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Recovery and values

• The mental health system increasingly takes not just symptom remission, but also 
personal recovery (i.e. quality of life) seriously (e.g., Slade 2009). 

• While medicine cannot be value neutral (eg. health), in a liberal society medicine 
should respect a plurality of values / conceptions of the good life. 

• Normalcy for its own sake is not explicitly valued in psychiatry, but talk of 
wellbeing, function and recovery can hide a normalcy bias, as these ideas are often 
ableist / saneist. Already recognized problem in disability studies (e.g., Bailey 
2019) – should be recognized in psychiatry too.  



Value controversies in disability and 
illness

• Some things should obviously be cured, like 
bronchitis. But then we have…

• Supposedly function-enhancing, but mostly cosmetic
treatments.

• Looking for a ”cure” that eliminates difference / 
normalises (e.g. Eli Clare 2017)

• Harriet McBryde Johnson said that she was fine with
her curved spine and wheelchair. 

• Disabled communities: Deafness, Dwarfism... 

• … autism (e.g. Chapman and Bovell). 



Examples 
from 

psychiatry: 
Self-harm

⚫ An example of a behaviour we do NOT want to normalise / 

accept / promote, but which nevertheless can serve positive 

functions.

⚫ Self-harm can work to: counter suicidal ideation, taking 

control (“pain on one’s own term”, taking control of one’s 

body), managing and reducing overwhelming emotions of 

distress, creating a permanent mark, self-care in treating 

injuries (eg Chandler 2016)

⚫ It is important not to ignore underlying suffering and not to 

ignore meaning embodied by the behaviour.

⚫ Alternatives may be socially acceptable forms of self-harm

(holding ice cubes, snapping rubber band, eating chillies) –

but is the harm from these practices any lesser? Danger of 

silencing and loss of control.



Examples 
from 
psychiatry: 
Psychosis

• Tom Todd (2021) describes his long battle against
forced medication. He recognized he’d likely relapse
and be hospitalized again from time to time if he were
off meds, but much preferred this to constant
medication (also Moncrieff 2015). 

• Harry, the happiest man in the world (Ritunnano, 
Hampston, Broome 2021). Not any less ”functional” 
than many medicated people, and in his own words
happy. Yet psychiatrists wanted to medicate him to a 
more normal state.

• Possibly: Insisting that we must never try drug-free
treatments, even though we know that around 1/3 of
psychosis patients are ”non-responders”, and more
people can’t stand the side-effects they get (Bentall 
2010; Lundin 2021). 



Conclusions: 
We should 
not 
”normalise” 
harm, but…

1. We do NOT advocate that people should
stop worrying about things like self-harm or 
truly harmful psychotic states. 

2. However, aiming for harm reduction is 
sometimes better than trying to make 
someone stop, e.g., self-harming behaviour, 
or replace it with meaningless and 
potentially more harmful alternatives. 

3. Psychiatry should always take care to treat
underlying problems, instead of a shallow
focus on the most visible symptoms. A 
polished and “normal-looking” surface
should not be bought at the price of serious
but less visible suffering. 



…but neither 
should we 
shun that 
which is 
merely 
weird. 

• Some behaviours and beliefs might be truly 
harmless, but pathologized and seen as in need of 
suppression because they seem weird. 

• Psychiatric patients might also experience 
unnecessary stress and distress through self-
policing such harmless or even beneficial coping 
mechanisms. 

• Harmless but weird coping mechanisms and 
strategies should be normalised and accepted. 


