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In September 2003 at the UK Community
and Critical Psychology Conference psy-
chologists and community workers came

together to struggle with the following ques-
tions.

■ Are poverty and social disadvantage signifi-
cant causes of psychological distress?

■ If they are, why do psychologists respond
with approaches which locate the source of
psychological problems within individuals,
for example psychological therapy?

■ Can psychologists come to understand the
lives and experiences of people who live in
materially very different circumstances to
themselves?

■ How can psychologists work in genuine col-
laboration with people and communities to
tackle the causes of psychological distress and
support their strengths?

In this special issue of Clinical Psychology
there are papers adapted from those presented
at the conference. Hopefully, these will help
extend the debate of these important questions
within the community of clinical psychologists.

If you want to know more about the UK
Community and Critical Psychology Network,
you can contact:

Jo Everill
South Birmingham Psychology Services
Solihull & Birmingham Mental Health Trust
208 Monyhull Hall Road
Kings Norton
Birmingham B30 3QJ

or

Paul Moloney
Underwood Centre
Marshall Hill
Erdington
Birmingham B23 7EZ

Editorial: Poverty and social
disadvantage – psychology responds?
Lesley Cohen, Nottingham

Submitting copy to Clinical Psychology
Until further notice, please send all articles and letters for publication to Arlene
Vetere, 55 The Avenue, Mortimer, Reading RG7 3QU; Tel: 0118 933 2393; e-mail:
grahammcmanus@hotmail.com.

The people responsible for other duties (book reviews, DCP Update, advertising)
remain as printed on the inside front cover. Please take a moment to make sure you
are sending your copy or enquiry to the right person.

If you are not sure whom to contact, or if you have any production queries, please
contact Jonathan Calder at the British Psychological Society in Leicester: Tel: 0116
252 9502; e-mail joncal@bps.org.uk.

Please do not send any copy to Craig Newnes until further notice. Copy sent
to him will not appear.
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When the notion of poverty is considered in
popular culture at all, it is perhaps associated
with romantic (and often contradictory)
images of fecklessness or of fortitude. Above
all, being poor may be seen as essentially a
matter of personal choice. Yet the reality may
be otherwise.

To live in poverty means losing control over one’s

life in a number of ways which are linked to inner

vulnerability and outer stress. These include the

increased probability of: struggling to provide the

basic necessities of food and shelter, having a poor

diet, resorting to comforts, such as drugs and alcohol,

which impact negatively on health and well being;

aimlessness and powerlessness; cumulative debt,

living in an environment which is dirty, traffic con-

gested and has a high crime rate; and being home-

less or living in a cramped and poorly furnished

home. All of these lead to a lower sense of self-

worth and constricted agency in people living in

poor communities (Pilgrim, 1997, pp.45–46).

As the above quotation suggests, there is a
large research literature that indicates the
harmful mental health effects of living in

socially and economically deprived conditions.
This literature also shows that a large proportion
of individuals using community-based mental
health services are likely to be struggling with
these adverse conditions on a daily basis (see, for
example, Rogers & Pilgrim, 2003). As a group of
psychologists interested in community and crit-
ical psychology and working in the NHS, we
chose the subject of poverty for a conference
because, in our clinical work, the malign effects
on client well-being of social deprivation had
been hard to ignore. This had proved to be the
case despite our various trainings, which for

the most part had paid little attention to these
issues.

There were other reasons why the themes of
poverty and social inequality emerged as a guid-
ing framework for the conference. For instance,
community and critical psychologists have a
long tradition of seeking to elaborate the link be-
tween the inequitable distribution of power and
resources and the experience of psychological
distress (Orford, 1992). In terms of the social and
political context in which mental health practi-
tioners have to work, poverty disproportionately
impacts upon those groups that already have
least power in society, including women, the
elderly and disabled and many ethnic minorities
(Rogers & Pilgrim, 2003). Moreover, relative
poverty in the UK has increased dramatically
over the last generation, so that by 2003 as many
as one in three children were living below the
poverty line and the country had the highest
levels of income inequality and the lowest levels
of social spending of any nation in Western
Europe (Hills et al., 2002; Toynbee, 2003). Unlike
previous eras, the majority of the poor were
likely to be working, but usually in exploitative
low wage conditions and with little or no chance
of moving upward into a better way of life
(Abrams, 2002; Toynbee, 2003).

However, the long-term rise in the number of
people living below the poverty threshold has
significance beyond that for the lives of the poor
themselves and for the work of the health and
social care agencies with which they come into
contact. There is growing evidence that within
the industrialised nations, the health of the indi-
vidual citizen will be strongly affected by the
‘spread rather than (or as well as) the absolute
level of wealth in their society’ (Blaxter, 2003,
p.70). Indeed, in the Western world as a whole,
the widening income gap between rich and poor

Why focus on poverty and
community psychology?
Paul Moloney and Paul Kelly, Solihull & Birmingham Mental
Health Trust
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that has characterised the last two decades has
been associated with both an erosion of those
communal ties that may be so necessary to well-
being, and with a varied range of negative health
outcomes throughout most sectors of the popu-
lations concerned (Wilkinson, 1996). Of course,
the poor have been among those groups who
have suffered most from these developments,
which have been dictated largely by the inter-
ests of global corporate powers and their apolo-
gists, in their drive for ever greater profits and
market expansion (Hutton, 2002). 

When it comes to the quality of daily life in
Britain, this period seems to have been marked
by rising fears of crime and – beyond the shop-
ping malls and theme parks – by a corresponding
decline in the availability both of negotiable
public spaces and of reliable amenities and ser-
vices. Large numbers of people report increased
feelings of insecurity and mistrust, even (or per-
haps especially) in the context of their own
local communities. All too often, such fears may
constitute a valid index of personal vulnerability
and of the alienating and threatening environ-
ments in which many individuals and families
have to live (see, for example, Davies, 1997).

In many respects this picture seems to have
been mirrored in the world of work, which
more and more has come to be characterised by
a deregulated culture of long hours, excessive
demands and contractual and financial insecurity.
For many, the prospects of falling into poverty
or chronic debt are now both more plausible
and perhaps more fearful than they were a gen-
eration ago (Vail et al., 1999). The implications
of this situation for the well-being of those of us
who lack significant wealth would seem to be
obvious. And perhaps of most significance for
the therapeutic psychologist, the last 20 years
have seen rising levels of personal distress within
the general population, and particularly within
its most deprived sections (e.g. James, 1998). 

Since 1997 Britain has been governed by an
administration that – in marked contrast to the
preceding two decades of UK government – has
officially recognised both the existence of
poverty and its fundamental relevance to a wide
range of social and health problems (Department
of Health, 2003). Less encouragingly, however,
the Labour administration’s recent redistributive

policies with regard to income and taxation have
so far proved to be too limited in scope to offer
anything more than a modest slowing down of
the trends described above (Toynbee, 2003). The
mental health aspects of these central govern-
ment policies suggest a similar ambivalence
about the best ways to understand and amelio-
rate socially induced suffering. For example,
policy directives indicate that the population’s
mental health can be improved by broad-based
preventative approaches. These include the en-
hancement of the financial status and security of
the worst-off families, assistance back into the
labour market for the long-term unemployed and
for those with disabilities, and some attempts to
foster greater community participation within the
most deprived sectors of society (e.g. Department
of Health, 1999).

On the other hand, there is a renewed em-
phasis upon both the coercive management and
‘treatment’ of individuals deemed to be a risk to
themselves or to others, and upon the wider
availability of individual therapy (as an essentially
preventative measure) within fields as diverse as
primary care services, employment guidance and
the criminal justice system (Holmes et al., 2001).
The inequitable social and economic structures
that lead to many individuals becoming the re-
cipients of professional help or control seem to
have received rather less attention (Garland, 2001;
Johnstone, 2000). 

Indeed, it has been suggested that society is far
more comfortable in tackling poverty as a mental
health problem than as a social and political
issue, and the response of therapeutic psychol-
ogists to rising distress in society seems to in-
creasingly favour an individual treatment
orientation, based upon claims of scientific and
technical expertise (see Furedi, 2003). At best,
this could be seen as a way of attempting to
alleviate the symptoms of socially generated dis-
tress, and at worst, as a way of shoring up a malign
status quo that implicitly blames the sufferer as
the author (or at least as the maintainer) of their
own problems (Smail, 2001). 

Yet the fields of critical and community psy-
chology are not without their own difficulties.
For instance, there must be some question about
the extent to which any psychologist can afford
to be too openly critical of the institutional power
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structures that help to determine their profes-
sional interests, and which can all too easily shape
the development of their theory and practice.
(For an illuminating discussion of this question,
see Danziger, 1994.) It can be argued that com-
munity psychology constitutes an advance upon
the individualism of more traditional psycholog-
ical approaches. Nevertheless, the field is head-
ing toward increasing professionalisation. It can
therefore be asked whether, in the long run and
when compared with similar groups, the pro-
fession will turn out to be any more resistant to
the tendency to expropriate the power of com-
munities and individuals to help themselves and
to influence their own environments in ways
that they see fit (cf. Illich, 1976). Against this
view, it has been suggested that the knowledge
base and ethical imperatives that define a pro-
fession can together serve as a valuable counter-
weight to those social and political trends that
oppress the mental health service user. 

In the wake of these complex cross-currents,
the conference had three broad but interlinked
aims. These were, first, to think about the mental
health implications of poverty in the broadest
sense, and to identify some of the ways in which
therapeutic psychologists and their colleagues
(including service users) might usefully respond
to this issue within their work. Second, the con-
ference represented an attempt to critically ex-
amine the theory and practice of mainstream
therapeutic psychology in terms of the issues
that poverty raises: especially with regard to re-
ceived notions of personal agency and the priv-
ileging of psychological insight as the chief
vehicle of personal change. The final goal of the
conference was to debate whether critical and
community psychology can themselves repre-
sent a genuinely empowering alternative to the
mainstream, or whether they might eventually
amount to just another form of disablement by
professionals.

These kinds of questions are likely to have some
resonance for the reflective practitioner, though
in one form or another they have recurred from
the beginnings of the discipline of psychology and
have much deeper roots within Western philos-
ophy itself (Howard, 2000). Moreover, the field
of community psychology has always produced
diverse and sometimes irreconcilable notions

as to what forms of social action and change
might be desirable. It would therefore have been
too much to expect that the conference would
yield an overwhelming consensus in any of the
above areas. Instead, it was hoped that the level
of ferment and debate was an indication that
community and critical psychology are still alive,
and have yet to become mired in the scholastic
rigidities that afflict many other fields of academic
and applied psychology. 
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I don’t suppose many readers have heard of
Sophie Tucker, let alone remember her. She
was a blonde, brassy, vaudeville star of the
early 20th century; a kind of pre-incarnation
of Madonna, I suppose. Anyway, in the course
of an interview about her notoriously colourful
life, one of her pearls was: ‘I’ve been rich and
I’ve been poor, and believe me rich is best’
(quoted in C. Wright Mills’s The Power Elite –
published in 1956 and still in my view about
the most intelligent and perceptive account of
the power structure of modern Western society).

There are of course various cultural bromides
that challenge Sophie’s view: ‘The love of
money is the root of all evil,’ ‘Money can’t

buy you happiness,’ too much of it will close the
gates of heaven to you and so on, but on the whole
I cannot think that many of us would argue with
her. Quite apart from anything else, just about the
entire structure of today’s apparently thriving
capitalist society is built around that premise, and
most of us, I would guess, if not exactly aspiring
to riches, would prefer not to be poor. Any as-
sertion that poverty is not necessarily a bad thing
is a bit like maintaining that having only one leg
need be no more inconvenient than having two.

However, a society in which there is a huge
preponderance of losers over winners (and which
is run and controlled by the winners) has to find
ways of problematising Sophie’s simple material-
ist insight. One is to discredit materialism itself.
The ultimate intellectual conjuring trick – for a
society ruthlessly obsessed with the bottom
line – is to maintain that sordid considerations
of wealth and possession are not only tasteless
and vulgar but actually totally misrepresent
the spiritual essence of humanity. We are above
crude physical ‘reality’, we create ourselves as
autonomous beings, write our own ‘texts’ and so

on. From this kind of standpoint, interest is just
about the least pure of motives, and, having
acquired the taint of immorality (as in self-
interest), is something we do not like to mention.
When I suggested recently to a class that an
element of Freud’s preference for fantasy over
reality as an explanation for child abuse might
have been that it made it easier for him to earn
a living, a student responded indignantly that I
might just as well accuse Freud of knocking old
ladies over the head for their money.

Another line of attack is to challenge Sophie’s
insight itself. I have, for example, several times
heard or read that many Third World people have
a simple happiness and sense of solidarity that
contrasts radically with the stress and angst of
life in the West. However that may be, it does
not as a way of life seem attractive enough to in-
spire much cultural emigration. In contrast, there
are plenty of signs that the West does as much as
it possibly can to export its misery to relatively
invisible Southern parts and to keep occupants
of poorer countries firmly where they are while
we stay firmly where we are. 

But in any case, to question whether poverty
does ‘necessarily’ make people unhappy is to
open up a field for endless debate and research
such that pressing questions of ‘social exclu-
sion’ and so on can be diverted into a kind of
academic limbo of speculation, assertion and
refutation. The fact that a near-unassailable case
for the disadvantages of poverty can indeed be
made (Wilkinson, 1996) will not, I fear, lead to
a rush on the part of those who govern us to
distribute wealth evenly among the populace.
Reasons can always be found to disregard reason.

Another ploy, and one which concerns those
of us who practise some kind of psychological
therapy much more closely, is to turn people
outside-in. That is, to suggest that the material
contingencies that work to immiserate us actu-

Therapeutic psychology and the
ideology of privilege
David Smail, Nottingham
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ally are, or are indissolubly related to, internal,
psychological processes. It is not, for example,
poverty that’s the problem, but the psychologi-
cal processes that poverty may engender – for
example ‘lack of self-esteem’. There is enough
truth in this kind of view for us to become some-
what careless about where it leads. For once a
material condition is reduced to a psychological
one (or indeed where ‘reality’ becomes reduced
to ‘discourse’) an element of voluntarism tends
to creep in; we may not be able to choose to be
rich, but can we not exercise choice in the ways
in which we interpret our condition? Might there
not even be a world of spiritual autonomy that
can be tapped and encouraged therapeutically?

Psychotherapy, no doubt, often does offer an
ethical advantage over some other approaches

to people in distress in that it usually (though
not always) treats them humanely and with re-
spect. But this is not usually the ground on
which most therapies are professionally estab-
lished and put forward as explanatory theories
and curative practices. That is to say, I know of
very few therapists (though there are a couple –
e.g. Lomas, 1999; Gordon, 1999) who would jus-
tify their role solely on the grounds of its being
a decent way to relate to people. The trouble is,
as soon as therapeutic schools start to formalise
and professionalise their procedures they nearly
always – advertently or not – enmesh themselves
in interiorising philosophies of one kind or
another. There are, in fact, very few approaches
to psychological therapy that don’t in some
measure subscribe to individualist, idealist or

SOCIAL

       ‘Postmodernist’
           approaches                Sullivan

 (social constructionism, narrative therapy, etc.)

   Fromm
Family/systemic
      approaches      Horney

   Laing

IDEALIST             MATERIALIST
          Adler

   Kelly

   Behavioural
   approaches

             Cognitive
         approaches

        Rogers           Freud
                Jung Orthodox

            psychiatry
            'Humanist'
         approaches

INDIVIDUAL

Figure 1. The conceptual of therapy
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what I call magical voluntarist positions. All
such approaches have their foundation in a gen-
eral cultural assumption that is very hard to
shake off – that is, that fundamentally we are all
individuals who just happen to find ourselves in
societies. I suspect that it might be more accu-
rate to say that fundamentally we are social crea-
tures who just happen to feel as individuals.

I am not able in the space available to argue my
case in what I hope would be persuasive detail,
but what I would like to do is outline just a few
of the ways in which I think we need a fairly fun-
damental revision of our concepts and language
if we are to do greater justice to an under-
standing of personal distress and to rid ourselves
of the fallacies of individualism and idealism.

My suggestions here are just that – suggestions.

I certainly do not myself regard them as in any
way fixed and final; I’m not trying to establish any
new ism. What I do hope to achieve is a contri-
bution towards nudging us out of some ways of
thinking that have, it seems to me, become sed-
imented in broadly ‘clinical’ approaches. I would
also like to say that I am making no great claim
to originality here, though I cannot always re-
member where the ideas came from.

Figure 1 suggests how some of the principal
approaches to therapy, developed over the past
century, might be plotted in a space defined by
the two dimensions ‘individual-social’ and ‘idealist-
materialist’. Even where there are apparent ex-
ceptions to the individualism of therapeutic
approaches, the concepts, language and proce-
dures of therapy tend to retain the idealist element

ENVIRONMENT
(social space-time)

PERSON
(embodied
subjectivity)

interests
  feelings
  abilities
  dispositions
  perceptions
  memories
  reflexes
  impulses

Embodiment
(mostly biological entities)

  beliefs   ideas
   ideals    wishes
   recollections
   ‘decisions’
   ‘intentions’

Ideality
(mostly linguistic

constructions )

DISTAL  INFLUENCES

Economics, Politics, Culture,
Ideology

PROXIMAL INFLUENCES

Work
Education
Social relations
Family

Figure 2. The impress of power
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that allows ‘magical voluntarism’ to survive. Even
though psychologists may recognise the impor-
tance of outside influences, they still see what
actually moves people as interior motivational or
cognitive structures that can in principle be iden-
tified by ‘insight’ and directed by conscious will.
In order to get back to its familiar idealist ground,
then, psychology feels a need to translate social
influences into psychological mechanisms (like
attitudes, beliefs, ‘senses’ of empowerment or self-
esteem) so that it can still treat them with the
conventional things it knows best (CBT and so on).

Figure 2 suggests how things might look if we
took seriously the influence of a material en-
vironment on an individual embodied subject
capable, certainly, of reflecting on his or her
position, but quite possibly not capable of very
much more (we can represent our predicament
to ourselves and others – ‘ideality’ – but we may
not necessarily have the power to alter the circum-
stances that beset us). Understandably enough,

psychology tends to restrict its operations to the
sphere of ‘ideality’ and works on what it sees as
the causal mechanisms there. ‘Motivation’ from
outside (the impress of power) is translated into
internal operations that can be brought under
the control of language. This is to ignore both the
true sources of influence and the nature of the
interaction between them and the physical struc-
tures with which they interact – that is, the body.
Individuals thus becomes dissociated and dis-
embodied, linguistic constructions susceptible
to operations of will and imagination having
little to do with reality, and which, because they
are largely self-creating, are opened up to moral
and aesthetic critique.

The notion of power, barely considered in
conventional therapies, is of course absolutely
central to the view I am trying to put forward.
Rather than the person being a self-creating, self-
choosing, autonomous subject at the centre of
his or her own psychologically constructed world,

 

 

 

School

 
Work

 

Father

 

Friends

 

Work

 

Friends 

 

Child

 

Mother

Baby

Figure 3. Influences in social space



Clinical Psychology 38 – June 2004

13

he or she may be seen as a locus in social space-
time through which power flows.

Figure 3 suggests how the influences within a
stereotypical family will be shaped by the prox-
imal powers in their personal world, which them-
selves mediate the influence of much wider and
more pervasive distal powers.

Powers can be of various kinds:

Biological Embodied, very proximal but
subjectively dominating.

Coercive Operate at variable distance
in social space time, ranging 

Legal from the personal to the 
institutional; degree of 

Economic influence and subjective
prominence tend to be negatively

Ideological correlated.
(control of meaning, language, 

perspective and horizon)

The flow of power, I suggest, is mediated
most effectively by interest. The more I think
about it, indeed, the more important the notion
of interest becomes, and the more surprising I
find it that psychology has had so little to say
about it in any analytical detail (in fact, virtually
nothing). 

Interests, I suggest, are what come into focus
when the perspective is switched from individ-
ual to social; they are, if you like, ‘drives’ or
‘needs’ seen from the outside rather than from
within, their operation understandable only
within a social context. To put it another way,
people’s actions will never be intelligible from the
kind of introspective account so heavily relied
upon by the psychotherapies (such an account
may or may not be accurate but has no special
claim to validity), and they will only rarely be in-
telligible from an examination of their purely
physical components. What will almost always be
needed is an analysis of the network of relations

individuals
individuals in association

powers

interests

Figure 4. Two levels of power/interest interaction

}
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of power and interest in which the person finds
himself or herself. It is not people’s intentions,
decisions, beliefs and wishes that count, but the
ways in which people, via their interests, are
and have been caught up in the swirling cur-
rents of power in the world around them.

Interests could be said to be satisfied, frus-
trated or mystified by powers. Powers may be
received (by interests) or resisted (by counter-
powers). Reception affords by far the most effi-
cient transmission of power (it is, for example,
a particular strategy of modern consumer capi-
talism to reduce as far as possible inhibitions
standing in the way of self-indulgence and
greed – what might be called the deregulation of
pleasure).

Interests cannot be satisfied without power,
nor can powers be resisted without counter-
power. Powers may thus (for example) be ap-
plied to satisfy their own interests (security or
advantage) or the interests of others (protec-
tion, love, altruism). Rather than people being
little self-contained bundles of motives that push
them into association from within, they become
component parts of a hugely complicated social
structure in which they are pulled and pushed
from without. The best analogy I can think of is
to conceive of individuals rather as neurons in
the central nervous system, where the ‘electri-
cal impulse’ of conduction is replaced by power
and the ‘neurotransmitter’ by interest.

Figure 4 given an indication of how this might
work in the highly simplified case of an inter-
action between proximal institutional power
and individual interests and powers.

One final point: contrary to how it might seem,
I am not trying to erase the individual from the
psychological frame. That might or might not be
possible for an anthropologist or a sociologist,
but for a psychologist concerned with human
distress, the individual embodied subjectivity is
the point and purpose of the whole enterprise.
For it is subjective experience where pain is
suffered. What defines what we understand as
broadly clinical psychology (though, like ‘therapy’,
that is such a misleading name for what we do)
is essentially an ethical concern – a view that
our common humanity enjoins us to mitigate
suffering in others as in ourselves. But we can
only achieve that end, in my view, by looking
beyond individuals themselves.
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Social inequalities not only structure society, but

are also deeply embedded in our personal identities.

Therefore, we should not be surprised when we

find them difficult to speak about, and hard to

change (Williams, 1999).

Psychological accounts of depression are
predominantly cognitive. They suppose that
errors or biases in reasoning and informa-

tion processing produce unhelpful attributions,
learned helplessness or a ‘negative cognitive
triad’. To the extent that feelings or emotions
figure at all in such accounts, they play a sec-
ondary role, typically appearing as the effects of
faulty reasoning or cognitive errors. This pro-
cognitive bias reflects psychology’s dominant
focus on information processing – treating people
like computers whose ‘hardware’ just happens to
be flesh and blood rather than silicon and wire.

Another way of putting this is to say that cog-
nitive accounts of depression are disembodied.
They prioritise factual information and its han-
dling, assuming that other aspects of human life
are subordinate or irrelevant to this capacity. If
you ask unhappy people about themselves they
do not typically emphasise their cognitive errors,
they emphasise their feelings – of profound un-
happiness, deep anxiety, emotional numbness,
loneliness or despair. What bothers them is their
embodied state, not their cognitions. Yet many
psychologists work as though these feelings,
whilst distressing and experientially significant,
are of secondary importance in the creation and
maintenance of the person’s unhappy state.

Cognitive accounts are also problematic be-
cause they tend to individualise distress, by treat-
ing people’s acquired responses to their
inequitable experiences as internal psychological
errors. Psychosocial theories, which are funda-
mentally predicated upon the importance of
social influence, allow the effects of social in-
equality to be more thoroughly addressed and

so avoid this problem. They typically view the
person as a person, not simply as a faulty infor-
mation processor, and to this extent take more
seriously what people say about themselves and
their situation. Psychosocial accounts also di-
rectly address the effects of material influences
like poor housing, troublesome neighbours, low
pay or unemployment, and so do not create the
expectation that a quick bout of CBT will by itself
remove the unhappiness that can characterise
the lives of people coping with such exigencies.

Despite these advantages, psychosocial accounts
are typically just as disembodied as cognitive ap-
proaches because both downplay feelings and
emotions. Neither perspective specifies brain
pathways or embodied mechanisms whereby
social inequality and its effects might impinge
upon people and become embedded within
their selfhood. Nor do they theorise the role of
embodied feelings in everyday decision-making,
at best granting such feelings a subsidiary role in
maintaining cognitively-driven states of distress.
Consequently, they rarely make coherent links
between what the person has experienced, the
choices they make and how they actually feel.

One effect of this is that psychiatric accounts
predicated upon biomedical pathology gain cred-
ibility by comparison. The prominence of
people’s embodied feelings of distress makes it
seem plausible that the problem really is in their
body-brain, not the difficult life circumstances they
have experienced. Moreover, to the extent that
antidepressant medication ‘works’ it does so by
alleviating these feelings, providing a chemically
induced holiday from the misery of experience.
So psychiatry actually targets the embodied aspect
of unhappiness; moreover, its treatments can
make a significant and fairly rapid difference.

Psychologists might address this problem by
drawing on some recent work in neuroscience.
Antonio Damasio uses his work with brain-injured
people to formulate hypotheses about the relation-

Depression and social inequality: 
a ‘socio-neural’ perspective
John Cromby, Loughborough University
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ships between self, feelings and experience. His
ideas can be applied to our understanding of de-
pression to explain both the significance of feel-
ings and their relationship to social inequality.

Damasio (1999) describes how, in neural terms,
our experience of self is first and foremost the
experience of being a body in a situation. What
Damasio calls core consciousness, the fleeting
point of awareness that constitutes our very
being as engaged, aware and active beings, is
consciousness of our embodied state. Core con-
sciousness is generated or renewed in pulses,
says Damasio, whenever something new impinges
upon us and, however minimally, changes the
state of the body-brain system. Light striking the
retina, sound waves hitting the ear, a slight draft
from the open door behind us – each of these
will generate a new pulse of core consciousness
that surges up from the brainstem and through
the higher cortices in networks of spreading ac-
tivation. State changes that produce pulses of
core consciousness can also arise from internal
bodily processes such as visceral activity, tem-
perature changes or muscle movements.

So, whilst we are awake, core consciousness is
continually renewed by the flow of changes in our
bodies and brains. Core consciousness is fleeting,
transient and ephemeral. Its content is of a body
in a situation right now, seeing, hearing or feeling
something, but the full meaning of these things
only emerges (very shortly) afterwards. Damasio
suggests that each pulse of core consciousness
activates other areas of cortex which, due to the
human capacity for memory and reasoning, almost
immediately allow us to attribute meaning to it:
for example, to characterise a negative feeling as
‘loneliness’ and understand it as being related to
the recent end of a relationship. Damasio calls the
web of meanings and interpretations that we then
create ‘extended consciousness’. When in our
species it includes language it is, he argues, a
uniquely human consciousness that allows us to
narrate richly detailed meanings within our lives.
However, even in humans, extended conscious-
ness is always caused by and built upon core con-
sciousness, as changes in the body-brain system
are registered in areas of the brainstem and then
activate neural networks in the higher cortices.

Damasio (1994) also proposes that how we
feel, our experience of our bodies, is not simply a

matter of biology: our feelings themselves are
also in some ways structured by experience. As
we go through life and learn about our worlds
and selves, this learning includes a somatic com-
ponent, which can then guide decision making
on future occasions. Memories of experiences do
not only take the form of images, sounds or tastes;
they also take the form of feelings, body state
profiles. When in future we consider choices, feel-
ings that in the past were associated with similar
options get fleetingly reconstituted, called out by
feedback loops between brain and body. As we
consider our choices, these feelings then tag each
possibility with positive or negative valences
(according to the kind of feeling it induces).

Damasio calls such reconstituted feelings
‘somatic markers’. His work with brain-injured
people suggests that they play a vital role in de-
cision-making, especially in social settings.
Somatic markers influence decision-making by
making some options seem more viable or at-
tractive, or by directing attention away from less
favourable options. They do not make decisions
for us, but they do simplify and accelerate the
process by shrinking the response set we have
to consider. In doing so, however, they may in-
troduce patterns of bias and apparent irrational-
ity into our actions, patterns which we
ourselves might only notice retrospectively. So
somatic markers have their origins in our pasts,
but their influence stretches into the future be-
cause they structure the possibilities we per-
ceive and so influence the choices we make.

Of course, things are more complicated than
these descriptions imply since there are both
feedback loops and links to other brain systems,
which add layers of complexity. For example,
because images appearing even briefly in ex-
tended consciousness are also changes in the
body-brain system, they too can be registered in
core consciousness and can then induce feel-
ings. One consequence is that we can have feel-
ings whose source is not readily apparent to us:
feelings can be induced by fleeting memories,
unattended aspects of our environment or un-
recognised similarities between our present sit-
uation and aspects of our past. Whatever their
source, they can then enter extended conscious-
ness and shape both our actions and demeanour
in ways we are not always able to account for.
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For Damasio, then, to be a person is first and
foremost to be embodied; our experience of our
selves is primarily our experience of our bodies
in the world. This experience is elaborated and
given meaning in extended consciousness,
wherein we continually reconstruct the contin-
uing narrative of selfhood. If we now consider
the myriad injuries, disappointments, difficulties
and struggles that accompany social inequality,
the many devaluing messages and unpleasant
experiences that make up a life of relative de-
privation, we can see how Damasio’s work might
underpin a psychosocial account of depression
that centrally includes its feelingful, emotional
aspect. Memories of humiliation, deprivation,
abuse, neglect or harm are not merely visual or
auditory: the feelings that accompany these ex-
periences can also be remembered. When con-
temporary situations remind us of these
experiences the feelings that went with them
can come rushing back, but if we fail to notice or
realise what did the reminding, we can remain
baffled as to why, suddenly, we find ourselves
overwhelmed by sadness, anxiety or fear.

Moreover, such feelings can play a role in de-
cision-making. Where social inequality has given
someone a repertoire of devaluing messages,
gathered across a wide variety of situations, that
person is likely also to have acquired a range of
accompanying negative feelings. Faced with de-
cisions that may put self-worth, competence,
esteem or value on display, such feelings can in-
fluence choices in unhelpful ways. They might,
for example, attach negative values to possibilities
sensitively interwoven with self-image, making
choices that could affirm worth or competence
feel impossible, viable only for others. In social
and material conditions of persistent inequality,
such feelings would continually be re-activated,
and so serve to steer people away from positive
choices and towards less helpful options. The
effects of making those choices (the experiences
to which those choices then give rise) could
create further feelings of worthlessness, sadness,
anxiety or fear – feelings that feed forward into
the next set of choices, propitiating decisions
that steer the person yet further away from help-
ful or affirmative ways of being and relating.

In this way, downward trajectories of partici-
pation in social life might emerge. Such trajec-

tories will not only be characterised by negative
feelings, but at least partially caused by them.
Because these feelings are fundamentally non-
verbal in nature, they will to some extent defy
rationality and excavation. Being intrinsically
more amorphous than linguistic representations,
they often cannot easily be definitively tied to
explicit memories of specific events. This means
that people are inevitably somewhat handicapped
when attempting to talk about these feelings.
Indeed, even the most ‘emotionally intelligent’
amongst us might in this sense be relatively in-
articulate, unable on occasion to thoroughly ex-
press or interrogate the flow of embodied
sensation within which we actually live. 

So, Damasio’s neuroscientific work can be
used to complement more typical psychosocial
accounts so as to generate a thoroughly embod-
ied understanding of unhappiness. This socio-
neural perspective recognises that social
inequality influences the body-brain system in
the form of feelings as well as cognitions. These
feelings are not merely incidental, consequent
upon cognitive biases and negative self-
perceptions. Rather, they interact powerfully
with overt, rational, cognitive processes, in ways
that we might not recognise but which can, in
conditions of persistent social inequality, initiate
and maintain a downward trajectory the conse-
quence of which is the embodied state psychia-
try calls depression. Thus, the inclusion of this
socio-neural perspective within a psychosocial
framework mounts a stronger challenge to the
individualising biomedical accounts that prevail
because it not only recognises the societal origins
of distress, it also explains its embodied character.
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This paper includes a critical look at the
history of psychology and poverty and aims
to provoke reflection on current attempts via
community psychology to alleviate distress
relating to poverty.

At the UK Critical and Community
Psychology Conference in Birmingham 
2003 we were asked to do a session that

might assist participants to bring the critical gaze
that they often bring to individualistic notions of
psychology (e.g. one-to-one therapy) to the areas
of critical and community psychology itself.
There was to be an emphasis on poverty.

The session was split into two halves: the first
involved reflective discussion, the second an ex-
ercise. The kinds of issues we thought it might
be helpful to think about were:

■ What might we learn from a critical look
at the history of psychology and history
of poverty as regards community psy-
chology?

■ Are psychologists the best people to do com-
munity psychology?

■ What communities are psychologists part of
and do these overlap with the people identi-
fied as needing help?

■ What types of community work are we cur-
rently engaged in outside work?

■ Can (and should) we do these kinds of things
as part of our work?

■ What harm might be done by bringing pro-
fessional psychology into communities that
are portrayed as needing psychology?

■ What is the impact of being paid to do com-
munity work with people who have little
money themselves?

The session was set up to provoke thinking
rather than didactically teach something. As we
did not systematically record comments we are
not able to present findings from the session.
However, the following are some of our own
thoughts on these issues that are partly inspired
by participants’ comments in the session.

It is presumably possible to argue that clinical
psychologists need know little about poverty,
economics or the history of monitoring people’s
lives. It seems to us that a better understanding
of our role in the welfare state might come from
an understanding of the origins of that state and
the history of competing ideologies informing
different responses to poverty and suffering.

Not least of these responses have been con-
stantly shifting positions on who might be re-
garded as poor (and similar shifts on the causes
and effects of poverty). It is not possible to pre-
sent an entire history here (readers might look
at Hodgkinson, 1967), but certain things are of
interest.

For example, Chadwick’s Report on the
Sanitary Condition of the Labouring Population
of Great Britain (1842) cited unsanitary living
conditions as leading to sickness and poverty.
His ‘moral statistics’ revealed that 20 per cent of
Gross National Expenditure went on welfare, while
one-sixth of the population lived in poverty. The
average age of death amongst labourers in Bethnal
Green was 16; amongst middle classes the average
age was 45. By 1885 the Social Democratic Fed-
eration was claiming that 25 per cent of
Londoners lived in extreme poverty. The follow-
ing year Charles Booth introduced the idea of the
poverty line (an income below 10–20 shillings a
week for a family of four). This allowed him in

Thinking about community
psychology and poverty
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1887 to declare that 30.7 per cent of Londoners
lived in poverty. Booth was also responsible for
introducing the idea of ‘crowding’ and quickly
concluded that 57 per cent of East Londoners
had insufficient personal living space.

Such confident statistics might imply a robust
system of measurement and codification of all
things social. Then as now, however, statistics
were fraught with potential misunderstanding
and mistakes. The first National Census, for ex-
ample, was only taken in 1800 and was haphazard.
By the middle of the nineteenth century much
of the muddle headed monitoring of the popu-
lation so prevalent today was in place. Every-
thing from the number of evictions in Galway to
the number of Christmas parcels arriving in
London by rail was being estimated (Boyle, 2000).

The history of poverty also reveals centuries
of categorising the poor. For example, the first
Poor Law of 1601 saw the consolidation of poor
relief and rules to distinguish the deserving from
the undeserving. The deserving poor were mainly
the sick, orphans and widows; the undeserving
were sent to workhouses. In some ways little
has changed since the seventeenth century; be-
reaved people, foster and adopted children and
the sick are seen as deserving. The invention of
the concept of mental illness means that those
designated mentally ill can now fall into the de-
serving camp and gain state benefits (but only at
the price of being marked as disabled). The un-
employed are, generally, seen as undeserving, as
might be homeless people and criminals. The
concept of ‘Dangerous and Severe Personality Dis-
order’ perfectly encapsulates the difficulty: are
people with such a label sick (deserving) or bad
(undeserving)?

An historical analysis also reveals that the
state’s involvement in alleviating the effects of
poverty has grown significantly over the past
100 years. ‘Prevention’ has largely followed
social hygiene and mental hygiene agendas. Psy-
chologists’ skills in assessing and categorising
people have played a significant part. This has
brought psychologists status, power and wealth
but has not alleviated poverty. Capitalism requires
unemployment in order to force wages down,
the main project of capitalist firms being to max-
imise ‘efficiency’; that is, get the most work from
people whilst paying them the least possible

wages. Psychology has not offered a cogent cri-
tique of this. Indeed, Baritz (1960) argues that
occupational psychology was a significant factor
in the destruction of union power and the sys-
tematisation of workers as the means of produc-
tion. The state’s role in monitoring and control
has led to attempts to alleviate poverty being
characterised by categorising, monitoring and
control of the poor, coupled to what Wolfens-
berger has called an explosion in the creation of
dependency, rather than less poverty.

Wilkinson (1996) has shown that inequality of
wealth and income are more important factors
than absolute wealth (e.g. countries with less
inequality have citizens with better health irre-
spective of wealth or GDP). How have psychol-
ogists, who eulogise ‘evidence-based practice’,
utilised this evidence? It is a credit to critical and
community psychologists that they give weight
to such evidence and invite people such as
Richard Wilkinson and George Albee to their con-
ferences, but our own profession does not have
a long track record on these issues. Maybe we
need to recognise how much we have to learn
from others before we set ourselves up, and are
set up, as experts in these areas?

Wolfensberger and Thomas (1994) are more
sceptical in suggesting that middle class profes-
sionals are wholly unsuited to the task (not least
because we are seen as despising the poor). The
second author has disagreed with this critique
and has defended professionals (see Newnes,
1994). Amongst others, the speakers at the con-
ference have shown that working alongside
others in community settings can bring benefits
to impoverished communities. However, this
critique does need our thoughtful attention. 

Research that indicates para-professionals and
non-mental health professionals (e.g. hairdressers)
might be just as good as mental health profes-
sionals in terms of helping people who talk to
them about their problems (see Orford, 1992)
has led some psychologists to suggest that we
should train or supervise these people. Our pro-
fession is excellent at carving roles for us where
we are the experts and therefore have our pro-
fessional standing and salaries bolstered. This is
the same ideology (‘psychologists know best’)
that has us rushing to become clinical super-
visors under the proposed legislation for a new
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mental health act. Perhaps we need a bit more
humility.

Social workers have a long history of trying to
help oppressed communities. Their training is
rooted in anti-oppressive practice. The difficul-
ties social workers currently face in doing their
jobs in ways that might help rather than monitor
disadvantaged communities mean that there are
opportunities for a less oppressed profession
like clinical psychology to be involved. Our pro-
fession has a history of effective colonisation of
others’ territories. Yet what skills do we bring?
We are highly trained in conducting research.
But is there a need for more research that shows
how bad poverty is for people? Does research
lead to greater attempts by governments and
powerful interest groups and industries to alle-
viate poverty? One irony of the establishment of
the poverty line is that poverty can be reduced
by doing nothing other than moving the line.

It remains unclear whether psychologists are
particularly good at community work. Our exer-
cise encouraged participants to think about
things in the neighbourhood where they live
that they do or have witnessed that have helped
people (particularly poor people) who live there,
and then think about which of those things they
do or could do as part of their work, and what
might prevent or hinder that from being a help-
ful enterprise. ‘Things that help’ ranged from
picking up litter to organising protests against
the invasion of Iraq. At the conference (and at
other sessions) the exercise revealed that very
few psychologists live in the community where
they work, they often do very little community
work and rarely think of doing, or do not want
to do, things at work that they do or witness as
helpful in their home communities. This more
or less exactly mirrors Wolfensberger and
Thomas’s (1994) concerns. 

The two of us have encountered significant
difficulties in getting to know the community
where we work when it does not overlap with
our home community. Going to a pub where
people might be welcomed rather than intimi-
dated (or even advising a pub) with someone
who is socially isolated and fearful is far easier if
it is a pub you frequent. Even doing this brings
complexities – some psychologists are averse,
during out of work hours, to bumping into

people who might have been referred to them
(see Perrin & Newnes, 2002). You learn about a
community from being in it – from neighbours,
from going out at night, from free newspapers,
from waiting at the bus stop, from walking your
dogs. It seems tricky to try and be involved in
community work without this. Sue Holland’s
work in inner London (e.g. Holland, 1992) seems
inconceivable to try to repeat without living in
the community where such projects might de-
velop. In addition, doing things to improve a
community works best when it is organic rather
than done with the aim of improving a commu-
nity. We do things to improve our local com-
munities (e.g. at local schools, roads protests)
because we want to improve things for our-
selves and our children as well as for our neigh-
bours. It is not philanthropy, charity or paid work
to help the deserving poor.

For many years in our clinical work we have
seen people in distress who feel that their prob-
lems are essentially their own. The social con-
texts in which they live militate against sharing
experiences, collective action or even walking
safely to the shops. We have discovered many
reasons why people might be expected to feel
overwhelmed. Lack of money plays a large part
both in their distress and lack of opportunities
to escape oppressive experiences that cause
that distress. Simultaneously we have found that
people themselves do not always describe these
contexts as if they are important, instead taking
an essentially individualist stance themselves.
They hold a view that there is something intrin-
sically wrong with them even when we suggest
that in their circumstances we would feel the
same. The history of psychology has a lot to tell
us about the origins of this way of thinking.
Psychology has spent a century categorising
people. Abnormal psychology textbooks are
now virtually indistinguishable from psychiatry
textbooks, taking DSM as their model outline.
Psychology has monitored people for deviance,
been a major force in the eugenics movement
and shaped the modernist idea of the self to
such an extent that people barely know how to
challenge the concept. It is hardly surprising that
the people who come to us for help construct
their difficulties as individual failure rather than
an understandable effect of the iniquities of cap-
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italism – dominant ideas in psychology have led
to this (Hansen et al., 2003). We wonder how
much psychologists can free themselves from
this background.

Do poor people need middle class professionals
to tell them why it is bad to be poor? Even worse,
do they need people whose backgrounds, wealth
and training do little to bridge gaps in under-
standing or provide skills that might alleviate
people’s poverty. If people want to do some-
thing about poverty and help people in poor
communities they might be better off setting up
businesses that pay people a decent wage
(rather than the poverty-inducing minimum
wage) and give them control over their work as
well as providing a supportive network. Certainly,
careful thought needs to be given to what it is
that psychologists and psychology have to
offer that might truly benefit disadvantaged
people. 

Critical and community psychology may offer
opportunities to harness energies of practition-
ers who want to look beyond individualising
notions of psychology and of offering help, and
want to assist, enable and contribute to collec-
tive action in response to social need (e.g.
Bostock et al., 1999). This kind of psychology is

allied with notions of critical reflection regard-
ing motivations and practices. And although
critical and community psychology is unlikely to
reduce the burgeoning number of distressed
people seeking professional help (drug compa-
nies and the therapeutic industry have a vested
interest in increasing this flow), we are hopeful
that this evolving discipline may lead to a col-
lective response to such distress. This article is
in the spirit of assisting a reflective critique of
such an endeavour.
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Economic and social configurations of power
and resources are fundamental issues for
psychologists to recognise, consider and
address in clinical or community psychology
roles. This paper focuses on problems of
financial insecurity and debt and how these
affect people. Policy and practice implications
are raised and discussed. 

The signs of significant distress that may
bring people into contact with mental
health services are not biologically deter-

mined or randomly distributed among popula-
tions. They reflect conditions of inequality and
deprivation that are linked with financial and
social poverty, hostility and lack of safety in
neighbourhoods and families, and educational
disadvantage. This paper describes the eco-
nomic context in the UK, summarises some of
the evidence about the psychological effects of
poverty, and considers the scope for interven-
tion from psychologists.

Poverty and wealth: the current context
In the context of widening income differentials,
increasing poverty, less secure employment,
and the economic recession of the 1990s, there
have been substantial increases in mortgage ar-
rears, repossession actions and consumer credit
debts. Credit card debt is increasing, particularly
among younger people, due to companies’ mar-
keting, housing and transportation costs associ-
ated with leaving home, expenditure on young
families and increased expectations about the
possession of consumer products (Drentea,
2000). According to data for 2000, households
with an annual income of less than £11,500 owe
430 per cent of their incomes, up from 330 per
cent in 1995. Conversely, those earning more than

£50,000 have seen their debts increase at a more
modest pace, from 104 per cent of incomes in
1995 to 107 per cent today (Greenhill, 2003).

For those 8.3 million people in Britain who
are ineligible for mainstream credit from banks,
building societies and finance companies, there is
an alternative credit industry (Palmer & Conaty,
2002). This works by selling small loans for short
time periods at a high cost to the client, or ‘non-
status’ lenders offer credit or mortgages to people
with low credit ratings which can culminate in
the possession of the client’s home. 

Influences on mental health
inequalities
Mental health is profoundly affected by socio-
economic influences, and commonly mentioned
factors are poverty, social class, unemployment,
employment conditions (e.g. job control) and
housing tenure. In the recent British Household
Panel survey, people’s social capital (social par-
ticipation, level of contact with friends, extent
of crime in the neighbourhood and level of at-
tachment to neighbourhood) was also found to
be important for well-being (Pevalin & Rose,
2003). However, social capital did not mediate
the impact of the structural factors of sex, age,
employment status, level of education, marital
status and household social class, except in the
case of non-working women where social par-
ticipation had beneficial effects. The authors con-
clude that while social capital and social support
may benefit mental health, the promotion of
social capital will not redress fundamental health
inequalities. 

The potent impact of poverty is illustrated in a
number of studies. They are mostly cross-sectional,
but two follow-up studies have generated mean-
ingful findings. The first, cited by Reading and
Reynolds (2001), is a large population-based study
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in the USA (Bruce et al., 1991), which found that
adults living in poverty with no histories of de-
pression were at twice the risk of experiencing
depression than those not living in poverty.

The second is Brown and Moran’s study in
1997 that followed up 404 mothers over two
years and found that the risk of the onset of
depression was almost double for those women
in financial hardship. Single mothers were twice
as likely to experience humiliating or entrapping
life events as the married women, and were more
likely to experience depression if they worked
full time rather than part time. Brown and Moran
point out that those women experiencing a
painful event rarely developed depression in the
absence of risk factors such as a poor relationship
in their household or a negative self-evaluation.
They also argue that poverty affects the quality
of relationships and ‘is probably capable of in-
fluencing every factor in the model’ (p.32).

Other indicators of poverty that have been
found to affect mental health are self-reported
financial strain (Kessler et al., 1988; Weich &
Lewis, 1998), length of time on income support
(Graham & Blackburn, 1998) and mortgage in-
debtedness (Nettleton & Burrows, 1998).

Reading and Reynolds (2001) conclude from a
review of research on depression in lone mothers
that financial hardship is the most important
underlying feature of the range of explanations
for depression. In their study with mothers of
young families, worry about debt was found to be
most strongly associated with maternal depres-
sion, and owing money and being in receipt of
benefits was also significantly linked. Although
being in debt was not an independent prospec-
tive predictor of depression, they argue from
their results that it is central to understanding
the association between socio-economic hard-
ship and depression. 

The extent of debt has been linked with stress
and poor physical health (Drentea & Lavrakas,
2000); anxiety (Drentea, 2000) and attempted
suicide in men (Hatcher, 1994).  People who
use mental health services face particular hard-
ships and have been found to attribute their
problems to debt (Grant, 1995) which is more
likely to affect them for example with rent,
credit card and utility bill arrears (Morgan et al.,
2001).

Explanations of mental health
inequalities 
Wilkinson’s contributions (1999) to the under-
standing of the interplay between relative in-
come, wealth and health are useful in illustrating
the pathways through which physical and psy-
chological survival are economically influenced.
He suggests that the pathways between living
standards and health experience are psychoso-
cial and involve the following three risk factors
for chronic stress: low social status, weak social
affiliations and stress in early life. While these
are clearly influential on the experience of chronic
stress, they do not offer a full enough explanation
of people’s mental health experiences. 

Wilkinson’s emphasis on psychosocial relation-
ships need not underestimate the overwhelm-
ing challenge of actually managing poverty and
material deprivation, and the further susceptibil-
ity to oppression that this can entail. Historical
factors like childhood trauma and poor attach-
ment are not independent of adverse socio-eco-
nomic conditions. While people in constrained
financial circumstances may use ingenious
means to deal with their situations, financial
status is crucial for the exertion of power over
the inevitable demands that they encounter.
Money influences the quality of relationships
and the capacity to reciprocate practical help
and support. 

In appraising the links between people’s situa-
tions and experiences and their mental health
we need to give consideration to three elements:

■ exposure to life events, demands and diffi-
cult situations;

■ people’s social position and identities (e.g.
social class, race, employment status, mental
health service user);

■ access to resources (including educational,
physical, health, financial and social).

These elements draw on the work of Smail
(1996) and particularly on Hagan and Smail’s
mapping of the terrain of proximal powers and
resources (1997). They are pertinent to people
in the present and the past, and financial security
impinges on all of them.
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Financial insecurity means that people are more
likely to have to deal with crises and unpredicted
issues like debt collectors or alarming demands
for repayments through the post. Wilkinson is
right to highlight the potent impact of relative
social positions, and the psychologically damag-
ing effects of coercive, unequal relationships.
Financial status, and the gaining or losing of it,
affects people’s social position, and how they
regard themselves with respect to others. This
can generate competition and financial over-
commitment that are psychologically and prac-
tically difficult to sustain.

Finally, finances are an important resource
among others such as education, physical health,
good nutrition, decent housing and social capital,
that are essential in order to negotiate day-to-day
life with some ease. Having sufficient money to
deal with crises if they arise, and to ensure some
comforts in day-to-day living, has a palpable in-
fluence on well-being. Social capital and relation-
ships of trust, mutuality and equality may facilitate
access to a wide range of material and social re-
sources, but lack of resources also impinge on
social capital. 

There are methodological limitations to
many of the studies that have been outlined.
This area of research suffers from the absence of
longitudinal studies, limited and diverse con-
ceptualisations of psychological well-being and
inconsistency in the defining of poverty. How-
ever, there is enough evidence to make a strong
case for the inclusion of material as well as social
relationship issues in the addressing of psycho-
logical distress.

So what do psychologists need to do?
Delineate the structural and social influences
on well-being
Interestingly, there is very little evidence of
psychologists being active in the surveys and
studies that I have reported (note the exception
of Reading and Reynolds, 2001). There is the
potential to develop research that further ex-
plains how material, social and ideological influ-
ences, both proximal and distal (Smail, 1996),
enable psychological functioning or threaten
well-being. We also need to communicate how
organisations and social systems perpetuate in-
equalities via practices that undermine people’s

capacity to control aspects of their lives. These
delineations are relevant for individual psy-
chological therapy and for the development of
socially valid research in psychology.

Research into inequalities and health needs to
include measures of financial status that account
for the number of years on benefits or particular
incomes, estimate the proportion of debt to
income and measure actual income and wealth.
Debt needs to be included as an indicator of
poverty. Research and individual clinical work
also need to include people’s subjective reports
about their current financial situations, and how
they perceive their financial security.

Collaborate with others to reduce poverty
There is a strong public health argument for ad-
dressing the socio-economic determinants of
health inequalities. In Northumberland a small
group of people from Welfare Rights, Debt
Advice, a mental health service user group, a
psychologist and a funding facilitator devised
the Action Against Poverty project. This received
funding from the Community Fund and Northern
Rock Foundation to promote the increased
awareness of debt and its effects in order to
prevent associated crises. Four development
staff work with voluntary groups and health and
local authority staff to highlight the extent and
impact of debt and help to develop credit
unions.

These staff also work with volunteers who
have experience of debt to run ‘Money Matters’
workshops. These lively evens using role play
and discussion have been successful with vari-
ous groups, such as a mental health drop-in and
people using Sure Start. They consider how
money or the lack of it affects health, calculate
how much lending actually costs, give clues
about misleading advertising, illustrate how sales
people operate, suggest how to deal with aggres-
sive demands for payments, clarify people’s legal
rights and provide information on alternative
sources of borrowing such as credit unions.

The workshops are highly participative and
supportive, and they also generate more volun-
teers for further workshops, and ideas and people
to train staff. They engender a strong affiliation
between people, based on a perspective of debt-
related problems as externally generated by
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poverty, and the credit industry’s intimidating and
opportunistic practices, rather than due to indi-
viduals’ foibles. They argue that there is a strong
case for lobbying against the unfairness of bene-
fits that are insufficient to live on, and against
the exploitative practice of predatory lending.
While this work is largely ameliorative, it has
raised the profile of debt as a specific issue.
This, of course, does also raise the danger of
identifying groups of people with debt concerns
and exposing them to further stigma. However,
the energy and creativity which these workshops
have generated appear to have moved people
from being isolated individuals or mental health
service users to being active and vocal volun-
teers with a clear cause. 

Influence social policy
This final challenge is controversial, and I am
mindful of David Smail’s warning that ‘politics is,
of course, all about power and interest, and psy-
chologists cannot possibly become so detached
from their own interests as to become the ob-
jective arbiters of other people’s interests’
(Smail, 1994, p.6). My view is that we need to
articulate how our interests are bound up in our
representation of others’ interests and the risks of
well-meaning misrepresentation and oppression,
while also being explicit about issues of social
justice. Taking up these issues will not necessar-
ily be in our professional interest and may be un-
comfortable and contentious.

There is currently scope within and between
the organisations with whom we work to con-
tribute to local and national policies. For instance,
in Northumberland there is the opportunity to
make suggestions to the county council about
their social inclusion policy, and we have been
involved in some local strategic partnership dis-
cussions about priorities for improving health.
Recently, a group of mental health service users,
staff and advice providers in Northumberland
fed back comments to the Social Exclusion
Unit’s questionnaire about social exclusion. We
recommended: 

■ simplifying the benefits system – it is not just
a ‘perception’ but an actuality that the route
between benefits and employment is complex,
confusing and intimidating;

■ adjusting the conditions of work and re-entry
to work to suit the needs and resources of
individuals;

■ opportunities for trying out employment
need to be non-coercive, and not jeopardise
or reduce existing financial status – eligibility
for housing and council tax benefits needs to
be retained for three or six months; 

■ therapeutic earnings need to be increased;

■ debt is a major stressor, and legislation is re-
quired to regulate lending and to prevent the
promotion of high-interest loans to people
on low incomes.

Psychologists may contribute in health, local
and national government, and academic settings
to the understanding and addressing of the psy-
chological impact of social and economic in-
equities. Rather than an individualistic focus on
people’s styles of coping, this requires an analy-
sis of injurious social and economic conditions,
in order to highlight the possibilities for social
changes that benefit people’s well-being. 
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This paper draws on the personal experiences
of two women who have lived in poverty all
their lives, and will suggest that community
psychologists might learn from the human
rights and social development fields to
develop a practice of 'accompaniment'. 

The shame and humiliation of standing in line,

where everyone on the bus just stares at you, first

thing on a Monday morning … the dependency on

the whims of the workers … the depression and

the drudgery … the confinement in the house …

there is no time or energy to even think of what

the future might bring (Authors in discussion,

2003).

The British government claims to be com-
mitted to poverty reduction and has a
number of policy frameworks and strat-

egy statements, emanating initially from the
Social Exclusion Unit but more recently from
the Department of Work and Pensions (e.g.
2002). Gordon Brown, the Chancellor of the
Exchequer, launching the strategy Tackling
child poverty: Giving every child the best pos-
sible start in life, put it most graphically when
he said:

[Child] poverty is a scar on Britain’s soul and an 

affront to our sense of decency as a nation

(Brown, 2001)

Poverty is, clearly a political issue. It is also
critical to a concern with social issues and social
justice – key interests of community psychol-
ogy. However, Lott and Bullock (2001) suggest
it is invisible in psychology, reflecting the disci-

pline’s middle-class standpoint. They argue,
along with Barker (1996), that the dominant
trend in psychology has been to ‘ignore or
pathologise the poor, or to examine their expe-
rience only in comparison to a middle-class
norm’ (p.190).

In many ways we know more than ever before
the details of the extent of wealth related and
multiple deprivation related poverty (Deepa &
Petesch, 2002; UK Coalition Against Poverty,
2000). In the UK the government publishes
exhaustive, geographically based deprivation in-
dices and statistics linked to work, income,
health, ‘quality of life’ and quality of the envi-
ronment (e.g. Sustainable Development Unit,
2003).

We know that, in contrast to 30 years ago, it is
now not possible to live in either the UK or USA
on one low-paid job (Abrams, 2002; Ehrenreich,
1999, 2002; Toynbee, 2003) and that if people
are able to work they will often have to take
more than one, often undeclared, job.

And yet, what does psychology know about
poverty? Professional psychologists may meet
poor people in their practice, and may wonder
at their levels of non-attendance at appoint-
ments, non-compliance, inability to implement
treatment or behavioural recommendations and
so on. But short of the pathologising models
they may be able to use, they will have little to
draw on from their education and training in
psychology that will help them understand
people’s strengths and capacities, as well as
their priorities, hopes and dreams. Their own
middle class aspirations will be no guide, and
there is a danger that the ‘if that's how people
want to live, it's their choice’ discourse, so
prevalent in British welfare professions, will

Living poverty: Surviving on the
edge
Irene Edge, community activist, Manchester, Carolyn Kagan,
Manchester Metropolitan University, and Angela Stewart, community
activist, Manchester 
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guide their interventions.
We will be suggesting that psychology, and

psychologists, must listen – and hear – what
poor people themselves are saying about their
lives, and then try to make sense of the implica-
tions of this for psychological work and inter-
ventions. Lott and Bullock (2001) urge us to
consider what Rimstead (1997, p.258) says:

we need to listen to what poor people say about

their circumstances, experiences, strengths, skills,

values, barriers. Poor people’s voices have for too

long been muted and isolated, having less access

to public space that the discourses on the poor

generated by the non-poor.

We are not suggesting that we listen to poor
people in order to justify what it is we want to
do anyway, or to legitimise psychological work
with poor people. Rather, we need to listen in
order to learn, to challenge ourselves and our
practices and to examine how our work may be
contributing to further oppression of people
living poverty, rather than contributing towards
greater social justice.

Living poverty
Irene and Angela have lived poverty all their
lives. We state it thus, as to live poverty is to ex-
perience poverty; to spend every day with the
consequences of both low income and relative
deprivation; to live with feelings of having been
thwarted in terms of what may have been pos-
sible; to live with shame and humiliation and
to be beholden on the decisions of others for
material well-being.

Poverty is not a circumstance just to be en-
dured, it is a state that permeates every feeling,
action, relationship and moment of every day.
It leads to strong, enduring friendships and re-
lationships of mutual help and support; to re-
silience and the capacity to withstand pressures
imposed by others that would severely test
anyone’s patience and ability to compromise; to
strategies, skills and personal qualities that
enable possibilities for joy, laughter and even
hope to arise and be taken.

Out of a lifetime of living poverty, the follow-
ing extracts give an insight into a little of Angela’s
and Irene’s lives over recent months.

Angela’s story: Seven months in a life
of living poverty
When I moved, I was recovering from a period
of great difficulty. I felt a lack of confidence in
general and was finding things like cooking,
shopping, phone calls and the practical things
associated with caring for myself a strain, to
be avoided as I always felt tired and at the
time couldn't see a future.

I busied myself getting the flat together -
painting and going around charities, charity
shops etc. to get things for the home. I was soon
physically and mentally exhausted. I noticed a
musky smell in the hallway and inside the flat
when I was painting near the door or near ra-
diators or air vents. At this point I believed it
was coming in around the front door. I
cleaned the hall stairs and landing with every
cleaning product to hand. Even though I was
totally exhausted at this time I started to wake
up during the night with the smell. It had got
on my bedding. I bought a new quilt and pil-
lows. It made no difference. Soon I realised it
was coming up around the radiators the sink,
the bath and the electric meter. I kept all my
clothes, coats, shoes tied in bags. My neigh-
bours told me this had been going on for over
a year and they had given up complaining.
Each time it looked as if something would
happen one of the professionals blocked it,
coming up with a new ‘care package’. A year
later when I moved in there had been no change.

In the first few months I tried everything to
get rid of the smell – like rotten cabbage and
dustbins. Mopping, washing on my hands and
knees, lots of sprays, solid air fresheners. At
one point the smell was so horrific that in
temper I filled buckets with soapy water and
bleach and threw it down the stairs and even
up against B’s door. At times the stench was
unbearable – you cannot get away from a
smell and it does not stop like noise does. No
visitors would come into the block. After eight
months of this, during which time I had
broken some windows, got arrested and been
cautioned, started drinking in the mornings
and felt exhausted, ashamed and belittled, B
moved out. During all this time my tenancy
support worker visited me and knew of my
distress but the information went no further.
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I ended up getting billed for the windows and
threatened with eviction despite 36 years of un-
blemished tenancy.

Irene’s story: Episodes in a life living
poverty
I have always lived poverty, and so have my
mother and father before me. All around it
was the same. All my life I had no sense of self
worth. One person really encouraged me – a
student teacher, and I got a job. This was be-
cause someone had seen that I was worth
something. My mother was an alcoholic. She
used to turn up at work demanding money
from me. The shame of that was too much and
I left. I got married at 17 to a very immature
man. I had five children. After 14 years he left.
For six years I had been an alcoholic. I went to
AA and from the first meeting, 26 years ago, I
have not touched a drink.

I and another chap decided to set up a resi-
dents’ association, and began to advise people
about their housing problems. We had a cam-
paign about people living in tower blocks, es-
pecially the elderly and we saw what was
needed was a community garden. I managed to
get access to £75,000 of funding. I was thrilled
about this (so was everyone). Up until then I
had always seen housing officers or those in
authority as intimidating. My attitude was ‘No
one’s going to get to me’. I managed to get a
job as a community development worker. I
was thrilled to bits. But it ended – following the
most appalling incident.

Seventeen children were removed from their
homes by an over-zealous social worker on
my estate. The families were given no infor-
mation, support or anything. It was awful. I
campaigned for their return. This was a very
public campaign. One day I got a phone call
from my line manager asking me not to speak
to the press because this was ‘rattling some
cages in the hierarchy’. Although I worked for
the Council, my first allegiance was to the
people I lived with, and I told my line man-
ager she was too late as I would be in the press
that week. My contract was not renewed.

Given the choice, my loyalties lie with people
living poverty – this is one of the things about
living the poverty you're working with. We can't

go home at the end of the day, or the week-
ends. We have to live with work we do and its
effects on people. There is no way I would ever
choose my job if this meant I couldn't speak
out about what authorities do that is wrong.

These stories illustrate that some of the diffi-
culties and sources of oppression for people
living poverty are created by the very institu-
tions that are supposed to support people in
moving beyond poverty. They also reveal the
energy and commitment displayed in dealing
with everyday life. 

The role of the community psychologist
Prilleltensky (2001) suggests that the pursuit of
personal, collective and relational wellness pro-
vides a direction for value-based community psy-
chological praxis. He suggests that the 

next step is to engage in the cycle of praxis and

ask ourselves what should be the ideal for a com-

munity, what is the present state of affairs, what is

desired by members of the community, and what

can be done to close the gap between the ideal

and actual state of affairs. Engaging community

members themselves in these questions will bring

about value-based praxis (p.774).

This process of asking ourselves and members
of the community cannot be done quickly and
superficially. Instead we need to take the pro-
cess of asking, hearing, listening and reflecting
seriously if we are to work in liberatory ways.
This means that we do not begin our work by
asking ‘How can we help here and change things
for people?’ We do not use our research skills to
investigate what is and why. We do not listen as
part of a needs assessment prior to designing
(participatively or not) an intervention or research
project. We do not listen in order to minimise,
reframe or sympathise with our ‘clients’ and deny
their despair and their suffering. No, we are sug-
gesting a process of walking alongside, listening to
and witnessing the realities of the lives of people
living poverty – a process of accompaniment.

It is just this support and solidarity that may
offer itself as a different form of community psy-
chological work. Instead of rushing in to use our
expertise to help people or their circumstances
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change, it is often enough to walk alongside them
and publicly witness their struggles.

As Gates, (1998) says:

Accompaniment literally means to walk with or

alongside people … [it] is also an act of friendship,

and ultimately a mechanism for building solidarity.

… Accompaniers also can play an important role

in listening to and transmitting the stories of those

voices who might not otherwise be heard … to

provide a measure of security to at-risk

populations … as observers and witnesses.

We are not suggesting that the situation of
people living poverty in the UK is the same as
those living in fear of their lives through the
non-observance of human rights in what Pilger
calls ‘lesser developed nations’. We are suggest-
ing, though, that people living poverty in the
UK are at risk of oppression – and suppression –
by the very institutions and professions that are
there to support them in moving from poverty.
They are also equally invisible to the world
around them. Thus the process of accompaniment
is one that may enable us to take a step back, to
understand the experience of those living poverty
and to scrutinise our own disciplines and prac-
tices in the light of this understanding. Such ac-
companiment opens the way to solidarity with
those living poverty and to joining with them to
protest against poverty (after Gutierrez, 1988).

Accompaniment may help us begin to under-
stand, even if we cannot know what living
poverty is like.

We are not inferior – we are not deficient – but 

we are made to feel that way. You have the power

to change things – listen to our voice! (Local

Consultation Group, UK Coalition Against

Poverty, 2000).
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Caminando, caminando

Voy buscando libertad

Ojalá encuentre camino

Para seguir caminando

Walking, walking on

I’m looking for freedom

Let’s hope I find the path

To keep walking on

Victor Jara (d. 12 September 1973)

Over the last decade a new field, social
psychology for liberation* (psicología
social de la liberación - PSL) has

emerged in Latin America. It has earlier origins,
but it is only fairly recently that psychologists
have used this term to identify and orientate their
work. The orientation is now beginning to receive
interest in Europe (Blanco, 1998; de la Corte
Ibañez, 2001, undated) and North America (Lykes,
2000; Martín-Baró, 1996b; Watts & Serrano-
García, 2003; Burton, in press; Burton & Kagan, in
press). As yet, however there has been no survey
of the field in English.

Latin American liberation psychology can be
understood as part of the wider project of liber-
atory theory and practice which arose in the
context of work with and by oppressed popula-
tions throughout Latin America. It has a relevance

to the problem of social marginalisation in the fol-
lowing ways:

■ It offers a critique and reformulation of the
dominant social psychology from North
America, through a dialogue with a new in-
terlocutor ‘permanently silenced and too
usually ignored: the ordinary people, the
popular majorities of Central [and the rest of
Latin] America’. The result is not a wholesale
rejection, but a reconstruction of social psy-
chology yielding a body of concepts and
findings that take account of the systemic,
structural, conflictual and ideological dimen-
sions of social life.

■ While thereby being classed as a ‘critical
psychology’ it avoids the paralysis and intel-
lectual games of postmodernist critical psy-
chology, having a clear action-orientation
that not only makes denunciations of the use
of psychology to oppress but also annuncia-
tions of an alternative praxis.

■ It specifically focuses on the experience of the
oppressed and marginalised, offering analyses
that incorporate macro, meso and micro level
processes of both the use of force and the
role of ideology in oppressive social arrange-
ments and practices.

■ It provides useful models of alternative
practice by psychologists, including the
elaboration of Freire’s problematisation/
conscientisation model, therapeutic processes
with a socio-political dimension, the develop-
ment of participatory action research using a
variety of qualitative and quantitative tools to
counter propaganda or explore and under-

Liberation social psychology:
learning from the Latin American
experience
Mark Burton, University of Northumbria at Newcastle

* This title is a little problematic. The Spanish term is
La psicología social de la liberación.  It could trans-
late as social psychology of liberation, liberation
social psychology or social psychology for liberation.
Each of the terms has been suggested by someone
working in this field with good knowledge of Spanish
and English.
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stand social problems, a reformulation of the
role of the psychologist in relation to actors
from oppressed and marginalised groups, and
the development of a variety of models of
community psychological practice that go
beyond the ameliorative and scientistic vices
of much community psychology in the core
capitalist countries.

Core ideas
It is somewhat difficult to characterise all the
psychological work from Latin America which
has a liberatory orientation. Not all those work-
ing broadly within this tradition would want to
use the title. A further problem is that much of
the work in the area is unpublished or difficult
to obtain. Nevertheless, a number of themes do
permeate the work of those who have organised
under this banner or whose work would fit the
paradigm.

The term ‘pscicología de la liberación’ appears
to have first appeared in print as early as 1976,
but it was brought into widespread use by two
key writers. 

Ignacio Martín-Baró was a Jesuit priest and a
senior academic at the University of Central
America in San Salvador. He is the key thinker in
PSL. Martín-Baró was one of the six Jesuits mur-
dered in 1989 by an elite brigade of the
Salvadorian army financed and trained by the
USA (Harris, 1990). Maritza Montero is a
Venezuelan social psychologist who would now
be regarded as the key theorist of the movement.

Latin American liberatory praxis
A key theme in liberation thought is that liberation
is not a thing that can be located in a moment in
time. Nor is it something that can be given. It is a
movement and a series of processes, with origins
in the interaction of two types of agents or
activists:

■ external catalytic agents, which may include
community psychologists;

■ the oppressed groups themselves.

This Latin American notion of liberation pro-
poses a strategic alliance between these two
sectors. A central idea is Freire’s concept of con-

scientisation (Freire, 1972) explained by Martín-
Baró (1996a) as follows. The human being is
transformed through changing his or her reality,
through an active process of dialogue in which
there is a gradual decoding of the world, as
people grasp the mechanisms of oppression and
dehumanisation. This opens up new possibilities
for action. The new knowledge of the surround-
ing reality leads to a new self-understanding
about the roots of what people are at present
and what they can become in the future. 

Realismo crítico
Martín-Baró contrasts what he calls ‘realismo-
crítico’ with ‘idealismo-metodológico’. Rather
than theory (or theoretical preoccupations)
defining what is investigated, it is social reality
that defines the key tasks for the development
of theory. Realismo-crítico therefore forces a
change in direction of the intellectual process,
going from reality to theory. However, this is
not a naive realism: the nature of the social real-
ity can be difficult to apprehend, not just for the
people, but for psychology itself. It is therefore
necessary to deideologise reality: to peel off the
layers of ideology that individualise and natu-
ralise phenomena, such as the fatalism of Latin
American societies (Martín-Baró, 1987).

A social orientation
Throughout the work of those using PSL as an
orienting vision, there is a thorough critique of
the individualism found so strongly in North
American (and indeed in British) psychology.
Martín-Baró's two textbooks (Martín-Baró, 1983,
1989b) are perhaps the most sustained, and
thorough and engaged critique. This social orien-
tation is also historical, with a constant sense of
how things got to be the way they are, and how
this history is ever present in the subjectivity of
the people. But the social orientation is not just
a matter of theory. PSL is a moral project, and
this tends to distinguish it from the new para-
digm approaches of the 1980s, and much of the
‘critical psychology’ of the 1990s. The commit-
ment after all is to liberation.

There are several aspects to this thoroughly
social version of psychology: recognition of the
conflictual nature of society, emphasis on col-
lective rather than individual liberation and the
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preferential option for the oppressed (originally
‘preferential option for the poor’ in liberation
theology: Gutiérrez, 1997).

Methodological eclecticism
Those working with a PSL orientation combine
traditional techniques (e.g. surveys, use of official
statistics) with new paradigm approaches (e.g.
social representations, qualitative enquiry, col-
laborative photography, and drama), as well as
‘ideology critique’ that draws on Foucauldian
and related approaches. There is, however, an
emphasis on both the Freirean commitment to
reflection-action-reflection and on action research.

How is the liberatory perspective
applied in the practice of psychology?
PSL could be said to be applied in three main
domains. These, however do overlap consider-
ably, so, for example, a piece of work recognis-
able as community psychology might also have a
concern with state violence and impunity and
with a broader socio-political analysis (Cordero,
1997; Dobles, 1994).

Community social psychology
Community psychology in Latin America has dif-
fered from that in the other America (Montero,
1996, 1998; Quintal de Freitas, 2000; E. Sánchez
& Wiesenfeld, 1991). Its roots are in social psy-
chology, and there is less emphasis on the clini-
cal and mental health tradition (one of the North
American roots of the discipline). There has been
an orientation to work with poor communities in
diverse settings throughout the continent. In gen-
eral, the psychologist is seen as a resource for the
community, offering expertise in investigation, an
understanding of leadership and organisation and
group dynamics, and knowledge of the system
(for example when trying to obtain resources). 

Work with victims of state oppression
(disappearances, genocide)
Latin America has been marked by oppressive
regimes, military conflicts and the repression of
liberation movements. There are still reports of
murders of activists (e.g. in Mexico, Guatemala,
Brazil and especially Colombia), the clearance of
peasants from prime land (Colombia) and other
abuses. The experience has been diverse in scale

and intensity, but the psychosocial experiences
in countries as different as the Southern Cone
(Chile, Uruguay, Argentina, Paraguay), Colombia
and Central America (especially Guatemala and
El Salvador) have been in many ways similar. To
give some idea of the scale of the trauma, there
were some 20,000 murders by the Argentinian
junta, at least 3000 in Chile, and as many as
200,000 in Guatemala. However, the bare num-
bers give little idea of the impact of state terror
on both the population as a whole and the
political and cultural state of the country (Agger
& Buus Jensen, 1996; Hollander, 1997). There
have been several threads to the work, with
survivors and with those close to victims of tor-
ture, disappearance and murder.

An outstanding example of this is found in the
work of ILAS, (Latin American Institute of Mental
Health and Human Rights), working on the
mental health of people affected by violations of
human rights during the military regime in Chile
1973–90 (ILAS, 2003). ILAS has helped in other
situations of political violence, both nationally
and internationally, for example in Angola (Agger
& Buus Jensen, 1996; ILAS, 2003). Their model
was used in Bosnia and has a relevance to many
people arriving in Britain as refugees from tor-
ture or other trauma.

In the work of ILAS and other teams, there is
emphasis on making the suffering a social,
shared thing, rather than a secret distress, and
on again taking up active social roles. The theme
of recovering memories, of what happened, and
of those who have been taken away is common
to this and similar work (Hollander, 1997). This
emphasis is important both in terms of the gen-
eral emphasis in liberatory praxis on the role of
collective memory as a political and social re-
source, but also because of the officially sanc-
tioned denial of what happened. It has also fed
into the prosecution of perpetrators and the
struggle against impunity.

Social analysis
Given the emphasis on a macrosocial viewpoint,
intimately linked to human subjectivity, it is no
surprise that psychologists working within the
PSL approach have explored social analysis more
broadly. A large part of Martín Baró’s work was
on Salvadorean public opinion (Martín-Baró,
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1989a). Although this used conventional methods,
it had a clear purpose of making explicit what
the people thought, both for them and for those
outside the country. The work was a form of
counter-propaganda, undermining many of the
arguments used to justify continued support for
the government. It was also an independent
source of information for peace activists outside
the country, especially in the USA. 

Psychologists working with a PSL perspective
have carried out various socio-psychological-
political analyses of the social realities con-
fronting their countries. At the 2002 congress,
for example, there were analyses of the use of
terror by the Colombian paramilitaries and its
effects on family life and subjectivity, the psy-
chological warfare in the Guatemalan counter-
insurgency and genocide, and the Bush regime’s
use of propaganda after the twin towers attack. 

With the current variety of new political de-
velopments in the region, it seems that workers
within the PSL paradigm are both showing an
increasing interest in political and social com-
mentary, and in searching for new means of in-
tervening in the public sphere.

Relevance
Paulo Freire commented that he never described
how to carry out popular education, or gave a
guide to the facilitation of conscientisation
(Freire, 1994; Kane, 2001). This was because
every situation is different and the use of a ‘cook
book’ approach would inevitably mean that
the methods used in one situation would not be
appropriate to another. Instead it was important
for popular educators to understand the princi-
ples underlying the work, and to find their own
approach to application.

A similar argument could be applied here. PSL
did not develop in Britain, and we cannot simply
lift its ideas and apply them. However, reflection
on its key principles would be appropriate to
British psychologists, whether clinical or other-
wise inclined. This might suggest a number of
questions to apply to our own work:

■ How can we best help disadvantaged and
vulnerable people understand their own
social situation and take collective action to
make improvements?

■ In what ways does oppressive ideology get
mixed up with theory, and how can we dis-
entangle it, arriving at a more adequate the-
oretical approach from the experience of
the marginalised and excluded? (The ‘social
model of disability’ is an excellent example of
a theory that springs from deideologisation
and the experience of oppression.)

■ How can we harness a (deideologised) psy-
chology to understand and combat the press-
ing problems of our society on a local and a
global level?

■ And in doing this, how can we create an ef-
fective alliance between relatively privileged
professionals and those at risk of exclusion,
marginalisation and oppression?

PSL offers us confidence that these things can
be done, and it gives us some clues about how,
but we have to find our own path on which to
keep on walking.

Challenges
Despite its broader relevance to work with
marginalised populations, and the stature of its
leading practitioners, social psychology for lib-
eration is little known outside Latin America and
even there it is very much a minority tendency.
Like any progressive social movement, it faces
an enormous task in nourishing both opposition
to the empire of capitalist exploitation and dom-
ination, and developing viable support systems,
both for itself and with and for the marginalised
and oppressed. The objective differences be-
tween the professional middle class and the ex-
cluded is another real challenge to overcome but
one that is not unique to Latin America (Stewart,
2000).

Afterword: a methodological note
The article is based on reading the literature in
Spanish (and where available) in English, but
not Portuguese, attendance at the International
Congresses of Social Psychology for Liberation
in 2001 and 2002, discussions with Latin
American and other colleagues working within
this framework, visits to Venezuelan community
social psychology projects in 1996 and 2002,
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and the responses to an e-mail questionnaire to
selected leaders in the field in 2002.
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We have worked independently as community
psychologists in New Zealand, England and
Scotland, where community psychology takes
different, culturally specific, forms. We have
also worked together teaching, researching and
practising critical community psychology.

We are differently positioned – amongst
many other ways – in terms of gender,
sexual orientation, impairment, social

class, age, academic seniority, income and em-
ployment security. We have areas of intellectual
consensus and areas of difference. We are not
clones of each other. On some issues we are
united; on others we align ourselves differently. 

We are critical of each other’s work but be-
cause we share some key values and ideological
positions, we regard each other’s critical reflec-
tion on our work as a sign that our work is being
taken seriously by people whose views we value,
who are working towards the same broader
goals as we are and whose feedback is based on
foundations with which we, broadly, are com-
fortable. 

We are all three engaged in critical commu-
nity psychology.

What critical community psychology
is not 
By ‘critical’ we do not mean sceptical, negative,
faultfinding, derogatory or disparaging. Most
academic psychology is already critical in that
sense. Indeed, much of a British undergraduate
psychology degree is spent encouraging psy-
chology students to be sceptical of other psy-
chologists’ claims, to find fault with the
research methods used by others and to engage

in the intellectual equivalent of gladiatorial
combat with others presenting at seminars and
conferences. 

Moreover, there is no shortage of those pre-
pared to be critical, in the everyday sense, of
community psychology. Indeed, those trying to
develop, articulate or practise critical commu-
nity psychology receive almost incessant nega-
tive feedback on what they are doing. Because
community psychologists reject positivism, we
are criticised as unscientific. Because community
psychologists take subjectivity seriously, we are
criticised as lacking objectivity. Because com-
munity psychologists seek reduction in oppres-
sion, we are criticised as naive, idealistic and
utopian. Because community psychologists see
social change as necessary to reduce or prevent
psychological distress, we are criticised as polit-
ically biased.

Little of this welter of criticism is, however,
useful in developing a more progressive and
effective community psychology. That is because
the criteria, assumptions and values against which
most critics assess community psychology can-
not really be brought to bear on community
psychological concerns. Criticisms based on as-
sumptions that psychology should test hypothe-
ses and be value free, apolitical and objective
are of little relevance to those committed to
building a problem-driven, value-committed,
politically positioned and subjectively authentic
community psychology. 

What critical community psychology is
Like other social scientists, we not only require
our work to be conceptually coherent but also
methodologically sophisticated (though we have
our own ideas about what constitutes coherence

Critical community psychology:
what, why and how?
David Fryer, University of Stirling, Paul Duckett, Manchester
Metropolitan University, and Rebekah Pratt, University College,
London
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and sophistication). Crucially, however, unlike
most other social scientists, we also require our
work to be ideologically progressive. 

The word ‘ideological’ is used in a range of ways
and is very often used pejoratively to describe
the work of others as politically biased in the
sense of owing more to a preexisting political
position than to any systematic process of schol-
arship or research. Like Wendy Stainton Rogers
(2002, p.299), we use ‘ideology’ to mean ‘the use
of knowledge to promote the power of certain
groups’. For us, all human activity, including all
research and practice, is ideological. The issue
is not whether or not it has implications for the
distribution of power but what those implications
are, for whom and with what consequences.

The claim that knowledge promotes the inter-
ests of some, as opposed to others, may seem an
odd one to those who operate on the modernist
assumption that knowledge is fundamentally
about cognitive representation of ‘what is the
case’ in the ‘real world’ arrived at through a
combination of rationality and empiricism. We
believe, on the contrary, that there are as many
‘realities’ as there are persons, in each case ‘re-
ality’ being constituted by the sense made sub-
jectively of a unique positioning within a variety
of societal structures.

Those structures include systems of ideas within
which one is immersed and through which one
is, at least in part, constituted. There is, how-
ever, not just one set of systems of ideas but
many alternatives which fit together in different
ways and which serve different interests in dif-
ferent ways.

Permeating and constituting much of psy-
chology are systems of ideas which imply that
psychological distress and illness are caused
and maintained at the individual level by intra-
psychic forces and processes and that it could
not be any other way; that is, they are givens of
the human condition. However, as Burton (2003)
has argued, drawing upon Martín–Baró (1987),
what many of us take as given is ideologically
constructed and so needs to be ideologically de-
constructed. 

For us, critical refection is essentially about re-
flecting on whose interests are being served by
what is thought, written and done, on what the
ideological implications of various positions are

and on where there is default to reproduction of
problematic assumptions. When we critically re-
flect on research claims, we are at least as inter-
ested in answers to the question ‘whose interests
would it serve if this was widely believed’ as we
are to ones like ‘is it theoretically coherent?’ or
‘is it empirically supported?’

For example, consider recent work by clinical
psychologists piloting and evaluating the effec-
tiveness of interventions intended to reduce the
psychological distress of unemployed people.
These interventions involve providing cognitive
behaviour therapy to unemployed people in an
attempt to increase their effectiveness in job
search. Conventional critical questions can be
asked about the theoretical basis of CBT, the re-
search participants, the methods used and the
analyses of data done, but let us assume for now
that the intervention is effective in the sense
that unemployed people who received CBT had
a greater likelihood than those who did not of
becoming re-employed and thus escaping the
psychonoxious state of unemployment. Job
done? Whose interests would it serve for it to be
believed that the mental health problems of
unemployed people were caused not by socio-
economic policies but by dysfunctional cognitions;
that is, that the unemployed are to blame for
their own distress? Whose interests would it
serve for it to be believed that mental ill health
caused by unemployment is reversible through
a relatively few sessions of talking therapy? Whose
interests would it serve for it to be believed that
mass unemployment can be tackled by chang-
ing the psychological state of individual un-
employed people one at a time when, since no
new jobs are created, the total of unemployed
people remains the same and no more is done
than redistribute unemployment from one sub-
group to another? These are critical questions
about the ideological implications of the work.

Why we are ‘critical’ 
For us, critical reflection has its roots, in part, in
the work of critical psychologists like Parker
(1999) who have emphasised the importance of
understanding and contesting how some ideo-
logically problematic versions of psychology have
come to dominate others with oppressive con-
sequences for academic, professional and every-
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day life. We agree that psychology as a discipline
is problematic. Indeed, psychology has been
among the most prominent of our social institu-
tions to support the notion of poor mental health
being a brain disease and has invested consider-
able resources in representing the negative psy-
chological consequences of oppressive and
exploitative social, moral and political practices
as individual medical aberrations requiring
chemical and clinical interventions. However,
for all that, psychology as a discipline comes
lower down our list of socially toxic practices,
than classism, sexism, heterosexism and racism,
so that we do not want to elevate critique of the
discipline over critique of all else. 

For us, critical reflection also has its roots, in
part, in the work of critical social psychologists
like Hepburn (2003), who argues that it is im-
portant not only to critique psychology but also
to critique society, and that of critical psycholo-
gists Fox and Prilleltensky (1997), who argue
that critical psychology is about ‘focusing on the
central themes of pursuing social justice, pro-
moting the welfare of communities in general
and oppressed groups in particular, and altering
the status quo of society and the status quo of
psychology’ (Fox & Prilleltensky, 1997, p.4).
However, the mission of pursuing social jus-
tice – though a worthy one – seems a general
one of responsible citizenship and whilst psy-
chologists as citizens have roles to play, we are
interested in addition in any specialised critical
role we might play as community psychologists. 

Many people enter psychology because they
are concerned about psychological distress and
want to play a role in reducing it. We have not
been persuaded that clinical psychology is part
of the solution. Indeed, critical reflection sug-
gests clinical psychology is ideologically prob-
lematic. We are persuaded that much if not most
psychological distress is socially caused and could
be socially prevented. Indeed, for us, critical re-
flection has its roots, in part, in the appalling in-
justice we see around us in the world and its
connection with distress and illness. We are pain-
fully shocked by the global statistics on poverty,
hunger, violence, exploitation and oppression and
the way disadvantage is structured by gender,
race, sexuality, impairment, age and so on. To
us the world seems at the point of being over-

whelmed by an epidemic of psychological dis-
tress, ill health and social breakdown. 

In industrialised Western countries mass un-
employment and relative poverty blight many
communities, whilst the so-called flexible
labour market inexorably reduces the number
of remaining secure, permanent, full-time, psy-
chologically satisfying, reasonably paid jobs and
replaces them, when they do that at all, with in-
secure, temporary, part-time, low-skill, low-
control, low-status, low-satisfaction, low-paid,
alienating, psychologically corrosive jobs
or alleged training which is actually more about
reinforcing work discipline and hiding unem-
ployment than about facilitating skill acquisition.
Vast numbers of communities are blighted by
gross and increasing inequalities in wealth and
health, by disease, homelessness, alcohol and
drug-related problems and by endemic violence
by men against women, seated within a broader
context of violence within and between nations.

Globally, we see many millions of people
facing environmental degradation and catastro-
phe, abject poverty, famine, preventable disease,
harsh subjugation, racism, ethnic cleansing, tor-
ture and war or fleeing them for ‘asylum’ only to
find they have exchanged one form of hostility
and risk of confinement for another. 

Given the evident social causation of so much
of the above and the centrality in them of abuse
of power, we believe that psychologists should
be in the vanguard of attempts to understand,
intervene and prevent psycho-socially caused
oppressive distress and illness. Instead, we not
only find most psychologists failing to engage
with psychological aspects of socially caused
problems in general, and abuses of power in
particular, but actually claiming power neutral-
ity whilst intentionally or unintentionally col-
luding with the powerful. Moreover, whilst
some community psychologists have engaged
with issues of power, most who do are stronger
on rhetoric than action and some of what is
done is part of the problem rather than of the
solution. 

However, whilst we are appalled by the scale
of problems and the irrelevance, ineffectiveness
or complicity of psychology in the face of them,
we simultaneously see grounds for hope in the
power of civil rights movements, the women's
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movement, gay, lesbian, bisexual, transgendered
movements, disability movement, black move-
ment and many others, such as the protests
against G8 summit meetings, against World
Trade Organisation meetings and against arms
fairs, demonstrations against the war on
Vietnam and now against the war on Iraq. These
social movements and popular uprisings are
about making transparent the painful contradic-
tions of the world in which we live (e.g. famines
when the world has a surplus of food, unemploy-
ment when so many employed people are over-
worked, millions dying from preventable
disease while billions are spent on war). Such
movements demand change and call for a stop
to global oppression and exploitation. 

We are inspired by such examples of progres-
sive critical thinking and action. We wish to do
our bit to make our discipline a more effective
force for social justice and to rid it of complicity
in oppression and misery. 

How others seek to dismiss critique
Ideologically critical feedback is seldom wel-
come. Critical feedback is usually reinterpreted
as something else. Our own critical reflection
has usually been re-presented as: academic terri-
torialism, ambition, arrogance, disloyalty, hostil-
ity, intellectual exhibitionism, Machiavellianism,
rudeness, self-righteousness, social disruptive-
ness and social incompetence. At their most per-
nicious, these re-presentations have become
internalised. We have become concerned that we
are voicing our critique for unworthy reasons
and we have self-censored. 

These reinterpretations of critique can be dis-
appointing and irritating and critique does not
often gain you friends. Perhaps critical reflec-
tion should bear a health warning: ‘Being critical
can seriously damage your social support.’ More
seriously – especially for those who are not in
secure tenured positions or are lower down in
the academic hierarchy – retaliation for being
critical can damage your employment and pro-
motion prospects.

Note the ironic nature of these re-presentations:
not only do they damage the critic, they also re-
inforce and maintain that which the critic was
seeking to critique since they are themselves
manifestations of psychologistic individualistic

frames of reference. The critique is re-presented
as a variety of personality or characterological
dysfunctions and the moral nature of the con-
cerns being voiced with regard to social justice
is being re-presented as personal immorality.

How critical community psychology
could be done
For us, critical reflection has its roots, in part, in
community psychological principles such as those
embodied in the University of Waikato commu-
nity psychology graduate programme, based in
Hamilton in Aotearoa/New Zealand.

As community psychologists we try to work
in ways that promote the empowerment and en-
hance the competence of the most marginal and
disadvantaged individuals and communities.
Crucially, enhancing competence involves re-
moving barriers and impediments in the multi-
level social environment rather than just
enhancing individual skills. Emphasising compe-
tence enhancement rather than deficit maximises
chances that critique will be heard and used. It
is also vital to develop our own competence
both in terms of seeking critique and giving it to
others.

As community psychologists we are constantly
concerned with issues of social justice, for ex-
ample challenging others’ discriminatory views
or practices and highlighting inequities through
critical engagement with the work of others. It
is essential to keep asking if our own practice,
including critique, promotes social justice, either
through making sure the voices of others are
heard or through using critique to offer a differ-
ent perspective to allies. 

Valuing human diversity and difference, in
terms of culture, gender, class, sexual orientation
and ability is central to our vision of community
psychology. In engaging critically with others’
work we should always try to examine how
diversity is considered or promoted. Taking
time to develop awareness of our own cultural
identities, such as our group memberships
based on gender, class, sexual orientation and
ability, helps us better understand the way we
operate in our work. Respecting diversity means
taking time to understand what informs how
people view the world – it can be easy to lose
sight of the value of multiple perspectives – and
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how important it is to take time to learn about
the perspectives people bring that are different
from our own. This means allowing room to agree
to disagree and positioning critique as offering
an alternative perspective. There can, of course,
be tensions between values. For example, the
values of social justice and respect for diversity
may not always sit comfortably with each other.
Is it right to respect diversity of another’s view
if their work discriminates, marginalises or
harms another group?

As community psychologists, we believe that
supporting participation and development in
communities is important and that long-term
positive change is most likely to be achieved
through working in collaboration and partnership
with people living in communities (who have
great expertise concerning the issues needing to
be addressed). Sometimes we engage in critique
as part of building relationships of collaboration.  

As community psychologists we are concerned
with the importance of social, organisational, in-
stitutional and community context in creating
and maintaining social problems. Accordingly it
is important for us to keep critique in context
and perhaps we need to ask if, at different times,
we can engage critically in different ways.

Conclusion
Because so much of the feedback community
psychologists receive in mainstream academia,
professional organisations and in the workplace,
is negative, non-constructive and sometimes
even destructive, and because community psy-
chologists value the provision of support, look
actively for strengths and competence, celebrate
diversity and work for inclusion, collaboration
and cooperation, there is a tendency for com-
munity psychologists, when they get together at
conferences or in journal ventures, to provide
mutual affirmation and to avoid looking for,
recognising or drawing attention to problems in
each other’s work. 

Whilst such uncritical affirmation serves a
variety of useful functions, particularly in the
early days of a new approach, we believe that at
its current state of development, community psy-
chology receives, to its detriment, insufficient
serious critical scrutiny from within its own
terms of reference. We community psychologists

are as likely as anyone else to reproduce in our
work ideologically problematic assumptions,
which actually go against the interests of the
very people whose interests we claim to pro-
mote. The challenge remains that we find ways to
deal with the difficulties of critique and move
on to collectively build a reflexively critical com-
munity psychology.
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The UK Critical and Community Psychology
Conference happened in the same week that
James Naughtie could be heard poking fun at
a spokesperson for ‘Anti-Tourism’ on Radio
4’s ‘Today’ programme. Anti-tourism, it
seems, is critical of the focus and activities of
mainstream tourism. So, for example, instead
of going to Paris and taking a photo of the
Eiffel Tower, the anti-tourist goes to the Eiffel
Tower, stands in front of it, and takes a
picture of everything but the Eiffel Tower, of
the alternative perspective. Some of the
presenters at the Critical and Community
Psychology Conference had similar suggestions
about psychology research.

tourist n. 1.a. a person who travels for pleasure,

usually sightseeing and staying in hotels.

David Fryer gave the example of research
he was commissioned to do, to examine
how people with disabilities could be

helped to adapt better to their work environ-
ment. He turned the agenda around, focusing in-
stead on the people who had commissioned him
to do this work and how they might change in
order to better accommodate the needs of their
employees. Jim Orford described research into
aspects of the New Deal for Communities initia-
tive. One method of investigation was photo-
elicitation, which involved focus group
collaborators taking photographs of their com-
munities to illustrate issues raised in the group.
They then re-grouped and discussed the photos.
This way of working helped to add more weight
and substance to their views.

What the presenters and the anti-tourist have
in common is that none of them are part of the
picture being viewed. They are all tourists. They
might be trying to look at something in a differ-
ent way from everybody else, but ultimately they
are all looking at something they are not part of.
They do not necessarily include themselves in

the picture, although conference delegates might
argue that they would urge their discipline to in-
clude themselves in the picture. In contrast,
Mike Fox came to present his own views and ex-
perience of poverty and exclusion, a picture that
he is part of. In some ways, I guess he too was a
tourist, of a different kind, looking in on a gather-
ing of people critical of mainstream psychology. 

At this point it is important to say that Mike
described himself as ‘not one for writing’, pre-
ferring to do the talking, but he was happy for
me to do some writing on his behalf. The fol-
lowing is therefore a mixture of Mike’s contri-
butions and my own reflections on these, with
reference to the conference.

The importance of our identities
All delegates were provided with name tags:
green ones for the organisers (members of the
West Midlands Critical and Community Psychol-
ogy Interest Group) and white ones for every-
one else. People chose at various points to
identify themselves in others ways, typically by
where and with whom they worked. Some felt
the need to give themselves labels, saying ‘I’m a
social constructionist’ or ‘I’m a critical realist’.
The vast majority were various types of psychol-
ogists. A fundamental part of Mike’s presentation
was the way he described his own identity, how
it had been shaped by his experiences and how
that provided him with both similar and differ-
ent viewpoints on subjects discussed in the con-
ference. In doing this, he showed clearly how
our identities interact with what we see and
what we want to look at by virtue of the vantage
point we have. Mike cautioned that ‘for you
[psychologists] to help people, you’ve got to un-
derstand them, and to understand them you’ve
got to know where they’re coming from.’

Mike was born and bred in Liverpool. He left
school at 15 and went into the building trade,
first as an apprentice tiler, and then as a plas-
terer’s labourer. Following redundancies, he
drifted down to London to find work. He spent the

Mike Fox and the poverty tourists
Mike Fox, Campaign Against Poverty, and Penny Priest, Shropshire
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next 10 years ‘following the work’ and jumping
from job to job, moving back and forth between
Liverpool and London. He returned to Liverpool
and the building trade in 1982, and has lived
there ever since. 

Mike was made redundant six years ago and
has not been in paid work since. He used his re-
dundancy pay to keep up his mortgage repay-
ments, but his house was repossessed after five
years when it ran out. Mike is now a committed
member of various local and national groups
concerned with addressing poverty. He has
been director of Communities Against Poverty
in Liverpool for two years and is one of the first
trained presidents of the St Vincent de Paul
Society, a Catholic organisation that seeks to
help those who are suffering in some way. Mike
is also an active member of the UK Coalition
Against Poverty (UKCAP), which is an alliance of
anti-poverty groups, from community, voluntary
and statutory sectors. UKCAP was involved in setting
up the All-Party Parliamentary Group on Poverty
(www.parliament.the-stationery-office.co.uk/
pa/cm/cmparty/memi314.htm), which gives
people experiencing poverty the opportunity to
question Ministers directly.

Mike explained one of the reasons for his in-
volvement in all these groups:

Being in building work, we have an idea of how

you get rid of stress. It’s called swearing at each

other. So when you’re on a building site, if anyone

upsets you, you call them every name under the

sun, throw a few bricks up in the air and hit some-

thing with a spade. Ten minutes later you say, ‘Are

you going to the pub later?’ and they say, ‘I might

do.’ And you do … because you’ve released the

power point … [But] when you’re unemployed

and on benefits, the only way you can get the frus-

tration out is by coming to meet the people that

actually think they know what the problem is.

So Mike was eager to come and meet us. He
criticised the information I had sent him about
the conference:

This leaflet about your conference … was typical

of the establishment. The words … mean nothing

to people on the street, but actually mean

something to you because you understand the

meaning of the words … I know the words

because I looked them up in the dictionary.

He wanted to speak to us because he had been
led to believe that psychologists ‘only sort out
psychological problems.’ He was surprised that
psychologists would be interested in people
living on a low income. ‘I’ve been all over the
establishment and I’ve never met a psychologist.’
Mike’s experience shows how, despite all the
research linking poverty with health inequalities
(e.g. Wilkinson, 1996), this evidence is simply not
being heard. At the level of committee member,
activist and spokesperson, Mike was seeing
poverty as one thing, and psychological problems
as another, with no relationship between them.

Mike’s own experience makes the relation-
ship explicit. He was OK for the first 12 months
of unemployment, but the second year was not
so good for him. After 29 years of work he
began to feel he was being treated as a
scrounger. He became ‘a very serious, obnoxious
and angry person’ with his ‘choices taken away’
from him. He started to question his identity,
asking ‘Is it me? Have I changed?’

Mike described the reality of becoming in-
visible. Typically, he experienced problems
with benefits. He had to wait until his house
was repossessed and he was homeless before he
was rehoused, and as a consequence lost his
furniture as he had nowhere to store it. Less typ-
ically, being a single, white male with a mortgage,
he ‘didn’t fit into any category’.

At the same time as being invisible to the
Benefits Agency, he became less visible to the
people around him. He explained how, due to his
being out of work, gradually ‘People begin to
forget about you. You start to doubt that your
network of solidarity actually exists.’ Interestingly,
a new identity has emerged for Mike through his
work against poverty, yet he pointed out the in-
congruity of him being on an interview panel
appointing somebody to a job with a £30k salary
whilst he receives £57 a week on benefits.

How unified are our interests?
‘Solidarity’ came up in the opening presentation
of the conference by David Smail, with one sug-
gestion that solidarity is sometimes the only sort
of power people have. When it was time for
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questions, Mike wanted to challenge him on the
idea of solidarity, but his raised hand wasn’t seen.
He was invisible again. He told me afterwards
about his problem with solidarity, about how
solidarity is illusory. He argued that solidarity is
not a kind of ‘collective power of individuals’.
There may indeed be ‘power in a union’, but in
Mike’s experience as a shop steward, such col-
lectives are influenced by the powerful voices
of just a few people. ‘Solidarity’, he said, ‘is the
isolation of the individual.’ There are always
those whose voices are never heard, who are
afraid to speak and who are not listened to,
whose voices, for a whole range of reasons, are
simply not as powerful as others. 

Mike has experienced not being seen, not
being heard, not being acknowledged, but he is
certainly not afraid to speak. In fact, he seems
driven to speak because of this. He told us how
he shouts in meetings and people say, ‘It’s all
right, we can hear you’, to which he responds,
‘I know, and so can the people at the back hear
me!’ Not only does he shout, but he also goes
‘direct to the root of all evil’. He goes straight to
parliament, taking questions on behalf of others.
When people get a reply it ‘means more to them
than getting the problem solved, because for
the first time in their lives somebody has actu-
ally acknowledged that they’ve got a problem’. 

In some ways, Mike operates in a way that is
almost the antithesis of solidarity. He is the
champion of the individual. He speaks as an in-
dividual, on behalf of other individuals. To him,
all establishments, all collectives, all systems are
problematic. He knows from his own experience
that ‘the system is not there for the individual.
It’s there for a column block and if you fall out
of that column, you won’t be part of the system
any more.’ When Mike said, ‘Once people are in

the system, they’ll learn the system,’ he wasn’t
talking about people on benefits. He was talking
about people like psychologists, politicians, doc-
tors, teachers, and how they become consumed
by the system that created them. And yet at the
same time, Mike recognised the need to try and
be part of some system: ‘I realised that the only
way I was going to get anywhere was by joining
the groups available to me.’

Mike’s challenge to the idea of solidarity closely
reflects the tensions I witnessed between the
Critical and Community Psychology Conference
delegates. Within that particular collective, there
were people whose voices were heard more than
others. We all listened to presenters who were
mostly there by right of the kudos associated
with their names. The gathering also had that
quality of solidarity being illusory, with obvious
divisions between ‘critical realists’ and ‘social
constructionists.’ There was also uneasiness
about people becoming too comfortable and
safe in the realms of a kind of communal sub-
version. Rather than becoming settled in this
cosy place, Mike urged us to put our energies
into involvement with groups outside of psy-
chology, helping people like him promote
change at higher levels. For example, instead of
adding to the bulging research evidence on
poverty and health inequalities, we could put lob-
bying groups in touch with the existing research.

Our interest in solidarity was mainly expressed
in terms of how difficult it sometimes is to be
critical of mainstream ideologies. We were in-
terested in the solidarity among ourselves, not
in the potential power of the solidarity of those
people we were sharing photographs of, those
people experiencing poverty.  We were just vis-
iting and, like most tourists, we had money in
our wallets. Mike arrived at the conference
without a penny in his. 
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Mobility of clinical psychologists
The following clinical psychology departments have indicated that they are willing 
to be approached with enquiries about vacancies which may arise over the next year.
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The gene illusion: Genetic research in 
psychiatry and psychology under the
microscope
J. Joseph
PCCS Books, 2003, £18.99
Next time you are engaged in the age-old nature/
nurture debate, get this book off the shelf.
It will be particularly useful if you or your
opponent cites twin/adoption studies to sup-
port the genetic basis of mental distress.

The subject area is complex and fortunately
each chapter can be read as a stand-alone text.
However, this is startling reading for those who
assume the pre-eminence of genetic theory.
Joseph is refreshingly bold for a clinical psy-
chologist, stating: ‘I call for the re-opening of
the debate on the role of genetics in schizo-
phrenia and other psychiatric disorders.’

There follows a lucid account and detailed
analysis of the validity of the theoretical assump-
tions on which genetic research is based. While
it is clear that his criticism extends to research
findings, Joseph examines the process of re-
search and demonstrates that it is seldom more
than a statement of the investigator’s beliefs.
What is so useful about Joseph’s account is his
insistence on remaining critical of research
methodology.

Joseph takes his argument further, in ways
readers of Szasz will appreciate, as he considers
how genetic research can reinforce and shape
society’s response to mental illness. Of note, he
suggests that the failure to discover specific en-
vironmental factors for mental illness has led to
lazy and unscientific thinking in psychology and
psychiatry. Thus, disciplines that could be lead-
ers in the field are caught up in maintaining the
‘genetic’ status quo rather than examining their
professional assumptions.

Book Cover

Any human service professional can benefit
from reading this book, even if you only have
time for the chapter summaries which clearly
state the arguments against genetic theory ex-
trapolated from twin/adoption studies.

Denise Barulis

Post-traumatic stress disorder: Malady or
myth?
Chris R. Brewin
Yale University Press, 2003, £25
Post-traumatic stress disorder (PTSD) is a familiar
constellation of trauma-related symptoms, one
widely used in research and clinical practice. Yet
controversy surrounds the diagnosis.

People have questioned whether it even exists:
should our reactions to trauma be ‘diagnosed’
at all or simply regarded as normal? Is it a com-
pensation-driven diagnosis fuelled by the medico-
legal industry? Some heated debates have raged
around trauma and PTSD. Whether certain
trauma memories are recovered or false. Does
repression exist? Does EMDR work, and if so,
why? Is reliving essential to therapeutic recovery?
Does critical incident debriefing make people
worse? Underlying these clinical concerns lie
even bigger questions about the nature of
memory, how emotions are processed, what we
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know about the neurological substrate to
trauma and emotion, and how our sense of our-
selves is formed and reformed by experiences,
traumatic or otherwise.

It would be asking a lot of one person to ad-
dress all these questions, let alone attempt to
answer them. Yet Chris Brewin does so, and
does so with considerable success. Those who
know his work will not be surprised to find the
central core of his approach to trauma lies in the
dual representational model of memory, VAM
(verbally accessible memory) and SAM (situa-
tionally accessible memory) He is very persua-
sive that this dual model helps to resolve
anomalies in both experimental data and in the
way trauma is processed and treated. The ap-
parent paradox that trauma memories may be
‘vague or vivid, intrusive or quiescent, under or
out of control, and experienced in the present
or the past’ can be resolved if we postulate two
memory systems that are differentially affected
by high levels of stress, the vivid flashbacks being
experienced as still threatening via SAM even
though, by means of VAM, the person knows the
trauma is long over. It is an elegant and liberating
solution. It helps clinicians to understand better
why some people develop PTSD and others do
not. It has implications for what might or might
not work therapeutically with trauma victims.
Its elaboration is the great strength of this book.

Brewin also addresses several other crucial
and complex issues, such as whether PTSD
exists, whether it is or is not a specific response
to trauma, the role of identity change in trau-
matic experience, how much credence to place
on recovered memories and whether or not
memories can be repressed. He draws upon a
vast repository of knowledge, both clinical and
experimental, which he marshals with decep-
tive ease. He has written a wide-ranging, in-
formed, judicious and thoughtful analysis of
PTSD and the controversies that surround it. In
my view, this is the best book on trauma since
Judith Herman’s Trauma and recovery. It is
very different from Herman’s work, but I sus-
pect it may well have something of the same
long-lasting influence. I cannot recommend it
too highly.

John Marzillier

Book Cover

Working systemically with families: 
Formulation, intervention and evaluation
Arlene Vetere and Rudi Dallos
Karnac, 2004, £22.50
This is an important book that should have an
immediate appeal to clinical psychologists.
Arlene Vetere and Rudi Dallos are clinical psy-
chologists who are perhaps best known as
family therapists, although both are currently in-
volved in clinical psychology training courses.
The major aim of their book is to attempt to re-
orientate family therapy.

The book’s subtitle ‘Formulation, intervention
and evaluation’ makes clear that they feel that
family therapy needs to have a structured ap-
proach that utilises a broad range of knowledge
bases. This is perhaps a curious position state-
ment to adopt, but contemporary British family
therapy seems to be so dominated by narrative
approaches that I personally welcome a book
that is prepared to argue that we need to redis-
cover important traditions that the non-expert
narrative approach has (in expert fashion) curi-
ously succeeded in excluding from contemporary
family therapy. Their model offers an eclectic,
integrative approach that is not only ashamedly
pragmatic but also is able to absorb ideas derived
from social constructionism and feminism, and
from both cognitive and narrative approaches.
The significance of cultural and ethnic differ-
ences is also fully acknowledged, but at the core
of their approach is the assumption that ethi-
cally sound therapy must involve a continual
cycle of formulation-intervention-evaluation.

This cycle may, at first sight, seem to have an
expert model ring to it, but the authors insist that
their approach can only work if therapists and
clients are able to be genuinely collaborative. It is
no surprise to clinical psychologists that Kelly’s
original insight that all human beings are scien-
tists in the cornerstone of their stance but it is
worth emphasising that all facets of therapy are
open to collaboration; for example, within tra-
ditional clinical psychology formulation is the
expert task of the clinician, but formulation be-
comes much richer and therapeutically more
significant when both client and therapist con-
tribute to joint formulations.

The opening chapters of the book succinctly
summarise the essence of systemic thinking and
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explore the major models, but the key chapter
is undeniably chapter 3: ‘Systemic formulation’. It
is very successful in demonstrating how a broad
range of conceptual traditions can be mobilised in
order to arrive at a convincing multidimensional
formulation of a family problem involving a sui-
cidal teenager.

Their fourth chapter is a useful review of
process and outcome research; they explore
some key issues that clinicians need to keep in
mind when undertaking therapy. Ideally, I feel
that clinical examples should have been intro-
duced in order to illustrate how everyday clini-
cal work can be both influenced and informed
by research findings; for example, ongoing eval-
uation techniques can be utilised to check the
strength of the therapeutic alliance.

The final chapter gives a spirited account of
how an integrated model can both absorb im-
portant new ideas developing within the broad
church of family therapy and can be mobilised
to provide therapy for a wide range of client
groups.

Overall, this is a stimulating, thoughtful book
that will appeal to any clinical psychologist who
wants to find a way of undertaking therapy that
draws upon practitioner traditions that stress the
importance of formulation and evidence-based
intervention techniques. 

Andy Treacher

Existential therapies
Mick Cooper
Sage, 2003, £17.99
One can only applaud the bravery of an author who
gently sends up Kierkegaard’s wilful obscurantism
and cleans out the acrid smoke of Gualoises from
the room. With welcome clarity and sanity,
Cooper efficiently lays out the concepts, tech-
niques and directions adopted by several key fig-
ures in the broad field of existentially informed
psychotherapy.

In an excellent first chapter on philosophical
concepts, Cooper pointed out my ‘ontic’ from
my ‘ontological’; and I could see, behind the
long-words-with-dashes, the true resonance of
these ideas with real human and therapeutic
issues, dilemmas and goals. He then offers and
examines the views of Boss, Frankl, Laing,

Yalom, Van Deurzen, Cohn and others. And in
just a paragraph he explains Ernesto Spinelli’s
three ‘rules’ of phenomenology (bracket; describe;
equalise) better than I did in a whole thesis
chapter.

There are two criticisms that did present-
themselves-to-me. A latter chapter outlining brief
existential therapies narrowly escapes being for-
mulaic, and presents an infuriatingly complex
yet redundant diagram of a ‘wheel of existential
issues’. Second, by tidying up the shadows in ex-
istential philosopher’s texts for the benefit of
level-headed psycho-scientists, did Cooper un-
wittingly diminish their original intention to
strike new paths of thought with new chains-of-
words?

Alex King

Reflecting leadership: leadership for 
building a healthy society
edited by S. Denyer, L. Boyle, J. Wilde and U.
Hearne 
The Institute for Public Health in Ireland
Leadership (maxim follows) is doing the right
thing. Management is doing things right. The
NHS is heaving with people doing the latter.
Very occasionally, people do both and reap the
rewards. More often, doing things right (form
filling, covering your back, ensuring that targets
are met and so on) takes up so much energy that
people lose track of what the right thing might
be.

This is no less true of the clinical world than the
many worlds beyond it. Procedures and protocols
are followed; patients get no better. Services an-
nounce time keeping targets (e.g. professionals
will aim to keep within 20 minutes of appoint-
ment times), and everyone is almost 20 minutes
late (except patients – who are not set these
standards).

Any book on leadership that includes Gillie
Bolton in the driving seat is going to be a mix-
ture of creative writing and collaborative effort.
Reflecting leadership fits the mould. The con-
tributors reflect on their experiences of leader-
ship via poems, autobiographical pieces,
photographs, stories and polemics. All attended
a leadership programme developed by the
Institute of Public Health in Ireland. The book is
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a model of good editorial and production values.
It includes photographs of all 20 contributors,
carefully chosen epithets from the great and
good, fine illustrations and much food for
thought. Perhaps the NHS could take note.

Craig Newnes

Personal construct perspectives on forensic
psychology
edited by James Horley
Brunner-Routledge, 2003
‘Homicide may be regarded as a constrictive act
if seen as an attempt to remove permanently
from the perceptual field an individual who
causes one to experience inconsistencies in con-
struing’ (p.25). Sure, pal, tell that to the mother
who wanders the Yorkshire moors searching for
a tiny grave, anything, to make sense of evilness.

Never trust anything in inverted commas. The
‘credulous approach’ advocated by Personal
Construct theorists (PCT) is relativistic psychol-
ogy at its most scientistically anaemic. The per-
vert (sic.) as a ‘role’ indeed. This kind of cynical
distancing of motive from act allows David
Winter, an eminent contributor, to provide the
mentally disordered and detained Ian Brady
with a professional platform to espouse his es-
pecially noxious ravings (Brady, 2001). Instead
of locating Peter Sutcliffe’s violence as an out-
come of paranoid delusions, Brady – effectively
as a co-researcher – is given a PCT leg-up, and
insane acts are passed off as ‘slot-rattling’. Tell
that to the good people of Soham. Perhaps I just
do not understand. I hope not.

PCT is piously opposed to the hegemony
of that horrible thing, the biomedical model. In-
herency is posited as an antonym to responsibil-
ity and choice.

The distinction of these classes of concepts is
clearly more elusive that one thinks. I always
thought that height-variance was largely accounted
for by heritability, but that you were still ex-
pected to take responsibility for ducking
through low doorways. Obviously not.

And another thing: if one rejects diagnoses as
an ideology then do not blithely refer to reper-
tory grid research on psychopaths when it suits.
And go on to describe PCT as a technically
eclectic approach (Arnold Lazarus’s term, actually)

based quite explicitly on a diagnostic assessment.
CBT-based anger treatment is misrepresented as
having ‘a negative view of anger’ (p.37). All CBT
approaches based on Ray Novaco’s model em-
phasise the normalisation of anger. It is claimed
that there is ‘no generally accepted theory of
sexual abuse’ (p.55). Try David Finkelhor.

Why not just admit it? PCT is an unproven
shadow of CBT. As if in confirmation, the final
two chapters explicitly describe CBT perspec-
tives on offender treatment in the community
and prison. Then, having paradoxically con-
ceded that there is ‘almost no direct data to sup-
port (PCT as opposed to CBT) efficacy’, one is
exhorted to uncritically accept the ‘indirect evi-
dence’ (p.189) for establishing PCT programmes
for offenders. Great read.

Bruce Gillmer
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The impetus for this survey is the consultation
document ‘Funding learning and development
for the healthcare workforce’ (Department of
Health, 2002) that charged the Workforce
Development Confederations (WDCs), who
fund and manage all training for allied health
professionals and clinical psychology, with the
task of developing standard contracts, bench-
mark prices and a new system for placement
support. The consultation processes are in pro-
gress, and the various committees are due to re-
port their findings by Summer 2004. Inevitably,
the result will be a move towards greater stan-
dardisation of the financial inputs to training. 

At the same time the Department of Health
(DoH) is implementing a radical new pay and
conditions structure for all NHS employees,
called ‘Agenda for Change’ (Department of
Health, 2003), that will affect all NHS employed
staff. Currently the British Psychological Society,
together with the relevant trades union AMICUS,
is in discussion with the DoH around the grading
of job profiles for applied psychologists ranging
from Psychology Assistants to Heads of Service. 

Both these initiatives have implications for
clinical trainees, staff employed on training
courses and the funding of postgraduate applied
psychology training within the NHS. Currently,
a national benchmark is being established for
clinical psychology postgraduate training. Since
staff salaries account for around 80% of most
programme budgets, the ratio of staff to students
is a major determinant of both adequate resourc-
ing to the programmes and to the costs making
up the financial benchmark. Moreover, it is un-
certain what the impact of Agenda for Change
will be on the salary costs of staff on programmes.
Those staff who are NHS employees will need to

be assimilated on to the new job profiles and
where appropriate will be subject to job evalua-
tions. Consequently, any salary changes due to
Agenda for Change will have a significant
impact. Staff employed via their university may
also face substantial rises in salaries due to the
impact of the new NHS consultant contracts on
clinical academic salaries (Department of Health,
2003). Although it is currently unclear how clin-
ical psychologists with honorary consultant con-
tracts fare within these new arrangements,
there is a potential for increased salary costs, es-
pecially if seen in conjunction with impact of
Agenda for Change on their NHS-employed
work colleagues.

Against the background of these two major
developments, this survey aimed to obtain in-
formation about current practices, particularly
in relation to staff employment, to be used to
inform the consultation process and to make
projections about likely impacts. In particular,
we wished to sample and survey the range of
trainee:staff ratios to support clinical psychol-
ogy postgraduate education and to ascertain the
range of employment practices and contracts
adopted for staff. However, before discussing
the survey itself, it might be helpful to outline
some of the historical reasons for the variation
in employment conditions. 

The present organisation of training pro-
grammes owes much to the National Health
Service and Community Care Act of 1990 that
set the stage for an explicit process of contract-
ing between health authorities and Higher
Education Institutions (HEIs) for the purchasing
of health education programmes, including clin-
ical psychology training. The health service side
of this process is managed by the Workforce

DCP Update

Employment of clinical psychology training
staff
Reg Morris and Graham Turpin report the results of a national survey
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Development Confederations. The years after
1990 saw many health training programmes, in-
cluding those which had been ‘in-service’ NHS-
based programmes, integrated into HEIs. Staff
engaged in nursing training and the other allied
health professions were generally TUPEd
(Transfer of Undertakings Protection of Employ-
ment) across from their posts on NHS training
programmes to posts in the HEI’s.

But despite its success for other professions, the
integration of staff on psychology programmes
into HEIs was hampered by two factors. First,
NHS clinical psychologists’ salaries were higher
than those of lecturing staff in HEIs . Second,
many psychology departments in HEIs had high
research ratings which would have been damaged
by an influx of less research active academic-
clinicians. Consequently, the HEIs seconded the
majority of psychology training programme staff
from the NHS instead of TUPEing them into HEI
posts, thereby avoiding direct comparisons with
lecturers’ pay; moreover, these staff did not count
against departments’ research evaluations. 

Secondments have two disadvantages, how-
ever. First, staff employment rights under the
1996 Employment Rights Act remain with the
NHS Trust. In the event of dispute with the HEI,
the staff member’s only recourse under the Act
is to the NHS employer. The employer may have
limited ability to influence the HEI’s position
and in many cases will be unable to provide suit-
able alternative employment. Consequently,
AMICUS, who represent many staff in such
posts, recommend employment by the HEI where
training is the main part of a person’s employ-
ment. Second, secondments reduce the owner-
ship of the programme by the HEI, and because of
this most HEIs employ some clinical-academic
staff on University contracts. This made it neces-
sary for them to engage after all with the issues
of research activity and salary differentials.

Staff employed full-time by universities also
reveal a range of employment conditions. Some
are employed on non-clinical scales, alongside
their many colleagues within traditional depart-
ments of psychology. These might be in either
pre- or post-1992 universities. However, for
many years clinical psychology courses have
also been established within medical schools
and particularly departments of psychiatry or

behavioural sciences. This has led to a sizeable
number of staff from clinical psychology train-
ing courses being employed on the clinical aca-
demic scales used for clinically qualified
university medical staff. Pressures to pay clini-
cally equivalent salaries have arisen due to the
difficulties experienced by courses in recruiting
clinical academic staff (Thomas, Turpin & Myer,
2002; Turpin, 2003).

At the outset of the survey we expected that
training courses with origins in universities and
those developed from in-service schemes would
have quite different practices, and that the HEIs
would have negotiated highly individualised
contracts with the workforce development con-
federations to provide funding for their particu-
lar solutions. Depending on the staffing models
used, programmes will be more or less vulnera-
ble to national benchmark standardisation and
the implementation of Agenda for Change.

Method
Using the Group of Trainers’ email list, we con-
tacted all 28 established training courses in
England, Scotland and Wales between
September and December 2003 requesting in-
formation about staff numbers, modes of em-
ployment and payment and also staff seniority
and grading. Non-responders were followed up
three times by e-mail. These data were then
combined with existing data on trainee intakes
to compute staff-trainee ratios. The final total re-
sponse was from 23 (82%) programmes, and of
these 17 provided full information about staff
whole time equivalents (WTEs) which enabled
the calculation of staff-trainee ratios. Where ap-
propriate, separate figures have also been calcu-
lated for English courses only. 

Results
Extrapolating from the 22 courses that provided
total staff numbers, it is estimated that there are
130 (47%) NHS employed staff and 143 (53%)
HEI staff on the 28 training programmes. Table
1 shows how the percentage of NHS and HEI
employed staff differ across the programmes.

Discussion
Given the different origins of training pro-
grammes we expected that there would be



Table 1. How staff are employed

Number of 3 2 5 6 5 2
programmes

Percentage of 0 1–25 25–50 51–75 76–99 100
HEI-employed staff
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marked variation in the proportions of NHS- and
HEI-employed staff. This was indeed the case, as
Table 1 shows. Agenda for Change will have
little or no direct effect on those programmes
with 100 per cent HEI employments, but may
have major implications for programmes with
100 per cent NHS staff. Nevertheless, other fac-
tors such as benchmarking and the new NHS
Consultant Contract might impact on HEIs
which employ all staff outside of the NHS.

The trainee:staff ratios show a similarly wide
range, possibly reflecting permeable boundaries
between organisations and programmes. There
are frequently ‘hidden’ contributions by NHS
staff working for the programme (e.g. in organ-
ising specialty teaching, placements or marking),
and some HEI faculties and departments have
developed links between training programmes
and HEFCE funded courses. For example, acad-
emic staff employed to teach undergraduates and
research postgraduates may provide research
supervision and teaching, and training pro-
grammes often provide clinical psychology
teaching for HEFCE undergraduate programmes.
Nevertheless, we believe that an SSR of around
1:8 is reasonable given the postgraduate doc-
toral nature of the training. For example, during
years two and three, trainees are required to
conduct a research thesis under staff supervision.
This means that with staffing ratios of around
1:8, a member of university staff might be in-
volved in the collective supervision of around
6–10 postgraduate students depending upon
how supervision is organised and the numbers
of additional supervisees (e.g. PhD students).
Given HEFCE guidance on numbers of research
students per supervisor (HEFCE, 2003), we would
like to suggest that a SSR of 1:8 is the very upper
limit that is acceptable. For courses that employ
academic and clinical tutors in different roles
and on separate pay-scales, it might be more
useful to calculate separate SSRs for these staff. 

We would also wish to stress that our method
of calculating SSRs was quite crude and that
HEIs have numerous different formulae (e.g.
ENB, 1994). One issue is whether clinical sessions
(which are required of all clinical psychology
course staff) are paid for separately or are pro-
vided under an honorary contract. More de-
tailed research might be required if these
variations in calculating SSRs are considered im-
portant. Similarly, courses in Scotland and Wales
were omitted from this analysis due to their
somewhat different funding models. Indeed,
one of these courses employed some field su-
pervisors on the university contract, giving a
ratio of 4:1. It is noteworthy that the present
survey did not include placement supervisory
input to training, nor the lecturing time given by
NHS-based teachers not employed by the pro-
grammes. It is salutary to consider what the true
staffing ratios would be if this element were to
be included.

Given the very rapid expansion of clinical psy-
chology training in recent years, it is notewor-
thy that most programmes have a majority of
staff with senior appointments at Senior
Lecturer, B Grade or above. It may be that the
increased numbers of trainees on training
courses have not been matched by a propor-
tionate number of appointments at junior level,
and that trainee:staff ratios have risen.
Alternatively, the relative seniority of staff may
reflect a tendency for all training appointments
to be at senior level, reflecting the exceptionally
high levels of skill and experience required to
train others (Division of Clinical Psychology,
2001).

Table 2. England – trainee:staff ratios

Range 5.9:1 to 1.3:1

Mean 8.5:1

Median 8.8:1
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Table 4 shows a diversity of approaches to the
payment of staff. Only a minority of pro-
grammes use HEI academic lecturer scales. The
most commonly used payscales are the clinical
academic payscales which are nationally negoti-
ated payscales encompassing medical practi-
tioners. It is noteworthy that Nursing,
Midwifery and other AHPs are currently negoti-
ating with the WDCs for clinical academic
payscales for their training staff (Sanders, 2003).
One of the two courses using only non-clinical
academic payscales commented that staff
turnover was high and that they were seeking
an alternative.

In conclusion, the survey revealed a diverse
range of solutions to the problems presented by
the employment of clinical psychologist on HEI-
based clinical psychology training programmes.
Many will feel that this as a healthy state of af-
fairs and reflects the ways in which programmes
have individuated to meet local and national
needs in partnership with their provider health
services. However, it is inevitable that bench-
marking will produce a higher degree of stan-
dardisation in the funding input to programmes,
and that Agenda for Change will simultaneously
increase the salary costs of NHS staff. It will re-
quire sensitive implementation by the WDCs
and creativity and ingenuity on the part of the

programmes and HEIs to retain the particular
strengths of individual programmes in the face
of fiscal standardisation. Transitional arrange-
ments around national benchmarking and the
implementation of Agenda for Change will re-
quire careful consideration. At the same time
there are opportunities to review methods of
employment to increase employment security
for staff and to reduce unnecessary staff
turnover.

References
Department of Health (2002) Funding learning and
development for the healthcare workforce:
Consultation on the review of NHS education and
training funding and the review of contract bench-
marking for NHS funded education and training.
Leeds: Department of Health. www.dh.gov.uk/
PublicationsAndStatistics/Publications/Publications
PolicyAndGuidance/PublicationsPolicyAndGuidance
Article/fs/en?CONTENT_ID=4006543&chk=pl2XAx

Department of Health (2003). Terms and conditions
– Consultants (England) 2003. London: Department
of Health. www.dh.gov.uk/PolicyAndGuidance/
HumanResourcesAndTraining/ModernisingPay/
ConsultantsContracts/ConsultantsContractsArticle/fs/
en?CONTENT_ID=4051508&chk=qVKz1K

Department of Health (2003) The New NHS pay
system: An overview. London: Department of Health.
www.dh.gov.uk/PolicyAndGuidance/HumanResources

Table 3. Grading of staff

Number of 0 0 7 11 1 1
programmes

Percentage of senior 0 1–25 25–50 51–75 76–99 100
staff (B grade senior 
lecturer or above

Table 4. Payscales used for staff

Type of payscale Number of programmes

HEI salary linked to NHS psychologists’ pay 1

NHS psychologist payscales paid to staff with HEI contracts 2

Academic payscales only 2

Academic payscales with clinical supplements 1

Clinical-academic payscales 13

University management payscale 1



Clinical Psychology 38 – June 2004

59

AndTraining/ModernisingPay/AgendaForChange/fs/en

Division of Clinical Psychology (2001). DCP guidelines
for CPD. Leicester: BPS

English National Board for Nursing, Midwifery and
Health Visiting (1994). An investigation into staff:stu-
dent ratios in nursing and midwifery education.
Research Highlights, October, 1994.

Higher Education Funding Council (2003) Improving
standards in postgraduate research degree pro-
grammes. Formal consultation. www.hefce.ac.uk/
Pubs/hefce/2003/03 23.htm

Sanders, C. (2003). Academic pay could link to NHS

scales. The Times Higher Education Supplement, 14, 4.

Thomas, G., Turpin, G. & Myer, C. (2002). Research

training in clinical psychology. The Psychologist, 15,

6, 286–289.

Turpin, G. (2002). Fostering clinical research. The

Psychologist, 15, 10, 505–506.

Address
Dr Reg Morris, Clinical Psychology, University of

Bristol Campus, 29 Park Row, Bristol BS1 5NB

The Society held examinations in November
2003 for the Autumn diet of examinations for
the Statement of Equivalence in Clinical
Psychology. The Board of Examiners in Clinical
Psychology met after these examinations to ap-
prove the awards of Statements of Equivalence
and to discuss procedural issues.
A total of 27 candidates have been awarded the
Statement of Equivalence since the Spring 2003
diet of examinations. This number includes
those candidates who were not required to
attend for viva. They are now able to practice as
qualified clinical psychologists within the UK.
This means that the Society is still responsible
for the entry of a large number of people into
the profession. It is envisaged that this level of
function will continue for the foreseeable
future.

Recent developments
Mindful of the transition in doctoral pro-
grammes in clinical psychology to competency-
based training and evaluation of training, the
Board of Examiners appointed a working party,
led by Malcolm Adams, to revise the Statement
of Equivalence regulations accordingly. This
work has been completed and we are in the
process of seeking ratification before introduc-
ing the new regulations.

The role of the Chief Examiner and the related
issue of whether the Statement of Equivalence

requires the input of an external examiner has
also been much discussed. The Board of
Examiners commissioned Dr Jan Burns to carry
out an external validation project to ascertain
whether an external examiner is required. The
project is now complete and recommendations
for the appointment of an external examiner were
made. Dr Burns also found that marking standards
were equivalent to those current in doctoral
training programmes. The Board of Examiners
will shortly appoint an external examiner to
add to the extensive safeguards already in place
to ensure these standards continue to be main-
tained.

In response to requests and feedback from
candidates, the Board has decided to allow split
submissions of work for the first time. This is to
allow for learning from feedback in the course
of completing the Statement of Equivalence.
Only two sets of submissions will be allowed,
and candidates are advised to contact the
Examinations team for details of how to make a
split submission.

Coordinators of Training are reminded that it
is often helpful to contact the Chief Examiner
directly in the case of queries or dissatisfaction
on the part of candidates. By this route clarifica-
tion and assistance can often be provided which
will avoid the need for lengthy formal appeals,
although this will not remove the candidate’s
right of appeal if necessary.

The British Psychological Society Board of Examiners in

Clinical Psychology

Report of the Chief Examiner: Autumn 2003



Reflections on SoE work submitted recently
■ Extended essays
Candidates are required to write up to five
essays according to their requirements as set out
by the Committee for Scrutiny of Individual
Clinical Qualifications. The essays are generally
well written and cover a broad range of topics.
Candidates should ensure that their essays di-
rectly answer the essay question. Candidates are
reminded of the importance of ensuring that the
presentation of the essays follows the Society’s
Style Guide and to take care not to include ty-
pographical or referencing errors. Double spac-
ing is required for all submissions. Candidates
should ensure that their essays have a clear and
logical structure. Candidates answering essay
questions on professional issues need to re-
member to become familiar with and cite,
where appropriate, the Society’s Code of

Conduct and the Division of Clinical Psychol-
ogy’s Professional Practice Guidelines. Profes-
sional Issues essays should particularly address
the relevance of all legislation and codes of prac-
tice to the work of a clinical psychologist, rather
than simply professionals in general.

■ Reports of clinical activity (RCAs)
Over the period covered by this report, the ma-
jority of RCAs submitted were found to reach
acceptable levels. A minority of submitted RCAs
was referred for resubmission at a future diet of
examinations. The RCAs cover a range of work
and many are well written and presented. Some
are of an extremely high standard. Candidates
are strongly advised to seek the support and
guidance of their supervisors and/or Co-ordina-
tors of Training when writing up their RCAs and
before submission of the work. This should in-
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Applications are invited for the post of National Assessor
National Assessors aid in the recruitment and selection of candidates to Senior and Consultant Psychologist
posts in health and social care. National Assessors are currently sought for the following geographical and
specialist areas:

■ Northern Ireland – all specialities

■ West Midlands – all specialities

■ Wales – all specialities

■ Trent – Adult Mental Health and Medical/Surgical Services

■ Substance Misuse and Addictive Behaviour

■ Primary Care

■ Forensic

■ Child and Adolescent Psychology – including paediatric psychology and paediatric neuropsychology

Training and workshops are arranged regularly, to build skills and update on relevant issues.

Any Grade B Consultant Applied Psychologist (or equivalent Professor/Senior Lecturer grade) with a
minimum of five years’ experience in that grade may apply to become a National Assessor. As well as
contributing to maintaining the high standards of the profession, National Assessors will enjoy CPD and
networking opportunities and the opportunity to develop their professional skills. 

National Assessors are expected to attend at least four assessments a year, and at least one training and
network day. Further information on the role of National Assessors is available in the document Recruitment
and Selection to Senior and Consultant Psychologist Posts in Health and Social Care available from the
Society office or to download from the website at www.bps.org.uk/sub-syst/dcp/clin_assessor.cfm.

An application form can be downloaded from the website at www.bps.org.uk/sub-syst/dcp/index.cfm or
requested from Gwen Ward, DCP Secretary (Tel: 0116 252 9517; e-mail: gwewar@bps.org.uk).



clude seeking advice on the suitability of the
case for examination and the reading of drafts
prior to submission. Candidates need to ensure
that the case they present is representative of
clinical work carried out in the speciality being
examined so that their competence with the
client group can be properly assessed.
Candidates are reminded that any identifying in-
formation about the clients who are the subject
of the RCA, as well as other professionals or in-
stitutions, must be permanently removed so that
the client cannot be identified in any way.
Correspondence from the candidate relevant to
the RCA should be included as an appendix. It is
not necessary to include blank assessment
sheets and care should be taken not to breach
copyright by photocopying commercially avail-
able assessments. Candidates need to ensure
that the presentation of the RCAs follows the
Society’s Style Guide and that the structure and
content is consistent with the outline described
in the Regulations for the Statement of
Equivalence in Clinical Psychology. Double
spacing is required for all submissions.
Candidates need to make theory-practice links
explicit within the RCA and must demonstrate
that they have critically reflected on the work
carried out. This should include a consideration
and discussion of any professional and ethical
issues raised by the case described. Candidates
should sign themselves ‘trainee clinical psychol-
ogist’ or ‘clinical psychologist undertaking UK
accreditation’ in all correspondence undertaken
in the course of work done for the Statement of
Equivalence.

■ Small scale research projects and dissertations
Candidates are strongly advised to discuss their
small-scale research projects and dissertations
with their research supervisors and to ensure
that the material is reviewed by the supervisor
thoroughly prior to submission. Candidates
should pay attention to the presentation of their
work making sure that they follow the Society’s
Style Guide. Double spacing is required for all
submissions. They should also ensure that their
research has a sound methodology and that the
work has a coherent structure and flow. Audit
projects or similar work which may be carried
out to support service development within a de-

partment is often very suitable material for a Small
Scale Research Project.

Concluding comments
I would like to thank Dr Laura Golding, Chair of
the Board of Examiners and Dr Clive Reading,
Registrar, for their advice and support. Thanks
to all members of the Board of Examiners, to
Helen Clark, Examinations and Awards Officer,
Denise Keen, Assistant Examinations and Awards
Officer, and Philippa Read, Examinations Secretary.

Dr Fiona Kennedy
Chief Examiner, Board of Examiners in Clinical

Psychology

9 March 2004
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NATIONAL SPECIAL INTEREST GROUP IN

PSYCHOSOCIAL REHABILITATION AND

TRENT REGION DCP

Naughty or NICE?
The guidelines for

schizophrenia
Duncan Macmillan House,

Nottingham; Wednesday 23 June
2004

Speakers: Prof. Philippa Garety, 
Dr Mayuri Senapati

The speakers in the morning will be
followed by facilitated group discussions
on aspects of the NICE guidelines.
Delegates are invited to bring along
posters detailing any responses to the
NICE guidelines within their own
service.

Fee: £30 per person.

If you would like to attend, please
complete the form that was included with
the April Clinical Psychology or contact
Jenny Poole on 0115 969 1300 ext. 40522.



April 19
Reading Birth to Five from NHS (free). Section
on rights and benefits good. We can claim
£16.05 per week for first child and £10.75 for
rest. This makes Tim worth over 60 quid a
month and the twins 80 odd between them. Ask
Alison what would happen if people have
twins first. Are they both a ‘first child’? A gets
her patient, glazed look and says, ‘One always
comes out first, Felix.’

April 23
Pub with Nigel and Graham. G says he’s sure
that there are recorded instances of twins being
born simultaneously but Alison is much too
organised for that. G getting tired of teenage
advice columns. Can’t believe the sheer weight
of advice out there. Must say I prefer it.
Remember dad’s advice on getting a job: ‘Take
the first one that pays more than you deserve and
stick to it.’ Nowadays kids like Tim can spend
hours surfing for tips on work, relationships –
even depression. Say this to N and G. Blank stares.
G says he visited a psychology site via a depres-
sion questionnaire and all the advice was clearly
written by someone with hidden shallows. Most
of it basically said, ‘You’re sick, but don’t worry,
visit me in Harley Street and you’ll soon be better.’

May 2
Everyone out for lunch at pub. Graham has a
new job. Treating us all. June says she visited
Who Men Secretly Fancy on AOL. Apparently
AOL men secretly fancy Charlotte Church,
Hilary Clinton and that woman who played
Margot from The Good Life. Nigel says he doesn’t
think Charlotte Church holds a candle to
Charlotte Rampling. Wonder if they’re related?
June says that AOL tells us the Sexiest British
Male is either Orlando Bloom or David Beckham.
Alison and J go into huddle. Orlando gets the vote.
Graham looks disappointed. Maybe he was third.

May 5
Clin psych asked about twins. Told her about
benefits and sexiness conversation. CP asked if I
felt sexy. Long silence.

May 12
Clin psych started with same question as last
week. Bloody woman must take notes! Said that
feeling sexy was OK, but if I preferred not to dis-
cuss it…

May 18
Tomorrow big day. Aim to hit CP with sex stuff.
Hope A is in the mood.

May 18 (later)
Doused in Passion de Lui. A started coughing,
Then asked if I had spilt the bottle. Hope dreams
come up with the goods. Could tell CP about
recurring dream with Penelope Keith. Must re-
member to vote on AOL next time.

Felix Q.

Self-help

Short Stories
Got something to say to the profession

but it won’t stretch to 2000 words? Then
Short Stories 4 is the ideal CP special

issue for you.

We are looking for 20 short articles
(about 500–700 words) with stories to

tell, points to make or questions to ask.

If you are not sure of the appropriate
style, then look at Short Stories 3 (CPF

July 1998) or e-mail Helen Jones on
elenjones@tiscali.co.uk or 

Simon Gelsthorpe on
hermanewtix@hotmail.com
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The term ‘mental illness’ must eventually go if
we are to leave the field of psychiatry, which
seems both morally and intellectually corrupt.
(Being understood and accepted by narrow-
minded colleagues is certainly comfortable, but
looks to me like a Faustian bargain.) The moral
corruption is clear, but it is the corruption of sci-
ence and common sense that is most disturbing,
especially in those psychologists who extol the
usefulness of holding on to the term ‘symptoms’
when referring to confusion, anxiety, terror,
depression and other basic emotions highly
adaptive to the human species.

Mental illness suggests breakdown, deficit and
a passive being who is simply buffeted by the
slings and arrows of outrageous fortune. Yes,
people are oppressed, but what we see in our
offices (far away from the events and sources of
real economic, political and religious oppression)
are the results of how people have responded to
the oppression.

The psychoses we speak of are not break-
downs but attempts to breakout, to escape from

the unbearable pain of  both interpersonal
and intrapersonal conflict, threat, blackmail and
deception. 

Read John Modrow’s book The Making of a
Schizophrenic and realize that his psychosis
was of his own making as he tried to make sense
of and deal with the assaults on his common
sense, his identity etc. His ‘schizophrenia’ was
the end result of an adaptive process in which
he used desperate means to deal with desperate
situations. Schizophrenia was the best he could
do under the circumstances in which he found
himself and given the skills in his possession. He
broke out and later broke through to a better psy-
chosocial space from which he found himself.

I am a psychologist, not a medical doctor, and
I will never use medical terms again unless they
refer to real medicine, and never again play phony
doctor of sick minds in a clinic, hospital or any
other venue dominated by  fake medical terms
such as ‘diagnose’ (read ‘morally label’), ‘treat’
(read ‘educate’) or ‘symptoms’ (read ‘human
emotional reactions to real-life situations’).

Of course I am being hypocritical since I have
just retired from my college and hopefully will
never have to earn a living again. (Today I have
been told that I will no longer be permitted to
teach abnormal psychology because the nursing
programme wants students to be exposed to a
‘real’ and traditional course using a standard
textbook.)

Am I bitter after 36 years and the fact that I am
the only published scholar in my department
who teaches a critique of the DSM?

At least at this moment, you bet your ass I am.

Larry Simon

Larry Simon is Professor of Psychology at
Kingsborough Community College, City Uni-
versity of New York, maintains a private prac-
tice of psychotherapy, and is the author of
Psycho‘therapy’: Theory, practice, modern and
postmodern influences, published in 2000 by
Praeger Books.
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States of Mind
A bi-monthly look at the US mental health system

Positive Perspectives
on Ageing

PSIGE Annual Conference 2004
7–9 July 2004; Durham

Keynote speakers
Prof. Ivy Blackburn
Prof. Tom Kirkwood

For an application form please visit
www.psige.org.uk or ring Procon on

01423 564488.




