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This book is dedicated to the thousands of women and girls who have messaged me, written to me, called me, and met with me over the past twelve years to tell me of their experiences of being labelled, discriminated against, and diagnosed with psychiatric disorders. Every single woman or girl was abused or harmed by someone or something, and yet, they were told that their trauma and distress was part of a mental illness that needed to be treated or cured.


I am exceptionally privileged to have learned so much from so many of you; your experiences have shaped my priorities and my passion going forward. I will not stand down, or stand aside, whilst I know that so many of you are still being told that there is something wrong with you.


Thank you for trusting me with your lives, your stories, your innermost thoughts, and your fears.


I hope this book goes some way to challenging and changing the way women and girls are treated and portrayed.
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Foreword



Psychiatry is the patriarchy with a prescription pad, and a pen full of ink.


Mark my words, there are only a handful of people on this earth who truly understand psychiatry, psychology and mental health to be what they really are, tools of female oppression – despite there being millions of women and girls impacted by their power of pathologisation.


By the end of this book, I will have changed the way you see women and girls’ mental health forever.


* * *


This book has been burning away inside my brain for years.


Getting it all out, writing it down, and sharing it with the world is a mixture of relief and fear.


Relief because, I know as those years have passed, I’ve noticed more and more professionals have come to question the pathologisation and labelling of women and girls, which has been reassuring, to know that I’m not alone.


Fear, because alongside a growing critical movement, there is a growing pro-disorder movement which has been deliberately constructed to encourage and support the diagnosis and pathologisation of women and girls. Every single time I’ve tried to speak out about it, I’ve been ridiculed, harassed, silenced and threatened. A woman questioning systemic pathologisation is like a red rag to a bull for so many people.


This book won’t make for comfortable reading for anyone, though. But the question I am going to pose is:


Why are we deliberately pathologising, sectioning, labelling and medicating women and girls around the world?


It is now commonplace for women and girls who report rape, abuse, distress, or trauma of some sort to be quickly diagnosed with a range of psychiatric disorders, medicated and then discredited. This practice is not specific to the UK, and women from all over the world write to me every day to ask me for help. The emails are heartbreakingly similar – so similar that they could have been written by the same woman over and over again.


They are the types of stories and experiences I am going to share with you in this book, and explain how women and girls are being convinced that they are mentally ill – and why this is so intrinsically linked to objectification, sexualisation and misogyny.


I have several reasons for writing this book, and causing the debate that will no doubt follow. I have been both the woman who is pathologised, and the professional working with women who are pathologised. The only position I have never taken up is of the professional who pathologises women and girls. This is something I will be eternally grateful for, although I am unsure as to why I was never sucked into the misogynistic culture of my fields and my studies.


Throughout my education at school and university – and throughout my socialisation as a woman in the world – I have been sold the same lies and misinformation about women’s mental health as everyone else has. But for some reason, I wasn’t buying it.


Maybe it was because of an incident in 2009.


It was a sunny, early morning on the day two police officers knocked at my front door. They had woken me up with a phone call thirty minutes earlier, to tell me that they were coming over and needed to speak to me. I had been waiting months for this day.


The day we finally got the court date for the trial of the man who had raped, abused and terrified me for five years.


As a teenager, I had become pregnant by him twice. The first time had resulted in a miscarriage after he pushed me down a flight of stairs. The second time (only a couple of months later) resulted in me having a baby when I was seventeen years old. The case had been horrendous, and I had been ignored for months at a time. Every time I tried to get in touch with my police officer, he told me that they were just waiting for the trial date to be set. I found out later that he had written on my notes that I was a ‘tattle tale’.


A ‘tattle tale’ for ringing the police when I was being beaten up, threatened and abused.


A ‘tattle tale’ on the day he kicked my front door in and said he was going to kill me.


A ‘tattle tale’ for ringing 999 as I lay on the floor with a dislocated shoulder and torn neck, frantically clinging on to my baby as I was thrown across a dining table.


I had been waiting for fourteen months for a trial date, and I was often treated like a nuisance by the officers in the case. Throughout those long and frightening months of waiting, I had been stalked, harassed, threatened, beaten up, my social media had been hacked and I lived in fear of my life every single day. I moved forty miles away from where I grew up, in an effort to stay safe and undetected. I had a one-year-old child from the rapist and I was trying to protect my child with everything I had as an eighteen-year-old woman, which wasn’t much more than sheer determination.


The police officer in my case was stood at the door with a woman I had never seen before. I assumed it was good news and we were finally going to trial. They sat on the little faux leather two-seater and the male officer quickly said what he had come to say:


The case had been dropped. The bail conditions had been dropped.


At that time, they were two of the most terrifying things I had heard come out of someone’s mouth for a long time. Not only had the entire case of thirteen charges been dropped, but they had removed all bail conditions that were barely protecting me as it was.


I, of course, burst into tears.


The officers then did something rather peculiar, and something that will stay with me for the rest of my life.


They reached into their bag and pulled out a leaflet on mental disorders and medication. A purple trifold leaflet about personality disorders and bipolar disorder. The woman whom I’d never met smiled pitifully at me, and started to explain gently to me that the police thought I was mentally ill, and would benefit from medication.


I was a feisty, inquisitive eighteen-year-old and I instantly challenged them on why and how they thought I was mentally ill, especially as one of them hadn’t seen me for fourteen months, and the other hadn’t seen me before in her whole life.


They explained that they felt I had become ‘obsessed’ with the trial and the case, and that I was ringing the police too often to report harassment and death threats from the perpetrator. They said that they had apparently met the perpetrator every month as part of his bail conditions and he ‘seemed a good guy’, and that it was clearly me with the issues.


I told them that I had kept all the forty-seven text messages detailing the death threats, and that I had managed to record some voicemails he had left me. I told them about the men he had sent to my house to attack me, and the way I had hidden under the table with my baby when they came banging on all of the windows and doors to get in.


They suggested that maybe those things didn’t happen, and I needed help. They wouldn’t look at the text messages or listen to the voice-mails. They had lost interest in me, and had started to regard me as a mentally ill teenage girl.


It was one of those moments in life when you question whether you are awake, and whether any of this is really happening to you.


I had gone from desperately waiting for a trial date to being told that there would be no trial, and that instead, the police (whom I had met only two or three times) felt that I was mentally ill.


I stood up, still crying, and calmly told them to get out. I said no other words. I pointed at my front door, and glared at them both.


I never did go to a doctor, or get medication, or get a diagnosis. I threw the leaflet in the bin. I instead used music, I read books, I learned about abuse and trauma, I accessed anonymous counselling helplines and vital women’s services. I wrote journals and poetry, and tried to process what had happened to me.


I consider myself exceptionally lucky not to have been dragged down a medical route with my trauma, and every time I get a letter or email from a woman who has been through this, I realise how easy it would have been for that to have happened to me, too.


I won’t pretend that I didn’t struggle to do all of that on my own. I did. I developed physiological responses to trauma which took me years to figure out. I had panic attacks that would cause me to collapse sometimes up to eight times per day. I was often in hospital. No one knew what was ‘wrong’ with me and I was often treated as some kind of attention seeker, or a hysterical woman who kept pretending to faint in the middle of Poundland, or whilst she was making ReadyBrek for her toddler.


It took me several years to understand that trauma presents itself physically, and not just psychologically. I was probably twenty-five years old by the time I had everything under control. The panic attacks were few and far between by then; I would have a few per year. The nightmares had stopped. I had read an enormous amount of literature on understanding my body and my brain.


I had been working in forensic services and women’s services since I was nineteen years old and I had started to notice that my experience of being pathologised, ignored, minimised and reframed as mentally ill or exaggerating physical illnesses was very common indeed.


The first job I had was in magistrates’ courts at nineteen, and every week, I watched women and girls give evidence in domestic abuse trials against men who assaulted, abused and controlled them. You could almost script the trials, sometimes. The questioning of the women and girls was always along the same lines. A lot of victim blaming and character assassination and then the final blow, comments or accusations about her mental health, sometimes with old medical records, counselling records or lists of medication.


I was present for the case of a sixteen-year-old girl who had been badly beaten up by a twenty-two-year-old man. He had broken into her house after they had split up. He pinned her to the floor and headbutted her eleven times in the face. This was not the first time he had beaten or raped her, but it was the first time that the girl had ever told anyone.


As she stood in the courtroom, being watched by him and his family, the defence barrister started talking about her ‘history of mental illness’. She looked confused. I put my head in my hands.


Not this again.


The defence barrister asked the girl if she had ever had help from mental health services as a child. She hesitated, clearly not understanding what a ‘mental health service’ was. The defence barrister proceeded to explain to her that they had evidence that she had accessed mental health services at twelve years old when her dad left. He said that she had developed an eating disorder and started to cut her arms and legs.


She stared at him, but agreed that this was true. He then used this to argue that his client was in fact innocent, because she probably headbutted a wall or caused all of the injuries to herself, as she ‘clearly had mental health issues’.


Her jaw dropped. Her eyes filled up with tears. She turned bright red. She couldn’t answer his questions.


I sat there, willing the magistrates to intervene. But nothing came.


Instead, the defence barrister continued to push her and upset her about her dad leaving, her eating habits and the self-harm. None of this had anything to do with what this man had done to her four years later.


I watched as a sixteen-year-old girl was painted as a mentally ill teenager who had caused significant injuries to her own head because four years ago, she had attended two sessions at CAMHS because of self-harm when her dad left.


It was clearly, and obviously, total bollocks. Everyone in that room knew it was bollocks.


And yet, I went on to see this process repeated hundreds of times, in hundreds of different cases. Like Groundhog Day.


She’s unreliable. She self-harms. She’s autistic. She’s manipulative. She’s bipolar. She’s secretive. She’s borderline. She’s crazy. She’s malicious. She’s obsessive. She’s promiscuous. She’s delusional.


In some cases, there were no historical mental health records to use, so instead, defence teams sought to suggest or imply undiagnosed mental health issues or psychiatric diagnoses. In many cases, defence teams in criminal courts, or solicitors in family courts, requested psychiatric assessments of women and girls in order to discredit them.


No matter what field I worked in after that, the story was always the same. I worked in rape centres, counselling services, child trafficking services and victim services. Women and girls were being pathologised everywhere.


A new day, a new woman or girl was positioned as a crazy, jealous, psychotic, paranoid, delusional ex with a vendetta and a personality disorder.


It was soul-destroying. It still is.


Only this week, I spoke to a woman who was diagnosed with a delusional disorder because she reported to social care that her child keeps saying she is being sexually abused. Instead of taking the disclosures seriously, professionals have suggested that Mum is delusional and is making these disclosures up. The woman even recorded her four-yearold daughter talking about the sexual abuse, to prove that she wasn’t delusional, but when she showed it to them, professionals changed their approach and instead told her that she could have coached her daughter to say those things, because she was delusional.


The issue with being perceived as delusional is that everything you do or say can be put down to delusions.


Say you were abused by your husband? Delusional. Report that your ex tried to break into the house last night? Imagining it. Compiled proof that you’re being stalked online by a guy from uni? Obsessive. Reported your ex for rape? Malicious. Prove that your kid is saying that they have been sexually abused? Coached them.


Again, this is common. And I often read or hear these cases filled with the dread of knowing that they will have been real disclosures and that those girls will grow up one day and ask why no one protected them. They may even grow up to think that what was done to them was normal, or that their mothers made it all up.


Many years after my own incident of being pathologised in 2009 had passed, I was a successful twenty-seven-year-old researcher at a top university in the final year of my PhD. I felt a million miles away from my beginnings, and yet I was shoved right back into my ‘hysterical woman’ box when I tried to report harassment and bullying.


A man who disagreed with my academic work and feminist campaigning had become scarily obsessed with me online, and after reporting him to his employer and the police several times, emails started to be sent to my university department which sought to have me disciplined or even stopped from completing my PhD. I had a feeling that this was all connected, but no one would help me to join the dots. The emails became more serious and I was invited to meetings about my ‘well-being’.


As a high-performing PhD student with an additional paid research position and lecturing duties, I didn’t expect anyone to actually take the emails about me seriously, especially as they were clearly malicious, and I had a great relationship with everyone in my team. I wasn’t worried.


However, in one meeting, I was introduced to a woman I had never met before, a clinical psychologist from my department. I was assured that it was just for a ‘chat’. But I was quickly questioned about my mental health, my childhood and my background. I was instantly defensive and recognised what was happening – as it had happened when I was a teenager.


I only found out later that the emails being sent about me by strangers who disagreed with my work had suggested that I had an undiagnosed personality disorder, and required treatment. The academics and professionals involved had used my own childhood that they had read about on the internet to distance diagnose me as mentally ill, and then used my feminist work to ‘prove’ I was emotionally unstable.


Even as an academic and professional, one of the most impactful and damaging things other academics and professionals could do to me as a young woman was to reframe me as mentally ill and therefore too unstable to complete a PhD. No matter what I said, it was taken as evidence that they were right.


When I made formal complaints, I was labelled a ‘conspiracy theorist’ and laughed at. During the investigation, one male academic listened to me explain these experiences whilst not being able to conceal his laughter. He said to me, ‘This is all very grand isn’t it? This conspiracy theory that these academics are working together, to target you?’


Thankfully, after some serious investigative work and sheer determination, six months later I was vindicated when I won an appeal process for discrimination and bullying. I had used law and legislation that I had researched, to learn about accessing data and emails about myself, and had used this to get access to the emails that academics and professionals were sending to each other about me. I presented the tribunal with over 110 pages of evidence, that I was right all along.


I was awarded damages and an official apology.


When I got the email to say that I had won, I burst into tears in a café.


I spent months reflecting on the power of calling a woman mentally ill. No one had any proof, and yet it had been taken so seriously. One day I was a capable PhD student and experienced professional and the next, I was framed as an unstable, unpredictable disordered young woman from a council estate who should be kicked off her doctoral programme for being too outspoken. One of the emails said that to allow a woman like me (I was repeatedly described as attention seeking, mentally ill and from a council estate) to become a psychologist would bring the entire discipline into disrepute.


It was a kick in the teeth and a rude wake-up call.


The simplest and quickest way to harm and silence women is to use psychiatry against them.


I had never really considered this before. Even I had laughed at the ‘crazy ex-girlfriend’ stereotype. Even I had believed the ‘bunny boiler’ stories of crazed women. Even I had used words like ‘psycho’ and ‘crazy’ and ‘hysterical’ and ‘mental’ about women.


As the years have pushed on, I’ve worked with thousands of women and girls – many of whom have been labelled, pathologised and told that they are mentally ill. I’ve worked hard to protect them from poor and oppressive practice, and to teach professionals about the ways psychiatry and mental health systems are being used to harm women and girls.


More widely (and especially in the media and in fashion), I’ve noticed a pattern which is moving us towards the glorification, sexualisation and sensationalisation of women being ‘psycho’. Stand this against the backdrop of women and girls being objectified and dehumanised since birth, with entire industries marketing to them as if their only worth is to be sexy and desirable – and we have created a dangerous new trend in which women and girls are being seen as sexy, but psycho.


In some cases, women are even being encouraged to call themselves ‘psychos’ and take on the identity of the ‘crazy ex’. There are thousands of blogs and videos on the internet talking about the way women are hot but crazy, beautiful but manipulative, sexy but psycho.


That’s why I titled this book the way I did.


Sometimes it strikes me that we are saying to women and girls:


Look sexy. Be pretty. Act feminine. Be desirable. Be sexually available. Be fun. Be flirty. Be nice.


But do not speak. Do not have an opinion. Do not have ambition. Do not challenge norms. Do not talk about your traumas. Do not disclose abuse. Do not report wrongdoing.


Because if and when you do, you will be labelled as the crazy, psychotic lying witch you always were underneath the sex appeal.


You can either be sexy, or psycho.


Or sexy, but psycho.


But it would appear from historical records, academic research and real-life stories of women, that women and girls are, ultimately, ‘psycho’. Especially when they disclose or report male violence.


It’s almost as if women and girls who report abuse are seen as sex objects who deserve it and asked for it, and then instantly discredited as psychopathic or mentally ill when they talk about it. And then reframed as sexy, because they are psycho. And so the cycle continues.


Let me show you that this is no coincidence.










Introduction



One day in 2017, I opened my emails to find a message from a nineteen-year-old woman who wrote to me to ask for help.




Dear Jess


I am writing to you in case you can help me. I was trafficked and exploited when I was younger. My case was in the papers. When I was young, the workers referred me to a psychiatrist and I was given more and more drugs until I couldn’t even get out of bed. I’ve worked really hard and had loads of therapy, but no one believes me that I’m getting better. I have an adult social worker now and she won’t let me get my own flat or go to college. There’s a course I really want to do but she said it wasn’t a good idea. I applied anyway but she wrote to the college and told them not to accept me because of my mental illness. The college won’t let me study there now and I don’t know what she told them. I feel stuck like I’ll never be allowed to get a job or study or have my own place to live. I’m stuck in a refuge and they are saying I’m not capable of living on my own because I have borderline personality disorder. When I tell them that I don’t think I do, they just say I’m denying it and give me more prescriptions. What do I do? I want to go to college.


Danielle*





I remember having to reread the email several times. Here was an intelligent, articulate and determined young woman, who was being denied access to education because professionals believed that she was ‘too mentally ill’ to study at college or live on her own. Instead, they had kept her in a busy refuge for women and children escaping male violence, despite her own trauma being caused by male violence.


I spent some weeks talking to Danielle and exploring why the professionals around her were so obstructive. It appeared that she required very little support in her day-to-day life, and only saw her social worker once a month for around an hour. She only saw a psychiatrist to update medication and prescriptions. She was already living independently, and the staff at the refuge often counted on her to support new women and children arriving there. She told me that sometimes, it was chaotic and scary in the refuge, but professionals had no interest in helping her to leave. I learned that she had been given more and more sedatives and antipsychotics that were making her feel very unwell. When she complained about side effects, she was advised that they were a small price to pay for the medication which was merely ‘managing’ her personality disorders and mental illnesses. Disorders and illness, she was told, would be with her for life.


At this point, it is important that I make something clear about my views and conclusions about Danielle and her experiences.


In my opinion, Danielle was not mentally ill. She was traumatised by years of child sex trafficking and several criminal trials. Her trauma was natural and justified.


She was being medicated against her best interests, against her will and despite significant side effects. She was being denied access to safe housing and education. Her history of being subjected to male violence and her trauma was clearly being used to pathologise and label her as unstable. She saw no future for herself, and had no idea how to gain independence.


Danielle’s experiences are not at all rare. As you read through this book, you will encounter many stories about women and girls who have been medicated, sectioned, discredited, abused, harmed, injured and controlled using psychiatric terms and mental health diagnoses that have been positioned as helpful and positive.


Before we get into some of the complex arguments and discussions in this book, it is important to explain my language, and define some key terms.


I have chosen in my writing, my broader work and in my personal life never to refer to women and girls as ‘mentally ill’ or ‘disordered’ or ‘abnormal’. I also choose not to use broad terms such as ‘survivors’ or ‘victims’ when referring to women and girls who have been subjected to male violence, nor do I ever use the term ‘experienced’ when talking about abuse, violence and crime. These choices are deliberate and purposeful.


I do not believe that women and girls who begin to behave, think or feel differently after they have been subjected to male violence are ill, disordered, problematic or abnormal at all. Instead, I would argue that it is completely natural and normal to be distressed, traumatised and changed by these crimes against them.


Whilst many feminists use the term ‘survivor’, research conducted with women in the last ten years has consistently shown that they dislike the term as much as they dislike the term ‘victim’. This is interesting, not only because ‘survivor’ suggests that the women have moved on, survived the abuse and trauma and have come out the other side, but it has a strong connection with the concepts discussed in this book of medicalisation, illness and ‘cures’. Instead, women often tell us that when we call them a ‘survivor’, they feel that it must mean that the traumas no longer impact them; and when we call them a ‘victim’, they feel that it must mean that they will always feel this way.


I choose to position an offender in a sentence or description of abuse, rape and violence wherever I can. This means that I actively avoid the term ‘experienced’ and I choose not to say or write things like ‘she experienced a rape’ or ‘she experienced domestic violence’. This is an important shift in language, because women and girls are not capable of ‘experiencing’ rape or violence unless someone subjects them to it. No woman or girl can accidentally or passively experience a rape, for example, there has to be a man who makes a choice to rape, and subject her to that act for his own gratification.


Finally, on this point of language, I have chosen to write this second book in the most accessible way possible. Where I can, I will define terms, arguments and expressions clearly and give examples of what I mean. I will use a numbered reference system which means you can check the references easily, without it breaking up the text.


Key terms


Medical model


The ‘medical model’ is shorthand for a theory of mental health which suggests that mental illnesses, diseases and disorders should be identified, treated and managed in the same way as physical injuries, illnesses, diseases and disorders. The medical model tends to assume that mental health issues are caused by biological and neurological issues in the brain. It is more heavily used in psychiatry, but is now prominent in psychology and some areas of psychotherapy too.


Social model


The ‘social model’ is shorthand for a theory of mental health which suggests that humans are impacted by their context, environment and experiences. Instead of suggesting that behaviours, feelings and thoughts are mental illnesses or disorders, the social model encourages us to look at the factors surrounding the person to consider what might be causing their distress. The social model usually does not support psychiatric diagnosis, but can sometimes be used to argue that social factors are ‘causing’ mental illness. It is not commonly used in psychiatry. It is more common in psychology and psychotherapy.


Biopsychosocial model


The ‘biopsychosocial model’ is an interdisciplinary approach to understanding mental health by looking at the way biological factors in the medical model, socio-environmental factors in the social model and other psychological factors intersect.


Psychiatry, psychology and psychotherapy


These three terms are often mixed up, or used as synonyms, despite being three different areas of study and practice.


Psychiatrists are qualified medical doctors who specialise in psychiatry, defined broadly as ‘the medical speciality dedicated to the diagnoses, prevention and treatment of mental disorders in humans’. They can diagnose and prescribe medication and treatments.


Psychologists are doctors in their fields (usually by PhD or professional doctorates such as a Doctorate in Clinical or Forensic Psychology). Psychologists do a broad range of jobs in many different settings. In some cases, they can diagnose mental health issues and disorders, but they cannot prescribe medication. They work across a varied spectrum of approaches, theories and methods which range from roles that are very similar to psychiatry, right through to psychological approaches which reject psychiatric theories and treatments.


Psychotherapists are specially trained talking therapists and counsellors who provide a varied range of therapies and approaches to talking about distress and life experiences. They cannot and should not diagnose, suggest or work towards diagnosis. They cannot prescribe medication.


It is most important to note that psychiatry has the largest influence over the other two disciplines. Psychology has slowly morphed more and more into medicalisation and diagnosis, with psychology students regularly being taught modules on psychopathology, mental disorders, ‘abnormal psychology’, personality disorders and diagnostic psychometrics. Having taught at undergraduate, masters and doctoral level in this field, I am always surprised how accepted the medical model is by student psychologists who have seemingly never been taught or have never considered critical or opposing perspectives of mental health, illness and disorder. For some students, the first time they have ever engaged in critical materials or teaching around mental health has been at doctoral-level study.


Psychotherapy and counselling practice generally resisted the medical model, in favour of humanistic and integrative approaches to human distress. However, current training courses and education for counsellors and psychotherapists now include psychiatric concepts, diagnosis and identifying disorders. For example, it is now common for psychotherapists and counsellors to be offered courses such as ‘Managing borderline patients’, which not only frames counsellors and psychotherapists as ‘managing’ difficult people, but positions their clients as ‘patients’ of some sort of medical disorder.


Mental illness and mental health


The evolving language around mental health is an interesting topic that I will discuss in depth throughout this book. However, as a brief introduction, the best way to understand it is as a slow-moving process (below).


 


Possessed/cursed/evil/demonic


|


Insane/crazy/mad/sick


|


Mental illness


|


Mental disorder


|


Mental health issues


|


Mental health


As can be seen from the diagram above, the language around mental illness has become more and more professional, and less and less offensive.


However, to focus specifically on the language around mental illness and mental health, it is important to note that all professional and academic literature and guidance (such as the Diagnostic and Statistical Manual of Mental Disorders and the International Classification of Diseases) still consider all mental health issues to be illnesses, disorders and diseases. Despite public campaigns and communications moving the language towards mental ‘health’ and deliberately cutting out the words ‘illness’, ‘disorder’ or ‘problem’ so it is not perceived as offensive, this change in language is only skin deep. Underneath the public campaigns about ending stigma is an entire field which works on the belief that humans who do not behave, think or feel in a certain way have some sort of disorder or syndrome which needs to be treated or managed. ‘Ending stigma’ is just lip service in a system which relies on stigmatising people and then medicating them. Stigma is central. Stigma is what keeps the whole system alive. Changing the language from ‘mental illness’ to ‘mental health’ was therefore nothing more than a marketing strategy. The theories and practices have barely changed, and millions of people are still being diagnosed with, and treated for, mental disorders.


At the beginning of the diagram, you can see that the origins of the language around mental illness came from religious beliefs. This is something to keep in mind throughout the reading of this book, as these roots have never truly been addressed or resolved. People of all ages who didn’t conform, or behaved in a way that was deemed strange, would be accused of being possessed, cursed or evil. Looking back now, this would have included people with undiscovered or misunderstood illnesses, injuries, diseases, difficulties, disabilities and differences. When we look at it from our modern perspective, we can assume therefore that it would be fairly easy to be accused of possession or evil.


The church remained solidly in control of ‘mental illness’ for centuries, until scientists and physicians started to have more influence. Whilst this could have been positive, even their perspectives and theories were influenced by magic, religion, good and evil. The church was heavily involved in the foundation of asylums and hospitals, and language started to move towards these differences being illnesses, sickness of the mind, insanity and madness. Most of these terms are still prevalent today. Whilst people might call someone ‘sick’ or ‘sick in the head’ as an offensive term these days, we never really moved away from the conceptualisation of ‘illness’ and ‘disease’ when talking about mental health. In fact, the concept of mental illness has endured for decades.


As the diagram moves on, you can see that we started to reframe mental illness as mental disorders, which is, again, another term that has stuck with us, and is still used in modern psychology, psychiatry and mental health services. You might be surprised to hear that, as we talk of disorders of the mind now without even realising that we are doing it. We rarely even use the word ‘disorder’ anymore.


What is interesting about this process in the diagram is that the next two terms – ‘mental health issues’ and then ‘mental health’ – have been used widely in public campaigns to obscure the medical terms of ‘disorder’ and ‘illness’.


Well-meaning professionals and activists talk about how we should change our language from focusing on ‘mental illness’ to ‘mental health’, as if that would be enough to cause the paradigm change we need to stop pathologising and stigmatising people who behave or think differently to ourselves. The reality is less progressive – that whilst the public have been encouraged to call it ‘mental health’, the medical and support professions have never moved from seeing people as disordered, problematic, chaotic people with mental illnesses.


A disorder is defined as a ‘state of confusion’, and medically, a disorder is defined as ‘a condition characterised by lack of normal functioning of physical or mental processes’.


Whilst I do not support or use this term in my own work, theory or practice, it is unfortunately the term for what psychiatry and psychology currently consider to be ‘abnormalities’ or ‘syndromes’ in behaviour, thought and emotion. The ‘D’ in many mental health issues stands for disorder, for example, personality disorder (PD), eating disorder (ED), post-traumatic stress disorder (PTSD), generalised anxiety disorder (GAD), bipolar disorder (BD) and so on. This is important to note, as whilst we are encouraged to believe that mental health is an accepted and normal issue in today’s society, these issues are still being classified and named as psychiatric disorders of abnormal functioning.


They cannot possibly be simultaneously normal, natural and accepted whilst also being categorised as disorders and mental illnesses of the mind which require treatment and supervision.


DSM (Diagnostic and Statistical Manual of Mental Disorders)


The DSM is the official manual for professionals to identify and diagnose people with mental disorders (as suggested in the title). It was originally developed and published in 1952. The DSM is released every ten to fifteen years. The fifth manual (entitled DSM-V) was published in 2013, and so the next DSM (DSM-VI) will be published between 2023 and 2028. The DSM plays a central role in classifying, categorising and diagnosing people with mental disorders, and is often referred to as the ‘Bible’ of mental health.


Trauma-informed approaches


An approach to understanding mental distress and mental health which considers that a change in behaviour, thought or emotion arises from past or current trauma. Within this context, trauma can be variable and dynamic. Whilst trauma used to be considered to be a one-off, life-threatening event, it is now accepted to encompass any event or set of events that cause deep distress, disturbance, fear, harm or injury.


Deficit-based approaches


An approach to social issues, mental health, abuse and oppression which uses the negative events, experiences and so-called ‘deficits’ in a person’s life to predict their risk level, future or present behaviours, thoughts or circumstances. This is an approach that I strongly oppose, and prefer to teach others not to use the negative events in someone’s life to judge, assess or predict their future.


Strength-based approaches


The opposite to deficit-based approaches, the strength-based way of working in social issues, mental health, abuse and oppression focuses on the strengths, skills, talents and wisdom of the person instead of defining them by their ‘deficits’. There is a current push towards strength-based approaches in many fields including social care, policing and mental health practice.


Patriarchy


Systems (both private and public) that are controlled and led by men, including social control, politics, authority, norms, narratives and privilege. Up to the present day, the world has always been a patriarchy, as have most institutions including religion, education, law, politics, entertainment, media, finance and so on.


Misogyny


The systemic hatred, contempt and oppression of females. Misogyny has been demonstrated to be a global issue, and has been for millennia.


Pathologisation


To characterise a behaviour, thought or feeling as medically or psychologically abnormal. This includes the practice of seeing those behaviours or thoughts as medical symptoms as an indicator of a disease or disorder of the mind.


This book is an important opportunity to make several key arguments about the way women and girls are sexualised, objectified and pathologised.


The first argument I will make is that women and girls have been systematically and deliberately pathologised, medicated, sectioned and isolated from society for centuries; and that this is still influencing mental health practice to this day.


The second argument I will make is that our most powerful institutions including education, media, criminal justice, civil law and healthcare provision contribute to, or support pathologisation and regularly spread misinformation and misogyny about the mental lives of women and girls.


The third argument I will make is that pathologisation is another tool of the patriarchy and is heavily entwined with gender role stereotypes, objectification, sexualisation and dehumanisation of women and girls in order to discredit and minimise the disclosures, experiences and ideas of women.


The fourth argument I will make is that feminism is not compatible with psychiatry, and to understand trauma-informed approaches and social models of mental health is to understand that narratives, diagnoses and treatments arising from psychiatry are not supportive of women’s rights or women’s liberation.


I am acutely aware that the arguments I will present in this book will be challenging, controversial and new to many readers. I know that whenever I discuss these topics publicly, they invoke mixed responses and feelings in thousands of people. There is good reason for this, of course. Narratives, theories and beliefs about mental health are central to the lives of many. National statistics suggest that one in four people in the UK will experience a ‘mental health disorder’ each year (Mind, 2021) and one in five people in the UK are diagnosed with depression or anxiety.


I am also aware that people have come to expect a ‘balanced’ argument or for authors like me to be ‘even-handed’. ‘Objective’, even. As other critical authors who have come before me have quite rightly said, this topic does not need more objectivity, more ‘even-handedness’ and more books written as if the mental health system is six of one and half a dozen of the other. John Read and Jacqui Dillon argued in 2014 that what we need more of is not writing that is ‘balanced’ about psychiatry and mental health, but writing that seeks to balance out the centuries of harmful and abusive practices of psychiatry and mental health. Therefore, Sexy but Psycho is written from that perspective. I seek to present counterarguments, real stories and challenging evidence about psychiatry to show that it has always been openly misogynistic, and that society has always sought to position women as sex objects who are psychotic, inferior, dangerous and unreliable.










CHAPTER 1






Mental illness: the myths we live by




Dear Dr Jess


I am really sorry to bother you. Are you saying that mental health issues are not a chemical imbalance in the brain? When I gave birth to my daughter, my husband left me and I was diagnosed with postnatal depression. Professionals told me to get antidepressants and told me that my depression was caused by an imbalance in my brain that the medication would rebalance. I never did get them from the chemist, and instead I went to support groups and had therapy to talk about everything – even stuff I didn’t know was affecting me from years before he left me. I thought that because I never took the medication, I must still have a chemical imbalance in my brain, and it was still there all these years later. Is this not the case? It never did make sense to me.


Regards


Rachel*





Every day, I wake up to new emails from women around the world. What strikes me about these emails is how many women are slowly coming to their own awakening that their instincts were right all along, and that their psychiatric diagnoses and years of labelling were harmful and wrong. Sometimes, they start to question the myths they have believed, and the misinformation they were given when they were told that they would need medication for the rest of their lives, or that there was a chemical imbalance in their brain that needed lifelong management.


Letters and emails from women like Rachel are often sent to me in the midst of a transformative lightbulb moment. The moment when the woman questions the very foundations of the theory and logic behind her diagnosis and treatment. And as Rachel dissects her own understanding here, so too will this chapter, which explores the most common mental illness myths.


What is mental illness?


Mental illness, mental disorder, mental health issue or the catch-all, shiny, positive broadchurch term ‘mental health’ – there are lots of names for what is generally considered to be some sort of problematic, distressing or non-conforming way of thinking, behaving or feeling. Mental illness has been examined, theorised and studied for centuries and yet we have made little progress.


Child psychiatrist Dr Sami Timimi argued in his book Insane Medicine in 2021 that when compared to medicine, psychiatry has made virtually no progress in the last hundred years. Whilst medicine has developed an incredible understanding and body of advancements such as antibiotics, tissue cultures, DNA, cancer diagnosis, keyhole surgery, MRI machines, ultrasound scanning, dialysis, the defibrillator, heart transplants and bionic limbs – psychiatry has yet to even settle on a definition of mental health, mental illness, diagnosis and treatment, or prove how most of their medicines work in the brain.


We still don’t agree on what causes these differences in behaviour, thinking and feeling. We don’t know how best to help people. We don’t know as much about the brain as we often claim. We don’t yet know what consciousness is, how thought arises in the brain, how to test for or monitor mental illnesses – or whether they even exist.


This might be the first time you have ever read something which suggests that we don’t know a great deal about the causes of mental illness, and that what we have instead is a range of contested theories and hypotheses. There is little consensus, and there is a lot of misinformation and myth.


To enable us to discuss these myths, it is first important to understand the current arguments, central theories and proposed explanations for mental illness.


What are the arguments surrounding mental illness?


In the present day, the key questions surrounding mental illness appear to be:


◆ Does mental illness really exist as an illness, disease or disorder of the brain, or is it a change in behaviours, thoughts and feelings due to circumstances, experiences or environmental factors impacting the person?


◆ If mental illness does exist as an illness or disorder, where does it originate from? Is it chemical, structural, genetic, or caused by something else inside the brain or body?


◆ If mental illness does exist and it is caused by something inside the brain or body, how do we diagnose it and how do we treat it? If it doesn’t exist and it isn’t caused by something inside the body or brain, are our diagnoses useless and are the treatments unethical?


◆ How do power structures, cultures, stereotypes, social norms, gender roles, belief systems, oppression and religion influence the concepts of mental illness – and can there ever be an objective, scientific way of categorising people as ‘mentally well’ and ‘mentally ill’, without these influences?


It would be completely understandable for anyone to think that we already knew the answers to these questions; especially considering how aggressive the public campaigns and marketing of mental health (and mental health treatments) has been in the last decade. When we take things back to the drawing board, and suggest that we actually do not know the answers to many of these questions, it does cause discomfort and confusion.


The reality is blurrier than anyone would like to admit, and psychiatry is arguably more politics and social constructions than science. Most people believe that mental health issues, psychiatric disorders and personality disorders are scientific, rigorous, proven classifications of illnesses but are blissfully unaware of how unscientific the process of inventing and agreeing new disorders and treatments actually is.


In 1952, the ‘bible of psychiatry’ was first published – the DSM. The aim of the DSM was to provide a manual for doctors and psychiatrists to recognise and diagnose people with mental disorders. Whilst we don’t use that term in public anymore, it is still in the title of the DSM to this day, and we must never lose sight of the fact that everything contained within the DSM is perceived to be a mental disorder (regardless of how many times we say ‘mental health’ instead).


The DSM is, and always has been decided by an elite group of middle-class white male psychiatrists who sit around a table and decide what is normal and what is abnormal. That’s pretty much the entire process in one sentence. It is widely thought that this is a flawed, biased and political voting process whereby the psychiatrists often vote in and trade diagnoses with each other, ‘You can put your new found disorder in there, if I can have mine in there . . .’


This is not facetious or exaggerated. The process of DSM development and inclusion is conducted using a vote within a select group of psychiatrists. I agree with Dr James Davies, when he describes this process as a cumulative voting process framed as an evidence-based classification (Davies, 2017).


Between 1950 and 1973, there was significant criticism of the DSM and psychiatric diagnostic criteria in general, with studies showing that psychiatrists using the DSM often did not agree on the correct diagnosis for a patient. In 1974, the third DSM (DSM-III) was published with the aim of creating more standardised, robust criteria for the diagnosis of mental disorders. The goal was to structure them and publish them to look like illnesses with ‘symptoms’ and ‘tests’ and ‘recommended treatments’ and ‘medications’.


The authors of the DSM-III claimed that they had created a scientific and objective manual which was ‘ideology free’ – a pretty outlandish claim for a discipline that had made a living from centuries of racism, homophobia, classism and misogyny. Despite the large claims, studies showed that the new DSM was just as unreliable as the others, but it had a major difference: it positioned itself as a medical manual which referred to medication, drugs and dosages. It sounded more scientific, and it was treated as more scientific.


Every revision of the DSM has increased the numbers of mental disorders exponentially.






	DSM Version


	Year


	Number of mental disorders







	DSM-I


	1952


	128







	DSM-II


	1968


	193







	DSM-III


	1980


	228







	DSM-III-R


	1987


	253







	DSM-IV


	1994


	383







	DSM-IV-TR


	2000


	383







	DSM-V


	2013


	541








Every publication, the DSM earns the American Psychiatric Association hundreds of millions of dollars in revenue, and thousands more people are diagnosed with new mental disorders and illnesses.


The DSM editions have always contained problematic and ridiculous psychiatric disorders which stereotyped and pathologised marginalised groups in our societies – including Black people, gay people, women and people with disabilities. In 2013, psychiatrists added caffeine withdrawal as a psychiatric disorder along with disinhibited social engagement (children who approach new adults and chat to them with no caution), hoarding, internet gaming disorder, gambling disorder, grief disorder and premenstrual mood changes in women, which was added as a treatable psychiatric disorder (again).


Psychiatry is therefore much less precise and objective than people assume. Further than this though, and much more fundamentally, there is still considerable debate about what mental health actually is, and whether these hundreds of disorders exist at all.


What are the key theories of mental illness?


There are three main competing theories of mental health. Outside of those three, there are many other alternative and competing theories of why our behaviour, feelings and emotions can change so much during our lifetimes. What is also important to note is that psychiatry is predominantly a white, western upper-middle-class profession that takes very little notice of other explanations, cultures, religions, ethnicities, traditions, norms or social environments. Therefore, whilst there are hundreds of different cultural responses to distress and trauma, they are largely ignored in mainstream literature, teaching and professional training about mental health.


For example, in Zimbabwe there is thought to be a mental health issue in the Shona People known as ‘kufungisisa’, which means that you overthink excessively, ruminate on things and become anxious. In Haiti, there is an illness called ‘maladi moun’ which means ‘sent sickness’. This is a form of mental suffering which has been sent by someone else on purpose, via their jealousy, resentment or hatred of you.


The cultural specificity of mental health has always intrigued me. I have spent years wondering why we as white, western, English speaking professionals think we have got it all figured out, whilst ridiculing and discrediting the research, wisdom and medicine of other cultures. We hear of mental health issues such as kufungisia and maladi moun, and might think that they are impossible, or based on magical thinking, whilst believing that our mental health issues are correct.


Conversely, we also tend to pathologise behaviours and responses that are considered normal, respected and rational in other cultures. In several cultures and countries around the world, it is seen as perfectly natural to cry and wail loudly at the funeral of loved ones who are publicly mourned, but in white western communities, funerals are a silent, solemn affair where emotion is masked with alcohol and embarrassment.


If someone fell to their knees and wailed for hours at a white, western funeral, it would undoubtedly be looked upon as some sort of disrespectful outburst, emotional breakdown or depressive episode. We tend to expect people to be upset at a funeral, but not too upset. Not too loud. Not too obvious. To remain ‘dignified’ at all times. These are all cultural expectations of how we are allowed to express deep emotion. These norms and narratives create boundaries that you cannot cross. Mental health and the expression of emotion is much more than a scientific set of categories – and arguably has more to do with culture and social norms than anything else.


Look at the way British white people ask each other disingenuous questions every single day and then lie to each other about the answer.


‘Hey, how are you?’


‘Good, you?’


‘Not bad mate, can’t grumble!’


‘Good.’


None of that conversation is real, because it is based on a cultural norm of greetings, phrases and non-disclosure. Asking each other how we are has become small talk that must never be answered with honesty. Both of these people could be struggling with huge issues in their lives but would still answer, ‘Good, you?’ to which the other would say the exact same thing. Other cultures perceive this exchange to be dishonest, fake or rude – whilst British people often do not know what to do when someone answers ‘how are you?’ honestly.


‘Hey, how are you?’


‘Shattered actually. My mum is really struggling since Dad died, so I’ve been off work looking after Mum. Work are threatening me with disciplinary action because I keep taking time off. The kids are doing okay I guess, but I think our eldest might be being bullied at school. She doesn’t seem to be eating properly. We got behind on the mortgage, but my sister-in-law paid it for us so now we owe her money. My car needs a service, but I can’t afford it, and I have had a headache for days.’


We often don’t tell the truth when we are asked if we are okay, and we don’t express emotion. This is not a psychological issue, but a cultural one which doesn’t exist everywhere in the world, no matter how much we frame white as default. We should always keep these differences in mind when discussing theories of mental health and psychiatry, and especially when we consider the oppression and discrimination which has been caused by these systems.


In summer 2021, a young Iranian woman sent me a strongly worded email to express her annoyance and concern that the white, western, psychiatric diagnosis of premenstrual dysphoric disorder (PMDD) had reached her country and community. She told me that before our ideas had reached them, people generally accepted hormonal, physical, emotional, and psychological changes as part of the cycle. However, she said that the concept of PMDD was increasingly being used to harm, isolate, and bully girls and young women. She told me that cultural knowledge of women’s fertility, hormones and cycles was being ignored in favour of medicalisation.


The final line of her email said, ‘Instead of abolishing the concept of the irrational woman, we are just spreading it to the whole world!’


I read her email whilst standing in my kitchen, and I stopped what I was doing and stared at the screen. She was right, and our arrogance overwhelmed me.


Biological model


The biomedical or biological model of mental illness has dominated for decades, and is the basis of the DSM and all current mental health practice. This model describes and responds to mental illness as ‘a set of mental disorders caused by, or linked to brain diseases which require pharmacological treatments to target presumed biological abnormalities’ (Deacon, 2013).


Simply put, the biological model (and those who support it, including the NHS, CAMHS, and Mind) argues that mental health illness or issues are a result of brain disorders, diseases and abnormalities which need medication to fix or manage. Whilst you will not hear it described this way on the TV, or by celebrities or influencers, this is what the core of the current narratives comes down to. Some people lean towards ‘brain chemistry’ explanations and some talk about ‘neuroscience’ explanations. Some talk about ‘hereditary mental illness’ and ‘genetics’.


This approach places the mental health issues and illnesses securely and exclusively in our brains. It posits that mental illness is ‘just like physical illness’ (that’s probably the bit you have heard in the media).


Like Rachel, millions of people have been led to believe that they have chemical imbalances and disorders which require medication – without any tests, scans or proof. This is, of course, because there is no way of diagnosing or proving these ‘imbalances’, they are assumptions and theories running wild and free in our everyday lives without due criticism or scrutiny.


Biological model of mental illness (medical model)


[image: Illustration]


Biopsychosocial model


The biopsychosocial model of mental health was developed in part to address some of the gaps of a purely biological, biomedical model of mental health. In 1977, George Engel argued that the biomedical model ignored many other factors that could be contributing to mental illness. There are three domains to explain mental illness:




◆ Biological factors (genetics, brain chemistry, disease, brain injury)


◆ Psychological factors (emotions, resilience, interpretation, vulnerabilities)


◆ Social factors (life trauma and stressors, family and child experiences)





The original arguments were that mental illnesses were made up of complex interplay between these three domains, with many connections between and within them. Unfortunately, it never really did achieve the lofty dreams of offering an alternative to the biological model, and often leans heavily into it. Richard Bentall wrote in 2013 that it would be better named the ‘bio-bio-bio model’, as those who use it still seem to focus more on the biological ‘causes’ and ‘cures’ than the other social contexts or environments that the behaviours or feelings developed within.


The biopsychosocial model of mental illness


[image: Illustration]


Social model


The social model of mental health locates the cause or root of a so-called mental health issue within the social environment or context of the person, instead of inside the person themselves. The social model opposes all biological models. Rather than suggesting that mental health or illness is in the brain or body of the person, those who subscribe to this model examine the factors around the person. Every and any contextual, social, cultural or environmental factor could be the cause of distress or mental health issues, including accommodation, poverty, oppression, abuse, discrimination, peer and family issues.


Whilst this model doesn’t support biological models of mental health, it is often used this way.


For example, it is common for someone to say that someone’s childhood experiences ‘caused’ them to become mentally ill, or develop personality disorders. In this way, the model is being misused somewhat – as the idea is that if we can work to resolve or improve whatever it is that is causing the distress, the distress will lessen.


For example, if a woman is not sleeping, having nightmares and is feeling scared and low because she is homeless and being exploited – it would make sense that a lot of her ‘symptoms of mental illness’ will improve or completely resolve once she has somewhere safe to live, is no longer being exploited and the trauma from these experiences is being addressed and supported properly.


Thomas Scheff originally argued that people who are diagnosed as mentally ill are ‘victims of the status quo’, guilty of often unnamed violations of social norms; thus the label ‘mental illness’ can be used as an instrument of social control. His argument is far removed from the way the social model is often conceptualised now, as it has been absorbed back into the medical model as a legitimate ‘cause’ of mental illness inside the brain.


Social model of mental illness
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Trauma-informed model


The trauma-informed model of mental health goes further than the social model, but also opposes biological explanations of mental illness and health. It has been talked about for many years, but has become more mainstream in the last few years, and is in grave danger of being misused and misunderstood if not carefully explained and utilised. It has recently become something of a buzzword in public services and academia, without much underpinning knowledge of its activist, anti-psychiatry roots.


The trauma-informed approach to mental health, illness and distress argues that there are undeniable and consistent strong correlations between all so-called ‘mental health issues’ and human trauma, distress and oppression. Therefore, it is argued that ‘disorders’, ‘illnesses’ and ‘diseases’ are very likely to be natural physical and psychological manifestations of human trauma and distress, in response to events and experiences in our lives – not brain abnormalities or mental illnesses.


On this basis, the trauma-informed model rejects biomedical models, psychiatric theory and diagnosis, labelling and treatment, and instead seeks to work with people as humans who have been subjected to differents forms of stress, trauma, oppression, pressure, inequality, injury and abuse (both acute and chronic).


Instead of talking about symptoms and illnesses, we talk about trauma responses and coping mechanisms. Every behaviour, thought, or feeling after distress or trauma can be put into these two categories: they are either a response to what happened, or a way of coping with what happened – and sometimes they are both. It doesn’t matter if it is nightmares, binge eating, perfectionism, self-harm, flashbacks, headaches, hearing voices or becoming withdrawn for many years – a truly trauma-informed approach can explain and explore these experiences as either trauma responses or coping mechanisms. They are never categorised as mental disorders, illnesses or syndromes.


For avoidance of doubt, this is the perspective that I choose to work within as a psychologist and activist; and the perspective I choose to write this book (and all my research and books) within as an author. When I teach about trauma, I argue that physiological and psychological trauma is always:


Trauma informed approach to mental health


[image: Illustration]


Rational – trauma responses are often repackaged as the irrational behaviours, thoughts and feelings of a mentally ill person, and yet, when we look honestly at whatever ‘symptom’ has brought a person to the doctor’s office, we can usually find a rational response to trauma. I worked with a woman who was diagnosed with several mental health issues which surrounded her ‘irrational’ responses to the breeze. If she felt a breeze, draught or wind on her face, she would experience very distressing trauma responses including flashbacks, chest pains, hallucinations and dizziness.
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