
 

 

  ARTICLE  
 

JEMH · Open Volume 10 | Page 1 

© 2019 Journal of Ethics in Mental Health (ISSN: 1916-2405) 

 

 

           Peer Reviewed 
 
Mad Studies and an Ethics of Listening 

 

Cherry Baylosis 
PhD Candidate, Department of Media and Communications 
Faculty of Arts and Social Sciences 
University of Sydney 
Sydney, Australia 

 

Abstract  

Within Mad Studies, there is a strong emphasis on giving voice to consumers, survivors, and ex-

patients (C/S/X) as a tactic for challenging dominant psychiatric discourses (Chamberlin, 1990; 

McWade, Milton, & Beresford, 2015; Russo & Beresford, 2014). However, too heavy a focus on voice 

can be problematic. Without equal attention to the role of listening, marginalised voices of C/S/X can 

remain subjugated and disqualified. In this paper, I draw on literature from Cultural Studies that 

discusses the role of “listening” in order to problematise the over-emphasis on voice and I 

subsequently argue for incorporating listening to theorisations of voice (e.g., Dreher, 2009; Goggin, 

2009; Husband, 2009). Through an analysis of the Hearing Voices Movement (HVM), I demonstrate 

the crucial roles of both listening and voice in developing an ethics of listening within Mad Studies that 

is grounded and informed by the experiences of C/S/X. 
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Introduction 

Mad Studies is an emerging field of scholarship within mental health discourse that brings the 

voices of C/S/X to the academic table and the mental health sector (Chamberlin, 1990; McWade et 

al., 2015; Russo & Beresford, 2014). Within it, the use of the terms ‘mad’ and ‘madness’ signifies the 

reappropriation of language where ‘the Mad’ - or C/S/X - speak out to reclaim and define their 

experiences in relation to psychiatry (Cross, 2010; Lewis, 2013).  
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The emphasis on giving voice has coincided with many initiatives within the field of mental 

health that engage with C/S/X perspectives (Beresford & Russo, 2016; LeFrançois, Menzies, & 

Reaume, 2013). Yet, disappointingly, many initiatives that offer a space for voice only ‘partially’ and 

‘selectively’ hear the narratives told by Mad people invited to speak (Goggin, 2009). Instead, ‘expert’s’ 

interpretation of these stories are prioritised, as are expert voices in which the Mad are required to 

listen, relegating their own experiential knowledge to the fringes of knowledge production (McWade 

et al., 2015). Thus, while C/S/X voices are now widely recognised as having some importance in the 

arena of mental health, the extent to which these voices are heard is significantly limited.  

A prime example of this dynamic is described by Mad-identified scholars, Russo and Beresford 

(2014). They lament the continued misrecognition of C/S/X narratives, despite the expanding interest 

in Mad voices in the mental health sector. In their article, they reflect on their firsthand experiences 

while at two conferences: The first, Alternative Psychiatric Narratives, which took place on May 16th 

to 17th 2014, at the University of Birkbeck, London and the second, Understanding Epistemic Injustice, 

held at the University of Bristol, Bristol during June 26th to 27th 2014. Both of these conferences 

attempted to offer inclusive forums for C/S/X voices as a way of rebalancing power between psy 

professionals and C/S/X, and to develop alternative and critical discourses on psychiatry. For Russo 

and Beresford, both these events seemed initially appealing, based on their calls for papers that 

welcomed and encouraged C/S/X perspectives, research, and conceptual work. While they found that 

there were numerous invaluable discussions and papers presented, they were disappointed to 

observe that these events continued to maintain “the longstanding academic habit of avoiding a 

dialogue with subjects of their interest outside traditionally divided research roles” (p. 154). Here, 

C/S/X are continually positioned as objects to be studied on by psy researchers, rather than co-

producers of knowledge with whom psy researchers can work with (McWade, Milton & Beresford, 

2015). Such practices, Russo and Beresford argue, make them doubtful that events like these will 

ever lead to substantiative change within the mental health sector. 

As the inclusion of C/S/X voices in mental health systems has become common practice, we 

now have to consider just how such voices are being taken up in such contexts. We need to attend to 

how such voices are usually being heard through the frameworks of dominant psychiatric discourse 

(Crepaz-Keay & Kalathil, 2013; McWade et al., 2015; Russo & Beresford, 2014). This requires 

purposeful efforts to equalise power relations between psychiatry and patients so that C/S/X’s 
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perspectives are taken more seriously (Holland, 2012). While Mad Studies offers us a set of principles 

and concepts that elevates the voices of the Mad (for overview see LeFrançois, Menzies, & Reaume, 

2013), such narratives run the risk of persistent marginalisation and subjugation if those in positions 

of power are not held accountable in the role that they have in silencing, limiting, and amplifying certain 

voices.  

I argue that the turn to listening within Cultural Studies may offer some productive possibilities 

for this current tension. Specifically, the ‘listening project’, an area of research within Cultural Studies 

that has sought to develop a corrective emphasis on voice through engaging in the socio-political 

spaces of disability, race, and gender that can offer new possibilities for power-sharing (Couldry, 2009; 

Goggin, 2009; Husband, 2009; Thill, 2014). Like Mad Studies, the listening project shares concerns 

regarding how hierarchies of voice can contribute to socio-political domination, oppression, and 

discrimination (Couldry, 2009). As a way forward, listening scholars argue that scholarship must attend 

to listening to consider how voice is heard and valued (Thill, 2014).  

This does not mean valuing listening over speaking. Rather, it requires understanding the 

relationship between the two, with the aim of locating responsibility not only on those who are 

marginalised, but also on the conventions and institutional practices that determine who, and what, 

can be heard (Dreher, 2009). Additionally, listening does not imply an aural and sonic aspect of 

listening or voice. Rather, and as Couldry (2009) argues, it means recognising that people have the 

reflexive capacity to make sense of their own experiences. It is important to acknowledge here my 

position as a researcher working within Mad Studies. I am a Mad Studies ally. My goal here is to not 

talk as an authority on madness. Rather, my intention is to consider how those working in privileged 

positions of power can develop ethical practices to work with Mad Studies, or more broadly C/S/X 

perspectives, in a manner that seeks to challenge longstanding power-laden knowledge systems.  

To do this, I argue that developing an ethics of listening may offer some potential. To start, I 

outline various conceptualisations of voice, and consider some of the limitations of such 

conceptualisations. I then turn to the listening project to discuss how listening can serve as a useful 

corrective to voice (e.g., Dreher, 2009; Goggin, 2009; Husband, 2009). Lastly, through an analysis of 

the HVM I demonstrate the crucial roles of both listening and voice in developing a transformative 

approach - an ethics of listening that is grounded and led by Mad people’s perspectives and 

experiences. 
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Mad Studies and voice  

Mad Studies is informed by a history of the North American 1960 and 1970s C/S/X movement 

that embraced voice as a democratic tool (Reville & Church, 2012). As renowned American C/S/X 

activist Judi Chamberlin (1990) argued, central to these movements was a process of self-definition 

and self-determination. This did not imply individualism. Rather, it referred to collective action - a 

raising of voices - which involved, and continues to involve, strategically reclaiming, contesting, and 

negotiating labels and treatments that are imposed on the Mad by psy sciences (Crossley & Crossley, 

2001). Having a voice allows the Mad to construct counter-narratives oriented towards C/S/X rights, 

forming a critical discourse in relation to psy discourse (Crossley & Crossley, 2001). It is important to 

note, however, these counter-narratives do not represent a homogenous experience but rather a 

multiplicity of experiences and meanings of madness that challenge the hegemony of psychiatry 

(LeFrançois, Menzies, & Reaume, 2013). 

 Importantly, having a voice allows the Mad to challenge pervasive discourses of ‘mental 

illness’. For Mad activists and scholars (McWade et al., 2015; LeFrançois et al., 2013), mental illness 

is a socio-political construct that legitimises psychiatric intervention to control behaviour that deviates 

from social norms (Lewis, 2013; Schrader, Jones, & Shattell, 2013). In this way, the ‘medical model’ 

represents madness as an illness - an individual tragedy needing to be cured with the aid of 

psychiatric-interventions (Coles, 2013; Harper, 2009). This forms the context of oppressive power 

relations because the voices of health professionals are privileged in making decisions about how best 

to respond to madness at the expense of acknowledging the experiential knowledge of Mad individuals 

themselves (see Coles, Keenan, & Diamond, 2013).  

The counter-narratives of C/S/X bring to light how the medical model shapes what voices are 

heard in knowledge production and proliferation of ‘facts’ about mental illness. LeFrançois et al. (2013) 

describe how the dominant discourses of mental illness restrict Mad conceptualisations, while 

privileging mental health professionals’ knowledge. This, in turn, ultimately determines treatments for 

mental illness. Here, the health ‘experts’ have the authority and the legitimacy to control who is 

permitted to speak and be heard, and thus shape ‘common knowledge’ about mental illness (Russo 

& Beresford, 2014; White & Pike, 2013).  

This power to represent reality at the exclusion of the Mad is a form of injustice. As Mad scholar 
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Liegghio (2013) argues, psychiatry inflicts ‘epistemic violence’, where Mad individuals and groups are 

disqualified as legitimate knowers. They are, as Harwood (2001) explains, disqualified because they 

are deemed as incapable and they do not meet the criteria for recognised knowledge. This leads to 

psy professionals monopolising the space of knowledge about madness. Thus, for Mad Studies, it is 

fundamental that Mad voices – their people, their culture, their experiences – are brought to the 

academic table as a way of rebalancing epistemologies of power (McWade et al., 2015).  

For allies like myself who are working in line with Mad Studies, this requires adopting a position 

that Harwood (2001) describes as being constantly vigilant of the ways in which the human scientific 

tradition has dominated research endeavours. As Harwood points out, it asks us to work in ways that 

critically engage with dominant systems of knowledge by bringing subjugated knowledge to the fore 

in a manner that disrupts qualified knowledge (Harwood, 2001). Without such an approach, C/S/X 

knowledge runs the risk of continued subjugation.  

 The notion of C/S/X voices has gained some traction within the mental health sector, but it 

often falls short as being recognised as having authority and legitimacy. For instance, it is now 

commonplace for mental health services to consult with 'consumers' as a way of encouraging 

involvement and participation in service delivery (Boote, Telford, & Cooper, 2002; Chamberlin, 2005). 

However, as Chamberlin argues, power imbalances limit the level of participation of consumers in 

decision-making about service delivery. Health professions ultimately determine the level of 

participation, and often have the final say in what decisions are made. Another example is the move 

to integrate 'peer' workers into clinical settings, where C/S/X provide support to users of psychiatric 

services within psychiatric settings. As Fabris (2013, p. 132) argues, the term 'peer' supposedly 

reflects an equal partnership between patient and (peer) provider. However, Fabris echoes 

Chamberlin’s concerns, pointing to power imbalances highlighted by the fact that peer work generally 

receives lower pay than clinical health experts, and does not share equal authority in influencing 

decisions that affect patients’ lives.  

 Instances like those I have described above have led to an ambivalence towards voice within 

Mad Studies as it does not guarantee Mad voices will be heard on their terms (Russo & Beresford, 

2014). As Costa et al. (2012) describe, Mad individuals often find themselves volunteering knowledge, 

only to have it absorbed by psychiatric systems to bolster and further its research interests and 

agendas. This is not to suggest that professionals working in the mental health field deliberately 
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exclude Mad people. Indeed, many health professionals have good intentions. But I raise these 

examples to demonstrate how deeply engrained institutional systems and practices can limit voice.  

Practices within the mental health sector that provide opportunities for voice can 

simultaneously limit voice, allowing the medical model to remain largely unchallenged. Boyle (2013) 

takes note of the persistent dominance of the medical model of madness, and gives two core reasons 

Mad narratives remain sidelined even when they are included within the mental health sector. Boyle, 

like Harwood (2001), firstly explains that such narratives are deemed as lacking credibility because 

they are told by those labelled as irrational. They are, in other words, not listened to by those in power. 

Secondly, and perhaps most relevant to the example discussed above, is that Mad narratives are 

assimilated into psychiatric discourses and practices in a way that neutralises them, and reasserts the 

authority of psy discourses. Boyle explains it is the subtle practice of assimilation that reduces the 

threat of counter-narratives while maintaining the dominance of the medical model.  

Here, Boyle shares similar concerns expressed by Russo and Beresford (2014) as to how Mad 

voice is met in practice. Namely, that the authority of the medical model is maintained through 

practices that incorporate alternative narratives as an adjunct or supplementary narrative that does 

not have equal standing to medicalised narratives. Because of this, the inherent power structures 

between C/S/X, health professionals, and researchers remain stable and largely unchallenged. Thus, 

while 'voice' has become common parlance in the mental health sector, it has been assimilated to take 

on a diluted expression. The Mad are given a voice, but they are only partially heard, or not heard at 

all.  

As I have discussed in this section, voice allows the Mad to speak out and challenge psychiatric 

discourses, but this does necessarily mean that their stories will be heard on their terms, without the 

imposition of psychiatric interpretations. Thus, in the following section, I turn to conceptualisations of 

listening within cultural studies to discuss how such frameworks can address the limitations of voice 

both theoretically and practically.  

 

Listening 

Within Cultural Studies, there are concerns that an emphasis on voice without listening is 

problematic. Thill (2014, p. 19) argues that a focus on voice provides a “one-sided analytical tool” that 
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has given people opportunities to speak back to dominant representations of medicalisation and 

individualism. The issue with this, however, is that it places the onus of responsibility on the 

marginalised. Thill argues that disability – of which madness is included – is a relationship of power 

and inequality; therefore, responsibility should not solely be placed on the disabled (or Mad) to speak 

out. The danger in this is that using one’s voice does necessarily mean that listening will occur, 

particularly without the imposition of interpretations as we often see in mental health settings.  

Thus, drawing attention to the practice of listening - as the listening project urges - highlights 

the ethical role listeners have when others speak (Crawford, 2009; Goggin, 2009; Husband, 2009; 

O'Donnell, Lloyd, & Dreher, 2009). As Dreher (2009) argues, listening redirects accountability to the 

‘other side’ of the conversation, where institutions, practices, and privileges shape who, and what, can 

be heard. It shines the spotlight not only on those who speak, but also on those that have an obligation 

to listen (Coudlry, 2009). Importantly, it asks that listeners develop skills to understand the experience 

of others in ways that challenges established hierarchies of voice (Husband, 2009). In this sense, 

listening is not just a concept but also something that is practiced. So, what might this practice entail? 

Susan Bickford (1996) outlines a framework for listening, which she terms as ‘political listening’. 

This involves skills of openness - resisting the desire for control and certainty - while making oneself 

susceptible to persuasion. This practice can reveal dissonance within one’s own stance, which 

Bickford argues can give rise to situations that require negotiation through difference and conflict. 

Openness then, for Bickford, does not necessarily invoke empathy or friendship. Nor does it imply 

self-abnegation where decisions are made by force. Rather, it is dependent on continual participation 

on both sides of the dialogue, where speaker and listener are treated as ‘different-but-equal-

participants’. It is through this practice that they then can become partners in an ongoing process of 

creative shared action. In this way, regardless if either party is persuaded by each other or disagree, 

the possibility for action is maintained because of ongoing conversations.  

Like Bickford (1996), Krista Ratcliff’s (2005) ‘rhetorical listening’ emphasises openness, but as 

a chosen stance that one assumes in relation to someone, a text, or culture. Ratcliff acknowledges 

that openness can be difficult even for those that are open. However, she argues ethical receptivity 

requires that listeners both recognise and are accountable for their own privileged position within 

discourse that may shape and impede on their capacity to hear. Moreover, Ratcliff argues that the 

positions of others and their assertions need to be considered within the discourses in which they 
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exist. This understanding can allow listeners to appreciate differing perspectives without imposing or 

defending their own position.  

Building on Ractliff (1999), Dreher (2009) proposes ‘listening across difference,’ a process that 

involves a shift from understanding each other’s positions to consider the “relationships and 

complicities, issues and the working of privilege” (p. 451). This goes beyond building knowledge on 

‘others.’ Rather, listening across differences means working to better understand the systems and 

structures of power and privilege that help constitute ‘others’, and one’s role within such power 

complexes. Additionally, listening, for Dreher, not only involves sensitivities to power relations but it 

also requires being responsive to the inequalities and conflicts that shape practices of listening and 

speaking. Doing so involves giving up privilege and control, which can make oneself susceptible to 

experiencing incompleteness, discomfort, and insecurity. A focus on privilege, as she explains, brings 

what she describes as ‘difficult listening’ to the fore. It requires the capacity to accept ‘not knowing’ as 

well as knowing, it opens up potential for ‘decentring and denaturalising’ knowledges, and it can 

require ‘learning’ through ‘unlearning’.  

And lastly, Goggin (2009) argues that the principles of disability movements require a radical 

shift on how we might understand listening. Goggin argues that listening, at the very least, should 

entail hearing multiple perspectives that describe how people with disabilities (this includes psychiatric 

disabilities) experience living in society. This does not mean the mere presence of people with 

disability at discussions about service delivery and research. Listening, for Goggin, means recognising 

the expertise of lived experience in conversation, knowledge, and research. According to Goggin, this 

involves acknowledging that people with disabilities have not been listened to, despite paternalistic 

efforts to do so. He points out that the area of disability (like the mental health sector) is characterised 

by sophisticated regimes of listening where health professions have suppressed certain modes of 

listening. Goggin turns to Davis’ (1995) notion of ‘enforcing normalcy’ to highlight how certain forms 

of listening that deviate from normative standards have been encoded as unhealthy and aberrant. 

Some examples include the use of sign language or listening to auditory hallucinations (which I will 

discuss shortly). Thinking about impairment, in this regard, can greatly broaden normative accounts 

of listening, challenging institutional practices to expand communicative repertoires.  

The turn to listening within Cultural Studies may offer a productive possibility for Mad Studies, 

offering a set of concepts that can inform how we can practice ethical listening. As I have discussed 
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in this section, listening can address the limitations of voice, drawing attention to how the ‘other side’ 

of the conversation can restrict voice. Next, I turn to the Hearing Voices Movement (HVM) to analyse 

how its practices can be understood in terms of voice and listening. The purpose of this is to 

demonstrate how ethical listening can be practiced within mental health settings in manners that 

challenge and rebalance power hierarchies.  

 

Hearing Voices 

The origins of HVM offers valuable insights into how we can theorise and practice listening to 

voices. This story begins in the Netherlands in 1987 with Patsy Hague and her psychiatrist, Marius 

Romme (for a detailed overview see Intervoice, 2012). Hague, under Romme’s care, was diagnosed 

with schizophrenia. She was suicidal, anxious, and heard voices – or what conventional psychiatry 

describes as ‘auditory hallucinations’. Hague was medicated for these auditory hallucinations, which 

relieved her anxiety, but did not ‘cure’ her voices (Intervoice, 2012). Hague, however, did not view her 

voices as hallucinations, but understood them as real and meaningful entities that needed to be 

listened to. Hague was unsure of how to do this and sought support from Romme (Intervoice, 2012). 

He initially dismissed Hague’s perspective, and refused to discuss Hague’s voices with her. Like many 

psychiatrists, he imposed his own psychiatric understanding - that voices were a symptom of 

psychosis, and talking about them could further exacerbate psychotic symptoms. As Romme (2009a, 

p. 73), himself wrote, “to talk to the person hearing voices was to collude with their delusion”. 

In terms of voice, Hague had offered her self-interpretation and theory as to why she heard 

them (Blackman, 2007). But without Romme listening, her voice, and voices, were silenced within the 

psychiatric system. Reflecting Fricker’s (2007) ‘testimonial injustice’, Hague’s voice (and voices), were 

not heard because they were seen as lacking credibility. Furthermore, Hague was disadvantaged 

because there was no other available socially acceptable collective interpretation of hearing voices to 

ground her personal narrative within – what Fricker describes as ‘hermeneutical injustice.’ As a 

consequence, Hague continued to experience considerable mental distress because she was forced 

to live with her voices in a way that the psychiatric system prescribed. Psychiatry, in this sense, 

inflicted epistemic violence (Liegghio, 2013), denying that Patsy had credible knowledge, and imposed 

a framework and treatments to respond to her experience. Without the practice of listening, her voice, 
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and voices, were denied.  

Later that year, with no success, Romme became concerned that Hague may reach a point of 

no return. As a result, Hague persuaded Romme to work with her on her terms and to accept that her 

voices were real (Intervoice, 2012). This marked an inversion in their previous conventional 

psychiatrist-patient relationship (Woods, 2013). Here, Hague not only had a capacity of voice where 

she had her own self-interpretation of hearing voices, but Romme, reflecting Couldry’s (2010) notion 

of listening, recognised that she had the capacity to make sense of her experience. For Romme, this 

meant turning his back away from the mainstream view of what voices mean according to psychiatry 

(Intervoice, 2012). He had to ‘unlearn’, as Dreher (2009) puts it, his own way of knowing, and accept 

the role he had in contributing to her continued mental distress. Presumably, this meant confronting 

some discomfort, and insecurity in facing that he – as the ‘expert’ - did not have a complete story to 

account for Hague’s experience. He was, according to Bickford (1996) ‘open to persuasion’ where his 

own understanding of auditory hallucinations and how to treat them was influenced by Hague - the 

marginalised other. Like Bickford’s political listening, there was a continued dialogue where there was 

conflict and difference. Romme did not initially agree with Hague. But this did not shut down a dialogue 

between them. Instead, over time, an ongoing discussion opened up new possibilities to develop a 

shared action of possibility in building alternative coping strategies to manage voices. 

Hague and Romme set out to meet voice-hearers so that they could better understand hearing 

voices. They appeared on national Dutch television, putting a call out for people who were familiar 

with hearing voices (Escher & Romme, 2012). Following this, they had meetings and interviewed 

voice-hearers who had learned how to cope with their voices without the aid of psychiatric treatment, 

and were functioning well in society (for a detailed summary of this research see Escher & Romme, 

2012). From hearing the stories of voice-hearers, they devised strategies to manage voices 

(Intervoice, 2012).  

Importantly, at the core of these strategies, were the stories of the voice-hearers themselves - 

without the imposition of psychiatric interpretations. To hear these stories, Romme arguably needed 

to adopt a stance of openness, as described by Ratcliff (2005), which involved maintaining an 

awareness of his own epistemological biases that could potentially impede on his capacity to listen. I 

suggest that this fostered conditions where he could listen to voice-hearers - to hear how they 

developed ways of managing their voices without assimilating these perspectives into conventional 
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psychiatric discourse. Through this, Hague and Romme developed new ways of responding to voices 

– this involves listening to voices and building relationships with them as purposeful entities as a 

pathway to recovery (for further details see Romme, 2009). What eventually emerged from this was 

HVM (Blackman, 2007).  

The principles of HVM oppose conventional psychiatric approaches, insisting that hearing 

voices is a meaningful experience and a key part of a person’s identity and recovery (Woods, 2013). 

While HVM acknowledges that voices can cause serious distress, it adopts a position that it is possible 

to cope and change one’s relationship with them through listening to them (Blackman, 2007). This is 

in stark contrast to conventional psychiatry that views voices as having little diagnostic or therapeutic 

significance (Beavan & Read, 2010), and should therefore be suppressed with medication (Beavan, 

2011). As Blackman (2000) argues, such conventional psychiatric approaches work on denying the 

existence of voices, while HVM works on accepting voices. 

By accepting and listening to voices, HVM subverts the pathologising psychiatric narrative of 

‘auditory hallucinations’, reframing hearing voices as a non-pathological and ordinary human 

experience (Woods, 2013). In line with Goggin (2009), listening as practiced within HVM radically 

challenges normative standards of listening that conventional psychiatry seeks to enforce. Specifically, 

the practices of HVM go beyond merely hearing a speaker’s words, requiring listeners to understand 

and accept other embodied experiences of voice, which is typically considered unhealthy within 

psychiatry. It asks that listeners expand their standard and ‘normal’ communicative repertoires to 

embrace a non-normative form of listening. In doing so, such practices challenge the dominance of 

psychiatric approaches, forming part of a broader critical discourse on psychiatry. 

This counter-narrative is based on the expertise of voice-hearers themselves where voice and 

listening play a vital role. The key here is that HVM does not impose an interpretation of voice-hearing, 

but encourages individuals’ agency in constructing their own framework and meaning (Romme, 

2009b). While some voice-hearers may adopt a medicalised understanding of their voices, HVM 

members will generally challenge these views for positioning the voice-hearer in a place of passivity 

(Blackman, 2000; Escher & Romme, 2012). Similar to Couldry’s notion of listening (2009), the voice-

hearer is both recognised and encouraged to have the capacity to make sense of their experience. 

Their experiential knowledge is considered as expertise in its own right (Goggin, 2009). This approach 

accepts that hearing voices can take on different individual meanings. This may mean that for some 
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voice-hearers, their voices may be viewed in terms of spirituality, or as a gift, and for others, it may be 

related to trauma and so on (Woods, 2013). What is crucial here is that the voice-hearer takes on a 

significant role in producing their identity. This allows the ‘schizophrenic’ who was once the passive 

recipient of psychiatric care, to re-emerge as the ‘voice-hearer’, capable of making sense of their 

experience based on their own framework of interpretation (Blackman, 2000).  

A process of storytelling within HVM is a crucial element in building a counter-narrative to 

psychiatry. This falls in line with Couldry’s (2010) conception of voice, where telling stories about 

oneself to make sense of one’s experience is considered a key dimension of voice. While this process 

offers a therapeutic role (for more information see Romme, Escher, Dillon, Corstens, & Morris, 2009), 

the practice of exchanging stories with others who share similar struggles can forge both individual 

and group identity (Romme, 2009a). In terms of Fricker’s (2007) hermeneutical injustice, this is 

important for building a collective narrative. Like Fricker, Crossley and Crossley (2001) explain that 

when an individual voice has the opportunity to form part of a larger group’s collective experience it 

can build confidence in their voice – and their story. It also creates a space where previously 

unacceptable stories can be told, and heard, and through this, they can be ‘normalised’ and legitimised 

(Blackman, 2007). Specifically, Crossley and Crossley argue that building connections and 

identifications with similar others is important to establish a collective understanding of oppression 

and system-based injustice, which fosters a sense of ones’ rights and entitlement within the mental 

health system. This forms a shared set of rhetorical strategies that can challenge and contest the 

psychiatric ‘voice’ of authority, while also contributing to the burgeoning critical discourses on 

psychiatry. Importantly, integral to these discourses are the voices of the voice-hearers.  

For Mad Studies, this analysis of HVM is significant in demonstrating the crucial role of both 

voice and listening. Through Hague and Romme’s relationship, we can see how practices of listening 

can invert psychiatrist-patient relationships, allowing marginalised voices to be registered as expertise. 

At the same time, HVM reveals the significance of voice in building counter-narratives that challenge 

the authoritative voice of psy disciplines.  

 

Conclusion  

In this paper, I have argued that while voice provides a powerful tool that allows Mad people to 
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speak back to the dominant representations of mental illness, voice nonetheless can be rendered 

powerless if those in privileged positions of power are not listening. As Couldry (2009) aptly puts, voice 

without the practice of listening “is contradictory, and at best, incomplete” (p. 580). Without listening, 

the focus remains on the marginalised. It negates the role of the 'other side' of the conversation in 

which health professional and researchers have a responsibility to listen (Thill, 2009).  

An absence of listening reinforces and perpetuates already established hierarchies of voice, 

which has real life consequences for the Mad. It denies them of the due recognition that they have the 

ability to speak as an authority about their lives (Couldry, 2009). This limits their ability to participate 

in making decisions around their life (Bickford, 1996), or worse yet, as we saw in the case of Hague, 

it can further contribute to distress.  

For those of us working in 'caring' mental health and psy professions, we have an ethical 

obligation to cause no harm. Yet, if we do not listen, we can continue to contribute to a long-standing 

tradition where we only partially hear Mad voices. Here, we run the risk of invading the space of the 

Mad other. By imposing our own interpretations, values, and biases, we risk excluding them from 

participating in the space that they inhabit daily. It is certainly a loss to not recognise the knowledge 

and expertise that they have.  

The case of HVM and story of Hague and Romme demonstrates how listening can lead to 

meaningful change. But this story is often told as an exception rather than a standard. It can seem 

abnormal when juxtaposed against the deeply engrained institutional norms and practices of selective 

and partial listening. The challenge then is changing these institutional practices. As Romme himself 

recognises, the primary challenge for voice-hearers is to meet others, including professionals, who 

are open to accepting that their voices are real (Escher & Romme, 2012). He also acknowledges that 

psy professionals may find it difficult to grasp conceptualising voice-hearing in a way that radically 

departs from traditional medical approaches. Additionally, it may be difficult to let go of familiar models, 

even with inconclusive evidence about the scientific validity of schizophrenia (Escher & Romme, 

2012).  

It is precisely such engrained attitudes and practices of psy professionals that developing an 

ethics of listening can confront. Listening, as I have described in this paper, requires us to recognise 

that the Mad have something to say, and that they have the capacity to speak and make sense of their 
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experience. It asks us to adopt an open stance, to be aware of our own biases, allowing ourselves to 

be open to persuasion. More importantly, it asks us to accept that we might ‘not know’, and that we 

might need to unlearn our own ways of knowing (Dreher, 2009).  
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