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Abstract 

 

Service-user involvement is seen by some advocates as a magic bullet for many of the ills 

facing the mental health system.  It is enshrined in official policy as an important feature of 

any service development planning, and is a core aspect of funded research.  Many proponents 

for service-user involvement believe it will help destabilise some of the power invested in the 

medical profession (Bracken and Thomas 2006)  However it is important to problematise the 

naive assumption that this is either straightforward to operationalise or efficacious in 

producing any challenge to psychiatric power. 

Much has been written on the power held by the medical profession to shape the discourses 

of madness.  One of the few challenges to the hegemony of psychiatric discourse comes from 

the service-user movement.  The epistemology of survivor research presents an alternative to 

the way mental distress is currently framed.   User narratives, and the presence of users at the 

table, have the potential to challenge the dominant paradigm.   

Power, one of four dimensions of the Equality of Condition framework (Baker et al 2002), is 

used by (McDaid 2009, 2010) to explore some obstacles to user involvement. This dimension 

refers to both ‘power over’ and to empowerment.  These processes will be examined in this 

paper which seeks to tease out many of the complexities of power as it manifests and operates 

in the mental health field.   
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Introduction 

 

Power is a complex pervasive aspect of social realities and relationships.  Numerous theories 

of power have been proposed but the main ones examined here in relation to mental health 

services are those of Lukes, (1974, 2005) and Foucault (1977 1988, 1980). The concept of 

empowerment is also considered, as it is a response to a lack of power.  Masterson and Owen 

(2006) review theories of power in relation to mental health service-users and empowerment. 

Service-user-led research has resulted in the emergence of survivor epistemologies, which 

offer a challenge to psychiatric orthodoxy. Service-user involvement is another development 

that some hope will lead to a shift in the power balances within mental health services, yet the 

outcomes have been disappointing for service user empowerment. The concept of equality of 

condition is a useful way to frame the challenges that arise for mental health service-users 

who engage with participatory forums within mental health services. Power is one of the 

dimensions addressed by Baker et al (2004) in their work on equality, and this has been 

applied to metal health service-user involvement by McDaid (2009).   

 

Lukes Radical View of Power 

 

The first dimension of power, overt power, considers decision-making mechanisms, 

particularly in deciding between different policy options, that is, how are decisions made and 

conflicts resolved? (Dahl 1961 in Lukes 2005). The second dimension, covert power, controls 

what issues make it onto the decision-makers agenda, that is, how it is decided what issues 

are included and what issues are omitted from decision makers agenda.  (Bachrach and 

Baratz 1970 in Lukes 2005).  This dimension also limits the range of possible policy options 

that are available.  The third dimension, according to Lukes (1974, 2005), which he refers to 

as latent power, determines the forces that shape people’s understanding of their own needs. 

It is concerned with those factors which affect people’s perception, cognition and self-view, 

which in turn determine what people demand of themselves, others and society, and thereby 

what might make it onto the political agenda.  It is concerned to promote the idea that the 

present circumstances are the only possible option. The power of the biological explanation 

of mental illness is a clear example of latent power, because this legitimises the widespread 

use of medication and physical interventions such as ECT, and sets the boundaries for what 

can and cannot be negotiated by service-user involvement.  
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Foucault’s Theory of Power 

 

There are different accounts of how the profession of psychiatry has developed its strong 

power base.  Foucault (1971) traced the development of psychiatry through societies 

responses to madness, from various moral approaches to the ‘great confinement’ in the 

asylums of the nineteenth and twentieth centuries, which provided a site for medical practice 

to develop, opportunities to observe and categorise states of madness, to thereby develop the 

scientific basis for the approach of contemporary psychiatry, which has a predominantly 

biological basis to its understanding of mental distress. Psychiatry developed a strong power 

base in the area of social control of unreason and irrationality, becoming an arm of the state 

in governing people.  

Foucault’s understanding of power is summarised by McDonnell et al. (2009, p 98): 

 Power is not the property of individuals, social groups (such as a dominant social 

class or institution) or the state. 

 Power is not held but exercised, and it is exercised not from a central point (e.g. the 

state) but through a myriad of power relations that are networked in a capillary-like 

fashion throughout society. 

 Power serves multiple social functions and its effects are not uniform. 

 Power nevertheless, is all encompassing: while power relations shift, power is a force 

filed from which we cannot escape or transcend.  

 Power is not simply repressive, either in the functions that it performs or its effects: 

instead, power is productive in terms of its practical effects in producing new objects 

of knowledge, new discourses, new practices and new modes of subjectivities. 

One important component of Foucault’s understanding of power is ‘disciplinary power’.  Mc 

Donnell et al define it as ‘those techniques derived from knowledge of human behaviour for 

controlling, regulating and managing bodies- in other words, a form of knowledge that is 

bound up with the production of knowledge and operationalised through the mechanism of 

surveillance’ (McDonnell et al. 2009, p 93).  Another useful concept is the idea of 

‘governmentality’. Mc Donnell et al  define this concept, referring to his 1988 work 

‘Technologies of the Self’, as ‘a specific form of modern regulatory power or a rationality of 

government, which conjoins ‘technologies of power’ (e.g., technologies of the surveillance 

associated with disciplinary power) and ‘ technologies of the self’ (self-regulatory practices) 

(McDonnell et al. 2009, p 96). 



4 

 

 

Foucault's theories of power can offer an explanation for the operation of power at Lukes’ 

third dimension, according to (Masterson and Owen 2006).  They review how Foucault's 

work explains the relationship between knowledge , ‘truth’ and power which work together to 

control people within modern society through influencing how they think and conceptualise 

the world.  They point out Foucault saw this as a power/knowledge nexus, where he 

considered all knowledge to be the effect of a specific regime of power where forms of 

knowledge constitute the social reality they describe and analyse.  As Foucault put it; 

power and knowledge directly imply one another; ... there is no power relations 

without the correlative constitution of a field of knowledge, nor any knowledge that 

does not presuppose and constitute at the same time power relations,  (Foucault 1977, 

p 27) 

How disciplines construct and interpret reality becomes accepted as self-evident by the 

general population.    This can clearly be traced through the development of medico-

psychiatry, which according to (Boyle 2000, Rogers & Pilgrim, 2003) has such control over 

the discourses around mental illness that its theoretical assumptions are largely unquestioned.  

Whether one considers the diagnostic labels themselves, (Read et al. 2004), the brain 

chemistry malfunction hypothesis (Breggin 1993, Lynch 2001), or the reliance on 

psychotropic drugs as the only treatment for mental/emotional distress (Whitaker 2010): the 

power of the discipline of psychiatry means that its explanations and theoretical assumptions 

are considered to be the only legitimate, credible explanation, and so the authority of a 

psychiatrist yields great power. Foucault has many critics of his conception of power, but 

space does not permit dealing with these here. 

 

Four aspects of power seen operating thorough the psychiatric profession are identified by 

Rogers and Pilgrim (2003): 

 The power imbalance created by professional knowledge 

 Medical dominance and ‘individualism’ 

 Normative knowledge and social control 

 Knowledge and status differentials  

These can be represented schematically in a matrix form. (See figure 1) 

 

People engaging with mental health professionals of all kinds enter into an unequal 

relationship because of the knowledge differential.  This is more pronounced in mental health 
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because it is a totalising effect. It is not a broken leg that the doctor is fixing, but the whole 

person is affected.  Receiving a psychiatric diagnosis is particularly disempowering since the 

whole person is considered to be under the remit of care.  Even though there have been 

debates within psychiatry about the ontology and epistemology of madness and distress, lay 

accounts are not welcome or incorporated into the explanations in the literature.  On the rare 

occasions recently where subjective accounts are incorporated, they are overlaid and 

interpreted through the theoretical frameworks of the psychiatric approach. Even the most 

person centred approach, that of Carl Rogers, entails the professional having a world view 

that the client is unknowingly shaped by (Rogers and Pilgrim 2003, pp. 173-185). 

 

Medical explanations of madness and distress have predominantly focused on individual 

pathology.  Rather than locating explanations in the social circumstances of individuals, such 

as poverty, poor housing, lack of social, educational, occupational opportunities, violence, 

racism, war etc , mental distress was unquestioningly located in faulty brain functioning.  

Even though there is no scientific basis or backup in academic biology to these claims, 

nevertheless they are repeatedly pronounced by leading academic psychiatrists and readily 

taken up by entrants to the profession who learn bio determinism ‘by assumption’ (Rogers 

and Pilgrim 2003 p176), as questioning and critical thinking have not been encouraged in 

medical students, junior psychiatrists in particular.  Therefore this emphasis on the aetiology 

of mental distress completely dis-empowers the individual who will not be listened to about 

the stresses they experience in their social world.  The mental health services police social 

deviancy, and produce conformity though an overt acceptance of the ‘sick role’ and 

treatments prescribed, and secondarily through the covert power invested by the state in the 

detention of the seriously disordered offenders, and the power to legally detain temporarily 

‘insane’ people, and treat them against their will.  This issue is returned to again in 

discussions of the writings of  Foucault, who clearly outlined how the psychiatric profession, 

alongside general medicine, is one of the controlling, governing arms of the modern 

surveillance of the state. 

Professional interests, models and practices are privileged in mental health services, over and 

above lay knowledge. Although lay knowledge may be sought out in evaluation of mental 

health services, in managerial policies to incorporate the ‘user voice’, in practice it is not 

highly valued, and has little real influence in shaping direction of services, particularly in the 

face of overt or covert resistance from the dominant profession.  Resistance can result in 

obstacles to progression of lay concerns through the subtle operation of the three dimensions 
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of power discussed above. In addition, professional ‘power over’ determines the way these 

four aspects of professional dominance or authority play out.  Figure 1 illustrates how the 

dimensions of power interact with the various manifestations of the ‘power over’ of the 

psychiatric profession.  

 

According to Thomas and Bracken 2008, psychiatry displays its power in its attempts to 

classify madness, to establish a medical truth about madness.  In addition, psychiatry with its 

diagnostic categories, theories and therapies is linked to the practices of the state to control 

people.  According to Thomas and Bracken 2008, Foucault observes how psychiatry polices 

the boundaries of the rationality, by setting out clear criteria for normal subjectivity.  Not 

only does it say it is not ‘normal’ to hear voices, psychiatry determines how such experiences 

are to be understood.  People who hear voices must be suffering from schizophrenia, and 

other interpretations, such as a gift of the gods, are dismissed as lacking scientific credibility. 

Thomas and Bracken 2008 refer to how Foucault suggests ‘taking the forms of resistance 

against different forms of power as a starting point…. using this resistance… to bring to light 

power relations, locate their position, find out their point of application and the methods 

used’ (Foucault 1982, pp210-210, cited in Thomas and Bracken 2008, p 43).  They refer to 

the survivor movement which celebrates the value of difference in madness and takes many 

forms of opposition to psychiatry.  Thomas and Bracken place great hope in the resistant to 

traditional psychiatry by the service-user/ survivor movement, and the various oppositions 

articulated to biomedical discourses.   However interestingly, Pilgrim has highlighted the co-

option of the voice of protest into the service of the needs of the mental health establishment, 

and puts the tension between the democratic impulses to improve, or indeed in many cases to 

resist and reject altogether, the care offered by mental health services of the service-user 

movement, and the agenda of the health care providers to co-opt the service-user voice in a 

corporatist, neo-liberal effort to achieve stated policy objectives and outcomes (Pilgrim 

2005). Yet survivor research has begun to develop an epistemology that articulates an 

alternative to the rigid positivism of psychiatry. 

 

Mental Health Survivor Epistemology 

 

The hierarchy of knowledge and evidence enshrined in the medical field places the values of 

‘objectivity’, ‘neutrality’ & ‘distance’ at the top of the evidence pyramid which sees the 

Randomised Control Trial as the highest expression of truth.  Feminist standpoint theory and 
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critical theory are counterbalancing ways of examining this reductionist worldview, and are 

the foundations upon which survivor epistemology rests. 

‘Standpoint epistemology begins with the assumption there is no universal, Archimedean 

vantage point from which to observe the world according to Donna Haraway (1988).  She 

critiqued the claims of science to truth: exposing a doctrine of objectivity which promises 

transcendence, the view from above, god’s eye view.  She asked who is this see-er and where 

is this knower placed?  This disembodied observer who does not interact or engage with the 

world being studied cannot exist as all humans, and all knowledge is situated.  Thus situated 

knowledges are honest, embodied ways of knowing, offering embodied objectivity.  The god-

trick she describes of creating a detached disembodied ‘relativism’; ‘a way of being nowhere 

while claiming to be everywhere’, permeates the field of psychiatry and its relation to mental 

distress, in particular its emphasis on scientific diagnostic criteria which seek to categorise 

mental distress into discrete illnesses.  Haraway instead argues for a positioning of the 

knower, the researcher, which offers objectivity because it is partial.  It is the objectivity 

offered by the ‘joining of partial views and halting voices into a collective subject position 

that promises a vision of the means of ongoing finite embodiment, of living within limits and 

contradictions, of views from somewhere’ (Haraway 1988, p 590).  For Haraway, knowledge 

is produced through a ‘power-charged social relation of ‘conversation’.  and found through 

‘situated conversation at every level of its articulation’ (Haraway 1988, p 596).   

Sandra Harding makes the point that, ‘Marginalised experiences, and what marginalised 

peoples say, are crucial guides to the new questions that can be asked about …social 

relations’ (Harding 2008 p 337).  These questions arise out of the gap between marginalised 

experiences and the dominant conceptual schemes that organise social relations.  Standpoint 

epistemology is much bigger than an identity politics based on questions of where one comes 

from, but it may ask who one wants to be.   It is bigger than being a member of an oppressed 

group, which in itself could be construed as an essentialist position. Standpoint epistemology 

is an ‘achievement’ rather than a natural ‘property’ of researchers, (Harding 2008 p 337).   

Survivor researchers, researchers coming from the perspective of having themselves used 

mental health services, also address what it is that survivor epistemology can articulate about 

knowledge, and how it is produced.  Beresford and Wallcraft identified factors such as 

unequal power relations with psychiatry, medicalisation of distress, a hostile political, media 

and social climate, lack of a coherent and agreed philosophy for the survivor movement.   

‘Undertaking emancipatory research has been part of the survivor movement's project 

of survivors speaking and acting for themselves; improving their lives and liberating 
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themselves from an oppressive psychiatric system; of changing and equalising 

relationships between research and research subjects, and developing survivors' own 

knowledge collectively’. (Beresford and Wallcraft 1997, p 10) 

 

Survivor research has challenged the medical paradigm in several ways; offering different 

explanations of distress, and rejecting the concept of mental illness and psychiatric labels, 

offering social or spiritual models instead; naming some medical practices as abuse, or even 

torture.   

 

Empowerment 

 

Returning to the literature on empowerment, McDaid reviews two dominant conceptions of 

empowerment: firstly empowerment as a psychological concept.  She concludes, ‘While not 

overtly blaming people with mental health problems for their own powerlessness, such 

discourse nevertheless has orientated itself from a position that saw the solution to this 

powerlessness to be through improvements in the individual’s self-confidence and self 

capability rather than in action to target power relations’.  (McDaid 2010 p 210). 

Then empowerment as it is used in relation to the involvement of service-users in governance 

is examined.  She points out the overwhelming power of professionals over users, who can be 

detained and treated against their will, in addition to the ‘unilateral authority of psychiatrists’ 

over decisions about care.  And so many service-users have sought to equalise power 

relationships between themselves and professionals.  Mental health professionals also 

conceive of empowerment as the transfer of power from the powerful to the powerless.   

McDaid critiques both these understandings of empowerment, pointing out the difficulty with 

individualising empowerment first.  She highlights the potential for confusing service-users 

with unrealistic expectations that programmes might make a difference to their lives, for 

instance in the training centre model of ‘train and place’: where service-users receive training 

to increase skills and self-confidence before seeking open employment.   People can spend 

long periods on training programmes designed to increase self-confidence and skills, yet end 

up with no substantial improvement in their ability to combat the stigma and discrimination 

they experience in relation to job seeking, as well as other aspects of their lives (McDaid 

2010).   

McDaid  reviews some of other criticisms of the individualistic approach to empowerment, 

particularly as it occurs in the psychological literature.   Riger (1993) argued that modern 

psychology's view of the individual subject as ‘self-contained, independent and self-reliant’ 
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underlies the psychological concept of empowerment.  This reflects   ‘psychology's tendency 

to reduce complex phenomena to individual psychological dynamics’, ((Riger 1993 cited in 

McDaid 2010, p 212).  Ryles (1999) argued that framing empowerment in terms of personal 

growth ignores the objectifying discourses of medicine and psychoanalysis which constrain 

individual growth (Ryles 1999 cited inMcDaid 2010, p 212). McDaid also highlights Ryles’ 

point about the divisive nature of the focus on the individual by the nursing profession, a 

theme that is also present in Townsend's (1998) examination of the way occupational 

therapists are obliged to work within the mental health system.  A more general criticism of 

individualised empowerment concepts is the failure to address the structural causes of 

inequality.  Indeed, they can deflect attention away from injustice and oppression, if not 

directly enabling it.  

McDaid (2010) then considers the difficulty with linking empowerment to service-user 

involvement.  She focuses on the practical difficulties in terms of the achievements, or a lack 

of them, by the service-user movement in the UK.  For the past two decades much of the 

energy of the service-user movement has focused on seeking to increase their authority 

within the mental health services.  Greater participation at decision-making level of the 

services has been a goal of the movement, with participation on advisory/planning 

committees and in consultations being sought.  However the failure of this approach has been 

articulated by individuals within the movement.  McDaid (2010) refers to Wallcraft et al 

(2003), McDaid (2007), Rose and Lucas (2007) but this theme has also been elaborated on by 

Pilgrim (2005) and Campbell (2005).  Research found service-users did not ‘substantially 

participate in setting priorities’, and ‘have experienced unequal power on committees with 

professionals’, and a ‘general sense of tokenism’ (McDaid 2010, p 213). 

Masterson and Owen (2006) trace conceptualisations of empowerment from two broad 

strands of thought: collectivist social action and individual consumerism. The idea of 

empowerment proposed in the 1960s in the USA, and the UK in the 1970s included social 

action, group unity in the development of the collective ‘voice’.  In the US, the first critical 

voices of the service-user movement in the 1970s drew heavily on ideas about power, 

oppression, and collective action from black civil rights and women's movements (Masterson 

and Owen 2006, p. 20). 

The concept of empowerment was subsumed into the political rhetoric of neoliberal 

consumerism in the 1980s and 90s under Reagan and Thatcher.  Under consumerism patient 

choice became equated with empowerment, and part of the package of privatisation, 

competitive tendering and the creation of a ‘market’ for health services.  Under this 
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conceptualisation empowerment is based on individualist notions of self care and self 

responsibility, a shift away from collective social action, (Masterson and Owen 2006, p. 20).  

They maintain that efforts to empower people are hindered because of ‘imprecise and varied 

notions’ as to what is really meant by empowerment. 

Masterson and Owen (2006) use three theories of power to examine the position of mental 

health service-users; Weber; Lukes; and Foucault.  Starting with Weber, they refer to his idea 

of power; the ability of an actor to realize his or her will in a social action, even against the 

will of other actors, (Weber 1946 p 180). Weber’s idea of ‘constant  sum’,  which means that 

in order for a group like mental health service-users to become empowered, those who hold 

power, like professionals and managers, must surrender some of their power (Masterson and 

Owen 2006, p.21 ).  An important aspect of Weber’s idea of power, according to Masterson 

and Owen, includes the notion of authority: the capacity for legitimate application, actual or 

potential, of power.  This, of course, becomes important as an understanding of the power of 

professionals and service managers, psychiatrists in particular, over mental health service-

users.  This view of power provides a strong disincentive to the idea of empowering service-

users, particularly in relation to involving them at operational and strategic levels, for those 

with a fear of the dilution of their own power (2006, p. 21).   

Luke’s three dimensions of power have been discussed earlier, and Masterson and Owen 

(2006) use the example of decision-making around medication.  The traditional Weberian 

understanding of power is applicable at the first face of power: here the authority of a 

psychiatrist may be very obvious.  In addition, though, covert use of power controls the 

agenda of what can be discussed; the discussion might preclude the use of expensive 

medications, or that the service-user would cope without medication.  These issues are not on 

the agenda for discussion, the psychiatrist pre-empts the decision-making process. 

Masterson and Owen (2006) make the point that the concept of mental illness itself is an 

exercise of power at the third dimension. The social constructionist argument that mental 

illness is comprised of subjective labels of social deviance that facilitate social control, rather 

than valid medical conditions is a view not widely held: thereby maintaining power relations 

between service-users and professional experts. This has been discussed earlier in relation to 

Foucault’s theory. 
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Equality of Condition Framework 

 

The Equality of Condition framework, Baker et al (2004), is a mechanism ‘through which 

one can identify the full range of social disadvantages faced by mental health service-users 

engaged in strategic decision-making’ (McDaid 2009, p 464). The Equality of Condition 

framework prioritises creating more equal power relations in society, identifying four 

different dimensions of inequality which include power; respect and recognition; resources; 

and ‘love, care and solidarity’.  The power dimension refers to both ‘power over’ and 

empowerment.  ‘Power over’ covers coercion, disciplinary power, the power of authority and 

power/knowledge.  McDaid (2009 p 464) defines empowerment as the ‘generation of power 

through collective public action to achieve respect, recognition and resources’.  Space does 

not permit a consideration of the dimensions beyond power at this time. 

 

McDaid (2009) illustrates the range of structural inequalities participants in her research 

faced which reduce opportunity for equal participation. Her findings also show that lack of 

respect for experiential knowledge and lack of role parity on committees lead to feelings of 

powerlessness amongst users.  All of inequalities identified, including the experience of 

powerlessness, resulted in barriers to effective participation.  McDaid concludes by arguing 

that if inequalities are not addressed as part of the process of user participation, ‘involvement 

itself can be disempowering and can serve to perpetuate inequalities by reinforcing lack of 

respect, lack of power and lack of resources’, (McDaid 2009, p 472).   
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Conclusion 

This paper sought to outline some of the theories of power as they apply to mental health 

services and the ‘empowerment’ and involvement of users in particular. The ideas of Lukes 

and Foucault were examined, through the lens of several writers on mental health, who 

illustrate repeatedly how the construction of psychiatric knowledge controls society, but 

especially service-users. Rogers and Pilgrims’ work outlining the different factors operating 

in mental health services was examined, particularly in relation to the power of psychiatry; 

the power imbalance created by professional knowledge; medical dominance and 

individualism; normative knowledge and social control; knowledge and status differentials. 

These were represented diagrammatically in a matrix of power, which sought to apply the 

different faces of power, as they interact within mental health services. 

Ideas about empowerment were also presented as empowerment of service-users is proposed 

as a solution to the power of psychiatry. In addition, service-user involvement is presented as 

a counterbalance to psychiatry’s power yet research repeatedly shows that the experience of 

service-users who engage in forums for involvement is not one of empowerment; rather it 

reinforces their powerlessness. One exception is the development of service-user-led research 

which has begun to articulate an epistemology that offers an alternative to psychiatry’s 

knowledge paradigm. However, considering the pervasive nature of power in mental health 

services, there appears to be little hope of mental health service-users taking over the running 

of the asylum. 
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Figure 1  Matrix Of Power in Mental Health Services 

 Dimensions of Power  

Manifestations 

of  ‘power over’ 

Overt Covert Latent 

Knowledge 

creation 

Scientific validity 

asserted over Mental 

distress   

Experiential 

knowledge de-

valued, not listened 

to  

Scientific method 

undermines 

alternative framing of 

distress, so people 

cede to medical 

explanation   

Professional 

Knowledge 

Diagnosis affects 

whole person,  

sense of self 

undermined 

Internalisation of the 

loss of value in self 

Individualisation Causation of illness 

in the person’s 

biology 

Removes attention 

from social 

structures and the 

socio-biographical 

context of people’s 

lives 

Medication/physical 

intervention is only 

focus 

Normative & 

social control 

Categorisation of 

distress; definition 

of what is normal 

and deviant  

Deviant behaviour 

is controlled by 

psychiatry  

Society gives power 

to control deviance to 

psychiatry in the 

name of ‘health and 

safety’ 

Professional 

status 

Highest status in 

hierarchy in system 

Decision makers Controls the 

parameters of the 

services 

Legislative 

power 

Authority to detain 

and treat person ‘for 

their own good’ or 

in the interests of 

public safety. 

Unspoken 

awareness of 

authority 

underlying all 

interactions 

Belief that resistance 

is futile, because the 

weight of the system 

is against the 

individual 
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