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ABSTRACT

Critical Formulation is a psychological technique, completely separate and in direct

opposition to therapy. Unlike it, it shifts the central question from "What is wrong with

you?" that is deeply embeded, although often not overtly, in mainstream theraputic

modalities to "What was done to you and by whom?"—requiring examination of social

structures, power relations, biological conditions, history, and even the technique and

the psychologist themselves, rather than locating pathology within individuals and

their biological makeup or shortcomings of cognitions and affect.

This paper presents the theoretical foundations, methodological principles, and prac‐

tical roadmap for Critical Formulation. Drawing from critical realism, post-colonial

thought (particularly Fanon and Freire), and biosemiotics, Critical Formulation retains

the scientific rigor and hypothesis-driven approach of classical psychological formu‐

lation while rejecting the philosophical prejudices, epistemological violence, and cul‐

tural domination embedded in Western therapeutic frameworks.

We articulate what Critical Formulation rejects—including reductionism, relativism,

cultural norm-setting, scientism, the cognition-emotion split, medicalization of mental

health, and trauma theory that obscures perpetrators—and what it affirms: scientific

rigor without reductionism, hypothesis-driven assessment of social structures, cul‐

tural context without relativism, addressing power structures and exploitation, and in‐

tegrating biological aspects without medicalization.

The paper outlines a roadmap for developing Critical Formulation practice, including

how to identify and train practitioners, how to structure the work, and how to explain

it to those seeking help. We acknowledge significant challenges, including practition‐

er resistance to abandoning Western-centric narratives and patient resistance to

questioning their own loyalties. Despite these challenges, we propose that Critical

Formulation could be particularly effective for minorities and cultures who have im‐

ported Western therapeutic culture, could serve as training to make therapists less

authoritarian, could provide a framework for legal work and patient advocacy, and

could offer an anti-bioethics framework for understanding medicine.
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We conclude by announcing plans for a pilot trainee programme to begin experimen‐

tal implementation of Critical Formulation. This work represents a necessary alterna‐

tive to existing therapeutic frameworks—one that addresses sources of distress

rather than symptoms, that is scientific but not scientistic, rigorous but not reduction‐

ist, and culturally responsive but not relativist.

TABLE OF CONTENTS

I.  Introduction

1.  What Critical Formulation Is and Isn't

2.  Purpose and Scope

II.  Theoretical Foundations

1.  Classical Psychological Formulation: Core Principles

2.  Scientific and Hypothesis-Driven Approach

3.  Epistemological Framework

4.  The Role of Evidence

III.  A Roadmap for Critical Formulation

1.  Finding Practitioners

2.  What We Offer Trainees

3.  Explaining Critical Formulation to Clients

4.  The Structure of Practice

IV.  Summary and Conclusion

1.  The Challenges

2.  Our Hopes

3.  Next Steps

Biognostic Research Initiative

3 / 12



I. INTRODUCTION

1. WHAT CRITICAL

FORMULATION IS AND ISN'T

What we call Critical Formulation is a psychological

technique, completely separate and in direct opposi‐

tion to therapy. It employs the basic assumptions of

classical psychological formulation (Eells, 2007) ,

such as being scientific and hypothesis-driven, but at

the same time rejects purely subjective foundations

of western therapy, psychiatry and mainstream psy‐

chology, namely: any philosophical prejudices, such

as reductionism, or relativism, cultural norm-setting,

scientism, and the epistemological violence

(Teo, 2010) . When unaddressed, all of these per‐

petuate mental suffering, making it worse.

For example, we refuse to acknowledge the purely

spiritual/philosophical split of cognitions vs emotions,

which lies at the very heart of modern day mental

health culture (for example in CBT; Beck, 2011), not

only on the grounds of insufficient scientific proof

(Cuijpers et al., 2014) , but also because we identify

it as abusive and perpetuating western-centric cul‐

tural domination (Fanon, 1952) .

We reject the utterly unscientific medicalisation of the

so-called mental health issues, pointing once again to

the lack of any convincing biological correlates

(Solmi et al., 2020)  and also the abysmal results of

the discipline of psychiatry (Rush et al., 2006) . We

do not reject it in an attempt to put the mental health

issues into the realm of the subjective experience, as

in it being a "soul" issue. We simply point out that

these splits—between the subjective and objective,

between science and spirit, between environment

and organism (Hoffmeyer, 2008) —are issues only

for people of western and/or advanced cultures, and

cease to be meaningful once one steps outside of

these historical frames (Husserl, 1970) . In other

words, mental suffering and distress is, in our view,

biological, but is not medical. Doctors are not scien‐

tists, they are technicians, and should have as much

to say about these realities as is established by unbi‐

ased evidence-based research grounded in realist

science (Bhaskar, 1975) , not by cultural or aristo‐

cratic heritage or knowledge exchanges that serve

power interests.

Lastly, we reject the trauma-theory of mental dis‐

tress, although we appreciate the direction it set in

demedicalising it (Herman, 1992) . The term trauma,

while adequately describing the state of the victim,

completely dissociates the other side of the equation

—that of the perpetrator. In other words, trauma-the‐

ories give the rightful spotlight and dignity to the vic‐

tims of human evil, but still obscure and dissociate

the public recognition of the source of that distress—

violence, greed, and exploitation (Freire, 1970) .

Critical Formulation, then, is not a new therapy

modality. In fact it is a refusal of the therapeutic

mindset of mainstream western psychology. We sim‐

ply do not engage in philosophical/quasi-religious in‐

terpretations of nature, which western psychiatry and

psychology are, and by extension so is therapy. We

have as little loyalty to the ancient Greeks as to

Bertrand Russell—negative one.

2. PURPOSE AND SCOPE

This paper serves as a foundational document for

Critical Formulation, listing its theoretical underpin‐

nings and planning for an outline of its methodologi‐

cal principles. Here, we aim to clearly delineate what

Critical Formulation is and what it stands against.
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This work is intended for practitioners, researchers,

and scholars who find themselves dissatisfied with

existing frameworks and who recognize their cultural

biases, such as the Cartesian split between mind and

one's embodiment (Descartes, 1641/1984). It is for

those who recognize the political inclinations of all

narratives to find fault with either one's actions or so-

called biological makeup, and never with the evaluat‐

ing system itself. But most of all, it is for those who

recognize that the current mental health system, de‐

spite its claims to universality, is deeply embedded in

cultural assumptions and power structures. These

structures make the interest of a patient as a full bio‐

logical being only tangential to the interest of a doctor

as a carrier of that exchange—an exchange that

functions as the resource-management mechanism

of advanced societies.

II. THEORETICAL FOUNDATIONS

1. CLASSICAL

PSYCHOLOGICAL

FORMULATION: CORE

PRINCIPLES

Classical psychological formulation (Eells, 2007)

represents an attempt to bring scientific rigor to un‐

derstanding mental distress through hypothesis-dri‐

ven processes that seek to explain why this person,

in this context, experiences these difficulties.

However, the theories classical formulation employs

are deeply embedded in Western philosophical tradi‐

tions that obscure rather than illuminate the sources

of psychological distress, such as overreliance on

deductive reasoning (Russell, 1931)  as the source of

truth—which we take to be a religious argument, not

embedded in real life (Husserl, 1970) . And we do

not deal with religion. Another example is a blind be‐

lief in statistical analysis as driving truth-statements

(Open Science Collaboration, 2015; Ritchie, 2020).

Critical Formulation retains the scientific spirit of clas‐

sical formulation while fundamentally refusing its

spiritual assumptions mentioned above.

2. SCIENTIFIC AND

HYPOTHESIS-DRIVEN

APPROACH

Science, properly understood, does not require re‐

ducing human experience to ever-more-atomised

mechanisms or cognitive processes (Ritchie, 2020) .

That is a spiritual proposition of the western culture

(Kapferer, 2005) . Instead, we deal with real people.

In this sense, someone who practices Critical

Formulation is more of a scientific detective than a

parrot for p-values. Our work is deeply critical of all

power structures, statuses-quo, and inherited knowl‐

edge. In this sense it is deeply biosemiotic

(Hoffmeyer, 2008) .

For example, the hypothesis that depression as a

concept is maintained by cognitive distortions is only

testable if the one administering the test believes in

Bertrand Russell's version of science (Russell, 1931)

—it is not testable in any other context of epistemic

loyalty (Fricker, 2007) . By contrast, a hypothesis

about a particular client is detective work: what he is,

what is his ultimate end, what brought him about,

what powers influence him, what powers he is part

of, what exploits him, what he exploits, etc. Scientific

rigor requires examining all relevant factors such as

these and testing hypotheses against evidence with
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humility but with piercing insight. It requires not inflat‐

ing the psychologist's importance with pretenses of

ultimate knowledge through Western science-as-reli‐

gion, but serving one's client—a deeply moral duty

for one who presents himself as an expert to another.

This stands in contrast to scientism—the belief that

only biological or cognitive explanations are valid.

When probed, these explanations collapse down‐

ward: to neuroscience, to biochemistry, to organic

chemistry, to general chemistry, to physical chem‐

istry, to physics, ultimately to fundamental forces—of

which the scientist cannot say anything but "they are"

(Nagel, 2012) . Yet this humility is not propagated

back to the more abstract sciences

(Moncrieff et al., 2022) .

3. EPISTEMOLOGICAL

FRAMEWORK

In this sense, the detective work we described must

be established in critical realism (Bhaskar, 1975)

and post-colonial thought

(Fanon, 1952; Freire, 1970; Husserl, 1970) , as these

two aspects of the technocratic state we are in

deeply influence our ability to be good detectives for

our clients. Critical realism recognizes reality inde‐

pendent of our knowledge. We reject the peculiar in‐

sanity of western thought that even questions the ex‐

istence of objective reality, and we refuse to enter a

philosophical dialogue about it, as we are not loyal to

the epistemology that demands such questioning

(Lyotard, 1979) . And most importantly, even outside

of that, any form of realism is the only stance wherein

expert-interventions can take place morally (McGrath,

2011).

From post-colonial thought, we take the recognition

that knowledge is not neutral—it's produced within

relations of power, and Western knowledge systems

have often served to maintain colonial domination.

This means we must examine power relations em‐

bedded in knowledge claims, recognize whose

knowledge counts, and learn from those excluded

from dominant systems, especially as it pertains to

vulnerable populations and minorities

(Fricker, 2007) .

4. THE ROLE OF EVIDENCE

Evidence in Critical Formulation is not limited to ran‐

domized controlled trials or laboratory observations.

It includes testimony of those who experience dis‐

tress, historical records of exploitation and violence,

patterns of inequality, and material conditions. The

evidence that matters is about sources of distress—

what has been done to people, by whom, and under

what conditions. We do not separate the biological

from the subjective, the environment from the organ‐

ism (Hoffmeyer, 2008) , therefore in that umbrella of

potential clues are genomics, biological systems, and

modern biomedicine, however these are not suffi‐

ciently explanatory in themselves (Ghaemi, 2009) .

By the same token, those clues also lie in the evolu‐

tionary lineage of human beings and other animals,

and in the anthropological path that our ancestors

took to bring us to the point where that particular

client's life is manifesting. All that is a story of a hu‐

man being.

This expanded understanding requires methodologi‐

cal pluralism and some fluency in life sciences, histo‐

ry, anthropology, and psychology. What is more, it is

detective work—it necessitates critical examination of

how evidence is produced, interpreted, and used, and

how that evidence can again be used to and for the

client. Critical Formulation is evidence-based but un‐

derstands evidence more broadly—seeking evidence

about whole stories, sources of distress, and patterns

of relating.
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III. A ROADMAP FOR CRITICAL FORMULATION

Critical Formulation requires practitioners who can

think systematically, who can examine evidence from

multiple sources, who can understand distress in re‐

lation to its sources rather than as individual patholo‐

gy, and who are fluent in life sciences and counter-

claims of mainstream psychology and psychiatry.

This chapter outlines how to identify and train practi‐

tioners, how to structure that work, and how to ex‐

plain it to those who seek help.

1. FINDING PRACTITIONERS

The practitioners we need are those who can engage

in systematic inquiry without reducing complex hu‐

man experience to simple mechanisms, in other

words people who at least can be made non-loyal to

the prevalent narcissistic culture and its economic

and technological "awe". For this they must be com‐

fortable with uncertainty, with provisional under‐

standing, with the recognition that formulations

evolve as new evidence emerges. Most importantly,

they must become literate in subjects that decrease

the awe and draw of violence-allowing socio-techno‐

logical structures. They must be willing to examine

power structures—for example, in therapy and psy‐

chology itself, in cultures, homes, churches, and lab‐

oratories—because they will be the last line of de‐

fense against these for their clients.

These practitioners may come from various back‐

grounds—psychology, social work, anthropology, his‐

tory, engineering, or other fields that engage with hu‐

man experience. What matters is not their profession‐

al credentials but their willingness to enter real sci‐

ence with self-authority and yet humility, to examine

evidence systematically, and to understand distress

within its social, historical, and material context.

In Critical Formulation the practitioner does the de‐

tective work themselves and presents it to the client,

believing the truth lies outside the both of them. In

this, the work also requires moral and intellectual

courage, since to get these answers wrong would be

to the detriment of both the client and themselves di‐

rectly. For precisely this reason, no structure of or‐

ganisational supervision should exist, as these serve

to offset the responsibility onto an abstract entity—

such is the case in most therapy modalities where su‐

pervision frameworks create shared liability that dif‐

fuse individual accountability (Thomas, 2007) .

Ultimately it is you, as a practitioner, who says things

to a client, not the author of the modality, and not the

ancient Greeks who made the language that de‐

scribes "psyche"—a term derived from the Greek

psykhē meaning "soul, mind, spirit" that has shaped

Western psychological discourse (Harper, n.d.).

2. WHAT WE OFFER TRAINEES

Training in Critical Formulation involves several com‐

ponents. First, trainees learn the theoretical founda‐

tions—critical realism, post-colonial thought, biosemi‐

otics. They must be absolutely fluent in the history of

therapy, psychology and psychiatry, as this is the em‐

bedded narrative with which clients come asking for

help. Admittedly, that might not be the case in some

other cultures, less influenced by the West, so this

must be adjusted to the population.

Second, trainees learn methods of systematic inquiry.

They learn to gather evidence from multiple sources

—personal testimony, historical records, social struc‐

tures, economic conditions, and scientific reality of

biological systems. On top of that they must be at the

very least competent in both qualitative and quantita‐

tive methods of the so-called scientific enquiry, as a

lot of authority of ideas flows through these channels,

and a psychologist-detective cannot afford to be

blind. They should for example be competently able

to answer the question about the utility of neuro‐

science, genetics, etc—the foundational sciences

that psychology and psychiatry claim as their source

(Smoller et al., 2019) .
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Third, trainees learn to work collaboratively. Critical

Formulation is not a matter of expert applying knowl‐

edge to client, but of detective and client working to‐

gether to understand the truth. We always assume

the truth to exist, independent of both actors.

Trainees learn to recognize that those who experi‐

ence distress are often the most knowledgeable

about its sources, and they learn to work with that

knowledge rather than against it. In this sense the

practitioner must work against what can be termed a

therapeutic-instinct, which reaches for authority by

grounding conclusions in some abstract set of knowl‐

edge. For example, if the conversation is about emo‐

tions, the practitioner first analyzes what that thing

even is, and where that idea came from—historically,

linguistically, spiritually, etc.—and in light of that ex‐

plores the idea with the client. It very well could be

that the split between emotions and cognitions, cul‐

turally made as it is, is a useful dissociative lie the

client uses to procure some resources. If that is the

case, the responsibility of the practitioner is not to

convince the client of the moral reality of this act—as

would be the case in psychoanalysis or psychody‐

namic interventions, which interpret behavior through

moral frameworks of superego and conscience

(Freud, 1923) —but to simply show him that it is so,

with respect for one's free will if they want to remain

in these structures.

Fourth, trainees must learn to combat abstractions, as

these are often used as dissociative realities. It is

quite impossible to fight against the abuse of one's

culture—it's a non-entity—but if we appropriately see

culture as what our dad communicated to us and

made us obey, just as his dad did, and so on, then it's

just some people, mostly dead, exerting influence

over our lives. That is at least comprehensible. In this

sense, the practitioner should see all problems, even

economical, as problems with individuals—under‐

standing that even structural economic phenomena

must ultimately be traced to individual actions and

decisions (Weber, 1922) .

3. EXPLAINING CRITICAL

FORMULATION TO CLIENTS

When someone seeks help through Critical

Formulation, we explain that we are not therapists ap‐

plying established protocols, but detectives engaging

in systematic inquiry. We explain that we will work to‐

gether to understand what has been done to them, by

whom, and under what conditions. We explain that we

will examine evidence from multiple sources—their

testimony, historical records, social structures, mater‐

ial conditions, biology, anthropology, etc.

We explain that our formulations are always provi‐

sional, always open to revision as new evidence

emerges. We explain that we do not have all the an‐

swers, that we are engaging in detective work, and

that the process requires their active participation.

We explain that they are not subjects to be studied,

and are not patients, but collaborators in searching

for the truth.

We explain that Critical Formulation is not therapy—

we are not that concerned with one's relative well-

being, only with the truth. Should that truth be prob‐

lematic to accept, the practitioner should always reit‐

erate the camaraderie and equal-standing of the ex‐

change, not the expert-sufferer, patient-doctor rela‐

tionship as is the case in therapy. Therefore it's better

to refuse service than to abuse the client by extract‐

ing their money for what Freire calls the banking

model of education—where knowledge is deposited

into passive recipients rather than emerging through

collaborative inquiry (Freire, 1970) .

The ultimate moral obligation of any practioner is not

to the technique, his own training, cultural identities,

or personal goals and beliefs, but the the living be‐

ing in front of them, the individual client. For this

reason the practitioner cannot present themselves

as carriers of "knowledge" as psychiatrists do, and

not as emotional or spiritual role-models, like thera‐

pists, but rather, more humbly, as "security person‐

nel" and investigators.
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4. THE STRUCTURE OF

PRACTICE

Critical Formulation sessions involve systematic in‐

quiry into sources of distress. We begin by gathering

evidence—listening to the person's testimony, exam‐

ining their social and historical context, understand‐

ing the material conditions that shape their experi‐

ence. We generate hypotheses about sources of dis‐

tress and test those hypotheses against evidence. We

develop formulations that are always provisional, al‐

ways open to revision.

The work is collaborative. The practitioner is not an

expert applying established knowledge, but a detec‐

tive engaging in systematic inquiry. Therefore we see

no need for this work to be built around the transfer‐

ence dogma of therapy, and it shouldn't be tied to

one practitioner. Just as well, another one can read

the notes and continue the work, or two or even more

practitioners can be working simultaneously.

IV. SUMMARY AND CONCLUSION

We are now beginning to experiment with establish‐

ing this practice.

1. THE CHALLENGES

The potential development of Critical Formulation

faces several substantial difficulties. First, there is the

extreme resistance of practitioners themselves to be‐

come disloyal to Western-centric narratives. Many

practitioners have invested years in training within

existing frameworks, developing expertise and au‐

thority within them. To abandon these frameworks re‐

quires not just intellectual reorientation but a funda‐

mental shift in professional identity—from expert ap‐

plying established knowledge to detective engaging

in systematic inquiry. In fact, it might be simply too

difficult to establish it within western-dominated

cultures.

Additionally, the lack of organizational supervision

and the requirement for personal responsibility may

be too demanding for many practitioners. Most thera‐

peutic modalities create structures that diffuse ac‐

countability—supervision frameworks that establish

shared liability structures (Thomas, 2007) , profes‐

sional guidelines, institutional protocols—that allow

practitioners to offset responsibility onto abstract en‐

tities. In psychodynamic therapy, for example, re‐

sponsibility is understood as emerging from uncon‐

scious processes and relational patterns rather than

direct practitioner accountability (Gabbard, 2014) .

Critical Formulation requires practitioners to take full

responsibility for their formulations, to recognize that

it is they, not the author of a modality or the ancient

Greeks and Christians who shaped psychological lan‐

guage, who speak to clients. This level of personal

accountability may be more than many practitioners

are willing to accept. Lacan emphasized that the ana‐

lyst must bear responsibility for their position and

ethical stance, recognizing that "at every moment we

need to know what our effective relationship is to the

desire to do good, to the desire to cure" (Lacan, 1992,

p. 300)—a requirement that many find too

demanding.

Second, there is the challenge that patients them‐

selves may not be receptive to this type of work.

Critical Formulation requires clients to question their

own loyalties. As Lacan observed, the therapeutic

process involves "a radical questioning of the foun‐

dations of each one's identity" (Laurent, 2002) , and

resistance emerges here. The best we can offer

clients is the opportunity to question these loyalties,

to examine the sources of their distress, to under‐
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stand how structures of exploitation and violence

have shaped their experience.

Clients come to mental health services often seeking

relief from distress, seeking to feel better, seeking to

adjust to existing conditions—the primary goals of

psychotherapy are to gain relief from symptoms,

maintain or enhance daily functioning, and improve

quality of life (National Institute of Mental Health,

2023). Not offering that by default might be commer‐

cially an unviable proposition.

2. OUR HOPES

Despite these challenges, we have several hopes for

what Critical Formulation might achieve. First, we

hope it will be particularly effective for representing

minorities and cultures who have wholesale imported

Western psychological and therapeutic culture. These

populations have often been forced to understand

their distress through frameworks that pathologize

their responses to oppression, that obscure the

sources of their suffering, that locate problems within

them rather than within structures of exploitation.

Second, even if Critical Formulation practice develops

slowly or not at all, we hope it could serve as valuable

training for therapists to become less authoritarian

with their clients. Research demonstrates that collab‐

orative therapeutic relationships are evidence-based

and effective, with goal consensus and collaboration

between therapist and client being key components

of successful therapy (Norcross & Lambert, 2018).

The requirement to work collaboratively, to recognize

that those who experience distress are often most

knowledgeable about its sources, to abandon the ex‐

pert-patient relationship in favor of detective-client

collaboration—these principles could transform ther‐

apeutic practice even if practitioners do not fully

adopt Critical Formulation. The recognition that for‐

mulations are always provisional, that evidence must

be examined critically, and that it pertains to a moral‐

ly-needed objective reality, and that power structures

must be addressed—these insights could make exist‐

ing therapeutic approaches less harmful even if they

do not become fully critical.

Third, we hope Critical Formulation could provide a

useful framework for legal work and patient advoca‐

cy, especially in light of mental health malfeasance.

When practitioners harm clients, when institutions fail

to protect vulnerable populations, when therapeutic

approaches reproduce violence rather than address

it, Critical Formulation provides tools for understand‐

ing what has happened. The emphasis on examining

power structures, on understanding distress in rela‐

tion to its sources, on recognizing epistemological vi‐

olence, these could strengthen advocacy work and

legal challenges to harmful practices.

Fourth, we hope Critical Formulation could offer an

anti-bioethics framework for understanding medicine.

Rather than accepting medical ethics as philosophy in

disguise, as language used to legitimate existing

practices and maintain professional authority, Critical

Formulation insists on examining the power relations

embedded in medical practice, on questioning whose

interests are served, on recognizing that doctors are

technicians applying established knowledge rather

than scientists engaging in inquiry. To use more poet‐

ic language, this framework could help us defrock the

last caste of priests who are explicitly believed by the

public—the so-called mental health experts.

3. NEXT STEPS

The next step in developing Critical Formulation is to

run a pilot trainee programme. This programme will

identify practitioners willing to engage in this work,

train them in the theoretical foundations and methods

of systematic inquiry, and support them as they begin

to practice Critical Formulation. We will document

what works and what does not, we will refine our

methods through practice, and we will build a com‐

munity of practitioners committed to this different

way of understanding and responding to psychologi‐

cal distress.

This work is experimental, provisional, and necessari‐

ly incomplete.
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