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Abstract

In this commentary, I highlight some of the difficulties encountered by those working

within a modernist paradigm (eg Bayne & Pacherie and Klee) and go on to argue that

this  paradigm is  ill-equipped  to  conceptualise  issues  which  are  essentially moral.

Georgaca's  suggestion  that  there  is  a  need  for  researchers  to  focus  more  on  the

contexts  which  give  rise  to  judgements  of  delusions  and  the  assumptions  which

appear to underlie those judgements is a useful one and there is a need for researchers

and clinicians alike to learn from the paradigm shift that is taking place in relation to

the phenomenon of hearing voices.  I suggest that we need to be open to service users’

own theories of the meaning of their beliefs and see our goal as helping them find

better ways of living with them. 
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Introduction

This special issue provides a good opportunity to reflect on the range of views about

‘delusions’1 and it is good to see all the authors taking the issue of how to approach

this  topic seriously.   Here I wish to argue that  the traditional  psychiatric  view of

delusions is problematic.  In the first half of this article I will group my comments on

the issues raised by the papers by Klee and Bayne & Pacherie together as I think that,

for their differences, they both share modernist philosophical assumptions.   I will

argue that  the modernist  paradigm runs into considerable problems in considering

beliefs felt by some to be unusual and I will go on to argue that we need to move

beyond  this  paradigm  and  embrace  different  approaches  of  which  the  work  by

Georgaca is an exemplar. 

The trouble with (traditional views of) ‘delusions’

The traditional psychiatric view of delusion has come under increasing attack over

recent years.   As Georgaca has noted,  a number of problematic assumptions in the

definition  of  delusion  can  be  identified  when  they  are  viewed  from  a  social

constructionist perspective (Georgaca, 2000, this volume; Heise, 1988; Harper, 1992,

1996).   For convenience I will group these under four main headings.

1. They are based on a naively realist view of the world

The criterion of inaccuracy or falsity implies that deciding on the veracity of a belief is

a relatively unproblematic matter.   However the reality of claims does not  always

seem so  important  in  judgments  about  whether  a  belief  is  deluded  or  not.   For

example,  there  is  little  evidence  that  mental  health  professionals  systematically
1 Throughout this article I wish to problematise the notion of delusion.  I recognise that some readers
may find the use of inverted commas (which might signal this) or alternative terminology irritating and
confusing so I will use the term in a pragmatic way.  There is, of course, a danger that, in seeking to
critique a concept, I end up inadvertently reifying it (cf Danziger, 1997).
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investigate  the  basis  for  people's  beliefs  --  rather  they decide  whether  a  belief  is

plausible.  Thus Maher has argued that the assessment of the plausibility of beliefs is

'typically made by a clinician on the basis of "common sense," and not on the basis of

a  systematic  evaluation  of  empirical  data'  (1992,  p.261).   He notes  that  it  is  not

'customary to present counterevidence to the patient; it is not even common to present

vigorous  counterargument'  (1992,  p.261)  and  there  appears  to  be  some  empirical

evidence of this (McCabe, Heath, Burns & Priebe, 2002).  Here then, we begin to see

how psychiatry, whilst claiming to have the power to judge the truth of beliefs on the

basis of its status as an empirical scientific discipline, can be seen to make judgements

on the basis of common-sense and taken-for-granted social and cultural assumptions.  

Some  commentators  have  suggested  that  delusions  should  be  identified  less  by

whether they seem to accord with reality but more by whether a person gives evidence

for their belief (Gillett, 1995; Spitzer, 1990).  However, this seems to be based on an

idealised view of how people manage their beliefs in everyday life.  For example, I

would question how many of us have evidence for many of the beliefs (eg political,

ethical,  religious  etc)  we hold dear   --  indeed it  would be hard  to  think  of  what

evidence we could have for some of them (eg religious and ethical beliefs).  Some

recent work has suggested that the diagnosis of delusion is made on the basis of how

people with delusions talk and interact, for example some have argued that they do

not appear to appreciate the hearer's point of view (Palmer, 2000).  However, here and

in  previous  work,  Georgaca  (current  issue,  2000)  has  shown  that  people  with

delusions are able to talk about and negotiate disagreements about their beliefs and

that many disputes of 'fact' cannot be settled in conversation.
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2. People said to have delusions are seen to vary in the conviction with which

those beliefs are held

There is evidence that people considered to be deluded vary in the conviction with

which they hold beliefs (Garety,  1985) and can also be persuaded to modify their

beliefs if  this is  conducted in a sensitive and collaborative manner (eg Chadwick,

Birchwood & Trower, 1996).  This challenges the idea that delusions are held with

unwavering conviction.  Indeed some recent work exploring the process of cognitive

behaviour  therapy  (CBT)  with  clients  with  psychosis  suggests  that  some  move

between accounts where they see their psychotic experiences as ‘real’ and where they

see them as signs that they are ‘ill’ (Messari & Hallam, 2003).  Clearly simplistic

notions of strength of belief or conviction do not do justice to the complexity of belief

talk.  

3. Delusions are not meaningless and irrational

Rather than being ‘empty speech acts’ (Berrios, 1991), there is evidence to suggest

that beliefs regarded as delusions may relate to a person’s purpose and meaning in life

(Roberts, 1991).  Links may be found between the content themes of delusions and

themes in their current or earlier life (Rhodes & Jakes, 2000).  'Delusions' may serve

important  functions for the individual (Schock, Clay & Cipani,  1998).   Moreover,

what may seem to some to be a conspiratorial and paranoid way of looking at things

may actually make sense to others in similar social contexts.  For example, Mirowsky

&  Ross  (1983)  have  described  a  link  in  the  general  population  between  social

positions characterised by powerlessness, the threat of victimisation and exploitation

(eg in terms of gender, ethnic group and socio-economic status) and paranoid beliefs.
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The role of experiences of victimisation in the development of paranoid beliefs is an

important area for future research (Bentall, 2003; Morrison, 2001). 

4.  Conventional psychiatric theories see delusions as 'abnormal' in some way

Delusions are seen as abnormal but who decides this?  Abnormal compared to whom?

Abnormal in what sense?  Opinion surveys regularly demonstrate that large sections

of the population believe in UFOs, ghosts, telepathy and so on.  For example a Gallup

survey in  the  UK revealed  that  in  their  sample:  45% believed  in  telepathy;  45%

believed in the ability to predict the future; 42% believed in hypnotism; 39% believed

in life after death; 39% believed in faith healing; and 31% believed in ghosts (Social

Surveys/Gallup Ltd, 1995).  On what ethical and empirical basis are we judging the

normality of beliefs?  

In large part, the impression of abnormality is maintained by researchers who focus

exclusively on groups of psychiatric service users on the assumption that they are

somehow categorically different from the rest of the population.  However, as with

research on hearing voices, when researchers move out of the psychiatric clinic and

investigate the ‘normal’ population with no previous psychiatric history, ‘delusions’

appear to be more common than might be expected.  Thus in Verdoux et al.’s (1998)

study of  790  attenders  at  French  primary care  clinics,  endorsement  of  individual

Peters Delusions Inventory (PDI-21, Peters & Garety, 1996) items by those without a

previous  psychiatric  history  varied  between  5%  and  70%  (though  those  with  a

psychiatric  history  had  higher  frequencies  of  agreement  in  general).    Van  Os,

Hanssen, Bijl & Ravelli (2000) reported that 3.3% of their sample of 7,000 Dutch

people had 'true' delusions whilst 8.7% had delusions which were not associated with
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distress and did not require intervention.  By the end of their 15 year longitudinal

study of  New Zealanders,  Poulton,  Caspi,  Moffitt,  Cannon,  Murray & Harrington

(2000)  reported  that  20.1% had  delusions  with  12.6%  judged  as  being  paranoid.

Ellett, Lopes & Chadwick (2003) found that 153 of their 324 non-clinical population

of college students reported an experience of paranoia including a clear statement that

they felt there had been a planned intention to harm them.

In a series of studies Emmanuelle Peters and colleagues have attempted to see if it is

possible to differentiate between psychiatric and normal populations.  Peters, Joseph

& Garety (1999) reported that  'psychotic  inpatients'  had higher  scores on the PDI

compared  to  'normal'  controls.   However,  they  also  found  considerable  overlap

between the two groups.  They argued that the main factors discriminating between

the groups were not the beliefs per se but the distress, conviction and preoccupation

they caused.  In a related study, Peters, Day, McKenna & Orbach (1999) compared

members of New Religious Movements (NRMs) -- Druids and Hare Krishnas -- non-

religious people,  Christians and people diagnosed with delusions.   They found no

differences between the NRMs and those diagnosed with delusions on the number of

'deluded' items they endorsed or with the conviction with which they were held, but

there were differences in the distress and preoccupation caused by the beliefs.  There

were no differences between the non-religious and Christian groups.

Continuing problems with theorisation

Unfortunately the  papers  by Klee  and  Bayne  & Pacherie  sidestep  many of  these

difficulties  and,  in  this,  they  are  quite  representative  of  mainstream  psychiatric

literature.  This side-stepping occurs, in my view, because of a number of factors.
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Firstly, there is a tendency to describe delusions in abstract and reified terms.  Brief

versions of idealised delusions are often presented shorn of the kind of important

context which might give apparently delusional statements some meaning.  One could

characterise such abstract entities as examples of the philosopher's and neuroscientist's

concept of delusion -- and one is reminded here of Bentall's (1999) description of

researchers claiming they have the best description of an elephant when, in fact, they

only have a  partial  view.   Moreover,  there  is  often an  assumption  that  by losing

context one can develop 'pure' classification categories (based on content for example)

and stage or factorial models.     

Secondly there is  an  assumption that  'delusions'  are  different  from 'normal'  belief

processes  but there is  usually little  or  no evidence presented about  'normal'  belief

processes.  Indeed, social psychologists have long shown us that notions of 'belief' and

'attitude' are complex -- discourse analysts suggest that talk about 'attitudes' is highly

variable for example (e.g. Potter & Wetherell, 1987).  Bayne notes Sass's observation

that people with supposedly delusional beliefs rarely seem to act in a way one might

predict from their beliefs but on what basis do we assume that this is different from

'normal' beliefs given the longstanding difficulty social psychologists have found in

predicting behaviour from attitudes?  Why should we assume that 'beliefs' are less

problematic?  We have already seen, for example that the assumption that supposedly

delusional beliefs vary in conviction over time is not consistent with empirical reports

suggesting otherwise.     
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Thirdly, there is little discussion of affect in discussions about beliefs considered to be

delusional,  with  more  of  an  emphasis  on  neuro-cognitive  processes.   In  a  recent

project  (Harper,  1999;  2003)  extending  a  previous  study (Harper,  1992,  1994),  I

interviewed users of  psychiatric  services  and the professionals working with them

(including their psychiatrists and also their general practitioners or their community

psychiatric  nurses).    I  was  struck  by the  emphasis  that  both  diagnosers  and  the

diagnosed placed on the experience of fear in accounts of beliefs considered to be

paranoid.

From critique to deconstruction

No doubt Klee and Bayne & Pacherie might agree with some of these points.  Indeed,

there are similarities between many of the criticisms I have made and those of some

cognitive theorists especially those critical of neo-Kraepelinian models and, in this

respect, it is a pity that some of the recent contributions by cognitive theorists (e.g.

Bentall, Corcoran, Howard, Blackwood & Kinderman, 2001; Morrison, 2001) are not

represented in this special issue.  The last 15 years have seen a number of changes in

the way psychotic experiences are viewed by these researchers and clinicians.  Firstly,

there  has  been  a  growing  focus  on  particular  experiences,  the  single  symptom

approach,  given  the  well-evidenced,  but  largely  ignored,  problems  with  larger

diagnostic categories like schizophrenia (Bentall, 2003; Boyle, 2002).  Secondly, there

has been a willingness to engage with people seen as psychotic and to attempt to

understand  their  experiences.   Such  an  approach  has  a  long  history  within

phenomenological  approaches  (see,  for  example,  Sass  1987,  1994)  but  British

psychologists have emphasised the  importance of  theorising psychotic experiences

using  principles  from  ‘normal’  (as  opposed  to  ‘abnormal’)  psychology  (British
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Psychological Society, 2000).   This has also begun to influence policy to the extent

that the UK's National Institute for Clinical Excellence has supported both cognitive-

behavioural  and  family interventions  for  those  with  a  diagnosis  of  schizophrenia

(National Institute of Clinical Excellence, 2002).

However, as I have argued elsewhere (Harper, 1996) such criticisms and changes do

not go far enough because, whilst these critics avoid some problematic assumptions,

others remain unchallenged because of an adherence to a modernist paradigm.   I find

it  helpful  to  draw  a  distinction  between  critique  and  deconstruction:   critique

challenges  statements  by  working  within  the  same  world  of  assumptions;

deconstruction, on the other hand, explores those very assumptions (Spivak, 1990).

An  example  of  the  implications  of  such  an  idea  can  be  seen  in  the  exchange

disarmingly reported by Richard Bentall between him and Marius Romme.  Romme

said to Bentall 'I really like your research on hallucinations, Richard.  But the trouble

is, you want to  cure hallucinators, whereas I want to  liberate them.  I think they are

like homosexuals in the 1950s -- in need of liberation, not  cure.'   (Bentall,  2003,

p.511, emphasis in original).  Here, we can see one approach to delusions, predicated

upon implicit assumptions of normative belief, therapy and cure, contrasted with a

socio-political  approach predicated upon implicit  assumptions about  human rights,

freedom of thought and so on.

Another example of an unchallenged assumption in the mainstream literature is that

delusions lie 'within' the person with a delusion and that it  is  possible to point to

defining features  of  delusional  beliefs.   The  fact  that  this  is  problematic  is  often

acknowledged (see,  for  example  Bentall,  1999;  Birchwood,  1999)  and  some,  like
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Oltmanns (1988) instead argue that delusions share different numbers of features out

of a longer list.  I have argued elsewhere (Harper, 1994) that this very flexibility of the

diagnostic  repertoire  serves  powerful  social  functions  in  professional  discourse.

Indeed, one might argue from a discursive view that such acknowledgement often

serves as a way of innoculating against potential criticisms whilst the current approach

to delusions is maintained.  As Georgaca argues, a far greater difficulty has, to a large

extent,  been ignored:  that  delusions occur in an interactional  context – a context

obscured by work conducted within a modernist paradigm.

The minimisation of the role of the ‘hearer’ in the diagnosis of delusion

Georgaca illustrates how a person's views cannot be simply regarded as delusional in

the abstract -- they must be regarded as such by a particular person in a particular

historical and cultural context, at a particular time.  This issue becomes even more

important when we hear of how variable that judgement can be from person to person,

and the problems of reliability in diagnosing delusions testify to this.  Of course, as

she notes, the hearer who diagnoses delusion is not just anybody, they are a mental

health professional (eg a psychiatrist) located in a web of power (eg mental health

legislation,  government  policies  on  mental  health  and  so  on).   Moreover,  the

professional hearer of statements uttered in a psychiatric context has the power to

infer a belief from such statements and to decide on its plausibility.  Professional

judgements  are  transformed  into  hypothetical  constructs  (eg  symptoms or  disease

processes) which then obscure the integral role of the judgement process (Fernando,

1997).  David Ingleby has drawn out the moral nature of such judgements:
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understanding someone is simply not possible without crediting them

with a basic degree of plausibility.  And the more charitably inclined

we are to someone, the more likely we will be to see their actions as

'making  sense';  in  this  way,  judgements  about  intelligibility  are

inextricably linked to moral attitudes.

Ingleby (1982, p.133)

As well as being moral these judgements are, as David Heise (1988) has argued, also

intrinsically social.  Rather than beliefs being judged against an assumed objective

comparison,  Heise  foregrounds  the  fact  that  judgements  are  made  by  people  in

particular contexts which are rule-governed and argues that 'delusions are a form of

cognitive deviance' (p.267).  Thus the plausibility of a hypothesised belief is not an

essential quality of a belief -- it is a quality of the interaction between speaker and

hearer.   In other words, to be plausible, stories need to match certain cultural and

narrative expectations (Foress Bennett, 1997).  As Heise has pointed out beliefs are

not  compared  to  an  objective  norm,  rather  they are  compared  with  unarticulated

assumptions  and  expectations.   Edward  E  Sampson  (1993)  has  characterised  one

group of such cultural assumptions as that of the unitary Western rational subject.  

My discourse analysis of these interviews suggested that accounts of plausibility and

rationality judgements about service users’ apparently unwarranted fears (or ‘paranoid

delusions’) imported not only a variety of criteria not found in diagnostic manuals (eg

intelligence, social standing etc) but also assumptions about gender, culture and class.
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I would agree with Georgaca that the breakdown of plausibility and understanding

does not lie 'in' the supposedly deluded person's talk but, rather, between the speaker

and hearer since the speaker fails  to provide what the hearer expects -- there is a

breach in expectations and assumptions between speaker and hearer.  This is not to

say that many people (including myself) may not find some accounts odd or unusual

but,  rather,  that  they are  not necessarily odd  in  and of  themselves because of  the

structure of talk.  

Delusions and discourse

Georgaca’s work reminds us that the ‘delusional beliefs’ measured in experimental

studies and clinical trials are inferred constructs on the basis of structured interviews,

questionnaires or vignette studies.  However, when talk is analysed (and diagnoses are

constructed in a discursive context of interviews, case discussions, letters, reports and

so on) it  seems that far from encountering clear-cut beliefs we see ambiguous and

subtle shifts in discursive positions.  I think there are two interesting aspects to this.

Firstly, that we can learn a lot from focusing on the interviewer or therapist in such

interactions -- for example, some studies reveal professionals’ discomfort in talking

about service users’ delusional beliefs (McCabe et al., 2002) and a conflict between

therapists’ beliefs in collaboration and their wish to persuade clients to modify their

beliefs (Messari & Hallam, 2003).  

A second aspect of interest is the way that in these conversations, service users often

appear caught in what might be called discursive traps.  In my own research (Harper,

1999) I found a similar feature in interviews with service users.  They seemed faced

with a three-fold tension.  First they needed to warrant behaviour that others regarded
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as problematic.  Since one alternative explanation for such behaviour is willfulness

which  might  lead  to  social  disapproval,  this  could  be  achieved  by being seen  as

suffering a psychiatric 'illness'.  However, given the moral ambivalence about whether

those diagnosed  with  psychiatric  problems  are  seen  as  wilful  and  responsible  (eg

psychiatric patients may be seen both as not responsible for their actions and, on the

other hand, as 'resistant' and 'manipulative') there appeared to be a need to provide

further evidence against a wilful interpretation and thus the person needed to be seen

as motivated (ie as a 'good' patient).  Furthermore, since dominant Western cultural

views  of  people  with  psychiatric  problems  regard  them  as  completely  irrational,

unpredictable and potentially violent the person also needed to present themselves as

an ordinary person who could act as a rational agent and citizen.  It is obvious that

these  three  imperatives  pull  in  different  directions  and  have  contradictory effects.

That service users are trying to negotiate their identities under these constraints is an

important  point  and should cause us to  consider  the contradictory assumptions of

much mental health practice (Bracken & Thomas, 1997).  

The influence of the survivor movement

A final challenge to professional constructions is posed by mental health service users

and survivors.  There is a danger of service users’ experiences being colonised by

professional categorisations and classifications rather than allowing users of services

to  theorise  those  experiences  themselves  in  their  own  words.   Some  of  these

conceptualisations will,  of  course,  reflect  dominant  professional  conceptualisations

but others will be different.  Those who use psychiatric services have argued that they

have a right to understand their experiences in a way which makes sense to them and

have set up self-help groups to support them do just this – the UK Hearing Voices
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Network is an excellent example of such an approach (Downs, 2001a,b; James, 2001).

Indeed Wallcraft & Michaelson (2001) have argued for the development of a ‘survivor

discourse’ in order to reclaim the language used to describe their experience back

from professionals.   

Beyond the modernist paradigm:  Towards a social constructionist approach to

'delusions' 

To my mind, a broadly social constructionist theoretical framework is best able to

accommodate an agnostic approach to ‘delusions’2.   Such an approach would open up

new research questions.  For example, if we accept that the diagnosis of delusion is a

social  judgement  made  in  an  interactional  context,  what  can  we  learn  about  the

process by which such judgements are made?   What influences are there on such

judgements?  Do the ‘hearers’ of belief talk vary in the cultural assumptions they use

in judgements of plausibility?  Given that diagnosers appear to draw on diagnostic

criteria flexibly (Harper, 1994) are there other criteria which they draw on to justify

their decisions?  What rhetorical strategies are used to demonstrate that beliefs are

plausible or implausible?   What can we learn about the ways in which psychiatric

service users are trapped between competing imperatives?  Perhaps most importantly

there needs to be more debate about the ethics and politics of psychiatric practice in

relation to beliefs.

If researchers become less focused on the reality of beliefs it might be more important

to focus on the 'fit' between a person's beliefs and the life they wish to lead.  What

influences  are  there  on that  ‘fit’?   How do  some people  manage to  live  lives  as

2 There exist a number of ‘straw person’ characterisations of social constructionism in mental health but
space does not permit a detailed refutation here and the reader is directed to texts detailing important
debates (eg Burr, 2003; Nightingale & Cromby, 1999; Parker et al., 1995; Parker, 1998).   
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‘mystics’, ‘eccentrics’ or even ‘extremists’  (the subject of investigations by Peters,

2001;  Weeks  &  James,  1997;  and  Ronson,  2001  respectively)  rather  than  as

psychiatric patients?  If researchers begin to focus more on ‘normal’ populations what

can we find out about the diversity of beliefs people hold and how they manage the

‘fit’  between  those  beliefs  and  their  everyday  lives?   However,  perhaps  more

fundamentally, we need to move away from traditional conceptions of belief.  If we

begin to  see ‘delusions’  as  positions  that  people take up and/or  are positioned in

discourse  what  influences  might  there be on this?   Fruitful  avenues appear  to  be

narrative  (de  Rivera  & Sarbin,  1998)  and  dialogical  models  (Hallam  O’Connor,

2002).

Such an approach would also hold out the possibility of different practices to help

those distressed by their beliefs (and I will continue to use this term pragmatically in

discussing alternative forms of help).  Research on those who hear voices suggests

that people who develop an explanation of their experiences which allows them to

make sense of their experiences (and does not unduly distress them), puts them in

contact  with  a  community which  shares  these  meanings  (eg spiritualist  churches,

hearing voices group etc),  which involves certain helpful  practices (eg meditation,

political action etc) and which allows them to continue living their lives in a relatively

undisrupted manner means that they may never come into contact with psychiatric

services (Romme & Escher, 2000).  One could argue that those who do come into

contact with psychiatric services do so not just (or even) because of their beliefs per

se but  rather  because  they:  do  not  have  a  meaningful  explanation  for  them;  are

distressed by them; feel isolated with them; have failed to find practices which might
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help them; or because of the reactions of others.  Thus there are a number of points of

intervention with people apart from trying to change their beliefs.  

Alternative approaches

The last few years has been an increased awareness that mental health concepts and

practices  are  contested  which  some  have  seen  as  evidence  of  a  ‘post-psychiatry’

(Bracken & Thomas, 1997).  Instead of trying to ignore such debate some innovative

approaches have explicitly drawn on it.  Thus a training package based on the British

Psychological  Society’s  report  on  psychotic  experiences  (British  Psychological

Society, 2000) foregrounds the fact that mental health is a contested area, theoretically

speaking, with differences of view between service users and professionals and within

those two groups (Bassett et al., 2003).  Moreover, Seikkula et al., (2001a,b) have

developed  an  ‘Open  Dialogue’  model  where  a  team  of  professionals  meet  with

families including a person with a diagnosis of psychosis with the specific aim of

generating dialogues amongst and between the professionals and families about their

experiences rather than simply offering one explanation (eg a psychiatric diagnosis)

and one treatment (eg psychiatric medication).

Perhaps the best  example of an alternative approach is to be found in the area of

hearing  voices,  traditionally  conceptualised  within  psychiatry  as  auditory

hallucinations.  Romme & Escher’s (1993, 2000) pioneering work deliberately took an

agnostic position on the nature of the experience and specifically set out to treat it as

an example of human diversity – a view backed up by research on normal populations.

They investigated  how people  who had  these  experiences,  but  did  not  come into

contact with psychiatric services, coped with them.  They also explored the different
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theoretical models adopted both by ‘normal’ populations and groups of psychiatric

service users and found they drew on a very wide range of approaches ranging from

psychiatric to cognitive, parapsychological, spiritual and so on. 

In my view the way we conceptualise ‘delusions’ or unshared beliefs would benefit

from  adopting  a  similar  approach.   This  would  open  up  new  and  more  fruitful

questions for researchers and more helpful practices for those felt to hold such beliefs.

Indeed, in the UK, a paranoia self-help group based in Sheffield has begun to set up

the Paranoia Network, modelled on the Hearing Voices Network (James, 2003).

There  are  already a  number  of  therapeutic  approaches  which  attempt  to  avoid  a

pathologising people with psychotic experiences:  Narrative Therapy (eg O'Neill &

Stockell,  1991);  a  social  disability model  (Perkins  & Dilks,  1992);  and  solution-

focused therapy (eg Rhodes & Jakes, 2002).  Such work needs to acknowledge that

judgements about delusions are social and cultural rather than ‘objective’.   The aim

of help should  not  necessarily be  to  change a  belief  or  focus on  its  truth  status.

Instead, there could be a focus on the content and context of the belief, especially its

historical and biographical context, especially given that many of these beliefs occur

following experiences  of victimisation and in  late adolescence (Harrop & Trower,

2003).  Help could be focused on enabling the person to get a better ‘fit’ between their

beliefs and the lives they wish to lead.  

One of the main tasks for those with beliefs others might see as unusual is how to live

with those beliefs in a world which doesn’t share them.  Key issues here might include

encouraging the person to:  carry on living the life they want to lead; be careful who
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they talk  to about  their  beliefs;  be careful  not  to attract  attention from others  (eg

neighbours, family members and the police). An important issue is to address the way

frightening beliefs can start to exclude other parts of a person’s life and so come to

dominate them.  It  is important for people to find other activities and goals which

matter to them.  

One relatively under-researched factor which may cause distress is the isolation that

can  be  a consequence of  some frightening beliefs.   The  development  of  paranoia

support groups is one example of how this isolation can be alleviated and how people

with distressing beliefs can help each other to cope (James, 2003).  For those not able

or willing to meet with others, the internet can be a useful resource though this can

become unhelpful if it  begins to dominate the person’s life.   As with the Hearing

Voices Network a great deal can be learnt from those who have had these experiences

and there are now a number of first person accounts (eg Chadwick, 1995; Devalda,

1996; Porteous, 1995).  Tamasin Knight (May et al., 2003; Knight, forthcoming a,b),

for example, has outlined ways of working within a person’s world-view rather than

trying to change it:

Some years ago I became very distressed as I believed I had a physical illness

which would kill me.  I later became able to cope with this by thinking if this

was the case then I should do the things I felt were important and which I

enjoyed right away rather than leave them to the future.  By getting involved in

activities  I  felt  were  important  and  worthwhile  and  building up  my social

network the unusual beliefs I experienced became less central and troublesome

in my life.
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Knight (forthcoming b)

 Thus, for someone who fears that all tap water is contaminated Knight (forthcoming

a) advocates encouraging them to drink bottled water.  It is only in drawing on such

knowledge that we can begin to move towards approaches which pathologise people’s

experiences less and which help us escape the constraints imposed by the modernist

paradigm.
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