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Preface: my academic and professional journey to this point 

 

Career 

I qualified as a clinical psychologist at the University of London Institute of Psychiatry in 

1992. At that time qualifying awards were at MSc rather than doctoral level. For most of the 

1990s I worked full-time in the UK National Health Service, mainly in the multidisciplinary 

settings of acute psychiatric wards and community mental health teams. In 1997 I took up my 

first academic role, a part-time research tutor post on the Doctorate in Clinical Psychology at 

University College London, which I held alongside my clinical role.  In my NHS role I took 

up my first Consultant post in 1998, overseeing adult psychology provision in one of an inner 

London NHS Trust’s two boroughs. 

 

In 1999 I moved to Canterbury Christ Church University College (as it then was), initially as 

a research tutor and more recently as a director of the Doctoral Programme in Clinical 

Psychology (D Clin Psy), a research degree. The main focus of my post is the development, 

organisation and delivery of this programme, but the role also includes research and research 

supervision. In the intervening years I have supervised approximately 35 - 40 doctoral 

dissertations, and examined a similar number. I have also acted as external examiner for 

doctoral theses at the universities of Leicester and East London. 

 

Scholarly work 

Recent years in particular have been productive ones for me academically and I now have 

over 80 publications and 800 citations, an h-index of 14 and an i-10 index of 17.  These can 

be viewed on Google Scholar: 

https://scholar.google.com/citations?user=7rcheaAAAAAJ&hl=en  or in the university’s 

research repository: https://repository.canterbury.ac.uk/researcher/80v92/ms-anne-cooke.   

 

My research interests lie at the intersection of clinical psychology and critical psychology. 

Specifically, I have an interest in the effects of the currently dominant disease model in 

mental health: the conceptualisation of psychological problems as ‘illnesses like any other’ 

with an assumed origin in brain dysfunction of some sort. My particular interest is in the 

https://scholar.google.com/citations?user=7rcheaAAAAAJ&hl=en
https://repository.canterbury.ac.uk/researcher/80v92/ms-anne-cooke
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experiences that attract diagnoses such as schizophrenia, psychosis or bipolar disorder, 

known collectively as ‘severe mental illnesses’ (SMI) (e.g. Department of Health, 2018).   

 

 

How my interest in this topic arose 

My interest in these questions arose primarily from my work in the NHS within acute mental 

health care. I had the privilege of working psychologically with many people whom the 

system saw as suffering from SMI. I was repeatedly struck by the way in which, in the 

context of psychological therapy, when there was time to listen in detail to people’s stories 

and to understand the events and circumstances of their lives and the way they had come to 

see the world, ‘symptoms’ which had appeared strange or arbitrary would often come to 

make more sense. The reasons that people had developed particular ‘symptoms’ (experiences, 

emotions or beliefs) were often complex, interacting, and incompletely specifiable. The more 

of these conversations I had with people, and the more I looked into the theoretical and 

empirical literature (see below), the more obvious it became that system’s assumption that 

‘symptoms’ reflected specific, treatable brain dysfunction was just that, an assumption. It was 

not always a helpful one: whilst some people found it helpful to see themselves as ill, this 

was far from being the case for everyone. Nevertheless, the idea of SMI was the dominant 

idea guiding service delivery. It remains such, and indeed is codified in laws giving 

professionals the right to detain, and, if necessary, medicate by force, those seen as mentally 

ill. Many of the people I saw had been in contact with mental health services for years or 

even decades, but had rarely been offered the chance to talk about how they themselves 

understood their difficulties or about the (often traumatic) events and circumstances of their 

lives. Instead, most had been told that they had a chronic, deteriorating brain disorder and 

would need to take psychiatric drugs for the rest of their lives. This powerful narrative, in 

combination with NHS workers’ practical and emotional overwhelm, appeared to dictate 

what happened in services. Attempts to understand what might have brought someone to this 

point were often sidelined or eschewed in favour of containment and medication, by force if 

necessary. The latter often appeared to be seen as the core role of services, and in the context 

of overstretched resources it often seemed to become their only role, especially in the case of 

inpatient services. Whilst superficially it appeared to offer an attractive clarity of role for 

workers, it was also a narrative which brought its own stresses, casting them as needing to be 

‘experts’ with answers, often reducing them to monitors of risk and enforcers of compliance 

with medication, leading to conflict with service users.  As psychiatrists Bracken & Thomas 
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(2001) and Pariente (2018) have pointed out, psychiatry is the only branch of medicine whose 

patients often organise to fight it. Whilst there are no anti-oncology or anti-gynaecology 

movements, there is an active and vocal ‘antipsychiatry’ movement whose adherents often 

see themselves as ‘survivors of psychiatry’ (Arnold, 2018). 

 

Engaging with critical realism and critiques of medical naturalism 

In the early 1990s I encountered social constructionist, post-structuralist and critical realist 

scholarship on the topic of ‘mental illness’ (e.g. Anderson & Goolishian, 1992; Parker et al., 

1995; White, 1987). This body of work situated the mental illness idea as one among a 

number of (competing or complementary, depending on one’s point of view) ways of viewing 

the phenomena in question. I was excited to find an intellectual frame for, and validation of 

my own observations and reflections as a clinician. Hitherto my training had been largely 

within a framework of scientific realism or ‘medical naturalism’ (Pilgrim & Bentall, 1999). 

Following Kraepelin, whom Eysenck (1979) describes as the founder of modern scientific 

psychiatry, this approach assumes that mental health problems are natural kinds, illnesses like 

any other (Malla, Joober & Garcia, 2015), and can be investigated in the same way. The 

assumption is that research is incrementally providing a more and more accurate description 

of reality, and is revealing, or will in future reveal, discrete brain or other pathologies 

underlying distressing experiences such as paranoia or voice hearing. The latter are typically 

assumed to be symptoms of an independently existing disease entity, in this case 

schizophrenia (Pilgrim & Bentall, 1999). 

 

By contrast, social constructionism, following the philosophers Foucault (e.g. 2006) and 

Derrida (e.g. 1973) understands concepts such as mental illness or schizophrenia as culture-

bound representations of an infinitely varied and ultimately unknowable human condition. 

The study of ‘psychopathology’ as an entity is replaced by a study of the ways in which 

particular experiences or behaviours come to be seen in this way, how they are represented 

(‘discourses’) and the actions to which particular representations give rise. Social 

constructionist critics of the mental health system (e.g. Boyle, 1990, 2000; Hallam, 2017) 

argue that absence of hard signs or ‘biomarkers’ in psychiatry renders problematic most of its 

‘diagnoses’. The majority of psychiatric diagnoses are ‘functional’ i.e. defined in the absence 

of hard signs by comparing the experiences that the person describes, or aspects of their 

observed behaviour, to an agreed list of symptoms. Critics (e.g. Johnstone, 2014) argue that 

this means they are not really diagnoses in the usual sense of the word, i.e. explanations. 
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Rather they are just (re)descriptions of what the person is complaining of and fail to convey 

any new information.  

 

A number of authors have argued that the word ‘diagnosis’ is therefore a misleading one in 

the mental health context because it implies that the labels have explanatory value whereas, 

in fact, they are just category labels. These authors (e.g. Johnstone, 2014; Kinderman, Read, 

Moncrieff & Bentall, 2012) also point out that the various category definitions are somewhat 

arbitrary in that ‘disorders’ are voted into and out of existence by committee, and change as 

social norms change. The classic example is the 1973 vote by the American Psychiatric 

Association, following extensive political lobbying, to remove the diagnosis of 

homosexuality from the second edition of its Diagnostic and Statistical Manual (DSM). 

 

Engaging with the service user/survivor movement and the ‘grey’ literature 

Around the same time (i.e. the mid-1990s) I first came across the service user/survivor 

movement. Many of those allied to the movement reject the idea that their problems are 

necessarily illnesses with their origin in the brain, pointing instead to the role of life events 

and circumstances such as oppression or abuse. Many were publishing reflections: this so-

called ‘grey literature’ (i.e. published outside of mainstream academic outlets) was 

proliferating. Two accounts in particular had a big impact on me. The first was a slim volume 

entitled ‘Self-Harm: perspectives from personal experience’ (Pembroke, 1994). 

 

One passage from the book, in which Louise Pembroke describes her experience and 

reflections, chimed strongly with my own observations and experiences of working in the 

system: 

 

Psychiatry's range of descriptions of our distress is couched solely in negative terms... 

"Illness" equals unwanted, bad, abnormal. Something that should be eradicated or 

cured…  Diagnostic labels…devalue and demean people fundamentally… [and stop] 

the individual from owning the experience and finding his/her own language and 

interpretation… Identity is defined by psychiatry's labels… I have come to the 

conclusion that people are not studied by psychiatry and psychology, merely 

categorised and described… In categorising the distress, the distress itself is not 

acknowledged… Psychiatric training disables the worker’s ability to perceive.  

Pembroke (1994), p.36 
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Another important conceptual resource was a 1994 special issue of the Journal of Mind and 

Behavior entitled Challenging the Therapeutic State. I found an article by Michael Susko, a 

social worker and former psychiatric patient, entitled Caseness and narrative: contrasting 

approaches to people who are psychiatrically labelled, particularly thought-provoking.  

 

I recently read this paper again for the first time in many years, and realised how key it had 

been in alerting me to the effects of what Susko calls the ‘caseness’ approach (roughly 

equivalent to the ‘SMI’ approach) within services.  

 

‘In brief, Caseness emphasizes making a diagnosis of illness and stopping its symptom 

expression. The Narrative approach, on the other hand, supports individuals coming to their 

own voice by allowing their story to unfold and to be told’ (Susko, 1994, pp.87 – 88). 

 

I am struck again by how well this paper demonstrates the radically different ways in which 

the same experiences can be seen and understood. Susko contrasts clinical accounts of events 

with personal accounts by the people concerned:  

 

‘Joe Green tells of an incident at a state hospital:  

 

“Due to my excessive spiritual reading and my disorientation I started to act 

out the things I had read. I would throw books on the floor and think I was 

waking up humanity … An attendant … wrestled me to the floor…put a needle 

in my backside.” 

 

No one asked Joe why he was throwing books on the floor… having already 

established that he was "paranoid schizophrenic." … The Caseness approach labels 

the unusual experience as a disease entity… separating the person from "normal" 

people. The Narrative approach, on the other hand, seeks to place the life story with 

its difficulties as part of a common human experience. 

(Susko, 1994, p.88). 

 

These two passages echoed and helped consolidate my own reflections working on an acute 

psychiatric ward. The same presenting problems could elicit very different responses 
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depending on the lens through which they were viewed. Even within the medical frame 

people were treated differently depending on the diagnostic category to which they were 

assigned. To take hearing voices as an example, occasionally this experience might be seen as 

an understandable part of, say, bereavement. This tended to be where there was a very 

obvious psychosocial precipitant that was hard to ignore. More commonly it would be viewed 

as a symptom of psychosis and the person detained in hospital and medicated, against their 

will if necessary. The specific diagnostic category applied appeared to be influenced not only 

by the person’s ‘symptoms’ but by wider characteristics such as their background, cultural 

similarity (and therefore intelligibility) to the categorising clinicians, and social stereotypes. 

For example, as we later came to describe in ‘Understanding Psychosis’ (Cooke, 2014; 

2017a), young black men are more likely than others to receive a diagnosis of schizophrenia, 

even if the problems they are experiencing are similar. Social class also appeared to play a 

role, as reflected in a joke that former service user Ron Coleman used to tell (see James, 

2002): 

 

Q: What’s the difference between a schizophrenic and a manic-depressive? 

A: The manic depressive is the one who owns a credit card. 

 

In some cases (particularly where the person was young and female, and presented with self-

harm), the voices might be seen as ‘pseudohallucinations’ and the person as having a 

personality disorder. In this case they might be turned away even if in acute distress because 

they were seen as ‘not really ill’ and therefore not the responsibility of mental health services. 

They might even be blamed or seen as a ‘time-waster’. In some cases, the service would yo-

yo in its approach as it felt forced to respond to acute suicidality – usually with a very 

controlling approach – and then discharged the person with little or no follow-up care as soon 

as the acute risk appeared to have passed.  Little seems to have changed in this regard over 

the intervening years, as evidenced for example by the recent controversy about the ‘Serenity 

Integrated Monitoring’ approach used in some NHS Trusts (see e.g. Pring, 2022). 

 

Another reason that the narrative approach resonated with me was its recognition that painful 

experiences are not always only negative: even periods of what appears to be breakdown can 

also be transformative, leading to personal growth and valued outcomes. This idea contrasted 

with services’ relentless focus on the negative, and in latter years has led to an interested in 
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what might be called ‘transformative’ approaches to mental health crisis (e.g. Cooke & Brett, 

2020). 

 

Research and methodological interests 

These experiences of working in psychiatric settings early in my career, together with the 

theoretical resources that helped me make sense of them, have influenced my research 

interests as well as my epistemological and methodological approach. In the contested arena 

of mental health, I am sceptical of the knowledge claims of (naïve, in my view) scientific 

realism. However, I stop short of radical social constructionism which, given its lack of 

clarity regarding ontological realism (Pilgrim, 2020a) I feel risks denying the importance of 

the very real events, circumstances and individual differences that can play a role in distress. 

Instead I adopt a critical realist approach (Danermark, Ekstrom & Jakobsen, 2001; Pilgrim, 

2020a).  This has informed my research methods which have mainly been qualitative, often 

either deconstructing professional and societal narratives (e.g. Cooke, 2008), or 

foregrounding those of the people directly affected (e.g. Jackson, Hayward & Cooke, 2011, 

Prytherch, Cooke & Marsh, 2020). 

  

Publications 

Having outlined the focus of my work and how my interest in the topic arose, I turn now to 

the publications themselves. First I characterise the work and list the publications I am 

presenting here, arranged into four themes which together address the question of the utility 

of the SMI concept and possible alternatives. I then outline some indications of quality and of 

impact, dividing the latter into impact on service users and their families; on clinicians; on 

education and training; on policy and policymakers, and finally on the media and public 

debate.  The commentary itself then follows, outlining how the presented work has addressed 

the value of the SMI concept and explored alternatives. 

 

Characterisation of the work 

Some of my work has been theoretical but a significant proportion is empirical.  In deciding 

which of my outputs constitute research I have drawn on the REF definition: ‘A process of 

investigation leading to new insights, effectively shared… it includes… the invention and 

generation of ideas… where these lead to new or substantially improved insights’ (Research 

England, 2019).  
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The body of work I am presenting can be divided into four related and sometimes 

overlapping streams. The first examines problems with concept of severe mental illness 

(e.g. Allman, Cooke, Whitfield & McCartney, 2018; Cooke, 2008; Cooke & Brett, 2020; 

Cooke & Kinderman, 2018; Cooke, King & Greenwood, 2016; Kinderman, Allsopp & 

Cooke, 2017).   

 

A second stream has examined possible alternatives to the severe mental illness concept and 

associated technologies (e.g. Cooke, 2014; 2017a; Cooke & Kinderman, 2018; Jackson, 

Hayward & Cooke, 2011; Jones, Lobban & Cooke, 2010).  

 

A third stream has examined how these alternatives are drawn on in professional practice, 

including by clinical psychologists (e.g. Cooke & Brett, 2020; Court, Cooke & Scrivener, 

2017; Cooke, Smythe & Anscombe, 2019).   

 

A final stream examines how these critiques and alternatives can be disseminated within 

society and incorporated in professional training (e.g. Cooke, 2014; 2016a; 2017; Cooke, 

King & Greenwood, 2016 

 

Indications of quality 

The works I am presenting have all been published in peer-reviewed journals, or, in the case 

of books, either by mainstream academic publishers or by the British Psychological Society. 

They total over 100,000 words and have had significant impact, as outlined in a REF impact 

case study that the university asked me to prepare (Cooke, 2019).   

 

Indications of Impact 

For reasons of space, I will limit discussion of my work’s impact to my most highly cited 

output, Understanding Psychosis and Schizophrenia (Cooke, 2014; 2017a).  The paper’s 

release led to extensive national and international media coverage including by BBC Radio 

4’s Today Programme and by the New York Times. It was cited by the United Nations 

(United Nations, 2017) as evidence of a paradigm shift in the field. In May 2017 I was 

presented with the British Psychological Society’s Practitioner of the Year award in 

recognition of this and related work. I now have a large social media following (over 20K 

followers on Twitter) and have been named as a ‘mental health leader’ by the ‘Mental Elf’ 

website and a ‘renowned critical voice’ by Sheppard (2022).  I am frequently invited to 

https://www.bbc.co.uk/news/av/health-30222978/real-life-experiences-influence-schizophrenia-says-report
https://www.nytimes.com/2015/01/18/opinion/sunday/t-m-luhrmann-redefining-mental-illness.html?_r=0
http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/35/21
https://www.bps.org.uk/news-and-policy/clinical-psychologist-receives-practitioner-year-award
https://twitter.com/AnneCooke14
https://twitter.com/AnneCooke14
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provide training or deliver public lectures about psychosis, for example by the magazine New 

Scientist.  In 2020 Understanding Psychosis was the first BPS public information document 

to be made available from booksellers. Three translations have been published (Japanese, 

Swedish, Spanish): others are in preparation. The charity ‘Star Wards’ collaborated with the 

BPS to develop an easy-read version aimed at young people (Cooke, 2020) and a video 

(BPS/Star Wards, 2021). 

 

Impact on service users. Indicative quotes include:   

 

‘How different things would have been if this had been around when I was in 

hospital’.  Dr Eleanor Longden, University of Manchester 

 

‘At any time over all these years I’d have done anything to have been given a 

handbook like this’. Nicky Hayward, service user and former carer. 

 

‘I’ve been working with a young girl… She told me that the most helpful thing was 

giving her your psychosis report to read…which had made her realise that having a 

psychotic episode does not mean that she will inevitably develop schizophrenia and 

become chronically mentally ill. This has [given her] the confidence to go back to 

university. Prof Fiona Lobban, Lancaster University 

 

Impact on clinicians: Many clinicians have been in touch to say how the document 

has changed their practice. Some examples follow:  

 

‘Your paper on psychosis has fundamentally changed the way in which I view 

psychosis & given me enormous support for work with clients’. Olivia Streater, 

psychotherapist 

 

‘Reading ‘Understanding Psychosis’ when I was working on a locked ward 

persuaded me to train as a clinical psychologist’ Dr Melanie Rendall, Homerton 

Hospital NHS Trust 

 

‘I would have been very proud if the Royal College had written this report.’ Prof Sir 

Robin Murray, Royal College of Psychiatrists 

https://twitter.com/newscievents/status/982189979378974720
https://twitter.com/newscievents/status/982189979378974720
https://www.amazon.co.uk/Understanding-Psychosis-Schizophrenia-sometimes-believe/dp/1854337483/ref=sr_1_2?crid=1TO3SOWMBVV3D&dchild=1&keywords=understanding+psychosis+and+schizophrenia&qid=1609663440&sprefix=understanding+psychosis+an%2Caps%2C141&sr=8-2
about:blank
about:blank
about:blank
https://cms.bps.org.uk/sites/default/files/2022-06/Understanding%20Psychosis%20-%20Edited%20for%20Young%20People.pdf
https://www.youtube.com/watch?v=vlZcAi_g8q4
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Impact on Education and Training. ‘Understanding Psychosis’ now features on 

many course syllabi for mental health workers. The BPS has developed it into a training 

pack: a set of publicly available materials for a one-day training event aimed at mental health 

staff (Solly & Currell, 2017). This has been used in NHS services around the UK. Some 

indicative quotes from educators follow: 

 

‘Understanding Psychosis’ is the key text I use when providing training on psychosis 

to national and international audiences’.  Dr Alison Brabban, NHS England National 

Clinical Advisor for SMI 

 

‘Understanding Psychosis’ is without doubt the most important and impactful piece 

of work in this area, influencing research, policy and practice, and transforming lives. 

We have trained thousands of professionals… ‘Understanding Psychosis’ is a 

lynchpin of that training. We have heard from countless individuals that it has been 

seminal in changing their practice… [and] it has been invaluable for people with lived 

experience and their families, helping them make sense of their experiences and 

providing hope’ Akiko Hart, Director, Voice Collective (national organisation for 

young people who hear voices) 

 

Impact on policy and policymakers: As mentioned above Understanding Psychosis 

was cited by the United Nations in its report on ‘The right of everyone to enjoy the highest 

standard of physical and mental health’ (United Nations, 2017) in support of the assertion 

that ‘the psychosocial model has emerged as an evidence-based response to the biomedical 

paradigm'.   

 

It has had a widespread impact on policy and commissioning. NHS England National Clinical 

Director for Mental Health, Dr Geraldine Strathdee, commissioned slides outlining the main 

messages for use in her briefings to service commissioners around the UK, exhorting them to 

ensure adequate provision of psychologically informed treatment. On retirement from the role 

she thanked me for ‘the inspiration of your book on psychosis which has changed so many 

perceptions and developed humane attitudes’. 

 

https://cms.bps.org.uk/sites/default/files/2022-07/Understanding%20Psychosis%20-%20Powerpoint%20Slides%20Part%201%20and%202.pptx
https://cms.bps.org.uk/sites/default/files/2022-07/Understanding%20Psychosis%20-%20Powerpoint%20Slides%20Part%201%20and%202.pptx
http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/35/21
http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/35/21
https://twitter.com/DrG_NHS/status/715668058849878016
https://twitter.com/DrG_NHS/status/715668058849878016
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Luciana Berger MP, Shadow Minister for Mental Health, and Dr Lisa Cameron MP both 

requested copies and have since drawn on it in speeches.   

Indicative quotes from policy makers and politicians include:  

 

 ‘This important report will be a vital resource… The British Psychological Society are a 

great force for change right at the grass roots of frontline services.’  Dr Geraldine Strathdee, 

NHS England National Clinical Director for Mental Health 

 

 ‘I welcome the authors’ commitment to explaining, in clear terms, what lies behind people’s 

experience of psychosis.’ Luciana Berger MP, Shadow Minister for Mental Health  

 

‘I am delighted to add my voice in recommending this report, which … helps us to 

understand (psychotic) experiences better and to empathise with those who are distressed by 

them.’ Rt Hon Norman Lamb MP, Minister of State for Care and Support 

 

‘This is the most important and influential report that the Society has produced. Anne Cooke 

has been particularly effective in prosecuting with great success… initiatives which speak to 

the general public with the aim of triggering major policy changes’. Prof Peter Kinderman, 

President, British Psychological Society 

 

Impact on journalists, media and public debate: Understanding Psychosis has 

been widely discussed in the UK and US media in particular and has led to the inclusion of 

psychological perspectives in public information and debate. Some examples follow.  

 

Radio: As mentioned above I was interviewed by John Humphrys on the BBC Radio 

4’s Today Programme. I was also interviewed by Claudia Hammond on All in the Mind. 

 

Print journalism: A New York Times piece by anthropologist Tanya Luhrmann 

suggested that the report ‘redefines mental illness’. The piece led to significant debate in the 

USA about its implications for practice: see for example this piece by the former President of 

American Psychiatric Association and this by the Chair of its DSM-IV (Diagnostic Manual) 

committee.  There were also a number of pieces in UK newspapers, for example Freeman & 

Freeman, 2014 and Allan, 2014.  

 

https://www.sciencedaily.com/releases/2015/03/150311124433.htm
https://thepsychologist.bps.org.uk/we-need-brave-people-speak-out
https://www.sciencedaily.com/releases/2015/03/150311124433.htm
https://www.canterbury.ac.uk/news-centre/press-releases/2017/clinical-psychologist-receives-practitioner-of-the-year-award.aspx
https://www.nytimes.com/2015/01/18/opinion/sunday/t-m-luhrmann-redefining-mental-illness.html
https://www.medscape.com/viewarticle/838764#vp_1
https://www.psychiatrictimes.com/view/pro-and-con-british-psychological-society-report-psychosis
https://www.theguardian.com/science/blog/2014/nov/27/delusions-hallucinations-psychosis-schizophrenia
https://www.theguardian.com/science/blog/2014/nov/27/delusions-hallucinations-psychosis-schizophrenia
https://www.theguardian.com/society/2014/dec/02/psychosis-rational-talk-therapy
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I hope that the above gives some idea of my professional and academic journey to this point 

and situates my interest in the concept of severe mental illness. I now turn to the commentary 

itself. 

 

Anne Cooke 

May 2022 
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Abstract 

 

The concept of ‘severe mental illness’ (SMI) is often used to distinguish certain 

constellations of experience and behaviour - for example hearing voices, holding beliefs that 

others find strange, or appearing out of touch with reality - from other distressing 

experiences, such as anxiety, which appear more readily ‘understandable’. This narrative 

critically reviews eighteen published works which, taken together, address four related issues: 

 

• The utility of the ‘severe mental illness’ concept as drawn on in mental health services 

and within society more broadly  

• Possible alternatives, including psychological and social approaches and finally the 

‘not knowing’ approach I have developed to theory and practice in this area, stressing 

the need for epistemic humility on the part of professionals 

• Ways in which these alternatives are drawn on in professional practice, including by 

clinical psychologists, and inform interventions 

• Ways in which these critiques, alternatives and interventions can be disseminated 

within society and incorporated into professional training. 

 

I examine each of the above questions in the light of evidence from eighteen conceptual and 

empirical studies: for eight of these I was sole or first author, and for the remainder I made a 

major conceptual and practical contribution as detailed in Appendix 1.  My review concludes 

that whilst it has some advantages, there are a number of problems with the concept of SMI 

both for those affected and for wider society.  I examine possible alternative approaches, 

investigating how these can be used in clinical practice, and disseminated by means of 

professional training and public information initiatives. However, given the heterogeneity of 

the problems that attract the SMI designation, and the multiplicity of factors that may 

contribute to their origin or maintenance, any approach that makes a priori assumptions about 

the likely nature and causes of problems for a particular individual brings with it the 

possibility of epistemic violence. My particular contribution has been to develop a ‘not-

knowing’ approach to these problems based not on any a priori causal model - be that 

biological, psychological or social - but rather on epistemic humility on the part of 

professionals and a collaborative approach which seeks to identify and ameliorate the unique 
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factors contributing to a particular person’s distress. It also seeks to address the wider 

underlying systemic factors in a new approach to public mental health. 

 

Introduction 

 

The nature and causes of the experiences commonly called mental illness or mental health 

problems are a subject of much debate (e.g. Craddock, 2008; Johnstone & Boyle, 2018.) The 

approach which has been in the ascendancy for around the last fifty years makes the core 

assumption that puzzling experiences (such as voice hearing) and problematic emotional 

states (such as persistent low mood) are best understood as symptoms of illnesses (in this 

case schizophrenia and depression respectively) which have a primarily biological basis and 

can be diagnosed and treated in the same way as say, malaria or diabetes (Pilgrim, 2020b). 

This idea is so widespread in our society as to be unquestioned or ‘taken for granted’ 

(Andrews, 2012) by many, and particularly by many mental health professionals (Cooke, 

Smythe & Anscombe, 2019). In what follows it will be referred to as the biological model.  

Other terms with a roughly overlapping meaning, although used in varying ways by different 

authors, include the medical, illness, diagnostic or disease model. See Pilgrim (2020b) for a 

discussion of the various ways these terms are used and the debates surrounding them. 

 

The concept of ‘severe mental illness’  

As my colleague Peter Kinderman and I have suggested (Cooke & Kinderman, 2018)1, many 

people are aware of the limitations of the biological approach with respect to common 

experiences such as anxiety and low mood which are widely acknowledged to be often, at 

least in part, understandable reactions to life circumstances. However, the same does not 

necessarily apply to experiences such as hearing voices, holding beliefs that others find 

strange, appearing out of touch with reality, or experiencing extreme mood states. These 

phenomena are often seen as symptoms of ‘severe mental illnesses’ (SMIs), arising primarily 

from brain dysfunction (Read & Dillon, 2014). The archetypal SMI is schizophrenia, and 

many otherwise critical commentators (e.g. Frances, 2014, Frith, 2015) are keen to 

distinguish it from more ‘normal’, understandable, psychological problems. The grounds for 

this distinction appear to be both theoretical (a belief that certain experiences are markers of 

 
1 This introductory paragraph is adapted from that paper, which I drafted 
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underlying biological illness) and practical (a wish to ensure, for example, that people receive 

appropriate care [e.g. Frances, 2014]).   

 

Whilst rarely tightly defined, the SMI epithet tends to be applied where someone’s 

experiences are seen as indicative of schizophrenia or bipolar disorder. For example, the UK 

National Institute for Clinical Excellence (NICE) (2019) states that “Severe mental illnesses 

include schizophrenia, bipolar disorder and other psychoses’. It distinguishes them from 

‘common mental health problems’ such as depression or anxiety (NICE, 2011; 2017). In the 

USA, the phrase ‘serious mental illness’ is often used (e.g. National Institute of Health, 

2021). 

 

Despite its current dominance, the biological model has been subject to increasing challenge.  

Research has failed conclusively to identify ‘biomarkers’ for, or biological causes of most 

mental health problems (Kamens, 2014; Moncrieff et.al, 2022). Meanwhile a body of work 

has built up over the past 30 years  (e.g. Bentall, 2003; Freeman et al., 2012; Johnstone & 

Boyle, 2018) suggesting that whilst biology plays a role in enabling all experience, even the 

most severe distress or puzzling behaviour can often be understood and addressed 

psychologically.    

 

Beyond reliability and validity: utility 

My own contribution builds on the above work. Whilst much of the latter is concerned with 

the lack of reliability and validity or ‘truth value’ of the SMI concept, my own work has 

concentrated more on its utility. Whilst this is sometimes narrowly defined as usefulness for 

researchers and clinicians (e.g. Kendell & Jablensky, 2003), I am concerned primarily with 

its usefulness or otherwise for those to whom it is applied, as well as more broadly in society. 

My work, described below, suggests that it has some advantages, at least within our current 

social system, but also does significant harm.   

 

Alternatives to the SMI concept including a ‘not-knowing’ approach  

Finally, my work has examined theoretical and practical alternatives including social and 

psychological approaches.  Rather than concluding by advocating a particular alternative, my 

conclusion is the need for helpers to adopt a ‘not-knowing’ approach (c.f. Anderson & 

Goolishian, 1992), based on epistemic humility (e.g. Warburton, 2020) and consistent with a 

critical realist epistemology (Pilgrim, 2020a).  To my knowledge my work is the first to 
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examine in detail the implications of such an approach for the problems described as severe 

mental illness.  Essentially, the approach is based on an acknowledgement that all helpers 

really know is that someone is describing particular distressing emotions or experiences, or 

perhaps is acting in a particular way. The rest - for example the idea that certain experiences 

are symptoms of particular underlying illnesses, cognitive biases or indeed trauma responses 

- is interpretation.  Helpers come with some general knowledge and experience, but do not 

know in advance what will help any particular person. My suggestion is for clinicians to be 

honest about this, and to avoid imposing any one framework of understanding: 

 

The causes of a particular individual’s difficulties are always complex. Our 

knowledge of what might have contributed, and what might help, is always tentative. 

Professionals need to respect and work with people’s own ideas … Some people find 

it helpful to think of their problems as an illness, but others do not. Professionals 

should not promote any one view.  

(Cooke, 2017a, p. 103.)  

 

Tufekci (2020) defines epistemic humility as ‘an acknowledgement that we aren’t certain of 

anything’ (paragraph 2). It has been applied to physical healthcare (e.g. Stone, 2017) but 

rarely to mental health, although some recent authors (e.g. Ritunnano, 2022; Tomlinson & De 

Ruysscher, 2022; Watts, 2018) have drawn on the related concepts of epistemic (both 

testimonial and hermeneutic) injustice (Fricker, 2017) and epistemic violence (Spivak, 1988). 
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Aims and Methods 

 

This paper reviews eighteen of my conceptual and empirical outputs in order to address four 

main research questions:   

 

• How useful is the concept of severe mental illness, within society and particularly to 

those to whom it is applied?  

• In the face of the problems with the concept, what might be an alternative 

approach/approaches?   

• How can these alternatives – including the ‘not-knowing’ approach that I have 

developed - be used, and how are they drawn on in professional practice, including by 

clinical psychologists?  

• How can these critiques and possible alternatives be disseminated within society and 

incorporated into professional training? 

 

As appropriate to the questions - which largely relate to people’s experiences, the meanings 

they attribute to them and the concepts they use to describe them (DeCarlo, 2018) - the 

empirical work has largely been qualitative. A qualitative approach is also consistent with my 

epistemological position, namely critical realism (Pilgrim, 2020a). Epistemological 

considerations are key in evaluating arguments about any concept. Whilst acknowledging the 

existence of a reality independent of human perceptions (i.e. ontological realism), critical 

realism emphasises the inherent subjectivity of different ways of viewing and describing the 

world (i.e. epistemological relativism), and the extent to which all concepts are a particular 

and partial representation of the phenomena that they attempt to describe.  

 

In what follows I address each of the four questions in turn, first outlining the context 

(relevant concepts, debates and extant evidence) and then reviewing the contribution of my 

own works before suggesting what it is possible to conclude.   Finally I examine implications 

for theory, practice, training and future research. 
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Question 1: How useful is the SMI concept within society and particularly to those to 

whom it is applied? 

 

Context  

 

Reliability and Validity 

Many authors have outlined problems with the reliability (e.g. Read, 2013) and validity (e.g. 

Bentall, 2003; Johnstone & Boyle, 2018) of the SMI concept.  Jablensky (2016) points to the 

lack of evidence that psychiatric diagnoses represent discrete entities. Moncrieff (2013) 

points out that no underlying biological dysfunction has been conclusively identified for any 

‘functional mental illness’.  These phenomena have been conceptualised in different ways 

across history (Scull, 2015) and across societies (Mills, 2014). 

 

Utility 

Given that the SMI idea is only one way of conceptualising the phenomena in question, and 

that there are significant problems with its validity, the question arguably becomes that of 

utility, i.e. the extent to which the idea is a useful one. As noted above, my work has focused 

primarily on its usefulness or otherwise for those to whom it is applied, rather than for 

researchers or clinicians. It is always possible that concepts persist because of their usefulness 

for those with power (Lieblich, 2020; Smail, 2005) rather than for those whom they are used 

to describe.    

 

I turn now to five of my works which address this question, outlining each together with its 

conclusions.   

 

Cooke, 2008 

I first directly addressed the question of utility in a review chapter (Cooke, 2008).  Whilst the 

paper dealt with the ‘mental illness’ concept in general, the focus was on ‘schizophrenia’ as a 

‘prototypical mental illness’ (p.330).  I concluded that whilst the concept has uses, at least 

within our current system - for example a mental illness diagnosis can help people to access 

income and support - for many these are outweighed by negative practical and psychological 

effects.  Practical effects include avoidance (people avoid those described as mentally ill), 

harsh treatment (people treat those described as mentally ill harshly) and discrimination.  I 
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argued that the term has a social meaning - including ideas of unintelligibility, 

unpredictability, deterioration over time and dangerousness - which is distinct from its 

technical meaning as defined by clinicians or textbooks and appears resistant to attempts to 

‘educate’ the public (Cooke & Harper, 2013). People designated mentally ill can also be 

denied certain rights: for example, they can be forcibly injected.  Psychological effects 

identified included increased hopelessness, decreased confidence, an invitation to occupy the 

social role of ‘mental patient’, reduced agency, denial of the meaning of experiences and their 

relation to the person’s environment, and denial of any positive aspects. Finally I examined 

effects on services, concluding that the mental illness idea gives a misleading impression of 

certainty, and leads to ‘othering’ of service recipients and a narrow conception of their 

difficulties, overemphasises individual differences and leads to narrow conceptions of 

‘treatment’. The idea of ‘lack of insight’ as a symptom frequently leads to coercion and 

arguably, in the case of trauma survivors or people who do not hold a medical view of their 

difficulties, epistemic violence.  At the same time, the framing of services’ purpose as 

‘treating SMI’ can lead to denial of help to those who are in crisis but not seen as ill, 

including those diagnosed with ‘personality disorder’ or whose self-harm is seen as 

‘behavioural’.  

 

I concluded by suggesting a number of alternative ways of both describing problems and 

offering help. These are outlined in the section on alternatives below.   

 

Cooke & Kinderman, 2018 

As outlined above, some authors (e.g. Frances, 2014) argue that the SMI concept is essential 

to differentiate what they see as ‘true’ mental illnesses with a biological basis from other 

more ‘normal’ types of distress. In this conceptual paper we argued that this belief is 

misguided, not only because of the lack of evidence for biological dysfunction but because of 

potential harm to those affected.  

 

Firstly, we suggested that the ascription of problems to putative SMIs has led to frequent 

professional myopia regarding the events and circumstances of people’s lives that may have 

played a major role (Midlands Psychology Group, 2012). Examples include adversities like 

poverty, assault, or childhood abuse (Varese et al., 2012). We argued that the way that a 

‘diagnosis’ such as schizophrenia appears to summarise the nature and causes of someone’s 

experience can prevent workers from asking about, and helping to address, life events and 
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circumstances and their impact.  Secondly, we argued that the idea of SMI can lead to 

misplaced certainty, where a medicalised view is unquestioned and both it and particular 

interventions are imposed on the service user. Finally, we argued that it can divert 

professional and political attention from efforts at prevention such as policies addressing 

childhood adversity. We proposed an alternative as outlined below (Question 2).  

 

Allman, Cooke, Whitfield & McCartney, 2018 

This was an empirical study based on interviews with young people who had been diagnosed 

with psychosis, and also with family members. For many young people, being designated 

mentally ill had led to what we termed a ‘catastrophic redefinition’ of their self-identity. 

Many described feeling defective and shameful. Some, influenced by popular representations 

of SMI, feared that they might become violent. This change in self-identity appeared to create 

a ‘perceptual filter’ whereby both the individual and family members overlooked or 

minimised achievements, focusing instead on being alert to ‘symptoms’. We concluded that 

this process could significantly limit opportunities, expectations and movement beyond an 

illness identity, thus acting as a self-fulfilling prophecy.  

 

Cooke, King & Greenwood, 2016 

This second empirical study was based on interviews with primary school teachers and found 

that they almost never broached the subject of mental health in the classroom. They gave two 

reasons. The first was fear: fear of people seen as mentally ill, fear of ‘getting it wrong’, of 

scaring children and of being criticised by parents. The second was a perception that 

specialist technical knowledge was required. Both appeared to be at least in part related to the 

idea of SMI with its implication that those affected are different, frightening and only 

understandable by experts. We concluded that ironically, a vicious circle might be at play 

whereby the dominance of this social narrative is one of the factors preventing interventions 

that could ameliorate it, such as effective mental health education in schools. 

 

Bowen, Kinderman & Cooke 2019  

This empirical paper focused on the diagnosis of schizophrenia, arguably the archetypal 

‘SMI’. Using corpus linguistic methods (Jones & Waller, 2015), we examined ‘red-top’ 

newspaper articles mentioning the word schizophrenia. Analysis revealed frequent use of 

linguistic signatures of violence, for example language referring to: acts of violence (e.g. 

murder); descriptions of acts (e.g. violent); implements of violence (e.g. hammer), identity 
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labels (e.g. schizophrenic, most commonly to name individuals who had committed acts of 

violence) and exemplars (e.g. Sutcliffe). We concluded that these newspapers present people 

with the diagnosis as 'other’ and as prone to violence. Such stereotypes arguably both draw 

on and perpetuate the social meaning of ‘SMI’. 

 

Question 1: Summary and Conclusions 

Taken together, the five works described suggest that despite some advantages, the SMI idea: 

• has a number of harmful effects on those so designated 

• diverts resources from treatments other than medication and needed efforts at 

prevention 

• has a negative social meaning incorporating both medicalised ideas of brain disease 

and ideas of violence  

• leads to a vicious circle where media coverage reinforces stereotypes and educators 

avoid the topic of mental health, leaving those stereotypes unchallenged.  

This raises the question of possible alternatives, addressed next. 

  



 29 
 

Question 2: In the face of the problems with the ‘severe mental illness’ idea, what might 

be some alternatives?  

 

Context  

 

The distressing experiences sometimes seen as SMI are undoubtedly real, and as a society we 

need to be able to respond appropriately both in terms of how we conceptualise them, and the 

help we offer.  The current section addresses the former: the latter is the subject of the next 

(Question 3). 

 

Psychological and social models 

The alternative conceptual frameworks most often cited are the psychological model (e.g. 

Kinderman, 2005) which focuses on the way the person sees the world and interprets events, 

and the social model which views most mental health problems as normal responses to 

adversity of various kinds (e.g. Beresford et al., 2016).   These come together in the 

‘psychosocial approach’ which focuses on the interaction between the two (e.g. Read et al., 

2013). 

 

The biopsychosocial model 

The ‘biopsychosocial model’ attempts to bring together biological, psychological and social 

factors as different elements of a whole rather than as competing explanations (e.g. Tripathi 

et al., 2019). Whilst promising, this approach has also been subject to critique. Firstly, as a 

result of the power and status of biological psychiatry, and the taken-for-granted nature of its 

explanations (e.g. Walker, 2016) there is always a risk that in practice a biopsychosocial 

approach becomes what Sharfstein (2005, para 5) has called a ‘bio-bio-bio’ approach, where 

psychological and social factors are often reduced to the status of ‘triggers’ for the expression 

of essentially biological differences. In practice this means that whilst services might be 

branded as, say ‘holistic’ or ‘trauma-informed’, on the ground things often stay much the 

same, with the new ideas being ‘colonised’ and practices failing to change significantly 

(Dillon, 2016). The biological approach is self-perpetuating both conceptually and 

practically, with new practitioners being socialised into it within the medical settings in 

which help is currently offered, and existing clinicians often arguably dependent on it for 

their authority and income.   
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In what follows I first outline three works which point to evidence that people’s environments 

play a much larger role than often supposed in the experiences commonly thought of as 

psychosis or SMI. I then describe my own theoretical contribution, applying a ‘not-knowing’ 

approach, and present four works in which I have developed and elaborated it. 

 

Papers demonstrating the role of the social environment in ‘SMI’ 

 

Chisholm, Freeman & Cooke, 2006 

This empirical paper, the only one of those presented here which used a quantitative 

methodology, was an early examination of the (since well established) links between trauma 

and psychosis, concluding that trauma may lead to psychosis as well as the other way round. 

We concluded that ‘traumatic stress and psychosis can… be maintained in a bidirectional 

feedback loop’ (p.556).  Whilst widely accepted now, this was a relatively ground-breaking 

conclusion in 2006 and the paper has over 60 citations. 

 

Jackson, Hayward & Cooke, 2011 

This qualitative study interviewed twelve people who hear voices and have a positive 

relationship with them. Few viewed their voices as a symptom of illness. All had developed a 

coherent narrative (in most cases a spiritual one) which viewed them as meaningful. Many 

were part of communities, such as spiritualist churches, that supported this view. This paper 

has been widely discussed, with over 70 citations. 

 

Taken together, then, the latter two studies suggest that the social environment can play an 

important role both in the genesis of ‘psychotic’ experiences and in determining whether, and 

to what degree, they are experienced as distressing. 

 

Cupitt & Cooke, 2018 

This theoretical book chapter summarised recent developments in psychological approaches 

to ‘SMI’. We suggested that the processes contributing to ‘psychotic’ distress may be similar 

to those underlying other psychological problems.  We argued for increasing recognition of 

the role of the social environment, citing for example Varese et al. (2012) who found that 

experiencing multiple childhood traumas appears to give approximately the same risk of 

developing psychosis as smoking does for lung cancer. 

 



 31 
 

Going one step further, we quoted authors who are going so far as to suggest abandoning the 

idea of psychosis or SMI altogether: 

 

There is growing evidence that the experiences service users report … are, in many 

cases, a natural reaction to … abuses… There is abuse, and there are responses to the 

abuse. There is no additional ‘psychosis’ that needs explaining (Johnstone, 2011, p. 

106). 

 

 

Developing a ‘not-knowing’ approach 

 

In addition to empirical investigation of, and theoretical discussion of psychosocial factors in 

‘SMI’, my contribution has included the development and articulation of a new – at least in 

this context - theoretical and clinical approach which I call a ‘not-knowing’ one.  This 

represents my attempt to make conceptual sense of these phenomena, informed by theory and 

by empirical data including my own observations over the course of my career. Eschewing a-

priori theories about the likely origins of ‘symptoms’, my approach takes as its starting point 

the complexity and ultimate unknowability of the often multitudinous and interacting reasons 

for any one human experience, including those commonly viewed as symptoms of SMI. It 

stresses the need for what might be called epistemic humility (Cooke, 2016a) or perhaps 

radical uncertainty (Cooke & Richardson, 2020) on the part of theorists and practitioners. 

Rather than providing expert ‘diagnosis’ and solutions, I see the role of clinical psychology 

as bringing the conceptual tools to co-construct a unique formulation with each individual – a 

made-to-measure approach rather than the off-the-peg one advocated by a diagnostic 

paradigm.  

 

Whilst a ‘not-knowing’ approach is not novel (see e.g. Anderson & Goolishian, 1992) it has 

hitherto rarely been applied to the significant and ongoing problems which attract the label of 

SMI. This is probably because of the taken-for-granted status of the idea with its implication 

of biological causation.  

 

In talks (e.g. Cooke & Richardson, 2020) I sometimes explain the approach using what I call 

the ‘first date example’.  I show a picture of a couple sitting at a bar:  
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Figure 1: Picture used to illustrate the ‘first-date example’ of the interacting reasons for 

any one human experience or behaviour 

 

 

I ask the question: This woman is laughing very loudly. Why? 

• There could be a genetic explanation - she has an inherited tendency to laugh loudly.  

• Alternatively, there could be a psychological explanation. She really likes him. 

• Alternatively, there could be a social explanation. They are in a pub and that is the 

kind of behaviour expected in a pub. It is also their first date, so they are still at the 

'laughing a lot at each other's jokes' stage. 

• Alternatively, there could be a biochemical explanation. She is on her sixth gin and 

tonic. 

 

So which is it? The answer, of course, is that all the above are likely to be involved, 

constantly interacting in infinitely complex ways. I suggest that it is the same in the complex 

and contested area of human experience that we call ‘SMI’, and caution against simple 

explanations and knowledge claims. 

 

I have outlined and developed this approach in four papers in particular: 
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Cooke, 2008 

This chapter, described above, concluded by suggesting a number of alternative ways both of 

describing problems and of offering help.  The former included describing experiences as 

such, rather than automatically interpreting them in a certain way (e.g. as ‘symptoms’) and 

attending closely to, and respecting, the person’s own way of describing them (i.e. a 

phenomenological approach). The latter included a holistic approach which addresses 

‘psychotic’ experiences in the context of the person’s life rather than as separable 

‘symptoms’, and a focus on helping them – and those around them – to develop narratives 

that make sense to them and which suggest ways forward.  

 

One stream of work has provided a particular opportunity to develop and refine my 

theoretical approach, namely my involvement in British Psychological Society (BPS) 

consensus reports.  There have been three of these relating to ‘SMI’: I co-edited two (Jones, 

Lobban & Cooke, 2010; Kinderman & Cooke, 2000) and was sole editor and project lead for 

the third (Cooke, 2014; 2017a). These projects brought together leading clinicians, theorists 

and researchers in an attempt to make accessible psychological perspectives on ‘SMI’.  The 

discussions that ensued, particularly during the latter project, enabled me to think through, 

articulate and refine a theoretical (or perhaps meta-theoretical) approach that was both 

consistent with the science as I understood it, and also comprehensive enough to enable the 

group to achieve consensus. The latter was challenging, since in each case the author group 

included at least twenty leading academics with a range of - sometimes conflicting - views on 

the issues in question.   I discuss the process by which consensus was achieved both below 

and in Cooke (2016a). The articulation of what could be called a ‘not-knowing’ approach 

was key in enabling those with differing beliefs to agree a common message.  I now briefly 

describe this process and the resulting documents. 

 

Kinderman & Cooke, 2000 

In the late 1990s the BPS Division of Clinical Psychology was keen to challenge prevailing 

stereotypes about ‘SMI’ and to provide a psychological perspective. I was commissioned to 

produce, with colleagues, a public information report.  Recent Advances in Understanding 

Mental Illness warned against the idea that ‘a single cause of ‘schizophrenia’’ (p.22) would 

be found, stating that ‘each person’s difficulties are likely to have arisen and be maintained 

by a unique combination of interacting factors’ (p.34) and noting that not everyone sees their 

problems as an illness. This was one of the first major publications to present such a 
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perspective. It was widely discussed and led to the production of Psychosis Revisited, a 

training package funded by the UK Department of Health (Basset, Cooke & Read, 2003). The 

latter became a best seller and a second edition was published five years later (Basset et. al., 

2008). 

 

Jones, Lobban & Cooke 2010 

This second report again synthesised research and achieved consensus among a team of 

specialists.  The resulting document challenged the dominant medicalised understanding of 

‘bipolar’ experiences.  It had a significant impact including on NICE guidelines, with first 

author Jones being invited to be part of the guideline group; and led to the development of a 

toolkit for carers (REACT: Lobban et al., 2020). Profs Jones and Lobban and I have recently 

been commissioned to produce an updated report.  

 

Cooke, 2014; 2017a 

I led the project to produce this third DCP consensus report, which outlined a psychosocial 

approach to ‘SMI’. The project involved 24 contributors, including 13 professors, drawn 

from 9 UK HEIs and the NHS.  As editor and project lead, I brought together the originators 

of the various theories (e.g. Bentall and Kinderman (see e.g. Bentall et. al., 1994); Morrison 

(See e.g. Morrison, 2001); Garety, Kuipers and Freeman (see Garety et. al, 2001) as well as 

theorists from lived experience groups, for example the Hearing Voices Network (e.g. Dillon 

and Longden: see Dillon & Longden, 2012). Drawing on an earlier document (Kinderman & 

Cooke, 2000) I then drafted a 50,000-word review synthesising the various theories and 

proposing a ‘not-knowing’ approach as outlined above, characterised by acknowledgement of 

aetiological multidetermination and the consequent need for humility on the part of 

professionals. The report exhorted workers ‘not to insist that people accept any one particular 

framework of understanding, for example that their experiences are symptoms of an illness’ 

(p.6).  There was a range of views within the author group on the issues in question but the 

adoption of a ‘not-knowing’ approach enabled consensus. The publication and subsequent 

widespread discussion of this document led to national and international impact including 

citation by the United Nations (United Nations, 2017) as evidence of a paradigmatic shift in 

the field. 

 

In summary, then, my work as reviewed here has suggested that psychosocial factors – the 

events and circumstances of people’s lives and how they interpret and respond to them – 

https://www.reacttoolkit.co.uk/
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often play a significant role in the experiences commonly thought of as ‘SMI’. However, 

human experiences are complex and multidetermined and it therefore behooves helpers to 

adopt a curious, ‘not knowing’ approach. This is often counter-cultural in the medicalised 

settings where most care is currently provided.  

Question 3: How can these alternatives be used and how are they drawn on in 

professional practice, including by clinical psychologists? 

 

Context  

Having established the problematic and contested nature of the SMI concept and outlined 

some possible conceptual alternatives including a ‘not-knowing’ approach, I will now 

describe a third stream of work which has examined how these alternatives can be, and are, 

drawn on in clinical practice.  I first outline the recommendations of a theoretical book 

chapter (Cupitt & Cooke, 2018) and then describe four empirical studies, one based on 

interviews with service users and three with clinical psychologists. The first interviewed 

people who had used both medicalised and alternative crisis services (Prytherch, Cooke & 

Marsh, 2020). The second examined clinical psychologists’ use of one particular alternative 

approach, namely that based on the idea that ‘psychotic’ experiences, whilst often distressing, 

can also be transformative (Cooke & Brett, 2020). The third examined one challenge faced by 

clinical psychologists when drawing on alternative approaches, namely pressure to comply 

with guidelines based on medicalised assumptions (Court, Cooke & Scrivener, 2017).  

Finally, Cooke, Smythe & Anscombe (2019) examined strategies used by clinical 

psychologists critical of the biological model to stay working within mainstream mental 

health services.   

 

Cupitt & Cooke, 2018 

I drafted the final sections of this theoretical chapter on psychological approaches to 

psychosis, addressing implications for therapy of our analysis.  We argued for a not-knowing 

approach and for openness to working within people’s own belief and value systems. We 

recommended that services should become more trauma-focused, asking about trauma as a 

part of assessment, and providing therapy to help people process traumatic events from their 

past that may have been part of the reason they developed problems. Finally, we 

recommended going beyond therapy to adopt a public health approach to ‘SMI’, focusing on 

prevention rather than just ‘treatment’. Drawing an analogy with the public health physicians 

who eliminated cholera from Western Europe by improving housing and drainage, and 
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drawing on Wilkinson and Pickett’s (2010) seminal work in this area, we suggested that 

prevention efforts should include social interventions to address child maltreatment and 

reduce inequality. 

 

 

We also recommended that clinicians and researchers should participate in the public debate 

about ‘SMI’, helping to challenge misconceptions: 

 

The fear of ‘going crazy’ underlies a great deal of distress…It is perhaps surprising 

therefore, that the idea of changing societal appraisals of unusual experience has not 

received more attention… as a means to reduce individual distress (p.162). 

 

Prytherch, Cooke & Marsh, 2020 

Measures such as detention and forced medication are often seen as necessary for risk 

management in hospital settings (Independent Review of the Mental Health Act, 2018) where 

service users are often seen as lacking insight into their illness (Cooke, 2017c).  However, 

service users often experience such measures as invasive and traumatising (Lees et al., 2014).  

Crisis houses attempt to provide an alternative.  Some draw explicitly on alternative 

theoretical frameworks, for example ‘Trauma-Informed Approaches’ (TIAs) (Sweeney et al., 

2016). TIAs explicitly recognise that many people diagnosed with SMI have experienced 

trauma and adversity: distress is seen as in many cases an understandable response to such 

experiences. Coercive measures are seen as potentially re-traumatising and as inimical to the 

development of the trusting relationships that are viewed as central to good care (Sweeney et 

al., 2018). Our study interviewed eight women who had experienced risk-management in 

both a hospital and a trauma-informed crisis house, about their reflections on each.  

 

Participants described hospital as being dominated by a ‘medical-custodial’ approach, which 

they said was ineffective in managing long term safety and could exacerbate distress. By 

contrast the crisis house was described as using a relational approach that was felt to be more 

effective long term. 

 

We concluded that by recognising the central role often played by power, control and trust in 

both the development of, and recovery from mental distress, TIAs appear to enable some 

people to work through crises safely and are more acceptable to service users. Therefore it 
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seems important that in all localities, there is at least the option of a trauma-informed crisis 

service.  

 

Cooke & Brett, 2020 

This empirical paper examined clinical psychologists’ views about, and use of, one particular 

alternative conceptual framework, namely a ‘transformative’ approach.   

 

Some theories and many personal accounts suggest that some ‘psychotic’ crises, whilst 

distressing, can also be transformative, leading to growth and valued outcomes. This study 

explored twelve UK clinical psychologists’ use of transformative models. None saw 

psychosis as a purely biological problem. Two held a ‘biopsychosocial’ view, seeing 

psychosis as an illness with psychosocial elements. Most either held a continuum view, in 

which psychosis-proneness was also associated with positive attributes such as creativity or 

sensitivity, or a ‘fully psychological’ view, seeing experiences as meaningful and/or as 

adaptive responses to events. Many believed that psychosis can be transformative in a broad 

sense, leading to post‐traumatic growth. Some went further, believing that it can be a 

purposeful phenomenon (e.g. an attempt, albeit painful and sometimes unsuccessful, to solve 

problems) or even a spiritual one. Participants’ perspectives influenced their therapeutic 

approach: those who saw experiences as purposeful were more likely to facilitate direct 

engagement with them and to support clients to explore potentially transformative aspects, 

although this represented an extension of rather than a break with usual practice.  

 

Court, Cooke & Scrivener, 2017 

This paper examined one challenge faced by clinical psychologists when drawing on 

alternative approaches, namely the need to comply with diagnosis (or ‘condition’) based 

guidelines. Those involved in developing UK (NICE) guidelines have, at least in the past, 

been instructed that evaluation of the validity or utility of diagnostic categories is not within 

their remit, even where, as in the case of ‘schizophrenia’, they are particularly contested 

(P.Garety, personal communication, 4th April 2000). Some clinical psychologists have been 

publicly critical of NICE’s approach, suggesting that it is based on medical rather than 

psychological concepts and reifies psychiatric categories.  Mollon (2010), for example argues 

that ‘Psychologists, and the BPS, have colluded in this betrayal of our profession through an 

endorsement of the crude medical model of NICE’ (p.130) and finds this ‘deeply puzzling’ 

(p.130).   



 38 
 

 

Our paper was a grounded theory study based on interviews with eleven clinical 

psychologists. Participants were concerned that increasing reliance on guidelines, particularly 

by managers and commissioners without specialist knowledge, could reduce the availability 

of interventions based on individual, co-constructed formulations, and devalue clinical 

psychologists’ particular skills in drawing on a range of conceptual resources to facilitate the 

latter. Participants used various strategies to manage the tension between delivering 

formulation-based treatment on the one hand and the pressure to comply with guidelines on 

the other.  Notably they often did not report the former to managers, instead feeling 

compelled to frame their work in terms of diagnostic categories and ‘NICE compliant 

treatments’.  In discussing these findings we suggested that NICE should review its approach, 

including its apparent reliance on contested diagnostic constructs.  

 

This paper was featured in the BPS Research Digest (Jarrett, 2016), leading to it receiving an 

attention rating of 189, putting it in the top 5% of outputs scored by Altmetric.  A follow-up 

study which surveyed a larger sample and found similar concerns is currently in submission 

(Brownlee, Court & Cooke, 2022). 

 

Cooke, Smythe & Anscombe, 2019 

This final paper examined the strategies used by nineteen clinical psychologists critical of the 

biological model, to stay working within mainstream mental health services. Questions 

centered on the challenges they encountered in this regard, and how they managed these. 

Participants described their discomfort at the domination of the system by the biological 

model, which they saw as hegemonic and embedded in team practices and assumptions. They 

felt the focus was predominantly on individual deficits rather than on people’s context and 

circumstances, and that diagnoses obscured the impact of life events. They worried that many 

practices replicated earlier traumas and abuses. Reflecting on the reasons that the system 

remains ‘stuck’ in the biological model, they felt that organisational structures and practices 

are hard to change; that medicalised discourse creates a ‘language barrier’ which makes it 

hard to articulate and share alternatives; and that in the face of complexity and extreme 

distress, teams welcome the (false) ‘safe certainty’ (Mason, 1993) that the biological model 

appears to offer. They also suspected that its popularity with psychiatrists was partly related 

to a fear of losing power and influence. 

 

https://wiley.altmetric.com/details/14166257
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Psychologists’ responses took three forms: openly dissenting (conflict), strategically 

“stepping into” the biological model (compromise), or inadvertently “slipping” into it 

(colluding). Strategies for managing the challenges included: focusing on clients; 

foregrounding clients’ contexts and understandings; holding the tension between “expert” and 

“not-knowing” approaches; using ordinary language; forging robust working relationships; 

being mindful of difference and of constraints on colleagues; recognising one’s power and 

ability to influence; self-care and work/life balance; taking encouragement from small 

changes; consolidating a personal philosophy; mutual support and solidarity; drawing on 

scholarship and finally engaging in activism outside work.  This paper provoked widespread 

discussion and was the subject of a news story on the Mad in America website (Morrill, 

2019).  

 

In summary, then, my work has identified a range of ways in which the alternative 

approaches described above are drawn on by practitioners, for example informing non-

medical crisis services and interventions offered by clinical psychologists. Challenges include 

the medicalised culture of mental health services and the pressure to conform to 

diagnostically based guidelines.  Clinical psychologists are creative in finding strategies to 

overcome these barriers and ensure that psychosocial alternatives continue to be available 

within services.  

https://www.madinamerica.com/2019/04/psychosocially-oriented-psychologists-struggle-medical-model/
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Question 4: How can these critiques and possible alternatives be disseminated and 

incorporated into professional training? 

 

Context  

A final stream of my scholarly work has examined how these critiques and alternatives can 

be disseminated within services and society and incorporated in professional training.  Some 

of the presented works are themselves dissemination projects, intended to bridge the academy 

and public discourse and to make these debates accessible to a broader audience.  In what 

follows I first outline the recommendations regarding dissemination made in some of the 

papers detailed above, and then describe three works that were themselves dissemination 

projects, together with one which described one.  Finally I outline two papers which 

investigated dissemination as a topic of scholarly investigation in its own right.   

 

Papers with recommendations regarding dissemination 

Many of the above papers have concluded with recommendations regarding dissemination. 

For example, our study of clinical psychologists’ use of transformative models of psychosis 

(Cooke & Brett, 2020) found that none of the participants had received any prequalification 

training in these models. There is evidence that this may slowly be changing  (e.g. McGowan 

& Dennis, 2019). 

 

Our study of newspaper coverage of ‘schizophrenia’ (Bowen, Kinderman & Cooke, 2019) 

concluded that current initiatives focusing mainly on encouraging journalists to avoid using 

pejorative terms such as ‘schizo’ may be misguided. Rather we argued that professionals 

should offer training and guidance to journalists with respect to debates in mental health. 

Some of my work (not included here) has attempted to do this (e.g. Cooke, 2015; Cooke & 

Scurry, 2021; Kinderman & Cooke, 2017). 

 

Works that were themselves, or described, dissemination projects 

Understanding Psychosis (Cooke 2014; 2017a) was itself a dissemination project – an 

attempt to summarise for a public audience some of the ideas outlined in this paper. Our aim 

was to provide a balance to extant public-facing information, which often presents a narrow 

biological perspective, for example ‘schizophrenia is a chronic, severe and disabling brain 

disease’ (schizophrenia.com; n.d.).  

 



 41 
 

In a subsequent invited editorial in the Journal of Mental Health (Cooke, 2016a) I described 

the Understanding Psychosis project, outlining its theoretical basis, the social and political 

context which led to its instigation, the process of its writing and production, and its reception 

and impact as outlined above.  

 

Cooke & Kinderman (2000) and Jones, Lobban & Cooke (2010), both described above, were 

comparable dissemination/public information projects.  In recognition of my ‘public-facing 

work to make available good quality information about mental health’ (BPS, 2017, para 1) I 

was named BPS Practitioner Psychologist of the Year 2016 (Sutton, 2016). 

  

Conceptual and empirical papers focused on dissemination  

Finally, in addition to the above works that make recommendations regarding dissemination, 

or represent or describe my own dissemination efforts, two papers investigated dissemination 

as a topic of scholarly investigation in its own right.   

 

Cooke, 2017b  

This conceptual chapter examines the tensions associated with inviting trainees who are being 

trained at NHS expense, to question the guiding ideas behind much mental health provision, 

including the idea of SMI.  The chapter outlines the ways that colleagues and I have managed 

these tensions and developed teaching in this area on a doctoral programme in clinical 

psychology, such that its critical ‘edge’ is now one of the aspects most valued by trainees 

(Chatfield, 2016).   

 

Cooke, King & Greenwood, 2016 

Finally, Cooke, King & Greenwood (2016) focused on dissemination within schools. This 

study, described above, found that conversations about mental health appeared to be absent 

from participants’ classrooms because of the teachers’ fear of ‘mental illness’ and their belief 

that only specialists can understand or comment on it.  The paper concluded with a number of 

recommendations regarding dissemination. These included adding mental health to the 

national curriculum and adopting a psychological, continuum-based approach, stressing that 

everyone experiences mental health problems at some time and to some degree. There are 

signs that this approach is being adopted in some places (McGillivray et al., 2021). 

 



 42 
 

Discussion 

 

The following section summarises the work described above and how my ideas have evolved 

over the years. It then discusses it in the context of other work in the field and addresses its 

strengths and limitations, and what has made it possible. It asks what it is possible to 

conclude and what my particular contribution has been, and makes recommendations for 

future scholarly work. Finally, it examines the practical impact of the work including its 

influence on current services, and outlines its implications for future practice.  

 

Summary of main findings 

Firstly, my work has examined the utility of the SMI concept. It suggests that despite some 

advantages, the concept has many negative practical and psychological effects on those to 

whom it is applied. Firstly, for some it can lead to a ‘catastrophic redefinition of identity’ 

(Allman et. al., 2018) and a cycle of negative expectation.  Secondly, by positioning distress 

as a frightening illness in need of specialist diagnosis and treatment, the concept can 

disempower others, provoking anxiety, reducing opportunities for understanding and support 

and leading to ‘them-and-us’ thinking and unhelpful stereotypes which are both reflected in 

and maintained by mainstream media.  Finally, it appears to lead to the domination of 

services by a narrow biological and sometimes coercive approach often unpopular with 

recipients (e.g. Prytherch, Cooke & Marsh, 2021). 

  

Secondly, my work has examined possible alternatives including psychological and social 

approaches.  Whilst providing support for the importance of both of the latter, my own 

theoretical contribution has been to articulate how a ‘not-knowing’ approach (e.g Anderson 

& Goolishian, 1992) can be applied in this context. This approach stresses the need for 

epistemological and aetiological humility, acknowledging the heterogeneity of problems and 

their aetiological complexity and indeterminacy rather than assuming the veracity of any 

particular lens, be that biological, psychological or social.  In terms of interventions, my work 

suggests that more attention could usefully be paid to the events and circumstances of 

people’s lives in efforts at prevention as well as helping. A not-knowing approach views the 

client as the expert on his or her own problems, and formulation and treatment are co-

constructed. This is counter-cultural in services predicated on the idea that clinicians are the 

experts and that service users often ‘lack insight’ (Cooke, 2017c).  
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Thirdly, my work has examined ways in which these alternatives are drawn on in 

professional practice, including by clinical psychologists, and inform interventions.  

It suggests that many clinical psychologists have reservations about both the SMI concept 

and the utility of diagnosis-driven guidelines. They are creative in finding ways to offer 

psychosocially informed, client-centred and formulation-based interventions within a 

medicalised system.   

 

My work has also examined how crisis care can be offered and risk managed using a trauma-

informed approach. By recognising the central role of power, control and relationships in 

both the development of, and recovery from distress, trauma-informed crisis houses appear to 

enable at least some people safely to work through their distress, whilst maintaining freedom 

and control.  My work has been cited in support of campaigns to increase provision in this 

area (e.g. Turner, 2021).  

 

Finally, my work has addressed ways in which these critiques, alternatives and 

interventions can be disseminated and incorporated into professional training. Some of my 

work has itself comprised dissemination projects. Information materials written in clear, 

ordinary language and aimed at the general public have also proved useful within training for 

NHS and social care staff (e.g. A. Brabban, personal communication, February 26, 2020). 

Professional training is an important means by which ideas and research can inform practice: 

my work has examined how it is possible to train workers to fill current roles and enact 

current mandates, whilst also educating critical thinkers and exposing trainees to ideas that 

challenge the status quo. With respect to educating the public, schools are likely to play a key 

role.  My work suggests that the SMI idea may be one of the reasons that teachers often avoid 

the topic of mental health in the classroom. Offering a normalising, continuum-based 

approach may offer a way forward for mental health education in schools. 

 

Strengths and Limitations of the work 

The strengths of the presented work include a rootedness in my clinical practice and in the 

lived experience of the study participants. The conceptual model I have developed has 

provided a useful frame, and has enabled me to bridge traditional divides, for example 

collaborating with colleagues with a range of views and from different theoretical and clinical 

‘stables’.  I hope that it provides a useful basis for ongoing theoretical and clinical efforts. 
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In terms of limitations, the described studies are mostly relatively small in scale.  Many of the 

questions they address relate to concepts, personal experiences and meanings, and as such are 

best answered by qualitative methods which work with small numbers of participants but 

examine the material in depth. I would argue that small scale does not indicate lack of 

robustness, significance, or applicability beyond the immediate context (i.e. ‘transferability’ – 

see e.g. Carminati, 2018).  

 

One obvious question is the extent to which my findings and conclusions have been 

influenced by my pre-existing beliefs, attitudes, hopes and commitments. As will be clear 

from the preface, my research has been informed by my experiences and observations as a 

clinical psychologist working within the mental health system, which sensitised me to the 

possible harms associated with a narrow biological approach. The way I have approached this 

issue is not by claiming to be able completely to ‘bracket’ my beliefs and values: whilst I 

have attempted to maintain a reflexive stance and have used reflexive practices such as 

bracketing interviews (Rolls & Relf, 2006) throughout, I agree with Fischer (2009) that 

complete ‘bracketing’ in this sense is an impossible goal: 

 

Perspective can never be ruled out. We can perceive only from perspectives. 

Bracketing is intended to help us to identify our perspectives and to examine them 

(p.584). 

 

Instead I have approached the issue of trustworthiness (Williams & Morrow, 2009) primarily 

by attempting to be as transparent as possible, such that readers can judge my analysis and 

conclusions in the light of, among other considerations, what they know about me, my beliefs 

and commitments. As Harper (2003) writes:  

 

I see reflexivity… as a means by which I can be made accountable for my analysis 

through an explication of my interests and context … (and) social identity…and a 

tracing through of their influence.  (p.78) 

 

In line with critical realism’s criterion of ‘judgmental rationality’ (e.g. Pilgrim, 2020a) the 

reader can form a judgement from the presented works and from this account as to the extent 

to which this has been successful.  
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Implications for clinical practice  

 

Developing a ‘not-knowing’ approach  

The ‘not-knowing’ approach I have outlined above is arguably consistent with that 

traditionally taken by clinical psychology, namely basing interventions on an individualised, 

collaboratively constructed formulation. There are differences of emphasis:  the latter 

emphasises the role of the psychologist in providing theoretical resources, whilst the former 

emphasises reflexive awareness and ‘bracketing’ of theoretical and other assumptions, much 

as qualitative researchers attempt to do. However the two approaches share the underlying 

assumption that the nature of, and particular combination of reasons for any one person’s 

problems cannot be known a priori.  This is very different from the assumption underlying 

much mental health practice, namely that the clinician’s role is to identify the specific illness 

or disorder from which the person is suffering, and to prescribe or administer the 

recommended treatment for that condition.   

 

Other approaches which are consistent with a ‘not-knowing’ stance include narrative 

approaches (e.g. White, 1987), and Open Dialogue (e.g. Seikkula & Olson, 2003; Razzaque 

& Stockmann, 2016).   Developments such as the roll-out of Open Dialogue services 

throughout England as part of a major trial (Pilling et al., 2022) give cause for hope that these 

ideas might gradually permeate mainstream services.  Clinical psychologists have the 

potential to play a major role, as suggested by some of the works described above. The Power 

Threat Meaning Framework (Johnstone & Boyle, 2018: a formal framework for 

conceptualising and addressing difficulties psychosocially, intended as an alternative to 

psychiatric diagnosis) and the overlapping trauma-focused approach (see e.g. Sweeney et al., 

2016) are also changing practice within services and have the potential to lead to widespread 

change. One concern is that, as has happened with other ideas such as the ‘recovery 

approach’ (see e.g. https://recoveryinthebin.org) these approaches might gradually be 

assimilated into, and neutralised by the status quo within services. There are signs that this 

might already be happening with the trauma-focused approach, with some services claiming 

to be trauma-focused when they are not always experienced as such by their users (Webb, 

forthcoming).  In an adaptation of Georgiades and Phillimore’s (1975) famous saying, 

institutional culture eats innovation for breakfast.  A related concern is that within services 

which privilege ideas of ‘expertise’ and ‘prescription’, these approaches could begin to be 

used prescriptively rather than collaboratively. It is important not to replace one dogmatic 

https://recoveryinthebin.org/
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orthodoxy with another. In Watts’ words (2015, p.12) we need to ‘wear our knowledges 

lightly’. 

 

Crisis Care 

Some of my recent work has explored what a ‘not-knowing’ approach to crisis care might 

look like (e.g. Prytherch, Cooke & Marsh, 2020).  There are calls for a non-medical, trauma-

informed crisis house in every town (Cooke, 2021; Hibbins, 2021).  With strong leadership it 

is possible for such facilities to function inside the NHS (e.g. Cooke, McNicholas & Rose, 

2019). However the cultural pressures towards medicalisation are great, especially in the 

current risk-averse context, and an alternative might be for them to be managed by local 

authorities (Kinderman, 2014) or third sector organisations (c.f. Leeds Survivor-Led Crisis 

Service: see www.lslcs.org.uk ). 

 

Public education: challenging taken-for-granted ideas about mental health  

Despite the availability of alternative conceptual and practical approaches as described here, 

public and professional discourse largely continues to ‘take for granted’ (Galbin, 2014) the 

idea of SMI.  Most journalists I speak to, for example, are surprised to hear that there are no 

blood tests for schizophrenia.  My dissemination work described above aims to help change 

this (see Cooke, 2016a); other encouraging developments in this regard include the Drop the 

Disorder movement (Watson, 2019), the popularity of the Power Threat Meaning 

Framework (Johnstone & Boyle, 2018), and the organisations Compassionate Mental Health 

(http://www.compassionatementalhealth.co.uk) and Safely Held Spaces  

(safelyheldspaces.org). The latter has recently started running training events for journalists 

drawing on my work (e.g. Cooke & Scurry, 2021). 

 

Social change: towards prevention  

A move away from the automatic assumption that certain experiences are ‘symptoms’, and 

towards a not-knowing approach, has profound implications for efforts at prevention and at 

improving public mental health.   Instead of focusing on alerting people to ‘symptoms’ and 

the need to access correct diagnosis and treatment, my analysis suggests that efforts at 

prevention cannot be divorced from social and political change to address issues such as 

inequality and the current high rates of child maltreatment.  See Rahim & Cooke (2019) for 

more detailed analysis and recommendations.  

 

http://www.lslcs.org.uk/
http://www.compassionatementalhealth.co.uk/
http://www.safelyheldspaces.org/
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Implications for future research and scholarship 

My work also suggests a number of avenues for future scholarly work to explore. 

 

Theoretical elaboration and empirical study of a not-knowing approach in this context 

The relationship of a not-knowing approach, as outlined here, to other theories and 

approaches could also usefully be further explored, for example complexity theory (see e.g. 

Fried & Robinaugh, 2020) theories of diversity including neurodiversity (see e.g. Chapman, 

2022) and other scholarship which challenges the dominant paradigm such as that by 

decolonial scholars (e.g. Mills, 2013) and by survivors, including those working within the 

emerging discipline of ‘mad studies’ (e.g. Russo & Sweeney, 2016).  

 

With respect to its empirical basis, research continues to be needed into the role of factors 

other than biology, and the complex ways that human behaviour and experience - whether 

‘normal’ or ‘abnormal’ (see Kinderman, 2017) – can be shaped.   The ubiquity of the SMI 

idea reflects the dominance of the biological lens within our current research commissioning 

systems (Johnstone & Bentall, 2016). It is hopeful that at least one major funder, Wellcome, 

is currently interested in studies which address the complexity underlying both distress and 

its amelioratio(see e.g. https://wellcome.org/what-we-do/mental-health). 

 

Researching non-medical ways of offering help for psychological distress, including crisis 

Despite the scarcity of funding, further scholarly investigation is badly needed into non-

medical approaches both to understanding problems and to offering help.  I am continuing to 

investigate both (e.g. Middleton, Cooke & May, 2022) as well as examining the processes 

which work to maintain the status quo (e.g. De Waal, Boyle & Cooke, 2022). Work is also 

ongoing under my supervision to evaluate alternative approaches to crisis (e.g. Ofori-Bull, 

2022). 

 

Larger-scale, quantitative studies complement our largely qualitative exploration.  Such work 

is being undertaken for example by Morrison and colleagues in Manchester (e.g. Longden et. 

al., 2021).  

 

In addition, work is needed to investigate possible ways of fulfilling the other social functions 

of the SMI idea besides access to support. These include validation (a way of ‘storying’ 

distress that is recognised and respected by others) and access to income (e.g. via sick pay 

https://wellcome.org/what-we-do/mental-health
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and benefits).  A number of possibilities have been put forward by Kinderman (2014) and 

Johnstone & Boyle (2018) for example: these could usefully be further developed and 

trialled. 

 

 

Researching the effectiveness of practice based on epistemic humility 

The ‘diagnose-and-treat’ approach lends itself to randomised controlled trials: therapy is seen 

as a standardised ‘treatment’ which can be administered and evaluated in the same way as a 

drug. Current policy is dominated by the ‘evidence-based therapy’ movement: for example 

the UK’s National Institute for Health Research regards randomised controlled trials as the 

‘gold standard’ (NIHR Evaluation, Trials and Studies Co-ordinating Centre, n.d.). 

Accordingly, these have informed recent policy such as, for example, the ‘Increasing Access 

to Psychological Therapies’ initiative (Binnie, 2015). In the current cultural and political 

context, this has led to a situation where the main intervention offered is time-limited, 

manualised, diagnosis-driven cognitive behaviour therapy delivered largely by non-

psychologists. Criteria for the accreditation of clinical psychology programmes have changed 

to include the need to teach and assess skills in particular ‘brands’ of therapy (BPS, 2019).  In 

a recent development, clinical psychology courses are to be offered financial incentives to 

change the content of programmes such that trainees gain ‘dual accreditation’ with therapy 

accrediting bodies such as the British Association for Behavioural and Cognitive 

Psychotherapy (Health Education England, 2022; Whittington, 2021). My work suggests that 

these developments bring with them the danger of the core skill and unique contribution of 

clinical psychology - namely the ability to draw on a wide range of theoretical and empirical 

resources to inform interventions based on individual collaborative formulations (e.g. 

Management Advisory Service to the NHS, 1989) - gradually being devalued. 

 

It is more complex to research the effectiveness of an individualised, ‘not knowing’ approach 

drawing on a range of psychological theory, but such research is urgently needed. It is 

important that studies do not reproduce medicalised assumptions e.g. by using ‘symptom’ 

scores as the default or main outcome measures (see e.g. Wampold & Imel, 2015 on the need 

for a ‘contextualised model’ of therapy mechanism and outcome).  More personalised ways 

of assessing outcome, such as Personal Goal Attainment Scaling, (Kiresuk & Sherman, 1968) 

for example, have a role to play here.  Collaboration with service users will be vital to ensure 

that research questions, outcomes and methodologies are consistent with the values and 

priorities of those directly affected.    
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Finally, research on therapy process or mechanisms - and the ‘active ingredients’ of other 

forms of help such as crisis care - has been largely neglected in favour of attempts to measure 

outcomes. Such process research is urgently needed in order to understand which elements 

are most valued by recipients and lead to most positive change.  Some of my own work is 

attempting to do this: for example a study is underway interviewing staff and users of a crisis 

service about their views on the elements of effective risk management (Ofori-Bull, 2022).  

 

 

Final reflections 

I hope that my work has made a small contribution to opening up what I see as key debates 

and helping to ensure that people experiencing the problems sometimes called ‘severe mental 

illness’ are met with compassion and understanding, and protected from the worst excesses of 

a ‘mental health’ system which can often be reductionist, paternalistic and, for some, 

harmful. It is important that people can find support, including at times of crisis, without first 

having to accepting an individualising, pathologising and arguably victim-blaming 

conceptualisation of their difficulties. I have been very encouraged to hear that my work has 

played a role for some in this regard (e.g. Longden, personal communication, 3 March 2014). 

 

I hope that I have helped to make debates accessible.  Not all academics find it easy to write 

in language that non-specialists can understand.  My editing role in the various BPS reports, 

for example, often felt more like that of an interpreter, translating academic language into 

terms that are more widely understandable.   

 

The not-knowing approach has been helpful in dealing with disagreement. It has enabled me 

to frame different positions in non-pejorative ways, allowing discussion and enabling the 

building of consensus. Even those who generally endorse biological approaches are usually 

happy to acknowledge that mental health is a contested area (De Waal, Boyle & Cooke, 

2022). Whilst seemingly obvious, this is a very different starting point for discussions and for 

public information from the assertion of ‘facts’.  

 

Collaboration has been key. I much prefer to work as part of a team, finding creativity in 

conversation and collaboration.  Collaboration has been particularly important in helping me 

to maintain a questioning stance throughout my career and in generating ideas. The BPS has 
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been particularly important in this regard, enabling me to bring together a key group of 

clinicians and researchers in the area of ‘SMI’. Several of this group have been frequent 

collaborators. Other collaborations have been with trainees on the clinical psychology 

doctorate on which I teach. Many of the presented works had their origin in trainee projects.  

Rather than present trainees with ready-formed project ideas, I prefer to allow ideas to 

emerge in conversation which speak to both of our interests and commitments. The final 

group of collaborators have been people who themselves use services, some of whom have 

been co-authors.  For example one in four of the contributors to Understanding Psychosis 

(Cooke, 2017) had themselves experienced significant mental health problems. 

 

I have also drawn heavily on my clinical practice – this is what inspired this research stream 

and as will be clear from the preface, many of my ideas have first arisen in reflection on 

clinical work or in conversations in clinical settings. 

 

Social media has also been important. Whilst Twitter has its limitations and frustrations, it is 

not only an excellent source of information (for example highlighting new papers) but also 

gives a sense of the range of views on any topic in this contested field. I have learned lessons 

from its no-holds-barred ‘post publication peer review’ that, whilst not always easy or fair, 

have been useful in subsequent work. 

 

Conclusion 

Despite its limitations, I believe it is possible to draw a tentative conclusion from the body of 

work presented: namely that whilst it currently fulfils a number of functions such as 

providing a framework for help and support, the SMI concept also has significant negative 

effects both for those directly affected and also for wider society.  A more useful approach 

would be an individualised, ‘not-knowing’ one where helpers work collaboratively with those 

experiencing problems to identify contributory factors and possibilities for change. Further 

theoretical and practical development of such approaches is needed. Alternative means will 

also have to be found to fulfil some of the functions currently fulfilled (albeit imperfectly) by 

the idea of SMI, namely access to validation, income and support: recent work has begun to 

address this question.  

 

Change is likely to be slow because despite the problems outlined here, the SMI concept has 

great utility for many individuals and organisations in positions of power.  Pharmaceutical 
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companies obviously profit greatly, and some professions – most obviously psychiatry, but 

also others - rely on the idea for their material and social power.  The SMI idea also fulfils a 

psychological function within society, providing a narrative that expertise is available to 

solve problems such as extreme distress or troubling behaviour (Rogers & Pilgrim, 2020). 

Nevertheless, there are signs that the debates outlined here are slowly entering the public 

discourse (e.g. Clare, 2021; Filer, 2019) and that alternative services are opening (e.g. 

McKeon, n.d.). I hope that my own scholarly contribution will continue to play a part in this.  
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