean, 

1992) and Atkinson’s (2013) critique of textual conservatism. One strategy to 

create an authentic mad narrative is through the utilisation of different 

perspectives and texts in an unfolding dialectic or conversation. Frank (2005) 

proposes a dialogical approach to illness narratives informed by the work of 

Russian philosopher Mikhail Bakhtin, in which the multiple viewpoints of the 

‘self’, situated in its social context, are explored concurrently. Frank (2005) 

thus formulates a socially-situated self that interacts with multiple actors in a 

matrix of socially-constituted discourse, and not the atomised social self of 

liberal humanist discourse.  
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The present research continues Frank’s ideas by proposing a 

‘quadrilogue’ as a form of an autoethnographical mad narrative. As I will 

discuss below, in my autoethnographic account this includes the disruption of 

taken-for-granted narrative formats through the use of multiple perspectives 

presented together a la Short et al. (2007); fracturing temporal and 

perspectival frames through the use of different voices and idioms, 

introducing the second-person ‘you’ for my perspective advocated by Russo 

(2016b); including multiple and ambiguous points of view through the use of 

different idioms including my mother’s diary and my clinical notes; and a 

close attention to material circumstances through a detailed analysis of the 

different texts. Before I introduce my method however, one further issue 

particularly relevant to mental health autoethnographies is discussed below, 

that which Costa et al. (2016) and others (Rose, 2019) have called ‘patient 

porn’. 

 

3.1.3 ‘Patient porn’ or survivor empowerment? 

As I discussed in the previous section, issues of power cannot be avoided in 

service user or survivor autoethnographies that seek to explore the 

relationship between madness and its social context. One of the first 

examples of an autoethnographic exploration of these issues was Kathryn 

Church’s (1995) Forbidden Narratives. This book, based on Church’s PhD 

thesis on service user/survivor participation in Toronto, illustrates the process 

by which Church experienced a personal health crisis during the data 

collection, which resulted in profound difficulties, but which also changed the 
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direction and focus of her PhD. In this method she christened ‘critical 

autobiography’, her personal experiences were woven into the analysis of her 

participants’ stories of mental health activism and resistance, with the aim of 

transforming the subjectivities of mental health workers and policy makers 

(Church, 1995). This allowed for an incisive critique of some of the 

shortcomings of ‘consumer engagement’ that were predicated on fixed 

binaries between consumer/professionals and ill/well that were, by 

implication, supporting biomedically-orientated perspectives on distress and 

illness.  

Church’s (1995) initial research has been influential in the 

development of narrative approaches to researching service user and 

survivor experiences of the mental health system. However, one of the 

dangers of attempting to tell one’s story of mental health services is the 

possibility that first-person accounts slip into overly-gratuitous or over-

aestheticized representations retaining the somewhat uncomfortable 

character of ‘patient porn’ or ‘disability tourism’ (Costa et al., 2012). In mental 

health in particular, certain discourses enjoy greater legitimacy, based upon 

established professionalised hierarchies, power relations and reified ideology 

(Parker, 2007). These claims of legitimacy do not always correspond to 

accurate and nuanced understanding of what it is like to be mad even though 

they dominate the mainstream of clinical practice (Wallcroft, 2013). When 

applied to ‘recovery’ narratives, this may result in the psychiatric survivor’s 

stories being co-opted to support dominant strategy. Costa et al. (2012) 

elaborate: 
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…the resignification of language such as “resilience” and 

“recovery,” as told through client accounts, is a means by 

which mental health service systems have been able to 

absorb resistance accounts, sanitize them, and carry 

them forward in ways that are useful for them, without 

disrupting their dominant practices. It is precisely through 

this recalibration of norms that mental health systems are 

able to maintain their cultural and economic status which 

occurs partially through the incorporation of the patient 

story wherein this incorporation ruptures away from the 

history of psychiatric survivor storytelling to radicalize, 

towards one that uses stories to further solidify hegemonic 

accounts of mental illness. (p. 87) 

One solution to the risks of ‘patient porn’ and the co-option of service 

user narratives may be found in terms of ‘tactical’ authenticity, discussed in 

the previous chapter. Commenting on her research, Church (1995) observed 

that, ‘The most critical task we face is to become connected with the sociality 

of our subjectivities, to the ways in which our subjective experiences are filled 

with and constitute the voices of the mental health system’ (p. 128). In other 

words, an important way of utilising a tactically authentic approach through 

representing subjectivities as a lens to view the ways the language and 

practice of the mental health system institutes itself into the service user’s 

‘voice’. Indeed, this aim of ‘constituting the voices of the mental health 

system’ through my experience of inpatient treatment is one of the aims of 
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this thesis, particularly in terms of offering critical perspectives on a primarily 

biomedical orientated psychiatric system.  

In other words, stories can play a role in reclaiming marginalized 

identities by building solidary and inspiring activism (Costa et al., 2012), or 

else in establishing identity through a form of performativity, without slipping 

into the perversions of exhibitionism or voyeurism. A narrative account 

sensitive to these risks may provide a basis for assessing the knowledge 

claims of survivors outside of the ‘master’ discourses (Dickson and Holland 

2017) of the academy or the psychiatric profession. Indeed, my methodology 

has been informed by such criticisms of autoethnography from both the 

perspectives of social research and issues specific to mental health survivor 

and service user research. Thus, the ‘quadrilogue’ was developed specifically 

to address these issues in both format and emphasis. In the next section, I 

will outline some of these criticisms of autoethnography and how my method 

of the ‘quadrilogue’ was developed to answer some of these critiques. 

 

3.2 Research Design – the Quadrilogue 

The quadrilogue is a novel autoethnographic method that I designed as part 

of the thesis and which re-presents different perspectives together to tell a 

multi-layered narrative of a particular event, or series of events. Some of 

these perspectives can be based on sources in the past, or reflections in the 

present, or some combination of both. In my thesis, I am using the 

quadrilogue to depict my experiences of a psychological breakdown and the 
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subsequent pathway into admission to an inpatient psychiatric unit, which 

took place between 1st September 1994 and 16th January 1995.  

The idea for a ‘quadrilogue’ originally evolved from the process of 

gathering data sources together and deciding how best to represent the data. 

It should be noted that the term ‘quadrilogue’ need not imply a direct dialogic 

engagement between some or all the sources used in research, but that the 

juxtaposition of different texts together effectively encourages them to 'speak 

to each other', or at least the reader to approach them that way. This echoes 

the idea of both contextually mediated documents and intertextuality in social 

research (Speedy, 2013). Such an approach recognizes not only the 

dialogical self of Frank’s (2005) research, but more so: a multifaceted self 

that is situated within a network of social and institutional relationships, and 

which also crosses time from past to contemporary perspectives. In this way, 

it addresses some of the critiques of autoethnography made by Atkinson 

(2013) and other discussed in the last section, as well as some of the pitfalls 

of ‘authenticity’ discussed in chapter 2. As a new autoethnographic 

methodology, the quadrilogue represents a novel contribution to the 

literature. 

The four perspectives in the quadrilogue are mine (Simon), my 

mother, the clinical team and the researcher. All four perspectives are 

represented by a range of different sources. In the next section, I discuss the 

process of the development of the quadrilogue, including the data sources 

used and how they were combined together.  
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3.2.1 Stage 1 – Simon’s account 

The process of recording my personal recollections of the events in the 

narrative was conducted from October 2013 to December 2014. As I 

discussed in Chapter 1, the autoethnography was originally started as an 

exercise to identify the core themes of the thesis and was written as a 

standard first-person narrative describing my thoughts and feelings related to 

a series of events between the years of 1994 and 2004. However, as I 

discussed in Chapter 1, the focus of the thesis shifted to the events of the 

inpatient admission, i.e. the dates of September 1994 to January 1995, as 

the autoethnography progressed.  

My account was based on personal recollections, conversations with 

family members, diaries written just after discharge, poems and diary entries 

written during another breakdown a couple of years after the events recorded 

in the narrative. There were four diaries in total and these were A5 notebooks 

bound at the top and written in blue, green, black and red biro. They were 

mostly undated, so it was difficult to establish exactly when they were written. 

My recollection is that I started writing just after discharge (January 1994) 

and sporadically added to them over a period of 6 years until 2000. The 

diaries mostly capture feelings and impressions of the experience of 

admission, mixed with some very obscure phrases, quotes from well-known 

writers, images, drawings and poems. 

There was a lot of information to synthesize. In order to identify the 

key memories or events, or what autoethnographers have referred to as the 

‘epiphanies’ (Ellis et al., 2011) of the narrative, I began free-associating 
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memories of this time. Any memories, recollections and impressions were 

recorded in a Microsoft Word file as they were recalled, usually in the form of 

brief sentences or bullet-points. I also read through my diaries to see if they 

prompted any further memories and, if so, they were also recorded. I talked 

with family members about their recollections of the period and recorded their 

response in the same file. I kept a diary on me at all times and if another 

memory came to mind, that was also recorded and then added to the Word 

database at a later time. 

Once these memories had been collated together, I then began to 

identify those experiences which were the most important in terms of 

illustrating a facet of madness, or the relation of the person experiencing 

madness to the social world around them. Having identified around 20 

discrete experiences or memories that appeared to be the most significant, I 

began the process of writing them up as short narrative excerpts. Thirty-five 

of these excerpts where eventually written and each excerpt was given a title 

that described the facet of patient experience described in the excerpt (e.g. 

‘first assessment’, ‘admission’, ‘ward round’ etc.).  

When writing these excerpts up, I initially began experimenting with 

using first and third person perspectives but neither of these two perspectives 

felt quite right. The second person perspective is often used by 

autoethnographers to facilitate engagement with the text (Pelias, 2000), so I 

started performing this second person perspective in conferences and 

presentations. I found that this perspective worked better and seemed to be 

well received by audiences. Following positive feedback from supervisors, 
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colleagues and from a journal who accepted a submission using the second 

person, I decided to use this perspective exclusively for my account in the 

thesis. 

However, the use of the second person perspective also had a 

theoretical aim. Whilst the first person ‘autoethnographic I’ is problematic 

because it falls into the trap of assuming an omniscient self that is capable of 

speaking on behalf of the narrator, the third person account is problematic for 

the opposite reason: i.e. it risks writing about the experience, from a distance, 

rather than from it, close up (Ellis et al., 2011). This is especially problematic 

comments in relation to the use of ‘lived experience’ in mental health 

research as Russo (2016b) comments, ‘Based on third-person knowledge - 

speaking about someone rather than speaking to and with them - these 

approaches, by definition, exclude dialogue’ (p. 240). For these reasons, it ‘is 

not suited to the complex task of addressing and responding to a person in 

crisis’ (ibid). Therefore, writing in the second-person for me is a deliberate 

example of ‘tactical authenticity’: it would enable the reader to be better 

immersed in the experiences of the patient and represents ’speaking to and 

with’ (Russo, 2016b) – an important method of ensuring the reader is able to 

engage with my subjectivity as a psychiatric subject. 

 

3.2.2 Stage 2 – Clinical team account, ‘dialogue’ 

The perspective of the clinical team is represented by my National Health 

Service (NHS) clinical notes. The notes were acquired following a subject 

access request under the Data Protection Act 1998. Narrative accounts 
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comparing service user experiences alongside professional perspectives as 

represented in medical notes has been used as an effective device to critique 

psychiatry (O’Hagan, 1996). Having gained access to my medical notes from 

the period when I experienced several breakdowns and extended mental 

health service user (1994-1996), I decided to use my medical notes 

alongside my own accounts for two main reasons: to create a dialogue 

between my account and the medical team; and to be able to better critique 

psychiatric practice by a direct comparing and contrasting of my 

representation with the representations from the psychiatric team. 

 There is a range of documents in my clinical file. These include: 

letters, medical reports, test results (e.g. blood tests, x-rays, urine samples), 

record forms (e.g. ECT, seclusion), legal documentation (e.g. Mental Health 

Act papers), social care documents (e.g. benefit application forms) and hand-

written medical process notes. There are over 400 pages of the case in total, 

written by a range of different medical and mental health professionals 

including nurses, psychiatrists, GPs, social workers, occupational health and 

care assistants. The first document was a GP referral letter dated 1.9.1994 

and the last document was an invitation to participate in a research study 

dated 16.9.99. The documents were initially unsorted, and the first task was 

ordering the file into a chronological order and creating an archive inventory 

of each document created. There were two main classes of document: the 

letters, reports and test results; and hand-written process notes. These were 

collated separately and ordered into sections according to phase of care (9 

sections in total).  
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Once the notes had been collated and read through, I then had the 

task of identifying relevant sections of the document to use. Relevant 

individual clinical worker process notes were selected on the basis that they 

described the same events depicted by my account. These were copied 

directly into the narrative alongside my representations, as two separate 

columns on the page, in order to facilitate a ‘dialogue’ between the two 

accounts.  

 

3.2.3 Stage 3 – Mother’s account, ‘trialogue’ 

The original intention of the thesis was to use my account and the clinical 

team’s account together, as a form of ‘dialogical’ (Frank, 2005) research. 

However, when discussing the progress of the thesis with my mother in 2014, 

she told me she had kept a diary of the periods between 1994-2000 when I 

was under the mental health service. Unsolicited, my mother offered to give 

me the diary for my research. This added a third perspective to the narrative, 

my mother’s, through the use of her diary. The ‘dialogue’ had thus become a 

‘trialogue’ (Amering, Mikus and Steffen, 2012).  

The diary was handwritten in a blue A4 lined exercise book in red, 

black, green and blue biro. The first entry was on 1 September 1994 and the 

last entry was recorded on 29th August 2000. There were three main blocks 

of entries, each recording a different episode of my mental health difficulties: 

the first recorded entries from 1 September 1999 to 12th July 1995; 1st July 

1996 to 13th April 1997; and 30th May 2000 to 29th August 2000.  
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Once I had made the decision to focus the thesis on the period of the 

first breakdown and psychiatric detention, September 1994 to January 1995, 

I only used entries from my mother’s diary for this period of time. All of the 

material from this period was used in the narrative, and the relevant sections 

were represented in the narrative alongside the events described by the 

other two accounts. As there were gaps in my mother’s dairy at times of a 

few days or even a week, the gaps in the narrative were represented by 

blank space in the narrative. There were thus now three columns on the 

page, each column representing one perspective in the ‘trialogue’. 

 

3.2.4 Stage 4 – Researcher account, ‘quadrilogue’ 

Having developed a trialogue with mine (Simon), my mother’s and the clinical 

team’s accounts, all which described the same or similar events from the 

same time period, I began to realise that there was another perspective in the 

data that was not yet represented in the narrative, but one which had a 

crucial say in the form in which the narrative would eventually take. This was 

my perspective as a researcher in the present making decisions about which 

material to include in the narrative and beginning the process of trying to 

make sense of the data. Indeed, my perspective was also informed by other 

people’s response to the data, such as delegates at conferences, my 

supervisors, colleagues, and friends and family who I discussed the data 

with.  

 The boundaries between researcher and research subject are 

inevitably blurred in autoethnography (Ellis et al., 2011). This necessitates 
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the use of a form of ‘hyper-reflexivity’ (Campbell, 2016) whereby the 

researcher engages on active reflection of their role in the research process. 

This type of reflexivity occupies a liminal space between reflection on the 

data and formal analysis using theory (Speedy, 2013). In my thesis, the 

processes of hyper-reflexivity were aided in a number of ways, including: by 

keeping an active research diary; having a notebook on me at all times and 

recording impressions and observations as they occurred; discussions with 

supervisors and colleagues; reflection and feedback from conference and 

seminar presentations; and through reading other autoethnographies and 

reading theory. Through doing this, I generated a research diary of over 

54,000 words. The diary recorded my key responses to the data, including 

thoughts, impressions, emotions and reflections and decision-making in the 

process of putting the narrative together. 

However, the question remained of how to represent this process in 

the research. Reflexivity is a crucial component of qualitative research 

(Riessman, 1993), yet the actual process of using reflexivity in the research 

is not always represented explicitly and transparently (Mazzei and Jackson, 

2009). As Lather (2009) has pointed out, the issue is that the researcher 

‘voice’ becomes airbrushed out in the presentation of a final, polished 

research product. This criticism has also been made of autoethnography 

(Tolich, 2010).  

In their study on women living with HIV, Lather and Smithies (1997) 

developed a novel response to these issues: by recording their interviews 

with women in its entirety, along with their researcher comments on the data 
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underneath the interview text. Around this time, I also read Bennington’s 

(1993) biography of Jacques Derrida, in which Derrida’s commentary on the 

biographical material written by Bennington is represented at the bottom of 

the page, whilst alongside reading Short et al.’s (2007) autoethnography, in 

which one of the authors (Clarke) provides a commentary to the ‘data’ at a 

column at the far end of the page.  

These works provided me with the idea of integrating my ‘researcher’ 

perspective into the narrative as a fourth perspective. The main purpose of 

this fourth perspective was to contextualise the data for the reader by 

providing a commentary on the significant events recorded in the narrative. 

Important themes were also identified and discussed, including important 

discrepancies and divergences between the three accounts. It was also there 

to ask questions about the other three perspectives and to provide a bridge 

between the narrative itself and the analysis of the data. Hence, a 

‘quadrilogue’ of perspectives on one extended episode that allows for some 

‘dialogue’ between the different perspectives 

When the three perspectives of the patient, carer and clinical team 

had been rendered in the narrative, I read through the narrative again in 

entirety, recording my responses to the data and then comparing these 

responses to my previous diary entries. I then started writing this fourth 

perspective alongside the other three perspectives in the narrative. When this 

fourth perspective had been completed, it formed a fourth voice in the 

narrative. 
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The data sources corresponding to all four perspectives is represented 

in Table 1, below.  

Table 1 Data sources used in the quadrilogue 

Perspective Data sources  Example 

 

Patient Recollections 
from personal 
experiences, 
poems and diary 
entries. 

 
Carer Diary entries 

from my mother 
from the periods 
1994-2000. 

 

Team My NHS patient 
file 1994-1997, 
including staff 
clinical notes, 
letters from 
psychiatrists and 
reports.   

Researcher My ongoing 
reflexive 
research diary 
(2009-present), 
supervision 
notes. 

 

 

The final excerpts were selected in the process of constructing the 

quadrilogue in tandem with going through the other data sources. Excerpts 

were eventually selected on the basis that they ‘talked’ with the other 

sources, in terms of depicting the same situation as another source, or a 

process of care that was recorded in another source (e.g. ECT, seclusion 



 89 

etc.). Once the sources had been compiled in the quadrilogue, minor aspects 

of expression or wording were amended. 

In the final version of the quadrilogue, I was influenced by Goffman’s 

(1959) essay, The Moral Career of the Mental Patient, in which the journey of 

the psychiatric patient is traced through the various phases of hospitalisation. 

Goffman (1959) labelled these phases pre-patient, inpatient and ex-patient 

(although the essay only focused on the former two phases). I therefore 

divided the quadrilogue into various ‘parts’, each of which corresponded to a 

phase in my journey from before I made contact with the psychiatric team, 

through hospitalisation, to when I was discharged.  

As a final construction, relevant documents from my clinical notes that 

related to the process were inserted between each of the relevant parts. This 

was for the purpose of allowing the reader to engage with the narrative, 

especially where there are letters whereby the sources can be presented ‘in 

their own words’, as well as containing interesting information about the 

process. The forms and proformas are also historically relevant artefacts of 

paperwork used in psychiatry at the time and so added another layer of 

contextualisation. This intervention was inspired, in part, by Fox’s (2010, 

2014) use of archive material as an ‘auto-archaeology’ based upon 

Foucault’s (1961, 1977) analysis of psychiatric and disciplinary power.  
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3.3 Ethics 

In conducting this research study I adhered to all ethical guidelines as 

outlined by the University of Nottingham and informed by ethical procedures 

pertaining to research into mental health such as the Declaration of Helsinki.  

Copies of the Participant Information Sheet, Research Probes and Consent 

Form are available in the Appendices. Ethical permission was obtained from 

the School of Education at the University of Nottingham. As autoethnography 

involves writing about the author’s own experience, ethical issues can be 

complex (Denshire, 2014; Ellis and Bochner, 2000; Turner, 2013). There are 

several ethical issues that need to be considered and they can be divided 

into two main areas: the ethical issues of representing other people in the 

research, often referred to as ‘relational ethics’ (Ellis et al., 2014) and the 

ethical risks relating to the self-disclosure of personal experience in research, 

what could be referred to as ‘risks to self’ (Tolich, 2010). The following 

section will discuss in more detail how these risk areas relate to the thesis. 

 

3.3.1 Relational ethics 

The first of these ethical issues, that of ‘relational ethics’, is very frequently 

highlighted in autoethnographic research (Turner, 2013). One of the inherent 

difficulties in autoethnographic writing is how to represent other people in the 

research aside from the author, especially family members, friends, 

colleagues and past acquaintances (Wall, 2008). Most autoethnographers 

should acknowledge that their writing involves a commitment to ‘relational 

ethics’ (e.g. Ellis, 2007) and some argue that relational ethics provides a 
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more rigorous requirement for ethical behaviour than other standards (Ellis et 

al., 2014). This term recognises that the autobiographical and ‘personal 

experience as data’ elements of autoethnography often mean that other 

people are represented in the research in ways they would not be if they 

were research participants in a more conventional Social Science 

methodology (Stahlke Wall, 2016). Relational ethics thus acknowledges that 

the research does not take place in a vacuum and they have a responsibility 

for how other people are represented (Turner, 2013). As Wall (2008) 

summarises: 

There is a need to be concerned about the ethics of 

representing those who are unable to represent 

themselves in writing or to offer meaningful consent to 

their representation by someone else, especially 

someone with whom they are involved in a trust-based 

relationship (p. 49). 

However, this issue is much more complex than it first appears, 

particularly in terms of how the principle of relational ethics has been applied 

in individual research projects. Tolich (2010), in particular, has been very 

critical of what he perceives to be notable lapses between the theory and 

practice of relational ethics in autoethnographic research, where the usual 

standards for ethical behaviour in the Social Sciences such as the 

International Congresses of Qualitative Inquiry’s ‘Position Statement on 

Qualitative Research and IRBs (Congress of Qualitative Inquiry, 2007) have 

not been adhered to. Some of the examples Tolich (2010) cites include: not 
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seeking ethical approval from IRBs (Rambo, 2007); providing no evidence of 

gaining consent from participants who are mentioned in the research (Jago, 

2002); ignoring obvious power imbalances between the researcher and the 

represented, such as academics representing students in their 

autoethnography (Jago, 2002); providing information about colleagues and 

students that provide easily identifiable information (Jago, 2002); not 

considering the role of coercion that might apply when seeking consent from 

friends or family (Ellis, 1996).  

One of the key points that Tolich (2010) makes is that the examples 

cited above clearly fell short of the ‘relational ethics’ standards set by Ellis 

(2007) and others. In response to this, Tolich (2010) advocates a set of 10 

standards for the autoethnographic researcher (p.1607-8): 

1. Respect participants’ autonomy and the voluntary nature of 

participation, and document the informed consent processes 

that are foundational to qualitative inquiry; 

2. Practice “process consent,” checking at each stage to make 

sure participants still want to be part of the project; 

3. Recognize the conflict of interest or coercive influence when 

seeking informed consent after writing the manuscript; 

4. Consult with others, such as an Ethics Committee; 

5. Autoethnographers should not publish anything they would not 

show the persons mentioned in the text; 

6. Beware of internal confidentiality: the relationship at risk is not 

with the researcher exposing confidences to outsiders, but 
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confidences exposed among the participants or family 

members themselves; 

7. Treat any autoethnography as an ‘inked tattoo’, i.e. something 

that cannot be easily erased, by anticipating the author’s future 

vulnerability. 

8. Photovoice anticipatory ethics claims that no photo is worth 

harming others. In a similar way, no story should harm others, 

and if harm is unavoidable, take steps to minimize harm. 

9. Those unable to minimize risk to self or others should use a 

nom de plume as the default. 

10. Assume all people mentioned in the text will read it one day. 

On a superficial reading at least, Tolich’s (2010) critique of 

autoethnographic practice and his subsequent recommendations appear to 

make sense. I would also argue that Tolich’s (2010) observation that ‘The 

word auto is a misnomer. The self might be the focus of research, but the self 

is porous, leaking to the other without due ethical consideration’ (p. 1608) 

resonates with the critique of ‘solipsism’ levelled at autoethnography 

(Atkinson, 2009). It is also important to hold autoethnographer researchers to 

account, especially where due consideration of the other in research has 

been neglected and as outlined in many of Tolich’s (2010) examples. Tolich’s 

(2010) point that all autoethnographic researchers should seek Ethics 

Committee approval or consultation before proceeding represents good 

research practice and, in most cases of PhD research conducting at 

Universities in the UK, is a statutory requirement for all research, including 

postgraduate. For these reasons, I sought ethical approval from the School of 
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Education at the University of Nottingham, where the research was taking 

place, before compiling the sources together. 

However, I also take issue with Tolich’s (2010) guidelines when they 

appear to treat autoethnography as if it were the equivalent of other research 

methodologies in the Social Sciences. The use of personal experience as 

data, especially as much of such experience is retrospective, complicates 

straightforward application of Tolich’s (2010) principles. For example, in my 

thesis there are two principle ‘others’ in the research: my mother, as 

represented in her diary; and the clinical staff, as represented in the notes. 

How should I treat issues such as consent and coercion as raised by Tolich 

(2010)? In terms of consent, the clinical notes contain over 400 pages of 

notes, a wide variety of sources and literally dozens of authors. Would it be 

feasible to contact every single clinician and ask their permission for use of 

their notes or reports? For example, the case notes are over 25 years’ old; it 

would simply be impossible to track down every single author of every single 

note that was written, even if they could be identified (many of the notes are 

hand-written, unsigned, and often illegible). 

Would it therefore be appropriate to only include clinical notes from 

those authors who could be found and thus give prior permission? But this 

raises other questions as to whether this would even be appropriate. The 

clinical notes are about me and about my care. Professional guidelines 

(General Medical Council, 2013) state clinical notes should be written with 

other people in mind, including patients. The PhD offers an important 

opportunity to analyse in more detail some important processes of care that 
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speak to wider issues such as the nature of madness, how madness is 

represented in discourse and the relationship between the experience of 

madness and how it was treated in a particular time period. In terms of power 

dynamics, I did not have a voice at the time; the clinical notes were written 

about me, but I had no opportunity to have a say about them, or even read 

them.  

The PhD therefore represents both the ideals of academic freedom 

and the personal empowerment of service users to review their care in the 

public forum of academic debate and discourse. Would it be right or 

appropriate for clinical staff to be able to have the final say on such matters, 

particularly if the findings produced conflict with their interpretation of events, 

or how their professional competence has been represented? Taking this 

example to its extreme, if a psychiatrist in the thesis did not like his or her 

representation, they could be provided with the power to silence the 

research. This is problematic if there were examples of bad clinical practice 

that would need to be exposed. It is again worth pointing out that all 

identifying information regarding location and staff identities has been 

removed, so it is unlikely they could be identified from the thesis.  

In the case of my mother, the ethical issues are still more complex. It 

is my mother’s diary, and it is her words and experience represented in its 

pages. However, her words and experience in this instance relate specifically 

to me. So, in practice, who does this data really belong to, me or my mother? 

The issue of ‘ownership’ in autoethnographic research can be difficult to 

assuage (Grant and Zeehan, 2014). It is also important to note that my 
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mother gave me the diary willingly and in full knowledge of its purpose to 

support my PhD. She did so by expressing her conviction that the research 

was saying something important about the experience of madness and how 

such an experience impacts those around them. Despite this, I was still 

required by the Ethics Committee to treat my mother as a research 

participant and provide her with a Participant Information Sheet and Consent 

form (see Appendix 2). In discussion with my supervisors, we agreed that it 

was important to make sure that my mother (who is not an academic) was 

very clear how her diary would be used in the PhD and that her diary (or 

extracts from her diary) may be used for subsequent publications arising from 

the thesis. I therefore went through the somewhat surreal process of gaining 

my mother’s formal, signed consent for use of her diary, even though she 

was adamant that this was unnecessary, although she also acknowledged 

the bureaucratic necessity of gaining such permission and was happy to do 

so.  

However, another issue arose in the ethics process that is peculiar to 

autoethnographic research, but which is not easily resolved by citing 

guidelines provided by Tolich (2010) and the Congress of Qualitative Inquiry 

(2007). For example, the Ethics Committee also stipulated that my mother 

should be invited to read a final draft of the thesis before publication, 

alongside any publications that arise from the research subsequently on 

completion of the thesis. As this was a requirement for ethical approval, I told 

my mother that she would be welcome to read the thesis prior to publication. 

Somewhat to my surprise, she told me that she did not want to read anything 

relating to her diary because she did not want to revisit that time in her life. 
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Indeed, she told me that she has not even read the diary since she wrote it 

(over 25 years ago) and was deeply ambivalent about its contents.  

Her response represents an important issue about whether it is 

ethically appropriate to stipulate that all ‘participants’ (as the Ethics 

Committee identified my mother) should be offered the opportunity to read 

the research. In some cases, it could even be re-traumatising for participants. 

Whilst Tolich (2010) and others (Ellis, 2004) make an important point about 

‘process consent’ (i.e. making sure that consent is revisited throughout the 

research process), especially when it comes to the point where such 

research is made public, it also highlights the need to recognise that 

everyone will have a different relationship to such research. Process consent 

thus needs to be sensitive and handled carefully, particularly in the case 

when the participant is family or friends. Blanket requirements in such 

complex cases, as advocated by Tolich (2010), may actually be more 

ethically problematic if wider contextual issues are not thoughtfully 

considered. The wider question of who the data belongs to in 

autoethnographic research, and this thesis in particular, is therefore a 

complex issue unlikely to be resolved, or perhaps even navigated effectively, 

with the somewhat formulaic and ‘tick box’ approach argued by Tolich (2010).  

Indeed, I think that the checklist presented above actually does not go 

far enough in considering some of the complexities the autoethnographic 

researcher is faced with. It is worth noting here the emphasis Tolich (2010) 

places on the nature of risk in his examples and considering whether they are 

sometimes over-stated. For example, referring to my thesis again, what 
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exactly are the risks to the other participants? In terms of the clinical staff, all 

staff and locations were given pseudonyms. However, according to Tolich 

(2010) this does not go far enough: it might still be possible to identify some 

staff members from the description in the data, or extrapolate from my 

biography where the events would have taken place. This possibility also 

relates to point 6 (‘internal confidentiality’) on Tolich’s (2010) guidelines and 

raises the issue that some people internal to the research (e.g. clinical staff) 

may be able to identify their colleagues from the research. Even considering 

this possibility, how likely would this be, given the time frames? Perhaps 

even more so, what exactly are the ‘risks’ they would face? If they are 

represented in ways that might not be too flattering, surely this is something 

that requires discussion rather than avoidance?  

A final point on this issue therefore relates to the political nature of 

research and, in particular, mental health and narrative research. If, for 

example, there are examples of bad practice, or clinical staff not performing 

in ways congruent with their professional standards, surely the research has 

a duty to identify and discuss the reasons for why this might have happened. 

Narrative writing recognises the researching of personal experience is almost 

always a political issue (Holman Jones, 2005) and that autoethnographers 

will occupy the position of social critic, exposing inequalities or hypocrisy 

(Grant et al., 2013) particularly when it involves abuses of power (Sparkes, 

2007). Thus, consideration of others needs to be balanced against the 

importance of the social message and the explicit purpose of the research 

(Ellis & Bochner, 2000). This is especially the case for research involving 

experiences of power imbalances. In my thesis, this could relate to a number 
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of issues such as, for example, being legally detained against your will in a 

psychiatric unit when your rights have been taken away (whether this was 

justified or not).  

Going back to the purpose of the thesis, the main research questions 

are: what are authentic representations of madness?; and what do these 

representations tells us about the social context in which madness occurs? It 

is thus to discuss madness and its social context, more generally, not the 

behaviour of individual staff members. Some ethical guidelines appear to be 

geared towards protecting personal feelings or reputations but against 

developing systemic critiques (Dickson and Holland, 2017). The latter is my 

goal for thesis and not becoming a ‘whistleblower’ for negligent individuals. I 

therefore believe I am acting ethically by including information relating to 

staff, even without their consent, as it is very unlikely they could be identified 

and so the personal risks to them are relatively minor. With regards to my 

family, I have taken care to anonomise their details by using pseudonyms 

and consulted with them in the development of the research. 

 

3.3.2 ‘Risks to Self’ 

The other ethical issue, that relates to ‘risks to self’, incorporates two main 

areas. The first of these elements is that the process of doing 

autoethnography can be a distressing one as it involves exploring aspects of 

past and current personal experiences (Ellis, 2000). This consideration is 

especially relevant to writing autobiographical writing about mental distress 

more generally (Grant et al., 2013) as a key purpose of the writing is to try 
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and evoke the experience emotionally for the reader in order to help them 

become more immersed (Stone, 2004). However, this also comes with risks; 

as Grant and Zeeman (2012) have noted, autoethnography can come with a 

‘health warning’ because touching these experiences can be painful and 

exposing. The researcher may therefore need to ensure that he or she has 

enough support in place to embark on such as project (Speedy, 2013). 

 I acknowledge that the research may touch upon painful or difficult 

personal issues for me. I have a support structure already in place and 

significant others have made themselves available to talk through any issues 

that may arise through the research. However, I also recognise that it is very 

difficult to anticipate what particular difficulties may arise. I am thus receiving 

personal therapy, whereby any issues provoked by the research can be 

discussed, explored and processed. Any adverse experiences will also be 

discussed in supervision if and when necessary in order to ensure I am 

making best use of the available support mechanisms.  

 The second element of ‘risks to self’ relates to the disclosure of 

personal information. As many researchers have observed (Tolich, 2010), a 

doctorate (including any subsequent publications that result from it) places 

the personal experience of the researcher in the public domain. It could thus 

be potentially exposing for them if, and when, deeply personal information is 

made available in this way. This issue is particularly relevant for my thesis, in 

which the material is particularly personal and distressing. However, I have 

also given this project, and the nature of such disclosures, careful 

consideration. Over the last few years I have been very open about my past 
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experiences in both public and professional contexts. Prior to starting the 

PhD, I wrote publicly accessible online blogs and have spoken at 

conferences about my personal experience of mental health difficulties. This 

decision was made on a political basis, that the sharing of these experiences 

represented an important intervention in the field of mental health. I am thus 

fully aware of the ramifications of this project. To some extent therefore, this 

information is now already part of the public domain, since I made the 

decision to be more open about my experiences a few years ago. I thus 

believe I am conducting this research ethically, in line with university and 

research guidelines. However, I also believe I am conducting this thesis 

according to the often-demanding spirit of the ethics of autoethnography. 

Having discussed the ethical ramifications of the thesis, I will be presenting 

the quadrilogue in entirety in the following section. 

 

SUMMARY 

In this chapter, I have outlined my methodology, an adaptation of 

autoethnography I have called the ‘quadrilogue’. This method utilises multiple 

perspectives and voices to narrate the experience of going mad and being 

admitted to an inpatient unit. These perspectives are mine, my mother’s, the 

clinical team and reflective voice of the researcher. The quadrilogue was 

developed in response to both criticisms of autoethnography, most notably 

epistemological divisions and textual conservatism, and mental health 

narratives, most notability that of ‘disability tourism’. Finally, ethical issues 

derived from the project were discussed, specifically what has been called 
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‘relational ethics’ and ‘risks to self’. The quadrilogue represents a 

methodological innovation and thus represents a novel contribution to 

knowledge.  
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CHAPTER 4. RESULTS: THE QUADRILOGUE 

INTRODUCTION 

The last chapter outlined my methodology, an adaptation of autoethnography 

which I called ‘the quadrilogue’. The quadrilogue is a novel method through 

which multiple accounts of an event, or series of events, can be represented 

alongside each other for the purposes of comparison and discussion. In my 

thesis, the quadrilogue represents my account alongside my mother’s and the 

clinical team’s accounts, with the researcher’s account as the final column. 

The next section presents the quadrilogue in full.  

 

1.1 Reading the Quadrilogue 

The quadrilogue is divided into 9 parts representing chronologically the 

pathway into admission to the inpatient psychiatric unit, and out again via the 

discharge process. Each part is given a title that represents an important facet 

of the inpatient process. The nine parts of the quadrilogue are: 

1. Prelude 

2. Assessment 

3. Ward round 

4. Admission 

5. Transfer 

6. ICU 

7. Leave 

8. ECU 
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9. Discharge 

As discussed in the last Chapter, in between each sections I have included 

scanned images of some of the actual documents from my medical notes. 

This for the purposes of providing an immersive experience and also for 

relaying information. A short paragraph summary of the relevant part 

precedes each part, so that the reader is able to follow the overall narrative 

from beginning to end, which may be difficult when reading the quadrilogue in 

full.  

The intention of the quadrilogue is to present an immersive narrative. 

Other than a few pilot readings (e.g. friends, family, supervisors), it is still a 

relatively untested method. At first, this may appear overwhelming for the 

reader and they might find themselves with a number of choices: e.g. to read 

down or to read across, which account to start, where to read first. The reader 

may also find themselves back tracking across different sections to catch-up. I 

do not have a single recommendation for the reader about how to approach 

the quadrilogue. Rather, in the experimentalist spirit of the quadrilogue, I 

would suggest that the reader may their own way to engage with the 

narrative.  

It needs to be highlighted that the quadrilogue presents a lot of 

information on the page and may offer a narrative thread that is unfamiliar and 

thus difficult to follow. Therefore, the reader may find it heavy-going at first. 

Some aspects of the narrative can also be profoundly upsetting to read, 

especially in sections where there is physical restraint and forced medication. 
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I would advise that the reader takes care of themselves when going through 

the narrative. 

 

1.2 A Note on the Text 

My mother’s diary and the clinical notes have been represented exactly as 

they were recorded. This includes the presence of spelling and grammatical 

errors, typographical idiosyncrasies, the use of short-hand notation, acronyms 

(often without explanation), medical terminology and technical/clinical 

language. Aside from my own, all names of family members, friends and 

clinical staff have been given pseudonyms. Locations, including the name of 

wards, have also been replaced with fictional pseudonyms.  
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Part 1. Prelude 

I was suffering a severe psychotic breakdown, experiencing extreme feelings 

of alienation and despair. My family were worried about me and trying to 

engage with me, with little success. I had just been to see the GP, apparently 

at my mother’s instigation, and the GP had made a referral to the psychiatrist. 

In this scene, I described my sense of isolation from my family, heightened 

interpretation of events, and an interaction with my mother, whilst all the time 

being distracted by voices. In her account, my mother described and 

summarised her perception of my current situation and the events leading up 

to my admission. She also speculated as to what might have caused my 

difficulties, reflecting on my development and interactions with other family 

members and with school. The clinical team account is represented by the 

GP’s referral letter to the psychiatrist, where the GP mentioned my request to 

‘see a psycho-analyst’, described my current symptoms, and offered some 

hypotheses with regards to diagnosis and treatment. 

 
 



 
 

Part 1: Prelude 
 

Simon  Mother Clinical Team Reflection 
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It is dark, and you stand on the 
patio at the back of the garden, 
slightly raised up from the house 
below.  
 
You pace back and forth, smoking 
one cigarette after another, the 
mad roulette of voices rolling 
around your head like an aural 
carousel. 10 

 
Meeting you at your parent’s 
gate… 
  
Because I do not hope… 
 
The dogs are still playing in the 
yard… 
 
Reflected from my golden eye… 20 

 
Everyone is very kind to A… 
 

In Summer 93 we became aware 
that he had been taking drugs. Pot 
and L.SD He’d told his brother 
that he thought he was going 
mad. He told us later that week. 
He went to the drug rehabilitation 
centre at Wodenborough and 
spoke to a counsellor there. He 
seemed to be able to reassure 
him. He also saw Dr Carmen who 
advised him to go to a centre in 
Swapanley. We don’t know if he 
went, and we couldn’t betray Dr 
Carmen and let him know we had 
been talking about him as he was 
very much his own person and 
could resent too much 
interference in his life. I remember 
he felt guilty about “wasting the 
counsellor’s time” as he felt 
people were worse than him. He 
wanted to go to university, this 
had been quite important to him 
before he took drugs – so we had 
got him into Portown College to 
get the necessary qualifications. 

THE SURGERY 
DAMSON HILL 
ATTERCOTE 
COUNTY POSTCODE 
 
 
Town 
 
(Area code) Number 
 
 
 
 
1.9.94 
 
 
 
Dr _________ 
Consultant Psychiatrist 
Clinic Name 
Clinic Address 
Town, County, Postcode 
 
Dear Dr _______, 

In choosing when to begin the 
narrative, it seemed fitting to start 
at the point at which the ‘problem’ 
becomes formally established by 
a medical professional. Indeed, 
the GP letter was the first main 
entry in the notes and it already 
frames the ‘problem’ in a 
particular way in relation to 
medical psychiatric categories and 
notions of ‘typical’ and ‘atypical’. 
There is also a brief institutional 
cross-checking through 
information provided on schooling 
and work. It is interesting to note 
that it is these particular details 
which are highlighted as important 
to the GP, as opposed to other 
factors, such as relationships or 
hobbies, which suggest 
immediately that institutional 
cross-checking is important. I also 
noticed that my request to see a 
‘psycho-analyst’ was referred to a 
psychiatrist and not a 
psychological professional,  
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We will tell you what to do… 
 
More or less as one tries to guard 30 

an excellent billiard table… 
 
What you have to do… 
 
You observe your family talking 
through the kitchen window below; 
they move in and out of focus like 
fish in an aquarium.  
 
They cast anxious glances up at 40 

you when they pass the window, 
and then circle for another round, 
deep in conversation with each 
other.  
 
The voices inside continue:  
 
Because I do not hope to turn… 
 
 50 

 

He was taking maths GCE (which 
he hates) A level English & 
Sociology. He didn’t enjoy it very 
much – he soon dropped english 
maths. He was difficult to get up in 
the mornings and soon lost his 
motivation. He got a job at the a 
hotel nearby a couple of evenings 
a week to give him pocket money. 
He went out with his friends once 
or twice a week. Mainly he spent 
most of his time in his room. He 
became fascinated by psychology 
& philosophy and that is mainly 
what he read. He was fascinated 
by Jim Morrison, Kafka, Jung 
Wittgensing. Recently he has 
been reading the bible and the 
Ko-ran. There was no competition 
between his brothers but I know 
he envied them, especially the 
ease with which my 18 yr old 
seemed to have all the attributes 
to be successful. They are both 
good looking my 18 yr old 
especially so, plenty of friends  

RE: CLARKE Simon D.o.b. 
25.11.74 Tel _________ 
 
 
House, Road, Town, County, 
Postcode 
 
 
 
 
 
 
I would be grateful if you would 
send this young man an 
appointment to come and see 
you. He came to the Surgery this 
week saying that he felt he 
needed to see a Psycho-analysist.  

which either indicates the GP’s 
lack of familiarity with ‘talking 
cures’, or else a reflection of the 
lack of prevalence of talking 
therapies more generally at the 
time this was written - the early 
1990s. It is apparent to me now 
that the GP has offered a fairly 
detailed summary of my 
psychological state, suggesting 
that he had taken time with the 
assessment and with his thoughts 
about the assessment. As this 
was the family GP who had known 
me all my life, this is perhaps to 
be expected. My mother’s account 
in this section is unique in relation 
to other entries in the diary in that 
they were 3 loose pages of A4 
and were undated. This account 
ends with the admission to 
hospital, so I presume it was 
probably written shortly after then. 
It is a curious document in that it 
reads almost like a summary and 
meta-reflection of the 
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This dullard knows that he is 
mad… 
 
Until the time when the great 
player comes… 
 
What you have to do… 60 

 
Who will carefully examine the 
table… 
 
but the quarry will not escape 
them… 
 
Will not put up with any damage 
done to it previously… 
 70 

When you look long into the 
abyss… 
 
Your mother throws a lingering 
glance up at you, opens the door 
and comes up to the patio.  
 
 

popular – it is a ‘macho’ family of 
men. Although he never tried be 
like them. Although he went out 
he never dressed up to ‘get girls’. I 
remember him having a date 
once. I remember him joking once 
when the question of sex came up 
that ‘chance would be a fine 
thing’. My husband told me 
yesterday that when Simon was 3 
yrs old his mother had said to him, 
that James & David will always 
manage and get by but Simon is 
different, he needs more looking 
after. I always felt he was a 
normal boy, sensitive, thoughtful, 
always talked a lot – had his own 
opinions, articulate. He had a 
good relationship with his father. 
With me it was more volatile as 
we both tend to flare up quickly, 
but he was affectionate and was 
able to express his feelings for us. 
He didn’t get both A levels just the 
English. Shortly the exams he 
started working full-time at The 

 
I asked him his problems and his 
main complaint is that he feels a 
lack of sensitivity and is 
emotionally flat. On questioning 
him more closely about these 
feelings, he says that he lacks any 
sense of creativity, he is not 
motivated, has no energy and no 
longer experiences pleasure or joy 
and admits to feeling depressed. 
 
 
 
 
He sleeps badly and wakes in the 
early hours of the morning. 
Atypically he feels better when he 
gets up and feels worse as the 
day goes on. 

circumstances that have led to 
admission. In doing so, it also 
offers some post-hoc justifications 
about her and my dad’s parenting 
that, at times I think, suggest guilt, 
along with some re-framing of my 
development in terms of specific 
indications of problems, including 
a Grandparent’s comment 
concerning my apparent 
psychological fragility and need of 
care, and unfavourable 
comparisons with my brothers. 
This is one of the few entries that 
offers any form of speculation of 
this sort: most of the diary records 
events and frustrations, with few 
thoughts or reflections.  
 
In my own account, I have 
presented a brief scene that has 
tried to capture something of the 
terror and desperation that I felt at 
the time. I cannot remember the 
GP visit the scene refers to. 
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She lights a cigarette, sucks and 80 

inhales a long drag, which is then 
expunged in one long exhale 
through fluted lips.  
 
She asks you about your visit to 
the doctor.  
 
You reply non-committedly.  
 
There is a sudden rustle of 90 

branches and a dull ‘thunk!’ as an 
apple falls from the tree and rolls 
down the patio to your feet.  
 
The voices continue: 
 
To survive. 
 
Tell me that I am not glad! 
 100 

Because I do not hope. 
 
 

Cricketers. It was long hours – 
10am – 10pm / 11pm a break 
during the day, he usually stayed 
there. He didn’t seem to mind the 
job, it put no demands on him, it 
was casual and apart from always 
being late he went all the time. 
Shortly after the results of the 
exams he had a car accident in 
which he wrote it off. He had 
smashed into the walls. He had 
lost control when turning a corner 
and done a complete U turn. 
Richard had brought the car for 
him & James about 6 weeks 
previously. Simon used it the most 
as he needed it for work. We 
never expressed any anger over 
the car. We were just so glad he 
was alive. Perhaps that made him 
worse? Over those weeks he 
isolated himself more, then about 
25th August he was obviously 
distressed One night I picked him 
up from work. He felt he was 
going to die that night – he didn’t 

 
He took ‘A’ levels at the local 
Technical College, getting a C 
grade in English and failing Social 
Studies. 
 
 
 
 
 
 
 
 
 
 
 
Currently he is working as a 
kitchen porter but only sees this 
as a ‘filling in’ job. 

Indeed, this is not an exact 
depiction of an actual interaction, 
but a recreation of what would 
have been several interactions - 
around this time I spent most of 
the evenings pacing up and down 
the patio. The ‘aural carousal’ 
described here is an attempt to 
give an indication of my state of 
mind at the time, which had 
become dominated by a repetitive 
cycle of phrases and writings that 
I had read over the past two 
years. Now these phrases were 
operating almost autonomously 
according to very disturbing 
suggestions of some impending 
threat or punishment. I hope it 
conveys to the reader something 
of how cut-off from the world 
around me that I felt at the time 
and how little control I felt I had of 
my own mind, something of which 
is also indicated by my mother’s 
account.  
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When he himself begins to play… 
  
never mind how fast it is running 
through the forest already. 
 
but then, when he himself begins 110 

to play, lets himself go… 
 
The abyss also looks into you. 
 
Wildly, in the most inconsiderate 
manner. 
 
Your mother finishes her cigarette 
and grinds the stub on the patio 
with her shoe. She grimaces a 120 

smile and goes back inside.  
 
Another apple drops with a thud. 
You continue to smoke and pace, 
smoke and pace, smoke and 
pace, the words whorling and 
whorling and whorling around your 
head. 
 
 130 

know how – he said “I have the 
whole of philosophy on my 
shoulders”. He felt in a vacuum, 
no emotions. He’d mentioned a 
couple of times that he was 
worried he had schizophrenia. He 
told me he had suicidal thoughts. 
It was coming up to bank holiday 
weekend & I couldn’t get him into 
the Dr’s until the Tuesday so I 
arranged for him to talk to a 
counsellor to talk through his 
problems. He didn’t find it very 
helpful. He saw Dr Carmen who 
sent him to the day centre at 
Wodenborough. He didn’t find it 
very helpful and didn’t really want 
to go back but I told him he must 
go through the motions of living, to 
plod on and we will come through 
this. He changed his hours of 
work to evenings and weekends. 
He gradually became more 
agitated & withdrawn. I don’t think 
he slept much recently.

 
I see him as a young man who 
probably has an underlying 
personality disorder but is 
definitely depressed. I have, 
therefore, prescribed him Prozac 
20mg daily but feel he is in need 
of your further assessment and 
advice regarding management.  
 
 
 
Thank you for seeing him and for 
your help. 
 
 
 
 
Your sincerely, 
 
 
 
 
Dr Carmen 
 
General Practitioner

There is a sinister edge here, with 
symbolic echoes of the biblical fall 
through the apples falling.  
 
My immediate reaction to reading 
these accounts was anger at my 
mother and the GP. It hurt to see 
myself described as having a 
personality disorder; it is as if my 
very personhood was placed in 
question. It also hurt to see my 
mother’s account concerning her 
comparisons with my brothers and 
retrospective analysis of my 
upbringing that attributes my 
difficulties to flaws in my 
psychological make-up.  
 
On the other hand, I also felt 
desperately sad for her. Even 
though many people have 
commented on the apparent lack 
of emotion displayed by my 
mother throughout the diary, I got 
a sense of her desperation and 
helplessness. 
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Document 1.1. Referral form to psychiatric services. 
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Part 2. Assessment 

Following the GP referral, I was offered an appointment with the psychiatrist. 

In this section, I met with the psychiatrist for an initial assessment, describing 

my feeling of ‘despair’ and isolation. A nurse was also present, which 

appeared to exacerbate rather than alleviate my sense of isolation. Following 

the meeting, the psychiatrist provided a report summarising his impressions, 

most notably my use of the word ‘despair’, which the psychiatrist treated in 

terms of a diagnostic category similar to depression. Concluding his report, 

the psychiatrist diagnosed me with “Inadequate P.D. with H/0 drug addiction 

Anxiety state & some social inadequacies”, whilst also recommending 

treatment at the Day Hospital. My mother’s voice was absent in this section. 
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You are ushered into the room by 
the tall, willowy nurse with long, 
blond hair. 

She is pale and looks 
insubstantial.  

She is wearing jeans and a 
white blouse.  

You think she looks tired and 
fed up. 

You don’t think she likes you 10 

very much. 
But then you think that about 

everyone at the moment. 
The doctor sits behind his 

desk and the nurse stands behind 
him.  

Tap, tap, tap, goes her foot.  
Click, click, click goes his pen. 
The doctor does not look up, 

as if his heavy black spectacles 20 

are weighing his face down to the 
notes.  

The sunlight glances from the 
dark brown dome of his balding 
head, scorching yellow, blue and 
then red patterns across your 

12/9/94 Ref. by G.P. for 
assessment 

Saw his G.P. & asked that he 
wants to see a psycho-analyst, (or 
psychotherapist as he told me 
now) 

Problem > Lacking lack of 
sensitivity, emotional flatness – 
i.e. lacks any sense of creativity, 
no motivation, no energy & no 
longer experiences pleasure or 
joy, feeling depressed  

→ Sleep poor with EMW, better 
in the morning but gets worse as 
the day goes on (But patient also 
says the he becomes more 
despaired) in the morning for 
about ½ hr, gets better during the 
day but again despaired just 
before going to bed until he sleeps 
~ ½ 1 hr at about 11pm & gets up 
at 9am, then starts work at 10am) 

felt suicidal & needed urgent 
appt 

Med :- Prozac 10 mg pres. By 
G.P. 1/5 ~ ago but he has not  

Whilst the last section dealt with 
the GP referral to the psychiatrist, 
this section continues at the first 
psychiatric assessment following 
the referral. I have included this 
section because it was my first 
point of contact with the 
psychiatric system and so 
represents a crucial stage in the 
career of a psychiatric inpatient. I 
did not know what to expect prior 
to the meeting as most of my 
knowledge of psychiatry had been 
informed by reading anti-
psychiatry texts from the 1960s. 
My mother’s diary is silent on this 
encounter and her diary does not 
continue until over a week later 
when the admission process 
begins. It was also one of the 
more emotive memories of the 
time, mainly for negative reasons. 
I remember that the psychiatrist 
barely made eye contact with me 
throughout the whole interview 
and spoke very poor English.
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eyes. They do not fade away like 
they are supposed to. 

The doctor asks you what the 
problem is.  30 

I am in despair, you say.  
The doctor asks how long 

have you been depressed.  
You correct him. I am not 

depressed, you tell him. I am in 
despair.  

Despair? OK, he says.  
A few seconds pause.  
How often are you … depre … 

despairing? 40 

I don’t understand, you reply. 
How many times a day are 

you feeling despaired?  
Slight pause and you say 

three times; you are not sure why.  
The metaphysical significance 

of three then occurs to you 
immediately. The unholy trinity. 

 The nurse rolls her eyes 
behind the doctor. You assume 50 

that she is rolling her eyes at you. 

taken, does not think he is 
depressed  

Although patient says, although 
he had anxiety for about 1 ½ yr, 
the above mentioned symptoms 
are for the past 1/2 . It started 
from drugs: 

Marijuana  → Felt relaxed & 
happy started 2 yrs ago – smoking 

daily (n-3 jt) → started 1/12 go 
because he felt despaired every 
time he started a joint – for about 
6 hours 

(2-3 months ago he had 
change of feelings with marijuana; 
personally happy but about 3/12 
ago have anxious) 

L.S.D. – took 12 times; last 1 yr 
ago (total 12 times in one yr) 
Wanted to enjoy its effects, found 
new experience – ecstatic which 
was enjoyable. 2f in a frightening 
experience so he stopped it. 

No other drugs used. 
Also has visual problem – 

image of light or anything like a 

I don’t remember the nurse as 
being particularly friendly either, 
although I now think that she was 
probably rolling her eyes at the 
doctor and not at me. I did not find 
the process remotely helpful at all. 
 
There are several things that 
really strike me about this piece 
as I reflect on it now. The first is 
that the psychiatrist genuinely 
does appear to want to use my 
language. His, and the GP’s, term 
‘depression’ is substituted with my 
term ‘despair’. In the report 
following (Documents 2.1.1 and 
2.1.2), the psychiatrist writes that I 
used this phrase ‘fairly insistently’, 
implying an agency that I cannot 
remember having at the time. 
However, despite using my term, 
the psychiatrist then proceeds to 
describe ‘despair’ in terms of 
frequency and duration as one 
would depression, implying that 
his use of the patient 
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You must really be pissing 
them off. It feels like a waste of 
everyone’s time, this.  

The doctor asks you more 
questions: 

How long have you felt like 
this?  

What have you been doing 60 

with yourself?  
When did you finish college? 

How are you finding your job?  
When do you notice you were 

despairing?  
You mumble your way 

through.  
What difference is this going 

to make?  
Scant offerings.  70 

Somehow it feels like 
something crucial is being missed. 

He asks whether there is a 
history of mental illness in your 
family.  

You say no. Then you 
remember your mother’s father, 
who died before you were born.  

[illegible] fades away gradually 
(whenever he sees any light) – 
longer than before. 

Mental orientated TPP 
Cognitive state sates intact 
MOOD Anxious or despaired 

“loss of hope for future” 
Doesn't look depressed 
Always thinking about death 

(for 1/12) but wouldn't kill himself 
Why “no future”; partially 

worthless. “I want to go on living”. 
Told his mother about despair 
feeling 1/12 ago * She got upset 
later on as patient’s dad told him 
(she didn't show herself) [illegible] 

 (have [illegible]). Doesn't enjoy 
life. No tiredness Sleep (as 
above). Normal dreams, 
sometime wakes up but sleeps 
again soon 

Appetite  , . lunch , home 
No loss of weight. 
Feels empty of [illegible] but 

lost things are real 
No hallucinations (v. N.P.) Thinks 

language is merely superficial. 
There is no further questioning as 
to what I meant by ‘despair’, which 
strikes me as curious. There are 
also some other odd 
phraseologies and use of 
language where the meaning is 
not quite clear, for example, when 
the patient is described as feeling 
“partially worthless”. There is also 
the first mention of the visual 
disturbances that would later be 
diagnosed as ‘palinopsia’ and 
used in support for a diagnosis of 
schizophrenia. Interestingly, here, 
there is no mention of psychosis 
whatsoever: my difficulties are put 
down to ‘social inadequacies’ and 
‘anxiety’. 
 
The other notable feature is the 
mention of schooling, which 
appears to be an important 
recurrent feature of all the medical 
assessments. It does not seem to 
be a factor immediately relevant
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Well, my Grandfather used to 
beat my Grandmother, my mum 80 

and her sisters, so he can’t have 
been very happy, could he? 

The Doctor nods.  
A short while later he 

concludes the interview.  
He says some stuff which you 

don’t remember.  
There is a lot you don’t 

remember.  
You are not holding things in 90 

very well anymore. There is too 
much in here already.  

Well Mr Clarke, thank you for 
coming today. We will refer you to 
the day hospital immediately. Do 
you have any questions? 

You reply in the negative. 
The Doctor pushes a small 

plastic container across the desk 
towards you. You notice the 100 

container is laden with little red 
pills.  

The Doctor looks up at you for 
the first time.  

  he is mentally ill & needs to talk 
about current situation Lives with 

parents F49  [illegible] bus driver 

M50  (nurse in community. 
Closer. Bassington) 

Sib – 2b – Malesh 18  - - 

David 15  
Maternal G. Father used to be 

physically violent to patient M & 
their sister otherwise no mental 
illness in family. 

Been working as a kitchen 

porter since July .94) → Effenwick  
Personal Born FBH, later birth 

(forceps delivery) 
 Happy childhood. Had 

whooping cough for few months (4 
yr old) 

 School – left 18 3 GCSE 1 
‘A’ level 

good relation, no truancy. 
 College – 1 yr English & 

sociology but left  

→ C grade for English but 
failed sociology (doesn't do it 
again)

 to my own complaints, so it is 
curious when questions about 
schooling re-occur consistently. In 
fact, one feature of this, and 
subsequent, psychiatric 
assessments is the apparent need 
to collect huge amounts of 
information about the patient’s life 
that do not seem immediately 
relevant to the immediate 
situation, as if collecting 
information for information’s sake 
is an unconscious and automatic 
feature of institutional praxis.  
 
Altogether, my first impressions of 
psychiatry did not meet my fears 
of an efficient and repressive 
machine that was driven to stamp 
on any signs of deviance, which I 
had picked up from Laing, 
Goffman and others but, rather, a 
tired, somewhat lackadaisical 
institution, where the staff were 
either disinterested, not that well 
trained, or just burnt-out. 



 
 

Part 2: Assessment 
 

Simon  Mother Clinical Team Reflection 
 

 118 

These are for you, he says. 
He smiles. These are for 
your…despair. 
 

 
 110 

 
 
 
 
 
 
 
 
 
 120 

 
 
 
 
 
 
 
 
 

1st job the current one  
Thinking of going to night 

college to improve qualif [illegible] 

?1st G.F. → Never had a G.F. 
“shy” 

Just social talking only 
Despair – 5-6 times/wk 
Smoking – 20 cig daily 
No without drugs for 1/12 
  

Inadequate P.D. with 
H/0 drug addiction 

Anxiety state & some 
social inadequacies 
Needs to attend D.H. for 
group discussion, social 
skills, etc. 
 

At this point, I was so far out in my 
own concerns that I think it would 
have been very difficult for the 
staff to have reached me anyway 
without significant energy and 
time, neither of which they 
possessed. 
 
The psychiatrist’s 
recommendation of ‘social skills 
training’ and ‘group discussion’ at 
the Day Hospital (DH) does seem 
strange, especially given the 
psychotic breakdown that was to 
follow. The original request for 
psychotherapy, whilst 
acknowledged, is not explored 
further. Some of the nonsense 
written in the report following this 
(Documents 2.1.1 and 2.1.2) is 
unintentionally funny (‘this lad is 
having inadequate personality’). 
 
 

 
Dx 
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Document 2.1.1. Psychiatrist’s report following first assessment, page 1. 
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Document 2.1.2. Psychiatrist’s report following first assessment, page 1. 
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Document 2.2. Nursing history assessment 
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Document 2.3. Day hospital admission form. 
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Document 2.4. Section of clinical notes from follow-up assessment with 
psychiatrist on 7th September 1994 
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Document 2.5. Day Hospital nursing record form. 
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Part 3. Ward Round 

Since the assessment in Part 2, I had been attending the Day Hospital 

sporadically for almost two weeks. Feelings of overwhelming anxiety and 

fear, along with a heightened sense of signification, had reached a point 

where I believed I was being sent to the inpatient ward to be killed and eaten. 

During the ward round, I struggled to contain my anxiety, which was 

exacerbated by stories from other patients about their experiences of being 

inpatients and negative experiences with the psychiatrist. Soon after the 

ward round began, I walked out. I was then interviewed by another 

psychiatrist in a separate room. The psychiatrist asked me whether I would 

consider being an inpatient and then promptly left the room. I interpreted this 

negatively and left the hospital in panic. Immediately following the ward 

round, the medical team discussed their concerns and fears that I might self-

harm. They diagnosed me with ‘probable’ early schizophrenia and 

recommended voluntary detention under threat of section in the event of 

non-compliance. My mother’s diary continued again at the point where I 

returned home. She described me as looking ‘disturbed’ and ‘anxious’ and 

expressed her concerns about my presentation. That night, I stayed up 

smoking cigarettes and drinking coffee, terrified the police would turn up and 

take me to the inpatient unit, holding a knife to stab myself when they came. 

The stress became too much and I experienced a total psychological 

collapse. The next morning, my mother contacted the Day Hospital over the 

phone to express her concerns. Later that day, she left work to go to the Day 

Hospital to meet the medical team face to face. At the meeting, they told her 

their concerns about my ‘unpredictability’ and ‘risk of self-harm’. Whilst my 
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mother was at the Day Hospital, I cut my arm with the knife and set fire to my 

t-shirt. On returning home, my mother persuaded me to come into the 

hospital voluntarily as an inpatient, although the medical notes indicated that 

involuntary detention would be used if I refused to come in voluntarily. 
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You are waiting for your first ward 
round. Throughout the week the 
other patients in the day hospital 
have told you stories about this Dr 
Carver. They say he enjoys 
winding patients up. They tell you 
that the ward round is humiliating. 
They also tell you stories of being 
raped and physically abused in 
the inpatient ward. All you can 10 

think about is the significance of 
the doctor’s name and how this 
also fits together somehow. This 
is how it will happen, you think. 
Everything is building to this.  

O golden child the world will 
kill and eat. 

From the waiting room a 
cheerful nurse calls you in. She 
smiles pleasantly as she ushers 20 

you into a small room. The room 
is packed with people – at least 
seven or eight. You weren’t 
expecting this many people. The 
meeting starts without delay and 
already you can barely keep it 

 
 

20.9.94 Team discussion: 
Need to look into family dynamics 
? Started smoking marijuana after 
death of grandfather 
also note 
 
Needs independent information 
 
21.9.94 W.R. Dr Cuthbert 
Presentation  
? Do you see yourself as having a 
psychotic problem 
 Just a little bit down 
 Had friends at school 
GCSE’s English, Literature, 
History 
 A-levels English and 
History but 2 fails “because of 
drugs and stuff” 
 Left 6th form summer 1992 
 College Autumn 92 – 
summer 93 
 A-levels C for English and 
D for sociology 

Following the assessment, and as 
the DH nursing notes in Document 
2.5 above indicates, I only 
sporadically attended meetings at 
the DH. The meetings mostly 
consisted in older people talking 
about their preoccupations and 
struggles, usually with alcohol and 
relationships. These struggles 
were very different to mine. I could 
not relate to them and their 
apparent disappointment with life. 
I felt like I was just about hanging 
onto my sanity. After a week at 
the DH, I was called in for a ward 
round with the psychiatrist. As my 
account indicates, this psychiatrist 
was not popular with the other 
patients in the DH. Reflecting on 
this account now, I am not sure 
what degree these conversations 
would have primed my own 
expectations of the meeting. By 
this time, my delusion had 
solidified into a belief that I was 
being driven into the inpatient unit



 
 

Part 3: Ward Round 
 

Simon  Mother Clinical Team Reflection 
 

 128 

together. Two officious-looking 
middle-aged men in suits at the 
head (doctors you assume) ask 
you questions.  30 

One of the doctors leads. 
What’s the problem? What have 
you been doing with yourself then, 
eh? How long since you finished 
college? When was that then? 
How did you do? I mean, what 
were your grades like? What’s the 
plan for the future? 

You are barely keeping it 
together. The fear is intense and 40 

overwhelming. You cannot tell a 
coherent narrative. You keep 
contradicting yourself. You 
become so anxious you can 
barely talk. The two psychiatrists 
smile and throw each other 
knowing glances. There is cold 
amusement in their eyes. One of 
the nurses rolls her eyes at you. 
You have had enough. You mutter 50 

something in a quiet, barely 
audible, mumble. You walk out.  
 

Since then works in Effenwick as 
a kitchen porter 
 Most of his friends 
unemployed 
 
 “I just feel lonely” 
 
 walks out; when asked 
about the last ward round he said 
“Dr Cuthbert is too slick”  
Interviewed by Dr Gilbert 

 
“sad about being sad” 
Interviewed on his own = 
perplexed 
 thoughts disappeared 
 “mind goes blank” 
 me and other  
 palinposia confirmed 
 thoughts about killing 
himself; but not current 
 
Impressions: probable early stage 
of schizophrenia, Simon’s 
presentation is quite worrying as 
he appears to be quite 

by demonic entities as a kind of 
ritual sacrifice. It is perhaps not 
surprising that the piece is 
dominated by a strong sense of 
fear and terror. When thinking 
about the encounter now, it baffles 
me that this frightened, psychotic 
and paranoid young man, not 
much more than a child really, 
was put in a situation whereby he 
was subjected to interrogation in a 
room full of strangers. Indeed, the 
overriding sense from the clinical 
notes is the medical team’s 
primary concern was safety and 
risk. I can understand the concern 
here, particularly as there had 
been changes to mental health 
policy and following a high-profile 
murder case by a psychiatric 
patient only two years’ prior. I can 
also see how my behaviour would 
likely be perceived as 
unpredictable and potentially 
problematic. No clinicians would 
want to feel responsible for a 
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The other doctor (the quiet 
one) follows you out. You chat in a 
nearby room. The doctor asks you 
what’s wrong (we were only 
asking you questions, he says).  

The doctor asks you whether 
you will consider being an 
inpatient. The self-assurance in 60 

the doctor’s blue-grey eyes seems 
to imply that the decision has 
already been made. You can’t 
keep your eyes away from the 
figure of the dark, hulking 
Victorian asylum with the barred 
windows that shimmer in the 
afternoon sun through the window 
opposite you.  

No, you tell the doctor, I don’t 70 

want to be an inpatient.  
Suddenly and inexplicably the 

quiet doctor leaves the room 
where you were talking. Was it 
something you said? You are not 
sure why he has left the room and 
whether you should wait for him to 
come back. What happens now? 

 
 
 
 
 
 
 
 

 
 

 
 
 
 
 
 

 unpredictable 
 
Risk of serious self harm 
 

Plan: 
- try on Trifluoperazine 10mg 

nocte concurrent with 
Procyclidine 5mg bd 

- Simon’s parents need to be 
seen regardless of his refusal for 
further independent information 
and to share with them our 
worries 

- May be sectionable if not 
attends regularly at Day Hospital 
and refuses inpatient treatment 

 
21.9.94 Seen by Dr Cuthbert and 
team today. Simon was a little 
suspicious before entering the 
room and anxious. At first 
answered Dr willingly but as the 
questions continued to be asked 
of him, he suddenly got up and I 
spoke to him to try to encourage 
him to return but was unwilling to

patient’s death, not least for the 
possible ramifications that this 
could have in terms of career and 
livelihood if an investigation were 
to judge staff as being 
professionally negligent. Even 
considering this however, I cannot 
see what purpose a meeting like 
this would serve. From a risk 
management perspective, it 
almost failed – my stress over 
whether I would be admitted led 
directly to a breakdown, leading to 
some very risky behaviour. From 
a clinical perspective, no new 
information was gained from the 
encounter, except in the sense of 
post-hoc justifications for 
detainment. To my mind reading it 
now, there is something almost 
unpleasantly macho about the 
encounter. At this point someone 
might raise a question of the 
accuracy of my own perceptions, 
especially as I was experiencing a 
psychotic break. 
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You open the door to the 
corridor and see the doctor 80 

running back to the ward round 
room. You don’t know what to do. 
You are scared. Will they drag you 
into the ward with straightjackets? 
Is that what happens here? 

There is a brief moment of 
hesitation before you walk out of 
the hospital. On the way out, you 
bump into an elderly patient who 
recognises you from the day 90 

hospital. The man asks if you are 
OK. I’m going to be an inpatient, 
you reply. The other man says 
nothing but swallows, then looks 
down. He seems to understand 
what this means.  

The warm September sun on 
your front porch is all 
encompassing. You are in 
despair. This is it now. All you 100 

have is this moment: the one, 
unfailing, unremitting sense of 
crushing despair, without hope of 
abatement or reprieve. It is final  

 do so. Advised not to leave. Dr 
Cuthbert spoke to him as he 
returned to the interview room. Dr 
Cuthbert asked more questions. 
Simon appeared very 
uncomfortable suggested to be 
seen by only one person. Seen by 
Dr Gilbert. (He) reported him as 
being very perplexed & he said 
that he had no autonomy when 
talking to people. He describes no 
abnormalities in sleep, appetite, 
weight, no auditory hallucinations, 
mind just blank. He denies 
suicidal thoughts at present but 
admitted that he had 
contemplated it recently. Dr 
Cuthbert & Dr Gilbert said that the 
“projectory images” described by 
Simon could be “palenoposia” 
often seen schizophrenic in 
patients. Dr Gilbert felt that Simon 
was a high suicide risk and 
admission should be considered. 
Simon also refused admission 
when seen by Dr Gilbert. 

They may question whether the 
psychiatrists were behaving as 
unpleasantly as they were 
depicted here, and whether this 
was just not part of my overall 
paranoia. My response to this is 
that the account has tried to 
capture something of the 
intimidation that these types of 
social encounters engender. To 
focus on the empirical details of 
who said, or did, what would seem 
to me to miss the point. After all, 
there is no way to verify the 
accuracy of either accounts: 
memories are unreliable, clinical 
notes are never really neutral. 
Rather, the significance appears 
to me that the unintended 
consequences of an overly heavy 
approach to risk management 
actually results in worse risky 
behaviour. Interestingly, there 
does not appear to be serious risk 
issues in the assessment as I had 
denied any suicidal intent and 



 
 

Part 3: Ward Round 
 

Simon  Mother Clinical Team Reflection 
 

 131 

and it is total. You would kill 
yourself if that would make a 
difference. You know that it won’t. 

Slowly, like aspirin dissolving 
in water, your consciousness 
dissolves.  110 

Scattered impressions: head 
feels on fire; a knife; arm cold as 
clay; four scratches. Visions of 
dragons and faces laughing at you 
in the trees; hatred poured into 
you. It consumes you. The 
overwhelming sense of horror. 

And then nothing for a while, 
until morning, when you have 
been transformed. There are 120 

feelings of release. Your brothers 
walk past, unaware, it seems, of 
the transformation in you. You 
take a lighter to your t-shirt, 
watching the fabric dissolve in a 
flurry of sparks. You throw the 
flaming bundled ball that used to 
be a t-shirt onto the front porch. 
The fire alarm squeals in protest. 
Your brother brushes past you  130 

 

Simon came home from the day 
centre yesterday very disturbed 
and anxious. He eventually told 
me that he had a meeting with the 
Drs and other people which made 
him feel intimidated. They asked 
him to come in as an inpatient. 
This obviously frightened him – he 
said he didn't want to be in a ward 
of mad people. 

 
The rest of the evening he 

spent drinking tea and chain 
smoking – very distracted – losing 
track of any conversation – unable 
to concentrate.  
 
He refused to let me go back to 
the hospital with him the next day. 
I had planned to go there anyway 
– but didn't want him to catch me 
there and go behind his back.  
I went to work and phoned the day 
centre – spoke to DM – she said 
she would arrange for Dr to see 
me elsewhere – I told her Simon 

22.9.94. Phone call from Simon’s 
mother this am. She is concerned 
about the sudden deterioration. 
Came home yesterday was very 
preoccupied. She talked about 
suggestion made by Dr Gilbert 
about admission as inpatient & 
told mother he did not want to 
come as afraid he would be with 
people who are mad & also older 
than him. He slept very little, 
pacing up and down and smoking 
over 60 cigarettes, but was still up 
at 7 am today. Since August she 
has seen an apparent change in 
him. Before this he would have 
strong opinions & would express 
them well now he is very passive. 
He isolated himself from the rest 
of the family. Mother would like to 
talk to a doctor.  
 
11:00 hrs Simon did not come to 
the day hospital but his mother 
came. Seen jointly with Dr Q. Mrs 
Clarke was sent home from work 

there was no indication from 
anything I had said previously to 
suggest I was a risk to others.  
 
Another interpretation of my 
behaviour in the ward round 
relates perhaps to the social 
context and power: the doctors 
can strip patients of their rights, on 
sometimes very little pretext, and 
this, coupled with how ward 
rounds are organised in terms of 
both structure and style, makes 
for a very frightening experience. 
Walking out, therefore, may 
represent an understandable 
response which, nevertheless, 
would also be contravening the 
social expectations of the 
encounter and result in some form 
of sanction.  
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quickly and puts the fire out. He 
throws you a nervous glance. 
What the fuck, Si? 
 
You put all your books in a 
carboard box and take them out to 
the back garden, by the rubbish 
bins. 
 
Discussions. You have to go to 140 

hospital, your parents tell you. We 
can’t cope with you here anymore. 
You barely register any of this. 
You have touched genius, or God, 
or something. It no longer matters. 

 
 
 
 
 150 

 
 
 
 
 
 

 

would be in late. 
 
Unable to work I went home – 

Simon still very anxious – refused 
to go to the day centre – so I went  

Spoke to Dr and Derry. They 
told when interviewed Simon was 
unable to concentrate and 
because of suicidal thoughts they 
felt he was unpredictable.  
 
She did say that he had not 
planned how to do it which was a 
good sign.  
 
I told her Simon was worse and 
would not come in voluntarily. 
 
When I came home Simon had 
burnt his tee shirt and had 
scratches on his arm. 
 
Realised that he had to go in 
which at first he refused to do – 
eventually agreed. 

(district nurse) as she was too 
distressed. Simon was still at 
home, looking in a world of his 
own, not acknowledging her when 
she spoke to him. Afraid of 
coming into day hospital. 

Mrs Clarke is obviously very 
distressed by the situation. She 
has been the support for Simon as 
Simon is not able or willing to talk 
to Father. Mother is very 
concerned about his 
unpredictability and lives in fear 
he might harm himself. 

She took him to see a male 
counsellor when he came off 
“DRugs”, but Simon could not 
relate to him. 

Admission offered. 
 
14:00 – Mother phoned. Has 
agreed to come in voluntarily to 
hospital. Had burnt shirts & 
cigarettes? Scratches on limb. 
For admission to AII 

As the entry on 13/9 of Document 
2.5 indicates, my mother was 
driving my attendance at the DH. 
Even now, it does hurt to see how 
she orchestrated the admission by 
the constant phone calls and by 
meeting with the staff separately. 
Although her anxiety is very 
palpable, I am left wondering 
whether the admission would 
have happened if she had been 
more self-contained. Perhaps 
however this expectation is 
somewhat unfair: how is one 
supposed to act when your child 
starts to display such behaviour? 
It was, more than anything else, I 
sign she had come to the end of 
her tether.  
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Document 3.1. Admission form. 
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Document 3.2. Patient property card. 
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Document 3.3. Nursing history assessment. 
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Document 3.4. Admission checklist. 
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Part 4. Admission 

Since the assessment in Part 2, I had been attending the Day Hospital 

sporadically for almost two weeks. Feelings of overwhelming anxiety and 

fear, along with a heightened sense of signification, had reached a point 

where I believed I was being sent to the inpatient ward to be killed and eaten. 

During the ward round, I struggled to contain my anxiety, which was 

exacerbated by stories from other patients about their experiences of being 

inpatients and negative experiences with the psychiatrist. Soon after the 

ward round began, I walked out. I was then interviewed by another 

psychiatrist in a separate room. The psychiatrist asked me whether I would 

consider being an inpatient and then promptly left the room. I interpreted this 

negatively and left the hospital in panic. Immediately following the ward 

round, the medical team discussed their concerns and fears that I might self-

harm. They diagnosed me with ‘probable’ early schizophrenia and 

recommended voluntary detention under threat of section in the event of 

non-compliance. My mother’s diary continued again at the point where I 

returned home. She described me as looking ‘disturbed’ and ‘anxious’ and 

expressed her concerns about my presentation. That night, I stayed up 

smoking cigarettes and drinking coffee, terrified the police would turn up and 

take me to the inpatient unit, holding a knife to stab myself when they came. 

The stress became too much and I experienced a total psychological 

collapse. The next morning, my mother contacted the Day Hospital over the 

phone to express her concerns. Later that day, she left work to go to the Day 

Hospital to meet the medical team face to face. At the meeting, they told her 

their concerns about my ‘unpredictability’ and ‘risk of self-harm’. Whilst my 
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mother was at the Day Hospital, I cut my arm with the knife and set fire to my 

t-shirt. On returning home, my mother persuaded me to come into the 

hospital voluntarily as an inpatient, although the medical notes indicated that 

involuntary detention would be used if I refused to come in voluntarily. 
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They pack you into a car, on the 
way to the hospital. You are an 
observer to your experience. 
Passive. You talk to the doctor. 
Bald, middle-aged, tired-looking. 
He asks you a series of questions. 
You say that there is nothing 
wrong with you and you are not 
sure why you are here. He throws 
you a baffled look. He does not 10 

look bothered. 
You are exhausted. You are a 
buried corpse. You go straight to 
bed. When you wake, it is dark. 
You walk past the glass-fronted, 
fishbowl nurse’s station to the 
lounge. Several young women are 
there. They have dance music 
blaring out. You sit and talk to 
them. One young woman is 20 

wearing only a bra and is dancing 
furiously. The other women start 
to taunt you. The woman who is 
dancing falls between your legs 
and starts to try and unzip your 
trousers. A nurse comes in,   

James and I took him to Avon 2 
ward – admitted by ben – had 
already looked around The ward 
and felt comfortable about it even 
though it looks like a tip. Spoke to 
Esme who was reassuring . 
 
Spoke to the admitting DR. who 
asked a lot of questions about 
him.  
Afterwards I asked for hope or 
indication he said the there is 
cause for concern. Leaving him in 
other peoples hands was awful 
 
25.9.94 Richard and I visited 
Simon Saturday Friday night. It 
was a shock to see him. He was 
in the kitchen making tea and 
smoking. We sat in the kitchenette 
all evening He chainsmoked and 
drank tea. He looked dishevelled, 
restless, unco-ordinated. He never 
initiated conversation, just smiled 
and answered when we spoke to 
him. The only positive thing he 

22/9/94 HOPC Px presented to 
G.P. 2/12 ago requesting 
psychotherapy he was sent to 
OPD & referred to DAY 
HOSPITAL 2/mdc anxiety feelings 
lasting 5 minutes, heart beating 
fast, thoughts rapid not able to 
identify particular thought.  
Also for 5 months “loss of 
imagination”, unhappiness loss of 
interests. Insight – doesn't know 
why he’s here, thinking if he 
should go, but doesn't need much 
persuasion to stay. 
School 5-18 no social/discipline 
problems enjoyed exams GCSE? 
 
Interviewed Mo. 
Normal childhood but recently 
reported bullied & hated school  
Gradual decline in personality 
since 6th form in school greatly 
[illegible] last 2/12 loss of 
motivation, difficult to get pt up in 
morning loss in interest & self 
appearance. 

If the breakdown represented 
something of a nightmare, the 
admission would herald in a 
different, and worse, kind of 
nightmare. My symptoms shifted 
from paranoid ideas of eternal 
damnation, to criminal patients 
and conspiracies of theft and 
framing. 
 
Even now, I ask myself a series 
questions about this aspect of the 
narrative, such as the inevitably of 
the transition to hospital and 
whether there was a time in the 
process whereby the experience 
could have been avoided. Other 
questions also occur to me now. 
For example, why did my mother 
appear to push so hard for this 
outcome knowing, as a nurse, 
what inpatient units can be like. 
My father’s voice is largely absent, 
only appearing sporadically. I 
understand, and have been told 
time and again by different 
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scolds the patients angrily, which 
they ignore, and then leaves. You 
are becoming increasingly 
agitated. What’s the matter? They 30 

say. We’re not going to eat you. 
You freak out. Of course they are, 
you think, that is why you were 
sent here. You back off. They 
walk past you, up the stairs to 
their rooms. Sad, one of them 
says as she walks past. You go 
back to your room in terror. As 
you lie on the bed looking up at 
the old Victorian ceiling and bay 40 

window, you have an 
overwhelming and crushing sense 
of déjà vu, that this will be the 
place that you will die and you 
have known this your whole life. 
 
They take turns freaking you out. 
One patient hands you a book 
called ‘The Lucky Loser’. Another 
time, you come into the lounge 50 

and four LPs have been taken out 
of their covers, the vinyl laid out  

 expressed was when I asked him 
if I could be present when DR 
Furbois sees him Monday and he 
said no. The DR at The Day 
Centre had said that he never 
wanted me present. 
 
We spoke to two other patients 
there – they had spoken to Simon 
during the day. He says he feels 
safe there. That had been a worry 
to him when first asked to come in 
– he said “you get raped in there”. 
He did voice his fears to ben who 
reassured him.  
 
Richard and I felt distraught when 
we left, we felt we had lost him 
and felt so down, the future looked 
bleak. It’s like a bereavement, 
you’ve lost your son – he is there 
in body but [he’ll or will] never be 
the same again. He has so much 
going for him but he cannot see 
that, and wouldn't believe us if he 
told him. Richard cried – only the 

lack of socialising (never had 
girlfriend) 
 
Reading all night, psychology & 
philosophy & depressing stuff eg 
Jim Morrison Normally more close 
to Fa in recent times has turned to 
Mo for reassurance etc. 
Has said odd things, eg “I feel the 
whole world of philosophy is on 
my shoulders” He is worried that 
he is going mad, despairing,  
Imp 19 yr old m blunting of affect, 
loss of volition/self care.  
Despairing, increasing interest in 
psychology / philosophy, isolating 
self, day dreaming. Now mild 
thought disorder No persecutions 
or hallucinations ? Paranoid 
schizophrenia ? schizoid 
personality disorder ?? affective 

disorder  Admin close obs  
Consider section 5(2) if wants to 
discharge self as set fire to self 
Friday & lacerations to foreman 
and has suicidal ideation. 

people, of how difficult it is for 
carers emotionally and, also, how 
overwhelming the whole process 
is for them. Despite knowing this, I 
still feel hurt and angry at my 
parents. There is still a part of me 
that feels it could have been 
avoided, however unjustifiable. 
 
The question of my treatment by 
some of the other patients also 
raises questions for me now. I 
was clearly subjected to some 
quite sadistic bullying, perhaps 
even psychological torture, and 
there are suggestions in my 
account that I was not the only 
victim of this type of abuse. Such 
examples reinforce, I think, the 
overall sense of a lack of 
containment, refuge and asylum. 
It is difficult to see how this would 
be an appropriate place for a 
disturbed, confused and 
distressed young person. Other 
questions come to my mind from 
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on top of the covers in a quadrant. 
The Four Zoas, you think, from 
Blake. They can read your mind. 
Then it occurs to you: they will 
steal all our money and frame us 
as paedophiles. 
 
You take a knife from the kitchen. 60 

You have had enough. There is 
only one way out of this. You stab 
yourself several times in the head 
with it. The knife is blunt. It only 
makes shallow indentations in 
your skull. Your head hurts. 
 
Everything is significant. It all 
comes back to you. In the 
crowded lounge, it is 70 

overwhelming.  
 
Your parents walk in. The patient 
you are sitting next to turns to you 
and says, you didn't think he’d 
look up there, did you? 
 

the second time I have ever seen 
him cry. He said that the qualities 
Simon has depth, knowledge, will 
benefit him later, but he can’t see 
that now, we said a lot of things – 
blaming, all negative. There 
seems to be nothing positive we 
can do but just be there. 
When we went back Saturday, 
Ana said he had slept a lot during 
the day. When we saw him, I 
nearly broke down – he looked so 
doped up. However he ate all the 
food I had brought him and 
orange drink, and although he 
didn't initiate any conversation he 
did seem a little bit more aware. 

23/9/94 Nursing 0605 Simon who 
was admitted yesterday, sat 
quietly in the midst of fellow 
patients, until around 2205 hours, 
when he became very agitated. 
With the easy accessibility of knife 
on the ward, he got hold of a knife 
he was pacing up and down the 
kitchen, presumably pondering 
whether or not to harm himself. 
Unable to find his prescription 
card is a replacement card was 
done by Dr Vera. Approached him 
calmly and requested him to come 
for his medication. Without any 
hesitation, he put the knife down 
and came and took his prescribed 
medication. Settled around 
midnight and slept well. Remains 
on close observation. 

how the ward is represented here. 
I remember many of the nurses 
being superficially nice and caring. 
Some were clearly cynical and 
burnt-out; others tired and 
harassed. Only one or two of the 
nurses were genuinely unpleasant 
or threatening. It seems like all the 
people here – patients, staff, 
carers – are floundering in one 
way or another. It leads me to 
question what the actual function 
of the ward really is, and to 
wonder whether this function has 
actually become lost, obscured or 
confused. 
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Document 4.1. Patient care plan. 
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Document 4.2. Results of X-ray. 
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Document 4.3. Analysis of patient’s blood sample. 
 

 
 
Document 4.4. Patient’s blood count. 
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Document 4.5. Referral form to community care. 
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Part 5. Transfer 

As my situation on the ward intensified, I noticed that other patients were 

also being bullied. Totally overwhelmed, I left the ward to walk the five miles 

home. My parents returned me to the ward. I ran away again early next 

morning, trying to walk home on a dangerous rain-swept road in the dark. My 

dad and brother pull up in their car and return me once again to the ward. 

Back on the ward, a nurse tricked me into entering the Psychiatric Intensive 

Care Unit, recorded by staff as an official transfer. A recommendation is 

made for involuntary detention. My mother’s account was once again silent 

during this part of the narrative 
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Everything is kicking off. People 
shouting, laughing, crying. The 
same group of patients winding up 
other patients with glee, and then 
watching them unravel. You can’t 
take it anymore, so you leave the 
ward, to go home. 
 
You walk the 5 miles from the 
hospital to home. Cars go by 10 

hissing insults. The small point of 
light in front of your vision holds 
your focus. When you get home, 
your parents tell you that you must 
be in hospital. They drive you 
back there. 
 
In the morning, you walk home in 
your slippers, in the dark, in the 
rain. There is no pavement, so 20 

you walk on the road, your sodden 
footwear slipping on the wet 
asphalt. Cars and buses and 
trucks pass; some beep their 
horns, others shout from the 
window at you. One car coming  

2-10-94 Nursing 14.00 Have tried 
to talk to Simon this morning, he 
will talk about general topics & 
when asked about his thoughts 
and feelings he refused to answer. 
Seems preoccupied with his 
thoughts, restless at times. ON 
CLOSE OBSERVATION 
 
2.10.94 Simon returned to the 
ward accompanied by his parents. 
Request to know why Simon was 
slightly upset when he turned up 
at his house this evening. 
Explained to them that Simon was 
distressed when observing 
another patient’s disturbed 
behaviour. Reassured Simon’s 
parents. Remains on close 
observation. 
 
3-10-94 NURSING 07.30 Found 
to be missing from the ward at 
07.15 was seen by night staff at 
07.00. attempts to contact parents  

The documents preceding 
included blood tests, blood 
samples and x-rays. They indicate 
the extent to which the patient’s 
body is subjected to analysis and 
inspection, even though some of 
this data does not seem relevant. 
It also suggests the institutional 
impetus towards data gathering, 
even if this is of little apparent 
relevance to the patient’s 
immediate problem. I remember 
having to attend test after test, 
with little or no explanation as to 
why these were being conducted, 
or their relevance. A vacuum of 
explanation only provides further 
fuel to paranoia.  
 
Upon reading these sections 
again, it felt somehow discordant 
that the precision of data offered 
by these measurements 
contrasted sharply with the chaos 
of life on the ward. Whilst the 
medical staff may have been 
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the opposite way crosses lanes 
and comes to a stop right in front 
of you, so you can’t walk any 
further. The rain criss-crosses the 30 

headlights. Someone gets out the 
passenger’s side – it’s your 
brother. Si what are you doing? 
Your Dad also gets out, leaving 
the car engine running, the 
window wipers scraping furiously 
in the downpour. Come on Si, get 
in. You do so, and your Dad sets 
off. Quickly, you realise, back to 
the hospital. Dad, just take me 40 

home, please take me home. 
Sorry, son, you need to be there. 
It’s killing us, but you need to go 
back. You need to be there. 
 
The creepy old nurse with the 
drooping grey moustache comes 
up to you. Everything is kicking off 
again and you are waiting by the 
ward exit. This is the third time 50 

you have tried to run. Are you 
going or not, Simon? You shake  

at 07.25 but no answer. Will try 
again.  
 
3-10-94 NURSING 07.40 
Contacted parents at home, 
informed that Simon has gone 
morning. They will contact the 
ward if he arrives at home. 
 
3\10\94 Nursing 13.59 Simon 
returned to the ward with his 
parents at 08.17 hrs. His mother 
requested if she could stay with 
him until seen by Dr. Furbois this 
p.m. Remains subdued, not 
wishing to talk to staff. Has made 
no attempts to leave the ward. 
 
3 10 94 15:00 Dr. Furbois W.R.  
Parents seen. 
Simon seen with them : he’s 
clearly psychotically ill. 
Simon then left us.  
 He – no insight ? partial: 
says he’s depressed with some 
peculiar experiences – delusions 

able to tell me the exact 
composition of my blood, 
biochemistry and the structural 
health of my respiratory system, 
they seem unable to know how to 
manage the psychological distress 
at a very basic level. This is not an 
attack on staff on the ward. I think 
in most cases they were genuinely 
trying to help, and the ward 
environment was clearly 
understaffed and underfunded. 
Most of the staff were friendly and, 
as the nursing notes indicate, I 
was recalcitrant and withdrawn. 
However, the ward was simply not 
conducive in any way to providing 
a place of sanctuary or care. 
Worse, as the nursing notes 
indicate, behaviour which might 
seem understandable given the 
social context such as walking 
home from a chaotic and 
threatening ward, is then used as 
an indication of illness and as a 
justification for further restrictions. 
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your head. He sighs and locks the 
door, shaking his head as he 
does. Come with me, he says. 
You come to the door with 
reinforced glass panels. Now 
Simon, he says, since you’ve 
been here, I’ve come to see you 
more as a friend than a patient. 60 

He unlocks the door. If you’d like 
to come through here for a minute 
so we can have a chat? You feel 
he is being deliberately insincere, 
like he is playing a role, but you 
are not sure what to do. There is a 
large patient standing by the door 
watching everything kick off, 
almost with satisfaction. You say 
‘jump’, he says ‘how high’ eh, 70 

Dave? He says with a laugh. The 
nurse nods noncommittedly, leads 
you to the bottom of the stairs 
where there is another reinforced 
glass door. You think he is going 
to try and beat you up, so you get 
ready to run. He opens the door 
and you dash through. You stop.  
 

 and hallucinations 
  Parents –  
 ILL 12/12 ago after drug 
abuse : counsellor: college resit 
plus kitchen porter 
Has GCSEs plus A-level English 
3.10.94 RTA not [illegible] 
 Parents told diff. diagnosis 
& management. 
Px  - not to leave hospital 
      - Woodbrook ONE if 
necessary 
      - Sec 5(2) if needed 
 
3/10/94 nursing 20 00 hrs Simon 
was transferred from Woodbrook 
II and placed on close 
observations. 
I’ve informed Simon’s brother 
about his transfer and he will tell 
Simon’s parents. 
Simon told me he doesn't feel 
suicidal at the moment, but has 
done a few attempts.  [illegible] 
hearing voices. Says he hasn't 
been happy for two years. He 

These restrictions may be justified 
on the basis of the clinical 
evidence, and perhaps justifiable 
concerns about safety and risk, 
but it still seems to me now that 
walking out of the ward was an 
understandable response. It was 
also a reflection of how bad things 
must have been on the ward that I 
would take such extreme 
measures to my own safety to 
escape. The section concludes 
with my transfer to the Psychiatric 
Intensive Care Unit (PICU) and 
may represent one the greatest 
divergence of patient and clinical 
accounts in this thesis. The PICU 
was located directly underneath 
the ward I was admitted to, and 
was locked at all times; in most 
cases, the PICU is reserved for 
what are considered the most 
distressed or risky patients. The 
suggestion from the nursing notes 
is that this was part of a plan, 
albeit a plan that was changed. 
 80 
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You are in a locked ward. No way 
out. The nurse laughs to himself, 80 

satisfied it seems, as he returns 
back through the glass door. 
 
They are all witches. They have 
replaced the real staff. You’re all 
witches, you accuse them. No, 
we’re not, says one older, 
somewhat grizzled nurse, who 
does look a bit witchlike. You 
notice she is wearing a pendant 90 

shaped like a five-pointed star. 
What’s that then you say, pointing 
at the pendant. She appears to be 
thrown by the question. Earth 
mother…or something, she says. 
You’re witches! You’re all witches! 
You start shouting. They keep 
giving you this orange liquid. By 
the fourth or fifth one you start to 
feel weird and spaced. As the 100 

nurses lead you away to your 
room, you see the nurse taking 
her pendant off. 

 
 
 
 
 
 110 

 

hopes that the change of 
medication will help him. Close 
observations continued. 
 
3/10/94 9.50pm 
The patient bed to be moved 
downstairs to Woodbrook I – a 
risk of absconding 
- Diagnosed psychotically ill by the 
consultant 
- Refusing medication & trying to 
leave the ward without medical 
advice. 
- Advised section 5(2) if needed. 
* already  
* I feel he is a risk to 
himself/others if allowed to leave 
Put on section 5(2) 
 

My account suggests it was the 
action of one lone nurse acting out 
of what seemed to me to be a 
sadistic delight in punishing. That 
the nurse who instituted this was 
one of the few nurses I remember 
as being genuinely unpleasant 
probably creates an even greater 
sense of dissonance. Like the 
biological data, the notes provide 
an impression of certainty; an 
impression that is perhaps 
illusory, but certainly negated by 
my account. The explanation in 
the nursing notes that I was ‘trying 
to leave the ward without medical 
advice’ seems to be a familiar 
double-bind that many psychiatric 
patients are put in: invited to come 
in voluntarily, but then threatened 
with involuntary detention should 
they then want to leave. What is 
the psychological effect of such a 
bind? 
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Document 5.1. Mental Health Act 1983 Section 5(2) forms 
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Document 5.2. Record of medical recommendation for Section 5(2). 
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Document 5.3.  Letter from Head of Nursing confirming receipt of Section 
5(2) papers. 
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Document 5.4. Section 132 forms. 
 



 

 155 

Part 6. Intensive Care 

Having been transferred to a locked ward with restricted leave, I struggled to 

adapt to life on the ward, even though the environment was less chaotic. I 

strongly believed that there were several conspiracies going on in the ward. 

The application to detain me under Section 3 of the 1983 Mental Health Act 

was processed. Some strange events occurring on the ward fuelled my 

already heightened paranoia. 
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Everything happens so fast. 
Activity, people rushing back and 
forth, police, ambulance, doctors, 
nurses. Comings and goings. 
Every person passing means 
something. Are you in trouble? Is 
this when they will transfer you to 
prison? You are interviewed 
countless times by some people 
you know, and others you don't. 10 

They tell you are going to be 
‘sectioned’. You think that means 
you will be carved up into little 
pieces.  
 
And then nothing happens for long 
periods of time and the ward feels 
almost empty. At these times, you 
wonder if you’ve been left alone 
and the world outside has gone 20 

post-Apocalyptic. And here you 
are, the last human being alive, 
wandering the corridors of a 
derelict psychiatric unit, until the 
end of time. 
 

4.10.94 Nursing 12.50hrs. I spent 
some time with Simon 
encouraging him to “talk”. He was 
reticent and reluctant to engage in 
conversation but he described 
himself as being “shy” by nature. 
He spoke a little about “going 
crazy” but would not elaborate. I 
advised him to approach the 
nurses should he want to talk 

about anything (not necessarily  
symptoms etc) or should he feel 
that he just wants some company. 
Remains on close observation. 
 
4.10.94 Nursing 20.15hrs Simon 
was assessed by Dr Jose this pm 
who completed a medical 
recommendation for section 3. He 
was visited by his parents who 
seem very supportive (particularly 
mother). I spent more time with 
Simon and his mother together 
who appeared to need self 
support. Apparently Simon was 
repeatedly asking his mother to 

As the documents between this 
and the preceding section 
indicate, the institutional wheels 
had now been set in motion for 
the process of applying for 
detainment under the Mental 
Health Act. The latter forms were 
for Section 5(2) that allows the 
ward to hold a patient for 72 hours 
whilst the application for a longer-
term section (usually Section 2 or 
3) are being processed.  
 
Reading this now, I can see that 
the nurses were genuinely trying 
to help. The excerpts do not just 
read like an exercise in 
bureaucratic recording or 
institutional self-reifying, but an 
honest attempt to describe the 
process of trying to help a patient 
who is resisting every attempt to 
be open about their experiences. 
When the nurse says that the 
diagnosis is less important than 
treating the symptoms, this feels 
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You are holding onto this one 
book. If you could only get out 
without being murdered or 
transferred to prison, it may have 30 

been worth it. You think that the 
whole of philosophy, poetry and 
art is an elaborate coded system 
to protect humanity from itself. 
Certain people throughout time 
have been able to encode these 
hidden messages and then pass 
then onwards. You believe that a 
spiritual temple of this knowledge 
is being built surreptitiously and 40 

that Wittgenstein’s first work 
provides the scaffolding that will 
put all of this coding together. 
However, the other patients in the 
ward are only bent on destruction. 
They can't be allowed to mine 
your thoughts that far, or they will 
destroy humanity and everything 
will be lost. 
 50 

 
 

take him home and she was 
becoming quite upset explained 
that the responsibility of deciding 
any leave or discharge has now 
been taken away from Simon and 
his mother and placed with the 
doctors here. I again explained 
the need for Simon to talk with us 
about his thoughts/feelings etc. 
He became embarrassed and 
reluctant, and he agreed that his 
mother could tell me what he had 
previously told her – she spoke of 
persecutory ideas re police 
chasing the family in connection 
with a paedophile ring (he claims 
to understand these thoughts or 
“abnormal”. Mrs Clarke requested 
that Simon has been reading a lot 
of psychological literature recently 
and had diagnosed himself as 
“schizoid.” – reiterated importance 
of repeating symptoms as they 
occur so we can treat them and 
lessened importance of diagnosis. 
Remains on close observation. 

believable; there are extensive 
references to different methods 
used to try and get me to be open 
including reassurance, persuasion 
and explanation. Indeed, when the 
nurse describes the restriction of 
leave following my attempt to 
leave the ward, the tone jars with 
most of the other excerpts.  
 
What the nurse possibly did not 
know was the impossible situation 
that a patient on the ward can be 
in when invited to talk about their 
symptoms with staff. I knew my 
symptoms were incredibly bizarre 
and would be perceived by staff 
as further evidence of psychosis. 
Even then, I knew that whilst 
individual nurses might have good 
intentions, the information could 
be used in all sorts of ways. As I 
genuinely believed that there was 
a conspiracy to do me harm, 
talking more openly about my 
paranoia was, paradoxically,   
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Four of the other male patients 
you think are the ringleaders 
come down from the ward upstairs 
and meet in the lounge here. You 
hover at the corridor, out of sight, 
in order to hear what they are 
saying. But there’s one book he’s 
still keeping from us, says the 60 

leader, as the others laugh. 
Wittgenstein’s Tractatus Logico-
Philosophicus, your mind 
confesses involuntarily. They 
laugh. You fall into your room in 
complete despair. 
 
The nurses are generally very 
nice and try to coax information 
out from you. You try not to tell 70 

them anything but sometimes it 
just slips out. Every piece of new 
information you give them throws 
you into a despair of panic. What 
did you do that for? How will they 
use that against you? 
 
 

Nursing 6/10/94 1230. Appeared a 
little brighter this am. Requested 
that he goes out for a walk. On 
returning to ward he became 
extremely reluctant and placed his 
foot on the door and refused to 
come in. Given his previous 
suicidal attempt, informed Simon 
further escorted walks with 
nursing or his family will be 
suspended till reviewed on 
Sunday. Simon is still at risk. 
Resumed close observation. 
 
6/10/94 ASW :- Assessment and 
Section 3 applied for. 
 
7.10.94 Nursing 13.20 I spent 
here with Simon this morning 
explaining to him that he needs to 
tell staff about his experiences & 
also explained that the restrictions 
enforced were for his safety. He 
states he feels that there is a plot 
against him and that he is being 
punished. He can’t elaborate on 

 likely to make me more paranoid. 
I think mental health staff do not 
always appreciate the impact that 
it has on a person’s subjectivity. In 
other words, to know that once 
you have said something it will be 
recorded and, once recorded, you 
then lose control of how that 
information may be used about 
you in future. Added to this 
concern, many of my thoughts 
were disturbing even to me and 
would have resulted in significant 
shame and humiliation if they 
were shared. Finally, and as the 
last patient excerpt shows, 
genuinely strange things do 
happen on a psychiatric ward. 
Such incidents are obviously not 
recorded in the notes. The overlap 
between institutional strangeness 
and personal paranoia is not fixed 
or straightforward. Sometimes 
neither the paranoid, nor the 
common-sense explanations, 
appear to fit. 
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Your eyes are being withdrawn 
into your skull like a winch which 80 

is being slowly wound by them, 
pulling the stalks into the sockets. 
You cannot see reality if they are 
pulled back just a fraction. You 
wonder if this is why you have 
always had problems. 
 
You are up and around the ward, 
because you can’t sleep. The 
night staff follow you around, 90 

pissed off. You come to a table 
surrounded by staff. They are 
trying to get you to take these 
pills. You refuse; they keep 
insisting. They are watching you, 
with expectation. You eventually 
cave and take the pills. They turn 
to the only other patient in the 
room, congratulate him and shake 
his hand. Welcome back, they 100 

say.  
 
 
 

this “feeling” he had but he can 
acknowledge it could be 
connected with his mental state. I 
asked him about the lacerating 
and burning he did on 23.9.94. He 
stated he felt “dead” and he was 
checking if this was true. He said 
his emotions were flat he didn't 
feel himself hence the feelings of 
“deadness”. Simon did appear 
willing to talk but it was obvious he 
found it hard to trust me enough to 
talk of all his experience. 
Apparently he felt he was under 
surveillance last night by a group 
of doctors he found it difficult to 
accept this might not have 
happened. 
 
 
 
 
 
 
 

 
 
The nurses’ compassion for my 
mother’s distress is also palpable 
and references to her distress are 
mentioned several times by proxy 
in the nurses’ accounts. My 
mother’s voice is silent throughout 
this section, and was for the last 
one. This strikes me as curious. 
When she originally gave me the 
diary for the research, she said 
she kept it for the purposes of 
emotional containment. I am 
guessing that this was probably 
one of the most distressing 
episodes for her and so it does 
seem curious that there is no 
comment here. Perhaps she was 
too distressed, emotionally and 
physically exhausted, or even 
overwhelmed, to record anything. 
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Document 6.1. Approved Social Worker assessment log sheet. 
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Document 6.2.1. Approved Social Worker assessment report, page 1. 
 

 
  



 

 162 

Document 6.2.2 Approved Social Worker assessment report, page 2. 
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Document 6.3.1. Medical recommendation for treatment under Section 3 of 
the 1983 Mental Health Act (Section 12 approved doctor), page 1. 
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Document 6.3.2. Medical recommendation for treatment under Section 3 of 
the 1983 Mental Health Act (Section 12 approved doctor), page 2. 
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Document 6.4.1. Medical recommendation for treatment under Section 3 of 
the 1983 Mental Health Act (Consultant Psychiatrist), page 1. 
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Document 6.4.2. Medical recommendation for treatment under Section 3 of 
the 1983 Mental Health Act (Consultant Psychiatrist), page 2. 
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Document 6.5.1. Record of receipt of medical recommendations under 
Section 3 of the 1983 Mental Health Act, page 1. 
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Document 6.5.2. Record of receipt of medical recommendations under 
Section 3 of the 1983 Mental Health Act, page 2. 
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Document 6.5.3. Record of receipt of medical recommendations under 
Section 3 of the 1983 Mental Health Act, page 3. 
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Document 6.6.1. Approved Social Worker referral form, page 1. 
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Document 6.6.2. Approved Social Worker referral form, page 2. 
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Document 6.6.3. Approved Social Worker referral form, page 3. 
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Document 6.7. Record of receipt of admission papers pertaining to Section 2 
of the 1983 Mental Health Act. 
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Part 7. Leave 

I was now under Section 3 of the 1983 Mental Health Act, but my mental 

state appeared to be improving. I was offered overnight leave for the first 

time, but this proved to be difficult as I struggled with the movement between 

ward and home life. A visit to my friend’s house further reinforced my sense 

of alienation and despair, especially when I realised they were unaware that I 

had been in hospital. At the end of this section, I tried to force my way off the 

ward and was forcibly secluded. 
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You have been given leave for the 
first time. The world is now 
‘outside’ and ‘inside’ - the hospital, 
and everywhere else. In the 
carpark, a woman takes a long 
lingering look at you, an 
expression of disgust on her face. 
On the way home in Dad’s 
minibus Chris Tarrant on Capital 
Radio is laughing about how you 10 

are being framed by being linked 
with the National Front. When you 
get home, two neighbours are 
talking and laughing together. As 
you and Dad walk into the home 
they stop talking and watch you. 
You presume they are laughing at 
you. 
 
Hello Stranger! Says your friend’s 20 

mum as she opens the door to let 
you in. Stan! She shouts. Stan! 
Simon’s here! Send him up mum! 
Stan shouts in reply, with the 
usual irritation. 
 

Oct 
 
Mon 17th – home good day. 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

17.10.94 Nursing 11:45 hrs. 
Simon was sleeping on his bed 
when I approached him – he says 
he only slept for 3-4 hours last 
night & the medication is sedating 
him heavily now. Conversation 
was fluent and involved equal 
interaction from Simon and 
myself. He intends asking Dr 
Furbois for weekend / overnight 
leave. Says his thoughts improved 
tremendously. “I used to think evil 
spirits were after me”. He 
describes feeling initially relieved 
on admission as the distressing 
thoughts subsided. He seemed 
concerned that someone had 
mentioned a depot injection to him 
– he says he’s worried about this 
and would prefer to take 
medication orally.  
 
17.10.94 20.10 Nursing. Seen at 
the ward round appeared to cope 
well with the amount of people 
present and expressed himself 

As the volume of documents 
between these sections indicate, 
the sectioning process is a 
substantial bureaucratic 
enterprise. The paperwork has to 
be signed off by three 
professionals, one Approved 
Social Worker (ASW) and two 
Section 12-approved doctors 
(usually psychiatrists), following a 
face-to-face assessment with the 
patient. The section applied for 
here was Section 3 under the 
MHA, which allows a patient to be 
held on a ward for at least 6 
months. The process would have 
been conducted for the Section 
5(2) and then repeated for the 
Section 3. That they did not apply 
for the shorter Section 2 (28 days) 
is perhaps a sign of their 
judgement to the severity of my 
symptoms. As my account 
indicates, not only was my 
immediate interpretation of 
‘section’ very concrete and linked 
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When you get upstairs to Stan’s 
room, Stan is squatting by the 
window, as he usually does, 
smoking a reefer. Lenny is sitting 30 

by. They are listening to Pink 
Floyd. We’re just two lost souls 
swimming in a fish bowl, year after 
year. Hi Si! They both say, smiling 
profusely and throwing each other 
knowing glances. What you been 
up to? Running over the same old 
ground. What have we found? I’ve 
been in mental hospital, you reply. 
Their smiles freeze in their faces. 40 

The same old fear. Then the 
smiles melt, like wax, with 
expressions of shock, horror, and 
concern mingling together. Wish 
you were here. Shit, says Stan 
eventually. Fuck, Si, says Lenny 
after that. They look at you with a 
mixture of fear and pity. You try 
and make small talk with each 
other but it’s no use. After a short 50 

while you excuse yourself and 
leave. We all thought you’d found 
 

Tue 18th – home 10am – 7pm  
 
Wed. 19th – P. – slept 3hrs – P – 
slept 12 – 10 45  
 
 
 
 
 
 
 
 
 
 
 
 
 
Thurs 20th – Stayed in room most 
of day – P – suspicious 10 – 7.30 
 
 
 
 

well. He can have weekend leave 
and can go out for escorted walks. 
Although Dr Furbois is aware that 
Simon feels drowsy he feels it 
would be wise to review 
medication next week. Dr Furbois 
will see Simon’s mother on 
Wednesday. 
 
20\10\94 nursing 2015 Simons 
mother phoned. He had spent all 
day in his room on his bed still 
expressing paranoid ideas. Simon 
returned to the ward with his 
Father, appeared relaxed, said he 
hopes he is getting better but feels 
unsure.  
 
N. report 21/10/94 Nursing 16.00 
Message received from S/W 
Louise M. Simon mother rang 
Louise to reiterate that the Dad’s 
unable to cope presently with 
Simon at home. He “is very 
suspicious about letters coming 
into the home”. He has gone to his  

to my paranoia, the process felt 
like an almost endless round of 
interviews and questions by social 
workers, doctors, mental health 
advocates and nurses, asking the 
same questions and me giving the 
same (minimal) answers. 
Although the degree of 
bureaucratic checks and balances 
may be appropriate for a legal 
process that is perhaps more far-
reaching in its removal of rights 
than any other UK legislation, the 
implications were lost to me at the 
time. It was just too overwhelming. 
 
There is some indication of 
improvement: one nursing entry 
suggests that I had managed to 
get some distance from my 
paranoid ideas. However, on 
returning home for overnight leave 
for the first time, something clearly 
happened to throw me back off 
course. It may be that the 
appearance of improvement was
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a woman, Stan tells you much 
later. We thought that’s why you’d 
disappeared. 
 
Two of the patients in the ward 
like Pink Floyd and they are 
allowed to watch the concert live 
on TV. The concert you were 60 

supposed to go to, the only band 
you have ever really wanted to 
see. When I was a child, I caught 
a fleeting glimpse. Out of the 
corner of my eye. You can’t bear 
to watch it, so you go to your bed. 
I turned to look but it was gone, I 
cannot put my finger on it now, the 
child is grown, the dream is gone. 
They have turned the volume on 70 

the TV up full blast, so you can 
hear it, even though you have the 
pillow over your head to try and 
drown it out. I have become 
comfortably numb. You fucking 
wish. 
 
 

Fri21 very agitated – Paranoia – 
slept often 

room, pulled the curtains and 
stayed in his room. His mother 
feels that he should come back to 
Woodbrook 1 in the morning and 
stay here till Monday’s ward 
round. But would like this 
message to be given by [illegible] 
following assessment tomorrow. 
They feel that he should not go 
the ‘Pink Floyd’ as it would be too 
stimulating. I have asked Louise 
relay the message that we are 
quite prepared for Simon to return 
for further assessment if things 
are difficult at home, as previously 
relayed to Mrs Clarke. 
 
22/10/94 Nursing 2100. Phone 
call received from Simon’s 
mother. Simon had a good night 
sleep and was a lot brighter today. 
They felt that they could cope with 
him at home and he will return 
tomorrow between 17.00 hr and 
1800 hrs. Simon was a lot less 
suspicious.  

a mere façade that crumbled 
easily when exposed to the 
realities. It could be that the visit 
with friends was too exposing, 
even humiliating. Whatever the 
reasons, the excerpt suggests that 
despite being located within the 
confines of the general hospital, 
the psychiatric hospital still retains 
the power to enforce a sense of 
separation. The boundaries may 
be structurally permeable, but less 
so psychologically for the patient. 
 
Whilst the last section discussed 
the double-binds patients are 
often placed in with regards to 
discussing their ‘true’ symptoms 
with staff, another double-bind 
appears to be playing itself out 
with regards to the family. It is 
reported in the nursing notes that 
the family are unable to cope with 
me, yet this statement is revoked 
the next morning. I am reported as 
too ill to attend a Pink Floyd
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All of your time pacing up and 
down the corridor is trying to keep 80 

your thoughts together. Your 
consciousness is focussed on the 
white dot in from of you, which 
forms something of a cone. Your 
imagination is in overdrive trying 
to interpret what is happening, 
whilst these idiots hold you in 
here, oblivious. Reality is 
elsewhere, going on apart from 
you, being controlled by others 90 

around you, but you are left here, 
helpless. 
 
At times, the small, homeless old 
man walks with you on these 
corridor circuits. Don't worry 
Simon, he says, might never 
happen. Walk with me, he says. 
Just keep walking. Stops me from 
getting lost, he says. 100 

 

SAT 22nd – slept late morning – 
slightly paranoia – went to football 
returned tired – depress slept – 
depressed – weary still slightly 
paranoia

Nursing 23/10/94 1700 Returned 
from leave. Phone message from 
his mother. Simon has been as 
usual sleeps till late morning. On 
arising is generally restless pacing 
the rooms and agitated. Very 
suspicious, eg. If mother is talking 
on the phone he would make 
arguments and also expressed 
paranoid ideas. Attended a 
football match when he felt 
uncomfortable being in a crowd 

and the urge to walk about → ? 
anxious / akathisia.  
 
He is according to his mother 
reluctant to take medication & 

mothers impression → poor 
compliance with oral medication 
on discharge. He went out on his 
own for 20 minutes today with the 
dog. No problems encountered. 
On return to the ward concerned 
that his paranoid ideas have not 
abated.  

concert, yet a football match is 
deemed to be suitable. 
Presumably, the rationale for this 
was one of compliance and 
surveillance: I report less 
paranoia, so am rewarded with 
being able to stay; at the football 
match, I would be accompanied 
by my parents where, I assume, 
they could keep an eye on me.  
 
Reading my reflections now, I do 
wonder if this train of thought is 
slightly paranoid and is unfair on 
my parents. On this point, my 
mother’s diary continues again 
after a silence of three entire 
weeks. When her last entry talked 
about her and my father’s ‘loss’ 
and ‘bereavement’ of losing their 
son, it was almost as if the silence 
reflected that loss. However, in 
the interim her tone in the diary 
has changed: she is no longer 
expressing her own feelings or 
distress and pain. Indeed,
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You’ve been hanging around the 
door for days now, trying to make 
a go for it. Three nurses stand 
around you, far enough for 
personal space, near enough to 
make a grab. This has become 110 

almost a sort of game; you edge 
nearer, they roll their eyes and 
threaten the needle, you back off. 
You then edge nearer the 
door…and the whole processes 
repeats itself again. Today your 
mother left the ward in tears. One 
of the nurses says something as 
she leaves. You think it was 
“bitch”. This is a trigger. For the 120 

first time you get your arm in the 
door before the door is slammed 
shut on it. You grunt in pain. You 
are dragged back by three nurses. 
Two of them bend your wrists 
back on themselves, one on each 
side, and lead you up the corridor. 
The third holds your shoulders 
and guides from the back. You are 
forced down into a hunched  130 

13th November 
Last Two week Simon was put on 
Haliperodol as the weeks on 
Largactil had not worked plus he 
was on maximum dose. Ig daily. 
 
He has been on haliperidol 2 
weeks. Last week he was very 
agitated. When Dr Furbois saw 
him, he presented himself quite 
well and I don't think the 
Haliperidol was changed – the 
depot injection was brought 
forward though .  

29.10.94 Nursing 19.00 hrs.  
Simon was visited by parents this 
afternoon. Shortly after they left 
simon tried to leave the ware, 
pushing past D/H/N Christina A as 
she allowed another patient to 
enter. Several nurses were 
needed to prevent Simon from 
leaving the ward, he would 
not/could not listen to reason & 
rational argument and was 
physically restrained using C & R 
techniques and taken to seclusion 
room 2 where he was given 
100mg of chlorpromazine intra – 
muscularity. Seclusion 
commenced at 18:25hrs, bleep-
holder, doctor, and next of kin 
informed. 
 Throughout “struggle” 
Simon was persistently resistant 
and it took a great deal of man-
power and effort to restrain him; 
he looked incredible perplexed 
and seemed unable to 
comprehend why we are keeping 

 the use of abbreviations such as 
‘P’ for paranoia, the focus on 
medication changes, the reporting 
of symptoms with terms such as 
‘depression’, make her diary read 
almost like medical notes. The 
frequent reporting in the clinical 
notes of conversations with my 
mother again suggest a constant 
stream of communication between 
the family and the ward, with my 
mother updating them continually 
on my symptoms and behaviour. It 
is almost as if the family had 
become an extension of the ward 
bi-proxy. This realisation makes 
me angry at my parents which, in 
turn, makes me feel guilty as my 
anger also feels unfair. It was a 
harrowing experience for me to 
read my mother’s diary, 
particularly the last section; it 
made me aware, in a very real 
way, the impact this time must 
have had on her and my father.
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position as you are slowly shifted 
forward. Together, you look like 
an absurd crab shuffling along in a 
multi-layered human shell. You 
are screaming at them and they 
are shouting directions to each 
other across you. The shuffling 
human crab reaches the end of 
the corridor at the large wooden 
door view with the viewing portal 140 

and collapses in on itself on the 
blue vinyl mattress. The crab 
reconstitutes itself as a starfish, 
two arms spread wide and legs 
forced apart. Somehow the belt is 
whipped out and your trousers, off 
they come, and pants are pulled 
down. The only part of you that 
can move under their combined 
weight is your naked arse. At least 150 

one of them is laughing as it 
thrusts up and down, dry humping 
the mattress. The arse is quickly 
put out of its misery by the needle. 
Sensation is sucked up to the 
skull and the blood rush is red  

This week he is not so agitated, 
more aware, but only of his 
paranoia  Which seems to 
overwhelming him and he is 
unable to be distracted. 
 

him here – he did not seem 
particularly sensitive to restraint 
techniques and fought and fought 
incessantly. 
Relevant documentation 
completed. 
 
29-10-94 19.55hrs Nursing 
Seclusion terminated at 19.55hrs. 
Simon seems calmer. Dr Murgha 
contacted & asked to examine 
Simon. Mrs Clarke now informed 
that Simon is now out of 
seclusion. 
Remains on close observation. 
BP – 130/90 mmlg, pulse 84.6 
bpm 
 
29/10/94 No evidence of any 
injury or bruising. Dr Murgha 
 
Nursing 12.11.94 20.45 CP (4). 
Simon returned from time out. His 
mother said he’d spent the time 
worrying about returning and that 
he was expressing paranoid 

Despite this, I cannot see how 
their behaviour here would have 
helped. Going home was 
supposed to be a return to 
normality and familiarity, a chance 
to return to life outside the ward, 
and yet there are constant 
reminders of its reality and 
presence. It is almost as if the 
world of the ward had now finally 
instituted itself in the everyday 
world of my home-life. The 
consequences of this, 
psychologically, would be the 
internalisation of the culture of 
fear and the sense of always 
being watched. It is hard to see 
how any effect other than 
increased paranoia and fear 
would be possible.  
 
The part concludes with seclusion. 
It is harrowing for me to read now. 
I wonder how harrowing it must 
have been for the staff. I cannot 
imagine they would have enjoyed
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haze swimming in your eyes. The 
nurses slip away quickly and the 
door slams abruptly. You rise 
quickly but sluggishly through the 160 

mist. Their faces are laughing at 
you through the narrow slit of a 
window. I just want my cigarettes; 
just give me my fucking cigarettes, 
you shout. Then the medication 
hits you with a head rush. You 
crumple slowly into the mattress.   
 
 
 170 

 
 
 
 
 
 
 
 
 
 180 

 
 

4 Simon Clarkes. 
Coming for me to-night. 
Patients think we are snobs. 
Staff   “      “     “        “ 
Broken into bank account. 
Everyone knows of me and hates 
me. 
Patients/Staff read my mind – 
incriminate me. 
 
 
 
 
 
 
Came home Saturday . 12 – 5.30. 
Unable to settle walking about, 
voicing usual fears .    Did not 
sleep 
 
 

ideas. Simon has followed me 
around since his return asking for 
overnight leave. He will not accept 
my answer. He believes that that 
tonight the patients are going to 
kill him he wanted me to let him 
home so he had a quiet death 
rather than be “torn apart”. No 
words reassure him, he’s 
convinced it is going to happen. 
He is tense, pre-occupied. Given 
chlorpromazine 100 mg at 19.40 
with no effect. Continues on close 
observation. 
 
13/Nov/94 Nursing 0615 Simon 
still harbours the thought that the 
nurses and patients are about to 
harm him. Appears very much like 
a “frightened” man. Took his 
medication with some persuasion. 
Slept well throughout the night. 
Close observation maintained. 

 doing this. The nursing notes also 
indicate sound clinical practice: 
the relevant documentation is in 
place; the doctor’s examination is 
requested for, and completed, 
immediately; the family are 
informed; and all of these actions 
are recorded in the progress 
notes. However, the bureaucratic 
documentation does not record 
the incidental factors such as the 
nurses laughing. The patient’s 
experience is silent in the medical 
notes. Whilst some details of 
practice could be disputed, such 
as whether the whole buttock was 
exposed and whether the staff 
actually mocked me, and a more 
benign interpretation favoured 
(e.g., laughing as stress-release) 
it probably says something about 
the traumatic nature of such an 
experience that this is how it was 
remembered.
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Document 7.1. Letter from social worker to Department of Social Security 
regarding sickness benefits. 
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Document 7.2. First page of sickness benefit forms. 
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Document 7.3. Results of urine test for toxicology report, page 1. 
 

 
 
Document 7.4. Results of urine test for toxicology report, page 2. 
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Document 7.5. Patient individual care plan. 
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Document 7.6. Seclusion record form. 
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Part 8. Electroconvulsive Therapy (ECT) 

ECT is suggested by the doctors as there appeared to be little signs of 

improvement. Despite giving consent to the treatment, I interpreted the process 

according to a very different framework of understanding than the psychiatric team. 

I appeared to find the process of ECT traumatic, but show some signs of 

improvement following its delivery. However, it is ambiguous to what degree I was 

‘playing the game’ to get discharged. My mother was pleased with my apparent 

progress, although she also observed that I seemed to be quite depressed. The 

clinical team also commented on this low mood, although it is interpreted as signs 

of ‘insight’. I was given more overnight leave from the ward, although some 

paranoia remained. Towards the end of this part of the narrative, discharge was 

raised by the psychiatric team for the first time. 
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Another piece of paper; something 
else to sign. ECT they tell you. We 
need your consent. Do you have a 
choice? I mean, really have a 
choice?  
 
This is part of the plan. The final 
act. They will cement your brain 
so you will never be able to 
access the spiritual world (their 10 

world) again.  
 
What if you don't sign? Two 
seconds and a sigh. You sign. 
Crushing shame, despair. Terror. 
What if you didn't sign? Why did 
you sign? 
 
How does it work? Well, no one 
really knows for sure, says the 20 

nurse. But it’s like the wires in 
your brain have got crossed, and 
what ECT does is uncross them 
for you. While explaining this she 
crosses and uncrosses the index 
fingers of her right and left hand,  

15th Nov – Simon yesterday was 
asked by Dr Furbois if would have 
ECT treatment. Drugs change. 
Trimipramine 150ml 
Depixol 40 mg weeks. 
Chlorpromazine prn. 
 
Simon said he would not have it 
as he was not ill. He seemed very 
tense and I would not take him out 
for a walk due to his intensity and 
I was on my own. 
 
Paranoia seems to obsess him 
and he was unable to think of 
anything else. 
 
17th Nov. Simon didn’t have ECT 
as staff wanted Dr Furbois 
signature on form and he was not 
available. Although Simon had 
signed the form last night he was, 
they said, still undecided this 
morning. 

14/11/94 15.45 Dr Fubois WR 
Patient is seen :- not too good, still 
worried about his safety, people 
want to harm him, made poor eye 
contact, restrict in his answers, 
with a flat mood, believes he will 
be sent to prison. Denies 
hallucinations. His brain is dead. 
Cannot read, delusions of 
reference from radio. Still suicidal 
risk wishes he could die, life is 
useless. Simon is apparently 
deteriorated.  
 
To be seen next W/R 
To stop clopixol and give 
risperidone  
Dopixol 400 mg weekly. 
offered a ECT treatment, subject 
to negotiation? 
 
16/11/94 Discussed with father 
and patient about ECT treatment. 
Patient agrees to have ECT. 

 Consent  

 ECT prescription  

This was by the far hardest 
section to write about, for many 
reasons. To begin with, there is 
the sheer emotional impact that 
reading these sections has on me, 
even now. ECT is an emotive 
issue in mental health, but here a 
variety of emotions suddenly 
come to the forefront, especially in 
my account and my mother’s 
diary. For me, ECT was probably 
one of the most traumatic 
elements of my experience on the 
ward and occurred the day before 
my 20th birthday. As I hope my 
account shows, it was a very 
frightening experience to be 
subjected to. I felt like I was being 
forced, or at least coerced, into 
having this treatment. I did not, at 
the time, believe it made much 
difference.  
 
As my mother’s account suggests, 
my parents did not have the same 
view as me.  I am now wearing my
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to helpfully illustrate. It’s like 
naked finger-puppets doing a little 
jig. 
 30 

One small act of rebellion. You 
drink water the night before. Brief 
respite. Relief, however fleeing. 
 
First time, early morning upon 
waking. No chance to drink water 
the night before. No escape. The 
anxiety is ever-present. No 
breakfast or morning tea; not this 
time.  40 

 
You are escorted, politely but 
firmly, by the nurse you know to 
the corridor at the back of the 
ward, which has always been 
closed. Now, it is open. You walk 
into the room. Three nurses you 
don’t know. One of them is very 
friendly. Your escort chats with the 
other nurses and leaves with a 50 

quick nod to you. Good luck, she 
says with a smile.  

James & I took him for a long 
walk. We went out at 3pm so that 
he could get some sunshine. 
 
Paranoia intense. 
1) Patients had taken his back 

door key and got into 
information on our bank and 
we were ruined. This had 
happened on Woodbrook 2. 

2) Whole world knows about 
him, through television. 

3) People/patients read his 
thoughts. 

4) Staff want to get rid of him 
because he’s too much 
trouble. 

5) “We’re finished”? 
6) His life is over. 
7) Every time someone walks by 

he thinks they know him, says 
everyone in the hospital 
knows him. 

 
25.11.94 Simon had ECT 
Thursday (24th). When elle & I 

21.11.94 Nurses 13.20. CP  
Simon has not been talking of his 
persecuted ideas all he talks 
about is going home or going out 
for an hour or going out on his 
own. He doesn't listen when told it 
is not possible. He was for ECT 
but he told me he drunk some 
water discussed with anaesthetist 
ECT considered now asking seen 
by Dr Sheik see clinical note 
continues on close observation  
 
0900 BP 140/90. Temp 37. Pulse 
76 
 
24.11.94 Had 1st ECT 
 good Bilateral contraction 
   lasted 24 secs 
 
Nursing 24.11.94 13.00. Simon up 
early and restless and anxious 
before going for E.C.T. treatment 
Went ahead with no problems 
Tearful & anxious immediately 
after treatment on return to ward

glasses and seem to be getting 
better. Reading this now, it 
disturbs me: it seems paradoxical 
that something that has always 
been associated with disability 
and shame is described as a 
positive indicator of ‘being 
himself’. My parents’ attribution of 
ECT being the harbinger of 
change is also supported by the 
nursing notes. Aside from some 
very strange language, where I 
am described as having a ‘good 
fit’ and ‘specialled’ (sic), there are 
several accounts of me stating 
that I found ECT helpful and was 
happy with it. This is, of course, 
contradicted by my account and 
what I recall, but perhaps does 
illuminate the divergence of 
reporting on the use of this 
treatment, as well as the 
unreliability and potentially 
changeable nature of memory and 
subjectivity. Reading this section 
now, I am just simply 
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The table, with the machine at the 
head that looks like a large, CB 
transistor radio.  
The same two student nurses 
from your first ward room are 
sitting on the bed at the back of 
the room, the hospital curtain 
partly drawn.  60 

It’s showtime.  
One of them shakes her head. 
Sad, she says.  
 
You are gently laid down on the 
bed, head just below the CB.  
You put up no resistance.  
You try to focus on the white 
ceiling as the disembodied faces 
of the nurses hover over you.  70 

They explain what will happen, but 
you don't take it in.  
You are anxious and struggling to 
breathe.  
Are you ready?  
You nod slightly, your head now 
held by the light restraints.  
You will feel a scratch on your 

saw him later he was wearing his 
glasses!! He was alert and 
seemed hyperactive.  
 
We met Dr Sheik Simon asked 
him if he could go home & stay to 
night but was told he had to take 
things slowly. ellie and I went for a 
walk with him, we were waiting for 
Lush & Sean. He spoke to quite a 
few people when out including the 
chaplain. He still had paranoia 
though but not so bad & persistent 
We had to go back for some 
panadol for his headache. 
 
 We left at 1pm as it didn't look as 
if they were coming. He went in 
quite happily. Lush phoned later 
(they were late) they had a good 
visit with Simon showing no signs 
of paranoia. 
 
 When I picked him up at 
11:45am on his birthday he had 
just woken up. We came home 

has appeared quite settled. Says 
“I feel better, when can I go 
home”. Simon “specialled’ whilst 
awake before going for e.c.T looks 
forward to parents visiting this 
P.M. N/B [illegible] 
 
24.11.94 I spoke with Simon this 
afternoon. Objective and 
subjectively he is a lot better not 
depressed. He denied of having 
paranoid delusions and 
hallucinating. He is happy with 
ECT. 
 
28/11/94 Night report 0615. Has 
been slightly restless. Still 
appears suspicious. Kept asking 
whether he “was in trouble”. 
Needed much reassurance. 
Referred to bed up to midnight. 
Has slept well. NBM from 
midnight. For ECT morning. 
 
Nursing. 28.11.94. 12.00. CP4 
Simon was given ECT treatment

overwhelmed with the volume of 
information and the degree of 
disagreement between the main 
accounts. There is so much I want 
to pull out and ask questions of 
from the text. For example, when 
was ECT cited as necessary? 
Why was ECT used here and had 
the medical team really tried 
everything else? To what degree 
could the change be attributed to 
ECT, or my willingness to start 
playing at being sane again? To 
what degree do the pressures of 
needing to find a bed and get me 
out of hospital influence over-
optimistic staff reports of my 
progress? My paranoia is still 
clearly present and is reported on 
by both my mother and the staff 
consistently. So, what has 
changed now to warrant 
consideration of my discharge? 
Why is discharge discussed now, 
when any progress surely would 
have been tentative, provisional? 
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hand, says the nice nurse.  
You do. It hurts. 80 

 
That’s it they say. You can go 
now.  
But nothing happened, you say.  
They laugh. It’s over, finished. 
That’s all it is.  
You leave the room, bemused, 
rubbing your neck for some 
reason.  
Was this a charade?  90 

Some elaborate game?  
All part of the plan?  
Are they taking the piss again? 
 
You remember the film you saw 
recently, David Bowie in The Man 
Who Fell to Earth. Bowie is 
playing an alien and is on a table 
surrounded by medical staff, 
conducting tests on him. They 100 

notice he has contact lenses in his 
eyes, which he wears as part of 
his human disguise. He tries to 
take the contacts out himself, but 

he had a shower, dressed up, and 
we had a meal at the Warren with 
Mum & James.  
 
No signs of paranoia when he 
came back home, watched 
omnibus edition of Pink Floyd. 
Although he had some paranoia, it 
was slight & not lasting. Needed 
constant reassuring that he would 
get home soon. Took back with 
him a book, poster for his wall & 
table lamp. Hopefully this is the 
start of recovery.  
 
29.11.94 Simon had his 2nd ECT 
Monday. He’s so much improved. 
The depression seems to have left 
him. Dr Furbois told him he can go 
home this weekend and start 
going out on his own. He went 
over the common today, there’s 
still some paranoid, he said 
something funny is still going on. 
Some boys on the common 
pointed to him and laughed. 

this morning his fit lasted 22 secs. 
he made a good recovery. Simon 
remains pleasant and cooperative 
he has no suicidal thoughts at the 
moment At times he thought that 
people were after him, but after 
his treatment the thoughts started 
to subside at bit. Simon feels 
about having ECT and his main 
concern is about being discharged 
home and how much longer he 
has to be in here, he is hoping 
once he is discharged to go back 
to his old job [illegible]. At times 
he looked preoccupied and he 
complained of being bored. Most 
of his time he wandered the 
corridors smoking. Has taken a 
good [illegible] and in complaint 
with medication. 
 
28-11-94 Objectively and 
subjectively Simon is not 
depressed. He still has paranoid 
delusion > but no hallucinations, 
“something might happen to me”

Taking all of these considerations 
together, the problem is not 
necessarily that ECT does not 
‘work’ (whatever that means). It is 
hard for me to deny that ECT 
must have played some role in me 
getting out of hospital. Even if I 
was performing sanity in order to 
get out of hospital, something 
must have changed for me to see 
this strategy as a viable one. I do 
not any longer seem consumed 
with the paranoia and, possibly for 
the first time, I interact with 
patients in something resembling 
normality. There are even 
examples from staff and my 
mother where I report feeling 
happy. Of course, I say ‘recovery’ 
here, but of course this is a loaded 
term, for what does ‘recovery’ 
really mean in this context? The 
crux of my thoughts on ECT are, 
therefore, if there is a cure then it 
comes at a dreadful cost, and this 
cost was not obviously apparent 



 
 

Part 8: ECT 
 

Simon  Mother Clinical Team Reflection 
 

 192 

the medical staff lose patience. I 
want to go home. Yes, yes, of 
course, says the doctor, bored 
and irritated. I want to go home. 
Very soon now, intones the doctor 
as they manoeuvre him to the X-110 

ray machine. Please, please, don’t 
do it – you don't understand. They 
strap him to the machine anyway. 
There is a sharp, metallic click. 
Blue shock. Scream. The X-ray 
causes the contact lenses to 
permanently affix themselves to 
his eyes. Grinning, vacant smiles 
of the medical team. They’re 
stuck, says the Bowie-alien, 120 

incredulous. They’re stuck. I’ll 
never get them off. More smiles 
from the medical team; their 
vacancy is non-negotiable. His 
head falls onto chest, crestfallen. 
He cries. 
 
You come back to the ward. Your 
head is fuzzy. Dazed, and 
confused. Other patients swim in 130 

I also told him that the week 
before he last he thought the 
house was bugged and he replied 
‘I think it is’. 
 
 He told me he thought at 
one time that Wendy was taken to 
the hospital, killed and served up 
for dinner. ‘They’ made James 
become a rent boy and sent me 
off to Holland to sit the ‘window’. 
 
 He keeps asking ‘how long 
will it be before I’m discharged’ 
but he’s definitely more settled 
and happier.  
 
   He was disturbed to find 
that Dr Sheik had written on his v. 
Ray form “paranoid 
schizophrenia’. Penfold said he 
will look into it for him. 
 
2.12.94 - Took Simon out after his 
3rd ECT. He was very happy. Said 
he felt good about himself. 

He is socializing with the patients 
also liked to watch T.V, although 
his concentration is still partially 
impaired. He complained of 
backache from a previous 
accident, 4 months ago and wants 
an x-ray to be done. 
 
NURSING. 29.11.94. Continues to 
improve, absent of delusional 
ideas even though probed and 
confronted. Now realises that he 
has been mentally ill and accepts 
that he may fall ill again if he does 
not continue with the medication 
and uses cannabis and excessive 
cannabis. Allowed out unescorted. 
No problems encountered. 
 
30.11.94 OCC. THERAPY. Seen, 
OT programme discussed, Simon 
will start next week. Says feels 
agitated/restless and has difficulty 
concentrating. Feels much better 
in himself since starting ECT but 
did ask if he would ever get 

at the time. However, it left its 
mark. For many years afterwards, 
I would have nightmares about 
being forced onto a table and 
subjected to various forms of 
electrical torture. Sometimes I 
would even wake up screaming.  
 
Elsewhere, my account suggests 
that being subjected to ECT has 
emotional, psychological and even 
spiritual consequences of 
somehow being closed down or 
separated from something vital. I 
think it is very hard to put into 
words the experience of having 
something like ECT and 
afterwards feeling like something 
has been taken. It is interesting 
that the staff report me crying after 
one of the sessions. Why would I 
cry? What sort of treatment makes 
people cry afterwards for no 
apparent reason? Is the short-
term benefit of a reduction in 
some symptoms worth the trauma
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and out of focus on the bright, 
white-washed ward. Something 
has gone. Was it valuable? Barry, 
the elderly patient, hunched and 
grunting, beard and dreads now 
shaved, has put drawings up on 
the wall. This one catches your 
attention: a picture of a blue 
amorphous blob with the barely 
legible scrawl underneath, “you 140 

are that drop of rain that falls on 
good earth and is gone forever”. 
That’s you, that is. You cry. 
 
The next time is not so quick. 
Same scenario, different people. 
Same shit, different toilet, 
comments another patient waiting 
in line.  
Only this time it is not over with a 150 

click. 
 
After the scratch, you feel yourself 
descend in and out of 
consciousness, like a camera lens 
trying to focus. The hysterical  

Richard took him out later but the 
visit was not so good, he wanted 
to get back to the ward quickly to 
feel safe. He had been up to 
Woodbrook 2 to see Bobby and 
he saw Nathan who bothered him. 
We told Jenny later. She said it 
was because he was not happy 
on Woodbrook 2 & it brought back 
bad memories.  
 
 Picked him up to come 
home for the night. He was 
disappointed it was not 2. We had 
an argument in the car. He does 
not want us to crowd him, and will 
[illegible] be strict with him when 
he’s home. He was angry that we 
had phoned and told staff how he 
was yesterday. 
 Said that the medication 
was useless, made him worse, 
and that he didn't need it. Other 
patients had come off it and were 
better. Said he wasn't going to 
spend rest of his life on 

completely’ better. 
J. Mon Student 
 
Nursing. 1.12.94 13.00. Simon 
had 3rd E.C.T. treatment this am. 
good fit and recovery. continued 
to ask “am I in trouble”, able to 
rationalise this and says “it’s the 
tail end of my paranoia”. Simon 
says he does not want any more 
E.C.T treatment N/R [illegible] 
 
2\12\94 nursing. 1300. Simon 
hoping to go for two nights over-
night leave it was felt by nursing 
staff that it was too soon + one 
night would be more useful to 
assess Simons mental state. He 
has now gone on overnight leave, 
to return Saturday evening. TTO’s 
supplied.  
 
5/12/94. Simon seemed happy & 
relaxed. He complained of having 
paranoid ideation, “someone 
might take his money from bank 

experienced for many years after? 
 
This latter issue also, I think, 
brings up the role of consent and 
how meaningful it was to discuss 
consent to somehow like myself, 
in this state. I am impressed with 
how the notes frequently report 
attempts to engage me in 
decision-making and there is even 
one account of not proceeding 
with treatment because the 
consultant psychiatrist has not 
signed off on it. From a procedural 
perspective at least, the approach 
of the nurses appears to be 
sound. However, I was clearly 
ambivalent about receiving ECT 
and my mother reports me 
becoming very angry after one 
session. I think these examples 
highlight something very real that 
was missed in the bureaucratic 
entries of the clinical notes. That 
is, I did not feel like I had any 
choice and that any choice was 
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beeping of the machine changing 
pitch and tempo with the camera 
lens. When does this stop? 
 160 

Things seem different. You are 
more aware and yet more foggy. 
Clarity has been gained at the 
price of something else, which you 
can't quite identify.  
 
For the first time, you join in the 
conversation with other people, 
this time the cleaner and another 
patient. You are shocked to find 170 

they don't hate you. You ask 
them, but don't you hate me? O 
no, they say, you’re far too nice. 
But what about the money? They 
laugh, that’s your paranoia. 
Really? You get an inkling that 
you may have actually been 
wrong, or what it means to start 
playing at being sane. 
 180 

You’ve become friends with the 
patient, a young mother in her 

medication. 
 
Simon came about 11am. He 
went to the Green Man at Forest 
Grove. He said he had 2 ½ pints. 
Asked how he got on, he said that 
the pub got very crowded and he 
got paranoid. 
   He couldn't sit still when 
he was at home. 
  Worried about our 
money. Ranspal, and still thought 
something funny was going on. 
 Found out later that he had 
two ‘puffs’ How disappointing that 
he has such a lack of control and 
insight into his condition. 
Especially after being told 
specifically by Penfold. Still 
perhaps he will only learn by his 
mistakes He was still a bit 
paranoid Sat morning but it 
gradually seemed to get better. 
He did ask to go back earlier, then 
kept changing his mind 
 ‘Get me out of there’

etc.” He said he can reject his 
paranoid ideas most of the time 
but sometimes they got on board 
and make him restless and 
agitated. He denied of being 
depressed and having any 
suicidal ideas. He said he feels 
“calm & happy inside”. There are 
no hallucinations and his insight is 
patently presented. I spoke with 
his father and he said that Simon 
is 1000 times better than he was 
before ECT, but he is indecisive 
and paranoid most of the time. He 
has warm relationship with family. 
 Dr. Kaveen 
 
5/12/94 nursing 1300. Simon had 
4th ECT. 23 sec. fit, good 
recovery, returned to ward. 
Continues to feel he is “in big 
trouble” – worried about people 
getting his money. 
 His mood appears brighter, 
mixing with fellow patients, went 
for short walk returned without any

likely to have ramifications that 
were outside of the framework of 
the ordinary consensual discourse 
of non-madness. For me, having 
ECT was the culmination of the 
‘real’ process going on behind my 
detainment on the ward: I was to 
be finally ‘neutered’ spiritually by 
the demonic entities that had 
driven me mad in the first place, 
so that it would be impossible for 
me to enter the spiritual world 
again. Like the alien in the Bowie 
film, the medical team 
unknowingly and unwittingly 
perform a medical task that had 
devastating consequences for me. 
Unlike the medics in the film, I do 
not believe the medical team in 
my situation were in any way 
callous. Indeed, were actually very 
gentle and, I think, wanted to help. 
Yet, there is a real sense that the 
psychologically implications of 
ECT, and their unintended effects, 
may have been secondary to the
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20s. She feels safe. She looks out 
for you. Every time you see 
something new happen 
(policeman enter the ward, alarm 
going off, seeing another patient 
you don’t recognise etc.) you go to 
her. You tell her what you think is 
going on. Her two responses: no, 190 

you didn't see that; or, that’s just 
your paranoia. You know you did 
see that, and you don't think it was 
your paranoia, but you choose to 
agree with her anyway. You start 
to get more leave. You can go 
home again. You realise how this 
works. 
 
This time there is a que for the 200 

ECT. You sit there in line with the 
old ladies, most of them quiet and 
immobile and wearing fixed 
expressions of horror, despair or 
confusion. After their course of 
ECT, they take the old ladies to 
the ward hairdresser to get their 
blue rinse done, as a treat. You  

 Stick up for me once in 
your life. 
 Don’t be passive. 
 Someone in there tried to 
kill himself & he was out in a 
week. 
 I’m not paranoid anymore 
(was yesterday/still is 
 
4.12.94 Picked Simon up about 
11am, still has a little paranoia. 
 Above is what he was 
saying, quite vehemently asking 
will I be out by Christmas as I 
can’t stand it much longer. 
 Couldn't relax whilst at 
home.  

Asked to go back at 3pm – 
could of gone back at 7pm. 
 
8.12.94 Simon came home 
Tuesday & stayed the night. I took 
him into Portown to get a CD.  We 
went into McDonalds but he was 
not comfortable in there. 
 

problems.  
 
Patient seen. Feels not bad 
generally, spent an overnight at 
home, a little bit depressed, a bit 
optimistic about the future. Still 

has some  conspiracy thoughts, 
at times believe that people are 
talking about him. Clearer in mind. 
better to concentrate, reads 
newspaper. Keen to work out a 
discharge plan more appropriate, 
realistic. 
Dr Furbois would suggest 2-3 
weeks from now to think about 
discharge plan. To be allowed 
spent one night during the week 
and have W/E leave home after 
having discussed it with parents.  
 
Depixol inj. 40 mg every 2 weeks 
instead of once weekly, much 
more better, continue with E.C.T 
sessions 
 

immediate need of reducing 
symptoms. For example, the 
nurses may seem interested to 
hear about my experiences and 
what I believed, but there is no 
sign that they were interested in 
working with the content of these 
experiences. Once the symptoms 
were reported, they contribute to 
the process of formulating a 
framework and treatment 
approach that is unrelated to the 
experiences I reported. An 
objection might be made here that 
I was mad and my beliefs about 
the situation were delusional. 
Therefore, should it matter what I 
believed, as long as the treatment 
helped? My response is that 
meaning is everything in the 
treatment process. If I believed 
that ECT represented punishment 
and some process of spiritual 
exile, however justified or 
legitimate, then it was likely that 
the treatment would be 
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wonder why they haven’t 
combined the ECT and the rinse 210 

together, to save money. 
 
Mum and Dad are happy. Mum 
tells you she knew you were 
getting better when she saw you 
wearing your glasses. Dad says to 
you, son, that place sorted you 
out. This disturbs you, but you 
can’t exactly say why. 
 220 

 
 
 
 
 
 
 
 
 
 230 

 
 

 He saw with his friends 
later that night , but they were 
going to a gig , he decided that he 
is better not to go. 
 He seemed to enjoy 
himself , he was still worried about 
Ranypial & money. 
  
He said Wednesday morning that 
he felt like a senile old man. He 
asked to go back to Woodbrook 1 
. He phone an hour later and 
asked if Rich and would for a drink 
with him. 

 
8/12/94 nursing 10.10. Simon had 
ECT this morning and a good fit. 
Was very confused when he woke 
up. 

experienced as punishment and 
spiritual exile. These effects would 
likely be compounded and more 
significant in the long-term than 
the remittance of some short-term 
symptoms. In fact, I experienced 
them as more harmful. 
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Document 8.1. Outcome evaluation nurses’ sheet. 
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Document 8.2. Consent form for Electro-Convulsive Therapy. 
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Document 8.3. Certificate of consent to treatment. 
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Document 8.4. Individual care plan. 
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Document 8.5. Electroconvulsive Therapy record forms. 
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Part 9. Discharge 

The discharge process was now underway. Several incidents caused me to 

question the accuracy of my interpretations of previous events, and an 

encounter with another patient suggested that there was a commonality to 

this experience amongst patients. Although I appeared to be improving, there 

was still a significant residue of paranoia remaining. There was also some 

ambiguity as to how much I was masking my real symptoms in order to get 

out of hospital. I was eventually discharged with a diagnosis of ‘paranoid 

schizophrenia’, and my care shifted to the community. My final entry 

described me ‘going around in circles’, and coming back to where it all 

started, the home. 
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Every day you pass the hard-
looking man on the corridor, with 
just a nod of recognition both 
ways. This has been going on for 
two months. This time as you 
pass you ask him whether he was 
brought in from the local prison. 
No, he says baffled, I had a 
breakdown. I saw God he adds 
with conviction. Come in here, he 10 

says, inviting you into his room. 
You follow him. Do you think 
something is going on? He asks. 
Yes, you say. He bursts out 
laughing. I thought they were all 
witches, you say. He laughs even 
louder. Me too! He says. This is a 
strange place. Very strange. Do 
you think something is going on? 
You ask. He can’t stop laughing. 20 

O yes definitely, he says laughing. 
A few days later he is discharged. 
The way you think of it now is as 
an exchange: they don't want you 
here because they need the bed; 

15.12.94 Simon came home 
Tuesday and stayed until 
Wednesday Thursday night. He 
was much better. He stayed in 
Wednesday Tuesday 
 Wednesday he went to 
Annes. 
 Still has paranoia – Money, 
Woodbrook II.  
 
16.12.94 Fri – Picked Simon 
up. Doesn't feel too good – 
depressed & more paranoia . 
Usual – Woodbrook II patients 
stole his key – made a copy & can 
get inside into our home –  
 Says – can’t believe I let 
people walk all over me – refers to 
Michael whom he believes stole 
his track suit bottoms 
 Says he is passive and lets 
people walk over him. – he 
doesn't like himself. 
 
  SAT – Says – Still feeling 
depressed – Feels he talks down 

16/12/94 Nursing 12:50 hrs. 
Simon appear well, said that he 
enjoyed his leave and that “The 
paranoia seems to have lifted” 
and I comming to terms with 
things.” Generally Simon was up 
for breakfast and has kept himself 
occupied during morning; ate 
lunch. 
 
19/12/94 Dr Furbois W/R 15:45
 Patient seen c/o being a 
little paranoid. with no any triggers 
for that Still have restless in his 
legs. Slept well at home. Also 
started a bit depressed but without 
having any suicidal ideas. Parents 
are helpful. Request counselling 
services for his difficulties of 
realization. 
 CPN contact to continue 
with as regular basis for some 
support. 2 weeks trial leave to be 
given. To come back after that to 
be seen by me. 
 

The final section concludes with 
my discharge from the ward and 
with me being taken off section. 
As my mother’s and the clinical 
notes indicate, I was far from 
being symptom free. Whereas the 
paranoia was constant, it is now 
fluctuating. I also show some 
evidence of questioning my 
original beliefs. However, the 
paranoia is now interspersed with 
reports of intense feelings of self-
loathing, particularly in terms of 
feelings of a lack of self-assertion 
and self-respect.  
 
That these symptoms appeared 
for the first time at this point in the 
narrative, raises the question of 
what function the paranoia may 
have served for me in the first 
place. Was it masking some very 
difficult feelings about myself that I 
was unable to fully realise or 
acknowledge at the time? If so, 
the removal of the paranoid  
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you don't want to be here at all. 
But they need valid reasons to let 
you go, and those reasons are 
connected with your symptoms. 30 

 
So, you just tell them what you 
think they want to hear. Not too 
much, so that it sounds like you’re 
bullshitting; enough so that they 
think you’re getting better. No 
matter that you still believe the 
paranoia. No matter you think you 
will never be well again.  
 40 

The nurse who is always a 
wearing a shirt and tie, looks like 
management but isn’t, but 
perhaps would like to be. You 
don't really like him - he is too 
‘business’ compared with many of 
the other nurses (including the 
managers).  
 
The woman who I like and looks 50 

out for me, the mother of two 
young children, gets into an 
argument with her husband. He  

       Feels Worse in the mornings 
– hallucinates – but voices don't 
speak – it’s like he hears things & 
thinks its about him. 
 Says – hes now believes 
that he has a serious mental 
problem that may be permanent. 
 Doesn't think he will get 
any better. 
 He went out with his 
friends. 
 Feels very lonely – doesn't 
seem to have much in common 
any more with his friends. 
 
21.12.94  – Remains paranoid 
– usual – Woodbrook 2 – money. 
 
Says he’s either depressed or 
paranoid.  
 
Told him he can talk to us about it 
but we must be able to say when 
he’s had enough. 
 

19/12/94 1600 According to the 
mother’s information Simon not 
too bad, he is quite and 
comfortable. She reported that 
Simon is still have lots paranoia 
e.g. That patients at Woodbrook I 
keep his keys with them. that 
everybody knows about his 
delusions because they talked 
about him in the TV She also 
stated that Simon became a bit 
depressed possible due to his 
realization that he is mentally ill. 
Eg. ‘ I think I got a long term 
mental illness. At the same time 
he sleeps well, eats good and at 
times expressing suicidal ideas 
with no any immediate plans. “I 
feel like killing myself” 
Mrs Clarke thinks that Simon 
needs someone to talk to about 
his feeling preferably on a weekly 
basis, and to focus on something, 
he doesn't need to come back into 
hospital now but to be given more 
freedom with some rehab 

symptoms without substituting 
anything in its place would appear 
almost cruel. Even worse, there is 
in both mine and my mother’s 
account a certain degree of 
pessimism expressed about my 
capacity to return to ‘normal’ life 
again. The experience seems to 
have now separated me out from 
my peers as different and left me 
with the sense of loneliness and 
isolation. A consequence of taking 
up ‘normality’ perhaps, but one 
that has no solution.  
 
It is also interesting to notice that 
counselling has been mentioned 
again, recorded in the clinical 
notes as a request from my 
mother. A request for 
psychotherapy was, of course, the 
place where the referral started, a 
fact which seems to have got lost 
in the process. Unfortunately, this 
request was not acted on. 
Perhaps it suggests the lack of
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leaves with the kids. She shouts 
at him after they go through the 
door. She kicks at the door. Mr 
Business comes over and asks 
her gently to calm down. She 
bursts into tears and he consoles 
her as she weeps on his shoulder. 
When Mr Business passes you 60 

start arguing with him again about 
your leave. For the first time, he 
loses his official manner. Look, he 
says to you angrily. Do you think I 
like this? Some things I just don't 
like doing, but they have to be 
done. Like telling a mum she has 
to stay in the ward when she 
wants to see her kids. Do you 
understand? Sorry, you say, 70 

ashamed. She was kind to you, 
and you were being selfish. 
 
You are going home a lot now. 
You keep your thoughts to 
yourself. It seems to work. You 
feel like going to bed and not 
getting out again. 

Went out with friends later that 
evening. 
 
30.12.94. Has been much 
better – goes out with friends 
although he says it is a bore. Has 
not been talking about paranoid 
thoughts although he still has 
them and says he can cope. 
 
 Today however he went to 
Portown but was warned about 
busy it was – looks & acts 
agitated. Says everyone will know 
him. He went anyway with Richard 
and the boys. 
 
 Came back just the same – 
convinced that something is going 
to happen. Things that nurses had 
said to him, Jeremy, and leaving 
his cards about Woodbrook 2. 
 
 He’s so convinced it’s true 
and seems worried & unhappy. 

programme. 
 
4/1/94 Patient seen. 
 Feeling well. 
  Not suicidal 
  Slightly suspicious 
  Will come back to 
face Dr Furbois team on Monday 
C/T Same TP. 
 
9.01.95 Dr. Jose W/R 
16.15 Simon feels generally 
alright, although still underneath 
some paranoid ideas but not to 
the extent of interfering with his 
usual routine. 
 Really ready to be discharged 
next week. 
117 meeting to arrange next 
week. 
To invite GP, S/W, the pt’s 
mother, CPN 
 
9/01/95 Parents were seen 
by Dr Furbois and invited for the 
117 meeting.

importance that talking therapies 
had to the medical team, or the 
lack of funding, or priorities. 
Again, this is not a criticism of 
staff but a reflection on why this 
request was not offered at any 
point in my patient journey, 
despite being my original request. 
 
To conclude, I would like to have 
been able to say that the 
experience ended on a positive 
note. Indeed, some people 
reading this account might even 
conclude that the ward saved my 
life and prevented something 
much worse than the experiences 
recorded here – perhaps suicide 
or some form of extreme self-
harm. At least, this seems to be 
the conclusion that my parents 
have come to in the account. 
However, I still find it difficult to to 
see it that way. Coming out of 
hospital, I was emotionally and 
socially crippled. I had lost 
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An old, bald man, with the shakes, 80 

who speaks with a voice 
registering perpetual 
dissatisfaction in his thin, nasal, 
heavily accented, tone. He doesn't 
usually speak to you, but he 
comes over to you this time. He 
points at you. It’s your hell: you 
live in it!  You ask him about it 
much later and he says he has no 
recollection of saying this. 90 

 
There is one nurse who you 
thought said to you would be beat 
up by the new inpatients. When 
you see him again, you ask him 
what he meant by that. He looks 
at you bemused. He shakes his 
head and looks at you again. You 
realise he doesn't even remember 
who you are. 100 

 
It’s hard to get the balance right. 
You never really know what is 
enough’. You think you can tell by 

 Went out with his friends 
later 
 
31.12.94 Not talking about 
worries so much today. 
 
 Unable to decide whether 
to go out with friends or us. In the 
end Richard made the decision as 
he was still undecided in the car. 
Seemed to have a good time. 
Dropped him off at 1.30am – 
friends.  
 
1.1.95  Said he walked past 
a couple this evening and they 
said, ‘that's the one that was done 
for child abuse’ and they gave his 
looked back at him ? 
 
14.1.95 These past few 
weeks Simon has been so happy. 
There has been no paranoia . 
When asked he says he still has it 
but that it is fading. 

Dr. Furbois,  , Dr Sheik (Dr 
Furbois Registrar), Louise M S/W, 
CPN. 
Dr. Jose. 
Dr. Kaveen – (Training Doct’) 
Simon & his mother. 
ward staff & pharmacist. 
Patient seen – Still gets anxious 
now and then. Generally well. 
Paranoia now & then. Good eye 
contact, good rapport, appropriate 
in his behavioural & emotional 
response. To start a part time job.  
Mother feels Simon can handle 
that job, he sleeps ‘OK’, generally. 
The parents confirmed his 
improvement and quite happy with 
that. 
Simon by Dr Furbois’s opinion is 
much more better, healthier. Will 
continue to take his medications. 
Not to take/abuse drugs in the 
future. 
Will be seen as an outpatient at 
Woodbrook Unit. 

something vital and was now a 
broken person (or ‘a senile old 
man’ as I describe myself in my 
mother’s diary).  
 
I would go back to smoking 
marijuana again, in much larger 
quantities than before. Whereas I 
used to take drugs to experiment, 
I now took them to escape. I was 
so depressed at times that it was 
only when I was stoned that I felt 
any genuine sense of enjoyment. 
However, a year or so after the 
events described here, my cousin 
committed suicide in a psychiatric 
ward under circumstances that 
were remarkably similar to mine. 
This precipitated another 
breakdown that was, in part, 
triggered by traumatic memories 
of when I was on the ward. 
Although I narrowly avoided being 
sectioned this time, the event 
precipitated a recovery of sorts
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‘the nurses’ reaction, but you are 
never really sure. What if this is 
part of the previous game? Or 
were they just voices in your 
head? Or did you just misinterpret 
what you heard? What if there is 110 

no game?  
 
You now walk the streets at night 
like a zombie. It is quiet now, and 
not many people around to make 
you feel paranoid. Round and 
round the quaint suburban streets, 
in a circuit. Past your old primary 
school. Past the small shopping 
precinct, with the video shop and 120 

the newsagents where you did 
your first paper round. Past the 
woods with the trim trail where 
you used to walk to school and 
where you and your friends 
smoked cigarettes, got drunk and 
took drugs. Back home. 
 

 He should be discharged 
from section & Woodbrook I to-
morrow. 
 
 Has arnold the CPN. He 
advised him to play classical, 
soothing music on his Walkman 
when he feels threatened. 
 
19.1.95 Simon was 
discharged from the ward & 
section Monday – 16th January. 
 
 
  He is much better,. He told 
Dr that he still gets the odd 
paranoia – and depression – but 
only lasts short while.  
 
 His main problem at the 
moment is getting up in the 
morning. Because he gets up so 
late he is unable to go to bed 
early – visious circle. 

Next Depo inj. due to next week. 
(23/1/95) 
Seen taken off. Sec. 3 
The CPN will give him his Depo-
inj regularly and had discussed 
with Simon during the 117 
meeting. 
Given  Procyclidine 5mg BD. 
 Flupenthixol 40 mg 5M 
(215v) 
 Trimipramine 100 mg. on 
 
 
16/01/95 Seen W/R 177 meeting 
was held, see above notes Simon 
was taken off the Section 3 of the 
MHA 1983 .  117 form was filled 
in. 

 - a religious conversion as a 
‘born-again’ Christian and a move 
to London to train as a teacher.  
 
Although this would lead to 
another breakdown, it would be 
my last major mental health 
episode and be the final contact 
with mental health services. The 
recovery was largely because of a 
long stay in an open therapeutic 
faith community in Deal, Kent. 
Finally, 6 years after the events 
recorded here, I would get 
psychotherapy, with radical and 
long-reaching effects, but which 
was not, sadly, provided by the 
NHS. Here, however, there is no 
turning point. My mother’s final 
note comments on the vicious 
cycle I appear to be trapped in – 
going to bed late, not getting up in 
time. My final entry also describes 
the feeling of going around in 
circles, symbolised by the 
nocturnal circular walk. 
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Document 9.1. Mental Health Act leave of absence form. 
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Document 9.2. Community psychiatric nursing referral form. 
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Document 9.3. Consent to Treatment review form. 
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Document 9.4.1. Discharge summary, page one. 
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Document 9.4.2. Discharge summary, page two. 
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Document 9.4.3. Discharge summary, page three. 
 



 

 214 

Document 9.5.1. Discharge plan, page one.  
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Document 9.5.2. Discharge plan, page two. 
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Document 9.6. Prescription card for depot injections. 
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CHAPTER 5. ANALYSIS 

INTRODUCTION 

The previous chapter presented the data of the thesis in the form of a multi-

layered narrative, called a ‘quadrilogue’, that depicted a pathway through an 

inpatient psychiatric unit, from admission to discharge. There were nine parts 

of the narrative in total and each part covered a different aspect of the 

inpatient process. This narrative was based on my experience of being a 

psychiatric inpatient in 1994 and presented four main perspectives on the 

experience: mine, compiled from memories, poems and notes written at the 

time and then reconstructed in the form of a second-person narrative; my 

mother’s, told through her diary that she wrote during the time just before I 

was admitted; that of the clinical team, reported through my NHS clinical 

notes; and that of the reflective voice, compiled from research diaries and 

through conversations with supervisors, colleagues and family members 

during the research process.  

The quadrilogue was generated in response to the thesis research 

questions. The primary thesis question was: what is an authentic 

representation of madness? A secondary question, related to the first and 

overlapping with it to some extent, was: what does an authentic 

representation tell us about the social context in which madness is treated? 

This chapter outlines the method I used to answer these questions. I begin 

by discussing different analytic methods and the rationale for my choice of 

reflexive Thematic Analysis (TA). I then describe how this method was 

applied to the narrative through the coding process. Finally, I explore how 
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three main themes (double binds, mis/recognition, despair) were generated 

from the coding process.  

 

5.1 Analysis Framework and Method 

5.1.1 Choice of Thematic Analysis  

The data will be analysed using an abductive TA approach. TA is a method 

frequently employed in health and social science research in order to 

systematically identify important patterns across the data that might be 

interesting or important to the research focus or question (Braun and Clarke, 

2006). One danger in the analysis is that the dialogical approach taken by 

the thesis needed to avoid becoming over-prescriptive and ‘monological’. As 

Frank (2005) elaborates, ‘Monological research imagines the words of 

research participants as raw material for its analyses. Qualitative researchers 

are unfortunately prone to adopt the quantitative researchers’ usage of 

referring to “raw data,” suggesting that the true value of the final report lies in 

the process of refining, finishing, and, one could even say, civilizing this raw 

material’ (p. 90). Thus, there was a balance that needed to be maintained in 

the analysis: between allowing the narrative sufficient space to ‘breathe’ 

(Frank, 2010), whilst also enabling a systematic relation of ‘data’ to theory, 

and vice versa, in order to say something meaningful about madness and its 

treatment in social context. As there is no set way of doing TA (Clarke and 

Braun, 2018), this allowed for some degree of flexibility in how the analysis 

was applied, avoiding an over-prescriptive monologicalism described by 

Frank (2010). 
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Several other approaches were also considered, including Discourse 

Analysis (DA), Narrative Analysis (NA), Grounded Theory (GT) and 

Interpretative Phenomenological Analysis (IPA). GT was discounted on the 

grounds that the coding procedure is rigorously prescriptive and thus 

potentially too monological for the dialogical approach taken in the thesis. 

Although IPA has been used in conjunction with autoethnography and 

narrative approaches (see Allen-Collinson, 2011), the theoretical position 

underlying IPA makes assumptions regarding the authenticity of self and 

society that are not consistent with the non-essentialist, ‘tactical’ perspective 

on self and authenticity taken by this thesis and discussed in Chapter 2. DA 

was appealing on the basis that it analyses both the processes of how ‘talk’ 

is transformed into discourse and the discursive functions underlying talk 

(Parker, 1990). Some variants of DA linked with Foucauldian theory also 

allow for an analysis of discursive power (Hook, 2001), particularly in terms 

of institutions such as psychiatry and how psychiatric subjects are 

constructed in discursive formations (Iliopoulos, 2012). However, DA was 

rejected on the basis that the focus on discourse alone was too limited for 

the scope of the thesis; whilst I was interested in showing how psychiatric 

practices might transform the patient subjectivity into particular discursive 

formations, I also wanted to show how pivotal roles and actions also 

contributed to the construction of a psychiatric subject beyond a focus on 

discourse alone. Ultimately, because action and personal subjectivity in DA 

is often reduced to a too narrow conception of discourse (Parker, 2013), I 

thought DA would be too limited for the purposes of this thesis. 
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Autoethnography is considered a form of narrative inquiry (Bochner, 

2001). Narrative Analysis (NA), on the other hand, is a more explicit method 

of analysing and discussing the products of narrative, particularly in terms of 

the main narrative’s (and narrator’s) content and structure (Riessman, 1993). 

Like TA, there is no set way of doing NA and the form and function of the 

analysis will depend on the epistemological assumptions underlying the 

research and the research question itself (Etherington, 2004). For example, a 

structural NA approach might look at how a story is structured and what is 

disclosed or omitted in the central narrative, whilst a constructionist version 

of NA might look at how different narrators in the story are positioned (and 

how they position themselves) within the narrative itself (Riessman, 1993). 

As a methodology of narrative analysis, autoethnography can be applied on 

the basis of different epistemological assumptions (Chang, 2008).   

However, a narrative methodology need not be analysed using a strict 

form of NA (Frank, 2005). One of the drawbacks of using NA for mental 

health research is that the central focus of NA is on the story itself, largely to 

the detriment of other factors such as discourse, power and role (Russo, 

2016a). Whilst these elements of discourse and role might be considered 

important in NA as a by-product of narration, they are considered secondary 

to the analysis of the function and form of the narrative itself (Riessman, 

1993). This thesis is looking at how a particular subject is constructed in 

particular discourses alongside personal experience and as it occurred in a 

context dominated by the powerful discursive form of psychiatry. It is not just 

looking at the narrative expression of these discursive formations.  
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Another weakness of NA is that it is assumed to be supported by 

narrative theory. Whilst there are many variations of how narrative is 

understood and the form the analysis takes may differ according to the 

context in which the research takes place (Ethrington, 2004), one of the key 

assumptions is the story’s linearity in terms of beginning, middle and end, 

along with an analysis of the development of a person’s story across the 

lifespan (Riessman, 1993). As discussed, it is very difficult to assume 

linearity or tight narrative structure in madness and any attempt to do so risks 

imposing too much upon the data (Stone, 2004). Also, rather than providing 

a life-history approach to the events described in the data section, this thesis 

is looking at the events within a very concentrated time period. I am thus not 

considering broader narrative constituents of the main participants in the 

data and so an NA method would not allow for a detailed analysis of the data 

itself. Finally, the implicit assumption of narrative theory on the authenticity of 

self (Bochner, 2001) is inconsistent with this thesis’ approach, which troubles 

the relation between authenticity and narration.  

For this thesis therefore, TA has a number of advantages over NA. It 

is both interpretative and descriptive and so enables an analysis of both 

semantic themes (i.e. the explicit and surface meanings of what is said 

without interpretation) and latent themes, ‘the underlying ideas, assumptions, 

and conceptualisation – and ideologies - that are theorised as shaping or 

informing the semantic content of the data’ (Braun and Clarke, 2006, p. 84). 

As this thesis is both seeking to describe the experiences of madness and 

consider some of its underlying social determinants, TA is well-suited to the 

core aims and focus. Finally, unlike NA, TA is atheoretical, although theory 
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can, and should, support the analysis in an informed way (Clarke and Braun, 

2019). Thus, TA gives my approach more flexibility in terms of using theory 

outside of a narrow narrative lens. As the theoretical approach outlined in 

Chapter 2 is sceptical about the possibilities of exclusively narratological 

understandings of human phenomena, particularly in madness, it would be 

inconsistent to adopt wholesale a narrative analytic approach in this section. 

 

5.1.2 Thematic analysis and abduction  

TA can be applied deductively (i.e. ‘top-down’, applying pre-existing theory to 

the data), or inductively (i.e. ‘bottom-up’, data-driven) in terms of analysing 

data (Clarke, Braun and Hayfield, 2015). A third possibility is offered by the 

abductive tradition (Tavory and Timmermans, 2014). An abductive approach 

entails relating emergent data back to concepts and theory with the intention 

of extending, clarifying or challenging pre-existing concepts, whilst also 

relating theories back to the data in order to inform subsequent data analysis 

and theming (Clarke and Waring, 2018). A key purpose of this thesis is to 

relate some of the main themes of the narrative to existing critical theory, 

whilst also looking at how the data may inform the development of new 

understandings on psychiatric practice. The abductive tradition, compatible 

with TA, thus allows for a dialogic approach between theory and data 

(Tavory and Timmermans, 2014) that is consistent with the focus of the 

thesis. 

In addition, the decision to use TA was based on the need to identify 

and extract key themes that speak across perspectives and provide 
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meaningful patterns across the four main sources. An abductive thematic 

analysis was thus used to search the data for repeated patterns of meaning 

that could then be grouped according to themes and related to existing 

theory. Consistent with an abductive approach (Clarke & Waring, 2018), 

these themes, once identified from the data, were then related to existing 

theory, including the theory discussed in Chapter Two in relation to the 

difficulties of establishing the concept of authenticity and the limits of mad 

narratives to speak about madness. As the question of authenticity and first-

person voice is a highly contested issue that needs to employ authenticity in 

a ‘tactical’ way with madness narratives, it also necessitates a significant 

engagement with theory prior to analysis. An abductive approach thus allows 

for a more flexible, ‘tactical’, engagement with theory in a way that more the 

rigid inductive, or the looser deductive, methods would not allow. 

 

5.1.3 Latent thematic analysis and reflexivity 

A latent thematic analysis was also used (Clarke and Braun, 2018), whereby 

the analysis goes ‘beyond the semantic content of the data, and starts to 

identify or examine the underlying ideas, assumptions, and 

conceptualizations - and ideologies - that are theorised as shaping or 

informing the semantic content of the data’ (Braun and Clarke, 2006, p. 84). 

This form of TA has been called ‘reflexive TA’ by Braun and Clarke (2019). In 

other words, themes are not ‘discovered’ as they ‘emerge’ from the data but 

are actively created through the process of organising and analysing the 

sources of data as a whole. This process includes the use of theory and 
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reflexivity as analytic tools in the development of the main themes, as the 

analysis proceeds (Clarke and Braun, 2013).  

This approach was necessary because the nature of the research 

question itself and the type of data some of the thesis was using (i.e. data 

derived from personal experience). More importantly perhaps, the research 

question is looking at different representations of madness and what these 

representations tell us about how society deals with madness. A latent, 

reflexive approach is useful as an analytic method because it allows for an 

analysis of the discursive patterns that were constitutive of the ‘me’ that had 

these experiences, and the overlaps between the different discursive 

constructions of ‘me’.  

A key analytic tool in this process of developing latent themes was the 

use of reflexivity. Reflexivity is defined as the way a researcher attends to the 

process of knowledge construction, particularly in terms of how the data 

impacts upon them (Clarke and Braun, 2013). Reflexivity is a concept that is 

allied to interpretative notions of reality and thus assumes an engagement 

with data at a latent, rather than at a semantic, level (Clarke et al., 2015). It is 

also a vital and indispensable component of autoethnography because of the 

method’s use of personal experience and it is then utilised as ‘data’ in the 

consideration and analysis of social context (Ellis, 2004).  

However, in terms of my thesis, the use of reflexivity was also a way 

of managing myself in the process of looking at very difficult emotional 

material. The memories were considerably painful and sometimes traumatic, 

and it was often a challenge to consistently return to them. Analysing these 
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very painful experiences also required a degree of personal strength 

alongside the reflexivity that gave me some capacity to consider the 

experiences according to a wider lens, for example, in terms of different 

perspectives and discourses on the experiences. It also necessitated a 

closer working with my supervisors to ensure that this process did not 

become overwhelming, and that I was able to maintain an appropriate level 

of academic distance to the material.  

 

5.2 Analysis of the Narrative 

5.2.1 Coding the data 

Given the issues discussed above, it was therefore appropriate for me to 

identify latent themes across the four perspectives according to the steps 

outlined by Braun and Clarke (2006). These steps provide a broad guideline 

and flexibility is required in terms of how these steps are applied to the 

specific data, research methodology or research question (Braun and Clarke, 

2019). The steps outline by Braun and Clarke (2006) can be outlined in the 

following way: 

1. Familiarising yourself with your data: transcribing data (if 

necessary), reading and re-reading the data, noting down initial 

ideas. 

2. Generating initial codes: coding interesting features of the data in 

a systematic fashion across the entire data set and collating data 

relevant to each code. 
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3. Searching for themes: collating codes into potential themes and 

gathering all data relevant to each potential theme. 

4. Reviewing themes: checking if the themes work in relation to the 

coded extracts and the entire data set. 

5. Defining and naming themes: ongoing analysis to refine the 

specifics of each theme, and the overall story the analysis tells, 

generating clear definitions and names for each theme. 

6. Producing the report: selection of extracts for final analysis, 

relating back of the analysis to the research question and 

literature, and producing a scholarly report of the analysis. 

Although these steps were followed in a fairly consistent way, I 

needed some flexibility in how I approached the analysis of the data in line 

with both the methodology and the theory underlying the choice of 

methodology. This is especially relevant in terms of my thesis: the 

quadrilogue is an autoethnographic methodology that requires a significant 

degree of adaptation with regards to traditional methods of data collection 

because of the use of personal experience as primary data alongside other 

sources. However, the data in the quadrilogue presents more unusual 

challenges in that it combines both ‘evocative’ depictions of personal 

experiences alongside traditional social science data sources such as diaries 

and medical notes. These sources were constructed according to different 

purposes (e.g., my mother’s perspective via her diary, which she told me was 

for the purpose of containing overwhelming emotions; whilst the clinical 

notes are legal documents and statutory requirement for NHS staff to record 

clinical information) and so needed a flexible method to respond to these 
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differences (Chang, 2016). Likewise, the development of the methodology 

was closely tied to theoretical positions including narrative (e.g. Frank, 2005, 

2010) and critical theory (e.g. De Certeau, 1984; Spivak, 1988, 1990). These 

theories emerged from discussions around the insufficiency of narrative and 

concepts such as ‘authenticity’ in Chapter Two, emphasising the fluid, non-

essentialist nature of the self (Spivak, 1990; Wright, 2002), especially for 

experiences such as madness (Stone, 2004). Given these challenges, a 

more interpretivist stance was taken (Clarke and Braun, 2019). 

This flexibility related to both the stages of initial coding and in terms 

of developing the wider themes. For example, Step 1 (‘Familiarising yourself 

with your data’) is complicated by the fact that the data is based on my 

personal experience. My closeness to the data, in terms of it being drawn 

from my experience (either directly through my account, or indirectly through 

mother’s diary and NHS notes), necessitated a process of de-familiarisation 

in terms of separating myself from the events of which I had prior knowledge. 

However, alongside this, it also required a process of familiarisation. For 

example, I had to read other people’s experience of me, including my 

mother’s diary and the clinical notes. As I had not read either of these 

sources in any particular depth, it was like coming to them for the first time. 

However, they were not quite unfamiliar either, as I could remember some of 

the events depicted, even if, at times, they differed to my recollection in 

minor or major ways.  

Thus, my experience of aspects of the data, most notably the 

depictions of me as represented in the notes and in my mother’s diary, were 
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not straightforwardly familiar or unfamiliar. As Chang (2008) has observed, 

such challenges can arise in autoethnography when other sources are used 

alongside personal experience as data. However, ambiguity with regards to 

personal experience data was further complicated for me in terms of my own 

experience of the events. These experiences had taken place many years 

ago but, due to their extreme nature, were also unfamiliar to me. As many of 

the experiences took place when I was ‘not in my right mind’, they were 

therefore strange and unfamiliar to me at the time of experiencing them. 

They were thus never really ‘familiar’ to me in first place.  

This dual relationship of familiarity and de-familiarity to the data thus 

made this step very complicated and could perhaps be better described as 

(de)familiarisation, i.e., a familiarity that was, at the same time, deliberately 

made unfamiliar. In order to support this process of (de)familiarisation, I kept 

a research diary with my reflections and observations on the data as it 

occurred to me during this process. These personal reflections were 

supplemented mainly through discussions with my supervisors and other 

colleagues.  

However, it was also supported through feedback when I presented 

the material at conferences and at seminars, as well as conversations with 

colleagues and peers, friends and family members. As an example of this 

process, at one conference I presented the ward round episode in Part 3 and 

one psychiatrist, in particular, took umbrage. He was particularly concerned 

with my interpretation of the ward round, especially with my description of the 

doctor ‘running away’ and the implication that this psychiatrist’s behaviour 
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was ‘intimidating’ rather than ‘concerned’. Although I felt the psychiatrist’s 

response was overly defensive, perhaps on the basis of professional 

camaraderie, it led to an engaging discussion about such things as the role 

of interpretation, differences of perception, how medical interventions may 

exacerbate tensions etc. From this, I was able to see that the data and 

method was interesting to peers and colleagues; it was challenging and likely 

to provoke discussion and debate; and could provide useful in terms of an 

educative tool. It also encouraged to be more reflexive with the data, 

particularly with regards to seeing other people’s perspective on the data.  

These ongoing reflections crystallised into a separate ‘voice’. Whilst 

the material of the other three ‘voices’ in the quadrilogue (Simon, mother, 

clinical team) had already been synthesised, the fourth ‘voice’ summary of 

these reflections was eventually synthesised to become the fourth voice of 

the researcher in the quadrilogue. This fourth voice was situated alongside 

the other three voices in the quadrilogue, providing a form of early analysis 

and reflection. When I began the formal process of analysing the data, I 

returned again to this fourth voice in order to begin identifying initial themes 

and patterns that had already been constructed from this voice.  

Important themes were thus already being identified from this early 

stage. Having collated the quadrilogue along with the researcher’s reflective 

voice, I began to analyse the data relating to the three perspectives of 

patient, mother and clinical team in more detail in order to start to identify 

portions of the text that could fit more discrete units of code. This stage 

corresponded with Step 2 (Generating initial codes) outlined by Braun and 
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Clarke (2006). I did not code the researcher voice because, to some extent 

at least, this voice was already part of the analysis in terms of providing an 

extended reflection and commentary on the data itself. Therefore, having 

gained some idea of what the important themes may be, I went through each 

of the three perspectives in the nine sections of the data systematically, 

coding sections which were relevant or salient according to initial 

impressions that were named with a short piece of text. Whilst the fourth 

voice in the quadrilogue initially provided a lens to focus the process of 

coding so that the most salient aspects of the data could be gleaned 

according to these reflections, during this stage of coding the data from the 

researcher voice was set aside in order to allow a fresh perspective on the 

data.  

During this process I used what Jackson, Backett-Milburn and Newall 

(2013) call ‘emotional reflexivity’, which they describe as the researcher’s 

focus on the impact of the work on them at an emotional level during the 

process of conducting the research and analysing the data. At this stage, the 

work became exceedingly difficult: I found myself becoming emotional in 

response to reading the material, often weeping at my computer screen. I 

sometimes felt a keen sadness towards my younger self and overwhelming 

grief at the cost this series of events had had for me. I felt anger towards my 

parents, that they abandoned me to the inpatient, so quickly in my opinion, 

and were then so gushing in their praises of the ward. I also felt considerable 

anger towards the mental health service in general, and towards some staff 

members in the hospital in particular. 
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The process reminded me of a play by Winship, Hall and MacDonald-

Winship (2014) based on Bion’s (1997) war memoirs, that I was fortunate to 

see at the time of analysing the data. In this dramatic reconstruction, old 

Bion, now in his 80s, encounters his younger self, on demob from his 

experiences of the horrors of the First World War. Older Bion berates his 

younger self, calling him ‘flatulent’ and ‘priggish’. His younger self seems 

nonplussed by this, and almost amused. However, both older self and 

younger self share the trauma of what happened. When watching the play, 

and subsequently reading the passage from Bion’s (1997) memoirs, I was 

struck by how this ‘trauma’ of losing my mind and being sectioned, and the 

impact it had had on me, seemed to provide a bridge between my old and 

younger self. It enabled me, perhaps, to be more reflective and even 

compassionate. I found myself feeling pity and guilt towards my mother, 

through what she had gone through watching me suffer, with her sense of 

desperation and powerlessness and her feelings of grief at the ‘loss’ of her 

son. I could also see that staff were often placed in impossible positions, 

which I could not appreciate at the time. I remembered the patient at the end, 

who helped me and made me feel safe, even when I was unable to 

reciprocate. Towards the end of the process, I felt something of an echo of 

Bion’s older self: ‘in the end you will live a life filled with knowledge and you 

shall accept your burdens as a source of strength’ (Winship et al., 2014, p. 

11). 

All of these reflections added to the process of coding. The coding 

frame itself is provided in Appendix 3. These codes were initially used as 

markers to anchor the relevant piece of text with signifiers that captured 



 

 232 

some important aspect of the data. Once the complete data set had been 

coded in this way, I went back over from the start of the data again, recoding 

sections according to how they corresponded to data that occurred later in 

the narrative. These codes became broad ‘central organising concepts’ 

(Braun and Clarke, 2013) underpinning and uniting the apparent disparate 

observations and capturing the implicit meaning the data alluded to, but 

which was consistently present throughout the narrative as a whole. This part 

of the process corresponded broadly with Step 3 (Searching for themes: 

collating codes into potential themes and gathering all data relevant to each 

potential theme) of Braun and Clarke’s (2013) guidelines, with the important 

caveat that extracts from the data were not gathered into their respective 

themes, but the themes mapped across the data as a whole. This was to 

maintain the narrative integrity of the data and to avoid a ‘monological’ 

(Frank, 2005) approach to data analysis that separated different elements 

without maintaining the integrity of the data as a whole. 

 

5.2.2 Generating themes 

Following the coding of all nine sections, the codes were then reviewed in 

light of the full data set and the codes organised into preliminary themes. 

This corresponded to Steps 4-6 of Braun and Clarke’s (2006) guidelines. 

Themes were first identified as appropriate ways of describing patterns of 

codes that were similar in nature. For example, there were frequent 

occurrences of codes called ‘double binds’ and these codes described 

circumstances when people in the narrative seemed to find themselves 
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placed in ‘no win’ situations. However, there were also codes (e.g. ‘internal 

contradictions’) whereby a form communication could be characterised as 

containing contradictory or conflicting messages. Whilst reading critical 

theory alongside the coding I came across Gregory Bateson’s (1972) theory 

of the double bind which appeared to capture perfectly these instances of no-

win situations revealed through contradictory communication. In discussion 

with supervisors, we agreed that this theoretical framework was a good fit for 

the coding of these particular instances in the data. Thus, the first theme was 

created: double binds. 

Having identified ‘double binds’ as a preliminary theme, I then 

returned to the data set to search for other patterns that could be constructed 

into other themes. Another frequent occurrence in the coding was instances 

when people in the narrative interpreted the meaning of situations, or other 

people’s communications, in ways that appeared to be at odds with other 

people’s interpretations of the same situation. For example, in my narrative I 

often imbued events with a particular signification that reflected a certain 

view of the world that did not appear to be shared by others (e.g. interpreting 

the events of the ward round in Part 3 as a fatalistic intervention by evil 

spirits; interpreting neighbours’ conversation as evidence there was a 

conspiracy against me and my family.) These events were coded in various 

ways such as ‘projections’, ‘paranoia’ or ‘mistrust’ and reflected instances of 

a framework of meaning imposed onto events to give them a certain 

interpretation.  
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However, I noticed that this was also present in the clinical team’s 

account, albeit in the form of psychiatric language and terminology imposed 

on my and my mother’s experience. For example: in Part 2, the psychiatrist 

used the signifier ‘despair’ but treated the symptom in terms of a psychiatric 

category without checking my meaning; in Parts 2, 3 and 4 the psychiatric 

assessments frequently focussed on my behaviour in other institutional 

contexts such as school, often without a clear relevance to my presenting 

problem. These particular events in the narrative were coded in various 

ways, such as ‘diagnostic transformations’, ‘coercion’ and ‘institutional cross-

checking’. Finally, I also observed that my mother employed similar tactics 

whereby past events in my life were reinterpreted by her in certain ways, 

such as signs of medical illness. These were coded in the analysis with 

codes such as ‘interferences about causality’ and ‘search for meaning’.  

As I progressed in the coding through the narrative, these events were 

labelled ‘misrecognition’ as this seemed to be an appropriate signifier for a 

theme that described the numerous discrepancies in meaning that occurred 

between the different accounts, and thus became the working title of the 

second theme. However, in discussing the theme with my supervisors, I 

quickly realised that the term ‘misrecognition’ was not quite exact enough: it 

implied that what had occurred in the narrative was the misconstrual of an 

‘essential’ meaning that these other interpretations had somehow ‘missed’. 

However, as I argued in Chapter 2, it is not desirable (or even possible) to fix 

an essential meaning in this way. After reading more theory, in particular 

Lyotard’s (1983) concept of the differend, I realised what was occurring 

appeared to be much more fundamental and that particular ways of 
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understanding the world (e.g. psychiatric) were being imposed on others 

(mine and my mother). Even worse, it was impossible for me and my mother 

to express our complaints in the terms dictated by the discursive framework 

of medico-legal psychiatry. Thus, any attempt at ‘recognition’ was bound to 

lead to increased suppression and domination, or ‘mis/recognition’. Indeed, 

this realisation that there is a violence inherent within psychiatric discourse 

that creates a schism within the act of recognition led me to re-label the 

second theme with the oblique between ‘mis’ and ‘recognition’. 

 For the third theme, I noticed that there was a significant focus in the 

narrative on affect, revealed through the coding, mostly of a negative nature. 

In the clinical notes, this was either described as an absence of affect (e.g. 

‘negative symptoms of schizophrenia’; ‘emotional flatness’) or the presence 

of ‘anxiety’ or ‘depression’. In my account, my main affect state was 

characterised by me early on as ‘despair’, although I also mentioned ‘fear’, 

‘terror’ and ‘dread’. My mother’s account made frequent reference to affect 

as well, and this was either her descriptions of my affect state that employed 

medicalised signifiers (‘paranoia’) or the use of her own words (‘disturbed’).  

That negative affect was important in the narrative, and a frequently 

occurring code, was thus undeniable. The question for me was deciding 

which aspect was the most significant for the thesis and how best to group 

these codes into a theme that best captured the experience. During 

discussions with my supervisors, I identified that all of these instances could 

be captured by the word I initially used at the beginning of the narrative to 

describe my experiences: despair. Further reading into this concept revealed 
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that there was a paucity of theory using this signifier in the mainstream 

psychiatric literature, but that it had been covered to some degree by 

existentialist and psychoanalytic writers. Significantly, these writers not only 

talked about the despair in psychosis, but the despair generated by 

psychosis. It therefore fitted as a descriptor across all the three accounts in 

the narrative. I had thus identified the third and final theme of the thesis. 

 

5.3 Discussing the Themes 

In the following three Chapters, I will be discussing the three themes 

generated from the analysis of the narrative: double binds, mis/recognition 

and despair. In order to relate the data to the research literature and back 

again, I will be referencing particular sections in the narrative: Parts (1-9), 

accounts (Simon, Mother, Clinical Notes), along with the line numbers of 

specific text. All references to the narrative will thus be accompanied by 

these three pieces of identifying information. For example, a reference to text 

in my account in Part 3 at lines 2-3 would be represented in the following 

way: S3:2-3. Along with this, I will also be referring directly to the documents 

that append each Part. 

 

SUMMARY 

This section outlined the method I used to analyse the data in the narrative, 

namely reflexive thematic analysis. I outlined the rationale for choosing this 

approach against other alternatives. I then described the steps involved in 
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the analysis, from coding the narrative to producing the main themes. Three 

themes were eventually constructed from the data: double binds, 

mis/recognition and despair. The next three chapters will discuss these 

themes in more detail.  
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CHAPTER 6. DOUBLE BINDS 

INTRODUCTION 

In the last chapter, I discussed my analysis strategy. I began by identifying 

several different possible approaches to analysing the data, before arguing 

for the use of reflexive Thematic Analysis (TA) as the best fit for the thesis 

methodology. I also argued for an abductive use of TA which involves 

relating the data to existing theory and vice versa, as opposed to using an 

exclusively, ‘bottom-up’ inductive approach or a ‘top-down’ deductive form of 

TA. I then described my application of TA to the data in the narrative, 

including the coding procedure and my use of reflexivity and theory. Finally, I 

discussed how the main themes were generated from the coding and 

through the use of theory. The analysis resulted in three main themes in 

total: double binds, mis/recognition and despair.  

In the next three chapters I will be discussing each of these three 

themes in detail, with a different theme per chapter. In this chapter, I will be 

discussing the first theme generated from the data: ‘double binds’. I begin 

with a clarification of the term ‘double binds’, before moving onto providing 

an outline of the most significant theoretical treatment of the concept, 

Gregory Bateson’s (1972) double bind theory, considering the ways the 

theory has been applied in organisational health research. I will then move 

onto the narrative itself, isolating several incidents where double binding 

communication was consistently evident. The chapter is organised according 

to these incidents and include admission, transfer to the ICU, ECT and 

discharge. It should be noted that these examples are neither exhaustive nor 

comprehensive, as a full outline would be well beyond the scope of this 
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chapter. However, these examples represent the clearest moments of when 

double binds were most prominent in the narrative. 

 

6.1 Double Binds 

The term ‘double bind’ is often used colloquially to refer to situations where 

people feel pulled in different and irreconcilable directions, particularly with 

regards to decisions that can be characterised as “catch-22” or “damned if 

you do, damned if you don’t”. An example would be the fate of Field Marshal 

Rommel at the hands of the Nazi regime: Rommel was given a choice 

between committing suicide privately in return for assurances that his 

reputation would be preserved and his family avoiding persecution, or a trial 

where he faced public disgrace and execution. This situation is a double bind 

in the sense that whatever Rommel chose, the end result would be the same 

(death). Another example would be the position of voters in a first-past-the-

post electoral system where the party they support has very little chance of 

winning in their constituency: they could either vote for a party that does not 

represent their needs (but may contribute to the loss of their main adversary 

through a ‘tactical’ vote), or vote for their own party but effectively ‘waste’ 

their vote. 

 Turning to the data, there are many situations where people in the 

narrative find themselves in these “catch-22” situations. For example, I 

needed help but the care offered by the mental health system was restrictive; 

my mother often seemed to be torn between caring for me and keeping the 

mental health team informed of what was going on; the mental team clearly 
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wanted to help me but it is unlikely that their preferred method of treatment 

would have been forced restraint or involuntary detention. Taken together 

therefore, going mad in the narrative appeared to force “no-win” situations on 

all main communicants.   

 However, in social theory the concept of ‘the double bind’ refers more 

specifically to communication patterns characterised by incongruences and 

not just to “no win” situations. Developed originally by Bateson, Jackson, 

Weakland and Healey (1952) following their research into family 

communication in schizophrenia, the double bind theory describes the effects 

of ‘two contradictory injunctions at different levels of communication, 

involving two parties or entities, where it is not possible either to name the 

contradiction or to escape it’ (Bateson, 2005, p.16). In other words, double 

binds are not just ‘catch-22’ situations whereby people are caught between 

conflicting decisions but are the result of injunctions placed upon 

communicants that are inherently contradictory at multiple levels of 

communication. As I will show throughout this chapter, there are frequent 

examples of such communication patterns in the narrative.  

In Bateson’s (1972) classic formulation of the double-bind, six 

interrelated characteristics of a double bind situation are highlighted, each of 

which need to be present for it to constitute a double bind. These are 

outlined below and represented schematically in Figure 1: 

1. Two or more communicants. It assumed that the relationship 

between communicants is significant and intense. Although this has 

commonly been interpreted as two people, it can apply to any entity 
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involved in an interaction (Bateson, 2005). In Bateson’s (1972) 

original theory, one of the communicants was identified as the 

‘victim’ or ‘recipient’ of the other communicant’s messages.  

2. Repeated exposure. The double bind describes a pattern of 

behaviour enacted over long period of time in the experience of the 

recipient, not merely one-off interactions. 

3. Primary negative injunction, enforced by threats of punishment or 

signals that threaten survival. The negative injunction involves a 

requirement to act in a certain way (e.g. ‘do not do this/do this, or I 

will punish you’) and punishment may involve either the expression 

of hostility or the withdrawal of love or affection. 

4. A secondary negative injunction that conflicts with the first, also 

enforced by threats of punishment or signals that threaten survival. 

The secondary injunction is often communicated implicitly (e.g. 

nonverbally) and forbids the recipient from identifying the original 

injunction (e.g. ‘I am not the punishing agent’). 

5. A tertiary negative injunction that prevents the victim from 

withdrawing from the situation. It is assumed that escape is 

impossible because of the repeated exposure to the interactions, or 

because the recipient is unaware of the double bind situation and 

so cannot comment on its existence. 

6. Double binding becomes self-perpetuating and no longer requires 

the full set of ingredients in order to function. The effects of the 

double bind may therefore be enacted in different contexts to the 
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original relationship or may become internalised in the recipient’s 

experience.  

Figure 1 Bateson’s (1972) double bind theory 

 

 The final step (‘double binding becomes self-perpetuating’) is crucial 

here, because it implies that the perception of double binds becomes 

habitual in the experience of the ‘victim’ and this way of perceiving gets 

carried through into subsequent interactions (Bateson, 2005). Indeed, 

Bateson (1972) suggested that what psychiatrists called the symptoms of 

psychosis were internalised, experiential representations of double binding 

communication so that ‘the pattern of conflicting injunctions may be even be 

taken over by hallucinatory voices’ (p. 208). In other words, viewing the 

content of symptoms such as auditory and visual hallucinations, paranoia 

and unusual beliefs could provide evidence of double binds.  

 For this theme, I argue that double binds, formulated in the terms 

outlined by Bateson (1972) are present throughout the narrative in terms of 

the communication between different communicants. I will be showing 
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discrete examples from the data of when these types of communication 

occurred. By ‘communicants’ I am referring here to the three main voices in 

the data of the quadrilogue: myself, my mother and the clinical team. I also 

recognise, along with Laing (1969), that ‘double-binds can be two-way’ (p. 

147). However, it is also worth noting that Bateson (1972) did not 

characterise communicants as ‘individuals’ but as ‘entities’ in an interacting 

system. Rather than target specific individuals therefore, I will be showing 

how the ‘entity’ of the mental health system produces and replicates double 

binding forms of communication. In other words, it is not just that double 

binding communication occurs in the mental health system between 

communicants (and thus can be considered one or two way); doubling 

binding frames the interactions that occur and is thus a central feature of the 

mental health system in the narrative itself. 

 

6.1.1  Double bind theory in health research  

Since its original inception as a theory for the development of schizophrenia, 

the double bind theory has been extended from psychosis to general 

psychopathology and, beyond this, as a way of understanding skills 

acquisition and learning (Visser, 2003; Bateson, 2005). More recently, the 

double bind theory has been used as a way of understanding how 

organisations place a series of contradictory injunctions upon workers 

(Visser & van der Heijden, 2015). A number of studies have applied the 

double bind theory to organisation health contexts (Visser, 2010) using a 

variety of different approaches, including quantitative surveys (Hornung, 
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Lampert & Jürgen Glaser, 2016), focus groups (Weimand, Sällström, Hall-

Lord & Hedelin, 2016) and participant observation (Kerosuo, 2011). Taken 

together, these studies constitute a growing body of empirical research into 

what has been called the ‘organisational double bind’ (Wagner, 1978). 

 However, there are several issues with this body of research. For 

example, whether using quantitative or qualitative methods, the tendency in 

some of the empirical research into double binds is to isolate the data within 

its context and then try and extrapolate the findings to its assumed more 

universal processes or mechanisms (Cullen, 2006). However, a key issue 

with this approach is that, by isolating the phenomena to discrete units of 

behaviour, the confluence between the data and the wider social and cultural 

context is often missed (Parker, 2007). As Bateson (1978) observed, 

‘quantification will always be a device for avoiding the perception of a pattern’ 

(p. 42), particularly in situations where the context is defined by complexity or 

multiplicity such as health systems (Engeström & Sannino, 2011).  

 In examining this issue in relation to the narrative, it is helpful to revisit 

a key aspect of the double bind theory: Bateson’s (1972) development of the 

double bind theory went beyond the dyad of the interaction between two 

people to consider how the broader social ecology, as part of wider group or 

social processes, might create pathological double binds within its members 

(Visser, 2003). It may therefore be more accurate to see the double-bind as 

a theory of how ecologies or ‘minds’ function together, than just interactions 

between two people. Double binds are therefore ‘not only something that 

happens to a mind but something that happens in a mind’ (Bateson, 2005, p. 
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17) and, for that reason, is more than just a theory of the aetiology of 

schizophrenia (Cullen, 2006). Double binding processes do not reside ‘within’ 

or even between ‘individuals’: it is a function of the pressures and tensions 

that exist within a much wider socio-political system (Bateson, 2005). In this 

section therefore, I will be looking at how double binding communications 

occur across the system. 

 Such binds are often a feature of nursing practice: error reporting in 

routine practice might be a management requirement, but might also conflict 

with organisational injunctions to avoid risk-taking (Leroy et al., 2012); 

change management strategies might threaten safety protocols which nurses 

then have to implement (Kerosuo, 2011); and the application of policy 

injunctions, such as target-setting, might conflict with how nurses understand 

their roles, their understanding of organisation priorities and the availability of 

resources (Tomm-Bonde et al., 2013). When faced with such incongruences 

between policy and practice, unbearable intensity between communicants 

(usually front-line clinical staff, patients and carers) may be inevitable 

(Visser, 2010). Given this research, I will thus also be considering what 

policy drivers and political pressures in the wider ‘ecology’ of the mental 

health system may have influenced some of the communication patterns in 

my data. 

Another issue with organisational health research using the double 

bind theory is that there is often a lack of clarity or precision in terms of how 

the theory is conceptualised and applied. For example, a range of situations 

are often classified as ‘double binds’, including institutional contradictions, 
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forced choice paradigms where workers find themselves in ‘catch-22’ 

situations, paradoxes of communication and communicative incoherence 

(see Visser & van der Heijden, 2015, for a review). However, Bateson’s 

(1972) original theory conceptualised the double bind specifically as a 

communicative action composed of six elements, whereby two or more 

messages negate each other, creating a situation in which a successful 

response to one message results in a failed response to the other messages 

(Bateson, 2005).  

In order to be consistent with the original theory therefore, I am 

analysing the double binds in the narrative according to the components of 

the original theory. As I will show in the next section when I examine double 

binds in the narrative, my ‘voices’ were communicating to me in double 

binding ways before I even made contact with the mental health system. 

Alongside this, I was already viewing the world in double binding terms 

through my paranoid world-view (‘self-perpetuating’). However, what I will 

also show is that the mental health system not only inadvertently reinforced 

these internalised doubling binding terms, but in some ways actually 

extended them. The following section is divided into three sections that map 

different stages of my journey through the mental health system: pre-patient, 

inpatient and post-patient. 
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6.2 Double Binds in the Narrative 

6.2.1 Pre-patient 

My account in Part 1 provided a detailed representation of my state of mind 

before I came into contact with the mental health system. One of the key 

elements of this representation is the description of my voices. It is not clear 

from the narrative whether these ‘voices’ were auditory hallucinations or 

‘thought-like’ experiences (Woods et al., 2015) that, nevertheless, were 

experienced as something ‘other’ than my own voice. Either way, the voices 

were derived from literary sources that I had been reading at the time. These 

included the poems of T.S. Eliot and Jim Morrison, and the writings of Franz 

Kafka and Friedrich Nietzsche. In the narrative in Part 1, the voices are 

represented as fragments from the original works that are then connected 

together as a string of phrases that form a new web of associations. The 

voices in Part 1 can thus be represented in the following way as discrete 

voices or ‘personas’ (Woods et al., 2015): 

1. Meeting you at your parent’s gate… We will tell you what 

to do… What you have to do…To survive. (Morrison, 

1990) 

2. Because I do not hope… Because I do not hope to turn… 

Because I do not hope. (Eliot, 2004) 

3. The dogs are still playing in the yard… but the quarry will 

not escape them… never mind how fast it is running 

through the forest already. (Kafka, 2004) 

4. Reflected from my golden eye… This dullard knows that 

he is mad… Tell me that I am not glad! (Eliot, 2004) 
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5. Everyone is very kind to A… More or less as one tries to 

guard an excellent billiard table… Until the time when the 

great player comes… Who will carefully examine the 

table… Will not put up with any damage done to it 

previously… but then, when he himself begins to play, 

lets himself go… Wildly, in the most inconsiderate 

manner. (Kafka, 2004) 

6. When you look long into the abyss… The abyss also 

looks into you. (Nietzsche, 2003) 

 In the context of the narrative, all these voices or personas 

communicated in double binding ways. For example, the presence of threat 

was there in all six voices, either explicitly (voices 3, 4 and 5) or implicitly (1, 

2 and 6). There was also conflict between primary and secondary injunctions 

between different voices. For example, Voice 1 offered some form of solace, 

which was contradicted by the other voices (2, 5 and 6) denying that escape 

or survival was possible (the tertiary injunction). A conflict between primary 

and secondary injunctions was also represented within individual voices 

themselves. For example, Voice 5 presented an appearance of kindness and 

protection that was then revealed to be the prelude to an advanced form of 

punishment.  

Therefore, the content of the voices suggested that double binding 

process were already present in my experience at the time. In Bateson’s 

(1972) terms, this indicated that the double bind had become self-

perpetuating in my experience: I was already experiencing the world in 
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double binding patterns and so therefore double binding was likely to be 

replicated in my subsequent interactions with the world. This point was 

further reinforced by my mother’s account in Part 1, which also provided 

evidence of double binding communication. For example, in her description 

of my attempts at help-seeking the primary injunction, which could be 

expressed as ‘we respect his autonomy’ (M1:15-18), was directly 

contradicted by the secondary injunction which could be expressed as ‘we 

will talk with his GP about him, without him knowing about it’ (M1:12-18). 

That she continued to pressure me to seek help, or even seek help on my 

behalf in my absence (M1:13-17), suggested a tertiary injunction that could 

be expressed as no escape from the pressure to seek help from statutory 

services and a withdrawal of care that would result from the intervention of 

services with them taking over some aspects of the caring role. 

The narrative at this point therefore suggested a context whereby 

double binding injunctions had become self-perpetuating in my experience 

and had become a feature of the communication between me and my 

mother. Such was the representation of my experience prior to any 

interaction with mental health services. At the time of first contact with the 

mental health services therefore, Step 6 of Bateson’s (1972) original theory 

had become Step 1. This situation is represented schematically below in 

Figure 2. 
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Figure 2 Adapted version of Bateson’s (1972) double bind theory. 

 

 What becomes quickly apparent however, is that double bind 

situations also became a feature of the communication between the mental 

health team and me. The first example of this was during the first meeting 

with the psychiatrist when I ‘denied feeling depressed’ (C2:27-28) but ‘fairly 

insistently used the word “despair”’ (Document 2.1.1.). Instead of the 

alternative word of ‘depression’ (which was used by the GP and initially by 

the psychiatrist), the psychiatrist subsequently used my word. This was 

represented both in my account (S2:40-44) and also in the psychiatrist’s 

subsequent report (Documents 2.1.1. and 2.1.2.). However, his use of the 

word was not based upon my meaning (which I discuss in more detail in 

Chapter 8) but in terms of the frequency and duration of the psychiatric 

diagnostic symptom check-list (‘But patient also says he becomes more 

despaired in the morning for about ½ hr, gets better during the day but again 

despaired just before going to bed until he sleeps’, C2:15-20).  
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This is double binding in the sense that the primary injunction, which 

can be expressed in the form ‘we want to know what you are experiencing’ 

conflicts with the secondary injunction that can be expressed as ‘whatever 

you say, your experience will be re-interpreted in our terms’. The tertiary 

injunction at this point was not so much in terms of the threat of punishment 

(that can be seen in the section below), but in the possibility of the 

withdrawal of care. That the doctor used my language, even if his meaning 

was different, prevented me from commenting on the bind. For example, how 

could I possibly have complained about the doctor if he demonstrated use of 

my language? 

Another example of doubling binding communication is the 

inconsistency in communication between different staff members at different 

times in my early contact with services, especially with the attitude and 

approach of staff in the Day Hospital (DH) and that of the ward round. For 

example, when I was a patient in the DH (between Parts 2 and 3), the 

nursing notes (Document 2.5) indicated that I was ‘keen’, ‘cooperative’, 

‘joined in some groups with encouragement’ (entry dated 15/9/94) and was 

‘glad’ to be attending (19/9/94). Indeed, the treatment approached seemed 

fairly light: I did not attend the DH frequently and non-attendance was only 

followed up with one phone call from DH staff on 13/9 (Document 2.5). If 

there were concerns about risk then it was not documented; indeed, there 

are only 7 entries on the notes in the two-week period from admission to the 

DH on 6/9 and the ward round on 21/9, and these were relatively brief and 

contained no mention of serious concerns. In addition, the psychiatrist’s letter 

to the GP (Document 2.1.2) reported the problem as ‘inadequate personality’ 
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and suggested ‘social skills training’ as a treatment. Both diagnosis and 

treatment suggested the doctor viewed my difficulties as relatively mild. 

 However, at the ward round this picture changed dramatically, from 

the last entry from the DH on 19/9 recording no concerns (Document 2.5), to 

‘risk of serious self-harm’ (C3:55) following the ward round. What was 

particularly curious here was that the judgment of serious risk appeared here 

in the absence of any new, or at least significant, clinical information. For 

example, in my conversations with the psychiatrists it was reported that I had 

‘thoughts about killing himself; but not current’ (C3:46-47) and this 

information was consistent with the information provided by assessment with 

the psychiatrist in Part 2 (C2:61-62). From the notes therefore, there was no 

evidence of current suicidal intention or intent to self-harm. It could perhaps 

be argued that the staff were concerned about my ‘unpredictable’ (C3:51-53) 

behaviour and that the heightened perception of risk based on intuition and 

thus could not be captured in the notes. If this was the case, then it was not 

communicated clearly or consistently.  

 There is thus an incongruence between communication and 

intervention within different parts of the mental health service. This 

incongruence constituted a double bind, for the primary injunction at this 

stage, which could be expressed as ‘you can engage with our service on 

your terms, as we are not that concerned about you’, conflicted with a 

secondary injunction that was revealed at a later stage in the process and 

could be expressed as: ‘we will force you to engage with us, if we deem it 

necessary’. This latter message revealed another double bind, in that the 
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psychiatrist’s diagnosis and prognosis in Part 2, which could be expressed 

by the primary injunction ‘we do not think there is much wrong with you’ was 

incongruent with the ward round doctors’ diagnosis of ‘paranoid 

schizophrenia’, communicating a very different message (‘we are very 

concerned about your safety’). These injunctions were supported by the 

threat of involuntary detainment which was also simultaneously an implicit 

prevention on commenting on the bind. Indeed, my walking out the ward led 

to the process that would eventually result in the ultimate restriction of 

freedom: involuntary detainment under the Mental Health Act.  

It is interesting to note here that my walking out was due to fears 

based on the belief that I was going to be killed in the inpatient ward (S3:13-

7). Whilst the clinical team would certainly not view involuntary detainment as 

punishment, it was perceived by me as punishment, based on my belief that 

this would be the mechanism through which the evil spirits would kill me. 

There is thus a confluence between double binds that had become self-

perpetuating in my experience, and the double binds expressed by the 

mental health service in their interaction with me. At the point of the ward 

round, both processes meet. 

The double binding communication from the mental health team, 

however, then went one stage further: voluntary admission was suggested 

under duress of involuntary detainment (‘May be sectionable if not attends 

regularly at Day Hospital and refuses inpatient treatment’; C3:66-8). In other 

words, the primary injunction that could be expressed as ‘you are a voluntary 

patient and you have the choice about whether you want remain’ conflicted 
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with the secondary injunction that could be expressed as ‘you have the 

choice to be here until you decide that you want to leave and we disagree 

with you’. Again, this secondary injunction was supported by a tertiary 

injunction, the threat of involuntary detainment. As I have pointed out in my 

description of how double binding had become self-perpetuating in my 

experience, being involuntarily detained would be perceived by me as a form 

of punishment. The mental health team thus inadvertently forced on me 

another double bind that supplemented by existing processes. In addition, it 

was the tension generated by this bind that significantly contributed to my 

breakdown that night, followed by the self-harm everyone was concerned 

about. The clinical team’s concerns had thus enacted a self-fulfilling 

prophecy.  

 It perhaps also needs to be pointed out here that the double binding 

communication evidenced throughout this episode represented more than 

just a change of medical opinion that was revised on the basis of new 

information. There was always the possibility that the mental health team 

could have intervened in more coercive ways, if they deemed it necessary, 

because this is a core feature of mental health law and practice (Rogers & 

Pilgrim, 2010). Thus, the previously identified primary injunctions around 

voluntarism and choice were, at all times, liable (at least potentially) to be 

contradicted by implicit secondary injunctions that can be enacted at any 

time based on the opinion of psychiatrists. The double binding thus goes to 

the very heart of the culture of the psychiatric system itself. 
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6.2.2 In-patient 

This conflict between the explicit messages and the implicit reality surfaced 

again upon admission. Having become an inpatient, it became very clear that 

the ward itself was a chaotic and potentially dangerous place where bullying 

was rife. This reality had already been indicated by Day Hospital patients 

(S3:8-10) but was also confirmed by my experience of the first night (S4:2-6). 

There appeared to be very little in the way of monitoring or checks, as I was 

able to get out of the ward several times, once at great personal risk (S5:9-

44). The staff appeared to be unaware of, unconcerned by, or incapable of 

stopping, some of the more disturbing interpersonal interactions between 

patients (S4:6-8; S5:1-7). However, paradoxically, being admitted to the ward 

was precisely on the grounds that I was a ‘suicide risk’ (C3:101) and that the 

ward was therefore a ‘place of safety’.  

Taken together, the ward did not appear to be a ‘safe place’ at all, and 

yet this was its primary stated purpose and the reason for me to be 

compelled to stay. This incongruence thus revealed another double bind at 

the centre of the psychiatric system: a conflict between the primary injunction 

that ‘you need to be in hospital for your own health and safety’ with the 

secondary injunction of ‘this is not a safe or healthy place’. Further, escape 

from this bind was only possible by submitting to another bind: downplay my 

symptoms and pretend to improve (thus getting discharged), at the cost of 

revoking any chance at getting help. As I will show later in this chapter, 

eventually the pretence of improvement to get discharged, and giving up any 

chance at help in the process, became a more compelling option to me than 

to be honest and try and get help. 
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Once in the system, escape becomes very difficult without submitting 

to a range of other double binds. For example, after numerous attempts at 

leaving in Part 5, one of the nurses transferred me into the Psychiatric 

Intensive Care Unit (PICU) through a pretence of friendship, inviting me into 

a room ‘for a chat’ (S5:57-63) that turned out to be a locked ward. Curiously, 

this event was written up in the notes as a planned transfer (C5:67-9) at 8pm 

on 3/10, although the next clinical note at 9:50pm on the same day 

contradicted this earlier note by putting the plan in the future tense (‘patient 

to be moved to Woodbrook II’ [italics added]; C5:83-86). This whole episode 

thus presented another double bind, which could be expressed by the 

primary injunction of ‘we are here to care for you’, with a secondary 

injunction of ‘we will do what we like with you, even if it is distressing’. There 

was no escape from this situation as I was now in a locked ward, about to be 

placed under section, and there was no possibility of commenting on the 

situation as I had been ‘Diagnosed psychotically ill by the consultant’ (C5:87-

8). The latter statement appeared to be as much a justification for the 

secondary junction (‘we can subvert his rights because he is psychotic and 

therefore cannot know what is best for himself’) than a rationale for action 

(‘we need to protect him for his own sake because he is vulnerable’). 

As such, and as subsequent episodes showed, once capacity had 

been called into question then all my experience was considered 

questionable. For example, at the end of Part 6 I walked into what appeared 

to be an informal meeting between the night staff and patients. Whilst the 

purpose of the meeting was uncertain, it seemed to me then, and seems to 

me now reading it in the present, that something unusual was going on. 
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However, when I talked about it with a nurse, their response was to attribute 

it to my psychosis (‘he found it difficult to accept this might not have 

happened’; C6:94-96). In the same passage, the nurse also remarked upon 

my difficulties in being able to open up to staff (‘he found it hard to trust me 

enough to talk of all his experience’; C6:91-92). The double bind here could 

thus be represented in this way: we want you to talk to us about your 

experiences, and indeed this is essential (primary injunction), but you must 

also accept that your experiences are not trustworthy or valid. The context 

was such that any ‘insight’ into my ‘illness’ recognised in these terms was 

bound up with a system of reward and punishment (Goffman, 1959). Reward 

in this system is being granted more leave and eventually, ideally, discharge; 

punishment consists the deprivation of ‘privileges’ such as time off the ward. 

The question of consent, and its double binding nature in the 

psychiatric system, surfaced again later when the question of ECT was 

raised. My response to being ‘offered’ ECT was a reflection of the 

internalisation of a double bind that had become self-perpetuating, in that 

both signing or not signing the consent form simultaneously felt like the 

wrong choice (S8:1-5, 13-17). However, the double bind was not just an 

‘internal’ process ‘in my head’ but was constituted in the very request for 

consent in the first place. For example, the ECT Handbook (Royal College of 

Psychiatrists, 1995) states that ECT can be given without the patient’s 

consent ‘in the patient’s best interest, i.e. necessary to save life or prevent 

deterioration or ensure improvement in physical or mental health’ or ‘in 

accordance with a practice accepted at the time by a responsible body of 

medical opinion skilled in the treatment’ (p. 97). In other words, if the medical 
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team deemed that ECT was necessary, it could have been used in absence 

of my consent. The question of what constitutes ‘saving life’ or, indeed, ‘the 

prevention of deterioration’ was left suitably vague and was open to 

considerable interpretation. One thing was clear however: the power to 

decide whether ECT was to be used, ultimately, was left in the hands of the 

responsible doctor. The primary injunction of consent (‘we would like your 

permission, before we give you this treatment’) was in fact contradicted by a 

secondary injunction (‘we don’t actually need your consent and may give you 

the treatment anyway, even if you refuse’). Although staff would have been 

highly unlikely to view this treatment as punishment, it was certainly 

perceived by me in these terms (S8:128-143) and thus supported the tertiary 

injunction that escape was impossible both physically (I was on a locked 

ward) and psychologically (I have no real choice).  

  

6.2.3 Post-patient 

As many of the above examples demonstrated, one consistent feature of 

being on the ward was that I was constantly being encouraged to view my 

experiences as ‘delusional’ and the product of an ‘illness’. At times this led to 

farcical statements. For example, on one care plan document (Document 

7.5, bottom half of the page), the plan was to ‘offer the patient reassurance 

and a contact with reality’ whilst, just below this, the instruction is to ‘observe 

every fifteen minutes’. Being observed every fifteen minutes is a very 

unusual ‘reality’ to be in ‘contact with’. Again, this is a demonstration of 

double binding communication at several different levels: whilst the primary 
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injunction of care may have appeared to be benign, the secondary injunction 

is that I was being asked to conform to a very rigid set of assumptions and 

rules regarding ‘reality’.  

 Indeed, it is the demonstration of ‘insight’, defined clearly in terms of 

accepting the clinical team’s judgement of my symptoms, that proved to be 

crucial in gaining discharge. For example, there appeared to be an 

immediate improvement in paranoia following ECT and this was mentioned 

in both my mother’s diary (M8:51-55) and the clinical notes (e.g. C8:60-65). 

However, the mere denial of my ‘paranoid’ symptoms did not appear to be 

enough; leave and discharge planning started after my ‘realization that he is 

mentally ill’ (C8:16-9), when I am able to ‘rationalise’ (C8:138) my paranoia 

and ‘reject’ it (C8:157). This was despite the obvious and clear continuing 

presence of paranoia, fear and depression (C9:13-16, 30, 66). Indeed, the 

depression is even explained by one of the psychiatric team as due to ‘the 

realization he is mentally ill’ (C9:39). That I was coached in this process by 

another patient who helped reinforce that I ‘did not see that’ (S8:83-98) 

indicated it was an accepted part of the culture of the ward. 

 Therefore, this latter example could be represented as an explicit, 

primary injunction, expressed as ‘we will let you go when you are well 

enough to leave and not a risk to yourself or others’, conflicting with a more 

powerful, implicit secondary injunction of ‘we will let you go when you accept 

that you are mentally ill’. The twin assumptions of ‘wellness’ and ‘insight’ are 

conflated together in the psychiatric discourse with safety and risk. ‘Escape’ 

from the ward in the form of ‘discharge’, and thus freedom from the double 
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binding culture of the acute psychiatric hospital, was only made possible by 

submitting to this secondary injunction. This was at the cost of self-deception 

by downplaying my ‘real’ symptoms and ‘faking’ being well (S9:32-39).  

Accepting this double bind therefore represented the paradox of 

accepting an illness identity, whilst simultaneously revoking the original 

reason I sought help in the first place. More so, this double bind becomes 

reconstituted in my experience as a self-perpetuating double bind in any 

further interactions with the psychiatric system. In other words, I would 

always be more likely to ‘play at being sane’ to avoid being detained again, 

even if I felt distressed or disturbed. The mistrust had thus become the 

cardinal feature of my experience. Goffman (1969) sufficiently summaries the 

characters of this particular double bind on the experience of the patient: 

The patient then must either embrace the notion of mental 

illness, which is to embrace what is likely to be a 

destructive conception of his own character, or find further 

evidence that his close ones have suddenly turned against 

him. (p. 385). 

 

6.3 Staff Double Binds  

So far in this chapter I have looked at double binds in my experience and, to 

a much lesser extent, my mother’s. However, the ‘transcontextual’ nature of 

experience is an important component of Bateson’s (1972) double bind 

theory. In other words, the double bind does not merely take into 



 

 261 

consideration one or two sets of interactions in isolation but, rather, it is 

about ‘determining the relations between larger and smaller contexts’ (p. 

246) in the system as a whole. Thus, the ‘smaller’ context of my experience 

interacted with the ‘larger’ context of my family. In turn, the context of my 

family interacted with the even ‘larger’ context of the psychiatric system, sat 

within an even ‘larger’ context of society, defined according to the socio-

political context of the time.  

Therefore, according to Bateson (1972), ‘what can be studied is 

always a relationship or an infinite regress of relationships’ (p. 256). Within 

these relationships, causal influences of double binding communication can 

be observed. For example, in the wider context of mental health service 

provision in the early 1990s two important, and interrelated, events 

dominated. The first was the implementation of the Government’s ‘Care in 

the Community’ policy (Rogers and Pilgrim 2010). In the narrative this policy 

was in its later stages, whereby most psychiatric hospital provision had been 

moved from purpose-built asylums to repurposed inpatient psychiatric wards 

based in general hospitals (Jones, 1993). The second was high profile 

incidents involving psychiatric patients such as Clunis and Silcock (Hallam, 

2002), often blamed upon the lack of provision in the community resulting 

from the former policy (Paterson and Stark, 2001). Media portrayals of these 

incidents were often lurid and blaming of staff for their ‘failures’ (Hallam, 

2002). 

Thus, there was increasing pressure on mental health staff to manage 

risk (Paterson, 2006). However, at the same time, traditional risk provision 
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(e.g. the hospitals) had actually shrunk significantly since 

deinstitutionalisation (Turner et al., 2015). The narrative also took place in an 

era of emerging managerialism in the NHS where public sector labour could 

no longer be viewed as secure or guaranteed (Lloyd and Seifert, 1995). 

Finally, and following deinstitutionalisation (Jones, 1993), managerial 

pressures to relieve the lack of available inpatient beds resulted in staff 

feeling extra pressure to get patients moving quickly through the system 

(Onyett et al., 2007). However, there was not an adequate re-prioritisation of 

resources to cope with the significant new reality of this policy shift and costs 

associated with community service provision (Rogers and Pilgrim, 2010). 

In terms of double bind theory therefore, there was a primary 

injunction placed upon staff via politicians (‘you will be liable for all potentially 

risky situations’) which conflicted with a secondary injunction from 

management (‘you must ensure that patients are moved quickly through the 

system’). As clinical staff were to some degree dependent on the wider 

organisation in terms of their livelihood and their professional organisation in 

terms of registration (and hence, therefore, also livelihood) the tertiary 

injunction of no (or little escape) would likely have prevented the staff from 

having too much power to change the fundamentally double binding nature 

of the psychiatric system. Alongside this, professional medical unions, and to 

some extent professional medical organisations, were in relative decline 

(Lloyd and Seifert, 1995), potentially reducing staff’s opportunity to comment 

upon dysfunctional practices. As Visser and van der Heijden (2015) observe 

from their analysis of double binds and nursing: 
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the large differences in emotional intensity between life 

inside and outside their organization, the many competing 

and changing demands and tasks they face, and the 

confidential nature of many of their activities may limit the 

possibilities of commenting on their situation, both inside 

and outside their organization (p. 694). 

This dilemma was most evident at the point of admission. Faced with 

such a situation, the staff were placed in a double bind: either mitigating risk 

by placing me under section there and then, but with the result of potentially 

violating my human rights as a citizen in the absence of clear risk markers; or 

allowing me to leave and re-engage at my discretion, but potentially missing, 

and then being accountable for, a risky situation. The final decision, a 

common strategy (e.g. Katsakou et al., 2012) of offering voluntary admission 

under threat of involuntary detention in the event of non-compliance (i.e. 

‘may be sectionable’ if ‘refuses inpatient treatment’; C3:66,68), represented 

something of a comprise: maintaining my rights to a certain degree by giving 

me the ‘choice’ to come in willingly, but containing the risk somewhat through 

community mechanisms such as the DH. However, as a compromise, the 

move was arguably insufficient: my rights may have been retained but this 

was only in appearance, as I was required to be admitted ‘voluntarily’ under 

compulsion if I refused (so therefore I was not really ‘volunteering’ to attend); 

and the volatile situation following the ward round was not contained 

sufficiently, with my family left to deal with the fall-out from a stress-induced 

breakdown. 
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Therefore, the apparent contradictions in communication within the 

psychiatric system, and its effect on me as a patient, can be partially 

understood in terms of a system that itself was trying to manage 

irreconcilable double binds. On the ground level of the system, staff may 

have been unable to even identify and name some of the double binds they 

were subject to. These conflicts were also likely to be inadvertently passed 

downwards through staff interactions with patients. In terms of the original 

research question, performing inauthenticity became necessary for survival. 

Bateson (1972) summarises the dilemma for patients in such a system very 

clearly: 

There will be contradictions at times in sequences 

where actions are taken “benevolently” for the patient 

when actually they are intended to keep the staff more 

comfortable. We would assume that whenever the 

system is organized for hospital purposes and it is 

announced to the patient that the actions are for his 

benefit, then the schizophrenogenic situation is being 

perpetuated. This kind of deception will provoke the 

patient to respond to it as a double bind situation, and 

his response will be “schizophrenic” in the sense it will 

be indirect and the patient will be unable to comment on 

the fact that he feels he is being deceived. (p. 225) 

 



 

 265 

SUMMARY 

This chapter discussed the theme of double binds through the introduction of 

Bateson’s (1972) six-component theory of double binds, which highlighted 

how systems can present conflicting and contradictory messages at multiple 

levels of communication. I discussed some of the research into the 

‘organisational double bind’, noting that many of the studies departed from 

Bateson’s (1972) original formulation. I then identified that a key application 

of Bateson’s (1972) original theory was that it was an exploration of how 

ecologies function and not just individuals. I then examined several incidents 

from the narrative across pre-patient, in-patient and post-patient phases, 

exploring the ways in which the psychiatric system reinforced already 

existing double binds and introduced a range of new ones. Finally, I 

examined how the social and political context of the early 1990s may have 

contributed to placing staff in double binds, therefore suggesting that such 

double bindings were ‘transcontextual’ across the narrative.   
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CHAPTER 7. MIS/RECOGNITION 

INTRODUCTION 

In the last chapter, I analysed the events in the narrative according to 

Bateson’s (1972) double bind theory. I first showed that double binds were 

already present in my experience through my ‘voices’, and also reflected in 

the communication between me and my mother, as represented in her diary. 

I then showed, through a series of events encapsulating my journey through 

admission to discharge, that the mental health system enforced its own 

double binds upon me as a patient. At the end of the chapter, I explored 

some of the wider ‘transcontextual’ double binds that may have been 

impacting staff within the system, with issues such as risk and managing 

‘throughput’. In terms of how this chapter related to the overall thesis 

question, that is, what is an authentic representation of madness and what it 

can show us about madness in its social context, it suggested that 

unacknowledged conflicts and contradictions in communication across the 

system were manifested in my experience of madness.  

This chapter builds on the analysis of the last chapter by developing 

the second theme from the data: mis/recognition. In doing so, I will be 

extending Bateson’s (1972) double bind theory by drawing on Lyotard’s 

(1988) concept of the ‘the differend’. In this chapter therefore, I will begin with 

an outline of two of Lyotard’s (1978; 1983) key concepts relevant to this 

chapter: the ‘differend’ and ‘language games’, showing how these concepts 

relate to the theme of psychiatric mis/recognition. I will then demonstrate how 

mis/recognition, defined in this way, was reflected in key areas of psychiatric 

discourse and practice presented in the narrative.  
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7.1 The Differend and Language Games 

In his analysis of culture, Jean-François Lyotard (1978) rejects the grand, 

overarching metanarratives from modernity, including the discourses of 

science and religion, where meaning is universalised according to 

predetermined assumptions (e.g. salvation of humankind through faith, 

inevitable progress, the dictatorship of the proletariat etc.). Instead, he 

argues that meaning is localised within the culture and language of different 

community subgroups, constituted and sustained according to distinct rules 

and procedures. In these ‘language games’, the operations are established 

so that ‘each of the various categories of utterance can be defined in terms 

of rules specifying their properties and the uses to which they can be put’ 

(Lyotard, 1978/1984, p. 10). These rules and procedures can be observed in 

action within the language community, ‘in exactly the same way as the game 

of chess is defined by a set of rules determining the properties of each of the 

pieces’ (ibid).  

 Underlying these language games are different, sometimes 

incompatible, ‘regimes of truth’. Such ‘dispositifs’ are referred to by Foucault 

(1976a/77) as ‘a system of ordered procedures for the production, regulation, 

distribution, circulation and functioning of statements’ (p. 14). These 

discourses are supported by a ‘circular relation to systems of power which 

produce it and sustain it, and to effects of power which it induces and which 

redirect it’ (ibid.). In other words, truth regimes operate within frameworks 

constructed by the power relations through which subjectivity is constructed. 
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One consequence of this is that some truth regimes, in the interests of 

power, impose their own set of rules and procedures on the other. This is 

most evident through the violence inherent in some forms of representation, 

such as the ‘law’ or ‘justice’ or ‘mental illness’. As some groups and 

communities are forced to articulate their concerns according to the rules 

and procedures of these other dominant language games, it is impossible for 

them to express any grievances, particularly if their grievances conflict with 

the interests of the dominant truth regime (Held, 2005). 

This exclusion of the grievances of some groups in the rules and 

procedures of the dominant discourse is what Lyotard (1983) referred to as a 

‘differend’. According to Lyotard (1983/1988), a differend is ‘when the 

“regulation” of the conflict that opposes them is done in the idiom of one of 

the parties while the wrong suffered by the other is not signified in that idiom’ 

(p. 9). One way in which the differend can be observed is through the 

operation of colonialism on indigenous communities. In Australia, for 

example, there is an ongoing dispute between the aboriginals and the 

descendants of European colonialists about land ownership. According to the 

Australian Government, land ‘belongs’ to specific individuals or organisations 

who can claim this ownership via Australian property law. Any dispute or 

arbitration in relation to land ownership must be conducted within the 

Australian law courts according to this legal framework, which is based upon 

the legal systems of the European settlers. In contrast, native Australian 

aboriginals have a completely different relation to the land, one that lacks this 

propriety claim and, indeed, the notion that ‘land’ is property. Any ‘right’ to 

land is thus already a poorly formed claim.  
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The aboriginal perspective on the land is thus based upon an entirely 

different cosmology and conceptual underpinning than the one used by 

European settlers. However, the only way they can ‘claim’ the land back from 

the descendants of the European settlers is through the Australian courts, 

with its notion of land as property. The aboriginals are thus in a double bind 

in relation to the land: the only way to validate their claim is through a system 

that does not recognise their cosmology and, indeed, is opposed to it. The 

aboriginal claim to the land cannot therefore be voiced in law, the language 

game of the dominant community; it is a wrong that cannot be 

acknowledged, a ‘differend’ (Held, 2005). 

It should be noted here that Lyotard’s (1983) double bind of the 

differend is different to the double bind developed by Bateson (1972) and 

which I explored in the last chapter through the theme of double binds. 

According to Bateson (1972), the double bind presents a logical contradiction 

in communication that creates no-win situations for communicants. Yet, 

despite this, it is still possible to both identify the double bind and find 

solutions for it within the boundaries of communication. An example Bateson 

(1972) cites is of a novice Buddhist monk who is asked a question by a 

master monk. The novice is told that if he answers the question he will be 

struck by a bamboo cane; he is also told that if he remains silent, he will also 

be struck. There is, however, a third choice: the Buddhist monk can take the 

cane from the master, and this is considered a legitimate move within the 

language game. Thus, the double bind in Bateson’s (1972) terms can, and 

does, lead to more advanced forms of learning as communicants find ways 

to escape the bind (Bateson, 2005). 
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However, Lyotard’s (1983) conception of the double bind in the 

differend is far worse for victims than Bateson’s (1972). One of the major 

differences is that, according to Lyotard (1983), there are no ways for victims 

to put the wrong into words. For example, in order to vouchsafe a claim upon 

the land, the aboriginal communities in Australia can only do this within the 

framework of the very system which robbed them of the land in the first place 

and which does not recognise their perspective on ‘land’. They therefore 

have no recourse to the law, for the rules and procedures of the law are 

framed according to Liberal notions of land ‘belonging’ or being ‘owned’ by 

particular individuals or entities in such a way to advantage the lawmakers 

(i.e. descendants of European colonialists). As Lyotard (1983/1988) 

elaborates, ‘the victim does not have the legal means to bear witness to the 

wrong done to him or her’ (p. 30). They are in a double bind, but unable to 

even express this bind in terms of the language game of the dominant 

discourse.  

As I will show in this chapter, psychiatric discourse represented a 

differend to me and, to a lesser extent my mother, because our particular 

complaints could not find expression within the language game of psychiatric 

medico-legal terminology and its conceptual underpinnings. In using 

Lyotard’s (1983) concept of the differend in this way, I will argue that it 

extends Bateson’s (1972) theory of the double bind expounded in the last 

chapter because it shows that the double bind is not merely contradictory 

forms of communication that place the communicant in no-win situations, but 

is actually constituted in the form of the very discourse itself. Thus, all 

psychiatric patients subjected to psychiatric discourse are confronted with a 
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differend by a system that does not allow them to frame their particular 

concerns in language that reflects their perspectives.  

 

7.2 Mis/recognition in Psychiatry 

One of the most important themes of the differend involves the question of 

recognition. Or, more precisely, the differend shows what happens when 

recognition does not, or indeed cannot, occur within a particular dominant 

discursive form. In identifying this problem of recognition at the core of 

psychiatry, it is not precise enough to call this process ‘misrecognition’ or 

‘nonrecognition’. Whilst the term ‘misrecognition’ suggests that there has 

been a misconstrual of meaning in the act of recognition, and thus implies 

that there is an absolute standard of recognition to which this act of 

‘misrecognition’ has somehow fallen short, the term ‘nonrecognition’ signals 

the absolute failure or denial of any attempt at recognition whatsoever. As I 

discussed in chapter two, it is not possible to point towards an essential 

reality to which this idea of ‘misrecognition’ would fall short. However, as I 

will show in this chapter, neither ‘misrecognition’ nor ‘nonrecognition’ capture 

what I argue is central to the psychiatric differend: namely, that there is an 

act of violence that occurs within the act of recognition itself which results in 

a silencing of the other. For this reason, I have represented the word 

‘misrecognition’ as mis/recognition with an oblique between ‘mis’ and 

‘recognition’ to indicate this. 

Mis/recognition is therefore what happens when a complaint from one 

group does not find representation in the language game of a dominant 
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discourse, in other words, when there is a differend. This is relevant to the 

thesis question in a number of ways. For example, the thesis question is 

interrogating what an authentic representation of madness might look like, 

and what this representation tells us about how society responds to human 

difference and distress. The concept of mis/recognition highlights an 

impossibility of recognition at the core of the representational framework of 

biomedical psychiatry and, indeed, shows how other language games 

become absorbed into its discursive forms.  

The next section outlines mis/recognition in the narrative as it relates 

to key areas of mental health practice. The areas include: assessment, risk 

management, the case record, consent and discharge. These areas were 

selected because of their centrality to the practice of the mental health 

system (see Rogers and Pilgrim, 2010) and because they were also 

identified as being important in the last chapter on double binds. They are 

also the narrative pillars of the data. 

 

7.2.1  Assessment 

The interview with the psychiatrist in Part 2 is a good place to begin when 

analysing these differences between ‘misrecognition’, ‘nonrecognition’ and 

‘mis/recognition’. One of the central features in this part of the narrative was 

that I used a very specific word to describe my symptoms (‘despair’). Not 

only did the psychiatrist recognise that I ‘fairly insistently’ used the word, he 

then subsequently adopted it, as evidenced in the letter which followed the 

interview (Documents 2.1.1 and 2.1.2). The letter not only provided a 



 

 273 

detailed exegesis of my current situation, but was very precise in its use of 

my language in its description of my symptoms.  

This may have suggested that the psychiatrist was trying to give an 

account consistent with my experience, and was even working hard to 

represent my symptoms accurately, according to his understanding. In these 

terms therefore, this encounter represented an attempt at recognition. 

However, there is a crucial difference in terms of how my language was 

adopted by the psychiatrist. For example, there was no attempt to explore 

the meaning of the term ‘despair’ in my terms, according to how I might have 

been using the word. Instead, his employment of the term ‘despair’ was the 

opposite of this, as his subsequent line of questioning indicated (C2:13:ff). In 

the letter that followed (Document 2.1.1), his summary of my symptoms 

indicated his interpretation: ‘he [Simon] feels despaired half an hour in the 

morning and half an hour before going to bed’. In other words, the 

psychiatrist used the terms as if it were consistent with a psychiatric 

‘symptom’ such as depression that could be measured numerically according 

to frequency and duration.  

The psychiatrist thus ‘missed’ the qualitative dimension of my usage 

of the term despair and re-employed it in the discursive terms of the 

psychiatric language game. Having done so, the letter gave the appearance 

of recognition, which actually disguised the true extent to which the language 

game of psychiatry had absorbed and re-appropriated my language. The 

important thing to note here is that the psychiatrist did not merely 

misconstrue my meaning (‘misrecognition’) or ignore it (‘nonrecognition’); he 
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transformed it, so that my meaning was lost, leaving me in the position of the 

differend, without the language to frame my complaint (mis/recognition).  

His attempts to use my own language actually thus left me in a worse 

place than if he had merely dismissed my symptoms as ‘depression’. Indeed, 

in attempting to work hard to use my language, the psychiatrist may well 

have been making the mis/recognition worse because it left me with no 

recourse to complain. I will be exploring the nature of the quality of ‘despair’ 

in the next chapter, but subsequent interactions with the clinical team 

demonstrated how the mis/recognition became more pronounced the further 

I progressed through the system. 

 

7.2.2 Ward Round 

Mis/recognition, therefore, is when there is a differend and the complaint of 

one individual or group does not find representation in the language game of 

the dominant other. This issue, observed in the initial psychiatric assessment 

in Part 2, continued as I progressed in the ward system. It was observed very 

clearly in Part 3 in relation to the discourse of risk management through the 

mechanism of the ward round.  

In the context of my experience it is easy to see how and why the 

ward round was so difficult. On encountering the ward round I was 

confronted with a particular language game, exemplified both in the 

organisation and style of the ward round itself. For example, there were more 

people in the room than I was expecting (S3:23-24) and the meeting was run 
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entirely according to the clinical team’s agenda, with the doctors initiating the 

pace (S3:24-25). The doctors’ interview style was, to my perception, 

combative and intrusive (S3:31-38) and I also perceived them to be hostile 

and mocking (S3:45-48). The whole encounter made me feel increasingly 

anxious, to the point where I was unable to answer them properly (S3:39-45). 

When I left the room (S3:53), one of the doctors followed me and then 

guided me to a separate interview room (S3:53-5). Once in the room with the 

psychiatrist, he mentioned whether I would consider being an inpatient which 

connected with my belief that I was to be a human sacrifice (S3:58-69), no 

doubt also fed by the horror stories told to me by day hospital patients. When 

the doctor quickly returned to the ward round room, I interpreted his haste as 

an intention to ‘raise the alarm’ to get me dragged into hospital (S3:72). 

Unsure of what to do, and scared about becoming an inpatient, I left the 

hospital (S3:86). Overwhelming terror, along with a paranoid expectation that 

‘they’ would be coming to take me to the ward, resulted in total psychological 

collapse (S108-10) where, in a fugue state, I cut my arm with a knife and set 

fire to my clothes (S111-13). 

According to my perspective therefore, there is a certain way of 

understanding these events. Walking out was a reasonable response to my 

feeling threatened, intimidated and even humiliated by the doctors. It was 

also an attempt to try and forestall the terrible consequences that I believed 

would occur upon admission. However, even though psychiatric ward rounds 

are often experienced as intimidating for service users (Cappleman et al., 

2015), patients do not generally leave without explanation. Walking out thus 

represented a radical departure from the normal conventions of what was 
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expected in the situation. I was thus caught in a double bind, in the sense 

that I either remained in the ward round and was made to look increasingly 

foolish or ‘mad’, or I ended the interaction and at least saved face or gained 

some sense of autonomy but, at the same time, raising questions as to the 

appropriateness of my behaviour. It was not merely a double bind in 

Bateson’s (1972) sense of being caught between two contradictory 

demands; it was a double bind in that my representation of the situation was 

unable to be represented in the language game. It was an example of the 

mis/recognition of the psychiatric differend. 

Perhaps this action also represented an example of De Certeau’s 

(1984) notion of a ‘tactic’ that was explored in Chapter 2, that is, an 

unconscious and unreflexive response to the other that was, nevertheless, 

an attempt to disrupt the functioning of unbearable strategy and a way of 

trying to gain some power back. However, as a tactic in the context of the 

language game of psychiatry it was a failure, as there was no adequate way 

of communicating both the reasons for my fear, or my frustrations at the ward 

round itself. If, for example, I had told them that evil spirits had possessed 

me and were directing me to become an inpatient so I can be a blood 

sacrifice, then they would probably have sectioned me there and then (that 

was certainly my fear); any attempts to communicate my displeasure with the 

ward were noted (‘Dr Cuthbert is too slick’, C3:36) but not actioned. Indeed, 

any of my attempts to frame my problems in my own language (“I just feel 

lonely”, C3:32; “sad about being sad”, C3:39) were met with similar fate. 
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Worse, walking out of the ward round became absorbed into the 

discourse of psychiatry and became used as part of the justification for 

admission. This problem can be seen very clearly in the language used in 

the clinical notes immediately following. For example, the arguments for 

admission appeared to be twofold: firstly, that I was ‘quite unpredictable’ 

(C3:53-4) and there was ‘risk of serious self-harm’ (C3:56). It is important to 

note that this was the first time that such discourses had emerged in the 

narrative. Before this, it was reported that I had no intention of self-harming 

(C1:61-2) and a similar statement was reiterated by the ward round team 

(C3:47-8). Although I was recorded as ambivalent in the DH (e.g. Document 

2.2 under ‘MANNER’) and erratic in attendance (e.g., Document 2.5 entry 

dated 13/9 at 15:30) it was not really recorded as unpredictable in the sense 

of dangerousness. In fact, given my mother’s concerns expressed to the 

team (Document 2.5 dated 11:00, 12/9) and her concerns expressed in diary 

regarding my ‘engagement’ with services (e.g. M1:85, 121-2), it did not 

translate into a concerted plan of action response until after the ward round. 

However, the discourse changed following my walking out of the ward 

round. It is interesting to note the signifiers used in the clinical notes, as I 

was ‘advised not to leave’ (C3:79), as if the action of walking out itself was 

significant in terms of risk. What is perhaps more noticeable, however, is how 

the absence of dangerousness becomes gradually transformed in the 

discourse, suggesting greater risk. For example, despite a clear denial of 

current suicidal intention in the beginning of the clinical team’s account 

(C3:46-7), it is then reported in the notes at a later juncture as ‘risk of serious 

self-harm’ (C3:53), ‘high suicide risk’ (C3:101) and, as reported in my 
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mother’s diary, the clinical staff thought that ‘because of suicidal thoughts 

they felt he was unpredictable’ (M3:39-40). My behaviour was therefore 

clearly enough of a concern for the psychiatrists and clinical team to 

recommend admission, under duress of the MHA if necessary (C3:66-8), 

despite me denying any intentions to self-harm.  

Thus, the interpretation of my walking out of the ward round provided 

a good example of mis/recognition in the psychiatric differend because it 

allowed for certain types of behaviour to become absorbed into the 

discourses of medico-legal psychiatry in relation to risk. Having become 

identified in this way, it left me with few options outside of admission. 

Therefore, it was likely that it was the ‘unpredictable’ aspect of my behaviour 

that triggered the change in tone, along with the conflation of unpredictability 

with the discourse of ‘risk’. It was also these discourses of ‘unpredictability’ 

and ‘risk’ that were recognised as requiring a response. However, it was not 

the symptoms, in and of themselves, that were necessarily important and 

required further exploration or discussion; it was what happened, or what 

was said, at the ward round that appeared to change things. This was, 

namely, my walking out. 

However, within the language of game of psychiatry in the narrative, 

discourses of risk have to become established upon a medical basis. For 

example, although, according to my perspective, the ward round was 

intimidating and anxiety-provoking right from the start, I was described in the 

notes as ‘a little suspicious’ (C3:71-2), as ‘anxious’ (C3:73) and 

‘uncomfortable’ (C3:83-4). These descriptors were not used neutrally to 
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describe feeling states or behaviour, but were used as indicators of some 

prior mental health difficulty. 

Further signifiers and symptoms were then used in the narrative to 

support this strategy. For example, despite reporting ‘no abnormalities in 

sleep, appetite, weight, no auditory hallucinations’ (C3:89-91) the psychiatrist 

concluded that my presentation was ‘probable early stage of schizophrenia’ 

(C4:49-50). Both doctors labelled my somewhat obscure and opaque visual 

symptoms ‘palinopsia’, a diagnostic extension of the ‘visual problem’ (C2:51-

5) described by the psychiatrist in Part 2. Palinopsia literally means ‘to see 

again’ and is defined as a visual disturbance that causes afterimages to 

persist to some extent even after their corresponding stimulus has left. 

Although these occur in persons with normal vision, palinopsia is a symptom 

associated with early schizophrenia (Gates, Stagno and Gulledge, 1988) and 

is reported twice by the clinical team in association with this diagnosis 

(C3:45,97-8). The language game here therefore appeared to function as a 

method that staff needed to fit my experience into the pre-existing criteria of 

diagnosis.  

The consistent highlighting of this symptom appeared to be important 

because of the absence of any other significant clinical markers for 

schizophrenia, thus making a recommendation for detainment somewhat 

difficult (Rogers and Pilgrim, 2010). In terms of the language game of 

psychiatry, diagnosis with risk appears to present a justification that, ‘all 

along he has been becoming sick, that he finally became very sick, and that 

if he had not been hospitalised much worse things would have happened to 
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him’ (Goffman, 1961, p. 135). As Foucault (2006) observed, psychiatric 

power does not so much consist of a process of differential diagnosis (as in 

physical medicine) but in establishing itself ‘at the point of the decision 

between madness and non-madness’ (p. 251). Once madness has been 

confirmed (i.e. ‘probable schizophrenia’), the necessary procedures and 

actions can be enacted. 

It also suggests that once a symptom such as paranoia is tied to an 

action such as walking out, and if this action is interpreted within a certain 

language game framed in terms of discourses such as risk and 

unpredictability, particular reactions are expected. As Foucault (2006) 

recognised, such discourses became ‘a way of founding psychiatric power, 

not in terms of truth…but in terms of danger’ (p. 250). The potentiality of self-

harm, which was only potential at the point of the ward round, was thus tied 

to a diagnostic category where harm (self or otherwise) was more likely and 

in this way the discourse of madness and risk become conflated. As 

Iliopoulos (2012) has observed, ‘With the notion of dangerousness, the 

psychiatrist is asked to produce scientific statements regarding an entity that 

is not clinical, just as legal authorities seek to identify, prevent, and punish a 

type of behaviour that is not legal, because it is conceived in its potentiality’ 

(p. 55).  

The tragedy of this episode is that the risk management approach of 

the psychiatric team contributed to an actual incident of self-harm which, 

before the ward round, was still only speculative. Iliopoulos (2012) observed 

that, ‘apart from its attempt to offer plausible predictive marks of future risk in 
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patients whose behavior is unintelligible (psychosis, impulsive behaviour), 

risk assessment may engender for mental health professionals exactly the 

problems it aims to prevent’ (p. 55). In other words, the ward round, in its 

attempts to pre-empt risk, actually created the conditions through which it 

was likely to manifest. In these terms, as Foucault (2006) acknowledged, ‘the 

function of psychiatric power is ‘to give madness a reality, to open up a 

space for the realisation of madness’ (p. 252) where ‘the function of 

discipline is precisely to get rid of all the violence, crises, and, if necessary, 

all the symptoms of madness’ (p. 252-3). According to the language game, 

the system exists to solve the crisis it created itself, despite what we can only 

assume were the best efforts of individual team members on the ground level 

to prevent this from happening. 

My original complaints were therefore transformed by the language 

game of psychiatry into the discourses of diagnosis and risk, creating a 

differend which made it impossible for me to express this differend (what 

legitimacy can a risky, probable schizophrenic actually have?) and which 

eventually led to the very problem the system purported to avoid. However, it 

even made any interventions from staff actually worse, because to respond 

to a client on the basis of the terms of the differend was only likely to 

exacerbate any tensions between staff and patient. Once the threat of risk 

was highlighted, staff become obliged to respond in a certain way, according 

to the language game. Thus, ordinary language and descriptors of behaviour 

became used to support a diagnosis of severe mental illness, which could 

then be used to justify the taking of extreme measures to restrict freedom, 
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deprive rights, and ultimately preventing any change of a complaint outside 

of the terms of the game.  

Therefore, mis/recognition begins with a ‘spoiled’ interaction and ends 

as a discursive event that can later be used as justification for greater 

restrictions (e.g. the use of the MHA). What Hacking (2004) called a ‘looping 

effect’ is very much evident: interaction and discourse is made complete in 

the differend of the double-binding ward round whereby ‘risk’ and 

‘management’ become self-perpetuating. It thus becomes impossible for 

patients to frame their complaints against the situation without it being 

interpreted against them using the discourse of risk and psychopathology. 

The language of ‘voluntary’ and ‘involuntary’ in terms of admission represent 

a perfect illustration of the psychiatric differend here: in the double-bind that 

results in admission either way, there is no language to voice an alternative 

without it becoming evidence of the very thing which justifies the admission 

in the first place.  

It is therefore not the fact that the interpretation of risk by the clinical 

team was necessarily wrong, or even unjustified; it is that it was the only 

interpretation that was able to be considered and voiced within the terms of 

their dominant language game. In essence, and as Swerdfager (2016) 

argues, ‘certain types or forms of discourse—such as the medical or 

scientific—are positioned above others—such as the experiential or 

anecdotal’ (p. 291). In other words, what matters here is the interpretive 

practice of medical diagnosis and its associated discourse of risk 

management, over and beyond experiential and contextual markers. It is a 
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discursive tendency to dominate ‘weaker’ registers and silence them. The 

fact that such interpretations were backed by powerful legal injunctions, such 

as the ability to compel someone to stay in hospital against their will, makes 

the effects of mis/recognition that much more marked. Thus, ‘the former 

defines the truth of the latter’s experience and, in so doing, patients them’ 

(Swerdfager, 2016, p. 291). Indeed, it is this latter practice this is central to 

the aims and methodology of this thesis, in terms of attempting to redress the 

balance between the dominant strategy of biomedical psychiatry and the 

academy, and those tactics derived from service user and survivor 

experiences. 

However, it is also easy to overstate the power of the psychiatrists, 

falling into the opposite trap of caricaturing them as all-powerful and 

omniscient. As the last chapter on double blinds explored, staff were also 

subject to powerful strategy, including the obligation to abide by professional 

conduct, hospital and organisational policies on risk and, ultimately, 

Governmental policies and procedures. There was also the pressure of the 

media, as evidenced through the high-profile contemporary cases such as 

Clunis and Silcock (Hallam, 2002). Iliopoulos (2012) summarises the 

dilemma at this time for the mental health professional succinctly: 

But this new context of community health care set 

traps for its providers as a result of its own demand 

for total security, accountability, and efficiency. 

Advanced sophistication renders the system 

vulnerable to failures, accidents, and exposure to 
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even higher public expectations, which may put it in 

check. In fact, its high efficiency risks the possibility 

of bringing about exactly those effects which it 

attempts to prevent (stigmatization, violation of 

human rights). (p. 53) 

However, two things need to be noted here. The first is that the double 

bind facing the staff is not a differend in the terms outlined in this chapter, as 

staff already possess the necessary power to function in the language game. 

They could, for example, rely on trade unions and professional societies, 

amongst other things, in order to express their complaints and clinical 

decisions can be adequately justified, and very often are, in the language of 

risk (Iliopoulos, 2012). Perhaps the true extent of mis/recognition for staff is 

their collusion in adopting these frameworks in preference for others which 

are less likely to silence patient voice. 

 

7.2.3  The Case Record 

At the point of admission to hospital, I was then caught up in what Goffman 

(1959) refers to as ‘the heavy machinery of mental hospital servicing’ (p. 

124) which began almost immediately upon arrival to the hospital. For 

example, upon admission by a taking of an inventory of personal items prior 

to admission, some of which were taken and stored (Document 3.2); the 

generation of an assessment checklist (Document 3.4); and another, more 

detailed, assessment by a psychiatrist that also included a separate interview 

with my mother. As Goffman (1959; 1969) and others (e.g. Scheff, 1967) 
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have observed, this process involves a stripping away of the individual’s 

identity through a series of ‘mortification rituals’ (Capps, 2016). A key 

mechanism in the development of mis/recognition through identity stripping is 

via the bureaucratisation of experience. As Goffman (1961) argued, ‘The 

handling of human needs by the bureaucratic organization of whole blocks of 

people - whether or not this is a necessary or effective means of social 

organization in the circumstances - is the key fact of total institutions’ (p. 18). 

This aspect of the reduction of the subject to data in the case file thus 

represented a form of ‘identity trimming’ or ‘programming’ (Goodman, 2013). 

In other words, the central identity markers used in everyday interaction are 

taken away or subjected to the regime of the ward and then transformed into 

the language games of psychiatry. 

As I will argue in this section, these rituals form the very core of 

psychiatric mis/recognition. I will argue this occurred in three main ways: 

firstly, the generation of a vast corpus of information for its own sake, and not 

for purposes immediately relevant to the clinical situation; secondly, the 

extension of medical bureaucracy beyond the boundaries of the psychiatric 

system to incorporate other institutional contexts such as the school; and, 

thirdly, the insinuation of the psychiatric system into every area of the 

patient’s experience. Taken together, these three areas of the case record 

further reinforced the reality of the psychiatric differend explored in the 

previous section. 

To begin with, there was a vast amount of documentary material on 

my life generated in the form of a psychiatric case study as exemplified in my 
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clinical notes and accrued as a part of routine practice. These were 

developed from first contact with the GP and extended beyond discharge into 

the community. However, many of these documents did not appear to be 

immediately relevant to the task of guiding a treatment plan. For example, 

whilst the GP account was relatively brief in terms of information provided, 

the psychiatrist’s notes from Part 2 covered a range of material, including the 

development of current symptoms, educational history, childhood 

experiences and family history (including parent’s occupations), cognitive 

state, mood, sleep, appetite, weight, current vocational situation, birth, 

current and past substance misuse (including smoking), sexual and 

relationship history. Indeed, the list is so comprehensive, with many details 

seemingly irrelevant to the purpose of addressing mental health needs, that it 

echoes Goffman’s (1961) observation that ‘No segment of his past or present 

need to be defined, then, as beyond the jurisdiction and mandate of 

psychiatric assessment’ (p. 143).  

However, whilst the written records often showed little relevance to 

the immediate clinical situation, there was significant development in terms of 

the generation of other forms of information. This was mostly evidenced in 

terms of the supporting documents cited throughout the narrative. These 

documents incorporated a range of data: blood tests, urine samples, x-rays, 

toxicology reports, etc. Alongside these documents were a wealth of 

treatment-related information: medication charts, care plans, an ECT report, 

a seclusion record. Taken together therefore, this vast corpus of archival 

material presented an overarching picture of my biological, physical and 

mental state of mind.  
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Arguably however, the sheer quantity of such information stood in 

stark contrast to the distinct lack of development of data on a qualitative 

level. For example, the case record first described in Part 2 underwent very 

little development in the narrative in terms of content from the first 

assessment. Although the diagnosis seemed to change somewhat, from 

‘personality disorder’, to ‘early schizophrenia’, ‘psychotic depression’, ‘drug 

induced psychosis’ etc. the same symptomology was described frequently, 

and very little actual new information regarding my past experiences was 

really generated. There was frequent repetition in terms of the psychiatric 

clinical data, with further assessments from psychiatrists merely repeating 

the same information from earlier assessments. One exception to this occurs 

in Part 7 when I told a nurse about my belief that I was possessed by evil 

spirits (C7:0-10); however, this represented an isolated reported incident 

that, somewhat bizarrely given its significance to me at the time, never got 

mentioned in the clinical notes again. 

On an interactional and personal level therefore, there was a lack of a 

development of an understanding of my experience reflected in the clinical 

notes. Thus, the further I progress through the mental health system, the 

more information is generated but this serves to take the focus away from my 

subjectivity and towards the generation of information for its own sake. 

Therefore, one of the significant aspects of my subjective experience is 

passed over. The practice here thus did not appear to be about generating 

new knowledge but providing confirmation of existing psychiatric categories. 

A crucial question regarding such material is thus the purpose it actually 

serves. As Foucault observed, ‘The psychiatric hospital doesn’t exclude 
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individuals: it attaches them to an apparatus of correction, to an apparatus of 

normalization of individuals’ (Foucault, 2002, p. 78).  

However, in relation to mis/recognition, two main aspects seemed to 

be significant about this material. The first relates to the nature of the data 

generated by these documents: they were all mostly based upon statistical or 

discursive notions of normal distributions or trends. In other words, the 

mechanisms used to generate information about my health were linked to 

scientific notions relating to an assumed population mean or general trend. 

At this point, the case study went beyond a narrative-discursive construction 

of an individual’s psychological history developed from the interaction 

between psychiatrist and patient, to a vast web of largely numerical data. 

This data comprised what Foucault called ‘biopower’, a technology ‘that 

exerts a positive influence on life, that endeavors to administer, optimize, and 

multiply it, subjecting it to precise controls and comprehensive regulations’ 

(Foucault, 1976/1998, p. 137). It is knowledge generated as a matter of 

much wider societal processes of information collection and dissemination 

and one that is not necessarily reduced to the individual case. Indeed, the 

individual case even becomes irrelevant. As Deleuze (1992) recognised: ‘We 

no longer find ourselves dealing with the mass/individual pair. Individuals 

have become "dividuals," and masses, samples, "banks"’ (p. 5). In terms of 

mis/recognition in the psychiatric differend, it generates a complex language 

game in which it is impossible for the service user to find representation. 

The second aspect of mis/recognition in the material of the case file 

relates to how this information was used by clinicians. What appears to be 
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significant here is that these documents were rarely referenced in the clinical 

process notes or used in the development of care planning. Perhaps this was 

due to the fact that the majority of the reports came back as ‘negative’ and so 

therefore were not worthy of clinical attention. In other words, once the ‘norm’ 

was established and my data was related negatively to the population mean, 

it ceased to become relevant as an object of clinical attention. However, as I 

have already discussed, the nature of the case record was ‘no longer 

organised in terms of presence and absence, of existence and non-

existence; it was organised around the norm, in terms of what was normal or 

not’ (Foucault, 2002, p. 59). in other words, what mattered was establishing 

the criteria for treatment. It also reinforces Foucault’s (2006) suggestion that 

the purpose of psychiatric assessment differs from physical medicine in that 

establishing differential diagnosis is secondary to the establishment of an 

‘absolute’ diagnosis which is about ‘marking the difference between what is 

madness and what is not’ (p. 266). In terms of the differend, the language of 

the number, based as it is entirely on professional medical expertise, is one 

that naturally excludes patient discourses.   

This more adaptable and porous form of power appeared to perform 

another function in relation to the theme of mis/recognition: that of 

transforming my experience into different forms related to wider discursive 

formations. For example, my raw experience was subsumed into a discursive 

structure from the GP visit (note, for example, the use of the term ‘underlying 

personality disorder’; C1:108). This latter function was seen most clearly in 

the episode concerning my choice of signifier for my symptoms: I chose the 

word ‘despair’, which the psychiatrist also adopted, but in the terms of the 
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psychiatric nomenclature of frequency and duration. Thus, the content is 

changed but the form is retained resulting, ultimately, in my word (and thus 

de facto, my experience) being treated as if it actually was the same as the 

diagnostic category of depression. More so, this shift is from qualitative 

meaning to quantitative frequency, from word into number and, ultimately, a 

measure. Thus, these mechanisms of mis/recognition ‘are inseparable 

variations, forming a system of variable geometry the language of which is 

numerical’ (Deleuze, 1992, p. 4). The existential wrong signified by the 

experiential term ‘despair’ in thus transformed into a numerical value.  

The case history, therefore, extends beyond the unique particulars to 

generalities. In Foucault’s (2006) treatment of this process, its purpose 

involves ‘pinning the individual to his social identity and to the madness 

ascribed to him by his own milieu’ (p. 234). In such generalities, greater 

information is taken without recourse to the individual and the individual’s 

experience is sublimated to the discursive categories which then define and 

frame the interactions that follow. My attempt at subverting this psychiatric 

‘strategy’ with a ‘tactic’ (De Certeau, 1984), for example by introducing the 

word ‘despair’ in the assessment in Part 2, was only partially successful; 

although the word was initially adopted, its meaning in my terms was left 

unexplored and was ultimately absorbed into the wide discursive strategy of 

diagnostic medicine. In terms of the differend, the ability to speak about 

one’s problems in one’s own terms becomes diminished. 

However, the nature of the case record in terms of mis/recognition is 

established according to another feature, that of cross-institutional 
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referencing. For example, right from the GP’s assessment in Part 1, 

previously educational attainment is stated (C1:80-83), seemingly without 

reference to any clinical information that proceeding it. In Part 2, during the 

assessment with the psychiatrist, the question of education is explored again 

(C2:98-104), but significantly expanded from the GP interview to include 

early schooling and conduct (‘truancy’). In the ward round schooling was 

raised almost immediately in the second question (C3:15-25) and also 

included a question in relation to relationships with peers (‘had friends at 

school’). Questions about schooling were again mentioned at admission 

(C4:15-16), this time with the conduct and social aspects foregrounded 

(results of GCSEs are followed by a question mark) and details regarding 

school also emerged in the interview with my mother by the same 

psychiatrist (C4:19-20). Even during the time of transfer, when I had left the 

ward twice and there were concerns about my safety, the ward round doctor 

somehow thought it relevant to mention my schooling again (C5:58-59). 

When the sectioning papers are being prepared, school is mentioned again 

in the social work report (Document 6.2.1). This is the last time the reference 

to school is made (the discharge summary, Document 9.4.1, advises to see 

previous summaries under ‘Family History, Personal History). 

The reference to schooling is thus another example of the gradual 

bureaucratisation of experience, echoing Sarangi and Slembrouck’s (1996) 

point that ‘The labels change and proliferate, but the bureaucratic process 

continues as participation in the events in one institution leads someone to 

get caught up in those of another’ (p. 4). However, it is again apparent that 

the boundaries between such institutional spaces are not fixed and 
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analogical as in the case of the disciplinary apparatus of the asylum. Rather, 

participation in different institutions is more akin to ‘a modulation, like a self-

deforming cast that will continuously change from one moment to the other, 

or like a sieve whose mesh will transmute from point to point’ (Deleuze, 

1992, p. 4). The language game of psychiatry thus blends into other 

institutional games. 

According to Foucault (2006), the form of psychiatric power is 

inseparable from the physical disciplinary apparatus of the asylum, so that 

‘the function of psychiatric power, which is exercised within and fixes 

individuals to the asylum, is to realize madness’ (p. 253). However, what is 

observed here are mechanisms of control that move beyond the physical 

boundaries of the asylum to extend into routine practice in what Deleuze 

(1992) characterised as ‘Societies of Control’. According to this 

conceptualisation, mis/recognition extends beyond the walls of the hospital 

and become, instead, generalised procedures realised in every interaction 

between staff and patient, prior to formal legal powers being established.  

The language game thus becomes porous, instituting itself into the 

mechanisms of everyday life, even before contact with the psychiatric service 

is made. It is interesting to note, for example, my fear of straightjackets and 

indefinite interment (S3:83-85). Such tropes are reminiscent of horror films, 

or dramatisations such as One Flew Over the Cuckoo’s Nest, and not of a 

modern psychiatric unit which neither uses straightjackets nor keeps patients 

for extended spells. However, something of psychiatry’s power is retained by 



 

 293 

these images, with its notions of the ability to restrict or detain against one’s 

will, and its capacity to judge the ‘rightness’ of one’s mind. 

Nowhere in the narrative, however, is the insinuation of the psychiatric 

language game into everyday day observed as clearly as in my mother’s 

diary. For example, it was clear in the narrative by the time I had been 

moved to the PICU my mother had been in close proximity with the clinical 

team, relaying information from the home to them (e.g. C7:45-52). However, 

a subtler change in her narrative occurred towards the end. For example, the 

final entry in Part 4 was very personal and very human, but also bleak: my 

mother reported her and my father’s sense of desperation at my presentation 

and their fear of no prospect of change (M4:44-69). Her diary was then silent 

for almost a month, across Parts 5 and 6 during some fairly significant events 

in the narrative, including my absconding from the ward, the transfer to the 

PICU and being placed on Section 3 under the MHA. When her diary spoke 

again, in Part 7, the style and content of her writing changed dramatically. 

From here, her diary entries were recorded in the form of short comments 

(e.g., M7:1-3) on a narrow range of observations, including the medication I 

was using (e.g., M7:105-9), my behaviour (e.g., M7:45-6), and my symptoms 

such as mood and paranoia (e.g., M3:79-83). Indeed, she even reverted to 

what I assume is a short-form (‘P’) to denote ‘paranoia’ (M7:29-30). Her diary 

style now mimicked the clinical notes in both form and content: she no longer 

referred to me in terms of her son, but almost as if I was ‘just’ a patient. 

Perhaps in the same way that clinical discourse in the hospital could be seen 

as a response to the anxieties of contingency and unpredictability, so it also 

performs the same role for my mother (who was also a nurse, albeit not a 
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psychiatric nurse). Perhaps this contributed to the sense that she was 

helping, or doing something, or even charting things for evidence of 

improvement for her own sake.  

However, it also demonstrated quite powerfully the implicit 

requirement for her to adopt the language of the dominant psychiatric 

discourse in order to voice her complaint (in this case, presumably, anxiety 

about my welfare). There is thus, as Goffman (1959) noted, an ‘emergent 

unintended exchange or reciprocation of functions’ (p. 131) between the 

roles of staff and my mother but these ‘reciprocation of functions’ extended 

even to the terms she used to talk about me (her discourse). The impression 

generated of the psychiatric service therefore is one of a ‘fluid, amorphous 

picture of power’ (Swerdfager, 2016, p. 291) that ‘flows through and around 

bodies and objects in a complex network of relations’ (ibid, p. 291). The 

family forms part of this porous nexus or complex, one of ‘the ‘innumerable 

points’ that make up the psychiatric apparatus’ (ibid p. 291). As part of such 

a network, the family becomes an important site whereby both power and 

surveillance are continually operated.  

The patient’s self is thus ‘not the property of the person to whom it is 

attributed, but dwells rather in the pattern of social control that is exerted in 

connexion with the person by himself and those around him’ (Goffman, 1961, 

p. 154). In this pattern of social control, it is only the elements that were 

consistent with the biomedical details of the case record that were seen as 

valid and acted upon. Or, as Foucault (2006) puts it, ‘the Psy-function is 

precisely what reveals that familial sovereignty belongs profoundly to the 
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disciplinary apparatus’ (p. 86). Only here, the control is not so much 

exercised by disciplinary power with its emphasis on the domination of 

space, but in terms of a discursive control that assimilates and transforms 

other discourses, including that of the family, orientates itself around the 

number and ties itself to wider discursive categories such as psychiatric 

diagnosis and the discourses of risk. Within this differend, there is no space 

for the subjectivity of the patient. 

 

7.2.4 Consent 

In the previous sections, the main feature of mis/recognition identified was 

the dominance of the psychiatric discourse over other discourses. In the last 

section, I showed that this dominance was characterised less by what 

Foucault (1977) called ‘disciplinary power’, with its focus on a fixed space 

with impermeable boundaries typified by the asylum, and more through 

Foucault’s later work on ‘biopower’ and Deleuze’s notion of ‘control societies’ 

where power is based on a numerical value that permeates through all 

aspects of social interaction, even before ‘entry’ to the disciplinary space of 

the hospital has been formally effected. The presence of disciplinary forms of 

mis/recognition are also very much evident in the use of ECT. Before 

exploring this area in more detail, it is important to contextualise the use of 

this treatment at the time when the narrative takes place.  

The ECT Handbook, produced in 1995 (RCP, 1995), recommended 

the use of ECT for a range of conditions including ‘treatment-resistant’ (i.e. 

drug-resistant) depression and schizophrenia. For the former, the Handbook 
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advised that ‘depressed patients who had not responded to antidepressant 

drug treatment could recover if treated subsequently by ECT’ (RCP, 1995, p. 

3). For the latter, the Handbook advised that there was no evidence that ECT 

was effective in so-called ‘Type II schizophrenia’ although ‘marked 

depressive symptoms arising in the context of a Type II syndrome may 

respond to ECT’ (RCP, 1995, p. 8).  

As I have highlighted earlier however, it was never really clear in the 

narrative what my diagnosis actually was, or what the doctors believed to be 

my primary problem: whether my ‘depressive’ symptoms were associated 

with a psychotic illness, or whether my psychotic symptoms were associated 

with a depressive illness. This may indeed have been irrelevant. As Foucault 

(2006) demonstrated through his analysis of psychiatric power, the question 

of diagnosis is often irrelevant to the primary concern of establishing whether 

someone is mad or not. In other words, ‘the only real question is posed in 

terms of yes and no’ (p. 266) and not in terms of what or why. 

 Whilst the question of diagnostic uncertainty is therefore perhaps a 

moot point (and may even have reflected the doctors’ unwillingness to ‘label’ 

me as a first-time service user), the lack of a clear outline of the clinical 

decision-making process was more marked. For example, ECT was first 

suggested in the narrative in the ward round dated 14/11/94 (C8:19-20) and 

also mentioned in my mother’s diary the day after (M8:1-3). However, the 

rationale for its use was not stated. In absence of a clear clinical reason, one 

assumes it was because the clinical team felt that all other treatment options 

had been exhausted; if so, this is difficult to reconcile with the relatively short 
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time between admission and when ECT was first suggested (just over one 

month) and with the fact that the only other treatment offered, aside from 

medication, was occupational therapy. Even more so, occupational therapy 

was only offered after the first course of ECT (C8:144 ff.). The original 

request for psychotherapy was never acted upon at any time, despite the 

existence of contemporary accounts of the use of psychotherapy with severe 

psychosis (Jackson and Williams, 1994). 

The main issue, however, with ECT and mis/recognition coalesced 

around the issue of consent, which also happened to be the first time I 

mentioned ECT in the narrative (S8:1-5). Regarding consent, the ECT 

Handbook (1995) clearly stipulates that ‘Valid (real) consent is required 

before ECT can be given’ (p. 97) and also outlines the conditions under 

which consent should be procured. In the narrative itself, the clinical notes 

document that consent was procured verbally (C8:24-5) and Documents 8.2 

and 8.3 both provided signed evidence from myself and the doctor that 

consent was gained. It would seem, therefore, that appropriate practice was 

followed according to the guidelines of the time. 

However, this notion of consent provided another example of 

mis/recognition and raises further questions around the meaningfulness of 

how consent is conceptualised in acute mental health contexts. For example, 

I considered ECT to be a form of punishment masterminded by ‘spiritual 

beings’ that I believed were controlling all activity on the ward (S8:7-11). 

There was no ‘choice’ here in my mind, as giving ‘consent’ for ‘treatment’ 

was a meaningless exercise: those procuring consent were themselves 
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controlled by beings they were unaware of, but subject to. Whether I gave 

consent or not was irrelevant; the evil spirits would have their way 

regardless. 

Consenting to ECT therefore represented a double bind for me, a 

contradictory injunction that led to the same outcome regardless. However, 

when considered as a differend the problem is even more pronounced than 

the double bind framework outlined by Bateson (1972). My core dilemma, 

which I outlined above, was inexpressible in the discourse of the language of 

medico-legal terminology as its liberal assumptions of rights and autonomy 

did not apply to my framework of understanding. Even further, expressing my 

dilemma in the terms outlined by medico-legal psychiatry (remembering that 

this was the only language game permitted) would have only reinforced the 

psychiatric discursive register, in that the discourse of ‘evil spirits’ would be 

judged as evidence of a delusion and therefore supported a diagnosis of 

paranoid schizophrenia. It is worth noting out here Foucault’s (1961) point 

that there was a long, and internally perfect, rational framing of ‘madness’ in 

spiritual terms in European culture, before the advent of medicine. What is 

often labelled ‘madness’ in Western psychiatry is framed very differently in 

other cultures (Bentall, 2003).  

As we have seen in the preceding sections, the diagnosis of 

‘schizophrenia’ was used to justify coercive risk management strategies. The 

expression of such ideas may then have provided further evidence of the 

severity of my ‘illness’ and thus the greater necessity for ECT (and for 

overriding patient ‘choice’). The discourse of consent, in the context of the 
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psychiatric differend, was to effectively silence my capacity to express the 

dilemma and even to transform it into its own categories to justify the actions 

of the clinicians, as I had ‘given’ ‘consent’ to the treatment. Therefore, the 

differend is not just the inability to put into a language a dilemma that is 

inexpressible, but a key feature of the discourse of psychiatry itself that 

underpins mental health services.  

Further analysis of the processes of consent highlight the presences 

of mis/recognition and the differend in different ways. For example, the 

unintentionally comical ‘naked finger puppet’ explanation provided by the 

nurse (S8:19-29) appeared to be used in absence of any sufficient 

explanation what ECT actually does, or even why it was being used in the 

first place. This suggestion of a laissez-faire approach to giving information 

and gaining consent was further reinforced by the supporting documents in 

Part 8. For example, Document 8.3, which was obtained immediately prior to 

the first ECT treatment, stated consent to treatment was gained after ECT 

‘was explained to him a week ago’. Whilst this statement does not preclude 

the fact that the psychiatrist may have explained the process with me again, 

it also suggests that explaining the treatment to me a week prior was 

considered ‘enough’ legally and therefore sufficient in the language game of 

consent. There were even times where it is explicitly reported in the clinical 

notes that I did not want to continue treatment (C8:139-141), which would 

imply the withdrawal of consent, yet this was not acted upon in any way. This 

appeared to contravene the notes on consent from the Handbook (1995) 

which clearly states that ‘consent can be withdrawn at any time and that 

fresh consent is then required before further treatment may be given’ (p. 97). 
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The process of gaining consent thus appeared to be handled in a way 

that was less than rigorous. However, as discussed, although consent for 

ECT was required, it could be overridden by the doctor, if he or she deemed 

it was necessary. Like the process of admission therefore, where I was 

encouraged to come in voluntarily but under threat of compulsion if I refused, 

consent to ECT was something of a chimera. It was a double bind that 

resulted in the same outcome regardless, but also represented a differend: 

not only are there contradictory injunctions at different levels of 

communication (Bateson’s double bind), the language of consent is 

effectively used implicitly as a means to silence (e.g. ‘we have offered him a 

choice, so what could his problem be?). There was thus no facility in the 

dominant discourse of medico-legal language for me to express the 

impossibility of this dilemma (to say, in effect, that the rules of consent were 

invalid). I could have refused treatment, but refusal would be taken as a sign 

of the illness and could still have been administered regardless of my 

‘consent’.  

The mis/recognition in this process was thus couched in the legal 

fiction of consent at the heart of liberal law, but which could only be 

expressed by me in the disavowed language of delusion. Under such 

compulsion, the only recourse left to me was drinking water the night before 

(S8:32-4), an example of a tactic of De Certeau (1984), to prevent the 

procedure (or strategy) from going ahead. As a tactic it was fairly ineffectual, 

as point 3 on Document 8.4 indicated (‘On Monday and Thursday Simon to 

have a nurse with him to ensure he doesn't take food or fluid prior to E.C.T. 

treatment’). All of these processes echo Goffman’s (1961) observation that 
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hospital procedures ‘sustain the legal fiction that whilst the patient does not 

actually have his rights he somehow actually has not lost them’ (p. 132). 

 

7.2.5 Discharge 

The process of consent was thus marked by mis/recognition as framed within 

the conceptual framework of Lyotard’s (1983) differend. However, the 

discharge process also provided many examples of mis/recognition and this 

is most clearly evident in the incongruences both within and between 

accounts. For example, my mother’s response following treatment were 

immediately positive: her son was now ‘wearing his glasses’ (M8:51-5) and 

‘still had paranoia though but not so bad & persistent’ (M8:64-5). She also 

remarked upon sudden changes in my behaviour, including talking to people 

(M8:62-4), self-care (M8:79-80) and mood (M8:96-7). The clinical notes also 

attested to this change, with mood (C8:61-3), suicidal thoughts (C8:82-3), 

paranoia (C8:114-16) and ‘mixing with other patients’ (C8:180-3) all cited as 

examples of positive change. Even my account indicated this to some 

degree: for the first time in the narrative, I spoke with other patients (S8:67-

70), began to question previously-held paranoid beliefs (S8:76-9) and started 

to manage myself differently with the staff, becoming more ‘cooperative’ 

(S8:195-8). 

However, closer analysis of the clinical notes suggests a somewhat 

more complex picture, as contradictory statements about my condition were 

juxtaposed together in the clinical and my mother’s account. For example, 

one nurse stated that they ‘spoke with his father and he said that Simon is 
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1000 times better than he was before ECT, but he is indecisive and paranoid 

most of the time’ (C8:166-71). The idea that I could be both ‘1000 times 

better’ and yet ‘paranoid most of the time’ is not logically possible, but the 

language game somehow seemed to be able to contain these discrepancies. 

Similarly, my mother’s diary in Part 9 referred to me as ‘depressed’ (M9:13) 

and ‘lonely’ (M9:39), along with the remark that her son ‘now believes that he 

has a serious mental problem that may be permanent’ (M9:32-4). My mother 

also reported that her son still ‘hallucinates’ (M9:29) and ‘doesn’t like himself’ 

(M9:23).  

These statements could have reflected the variability of my 

presentation, or her potentially changing standards of comparison. Either 

way, they were in stark contrast to the ‘so much improved’ (M8:95) from the 

previous section. A possible explanation is offered in the clinical notes to 

these seemingly contradictory reports: I ‘became a bit depressed’ possibly 

due to my ‘realisation that he is mentally ill’ (C9:36-9). In other words, the 

depression is an understandable response to my ‘insight’ that I have a 

mental illness, a perspective which, presumably, I did not have before this 

time when I was ‘ill’. This remark is often supported by the wealth of research 

on ‘post-psychotic depression’ (Birchwood et al., 2000), the notion that some 

lowering of mood inevitably follows once ‘delusions’ in psychosis has 

subsided and the patient now has ‘insight’. However, the phrasing here is 

reflective of the differend: I was ill before I had ‘insight’ (and indeed, this was 

a sign that I was ill), but even though I have insight I am still ill, though 

presumably with a better form of illness than when I did not have insight. 

Either way, I am still ill. This statement is further qualified later in the 
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narrative when it is stated in the notes that the patient ‘Now realises that he 

has been mentally ill and accepts that he may fall ill again if he does not 

continue with the medication’ (C9:116-9).  

The logical contradiction in the discourse here is thus clear: I must be 

ill if I am taking medication, but I will get ill again if I do not take medication. 

Within this discourse, there is no position by which to be ‘not ill’, or to dispute 

the nature of my condition. It is, indeed, another differend. As Goffman 

(1961) observes, the ward system ‘is an extreme instance of how the 

physical facts of an establishment can be explicitly employed to frame the 

conception a person takes of himself’ (p. 139). The use of props such as 

admission forms, seclusion rooms, PICU, ECT etc. are all geared towards 

reinforcing the patient identity that they are someone who is medically sick. 

Within this system, ‘The patient must ‘insightfully’ come to take, or affect to 

take, the hospital’s view of himself.’ (ibid, p. 144). There is thus no room, or 

language, to express something outside of this if one is to proceed through 

the system. 

The mis/recognition was therefore the requirement for me to conform 

to a particular view of myself, above anything else. In this language game, 

the continuing presence of psychotic (and even risk) symptoms appeared to 

have been secondary to the importance of me showing acquiescence to a 

psychiatric view of myself. It is this explicit taking up of the role of the 

‘mentally ill’ patient that seemed even more important in getting discharged 

than the mere reduction of clinical symptomology. As Foucault (2006) 
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summarises in terms of this perspective on behalf of the dominant discursive 

strategy of psychiatry:  

I am prepared to relieve you of legal and moral 

responsibility for what you have done or for what 

happens to you, or for the feelings you experience, 

on the one condition that you subjectively accept the 

reality of all of this, on condition that you give all 

these facts back to me as subjective symptoms of 

your existence, of your consciousness. (p. 273) 

The function of the hospital system is thus to get the patient to 

voluntarily offer up to them his or her identity in exchange for the moral 

responsibility that is usually considered the key feature of being human. 

However, and as De Certeau (1984) recognised, the effects of disciplinary 

strategy are often superficial and can be undermined to some degree 

through the use of tactics, often performed unconsciously and unreflexively 

by the ‘users’. Laing (1960/1990) recognised this feature of psychiatric 

discourse when he observed, ‘I am quite sure that a good number of ‘cures’ 

of psychotics consist in the fact that the patient has decided, for one reason 

or another, once more to play at being sane’ (p. 148). 

Therefore, rather than feeling genuinely ‘better’, or even seeing a 

significant reduction in symptoms, I finally learnt how to play the game of 

getting out of the ward by telling them that I was feeling better and no longer 

believed my paranoid ideas, despite still feeling very depressed and very 

paranoid (S9:32-9). In other words, I maintain this façade of saying that I am 
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unwell and that I now realise this, even though I fundamentally believe I am 

not. To perform this act required a certain skill in ‘tactical authenticity’ (Clarke 

& Wright, 2019): giving the nurses and doctors enough ‘real’ symptoms, 

whilst also concealing the true extent of my endorsement of these paranoid 

and depressive experiences (S103-13). A large part of my behaviour from 

here on was ‘playing at being sane’ (e.g. ‘Good eye contact, good rapport, 

appropriate in his behavioural & emotional response’; C9:88-91), which at 

some level also seemed to be tacitly understood by the clinical team as the 

reported levels of paranoia and depression remain high, even prior to 

discharge. 

Acquiescing to the rules of this language game thus represented 

something of an exchange that had variable gains and losses. In terms of 

gains, I got what I wanted, which was to be discharged from hospital; the 

staff, in turn, got a free bed that could be used to meet the ever-pressing 

demand for services (S9:24-30), whilst also gaining an apparently compliant 

patient. My mother and my family, also, had me returned to them with the 

medical stamp of approval that I was now ‘well’. However, the costs for the 

service was that I had effectively become another ‘revolving door’ patient and 

the cost for me was that I never gained any sense of a resolution of the 

problem that I originally presented with, namely ‘despair’. My family also had 

to live with the contradiction that I was apparently ‘well’, whilst seemingly still 

depressed and sometimes paranoid.  

There is thus a certain sense of hopelessness that comes as a result 

of submitting to the differend. Indeed, one could even say that the despair 



 

 306 

resulting from submitting to the differend is another aspect of the psychiatric 

differend itself. In the next chapter I will be looking at the subject of despair, 

and its expression in the narrative, in more detail.  

 

SUMMARY 

This chapter extended the work of the previous chapter on double binds by 

utilising the concepts of ‘language games’ and the ‘differend’ developed by 

Lyotard (1978, 1983). These concepts illustrated the second theme of the 

thesis, namely mis/recognition, which argued that psychiatric discourse in the 

narrative imposed a differend on my experience through depriving me of the 

language to effectively voice my complaints. One significant aspect of the 

psychiatric differend was that the language I used to describe my 

experiences were transformed into terms consistent with psychiatric 

discourse.  I also argued that these processes of mis/recognition could be 

observed through key psychiatric practices in the narrative such as 

assessment, diagnosis, the ward round, gaining consent for ECT and 

discharge planning.  
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CHAPTER 8. DESPAIR 

INTRODUCTION 

Whilst chapter 6 looked at double binds understood in terms of Batson’s 

(1972) conceptualisation of a communicative framework whereby the ‘victim’ 

is asked to respond to conflicting injunctions both of which result in the same 

outcome, the last chapter focussed on the theme of ‘mis/recognition’. It 

argued that mis/recognition in the narrative operated according to what 

Lyotard (1983) called a ‘differend’, which is a ‘language game’ that works by 

depriving the other from effectively framing their complaints outside of the 

dominant discourse. Mis/recognition was thus exhibited through a structure 

of discursive conformity, where mine and my mother’s discourses became 

increasingly absorbed into the language game of the psychiatric system, 

albeit my conformity was less about my acceptance of the truth of psychiatric 

discourse and more about a tactical response to the psychiatric differend (i.e. 

performing an appearance of ‘wellness’ in order to get discharged). The 

chapter concluded by recognising that my discursive conformity was a 

balancing of relative gains and losses, and that by gaining discharge by 

playing at being sane, I lost the opportunity to explore the initial reason why I 

presented to psychiatric services in the first place.  

 In this chapter, I argue that one of most important reasons for my 

initial presentation, and which was lost in the language game of psychiatric 

discourse, was an experience of despair. As I will show in this chapter, I 

used the term ‘despair’ as a signifier to describe my experience fairly early 
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on in the narrative and this term provided an important qualitative 

representation of my experience throughout. I will show that ‘despair’ is 

markedly different compared to other, arguably equivalent, terms such as 

‘depression’ or ‘anxiety’. However, as I will also show in this chapter, the 

representation of my experience of despair became more marginalised the 

further I progressed through the mental health system. Psychiatric discourse 

here thus represented a disavowal of despair in preference for anxiety and 

depression, presumably as these representations are more compatible with a 

medical model where chemical imbalances and disordered biology are the 

main causal explanations (Bentall, 2003), which could be corrected through 

the use of medication and, to a lesser extent perhaps, ECT. 

 In this chapter, I begin with an exploration of the meaning behind the 

term ‘despair’, particularly in terms of how I used the word in the narrative 

with its singularity of meaning in my experience. I then move on to contrast 

my experience of despair with how my ‘despair’ was represented in the 

psychiatric discourse. I then provide alternative theoretical accounts of 

despair in contrast to biomedical psychiatry, namely Bion’s (1957) 

psychoanalytic concept of ‘nameless dread’ and Laing’s (1960) existential 

concept of ‘ontological insecurity’. In doing so, I will show that both Bion’s 

(1957) and Laing’s (1960) theories provide accounts of despair that are 

experientially richer than biomedical psychiatry but more importantly in terms 

of this thesis’ questions, provide representations of despair that segue very 

closely with my experience in the narrative. However, I will also show that 

both frameworks ultimately miss important qualitative elements of despair as 

represented in my account and, in doing so, potentially neglect aspects of 
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the experience of despair in madness more generally. I then conclude the 

chapter by offering the possibility of another conceptualisation of despair in 

madness by returning again to the concept of ‘tactical authenticity’.  

 

8.1 Formulating Despair 

Despair is an affect-state akin to dread, the etymological roots of which 

signify the absence of hope, or ‘bad hope’. However, language in madness 

can be a very singular and unique experience (Leader, 2014), and 

idiosyncratic uses of language for an experience such as despair is not 

uncommon in first-person representations of madness. Whilst a full review of 

‘despair’ in first-person accounts would be beyond the scope of this chapter, 

a paper by Bouricius (1989) provides a useful illustration of this singularity of 

language use, especially because of the similarities with my account. 

Bouricius, a mental health social worker who was also a carer for her son 

diagnosed with schizophrenia, included excerpts from her son’s diary to 

illustrate the differences in his emotional life compared with how his 

experience was represented in the psychiatrist’s clinical notes. A few 

relevant examples of his diary from Bouricius’ (1989) paper is provided 

below: 

I am a lonely nothing, a being, but pass me by. 

Forever pass me by. Strangers, I don't see you. My 

afflictions fill the place that was meant for sharing love. 

I am crying in despair. (p. 202) 
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Pain is in my chest. Sorrow is in my head and neck. 

Anguish is in my shoulders. All suffering is truly in me. 

(p. 204) 

 

Pain prevents me from moving in any direction. I am 

where I am in the condition I am in. There is no 

escape, no way to heal this huge scar and be reborn. 

(p. 206) 

As these examples show, only a close examination of Bouricius’ son’s 

language helps elucidate the idiosyncratic way in which terms such as 

‘despair’ are used. For example, Bouricius’ son uses ‘despair’ in multiple 

ways: as a form of social isolation, i.e. the feeling of being cut-off from other 

people (‘I am a lonely nothing’); an inability to love or feel love (‘My afflictions 

fill the place that was meant for sharing love’); an expression of ‘anguish’ that 

is akin to physical pain (‘All suffering is truly in me’); the feeling of being 

trapped (‘there is no escape’); being unable to repair this existential wrong 

(‘no way to heal this huge scar and be reborn’). However, a blanket use of 

the word ‘despair’ (or, indeed, ‘depression’ or ‘anxiety’) misses this important 

singular mode of expression. Such idiosyncrasy suggests a move against 

generalisable theories of despair that is applicable to all subjects and 

suggests, instead, a need for an analysis of the individual case (Leader, 

2014).  
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The issue, therefore, is one that is central to this thesis: that of 

representation, or the attempt to put into words something about the 

inexpressible nature of the experience of madness that, nevertheless, still 

needs to be expressed. As the Bouricius (1989) paper shows, despair can be 

a key aspect of this experience that other well-known first-person accounts of 

madness also address (e.g. Schreber, 1903; Greenberg, 1964; Barnes and 

Berke, 1990; Taylor, 2014). Moving away from first-person accounts to 

theories closer to this thesis, despair was also a central part of Bateson’s 

(1972) double bind theory. As Bateson (1972) suggested, being caught in 

the double bind ‘leads to the conclusion of despair, “there are no 

alternatives”’ (p. 355).  

However, the important issue here is about how this key aspect of 

experience can, or should be, represented in first-person accounts. Laing 

(1969), recognising this, argued that ‘Schizophrenia cannot be understood 

without understanding despair’ (p. 38). From the perspective of 

psychoanalysis, Henri Rey (1994) argued that ‘Despair must be about the 

commonest feeling found in mental illness, in neurosis and psychosis’ (p. 

226), although the reference to despair in this work was only brief and Rey 

did not specify here what he meant by the term. Hinshelwood (1987), also 

coming from a psychoanalytic perspective, stated that ‘Despair may not be 

recognised often enough’ (p. 58), acknowledging despair’s ubiquity in 

relation to clinical work with psychosis, as well as its neglect. Such neglect is 

also reflected in the research literature where, outside the work of some 

psychoanalytic and existential/phenomenological writers, the role of despair 
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in psychosis has not been explored extensively from a theoretical standpoint 

(Steinbock, 2007).  

Despair has also been considerably less researched in comparison to 

anxiety and depression. For example, in their systematic review on 

depression and anxiety in psychosis, Hartley et al. (2013) found 865 studies 

using the search terms ‘anxiety’ and ‘psychosis’, and 1,926 studies using 

‘depression’ and ‘psychosis’ on PsycINFO. By contrast, I conducted a quick 

literature search on PsycINFO in September 2019 using the search terms 

‘despair’ with ‘schizophrenia’ or ‘psychosis’, only getting 123 hits with all of 

these terms combined. The methodologies of the articles I found also 

differed substantially from Hartley et al. (2013): whilst articles for anxiety and 

depression were overwhelmingly quantitative, the articles for despair that I 

found were mostly case studies from psychotherapists (e.g. Margulies, 2016) 

or qualitative interview studies (e.g. Ben-David et al., 2014). What is worth 

noting here is that the latter studies do not map out a theory of despair based 

on the findings but take the meaning of the word ‘despair’ for granted. It is 

also worth noting that, to the best of my knowledge at least, there is no 

systematic review on despair and psychosis.  

There is thus a significant disjunction in how despair is represented in 

the psychiatric literature and this disjunction provides an important rationale 

for its focus in the thesis, as well as demonstrating a novel contribution to 

knowledge. Indeed, there are important points of comparison between this 

thesis and the Bouricius (1989) paper. For example, she used her son’s diary 

entries to show the insufficiency of standardised psychiatric measures in 
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capturing the emotional life of the service users they measure. In other 

words, whilst her son’s psychometric scores typically indicated ‘negative 

symptoms’ of schizophrenia such as ‘flattened affect’, his diary shows a 

turbulent emotional life that belied the diagnostic descriptions. At the 

conclusion of the paper, Bouricius (1989) invites the question, ‘Is it possible 

that many persons who suffer from schizophrenia and exhibit negative 

symptoms are actually experiencing strong emotions that they are unable or 

afraid to express?’ (p. 207). This is a clear example of what I formulated as 

mis/recognition in the last chapter in relation to my experience: her son was 

invited to express himself in idioms that transformed his experience into 

discursive formations which deprived him (and, indeed, his mother) of the 

opportunity to adequately express his complaints. In the next section, I will 

show how these processes also occurred in my experience. 

 

8.2 Despair as Psychiatric Symptom 

Like Bouricius’ (1989) son, my encounter with psychiatrists in the narrative 

showed similar processes of mis/recognition in terms of the emotional 

experience of despair. This is most noticeable in the Part 2, during my first 

encounter with a psychiatrist. I briefly discussed this encounter in the last 

chapter in terms of how my word ‘despair’ became incorporated into the 

discursive language game of psychiatry and, in doing so, effectively silenced 

me. In this chapter, however, I will examine in more detail the clinical use of 

language in comparison to my representations. 
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  Before meeting the psychiatrist in Part 2, however, I had been 

assessed by the GP. As their account in Part 1 indicated, my problem in the 

referral letter to the psychiatrist was framed in medical terms: I was ‘definitely 

depressed’ (C1:109). The GP letter also provided a fairly detailed account of 

symptoms: I am described as ‘lacking sensitivity’ (C1:56) being ‘emotionally 

flat’ (C1:57) and the GP also took care to detail my symptoms in my own 

words, including a lack of ‘any sense of creativity’ (C1:60), motivation 

(C1:60), energy or pleasure or joy (C1:61-2). These symptoms, like those 

outlined in the Bouricius (1989) paper, are the typical ‘negative’ symptoms 

associated with depression or schizophrenia. It is also interesting to note that 

the GP recorded that I also ‘admitted’ (C1:63) to being depressed, implying 

that this was a question deliberately asked by the doctor and that perhaps 

the doctor was already using a ‘working’ diagnosis of depression. 

However, as my account in Part 1 showed, my experiences could not 

be easily subjected to the categories employed by medicine. In the beginning 

of the account, for example, I was in the back garden of my parent’s house, 

pacing up and down and smoking. The pacing back and forth generates an 

impression of manic entrapment, almost like an animal in a zoo. The 

continual ingestion of cigarettes whilst pacing back and forth added further to 

a sense of futility and desperation. Undoubtably, the nicotine in the cigarettes 

would have also impacted on a physiological level, acting as both stimulant 

and sedative, reinforcing, and perhaps even adding to, the impression of 

fruitless repetition, up and down, back and forth. This sense of entrapment 

was further reinforced by the ‘mad roulette’ of ‘voices’ that were ‘rolling 

around’ my head at the time (S1:8-9). As I explored in chapter 6, the 
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meaning connected with these voices were manifold: the threat of being 

pursued and hunted; being deceived or given a false sense of security; a 

mocking threat of going mad; the terror of nothingness; immediate 

annihilation or abuse; punishment; having to survive in the presence of 

something terrible; hopelessness and desperation. Taken together, the tone 

of the voices is unremittingly threatening and expressed a feeling that 

something terrible was about to happen at the hands of ‘supernatural’ agents 

more powerful than me.  

 The overall sense of foreboding was further reinforced in Part 1 in 

terms of my position with the rest of the world. I was separated from my 

parents, both physically in terms of my location ‘at the back of the garden, 

slightly raised up from the house below’ (S1:2-4); and psychologically, as I 

watch them ‘move in and out of focus like fish in an aquarium’ (S1:38-9). 

Their description as fish added an element of depersonalisation, as if I was 

no longer experiencing a commonality of feeling with my family, whilst the 

image of the fishbowl suggested that their life was one of familiarity and 

repetition that I no longer shared in. That they were clearly talking about me, 

anxiously, added another element to the fishbowl metaphor: that of being on 

display or feeling overly visible. Their movement back and forth in the 

‘fishbowl’ of the kitchen window mirrored, to some extent, my pacing back 

and forth. When my mother came up to speak to me at the back of the 

garden, there was no sense of personal connection or that her words had 

any resonance with me. The fact that what she said was not recorded in 

detail added to this effect. The introduction of the medical team through my 

mother’s question to me about my visit to the GP, and my ‘noncommittal’ 
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response, served to highlight another aspect of my separation from the 

world, this time a separation from the medical team who occupied the 

institutional place of authority. 

Whilst we were talking, apples fell from the tree with a loud noise on 

two occasions. Although apples falling are not in themselves strange or 

unusual, in this context, particularly with the metaphorical language used by 

the voices associated with feelings of dread and impending doom, they 

contributed to this impression of my experience of events, people, and 

objects seemingly out of place and not quite right. For example, in the 

narrative I was in a very familiar place, in fact the most familiar place of all, 

the home where I had grown up and spent all of my life. However, this once 

familiar environment had now been transformed into something unknown. 

The ‘voices’ reflected the words of writers which I knew well enough to recite 

from memory, but their meaning had now acquired something threatening 

and foreboding that was directed straight at me. This juxtaposition between 

the unfamiliar in the familiar produced something surreal and almost 

dreamlike but with a quality that was also disturbing and uncanny.  

Throughout my account therefore, the impression of the uncanny and 

the strange feelings of dread and despair permeate throughout. For Freud 

(1919), the uncanny ‘belongs to all that is terrible—to all that arouses dread 

and creeping horror’ (p. 1). Freud (1919) provides a list of such phenomena, 

including the faces of dolls, dismembered limbs that are still moving, 

characters from fairy stories (e.g. The Sand-Man) etc. According to Freud 

(1919), what makes these things particularly unsettling is that the ‘effect is 



 

 317 

produced by effacing the distinction between imagination and reality’ (p. 15). 

Following Freud (1919), the ‘uncanny’ effect in this first part of the narrative 

is thus indicated by the almost waking dreamlike quality of the early stages of 

psychosis when familiar objects (home, writings, voices) become unfamiliar 

and frightening. They are both familiar, yet unfamiliar, and this adds a sense 

of terror to the impression of hopelessness.  

However, the concept only has a limited utility when applied to the 

narrative: ‘uncanny’ is an English word that was used for Freud’s use of the 

German word ‘unheimlich’ which, literally translated, means ‘unhomelike’. As 

Freud (1919) identified in the use of the word in his review of the term 

however, ‘the word is not always used in a clearly definable sense, so that it 

tends to coincide with whatever excites dread’ (p. 219). For Freud (1919), the 

uncanny was used to denote ‘that class of the terrifying which leads back to 

something long known to us, once very familiar’ (p. 219). It was thus tied 

specifically to Freudian concepts such as repression, castration fear and the 

Oedipus complex. Thus, to call my experience of despair ‘uncanny’ in the 

Freudian sense does not quite fit, even though there is definitely an 

‘unhomelike’ quality to the despair, whereby everything familiar has now 

become strange, and there was also a palpable sense of dread and terror. 

However, upon meeting the psychiatrist in Part 2 and explaining to 

him that ‘despair’ was the central problem, the psychiatrist retained my word 

‘despair’ but then transformed it into a psychiatric diagnostic category. As I 

have noted in Chapter 6 on mis/recognition, my use of the term was insistent 

enough for the psychiatrist to subsequently use my words, but the meaning 
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was subsumed by psychiatric discourse and treated as a clinical symptom 

formulated numerically in terms of frequency and duration. Indeed, the 

psychiatrist’s grammatical phrasing reinforced the argument that only one 

certain meaning was being extrapolated. In Document 2.1.1 for example, the 

word despair is used as a participle, and not a noun, to qualify the verb 

‘feeling’ (‘he feels despaired for half an hour in the morning and half an hour 

before going to bed’). Either this was a grammatical error, or an unintentional 

slip giving grammatical primacy to ‘feeling’ (and thus to ‘mood’) over my 

more ‘existential’ use of the term ‘despair’. In doing this, the psychiatrist was 

perhaps unconsciously foregrounding the form of the feeling over its 

particular expression. In other words, the content of the word ‘despair’ was 

excluded as it did not fit the pre-existing form of psychiatric nosology. The 

meaning of the term, in relation to what it meant to me, was not explored at 

all.  

In the context of this chapter therefore, it is possible to see what this 

particular discursive manoeuvre on behalf of the psychiatrist missed. My 

account in Part 1 provided a depiction of an experience of madness that 

could be understood in terms of a sense of complete hopelessness, affect 

characterised by dread, separation from the interpersonal world and a sense 

of things, including the natural world, as being depersonalised, unreal or 

uncanny. However, the psychiatrist seemed to assume that I was using the 

word to designate a mood state when my use of the term was quite clear: I 

was not ‘feeling’ despair, I was ‘in despair’ (S2:32). That is, the nature of my 

despair was something other than simply a mood disorder; it was an 

existential orientation towards the world characterised by a total loss of hope, 
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informed by supernatural beliefs about my eternal destiny and influenced by 

aural hallucinations that served to enhance a feeling of separation from other 

people, nature and myself. Despair in my usage also included a social 

aspect, in that it was a feeling of isolation amongst other people. However, 

the psychiatrist appeared to be reducing my language entirely towards what 

would have responded better to medication: individual moods. 

If the purpose of defining despair as a mood has an important function 

for psychiatry in terms of directing a treatment based on medication (and, 

incidentally, ECT), then it is necessary to turn to other frameworks that 

provide a fuller account of the subjectivity of madness that is resonant with 

the experience outlined in this thesis, and service users’ experience of 

despair more generally. In first-person accounts, robust theoretical 

frameworks that segue with the highly personal experience of madness are 

often lacking (Hornstein, 2012). This is not surprising perhaps, as most first-

person accounts are often not trying to develop theory or contribute to new 

knowledge. An attempt to account both theoretically and experientially for 

madness is, however, an important focus of this thesis and accounting for 

despair in this way represents a unique contribution to knowledge. In the 

next section therefore, I will turn to two noted theoretical examples, Wilfred 

Bion and R.D. Laing, where despair in the experience of psychosis was 

treated in detail. 
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8.3 Despair as ‘Nameless Dread’ 

An alternative to biomedical psychiatry in terms of an adequate 

conceptualisation of despair may be found in the British object-relations 

tradition of psychoanalysis (Hinshelwood, 2004), based on the works of Bion 

(1957), Menzies-Lyth (1959) and Hinshelwood (1999, 2009). Arguably, this 

strand of psychoanalysis attempts to provide a more contextualised account 

of mad experience, based upon the interactions between staff, carers and 

patients.  

 For Bion (1957), when unbearable infant anxiety is unable to be 

contained by the mother it is returned to the infant in the form of a ‘projective 

identification-rejecting-object’ (Hinshelwood, 1989). In this paranoid-schizoid 

state, the child ‘splits his objects, and contemporaneously all that part of his 

personality, which would make him aware of the reality he hates, into 

exceedingly minute fragments’ (Bion, 1957, p. 257). Eventually, these 

fragments turn on the personality, subjecting it to increasing attacks of envy 

and sadism. According to Bion, it is these processes that occur in the adult 

‘psychotic’ and, in this state of fragmentation and self-attack, ‘the patient 

feels surrounded by minute links which, being impregnated now with cruelty, 

link objects together cruelly’ (Bion, 1957, p. 268). As a way of coping with the 

despair that results from the ‘psychotic's feeling that he cannot restore his 

objects or his ego’ (ibid., p.257), these feelings are displaced into other 

internal and external objects, becoming what Bion called ‘bizarre objects’. 

Bion (1957) elaborates: 
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In the patient's phantasy the expelled particles of ego 

lead an independent and uncontrolled existence, either 

contained by or containing the external objects; they 

continue to exercise their functions as if the ordeal to 

which they have been subjected had served only to 

increase their number and provoke their hostility to the 

psyche that ejected them. In consequence the patient 

feels himself to be surrounded by bizarre objects (p. 

257) 

 Thus, these ‘bizarre objects’ are the result of projected pieces of the 

personality into things, be it internal phantasies or external objects, which 

then return as psychotic symptoms bearing the character of the object 

projected into, along with feelings of dread that accompany this fragmenting 

process. In order to illustrate these processes, Bion (1957) gives a number of 

examples, including one case where a patient thought a gramophone was 

listening to them. According to Bion, they have projected their internal 

anxiety into an external object (the gramophone), which now returns back to 

them their dread in the form of the ‘bizarre object’ of a delusionary 

hallucination (the gramophone listening to them). When this occurs, the 

psychotic person’s affect becomes characterised by what Bion (1962) 

described as, ‘not a fear of dying made tolerable, but a nameless dread’ (p. 

309). It is this ‘nameless dread’ which appears to be very close to my 

experience of ‘despair’ in the narrative.  
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For example, Part 1 of my account in the narrative illustrates how 

Bion’s (1957) ‘nameless dread’ approximates my experience of ‘despair’. In 

chapter 6, I outlined how the different ‘voices’ were represented and the 

ways in which, overall, they were sadistic and menacing, their meaning 

linked together to form sets of associations that were characterised by 

cruelty and threat of punishment. Most of the associations concerned the 

threat of dying, experienced by me as an unbearable dread that increased as 

the narrative progressed. The apples that dropped on the floor at random 

intervals were further interpreted in a foreboding way, as if they were 

symbolically ‘talking’ to me, reinforcing the sense of ‘nameless dread’ that 

permeated throughout the narrative. Further, this nameless dread was 

expressed as a despair of being left alone in a terrifying, meaningless world 

without the ability to control what seemed like the attack on the self from 

multiple directions. The focus of this dread may have been directed towards 

the voices themselves, but they remained allusive and spectral objects, 

occasionally offering solace but mostly suggesting threat of imminent 

annihilation.  

According to Bion’s framework therefore, the objects of my experience 

(both the ‘internal’ objects such as the ‘voices’, and the ‘external’ objects 

such as the apples), had become examples of ‘bizarre’ objects signalling the 

instability of the psyche and its rapid dissolution. As particles of ‘ego’ that 

had become split off and were then operating virtually autonomously as 

separate personalities, the voices set about attacking the main personality 

with metaphorical threats of violence. Under these attacks, the personality 

gave way to an increasing fear of death that was expressed in a ‘nameless 
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dread’, an anticipation that something terrible was about to happen, but there 

was no clear idea of what this terrible event would be. Once the hospital 

became the ‘container’ for all of these projected fears in terms of being the 

object that I anticipated would kill me, the stress of the ward round proved to 

be the breaking point.  

Bion (1957) thus captures the degree to which despair in madness 

encompasses the total subjectivity of the person’s experience and is not 

merely isolated to just one aspect such as mood, as in the biomedical model. 

Bion (1957) also captures the sense of despair in the narrative, which is 

associated with the experience of disintegration, whereby the person going 

mad feels like everything is coming apart in a succession of increasingly 

strange ways. The perception of being under imminent attack from spectral 

‘objects’, the extreme emotions of hatred and envy, the terror of dying – all of 

these aspects, present in the narrative, were outlined in detail in Bion’s 

(1957) theory of unconscious development. Finally, Bion’s (1957) account is 

close to my account in the sense that my ‘voices’ were experienced as 

independent personal beings, operated in the hinterland between conscious 

awareness and unconsciousness, whereby the objects themselves had 

become experienced as autonomous, ‘part-objects’ that were experienced as 

both omniscient and threatening. 

 However, there are some issues with Bion’s (1957) rendering of 

psychosis, and these issues are perhaps reflected in wider strands of some 

psychoanalytic thinking (Parker, 2007). For example, there is a tendency of 

Bion’s (1957) account to essentialise the subject’s experience. Parker (2015) 
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defines essentialism in psychology and psychoanalysis as the tendency to 

‘generate internal categories of personhood that are unchanging and 

timeless, that come to be thought inescapable, and that hence bear a 

determining influence on the subject.’ (p. 7). Essentialising the experience of 

the person in this way then gives rise to an individualistic conception of 

human subjectivity. For example, Bion (1957) thus takes as a starting point 

the individual’s ‘internal’ processes, separated from the ‘external’ 

environment and other people. Indeed, the only environmental influence that 

is considered at length is the subject’s relationship with the mother in infancy 

(and, indeed, as per much of his particular brand of psychoanalysis, the 

mother’s breast). When the fragmentation of the personality occurs under the 

psychotic onslaught of ‘bizarre objects’ and ‘nameless dread’ it does so in 

relative isolation from the subject’s present world as a whole. This problem of 

essentialism is further demonstrated by Bion’s (1957) account of the 

development of psychosis: the ‘projective’ processes described above were 

first inscribed in infancy and operate invisibly in the unconsciousness as 

‘objects’, which then inevitably work themselves out in adulthood. There is a 

sense of inescapable fatalism which belies the subject’s agency.  

However, the main problem with such an approach is that it minimises 

the impact of the world in terms of ameliorating or exacerbating the 

experience of despair. In other words, things are often more fluid, dynamic 

and provisional in the present moment than Bion’s theory would allow for. 

There are events in the world whereby ‘objects’ are changed and altered. 

This point can be demonstrated consistently throughout my experience in the 

narrative. In the last chapter for example, I pointed out how the form of the 
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ward round itself (e.g. interrogation, amount of people etc.) generated some 

of the problems it then had to resolve. In other words, the threat of being an 

inpatient, handled in the way it was by the staff outlined in the last chapter, 

intensified my sense of hopelessness to the point where I finally broke down. 

Thus, the somewhat vague belief informed by the voices of being attacked or 

killed now becomes concretised around the notion that the method used by 

the ‘voices’ (or evil spirits) to harm me will be the hospital itself (S3:13-15). 

When I was incapable of answering the psychiatrists, and the threat of being 

an inpatient was verbally raised by the other psychiatrist when alone with me 

(S3:58-60), this became further confirmation of the truth of the voices. When 

I left the hospital utterly convinced that I was going to be forced to be an 

inpatient, with the belief that this was to be the mechanism through which I 

was to be killed, full mental collapse effectively followed.  

Thus, the intensification of my despair, and what it led to, could not be 

really appreciated without taking into account the nature and the form of the 

environment which segued with my own experience of the world. Since Bion 

(1957), attempts have made to relate his theories of the unconscious to 

social practices and organisations (Hinshelwood, 2004, 2009). As 

Hinshelwood (1999) argues, this perspective implies that ‘a special attention 

needs to be given to the mental health staff, and to their specific need for 

support, since, in an important sense, the staff’s experiences are a cri de 

coeur on the part of their patient.’ (p. 18). The most notable of these was 

Menzies-Lyth (1959) who, based on Bion’s (1957) work, characterised much 

of nursing practice as a ‘social defence against anxiety’.  
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Put simply, Menzies-Lyth (1959) argued that nurses often face 

intolerable emotional burdens in their training. Patients get sick, die, make 

intolerable demands that cannot be met, are often truculent or excessively 

needy. Nurses are often confronted with the most elemental and primitive 

forms of human experience: bodily fluids, sickness, disease, pain and death. 

This experience connects with nurses’ unresolved unconscious conflicts, 

causing unbearable anxiety for them, often resulting in emotional burn-out 

and nurses quitting the profession. In order to regulate and deal with this 

sense of anxiety, systems are developed to distance professional from 

patients: these include such things as checklists, schedules, uniforms etc. 

They thus develop as ‘social defences’ against the horror of working with 

distress, sickness and death. However, these systems fail because they 

create emotional distance between patient and practitioner; indeed, this is 

their express purpose. But creating artificial barriers between patient and 

practitioner does not address the conflict generated in nurses’ unconscious 

as a result of the work. As many nurses enter the profession because of the 

opportunity it affords to provide emotional solace to their patients, these 

defences are experienced as intolerable.  

She thus argued that a ‘significant factor in the training problems of 

the nursing school derived from unconscious sources, the primitive sense of 

horror’ (Hinshelwood, 2009, p. 511). Could the same argument be made 

against the psychiatric system in the narrative, except as a defence against 

anxiety the system represented a defence against despair? This was an 

argument put forward by Hinshelwood (1999), who argued that ‘If we are 

truly to think about our institutions and how they might be constructed for 
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more therapeutic effect, we need to take into account the circulatory system 

of emotions, especially of despair’ (p. 22). These ‘circulatory systems’ take 

place as unconscious communication between the psychotic in despair, and 

the individual or teams working with them. As Hinshelwood (1999) 

elaborates: 

Shared distress in the work arises from the nature of 

psychosis itself — or, perhaps we should say, from the 

nature of psychotic personalities themselves. Typically 

that distress is not formed or articulated in words; 

meaning itself gives way to an experience of 

meaninglessness. And this is contagious. It has a direct 

effect on others and, in fact, percolates through the 

whole system. (p. 17) 

 It is clear from the quotation above that similar problems to Bion 

(1957) can be observed. It is still an individualistic way of thinking that locates 

the source of despair and its effects within individuals and thus essentialises 

the relationship between sufferer and carer (‘from the nature of psychotic 

personalities’). This tendency can be observed also in Menzies-Lyth (1959) 

as well when she observes that, ‘The social defence system of the nursing 

service has been described as an historical development through collusive 

interaction between individuals to project and reify relevant elements of their 

psychic defence systems’ (p. 115). It is thus the individuals’ unconscious 

defence mechanisms that impact upon other individuals’ unconscious 

mechanisms and the net result of this is what gives rise to a social defence 
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system. Indeed, Menzies-Lyth (1959) is fairly explicit about this when she 

points out that, ‘Defences are, and can be, only operated by individuals. Their 

behaviour is the link between their psychic apparatus and the institution’ (p. 

115). As Laing (1960/1990) observed however, if a theory ‘begins with man 

or part of man abstracted from his relation with the other in the world…the 

other becomes either an external or internal object or a fusion of both’ (p. 19). 

In other words, starting from a position as disconnected individuals results in 

a conceptual schema that misses important aspects of despair in mad 

experience.  

 The idea of a ‘social defence against despair’ conceived in these 

terms are also contradicted by key elements in the narrative. For example, 

according to Hinshelwood (1999), the despair is unconscious: it is not 

articulated in words and, indeed, this is part of the problem. However, in the 

narrative I was fairly explicit from the beginning of the assessment with the 

psychiatrist in Part 2 that my problem was ‘despair’. It was thus not 

‘unconscious’ in the sense outlined by Hinshelwood (1999), although 

presumably there was also an unconscious emotional dimension to this 

experience. The key point however is that you do not need to evoke 

unconscious mechanisms in this way to address the issue of despair: it is 

there (not even) hiding in plain sight. The problem was that it was quickly 

converted into other modes of understanding (the terms of psychiatric 

diagnostics) without being explored properly. 

 This problem of experience and language becoming absorbed into 

other language games is also a major issue with the British object-relations 
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school of psychoanalysis in its conception of despair. For Hinshelwood 

(1999) for example, the despair originates from the patient and operates 

almost as a disease that ‘percolates…through the whole system’ (p. 22). To 

‘cure’ despair (or at least ‘treat’: one of the problems for Hinshelwood is that 

over-optimistic expectations from staff regarding a cure lead to burn-out) 

means to provide some way of the staff to ‘metabolise’ it through working 

through its counter-transferential effects in staff (Hinshelwood, 2004). 

However, in order to do this, the experience must first be converted into the 

language game of object-relations psychoanalysis, with its characterisation of 

human experience in the terms of defence mechanisms, objects, projection, 

ego and paranoid-schizoid personalities. Rather than take as a starting point 

the patient’s own language, it is the unconscious conceived of in these terms. 

This is another differend that produces mis/recognition of despair: the only 

way to meaningfully speak (or ‘metabolise’) one’s despair is to frame it in 

these terms and not the singularity of experience which this thesis is arguing 

for. Indeed, one of the more disturbing events in the narrative followed ECT 

when, through the David Bowie film, the immediate loss of despair is 

experienced as a catastrophic loss (S8:95-143). Removing symptoms comes 

at a cost; and this cost can only be worked through slowly and deliberately 

(Leader, 2014). 

  It is therefore important to return to the role of power in madness and 

how such discourses represent (or fail to represent) the context in which 

mental health service users find themselves. In many ways, the ward round 

was its own bizarre object: only the phantoms of fragmented and punishing 

parts of the personality were represented by the members of the mental 
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health team. As this thesis is arguing, and which Chapter 2 outlined in detail 

with regards to the question of authenticity, the representation of madness 

needs to be framed in such a way as to consider the socio-political context in 

which madness occurs, whilst considering it in terms that recognise the 

radical singularity that is mad experience. Therefore, if we consider Bion’s 

(1957), Menzies-Lyth’s (1959) and Hinshelwood’s (1999) theories in terms of 

a ‘tactical’ intervention in the ‘strategy’ of biomedical psychiatry, it raises 

important questions about how the mental health service can inadvertently 

create symptoms for patients, or at least make existing ones worse. 

Unfortunately, such a critique is not present explicitly in these accounts, 

without a deconstruction such as I have outlined here. 

 

8.4 Despair as ‘Ontological Insecurity’ 

Some strands of psychoanalytic thinking therefore do at least recognise that 

the nature of despair is more than a diagnostic category, and that its 

expression takes place within a social context. However, problems with how 

the individual is conceived lead to similar problems to biomedical psychiatry 

and create, potentially, another differend for the patient exploring their 

despair in singular terms. This problem was identified by Laing (1960/1990) 

who argued that both some strands of psychoanalytic thinking and 

biomedical psychiatry contain a common root whereby: ‘The words of the 

technical vocabulary either refer to man in isolation from the other and the 

world…or they refer to falsely substantialized aspects of the isolated entity’ 

(p. 19). In contrast, Laing (1960) developed another way of understanding 
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despair in madness in terms of the person’s being-in-world, called 

‘ontological insecurity’. As I will argue in this section, Laing’s (1960) account 

is closer to my experience in the narrative than the previous two 

conceptualisations for a number of reasons.  

 To begin with, Laing (1960) contrasted the situation of people who 

experience ‘ontological insecurity’ with those who are ‘ontologically secure’. 

Laing (1960/1990) argued that an ‘ontologically secure’ person ‘will 

encounter all the hazards of life, social, ethical, spiritual, biological, from a 

centrally firm sense of his own and other people’s reality and identity’ (p. 39). 

An important aspect of being ontologically secure is a person having ‘a 

sense of his integral selfhood and personal identity, of the permanency of 

things, of the reliability of natural processes, of the substantiality of natural 

processes, of the substantiality of others’ (ibid). Thus, according to Laing 

(1960/1990), most people experience themselves and others in terms of the 

‘self-validating data of experience’ (p. 41), providing a reassuring sense of 

their place in the world, their relation to others and their self. Such a security 

provides a buffer against the stresses and strains that occur as result of the 

‘ordinary circumstances of living’ (ibid, p. 42).  

However, Laing (1960) also argued that some people did not have this 

secure sense of being-in-the-world and, as result, feel that the ordinary 

circumstances of living pose a threat to their very existence. In other words, 

they had a ‘low threshold of security’ (Laing, 1960/1990, p. 42) for the 

pressures of existence and the anxiety such pressures exert. Once this low 

security of threshold had been met, Laing (1960/1990) argued that the 
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individual would experience ‘ontological insecurity’, with some of the 

following effects: 

The individual in the ordinary circumstances of living 

may feel more unreal than real; in a literal sense, 

more dead than alive; precariously differentiated from 

the rest of the world, so that his identity and 

autonomy are always in question. He may lack the 

experience of his temporal continuity. He may not 

possess an over-riding sense of personal 

consistency or cohesiveness. He may feel more 

insubstantial than substantial, and unable to assume 

that the stuff he is made of is genuine, good, 

valuable. And he may feel his self as partially 

divorced from his body. (p. 42) 

Daily living for the ontologically insecure person thus presents a 

‘consistent and deadly threat’ (ibid., p. 42). According to Laing (1960), such 

an individual would then experience three kinds of anxiety (or dread – Laing 

uses the terms interchangeably in The Divided Self): engulfment, implosion 

and petrification. Engulfment is when the individual ‘dreads relatedness as 

such’ because ‘his uncertainty about the stability of his autonomy lays him 

open to the dread lest in any relationships he will lose his autonomy and 

identity’ (p. 44); implosion is the experience of ‘the full terror of the world as 

liable at any moment to crash in and obliterate all identity as a gas will rush 

in and obliterate a vacuum’ (p. 45); whilst petrification is when people ‘tend to 
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feel themselves as more or less depersonalized and tend to depersonalize 

others’ (p. 46), which they do by turning themselves and others into a thing 

(literally petrifying them) in order to manage the sense of being overwhelmed 

in relationships. Thus, Laing provides a schema for understanding the 

experience of madness that is grounded in the individual’s relationships with 

other beings.  

As Palmer (2001) argues, and as I have also argued throughout the 

thesis, such an approach makes sense in the context of mental health 

because symptoms are first recognised within social encounters. Psychiatric 

problems are initially problems that take place within a social context, 

amongst people. Returning to the narrative, it is clear that the situations in 

which my despair was intensified were under situations of interpersonal 

stress. As Laing (1960/1990) observed in considering engulfment in one of 

his patients, ‘if you were to subject this patient to a type of psychiatric 

interrogation recommended in many psychiatric textbooks, within ten minutes 

his behaviour and speech would be revealing ‘signs’ of psychosis’ (p. 43-44). 

Thus, it was following the ward round, a highly ‘engulfing’ intense 

interpersonal situation, that I developed full-blown psychosis which also 

included incidents of feeling, or even thinking I was, dead (‘petrification’, e.g. 

S3:112; S4:12-13). Similarly, upon entry to the ward round in Part 4, I 

experienced a sense of ‘implosive’ déjà vu (S4:41-5) which immediately 

followed the ‘engulfing’ fear that I would be eaten by other patients (S4:30-4). 

Throughout my stay on the ward, I viewed many of the patients and the staff 

as being puppets to the evil spirits I believed were present on, and running, 

the ward. This form of ‘petrification’ suggested that people were not 
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experienced as being fully real or human but behaved almost like automata. 

Indeed, the self-harm incident that followed the initial breakdown following 

the ward round was perhaps a response to intense feelings of petrification, 

as the knife cuts were performed as an attempt to prove that my flesh was 

‘dead’ (see S3:111-3; C:6:81-96).  

The incidents of ontological insecurity were not limited merely to entry 

to the ward round and the initial breakdown. In Part 7, I was granted leave off 

the ward for the first time. It was clearly very stressful for me: being seen by 

people outside the ward, including the woman outside the hospital (S7:4-6) 

and my neighbours (S7:12-8), was experienced as ‘engulfing’, lending 

support to my paranoid ideas that others were aware of the plot that I 

believed was going on. Similarly, meeting with my friends and telling them 

about my hospitalisation proved to be overwhelming enough for me to leave 

soon after arriving (S7:50-2). Not long after this, I tried to force my way off 

the ward and was forcibly restrained and secluded (S/C7:105 ff). Arguably, 

such a reaction was connected with the ‘engulfing’ experience of being off 

the ward and returning to my ‘ordinary’ life. 

There is thus a strong connection with my experience and Laing’s 

(1964) ideas. However, with regards to the sudden downturn in symptoms 

experienced in Part 7, the medical team offered another explanation: ‘poor 

compliance with medication on discharge’ (C7:96-8). This observation, which 

was not supported by any evidence in the notes, led to further coercive 

measures including restrictions of autonomy including, from this point 

onwards, the staff observing me taking medication (e.g. Document 7.5 under 
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the section ‘specific goal’). However, this sudden remission is perhaps more 

comprehensible when considered according to Laing’s (1960) framework. In 

other words, being on the ward for some time and then returning to my 

home-life was clearly too much for me to manage, as the boundary between 

the ward and homelife became permeable.  

Finally, and perhaps again in support of Laing, it is worth noting that 

my paranoid ideas at the time were almost always orientated around some 

form of perceived threat from relationships. In Part 1, I believed the works of 

dead writers had become possessed by evil spirits that were intent on 

destroying me; upon entry to the ward, the paranoid ideas became focussed 

on the other patients, that they would kill me spiritually, take all our money, 

frame me and my family as paedophiles and have me transferred to prison to 

be tortured. Taken metaphorically, all of these ideas expressed fears of 

engulfment, implosion and petrification. The sense of absolute hopelessness, 

and my conviction that these terrible things were about to happen, were 

based on the perceived threat from other people; the despair was in my 

perception that there was nothing I could do to stop them. As Laing 

(1960/1990) explains, ‘his uncertainty about the stability of his autonomy lays 

open to the dread lest in any relationship will lose his autonomy and identity’ 

(p. 44).  

 However, Laing’s (1960) theoretical framework also demonstrates 

some significant shortcomings in relation to madness more generally, and to 

the narrative in particular. I identify three main issues which, in all likelihood, 

stem from Laing’s (1960) extensive, and often uncritical, employment of 
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existentialist theory (Shumann, 2003), with all the theoretical baggage 

associated with such approaches outlined in Chapter 2. These issues include 

the romantisation of despair, essentialising the self and the de-politicisation 

of despair.  

 The first issue is that, arguably, Laing (1960) simplifies the 

development of despair through over-stating the dialectical progression from 

one form of despair (‘schizoid’) to another (‘psychotic’). Laing was highly 

influenced by Christian Existentialism (Miller, 2009) and, indeed, cites 

Kierkegaard as one of the key sources in his development of ‘ontological 

insecurity’ in The Divided Self (Laing, 1960). However, Laing (1990) also 

replicates problems with existentialist approaches to understanding 

madness, some of which were discussed in Chapter 2 in reference to 

authenticity. As Laing (1960) cites an understanding of Kierkegaard as 

critical to understanding despair, I will discuss despair in the narrative in 

reference to Kierkegaard (1849) before moving on to how his account 

resonates with mine.   

 For Kierkegaard (1849), despair arises from the conflict in 

humankind’s nature between the finite and infinite and is thus fundamentally 

constitutive of human experience (Steinbock, 2007). Kierkegaard 

characterised three possible orientations towards despair: being unconscious 

in despair of having a self; not wanting in despair to be oneself; and wanting 

in despair to be oneself. However, it is the third orientation, ‘wanting in 

despair to be oneself’, that is closer to my experience. This form of despair is 

the awareness of the self’s ultimate relationship to the infinite whilst refusing 
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the implications this awareness brings. According to Kierkegaard (1849), this 

latter despair, which he also called the ‘demonic’, is considered the ‘higher’ 

form (Laing, 1969) because it denotes a more authentic relationship to 

(infinite) reality whilst also representing humankind at their most defiant of 

the infinite. Kierkegaard’s (1849) notion of despair is therefore dialectical, 

whereby a person moves from a place of denial of despair, towards an 

increasing awareness of their ‘demonic’ despair in proportion to their 

apprehension of their infinite nature.  

 This form of ‘demonic’ despair outlined by Kierkegaard (1849) 

provides a nuanced qualitative account of despair that also resonates closely 

with my account in Part 3, at the point when my despair had reached its most 

acute phase. At this point in the narrative, following the ward round, the 

intensity of my despair had become so extreme that the feelings of 

hopelessness were all-encompassing. My ‘consciousness dissolved’ 

(S3:109-110) in total breakdown, immediately prior to the perception that 

death would provide no release: ‘You would kill yourself if that would make a 

difference. You know that it won’t.’ (S3:105-107). In contrast, consider this 

passage from Kierkegaard (1849/1989): 

For there is not the remotest possibility of dying of this 

sickness in the straightforward sense, or of this 

sickness ending in physical death. On the contrary, the 

torment of despair is precisely the inability to die. In 

this it has much in common with the contradiction of 

the mortally ill person who is in the throes of death but 
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cannot die. Thus to be sick unto death is to be unable 

to die, yet not as though there were hope of life. No, 

the hopelessness is that even the last hope, death, is 

gone. (p. 47-49) 

I thus became convinced that even suicide would not provide a way 

out: the despair had changed from a fear of death that was present in Part 1, 

to an overwhelming sense of the infinite through which death offered no 

reprieve. At this point, my despair truly became the ‘torment’ of the ‘inability 

to die’ and one which was consciously present in its immediacy. My 

experience of despair, at this point, appeared to be close to this account from 

Kierkegaard (1849).  

However, whilst there are clearly qualitative parallels, there is a 

fundamental difference in my narrative account to Kierkegaard’s (1849) 

treatment of despair when it comes to the effect this despair brings. For 

example, according to Kierkegaard (1849), the more despairing a person is, 

the more ‘authentic’ they are: it is a despair that reflects an authentic attempt 

to become oneself, a necessary stage the self must progress through on its 

way to despair’s dissolution in faith. Thus, the acute awareness of despair is 

a reflection of the ‘dizziness’ of freedom (Kauffman, 1975) when one 

becomes aware of one’s ‘true’ nature which, if the self is to progress to 

higher levels of authenticity, they must acknowledge. At the highest point of 

despair, the ‘demonic’ to which Kierkegaard (1849/1989) points, the sufferer 

is defiant in their despair, the person ‘wants to be itself in hatred towards 

existence, to be itself according to its misery; it does not even want defiantly 
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to be itself, but to be itself in sheer spite’ (p. 105). Indeed, Kierkegaard 

(1849/1989) draws attention to this latter form as being almost a chosen form 

of despair associated with heroism, a despair ‘only to be found in the poets, 

the real ones’ (p. 104).  

In contrast to Kierkegaard, my narrative contains this awareness of 

heightened despair but there is no sense of heroic defiance, or even the 

‘spite’ that implies a Promethean struggle against the infinite. Rather, my 

account suggested extreme weakness and vulnerability in despair, confusion 

and anguish. In the passage quoted above for example, I had a clear 

perception of the infinite and this, coupled with a belief in my impending 

death that was, admittedly, based upon a delusion, constituted the nature of 

my despair. However, there was no sense of freedom in this awareness for 

me. Indeed, quite the opposite: I felt like I was totally at the whim and mercy 

of cruel and infinite spiritual forces. There was no ‘dizziness’ or ‘freedom’ in 

the face of anxiety or despair but, instead, a crushing sense of annihilating 

and incapacitating dread. The psychotic despair explicated in this chapter 

has no recourse to denial (the lowest form of despair in Kierkegaard’s 

dialectic), no opportunity to sublimate despair into worldly affairs (the next 

stage) and no capacity to retain a defiance against the eternal (the highest 

form, discussed here). It is what Steinbock (2007) describes: ‘absolute 

distance from the ground of hope is the experience of being abandoned, 

being alone, and being left to myself in the present’ (p. 449).  

Kierkegaard’s (1849) account of despair, therefore, may be one of the 

few accounts that take seriously the qualitative nature of despair, and one 
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that at times also resonated with my experience of despair. However, 

Kierkegaard’s (1849) depiction does not capture how the experience of 

despair literally freezes in fear. One does not need to be in denial of 

despair’s presence to be utterly incapacitated by it and, in many respects, 

the psychotic person experiencing despair may be in the worst position 

possible, in that they are keenly aware of their despair but without the 

galvanising sense of agency that presumably lies behind Kierkegaard’s 

(1849) ‘demonic’ despair.  

Whilst Laing (1960, 1969) was often at pains to stress the suffering 

experienced by those diagnosed with schizophrenia, it is also worth noting 

that Laing was accused throughout his career of romanticising madness 

(Ferguson, 2018). What unites Kierkegaard and Laing’s account of 

ontological security perhaps, is a mis/recognition of the qualitatively unique 

situation of despair the person going mad may find themselves in, its 

singularity, but also how utterly horrible and incapacitating this experience 

may be. In contrast, the tactically authentic approach outlined in Chapter 2 is 

one that recognises the personal horror that so often accompanies madness 

but uses that experience to inform a political critique, a demand for a 

recognition of the singularity of experience. Otherwise, if one misses this 

dimension of unarticulated helplessness and how it is so often (dis)missed by 

professionals, one is at risk of returning again to mis/recognition, to a 

differend in which the opportunity to speak about madness is lost in a 

dominating discursive framework, albeit one that appears, at first glance at 

least, to be more benign than biomedical psychiatry or psychoanalysis. 
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Thus, it could be argued that here suffering is observed from a 

privileged distance. However, if there is a tendency to romanticise the 

suffering of the mad on the one hand, a related issue is that Laing (1960), 

like Bion (1957) and others, does not dispense with essentialist notions of 

the self. For example, crucial to Laing’s (1969) theory of ‘ontological 

insecurity’ is the theory of ‘the false-self system’, which was developed from 

Sartre’s notion of ‘bad faith’. In this schema, Laing (1960) argued that a 

crucial response to ontological insecurity in the ‘schizoid being-in-the-world’ 

is a withdrawal from reality and the dichotomisation of the self into ‘true’ (the 

self in world, amongst persons) and ‘false’ (the self as it relates to itself, in 

phantasy). The opening of this fissure between true and false self is, indeed, 

what creates a sense of despair and dread in the psychotic (or schizoid) 

individual, as they struggle to deal with its impact:  

It is omnipotent and free only in phantasy. The more 

this phantastic omnipotence and freedom are indulged, 

the more weak, helpless, and fettered it becomes in 

actuality. The illusion of omnipotence and freedom can 

be sustained only within this magic circle of its own 

shut-up-ness in phantasy. And in order that this attitude 

be not dissipated by the slightest intrusion of reality, 

phantasy and reality have to be kept apart. (Laing, 

1960/1990, p. 84). 

As this short excerpt demonstrates, Laing (1960) distinguishes 

between ‘real’ and ‘false’ relationships with ‘reality’. However, in employing 
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terms that polarise distinct tendencies such as true/false, reality/phantasy 

and freedom/contingency, it treats these categories as if they were mutually 

exclusive and not intimately connected. The schema thus falls prey to 

essentialising tendencies: the ‘real’ self is different from an assumed ‘true’ 

self with the former existing in a Cartesian vacuum, separate from the social. 

One is true, authentic, free; the other is false, inauthentic and trapped.  

However, the reality from the narrative is that neither the social nor the 

personal are separate or free: they are both interlocked and they both 

encapsulate the experience of being trapped. In my narrative, what was 

particularly distressing was not being able to represent this feeling of 

existential dread in an adequate framework, without it being lost or absorbed 

into something else. One could also argue that some of the supposedly 

‘secure’ individuals such as the psychiatrists and nurses behaved in ways 

that were less than secure, such as the ‘creepy nurse’ who tricked me into 

going to the PICU (S4:47-78). The position of the ‘schizoid’ individual is 

therefore either one thing or another; one ‘chooses’ freedom and 

contingency or submits to ‘bad faith’ and necessity. However, such 

characterisations belie the lack of choice inherent in such a position: people 

cannot really ‘choose’ to be mad in such an obvious way, particularly if 

circumstances have arisen which make choice either limited or even 

contradictory (e.g. being invited into the ward on a voluntary basis, under 

compulsion of section).  

Romanticising madness, and essentialising the self, thus become 

linked in The Divided Self. As my narrative shows however, things such as 
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‘reality’ in the world of the mental health system are not quite as simple as 

this strict division between ‘true’ and ‘false’. For example, towards the end of 

the narrative my belief that I ‘would never be the same again’ (S9:38-9) was 

mentioned in all three accounts. This belief is repeated in both my mother’s 

account (M9:35-6) and in the clinical notes (C8:130-1). In other words, I 

showed despair about ever really ‘recovering’ from the episode, that 

something fundamental had changed in me and would never be the same 

again. What is the ‘reality’ here? According to many biomedical models, 

schizophrenia is characterised by inevitable decline (Bentall, 2003). Was my 

despair towards the end of the narrative an accurate reflection therefore of 

how things ‘really’ were? Or was it a ‘delusion’ based upon previous ideas 

about spirit-possession and spiritual death where, following ECT, I compared 

myself in phantasy to the alien in the David Bowie film who has been 

permanently maimed (S8:95-143).  

Indeed, one of the more disturbing things about the narrative is this 

unrelenting focus on psychotic symptomology in the clinical notes, to the 

exclusion of other factors. Many of these ‘other’ factors were perhaps those 

things which clinicians took for granted (e.g. jobs, partners, financial 

independence etc.). In this way, a quality of personal experience that was 

clearly important to me (and, arguably, my mother as she mentioned in her 

diary) was this ‘reality’ of hopelessness with regards to my life (M8:326). Yet, 

this ‘reality’ was never addressed by the mental health system, apart from 

vague and non-committal references to counselling that were then never 

followed up (C8:18-20).  
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The third and final issue follows on from this point, namely that a 

further problem with Laing’s (1990) theory of ‘ontological insecurity’ is that it 

is largely apolitical. To some degree, this perhaps follows from both 

romanticising and essentialising the experience of madness. However, 

making the experience of despair an ‘internal or ‘interpersonal’ quality 

ensures that despair is explored without recourse to the socio-political 

dimension of madness and, in particular, issues of power. Although Laing 

would become more politically involved later in his career (Kotowicz, 1997), 

in The Divided Self there is no discussion of how socio-political factors are 

linked with a diagnosis of schizophrenia (Sedgwick, 1982), or if the despair 

experienced by the ‘schizophrenic’ is exacerbated by socio-political factors 

such as poverty, ethnicity, stigma or the chronic underfunding of mental 

health services (Ferguson, 2018). This includes a lack of reference to the 

(in)adequacies of biomedical psychiatry or the hierarchical and coercive 

nature of the mental health system itself (Sedgwick, 1982). This issue has 

been concisely summarised by Rossdale (2015): 

The claim to ontological security, to a core space of 

being which operates as the condition of possibility 

for engaging with or encountering the world, is liable 

to foreclose the politics and power relations involved 

in the constitution of such spaces (p. 375). 

 In my narrative, the socio-political aspects were perhaps less at the 

forefront due to my status as a white, middle-class male from a relatively 

comfortable background. However, the relatively depoliticised tone of 
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‘ontological insecurity’ can be demonstrated through one feature of Laing’s 

ontological insecurity, that of engulfment. According to Laing (1960/1990), 

engulfment occurs when ‘the individual dreads relatedness as such, with 

anyone or anything or, indeed, even with himself, because his uncertainty 

about the stability of his autonomy lays him open to the dread lest in any 

relationship he will lose his autonomy and identity’ (p. 44). Laing further 

argues that this fear of engulfment is often represented in a person’s 

experience through the use of images such as drowning, burning etc. In 

terms of my experience, this fear was represented in several ways, but 

principally through my belief in Part 3 that other patients were going to eat 

me alive (S4:31-34).  

 This could be interpreted according to Laing’s (1960) schema. 

However, to see this belief as being entirely the product of an ‘ontological 

insecure’ delusionary phenomenology is to miss the point that this belief was 

expressed in the context of a particular environment, an environment where 

there was very little autonomy (I was under Section 3 of the MHA and, even 

before this, voluntary status was under coercion) and relations with some of 

the other patients (and even staff) were characterised by bullying and 

intimidation. Indeed, instances of sexual abuse on the inpatient ward were 

openly discussed in the day hospital (S3:8-10). Further, the belief that I will 

be eaten alive was first mentioned in Part 3 just before the ward through the 

‘voice’ of the Sylvia Plath poem (‘O golden child the world will kill and eat’; 

S3:16-7). At this point, the idea was vague; it only gained a concrete form in 

a specific context, namely with other patients on the ward (S4:32-4). 

Although the fear of being eaten alive could be seen as a ‘bizarre object’ of 
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projective identification (Bion), or a metaphorical expression of the fear of 

being overwhelmed by relationships arising from ‘ontological anxiety’ (Laing), 

the inpatient unit was both bizarre and engulfing in nature. Indeed, the 

environment itself, with all of its tensions and contradictions, its double binds 

and mis/recognition, could be considered ‘ontologically insecure’. 

Considering the wider socio-political context of the mental health 

system in the 1990s also lends weight to the idea that psychotic despair can 

only really be understood in relation to the wider socio-political context. As I 

observed in Chapter 6 on double binds, this context was framed in a political 

context of risk aversion, with a contradictory injunction to manage demand 

despite reduced capacity. The treatment offered was overwhelmingly 

biological, with limited occupational therapy and no talking therapies. As I 

showed in the last chapter, the use of ECT was suggested after only two 

months and clearly well before other treatment options had been considered. 

However, as I showed in Chapter 7, it is not only the double-binding 

environment that creates the conditions of ontological insecurity. The 

psychiatric discourse itself is constituted as a differend, whereby one is 

invited to discuss one’s complaint, but where the complaint itself becomes 

transformed into categories consistent with a language game constituted by 

power and domination.  

This point can be illustrated with reference to my mother and father’s 

experience, which I touched upon briefly in the last chapter. In relation to 

despair, my mother’s account in Part 1 suggested at the time she was 

desperate in the face of my increasingly withdrawn behaviour, but this sense 
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of desperation still retained a sense of hope (‘I told him he must go through 

the motions of living, to plod on and we will come through this’; M1:122-5). 

By the time of my admission in Part 4, her stoic sense of hope had given way 

to despondency: 

Richard and I felt distraught when we left, we felt we 

had lost him and felt so down, the future looked bleak. 

It’s like a bereavement, you’ve lost your son – he is 

there in body but [he’ll or will] never be the same again. 

(M4:43-9) 

Like my narrative at the end of Part 3, where I had moved into a 

subjective space characterised by a sort of living death, her sense of despair 

was characterised as a form of bereavement, but one in which the dead 

person is still living. However, her account differed to mine in that the death 

for her appeared to be in the loss of a familiar personality, whilst my despair 

was precisely my inability to die and the prospect of eternal suffering. In 

some ways, this distinction shows the difference perhaps between despair 

and depressive despondency: both involve a loss of hope, but the former 

involves a significant disruption of the subjective experience of temporality 

(Steinbock, 2007).  

My mother’s account at the end of Part 3 was bleak and emotionally 

raw. However, her diary was silent for a significant period following this entry. 

When her writing resumed in Part 7, the entries were shorter and less 

emotive. Indeed, as I observed in the last chapter, her entries were no longer 

focussed on her own experiences but on my behaviour alone, and the style 
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and form of her observations mimicked the style and form of the clinic notes. 

By the time of discharge in Part 9, she was no longer talking of bereavement 

or loss but how ‘happy’ I was (M9:99-100). Thus, her initial despairing 

observations had all but disappeared and, in its place, was an impression of 

an appearance of wellness. This sense of progress, at least in terms of 

reduction of symptoms, was also reflected in the clinical accounts (e.g. 

C9:98).  

In the last chapter, I argued this was evidence of how the psychiatric 

differend operated to colonise the language of patients and carers. However, 

there was also a change in my symptoms in my account and, indeed, one of 

the immediate effects following ECT was a questioning of my former 

paranoid beliefs (S8:167-179). I also learnt how to play the game of saying 

and doing the right thing in order to get discharged from the ward (S8:181-

198). My ‘psychotic’ despair gave way to a depressive futility, expressed as a 

belief that I would never properly recover. This depression, also mentioned 

by my mother (M9:32-6), was interpreted by the medical team as ‘the 

realization that he is mentally ill’ (C9:38-41). The depression was thus seen 

as a normal response to my ‘illness’ that comes naturally from ‘insight’, or 

what some researchers call ‘post-psychotic depression’ (McGlashan and 

Carpenter, 1976). Therefore, in the course of my treatment, I moved from the 

position of ‘ontologically insecure’ to ‘ontologically secure’, at least in the 

eyes of the clinical team and my mother. I was no longer ‘paranoid’ (at least 

as much) and I was no longer a risk’. ECT had worked: I was wearing my 

glasses again and was more ‘alert’ (M8:53-5). The narrative became ‘that 

place sorted you out’ (S8:217-8) and I was now ‘much more better’ (C9:98).  
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My parents were, perhaps understandably, happy with the treatment. 

However, in this movement something fundamental was lost. As some recent 

narratological analysis of recovery stories have shown (Woods et al., 2019), 

in exchange for this tidy narrative of recovery, albeit with some regrettable 

but understandable after-effects such as depression, the real potential for 

change is lost. The silence in the psychiatric differend was so complete that 

the original complaint of despair, so raw and so loud, was finally allowed to 

disappear but with the cost of sense of futility and repetition (S9:114-128). 

The treatment can had effectively been kicked up the recovery road. 

 

8.5 Despair and Tactical Authenticity 

In summary, ontological insecurity prevents the possibility for thinking about 

ethical issues and political problems that might otherwise arise from the self 

as a contested space due to a too-forced dichotomy between ‘sane’ and 

‘mad’ that locates the person in their relational world, but not their socio-

political one. It also downplays the degree to which the discursive 

frameworks themselves might attenuate or even create the conditions that 

Laing (1960) grouped together under the conceptual banner of ‘ontological 

insecurity’. This leads the concept of ‘ontological insecurity’ past a sort of 

political blind spot, which then potentially risks creating another differend for 

service users, albeit one that is perhaps less brutal than the biomedical 

psychiatric one.  

 However, one of the key questions of this thesis is what constitutes an 

authentic representation of madness. Here, I used De Certeau’s (1984) 
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distinction between ‘strategy’ and ‘tactics’ to argue that the cultural capital 

represented by the ideal of authenticity allows it to speak in the territory 

usually occupied by more dominant discourses. In this thesis, authenticity is 

thus defined as a tactical intervention in the strategy of psychiatry that, 

nevertheless, remains close to the subjectivity of madness.  Defined as a 

radical singularity in experience, madness is then represented in the form of 

multi-layered narrative that occupies a place within academic and liberal 

discourses that valorise ‘patient voice’ and ‘user involvement’ (Rose, 2017).  

Tactical authenticity thus represents an intervention in the field of 

psychiatry that is constituted precisely in trying to voice, however imperfectly, 

the original existential complaint that was marginalised in the psychiatric 

discourse. In doing so, the concept also offers a subversion of the strategy of 

the differend. Thus, through a framing of the unique singularity of despair as 

it represented in the quadrilogue, there is a possibility that this experience is 

given a voice. The process of exploring the despair in the narrative thus 

becomes a tactic, poaching on the territory of strategy. 

In many ways, the approach central to this thesis, that of ‘tactical 

authenticity’ in the production of mad narratives, is absolutely symmetrical to 

the psychiatric differend. Whilst the differend represents the operation of 

strategy and how it works against ‘users’, tactical authenticity is a disruption 

of this strategy. Ultimately, and as this chapter has shown, my experience of 

despair was the absolute absence of any possible tribunal that could hear 

the existential wrong and which thus indicated a profound absence of hope 

regarding the possibility of a ‘representation’ of an experience. However, 
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autoethnography more generally, and the quadrilogue in particular, offers 

such a representational framework and thus a forum to voice the existential 

wrong. Even more so, it offers a forum in which whereby the hurt caused by 

the psychiatric system can be evaluated and re-examined, therefore opening 

up the possibility of some form of ‘truth and reconciliation’ (Spandler and 

Mckeown, 2017).  

Nowhere more clearly was this seen in the narrative in the interview 

with the psychiatrist in Part 2. Although, as I have shown, the phrase 

‘despair’ was misused by the psychiatrist, it still found a place within the 

discourse, as represented in the psychiatrist’s subsequent report. Its 

presence here then allows for a critical examination of the processes through 

which psychiatric strategy colonises the experiences of service users. 

Ultimately, the experience cannot be entirely assimilated into the discourse 

of psychiatry, and this represents its power.   

A tactically authentic treatment of despair, as depicted in this thesis, 

therefore offers the opportunity for a fresh analysis of the subjectivity of 

madness and its presentation in the social world. In doing so, it also offers a 

subversion of some academic models of ‘objective’ knowledge. By taking on 

the trappings of academia and the neo-liberal discourse of ‘lived experience’, 

tactical authenticity provides the basis through which the hegemony of 

biomedical discourses can be analysed, critiqued and, ultimately, disrupted. 

The experience of madness offers a radical heterogeneity and singularity 

that, whilst disruptive and potentially destructive, can also be deconstructive 

and reconstructive. My despair represented a possibility of challenging the 
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false dichotomy that is often employed in many theoretical frameworks 

including biomedical psychiatry, object relations and existential psychology. 

Its representation in this thesis thus allows for a recovery of despair. In this 

way, it represents a novel contribution to knowledge and also the possibility 

for the development of future research. 

 

SUMMARY 

This chapter explored the third and final theme arising from the analysis of 

the narrative, despair. I began with an exploration of despair in the 

psychiatric literature, recognising that despair as a phenomenon has not 

been explored in detail outside of existential and psychoanalytic studies. I 

also identified that although despair was a key feature of my subjective 

experience of madness in the narrative, particularly prior to making contact 

with mental health services and which was articulated to the psychiatric 

team, the term became absorbed into the wider discursive framework of 

biomedical psychiatry. In doing so, the opportunity to explore its meaning for 

me was lost. I also identified that other frameworks, most notably 

psychoanalysis in the British object-relations tradition and existentialism in 

Laing’s (1960) work, provided treatments of despair that resonated with my 

own, if only because they took the experience of despair seriously and 

recognised the experience of absolute hopelessness, terror, dread that many 

people going mad feel. As I also showed throughout this chapter however, 

the discursive and social aspects of despair and madness were significant 

components of my overall experience, but these aspects were largely 
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neglected in object-relations and existentialism. As I have shown in this 

chapter, despair in madness represents a differend and central to my 

experience of despair was an existential wrong that had occurred prior to my 

contact with mental health services. I thus concluded by advancing the 

notion of a ‘tactically authentic’ depiction of despair that was able to 

represent elements of my experience of the double binding nature of despair, 

whilst also putting into words the effects of psychiatric differend.  
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CHAPTER 9. CONCLUSION AND IMPLICATIONS 

INTRODUCTION 

This thesis was developed from my personal experience of going mad and 

being detained in a psychiatric inpatient unit, using an innovative qualitative, 

autoethnographical research method. It was not my original intention to focus 

on this topic area. I originally wanted to look at ‘change’ within two 

therapeutic environments, using a longitudinal, mixed methods design. 

However, doing an autoethnography as a preliminary exercise re-connected 

me with a significant time in my past. This led me to an entirely new subject 

area, one that included madness, psychiatric detainment, the question of 

authenticity and, ultimately, the nature and status of mental health service 

user and survivor narratives. As the quotation in the prologue suggests, the 

past is never truly past but a living history which still speaks.  

 However, it was not just the need to represent the past, but to be in a 

position to learn its message. For me, the most important issues were 

around the question of ‘why’: why I felt so let down by the care I received at 

the hands of the psychiatric system; why, in our society we treat what we call 

‘madness’ in this particular way; and why it is so difficult to represent these 

experiences adequately. I wanted to be faithful to the experience without 

falling into many of the traps that it seemed to me others had, without 

realising it. My hope is that this thesis represents at least a partial success. 

 Did I find any satisfactory answer to these questions? I believe my 

thesis found a way to represent an experience of madness that was true to 

its principles. I think it also showed that mad narratives and autoethnography 
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can provide a valuable source of knowledge that can build towards a critique 

of established discourses. I identified some of the main issues with a 

psychiatric view of the world and how these issues could be conceptualised 

according to theories that were developed from the experience of a 

psychiatric survivor and not from the professionalised perspectives of 

psychiatry or clinical psychology. This final chapter will discuss to what 

degree the thesis has succeeded in its original intention.  

The last three chapters presented the results of the analysis from my 

methodology, ‘the quadrilogue’, developing three themes from the data that 

spoke to the main research questions: double binds, mis/recognition and 

despair. I will first revisit the main research questions and the key themes 

emerging from the literature. I will then summarise the main findings in 

relation to the three key themes of double binds, mis/recognition and despair, 

before moving on to an analysis of the implications of the results in terms of 

the theoretical, methodological and practical issues arising from the thesis. 

Finally, I will discuss the main limitations of the thesis and directions for 

future research. 

 

9.1 Research Questions and Literature Themes Revisited 

The thesis was guided by an overarching question: what is an authentic 

representation of madness and what can this representation tell us about the 

social context in which madness presents? By trying to address this 

question, I identified a paradox at the heart of narrative accounts of 

madness: they were predicated on an argument that first-person narratives 
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provide an essential form of knowledge of human subjectivity, over and 

against positivist forms of research; however, it was difficult to substantiate 

these claims without recourse to an essentialist, and thus theoretically 

inconsistent, version of authenticity. I called this particular tendency in 

autoethnographical research ‘the argument from authenticity’. The paradox 

of this argument, in my opinion, led to unsatisfactory attempts to portray 

human subjectivity in autoethnographic research, particularly with madness. 

 In contrast, I argued for a ‘tactical authenticity’, based on De Certeau’s 

(1984) distinction between ‘strategy’ and ‘tactics’. According to this 

conceptualisation, authenticity is used in a tactical, non-essentialising way to 

provide a critique of established ‘strategy’ in the form of psychiatric and 

psychological discourses. In my review of autoethnographies, I identified 

several methodological issues in poststructuralist and postmodern uses of 

autoethnography that my method of autoethnography aimed to overcome. 

These issues included an arbitrary division between ‘evocative’ and ‘realist’ 

accounts that enforced an unnecessary binary on autoethnographic 

research; a ‘failure of nerve’ (Atkinson, 2013) in textual representation; and 

the potential for voyeurism over-and-against political engagement (Costa et 

al., 2012). All of this meant there was a paucity of studies that have 

attempted to represent madness in a way consistent with the experience that 

can provide a critique of the discourses and practices of psychiatry, whilst 

remaining consistent with its theoretical and methodological principles.  

In order to address some of these issues, I developed an innovative 

autoethnographical method called ‘the quadrilogue’. This method was then 
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applied to my experience of a psychotic breakdown and psychiatric detention 

in the period from September 1993 to January 1994. This narrative account 

included the employment of different ‘voices’ in order to provide contrast and 

counterpoint in terms of how madness is constructed differently according to 

patient, carer and clinical accounts. The narrative thus employed three main 

sources: my reconstructed account, my mother’s diary and my NHS clinical 

notes. A fourth voice was generated through the process of building this 

narrative, a reflective account, which offered a commentary on the other 

three perspectives. This fourth voice also provided a bridge from the data in 

the narrative to the formal process of analysing its contents using a critical 

form of Thematic Analysis.  

 Taken together therefore, this thesis showed that a tactically authentic 

account of madness is able to generate new knowledge in terms of first-

person experiences of severe distress and its social context. In particular, 

this thesis provided new knowledge on the experience of going mad and 

being detained in an inpatient unit. These were revealed in the three main 

themes developed from the data: double binds, mis/recognition and despair. 

These themes utilised existing theory to refine, develop and construct theory 

to critique biomedical psychiatry and some practices in mental health. The 

next section discusses these findings in relation to the main thesis questions 

in more detail.  
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9.2 Summary of Findings 

I showed that the experience of madness could be illustrated in reference to 

three main themes. The first, ‘double binds’, employed Bateson’s (1972) 

original theory to demonstrate how communication in the mental health 

system was characterised by contradictory and conflicting messages that 

produced no-win situations for patients, carers and staff. The second theme 

of ‘mis/recognition’ used Lyotard’s (1978) concept of the ‘differend’ to argue 

that psychiatric discourse actively prevents service users and carers from 

adequately framing their complaints by absorbing their discourse, according 

to the rules of the dominant ‘language game’. Finally, the third theme of 

‘despair’ argued that a core, constitutive feature of my experience in the 

narrative could be conceived as a form of hopelessness that was linked to 

beliefs about death, but which were also, nevertheless, largely dismissed by 

the discourse of biomedical psychiatry. I also argued that the few attempts to 

conceptualise ‘psychotic despair’ with more depth than biomedical accounts, 

in particular Bion (1957) and Laing (1960), failed to avoid the essentialising 

and apolitical tendencies that afflicted theories of authenticity. I argued 

instead for a ‘tactically authentic’ account that retained the truth of the 

despair in the narrative, but which also exposed the repressive tendencies of 

the mental health system.  

 

9.2.1  Double binds 

One of the first themes identified from the analysis was that the 

communication within the narrative could be characterised in terms of 
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Bateson’s (1972) double bind theory. According to Bateson (1972), double 

binds occur when there are contradictory injunctions made at different levels 

of communication. Although the theory had been developed as an 

explanation for how people diagnosed with schizophrenia may develop 

symptoms in the context of disturbing family communication (Bateson et al., 

1952), it has more recently been applied to organisational communication 

(Visser, 2010). Most notably, this strand of research argues that certain 

organisational contexts, particularly in health, place contradictory demands 

upon their employers and the demands can be characterised according to 

double bind theory (Visser & van der Heijden, 2015).  

 However, three main issues with this strand of research were 

identified. The first was that they are not consistent in how they apply 

Bateson’s (1972) original theory, with all kinds of contradictory 

communication being labelled as ‘double binds’, rather than the six-

component theory advocated by Bateson (Visser & van der Heijden, 2015); 

secondly, they locate communication between individuals and not, as 

Bateson (1972) intended, as a theory of wider ecological communicative 

disturbances (Bateson, 2005); and, lastly, the research does not look at 

double binds from multiple perspectives concurrently (focussing particularly 

on staff, independently from patients or carers). Somewhat surprisingly, 

given its origin in schizophrenia research, there were also a lack of studies 

looking at double binds in mental health services (Visser & van der Heijden, 

2015).  
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As my thesis showed, communication within the mental health system 

were frequently double binding, and this extended to most areas of practice 

including admission, gaining consent for treatment and discharge planning. 

However, I also showed that, consistent with Bateson’s (1972) original 

theory, the double bind had already been internalised by me and my ‘voices’ 

were communicating with me in double binding ways. The communication 

between me and my mother, prior to contact with mental health services, 

could also be characterised as double binding. Finally, I also showed that the 

double binding communication styles of the mental health team merely 

compounded, and made worse, the communicative confusion.  

As Bateson (1972) observed in his later research, double binds are 

the result of interactions between macro and micro levels of a social system. 

In other words, double binds can be passed down the organisation from 

‘higher up’ the management ladder. Considering this, I discussed whether 

some of the more perplexing aspects of the narrative, in particular what 

seemed to be an over-responsive focus on risk and too-quick use of ECT, 

was the result of double binding standards from Government policy in light of 

deinstitutionalisation. Namely, this double bind towards staff was 

conceptualised as the requirement from the Government to manage risk at 

all costs, in the context of shrinking resources and the requirement on staff to 

move patients quickly through the system. The final consideration in this 

theme was therefore whether staff too were as much subject to double binds 

as patients and carers. Indeed, the question was posed if the psychiatric 

service as a whole could be conceived of as a complete double binding 

system. 
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9.2.2  Mis/recognition 

If the psychiatric system could be conceived of as double binding, then the 

next theme of mis/recognition considered the extent to which this double bind 

occurred. Using Lyotard’s (1978) concepts of language games and the 

differend, I showed that the very discourse of the psychiatric system was, in 

effect, double binding, but in a more comprehensive way than Bateson 

(1972) conceived, leading to what I called ‘mis/recognition’: where the other 

is effectively silenced by a violence inherent in the act of recognition. 

 In terms of the narrative, I showed that key aspects of psychiatric 

practice, including assessment, the ward round, admission, consent to 

treatment and discharge, were couched in medico-legal terminology that 

contained certain presumptions and rules that ensured that the psychiatric 

service remained dominant. In other words, mis/recognition occurred 

because there was no way for me substantiate my concerns without further 

sanctions being placed on me. For example, I was unable to talk about my 

experience of ‘despair’ without the term being absorbed into psychiatric 

discourse and transformed into something other (e.g. a diagnostic category 

framed numerically).  

 The final result of this mis/recognition was that I had to ‘play at being 

sane’ in order to get discharged. This ensured a final double bind according 

to the psychiatric differend, whereby I had to disavow my ‘mad’ experiences 

publicly to the mental health team, whilst at the same time holding onto these 

beliefs in private. Unfortunately, this also meant my original reason for my 
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presenting to psychiatric services, my ‘despair’, went unaddressed. I was 

thus unable to frame this existential complaint in language and could only 

express my symptoms in the terms of psychiatry, i.e. as an ‘illness’.  

 

9.2.3  Despair 

The final theme that emerged from the analysis was despair, and this related 

to my main stated reasons for presenting to psychiatric services. I identified 

that ‘despair’ as a clinical and theoretical construct in mental health research 

has largely been side-lined in favour of a focus on depression and anxiety, 

although a form of despair is represented in both existentialist and 

psychoanalytic literature. In discussing my own experience of despair and 

the experience of Bouricius (1989), a mother of a son diagnosed with 

schizophrenia, I formulated despair as an example of the radical singularity 

of madness, characterised by a form of extreme psychological and social 

isolation and the complete absence of hope.  

 When considering despair in these terms, it is possible to consider 

how different theorists have attempted to account of this experience in 

madness. I looked at two in particular: Bion’s (1957) psychoanalytic theory of 

‘nameless dread’, along with Menzies-Lyth’s (1959) and Hinshelwood’s 

(1999) ‘social defence’ theory; and Laing’s (1960) existential theory of 

‘ontological insecurity’. Whilst both psychoanalytic and existential treatments 

appeared to chime with my experience of despair, they were also found 

lacking in capturing the social effects of madness, particularly in a political 

context dominated by biomedical psychiatry.  
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 In conclusion, I argued that a theoretical account based on De 

Certeau’s (1984) distinction between ‘strategy’ and ‘tactics’ may provide a 

more robust treatment of despair, with the subjective experience of despair 

anchored firmly within its socio-political context. Here, despair provides a 

‘tactic’ to disrupt the ‘strategy’ of biomedical psychiatry, along with an 

opportunity to address the existential complaint that had previously found no 

tribunal for its representation. Such tactics constitute the main form of the 

quadrilogue in providing an ‘authentic’ representation of both madness and 

the social context in which it occurs, the key research questions.  

 

9.3 Implications 

This thesis has a number of implications for research and theory in critical 

mental health, as well as implications for methodologies such as 

autoethnography. There are also implications for mental health practice, 

including with alternatives to mainstream mental health services and for 

mental health policy. The key purpose in drawing together the findings is to 

explore the unique and challenging aspects of the data and how it relates to 

the theories discussed in the analysis. 

 

9.3.1  Research and theory 

As I have argued in this thesis, and which I believe represents a novel 

contribution to knowledge, the specific political and social circumstances of 

the 1990s, whereby injunctions to manage risk at all costs was concurrent 
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with conflicting injunctions to encourage faster throughput in a system that 

had already seen significant cuts, may have accounted for some of the 

clinical decision-making seen in the narrative. These potential relationships 

require more extensive analysis. For example, how does this period compare 

with that immediately prior to deinstitutionalisation from the perspectives of 

staff, carers and service user experiences? Although there have been 

extensive and nuanced work on staff and patient experiences in the old 

asylum era from an oral history perspective (Calabria, 2016), to the best of 

my knowledge there has not been extensive work on this time period from 

people’s experiences of this time in their own words, i.e. through 

autoethnography. 

Similarly, many of the features of the narrative, such as coerced 

admission under the pretence of voluntary status, extended detainment 

without clear pretexts, ‘faking normality’ to get discharged etc. seem very 

much of their time. In today’s mental health climate, where rapid cutbacks to 

health and social care have led to drastically reduced mental health service 

provision, psychiatric neglect may be more of an issue (Spandler, 2016), with 

service users needing to exaggerate psychiatric symptoms in order to be 

able to access any care at all. How do these experiences compare with 

earlier eras? What are the key similarities and differences? Again, further 

research is needed to begin exploring these links between subjective 

experience of practice and policy and service implementation, in which a 

modified autoethnography approach as outlined in this thesis, could provide 

some helpful input. 
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However, other aspects of the narrative remain pertinent to today’s 

mental health situation. For example, the continued use of forced restraint, 

often due to underfunding (Duxbury et al., 2019); the lack of alternatives 

outside of medication and ECT (Kinderman, 2014), with the latter particularly 

on the rise (Davis and Duncan, 2017); rises in involuntary detentions under 

the MHA, again potentially due to chronic underfunding of services (Smith et 

al., 2010); the presence and threat of sexual abuse (Sweeney et al., 2019); 

the lack of information given to patients about their rights, particularly with 

admission (Rushmore and Carver, 2017). What this thesis provided was a 

lens into the subjectivity of a particular (white, lower middle-class) mad 

person and the psychiatric system at a particular point in history. What is 

needed is further autoethnographies that can provide a similar lens into the 

experience of madness and its social context at different points in the 

development of mental health care and from different perspectives. This 

would also necessitate the analysis of different issues and tensions within 

the system and, ideally, from the perspectives of service users, staff and 

carers. Ideally, these perspectives should be integrated together to provide 

important points of comparison and discussion. 

Another significant finding in the thesis was that the presence of 

double binds in the psychiatric system went well beyond the specific 

ecological interactional or policy context, constituted, as it was, in the very 

discourse of psychiatry itself. I characterised this particular aspect of the 

psychiatric discourse as mis/recognition by drawing upon Lyotard’s (1978) 

concept of the differend and identified that the psychiatric differend extended 

to all aspects of psychiatric discourse, including consent and ‘choice’, as well 
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as specific areas of psychiatric practice including assessment, diagnosis, the 

ward round, ECT and discharge. This finding offered a novel contribution to 

knowledge and highlighted the challenges of future research in this area. 

However, these findings could be extended. For example, it is still an 

open question as to how the differend occurs within each area of practice. 

For example, how differential and (dis)proportionate effects of the differend 

relate to issues to do with class, ethnicity or gender. Future studies therefore 

may need to explore how the differend in psychiatry is experienced 

according to personal identity constellations and across practice areas. 

Whilst a tactically authentic approach was developed in response to, and as 

a way of avoiding, some of the pitfalls inherent in identity politics (Clarke and 

Wright, 2019), there are still structural inequalities in the mental health 

system that need to be explored in terms of their differential impact upon 

service user and survivor subjectivities (Wilson, 2016).  

With regards to a biomedically-dominated mental health system, a 

focus on differential levels of the system, be they discursive, micro or policy-

orientated, necessitates an interdisciplinary research paradigm that can 

analyse the interrelation of different subjectivities between people who 

occupy different positions within the system. Hacking (2004), for example, 

identifies the mutual influence between micro interactions observed via 

ethnographical observations, and the macro processes that can be traced via 

historical-discursive analysis. Such ‘looping effects’ within a particular social 

system can be observed in many possible ways: through such operations as 

receiving a diagnosis of schizophrenia, or the decision to establish power of 
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attorney in clinical decision-making. Whilst this thesis has produced a 

preliminary analysis of such effects, thus producing new knowledge on the 

impact of wider psychiatric processes and interventions upon subjectivity, 

future studies could go further to analyse in more detail how specific 

psychiatric interventions and practices affect, and are in turn affected by, 

service user, staff and carer subjectivities.  

Along with critiques of the psychiatric system, the other possibility is 

the use of autoethnography in the service of developing an analysis of forms 

of organisation around what is called ‘madness’ or ‘mental health’ on a 

different conceptual basis to biomedical, or even ‘social’, psychiatry. Indeed, 

there has been a resurgence of interest in ‘recovery narratives’ (Llewellyn-

Beardsley et al., 2019) although some authors (e.g. Send and Sexton, 2016; 

Woods et al., 2019) have cautioned against a too-ready acceptance of 

‘recovery’ concept and practice with its more recent co-option into the mental 

health mainstream. Alternatively, developing a database of 

autoethnographies with treatment approaches that are framed with a 

different value system to biomedical psychiatry, such as Open Dialogue 

(Olson, 2015) or therapeutic communities (Clarke et al., 2016) offer the 

possibility of a ‘recovery’ technology from alternative services, grounded in 

the experiences of those that have used them. 

The final novel contribution to knowledge made by this thesis was in 

the recognition of the role of despair in madness. As Russo (2016c) has 

identified, it is important that theoretical frameworks of ‘madness’ are 

grounded in the experience of survivors and services users. Despair as an 
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affect state tends to be under-represented in the research literature more 

generally and, despite many references to despair in first-person accounts of 

madness, there has yet to be a fully developed theoretical account of despair 

by people who have been, or are, mad. This thesis provided a detailed 

analysis of despair as it was represented in the narrative and provided the 

beginnings of a theoretical development of despair grounded in my 

experience of madness. However, there needs to be further research on the 

role and function of despair in madness more generally. How common, for 

example, is this experience for those people going mad? What are the 

similarities and differences of this experience between accounts? Is despair 

the appropriate word, or does it link with other experiences and affect-states? 

If so, how? Finally, to what degree to mental health services listen to the way 

people frame their experiences, especially when it is outside their 

frameworks? How does one ‘recover’ from despair? 

An important finding in relation to despair, and which offered a unique 

contribution to knowledge, was that the experience of despair is moderated 

and exacerbated by the social environment, as well as the socio-political 

context (if we consider the space of biomedical psychiatry a politicised 

arena). Recovery narratives are an important resource for investigating the 

experiential and social determinants of distress, but are arguably skewed 

towards overly positive stories (Woods et al., 2019). How then can narratives 

and autoethnographies provide an analysis of how an experience such as 

despair is constitutive of its social field? Which environments are more 

despair-inducing and why, and which environments offer the possibility of its 

overcoming?  
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Finally, thesis also recognised that carers, and perhaps staff as well, 

experience despair in the face of experiences that they cannot understand or 

help with, a point that has been recognised by some, including Hinshelwood 

(1999, 2004) and Winship (1995). One of the significant aspects of this thesis 

was that it utilised service user, carer and staff experiences together, and 

this gave a unique, and sometimes unexpected, perspective on different 

aspects of mental health practice. What is needed in future research projects 

is an analysis of how experiences of different people within the system 

converge with that of service users and survivors, and to what degree 

despair is a common factor. 

 

9.3.2  Practice, policy and education 

As has been suggested throughout this thesis, there were sustained and 

widespread problems with psychiatric practices. There are thus potentially 

several practical and policy implications suggested by the results of this 

thesis. In this section, I will discuss the implications of the thesis for mental 

health education, policy and practice. 

Firstly, the potential of the quadrilogue as an educative tool in the 

subjectivity of madness and using mental health services has already been 

piloted. I have used the style of the quadrilogue (i.e. different people reading 

out the different ‘voices’) in presentations and in teaching sessions, to good 

effect. What the quadrilogue perhaps offers is a democratic experience of 

mental health service use. The reader is encouraged to find their own way 

through the document, and audiences are invited to comment upon what 
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they experience, rather than being asked to take sides. In this respect, the 

quadrilogue is similar to Boal’s (1979) Forum Theatre, in which the 

spectators become active participants in the performance (in this case, the 

performance of the representation of the data). Indeed, Forum Theatre has 

already been used to educate mental health professionals in a university 

setting (Wilson, 2013). Such a democratic approach avoids some of the 

pitfalls of service user involvement in mental health professional training, 

including exploitation and co-option (Beresford, 2000; Landry and Church, 

2016). 

The first is that systemic frameworks need to be applied to double 

binding communication in all its forms within the psychiatric system. It should 

be noted here that this does not entail the elimination of double binds. As 

Bateson (1972) himself, and those who have developed his work 

subsequently, have argued, double binds are an inescapable feature of 

communication. Indeed, they offer opportunities for what Bateson called 

‘deutro’, or higher, learning (Visser, 2003). For example, in his research with 

dolphins, Bateson (1972) recognised that structuring double binds into the 

learning environment enabled the dolphins to find creative and novel 

solutions to the problems posed by the double bind. Indeed, what 

characterised the situation of those diagnosed with schizophrenia according 

to Bateson (1972), was the lack of resources and support available in helping 

them work through some of the familial problems that had established the 

binds in the first place (Bateson, 1978). 
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 However, the results of this thesis suggest that double binds are not 

merely the result of familial communication disorders, but a systemic problem 

arising as much from the mental health system than the family. Therefore, a 

whole service approach is required to enable staff, service users and family 

members to be able to work through more unhealthy binds and find 

alternative, more constructive, ways of working through them. One such 

approach is Open Dialogue (OD). Originating in Finland, OD is an approach 

whereby people are met within 24 hours of a crisis and contact is maintained 

daily until the crisis is resolved (Seikkula, 2011). All those who are part of the 

service user’s network (including family and mental health service), and wish 

to contribute, are invited to these meetings, and over time a shared meaning 

is developed that establishes a context for the experiences (Olson, 2015). 

Mental health experiences are conceptualised as something for which there 

has been no language (and are usually, but not always considered traumatic 

or stressful) and hospitalisation is avoided (Seikkula, Alakare and Aaltonen). 

The team meets in the service user’s house and the use of medication is 

discouraged (Seikkula, 2011).  

 In the context of my narrative, it is possible to see how such an 

approach may have avoided the traumatic experiences of the ward round 

and the admission, for both me and my family. It is also possible to envisage 

how a team set up in this way might have helped me put into words, and 

conceptualise, the double binding experiences of my voices which, in turn, 

may have helped me see the ways in which I was interpreting events around 

me, including in my relationships with family and staff. An OD approach may 

have also helped my family contextualise my experiences and helped them 
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develop alternative ways of communicating that would not reinforce 

stultifying double binding processes. Without the imminent threat of forced 

admission, and with a supportive and skilled team providing a scaffold of 

support, it is very possible that I could have begun the process of de-

escalating my panic and working through the double binds I was clearly 

entrapped in. Indeed, autoethnographies of people’s experience have 

highlighted these particular benefits (Olson, 2015) 

 OD is now used in services across Finland instead of medicalised 

approaches, with significant reductions in major outcomes including 

hospitalisation, self-harm and the use of medication and other coercive 

measures (Seikkula, Alakare and Aaltonen, 2011). There are also positive 

signs of OD being implemented across western health services, including 

those in the UK (Seikkula, 2011). However, caution needs to be exercised in 

the enthusiastic embracing of OD as a service model in the UK. One key 

finding from the thesis was that double binds in the psychiatric system were 

not merely communicative disturbances that could be corrected through 

more democratic practices, but were constituted in the discursive structure of 

the system itself. Such systems, by their very structure, are often unable to 

accommodate other conceptual frameworks, or perspectives (Held, 2005). In 

such a system, the encouragement to speak, a key aspect of OD, may 

actually lead to worse outcomes for service users in the system, if what 

service users say is judged to be constitutive of pathologising diagnostic 

labels, or used as a justification for the use of coercive practices such as 

forced admission or ECT. As Seikkula (2011) has observed, much depends 

upon the service’s willingness to incorporate all the main values of OD, and 
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not just the parts that are less disruptive, or more conducive, to its core 

ideology or practice.  

Adopting OD whilst maintaining the power structures of existing 

service structures may therefore actually lead to more subtle forms of 

coercion. The fate of recovery in the UK may provide a useful analogous 

example of this: arguably, ‘recovery’ approaches have since supported neo-

liberal policies and practices, including individualism (Winship, 2016) and 

austerity (Recovery in the Bin, 2019). Thus, what began as grassroots, 

service-user led movement has since become, to many, the antithesis of its 

original intention when adopted by a medical-led health service (Send and 

Sexton, 2016). Therapeutic communities in the UK, whilst offering the 

potential for radical alternative critique in the 1960s, never quite resolved its 

relationship with the medical model and psychoanalysis, eventually 

positioning itself as a treatment for the medical condition of ‘personality 

disorder’ (Spandler, 2006). In addition, the original asylum model developed 

by Tuke and others in the Quaker movement, quickly became the model for 

the old asylums under the supervision of medical superintendents becoming, 

at their worst, warehouses for the insane (Jones, 1993). 

Based on the arguments from this thesis, it is therefore imperative to 

construct services on the basis of alternative discursive frameworks and 

resist medicalised conceptualisations to avoid the problem of the psychiatric 

differend. Both Laing’s Kinsley Hall and Loren Mosher’s Soteria House were 

firmly rooted in existential phenomenology (Soteria Network, 2011), whilst La 

Borde in France was conceptualised according to Guattari’s own unique take 
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on therapeutic process, avoiding some of the traps of both the medical model 

and psychoanalysis (Goffey, 2016). More recently, Trauma Informed 

Services (TIS) have emerged as a framework for developing services around 

a psycho-social model, conceptualising psychological distress as an 

understandable response to adversity and not as an illness (Sweeney et al., 

2016). User-led service models exist and offer structures that are grounded 

first and foremost in the experiences of service users and survivors 

(Beresford, 2016).  

The above approaches differ according to their relationship to 

established services. Whilst therapeutic communities based on Laing’s and 

Guattri’s approaches were firmly placed outside of established psychiatry, 

TIS are para-service approaches that seek to inform the development of 

existing services along more humane and psycho-social lines (Sweeney et 

al., 2016). Whether this can overcome problems with the psychiatric 

differend as identified in this thesis remains to be seen. As long as service 

structures are grounded in the experiences of those that use them 

(Beresford, 2016), and are sensitive to true democratic principles (Spandler 

and McKeown, 2017), then there is hope. 

TIS, therapeutic communities and user-led approaches offer 

alternatives beyond a limited biomedically-driven mental health service. Such 

approaches need not alienate mental health staff working at the coalface; in 

fact, nurses and mental health staff can be active agents in supporting a 

more democratic mental health system (McKeown & Carey, 2015; Cresswell 

and Spandler, 2016). It is likely that my mother’s experience of the admission 
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process as represented in this thesis is not untypical (Stuart et al., 2020), yet 

very few initiatives seek to involve all parties in a democratic way. If this lack 

of involvement is in part because the psychiatric system’s embedded power 

structures, then perhaps alternative systems may offer more success. As 

Spandler and McKeown (2017) have argued, a process of ‘truth and 

reconciliation’ in psychiatry may be the first necessary step to building a truly 

democratic mental health system.  

 

9.4 Study Limitations and Final Conclusions 

Tactical authenticity in autoethnographic accounts of madness can provide a 

useful way of identifying the limitations in the strategy of the dominant 

discourse of psychiatric medicine. Nevertheless, the thesis was limited in 

several ways. The first was in the exclusive use of first-person perspectives. 

Although using my clinical notes and my mother’s diary overcame some of 

the issues with autoethnography identified in Chapter 3 such as 

methodological solipsism, the thesis still used only first-person sources. 

Although using other sources such as interviews (e.g. family members) and 

archive material (e.g. oral history accounts from staff and patients in the 

1990s) would have generated too much data for this thesis, and there were 

also ethical issues around interviewing family members, it is a pertinent 

reminder to recognise the limitations of only using autoethnography 

exclusively in health research (Chang, 2016).  

Another potential issue is that the thesis is relentlessly negative, 

focussing on a particularly difficult and traumatic time where there was very 
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little apparent hope, even at the end. As I mentioned in Chapter 1, I decided 

not to look at the ‘recovery’ aspects of my narrative from my time spent in a 

therapeutic community with regret, because this focus would have been 

outside the remit of this current project. However, this aspect of my narrative 

may offer insight into a range of ‘recovery technologies’ (Woods et al., 2019) 

outside of limited biomedical or mental health service narratives. Combined 

with other sources of data such as interviews (e.g. of other therapeutic 

community members) and archive data of other therapeutic communities 

(e.g. Soteria House or Kingsley Hall) for comparison, this could provide a 

valuable outline of how community approaches to what is called ‘psychosis’ 

may offer substantial benefits outside of the biomedical psychiatric system. 

However, despite these limitations the thesis was able, I believe, to 

resolve some of the key identified issues in mental health autoethnographies, 

whilst providing an answer to what an authentic representation of madness 

can look like. I also think the thesis was able to provide valuable insight into 

how a particular social context, in this case a psychiatric service in the 

1990s, responded and made sense of madness. The thesis was thus able to 

provide novel contributions to knowledge in the form of autoethnographic 

methodology, critical theory and critical mental health.  
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Mental Health Service Delivery: The Institute of Mental Health and The 

Retreat York Research Day, York, December 2016 
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The ‘Quadrilogue’: An autoethnographic account of madness and its social 

environment, 2nd Annual Conference of the Association for Psychosocial 

Studies, Bristol, June 2016 

How can the voice of madness be represented authentically? Institute of Mental 

Health Research Day, University of Nottingham, May 2016 

The ‘Quadrilogue’: An autoethnographic account of madness, 6th Qualitative 

Research on Mental Health Conference, Chania, Greece, May 2016 

What can autoethnography tell us about the process of going mad and authentic 

recovery in a therapeutic community environment? The Consortium of 

Therapeutic Communities’ (TCTC) Annual Conference, Windsor UK, 

October 2015 

“If this is an answer, then what is the question?” Using autoethnography as a basis 

for a doctoral research project. Institute of Mental Health Research Day, 

University of Nottingham, May 2015 

“Whose evidence is it anyway?” Using autoethnography and personal accounts as 

examples of therapeutic effectiveness. Community of Community Annual 

Forum, London, May 2014 

“If this is an answer, then what is the question?” Using autoethnography as a basis 

for a doctoral research project. Mental Health Qualitative Research Network 

(MHQRN) meeting, Rethink Mental Illness, London, March 2014 
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will be disposed of securely. During this time all precautions will be taken by all those involved to 
maintain your confidentiality and only members of the research team will have access to the data.  
  
Are there any risks, harms or benefits to me by taking part in this research? 
There are no direct risks to you taking part in the research, although you may be asked to talk about 
past events and experiences that you may have found stressful. There is no direct benefit to you by 
taking part in this research. However, we hope that the research will contribute to our 
understandings of mental health difficulties and how to understand, and best respond to, people 
when they are in distress. 
 
Who can I contact if I need to make a complaint on ethical grounds?  
You can contact the Research Ethics Coordinators at the School of Education, University of 
Nottingham if you wish to make a complaint about how the research has been conducted on ethical 
grounds. The School's Research Ethics Coordinators are: Dr Kay Fuller (Chair; 0115 951 4510), 
Professor Tony Bush (0115 951 4494), Dr Mary Oliver (0115 748 4791), Dr Mary Bailey (0115 951 
4539) and Mary Biddulph (0115 951 4483). 
 
Who can I contact if I need further information? 
If you wish to discuss any of the research in more detail, please contact me or my supervisors Dr 
Gary Winship (email: gary.winship@nottingham.ac.uk and Dr Colin Wright (email: 
colin.wright@nottingham.ac.uk). 
 
 
Thank you for taking the time to consider taking part in this research and reading this information 

sheet – it is much appreciated. 
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APPENDIX 3: CODING FRAME 

Part 1: Prelude 

 

Account 
 

Code/theme Example from text 

Simon Sense of chaotic internal world You pace back and forth, smoking one cigarette after another, the 
mad roulette of voices rolling around your head like an aural 
carousel. 

Simon  Different voices signalling threat, guidance and 
mocking 

Meeting you at your parent’s gate… 
Because I do not hope to turn… 
We will tell you what to do… 

Simon Perception of family as being apart; cut-off; distanced; 
social isolation 

You observe your family talking through the kitchen window below; 
they move in and out of focus like fish in an aquarium.  

Simon Perception of family as being anxious or talking about 
you 

They cast anxious glances up at you when they pass the window, 
and then circle for another round, deep in conversation with each 
other.  

Simon Mother’s concern about interaction with medical team She asks you about your visit to the doctor.  
 

Simon Heightened sense of symbolism and significance There is a sudden rustle of branches and a dull ‘thunk!’ as an apple 
falls from the tree and rolls down the patio to your feet.  

Simon Internal contradiction  

Mother Inference about causality of illness / search for 
meaning 

In Summer 93 we became aware that he had been taking drugs. Pot 
and L.SD He’d told his brother that he thought he was going mad. 
He told us later that week 
 
We never expressed any anger over the car. We were just so glad 
he was alive. Perhaps that made him worse? 
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Account 
 

Code/theme Example from text 

Mother Perception of help-seeking He went to the drug rehabilitation centre at Wodenborough and 
spoke to a counsellor there. He seemed to be able to reassure him. 
He also saw Dr Carmen who advised him to go to a centre in 
Swapanley 
 
he felt guilty about “wasting the counsellor’s time” as he felt people 
were worse than him 
 
I arranged for him to talk to a counsellor to talk through his 
problems. He didn’t find it very helpful. 
 
He saw Dr Carmen who sent him to the day centre at 
Wodenborough. He didn’t find it very helpful 

Mother Mistrust of son’s help-seeking We don’t know if he went 

Mother Parent’s interactions with medical team Fear over betraying GP 

Mother Perception of son’s identity “he was very much his own person and could resent too much 
interference in his life” 

Mother The role of drugs inferred as a causal factor He wanted to go to university, this had been quite important to him 
before he took drugs 

Mother Taking over agency   “…so we had got him into Portown College to get the necessary 
qualifications” 
“Difficult to get up in the morning” 
didn’t really want to go back but I told him he must go through the 
motions of living, to plod on and we will come through this 

Mother Infantillisation “Pocket money” 

Mother Description of life / life inventory Work, education etc. 

Mother Son’s social isolation / dissociation Mainly he spent most of his time in his room 
 
Over those weeks he isolated himself more 
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Account 
 

Code/theme Example from text 

Mother Inference about the link between reading and illness “He became fascinated by psychology & philosophy and that is 
mainly what he read. He was fascinated by Jim Morrison, Kafka, 
Jung Wittgensing” 
“I have the whole of philosophy on my shoulders”. 
The day he was admitted he threw all his books in the dustbin. 

Mother Son’s relationship with brothers / comparison with 
brothers / internal contradictions 

“There was no competition between his brothers but I know he 
envied them” 
“They are both good looking my 18 yr old especially so, plenty of 
friends popular” 

Mother Attributions of value / son’s identity “…all the attributes to be successful. They are both good looking my 
18 yr old especially so, plenty of friends popular” 

Mother Inferences about sexuality and gender relationships – 
comparison with brothers 

“It is a macho family of men” 
“…never tried to be like them…never dressed up to ‘get 
girls’…having a date once” 

Mother Retrospective searching for signs of potential 
incapacity / inference of causality – son dispositional 
factors / search for meaning 

“My husband told me yesterday that when Simon was 3 yrs old his 
mother had said to him, that Malcolm & Alex will always manage 
and get by but Simon is different, he needs more looking after” 

Mother Judgements about normality / internal contradictions I always felt he was a normal boy, sensitive, thoughtful, always 
talked a lot – had his own opinions, articulate” 

Mother Relationship with parents He had a good relationship with his father. With me it was more 
volatile as we both tend to flare up quickly 

Mother Description of job / events leading to breakdown / 
internal contradiction 

It was long hours – 10am – 10pm / 11pm a break during the day, he 
usually stayed there…it put no demands on him 

Mother Inference about illness – car accident We were just so glad he was alive. Perhaps that made him worse? 

Mother The role of affect Guilty about wasting people’s time  
Felt in a vacuum  
he was affectionate and was able to express his feelings for us 
worried he had schizophrenia 
He gradually became more agitated & withdrawn 
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Account 
 

Code/theme Example from text 

He was anxious but Alan said he thought he enjoyed himself 

Mother Diagnostic categories worried he had schizophrenia 
 

Mother Risk He told me he had suicidal thoughts 

Mother Inferences about illness - sleep I don’t think he slept much recently. 

Clinical Agency taken away / power I would be grateful if you would send this young man an 
appointment to come and see you. 
 
feel he is in need of your further assessment and advice regarding 
management 

Clinical Agency asserted by patient for treatment He came to the Surgery this week saying that he felt he needed to 
see a Psycho-analysist. 

Clinical Problem framing I asked him his problems and his main complaint is that he feels a 
lack of sensitivity and is emotionally flat.  

Clinical Taking on board other perspective On questioning him more closely about these feelings 

Clinical The role of affect he feels a lack of sensitivity and is emotionally flat 
 
he lacks any sense of creativity, he is not motivated, has no energy 
and no longer experiences pleasure or joy and admits to feeling 
depressed 

Clinical Normality Atypically he feels better when he gets up and feels worse as the 
day goes on 

Clinical Institutional cross-referencing He took ‘A’ levels at the local Technical College, getting a C grade in 
English and failing Social Studies. 
 
Currently he is working as a kitchen porter but only sees this as a 
‘filling in’ job. 
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Account 
 

Code/theme Example from text 

Clinical Diagnostic transformation probably has an underlying personality disorder but is definitely 
depressed 
 
 

Clinical Medication as answer I have, therefore, prescribed him Prozac 20mg daily 

 

Part 2: Assessment 

 

Account 
 

Code/theme Example from text 
 

Simon Perception of lack of control / agency / passivity / 
power 

You are ushered into the room 
 
The doctor asks you more questions: 
 
A short while later he concludes the interview 
 

Simon Perception of clinical staff / projections Pale…insubstantial 

Simon Negative perception of other’s perspective / 
heightened signification / non-verbal cues/ power / 
projection 

You don’t think she likes you very much. 
 
The nurse rolls her eyes behind the doctor. You assume that she is 
rolling her eyes at you. 
 
The Doctor looks up at you for the first time.  
 

Simon Implicit perception of power / structural power The doctor sits behind his desk and the nurse stands behind him. 

Simon Sense of normal / diagnosis The patterns do not fade away like they are supposed to. 
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Account 
 

Code/theme Example from text 
 

These images are known as afterimages and occur in persons with 
normal vision. These symptoms could be considered a symptom of 
early schizophrenia 

Simon Affect I am in despair, you say 

Simon Diagnostic transformations The doctor asks how long have you been depressed.  
 
How many times a day are you feeling despaired?  
 
 

Simon Resistance to diagnosis You correct him. I am not depressed, you tell him. I am in despair.  

Simon Heightened sense of signification The metaphysical significance of three then occurs to you 
immediately. The unholy trinity. 

Simon Institutional cross-referencing When did you finish college? How are you finding your job?  
 

Simon Mistrust in process What difference is this going to make?  
Scant offerings.  
Somehow it feels like something crucial is being missed. 

Simon Difficulties with cognition / dissociation  You are not holding things in very well anymore. There is too much 
in here already.  
 

Simon Medication as answer / power The Doctor pushes a small plastic container across the desk 
towards you. You notice the container is laden with little red pills.  
The Doctor looks up at you for the first time.  
These are for you, he says. He smiles. These are for your…despair. 

Clinical Affect Lacking lack of sensitivity, emotional flatness – i.e. lacks any sense 
of creativity, no motivation, no energy & no longer 
 
does not think he is depressed 
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Account 
 

Code/theme Example from text 
 

personally happy but about 3/12 ago have anxious 
 
ecstatic which was enjoyable. 2f in a frightening experience so he 
stopped it. 
 

Clinical Taking on board other perspective Saw his G.P. & asked that he wants to see a psycho-analyst, (or 
psychotherapist as he told me now) 
 
does not think he is depressed 
 

Clinical Problem framing Problem > Lacking lack of sensitivity, emotional flatness – i.e. lacks 
any sense of creativity, no motivation, no energy & no longer 
experiences pleasure or joy, feeling depressed  

Clinical Diagnostic transformations / implicit and explicit gets better during the day but again despaired just before going to 
bed until he sleeps 
 
Inadequate P.D. with H/0 drug addiction 
Anxiety state & some social inadequacies 
 

Clinical Medication as answer Med :- Prozac 10 mg pres. By G.P. 1/5 ~ ago but he has not take 

Clinical Inferred causality It started from drugs: 

Clinical Risk felt suicidal & needed urgent appt 
 

Clinical Internal contradictions feeling depressed…does not think he is depressed… Doesn't look 
depressed 
 

Clinical Full life inventory (biopower?) / institutional cross-
checking / Retrospective searching for signs of 
potential incapacity (search for meaning) 

Lives with parents F49  [illegible] bus driver M50  (nurse in 
community. Closer. Bassington) 

Sib – 2b – Malesh 18  - Alex 15  
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Account 
 

Code/theme Example from text 
 

Maternal G. Father used to be physically violent to patient M & their 
sister otherwise no mental illness in family. 

Been working as a kitchen porter since July .94) → Effenwick  
Personal Born FBH, later birth (forceps delivery) 
 Happy childhood. Had whooping cough for few months (4 yr 
old) 
 School – left 18 3 GCSE 1 ‘A’ level 
good relation, no truancy. 
 College – 1 yr English & sociology but left  

→ C grade for English but failed sociology (doesn't do it again) 
1st job the current one  
Thinking of going to night college to improve qualif [illegible] 

?1st G.F. → Never had a G.F. “shy” 
Just social talking only 
Despair – 5-6 times/wk 
Smoking – 20 cig daily 
No without drugs for 1/12 

 

Part 3: Ward Round 

 

Account 
 

Code/theme Example from text 
 

Simon Heightened significance / paranoid interpretation All you can think about is the significance of Dr Carver’s name and 
how this also fits together somehow. This is how it will happen, you 
think. Everything is building to this. O golden child the world will kill 
and eat. 

Simon Personal power Throughout the week the other patients in the day hospital have told 
you stories about this Dr Cuthbert. They say he enjoys winding 
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Account 
 

Code/theme Example from text 
 

patients up. They tell you that the ward round is a ritual in 
humiliation 

Simon Structural / environmental power The room is packed with people – at least seven or eight. You 
weren’t expecting this many people. 
 
You open the door to the corridor and see the doctor running back 
to the ward round room. You don’t know what to do. You are scared. 
 

Simon Time power The meeting starts without delay and already you can barely keep it 
together. 

Simon Role power Two officious-looking middle-aged men in suits at the head (doctors 
you assume) ask you questions. One of the doctors leads. What 
have been doing with yourself then, eh? How long since you 
finished college? When was that then? How did you do? I mean, 
what were your grades like? What’s the plan for the future? 
 
The self-assurance in the doctor’s blue-grey eyes seems to imply 
that the decision has already been made 

Simon Symbolic power The doctor asks you whether you will consider being an inpatient. 
 
You can’t keep your eyes away from the figure of the dark, hulking 
Victorian asylum with the barred windows that shimmer in the 
afternoon sun through the window opposite you.  

 
Will they drag you into the ward with straightjackets? Is that what 
happens here? 
 
The other man says nothing but swallows, then looks down. He 
seems to understand what this means. 
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Account 
 

Code/theme Example from text 
 

Simon Affect / fear The fear is intense and overwhelming. 

Simon Uncertainty in response to power You are barely keeping it together. The fear is intense and 
overwhelming. You cannot tell a coherent narrative. You keep 
contradicting yourself. You become so anxious you can barely talk. 
 
 

Simon Resistance to power / agency  You have had enough. You mutter something in a quiet, barely 
audible, mumble. You walk out. 
 
No, you tell the doctor, I don’t want to be an inpatient. 
 
 
 

Simon Double-bind You are not sure why the doctor has left the room and whether you 
should wait for him to come back. What happens now?  
 

Simon Choice restriction / funnel effect There is a brief moment of hesitation before you walk out of the 
hospital. 

Mother Affect - patient / Perception of patient affect / triggers / 
response or reaction to power 

Simon came home from the day centre yesterday very disturbed 
and anxious.  
 

Mother Intimidation from service / power He eventually told me that he had a meeting with the Drs and other 
people which made him feel intimidated.  
 

Mother Symbolic power This obviously frightened him – he said he didn't want to be in a 
ward of mad people. 
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Account 
 

Code/theme Example from text 
 

Mother Cognitive difficulties / cut-off The rest of the evening he spent drinking tea and chain smoking 
– very distracted – losing track of any conversation – unable to 
concentrate.  
 

Mother Resistance to power / Taking over agency / coercion He refused to let me go back to the hospital with him the next 
day. 
 

Mother Backstage communication / going behind back / 
taking over agency 

I had planned to go there anyway – but didn't want him to catch 
me there and go behind his back.  

 
I went to work and phoned the day centre – spoke to DM – she 

said she would arrange for Dr to see me elsewhere –  
 
– Simon still very anxious – refused to go to the day centre – so I 

went. 
 

 

Mother Distress / carer distress / impact Unable to work I went home 

Mother Taking over agency I told her Simon would be in late. 
 
Realised that he had to go in which at first he refused to do – 
eventually agreed. 
 

Mother Cross-source contradiction They told when interviewed Simon was unable to concentrate and 
because of suicidal thoughts they felt he was unpredictable. 

Mother Pathologisation / diagnostic transformations when interviewed Simon was unable to concentrate 

Mother Risk escalation  They told when interviewed Simon was unable to concentrate and 
because of suicidal thoughts they felt he was unpredictable. 
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Account 
 

Code/theme Example from text 
 

She did say that he had not planned how to do it which was a 
good sign.  
 

Mother Risk / self-harm When I came home Simon had burnt his tee shirt and had 
scratches on his arm. 
 

Clinical Search for meaning / family dynamics / drugs  Need to look into family dynamics 
? Started smoking marijuana after death of grandfather 
also note: maternal grandfather (the same) abused mother and her 
sisters 
 

Clinical Mistrust  Needs independent information 
 

Clinical Problem framing / diagnostic transformation / internal 
contradiction / coercion 

? Do you see yourself as having a psychotic problem 
 

Clinical Institutional cross-checking GCSE’s English, Literature, History 
 A-levels English and History but 2 fails “because of drugs 
and stuff” 
 Left 6th form summer 1992 
 College Autumn 92 – summer 93 
 A-levels C for English and D for sociology 
Since then works in Effenwick as a kitchen porter 
 

Clinical Life inventory Most of his friends unemployed 
 “I just feel lonely” 
 

Clinical Patient resistance  walks out; when asked about the last ward round he said 
“Dr Cuthbert is too sleak”  
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Account 
 

Code/theme Example from text 
 

Clinical Institutional flexibility / coercion Interviewed by Dr ---- 
 “sad about being sad” 
Interviewed on his own = perplexed 
 

Clinical Diagnostic transformation / risk escalation  palinposia confirmed 
 
Impressions: probable early stage of schizophrenia, Simon’s 
presentation is quite worrying as he appears to be quite 
unpredictable 
 
 

Clinical Risk/self-harm / escalation / internal contradiction thoughts about killing himself; but not current 
 
Risk of serious self harm 
 

Clinical Affect/cognition – negative  thoughts disappeared 
 “mind goes blank” 
 me and other  
 
Before this he would have strong opinions & would express them 
well now he is very passive. 

Clinical Medication as answer - try on Trifluoperazine 10mg nocte concurrent with Procyclidine 
5mg bd 

 

Clinical Coercive practice / backstage communication / risk 
escalation 

- Simon’s parents need to be seen regardless of his refusal for 
further independent information and to share with them our 
worries 

 
11:00 hrs Simon did not come to the day hospital but his mother 
came. Seen jointly with Dr Q. 
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Account 
 

Code/theme Example from text 
 

 
Admission offered. 

 

Clinical Coercive practice - May be sectionable if not attends regularly at Day Hospital and 
refuses inpatient treatment 

 
Admission offered. 

 
 

Clinical Normality Early waking is an unusual occurrence for him, always having 
difficulties in this area. 

Clinical  Mother is very concerned about his unpredictability and lives in fear 
he might harm himself. 

Clinical Cut-off He isolate himself from the rest of the family. 
 
Simon was still at home, looking in a world of his own, not 
acknowledging her when she spoke to him. 

Clinical Trust / faith in medicine  Mother would like to talk to a doctor. 
 

Clinical Risk / self-harm Has agreed to come in voluntarily to hospital. Had burnt shirts & 
cigarettes? Scratches on limb. 

 

Part 4: Admission 

 

Account 
 

Code/theme Example from text 
 

Simon Dissociation / Passivity They pack you into a car, on the way to the hospital. You are an 
observer to your experience. Passive. 
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Account 
 

Code/theme Example from text 
 

Simon Perception of medical staff – burn-out You talk to the doctor. Bald, middle-aged, tired-looking. He asks you 
a series of questions. You say that there is nothing wrong with you 
and you are not sure why you are here. He throws you a baffled 
look. He does not look bothered. 
 
A nurse comes in, scolds the patients angrily, which they ignore, 
and then leaves. 
 

Simon Heightened sense of significance / symbolism / 
paranoia / projection 
 

What’s the matter? They say. We’re not going to eat you. You freak 
out. Of course they are, you think, that is why you were sent here. 
 
As you lie on the bed looking up at the old Victorian ceiling and bay 
window, you have an overwhelming and crushing sense of déjà vu, 
that this will be the place that you will die and you have known this 
your whole life. 
 
 
At some point it occurs to you: they will steal all our money and 
frame us as paedophiles. 
 
Everything is significant. It all comes back to you. In the crowded 
lounge, it is overwhelming. Your parents walk in. The patient you 
are sitting next to turns to you and says, you didn't think he’d look 
up there, did you? 
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Account 
 

Code/theme Example from text 
 

Bullying / Power – patients / paranoia They take turns freaking you out. One patient hands you a book 
called ‘The Lucky Loser’. Another time, you come into the lounge 
and four LPs have been taken out of their covers, the vinyl laid out 
on top of the record covers in a square. The Four Zoas. They can 
read your mind. 
 

Simon Sexuality The women who is dancing falls between your legs and starts to try 
and unzip your trousers. 

Simon Affect You go back to your room in terror 
 

Simon Self-harm You take a knife from the kitchen. You have had enough. There is 
only one way out of this. You stab yourself several times in the head 
with it. The knife is blunt. It only makes shallow indentations in your 
skull. Your head hurts. 
 

Mother Internal contradiction / environment The ward and felt comfortable about it even though it looks like a tip 

Mother Intrusive / medical gaze Spoke to the admitting DR. who asked a lot of questions about him 

Mother Carer distress / reassurance seeking Afterwards I asked for hope or indication he said the there is cause 
for concern 
 

Mother Loss of agency / double-bind Leaving him in other peoples hands was awful 
 

Mother Carer distress It was a shock to see him 

Mother  The only positive thing he expressed was when I asked him if I 
could be present when DR Furbois sees him Monday and he said 
no. The DR at The Day Centre had said that he never wanted me 
present 
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Account 
 

Code/theme Example from text 
 

Mother Carer despair Richard and I felt distraught when we left, we felt we had lost him 
and felt so down, the future looked bleak. It’s like a bereavement, 
you’ve lost your son – he is there in body but [he’ll or will] never be 
the same again 
 

Mother Carer despair / lack of agency There seems to be nothing positive we can do but just be there 

Mother Iatrogenic impact of services – effect on carer had slept a lot during the day. When we saw him, I nearly broke 
down – he looked so doped up 

Clinical Medical gaze Remains on close observation. 

Clinical Coercion / diagnostic and medical transformation Insight – doesn't know why he’s here, thinking if he should go, but 
doesn't need much persuasion to stay. 

Clinical Institutional cross-checking childhood but recently reported bullied & hated school Gradual 
decline in personality since 6th form 
 
(never had girlfriend) 

Clinical Diagnostic transformations Imp 19 yr old m blunting of affect, loss of volition/self care.  
Despairing, increasing interest in psychology / philosophy, isolating 
self, day dreaming. Now mild thought disorder No persecutions or 
hallucinations ? Paranoid schizophrenia ? schizoid personality 
disorder ?? 

Clinical Coercion / double-bind Consider section 5(2) if wants to discharge self as set fire to self 
Friday & lacerations to foreman and has suicidal ideation 

Clinical Self-harm / risk when he became very agitated. With the easy accessibility of knife 
on the ward, he got hold of a knife he was pacing up and down the 
kitchen, presumably pondering whether or not to harm himself 
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Part 5: Transfer 

 

Account 
 

Code/theme Example from text 
 

Simon Bullying winding up others with glee and then watching them unravel 

Simon Fear You can’t take it anymore so you leave the ward, to go home. 

Simon Paranoia Cars go by hissing insults 

Simon Faith/trust in medicine Sorry, son, you need to be there. It’s killing us, but you need to go 
back. You need to be there 

Simon Coercion If you’d like to come through here for a minute so we can have a 
chat? You feel he is being deliberately insincere, like he is playing a 
role, but you are not sure what to do. 

Simon Conformity You say ‘jump’, he says ‘how high’ eh, Dave? He says with a laugh. 

Simon Paranoia They are all witches. They have replaced the real staff. 

Simon Impact on staff / misrecognition As the nurses lead you away to your room, you see the nurse taking 
her pendant off. 

Clinical Power – resistance / medical gaze he will talk about general topics & when asked about his thoughts 
and feelings he refused to answer. 

Clinical Assumption Explained to them that Simon was distressed when observing 
another patient’s disturbed behaviour. 

Clinical Medical gaze / diagnostic transformations he’s clearly psychotically ill. 
Simon then left us.  
 He – no insight ? partial: says he’s depressed with some 
peculiar experiences – delusions and hallucinations 
 

Clinical Coercion The patient bed to be moved downstairs to Woodbrook I – a risk of 
absconding 
- Diagnosed psychotically ill by the consultant 
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Part 6: Intensive Care 

 

Account 
 

Code/theme Example from text 
 

Simon Paranoia / misrecognition Every person passing means something. Are you in trouble? Is this 
when they will transfer you to prison? 

Simon Chaos / lack of information and communication Everything happens so fast. Activity, people rushing back and forth, 
police, ambulance, doctors, nurses. Comings and goings. 

Simon Misrecognition / fear They tell you are going to be ‘sectioned’. You think that means you 
will be carved up into little pieces. 
 
You are holding onto this one book. 
 
 

Simon Despair And then nothing happens for long periods of time and the ward 
feels almost empty. At these times, you wonder if you’ve been left 
alone and the world outside has gone post-Apocalyptic. And here 
you are, the last human being alive, wondering the corridors of a 
derelict psychiatric unit, until the end of time. 
 

Simon Internal contradiction / coercion / double-bind Every piece of new information you give them throws you into a 
despair of panic. What did you do that for? How will they use that 
against you? 

Simon Misrecognition / Anxiety, Dread Your eyes are being withdrawn into your skull like a winch which is 
being slowly wound by them, pulling the stalks into the sockets. You 
cannot see reality if they are pulled back just a fraction. You wonder 
if this is why you have always had problems. 
 

Clinical Care / gaze / double-bind / confession I spent some time with Simon encouraging him to “talk” 
 



 

 436 

Account 
 

Code/theme Example from text 
 

I spent here with Simon this morning explaining to him that he 
needs to tell staff about his experiences & also explained that the 
restrictions enforced were for his safety 
 
Simon did appear willing to talk but it was obvious he found it hard 
to trust me enough to talk of all his experience. 
 

Clinical Counter-conduct He spoke a little about “going crazy” but would not elaborate 
 
On returning to ward he became extremely reluctant and placed his 
foot on the door and refused to come in. 
 

Clinical Carer distress / family dynamics I spent more time with Simon and his mother together who 
appeared to need self support 

Clinical Agency / power (absence) / double-bind (for mother) Apparently Simon was repeatedly asking his mother to take him 
home and she was becoming quite upset explained that the 
responsibility of deciding any leave or discharge has now been 
taken away from Simon and his mother and placed with the doctors 
here 
 
Given his previous suicidal attempt, informed Simon further 
escorted walks with nursing or his family will be suspended till 
reviewed on Sunday. Simon is still at risk 

Clinical Diagnostic transformation Mrs Clarke requested that Simon has been reading a lot of 
psychological literature recently and had diagnosed himself as 
“schizoid 

Clinical Misrecognition I asked him about the lacerating and burning he did on 23.9.94. He 
stated he felt “dead” and he was checking if this was true. 
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Account 
 

Code/theme Example from text 
 

Apparently he felt he was under surveillance last night by a group of 
doctors he found it difficult to accept this might not have happened. 

Clinical Affect – despair and dissociation He said his emotions were flat he didn't feel himself hence the 
feelings hence the feelings of “deadness 

 

Part 7: Leave 

 

Account 
 

Code/theme Example from text 
 

Simon Normal / abnormal split – internalisation of institution / 
double-bind 

The world is now ‘outside’ and ‘inside’ - the hospital, and 
everywhere else 

Simon Paranoia / misrecognition / anxiety In the carpark, a woman takes a long lingering look at you, an 
expression of disgust on her face. On the way home in Dad’s 
minibus Chris Tarrant on Capital Radio is laughing about how you 
are being framed by being linked with the National Front. When you 
get home, two neighbours are talking and laughing together. As you 
and Dad walk into the home they stop talking and watch you. You 
presume they are laughing at you 

Simon Anxiety / dread / fear What you been up to? Running over the same old ground. What 
have we found? I’ve been in mental hospital, you reply. Their smiles 
freeze in their faces. The same old fear. Then the smiles melt, like 
wax, with expressions of shock, horror, and concern mingling 
together. Wish you were here. Shit, says Stan eventually. Fuck, Si, 
says Lenny after that. They look at you with a mixture of fear and 
pity. 

Simon Misrecognition You try and make small talk with each other but it’s no use. After a 
short while you excuse yourself and leave. We all thought you’d 
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found a woman, Stan tells you much later. We thought that’s why 
you’d disappeared. 
 

Simon Kindness – other patients /staff / recognition At times, the small, homeless old man walks with you on these 
corridor circuits. Don't worry Simon, he says, might never happen. 
Walk with me, he says. Just keep walking. Stops me from getting 
lost, he says. 
 
The nurse at night, who brings you milk in bed even when you 
haven’t asked for it, who sometimes gently taps you on the back 
before she leaves as if she’s praying for you, doesn't quite fit your 
idea that everyone means you harm. 
 

Simon Power – counter-conduct /  You’ve been hanging around the door for days now, trying to make 
a go for it. 

Simon Misrecognition / lack of care You rise quickly but sluggishly through the mist. Their faces are 
laughing at you through the narrow slit of a window. I just want my 
cigarettes; just give me my fucking cigarettes, you shout. Then the 
medication hits you with a head rush. You crumple slowly into the 
mattress.   

Mother Surveillance - panopticon He has been on haliperidol 2 weeks. Last week he was very 
agitated. When Dr Furbois saw him, he presented himself quite well 
and I don't think the Haliperidol was changed – the depot injection 
was brought forward though .  
 

Mother Paranoia / misrecognition This week he is not so agitated, more aware, but only of his 
paranoia  Which seems to overwhelming him and he is unable to be 
distracted. 
 
4 Simon Clarkes. 
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Coming for me to-night. 
Patients think we are snobs. 
Staff   “      “     “        “ 
Broken into bank account. 
Everyone knows of me and hates me. 
Patients/Staff read my mind – incriminate me. 
 

Clinical Iatrogenic effects he says he only slept for 3-4 hours last night & the medication is 
sedating him heavily now 
 
He seemed concerned that someone had mentioned a depot 
injection to him – he says he’s worried about this and would prefer 
to take medication orally.  
 

Clinical Care / coercion / double-bind Conversation was fluent and involved equal interaction from Simon 
and myself. 

Clinical Patient coercion / playing at being sane He intends asking Dr Furbois for weekend / overnight leave. Says 
his thoughts improved tremendously. “I used to think evil spirits 
were after me”. 

Clinical Misrecognition 17.10.94 20.10 Nursing. Seen at the ward round appeared to cope 
well with the amount of people present and expressed himself well. 
He can have weekend leave and can go out for escorted walks. 

Clinical Loss of agency  He can have weekend leave and can go out for escorted 
walks. Although Dr Furbois is aware that Simon feels drowsy he 
feels it would be wise to review medication next week. Dr Furbois 
will see Simon’s mother on Wednesday. 
 
His mother feels that he should come back to Woodbrook 1 in the 
morning and stay here till Monday’s ward round. But would like this 
message to be given by [illegible] following assessment tomorrow. 
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They feel that he should not go the ‘Pink Floyd’ as it would be too 
stimulating. I have asked Louise relay the message that we are 
quite prepared for Simon to return for further assessment if things 
are difficult at home, as previously relayed to Mrs Clarke. 
 

Clinical Surveillance / panopticon  N. report 21/10/94 Nursing 16.00 Message received from S/W 
Louise M. Simon mother rang Louise to reiterate that the Dad’s 
unable to cope presently with Simon at home. He “is very 
suspicious about letters coming into the home”. He has gone to his 
room, pulled the curtains and stayed in his room. 
 
He is according to his mother reluctant to take medication & 

mothers impression → poor compliance with oral medication on 
discharge 

Clinical Internal contradiction Attended a football match when. 

Clinical Diagnostic transformation he felt uncomfortable being in a crowd and the urge to walk about 

→ ? anxious / akathisia 

Clinical Power – counter-conduct or resistance Throughout “struggle” Simon was persistently resistant and it took a 
great deal of man-power and effort to restrain him; he looked 
incredible perplexed and seemed unable to comprehend why we 
are keeping him here – he did not seem particularly sensitive to 
restraint techniques and fought and fought incessantly. 

Clinical Bureaucratic transformation  Seclusion commenced at 18:25hrs, bleep-holder, doctor, and next 
of kin informed. 
 
Relevant documentation completed. 
 
Remains on close observation. 
BP – 130/90 mmlg, pulse 84.6 bpm 



 

 441 

Account 
 

Code/theme Example from text 
 

Clinical Linguistic transformation / misrecognition Simon returned from time out 

Clinical Misrecognition He believes that that tonight the patients are going to kill him he 
wanted me to let him home so he had a quiet death rather than be 
“torn apart”. No words reassure him, he’s convinced it is going to 
happen. 

 

Part 8: ECT 

 

Account 
 

Code/theme Example from text 
 

Simon Misrecognition  Another piece of paper; something else to sign. ECT they tell you. 
We need your consent. Do you have a choice? I mean, really have 
a choice?  
 
This is part of the plan. The final act. They will cement your brain so 
you will never be able to access the spiritual world (their world) 
again.  

Simon Double-bind What if you don't sign? Two seconds and a sigh. You sign. Crushing 
shame, despair. Terror. What if you didn't sign? Why did you sign? 
 

Simon Power – counter conduct One small act of rebellion. You drink water the night before. Brief 
respite. Relief, however fleeing. 
 

Simon Care / coercion / double-bind You are escorted, politely but firmly, by the nurse you know to the 
corridor at the back of the ward, which has always been closed. 
Now, it is open. You walk into the room. Three nurses you don’t 
know. One of them is very friendly.  
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Simon Dissociation Your escort chats with the other nurses and leaves with a quick nod 
to you. Good luck, she says with a smile. 

Simon Paranoia / misrecognition That’s it they say. You can go now.  
But nothing happened, you say.  
They laugh. It’s over, finished. That’s all it is.  
You leave the room, bemused, rubbing your neck for some reason.  
Was this a charade?  
Some elaborate game?  
All part of the plan?  
Are they taking the piss again? 
 

Simon Iatrogenic effects Something has gone. Was it valuable? 
 
After the scratch, you feel yourself descend in and out of 
consciousness, like a camera lens trying to focus. The hysterical 
beeping of the machine changing pitch and tempo with the camera 
lens. When does this stop? 
 
Things seem different. You are more aware and yet more foggy. 
Clarity has been gained at the price of something else, which you 
can't quite identify.  
 
This time there is a que for the ECT. You sit there in line with the old 
ladies, most of them quiet and immobile and wearing fixed 
expressions of horror, despair or confusion. After their course of 
ECT, they take the old ladies to the ward hairdresser to get their 
blue rinse done, as a treat. You wonder why they haven’t combined 
the ECT and the rinse together to save money. 
 
 



 

 443 

Account 
 

Code/theme Example from text 
 

 

Simon Misrecognition For the first time, you join in the conversation with other people, this 
time the cleaner and another patient. You are shocked to find they 
don't hate you. You ask them, but don't you hate me? O no, they 
say, you are far too nice. But what about the money? They laugh, 
that’s your paranoia. Really? You get an inkling that you may have 
actually been wrong, or what it means to start playing at being sane. 
 
 

Simon Despair / dread Barry, the elderly patient, hunched and grunting, beard and dreads 
now shaved, has put drawings up on the wall. This one catches 
your attention: a picture of a blue amorphous blob with the barely 
legible scrawl underneath, “you are that drop of rain that falls on 
good earth and is gone forever”. That’s you, that is. You cry. 
 

Simon Medical colonisation / transformation Mum and Dad are happy. Mum tells me when she knew I was 
getting better when she saw me in my glasses; Dad says to me, that 
(place / treatment / doctor / ECT – delete as appropriate) sorted you 
out. This disturbs you, but you can’t exactly say why. 

Mother Medical transformation / panopticon 15th Nov – Simon yesterday was asked by Dr Furbois if would have 
ECT treatment. Drugs change. 
Trimipramine 150ml 
Depixol 40 mg weeks. 
Chlorpromazine prn. 
 

Mother Misrecognition Simon said he would not have it as he was not ill. He seemed very 
tense and I would not take him out for a walk due to his intensity 
and I was on my own. 
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 Said that the medication was useless, made him worse, and 
that he didn't need it. Other patients had come off it and were better. 
Said he wasn't going to spend rest of his life on medication. 

Mother Double-bind  / loathing Get me out of there’ 
 Stick up for me once in your life. 
 Don’t be passive. 
 Someone in there tried to kill himself & he was out in a 
week. 
 I’m not paranoid anymore (was yesterday/still is 
 

Mother Paranoia / misrecognition Paranoia seems to obsess him and he was unable to think of 
anything else. 
 
Paranoia intense. 
8) Patients had taken his back door key and got into information 

on our bank and we were ruined. This had happened on 
Woodbrook 2. 

9) Whole world knows about him, through television. 
10) People/patients read his thoughts. 
11) Staff want to get rid of him because he’s too much trouble. 
12) “We’re finished”? 
13) His life is over. 
14) Every time someone walks by he thinks they know him, says 

everyone in the hospital knows him. 
 
He went over the common today, there’s still some paranoid, he 
said something funny is still going on. Some boys on the common 
pointed to him and laughed. I also told him that the week before he 
last he thought the house was bugged and he replied ‘I think it is’. 
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Mother Double-bind /  Richard took him out later but the visit was not so good, he wanted 
to get back to the ward quickly to feel safe.  
 

Mother misrecognition He had been up to Woodbrook 2 to see Bobby and he saw Nathan 
who bothered him. We told Jenny later. She said it was because he 
was not happy on Woodbrook 2 & it brought back bad memories. 

Mother Bureaucratic transformation / care 17th Nov. Simon didn’t have ECT as staff wanted Dr Furbois 
signature on form and he was not available. Although Simon had 
signed the form last night he was, they said, still undecided this 
morning. 
 

Mother Gaze 25.11.94 Simon had ECT Thursday (24th). When anne & I saw him 
later he see was wearing his glasses!! He was alert and seemed 
hyperactive.  
 

Mother Iatrogenic We had to go back for some panadol for his headache. 
 
He said Wednesday morning that he felt like a senile old man 

Mother Medical transformation / misrecognition He was disturbed to find that Dr Sheik had written on his v. Ray 
form “paranoid schizophrenia’. Penfold said he will look into it for 
him. 

Mother Coercion / panopticon / misrecognition Picked him up to come home for the night. He was disappointed it 
was not 2. We had an argument in the car. He does not want us to 
crowd him, and will [illegible] be strict with him when he’s home. He 
was angry that we had phoned and told staff how he was yesterday 
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Found out later that he had two ‘puffs’ How disappointing that he 
has such a lack of control and insight into his condition. Especially 
after being told specifically by Penfold 

Clinical Anxiety / dread 14/11/94 Dr Furbois W/R 
15.45 Patient is seen :- not too good, still worried about his safety, 
people want to harm him, made poor eye contact, restrict in his 
answers, with a flat mood, believes he will be sent to prison. Denies 
hallucinations. His brain is dead. Cannot read, delusions of 
reference from radio. Still suicidal risk wishes he could die, life is 
useless. Simon is apparently deteriorated.  
 

Clinical Bureaucratic transformations / misrecognition  
16/11/94 Discussed with father and patient about ECT treatment. 
Patient agrees to have ECT. 

 Consent  

 ECT prescription  
 
0900 BP 140/90. Temp 37. Pulse 76 
 
24.11.94 Had 1st ECT 
 good Bilateral contraction 
   lasted 24 secs 
 

Clinical Contradiction 5 /12/94 nursing 1300. Simon had 4th ECT. 23 sec. fit, good 
recovery, returned to ward. Continues to feel he is “in big trouble” – 
worried about people getting his money. 
 His mood appears brighter, mixing with fellow patients, went 
for short walk returned without any problems.  
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Clinical Power – counter conduct all he talks about is going home or going out for an hour or going 
out on his own. He doesn't listen when told it is not possible. 

Clinical Power – coercion / medical transformations / 
misrecognition 

Keen to work out a discharge plan more appropriate, realistic. 

Clinical Medical transformations / iatrogenic  8/12/94 nursing 10.10. Simon had ECT this morning and a good fit. 
Was very confused when he woke up. 
 

 

Part 9: Discharge 
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Simon Misrecognition Every day you pass the hard-looking man on the corridor, with just a 
nod of recognition both ways. This has been going on for two 
months. This time as you pass you ask him whether he was brought 
in from the local prison. No, he says baffled, I had a breakdown. I 
saw God he adds with conviction. 
 
Sorry, you say, ashamed. She was kind to you and you are being 
selfish. 
 
It’s your hell: you live in it!  You ask him about it much later and he 
says he has no recollection of saying this. 
 
You realise he doesn't even remember who you are. 
 

Simon Double-bind / misrecognition The way you think of it now is as an exchange: they don't want you 
here because they need the bed; you don't want to be here at all. 
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But they need valid reasons to let you go, and those reasons are 
connected with your symptoms. 
 

Simon Double-bind / misrecognition / despair You are going home a lot now. You keep your thoughts to yourself. 
It seems to work. You feel like going to bed and not getting out 
again. 
 

Simon Double-bind / anxiety What if this is part of the previous game? Or were they just voices in 
your head? Or did you just misinterpret what you heard? What if 
there is no game? 

Mother Misrecognition - symptoms Feels Worse in the mornings – hallucinates – but voices don't speak 
– it’s like he hears things & thinks its about him. 

Mother Misrecognition of suffering Says – hes now believes that he has a serious mental problem that 
may be permanent. 
 
 
 
 

Mother Despair / alienation Doesn't think he will get any better. 
 He went out with his friends. 
 Feels very lonely – doesn't seem to have much in common 
any more with his friends. 
 

Mother Misrecognition / double-bind 14.1.95 These past few weeks Simon has been so happy. 
There has been no paranoia . When asked he says he still has it but 
that it is fading. 
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Mother Internal contradiction – both in terms of account 
(reported paranoia earlier) and in contradiction with 
nurses’ report 

These past few weeks Simon has been so happy. There has been 
no paranoia . 

Mother Misrecognition – who’s problem? His main problem at the moment is getting up in the morning. 
Because he gets up so late he is unable to go to bed early – visious 
circle. 

Clinical Internal contradiction – reported being not too bad but 
lots of paranoia 

19/12/94 1600 According to the mother’s information Simon not too 
bad, he is quite and comfortable. She reported that Simon is still 
have lots paranoia e.g. That patients at Woodbrook I keep his keys 
with them. that everybody knows about his delusions because they 
talked about him in the TV She also stated that Simon became a bit 
depressed possible due to his realization that he is mentally ill 

Clinical Treatment  Mrs Clarke thinks that Simon needs someone to talk to about his 
feeling preferably on a weekly basis, and to focus on something, he 
doesn't need to come back into hospital now but to be given more 
freedom with some rehab programme 

Clinical Misrecognition 16.15 Simon feels generally alright, although still underneath some 
paranoid ideas but not to the extent of interfering with his usual 
routine. 
 

Clinical Misrecognition - suffering Simon by Dr Furbois’s opinion is much more better, healthier. 

 
 

 


