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Abstract 

The Social Construction of Bipolar Disorder: 

The Interrelationship Between Societal and Individual Meanings 

 

by 

Susan G. Goldberg 

 Viewed through the perspectives of individuals diagnosed with bipolar disorder, 

this qualitative study investigated how American society has constructed the diagnosis of 

bipolar disorder and what the implication may be for individuals labeled with this 

diagnosis. The study involved narrative interviews of five women and one man who were 

diagnosed with bipolar disorder. Participants were in their 30s to 50s and identified as 

European Americans. Hermeneutic, social constructionist, and Lacanian approaches 

influenced the analysis.  

 There were two main sets of findings. First, a mutual interaction between 

individual experience and societal labels was evident. Language, culture, and society 

limited the choice of labels for self and other. The participantsô self-labels, such as how 

they moved from being ñdepressedò to ñbipolar,ò reflected changing societal conceptions 

of mental disorder. 

 The second set of findings revealed the challenges to self and identity that the 

participants faced. It was difficult for participants to develop a cohesive sense of self in 

light of the particular way the psychiatric community defines bipolar disorder and society 

understands it. The participants also found it challenging to experience ñselfsameness,ò 
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an ongoing and continuous sense of self, especially because they experienced some 

affective states as foreign and ñnot-me.ò Further, the biochemical imbalance explanation 

for bipolar disorder undermined participantsô sense of identity and personal control 

because this explanation suggests that their feelings and behavior are controlled by an 

external entity (biochemicals) rather than their conscious will.   

 There are four areas in which the findings may link to larger societal issues. The 

first involves a blurred and fluctuating boundary in American society between ñnormalò 

exuberance and ñcrazyò mania and how this societal confusion affected participantsô 

meaning-making. The second addresses the process by which society inducts people into 

the role of patient. The third implicates Western societyôs difficulty in recognizing the 

limitations of volitional control. A related issue is the Western challenge in bridging 

mind-body dualism. Participants faced this issue when making sense of experiences that 

are labeled a mental illness, but which have somatic, affective, and cognitive 

components. The findings also suggest that negative societal projections about bipolar 

disorder may be shifting.    

 

Key words: Bipolar disorder, depression, mania, hypomania, manic depression, social 

construction, Lacan, narrative research, projective identification, labeling theory, identity 
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CHAPTER ONE 

INTRODUCTION  

Much Madness is divinest Sense ï 

To a discerning Eye ï 

Much Sense ï the starkest Madness ï 

óTis the Majority 

In this, as All, prevail ï 

Assent ï and you are sane ï 

Demur ï youôre straightaway dangerous ï 

And handled with a Chainð 

   (1890/1960c, p. 571) 

 

 Emily Dickinsonôs poem about madness, written over a century ago, eloquently 

captures the socially constructed boundary between sanity and madness. She suggests 

that so long as a person behaves properly, as determined by the larger society, that person 

is deemed sane. But if one speaks or behaves in a way that is not socially acceptable, the 

person may cross the threshold and be placed in a locked ward. The question is whether 

the discerning ñIò can locate the boundary. The goal of this study is to understand how 

the dominant American society has been constructing meanings about the label of bipolar 

disorder, filtered through the perspectives of individuals given that diagnosis. 

Discussions in the Literature 

Cultural Designations of Normal and Abnormal 

 From the cultural perspective of anthropology, each society develops its own 

ideas of the location of the threshold between mental health and ñmadness.ò It must also 

determine which behaviors to place on either side of the boundary line and how to 

categorize abnormal behaviors. By studying cultural manifestations of abnormal behavior 
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in different societies, anthropologists concluded that these categories are always 

culturally determined. This notion was voiced in anthropology as early as 1934 by Ruth 

Benedict (1934/1967). She presented extensive anthropological evidence that each 

culture develops its own analysis of which behaviors or experiences are deemed mentally 

healthy and which ones constitute mental illness in that culture. She provided examples 

of behaviors that are considered unmistakably abnormal in the United States, such as 

trances or paranoia, but which are highly valued in other cultures.  

Benedict also pointed out that even though there is a large range of possible 

human behaviors, each culture selects from the possibilities a limited number to be 

designated as appropriate behavior for that culture:  

No one civilization can possibly utilize in its mores the whole potential range of 

human behavior. é Every society, beginning with some slight inclination in one 

direction or another, carries its preference farther and farther, integrating itself 

more and more completely upon its chosen basis, and discarding those types of 

behavior that are uncongenial. Most of those organizations of personality that 

seem to us most incontrovertibly abnormal have been used by different 

civilizations in the very foundation of their institutional life. Conversely the most 

valued traits of our normal individuals have been looked on in differently 

organized cultures as aberrant. Normality, in short, within a very wide range, is 

culturally defined. It is primarily a term for the socially elaborated segment of 

human behavior in any culture; and abnormality, a term for the segment that that 

particular civilization does not use. The very eyes with which we see the problem 

are conditioned by the long traditional habits of our own society. (Benedict, 

1934/1967, pp. 15-16) 

 

Benedict points out how powerfully our individual views are colored by cultural ideas. 

Her premise was grounded in anthropological evidence of how other societies have 

organized the boundary between normality and psychopathology. Thus, the 

anthropological understanding is that each culture devises its own categories of normal 
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and abnormal, based on the particular emphases of that culture. The next question is how 

that process takes place in a particular culture. 

Labeling of the Other 

 The process of designating some behaviors as deviant is addressed in sociological 

labeling theory. The key ideas are that when society classifies behaviors as abnormal, 

societal institutions like the media perpetuate the distinctions. Then behaviors that 

constitute deviance from the norm are taught to and imposed upon some individuals by 

society. Social institutions ensure that deviants remain in their assigned role (Scheff, 

1999).  

 One aspect of labeling theory addresses how people placed in the role of deviants 

are viewed by society as all alike or homogenous (Schur, 1984). Schur suggests an 

explanation for societyôs difficulty in differentiating among people in a denigrated group: 

ñOne sees reflected in categorical devaluation an apparent urge to differentiate as much 

as possible between óthemô and óusôò (Schur, 1984, p. 28). 

 People who are labeled as ñotherò have several options, from accepting the label 

to rejecting it. Yet labeling theory posits that people are rewarded for remaining in the 

deviant or ñillò role and are punished if they attempt to return to mainstream roles. In the 

deviant role, the person has a certain status, that of being the deviant or ill person. If the 

individual accepts the role, he or she experiences ñengulfmentò into the ñdeviantò role. 

Sociological role theory has studied the process by which the person labeled as 

ñdenigrated otherò encounters the deviant role. 
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 Goffman (1961) utilized role theory as it applied to staff and patients in mental 

hospitals and other institutions. He described as dehumanizing the process a person 

encounters when entering into the role of mental patient or other institutionalized person. 

People in mental institutions become indoctrinated into the role. Their property, their 

bodies and their sense of self are taken away from them step by step, until they are 

demoralized enough that they comply with those in power in the institution and adopt the 

negative view of themselves as given by those in power. 

 When Goffman (1961) wrote in the 1960s, most institutionalized mental patients 

did not receive treatment by choice. The psychiatrist had the power to decide what rights 

and what property the mental patient would have. The psychiatrist also had the power to 

label the patient and designate the category of the patientôs pathology. Goffman argued 

that survival for an institutionalized mental patient meant capitulation to the newly 

created social label: 

Mental patients can find themselves in a special bind. To get out of the hospital, 

or to ease their life within it, they must show acceptance of their place accorded 

them, and the place accorded them is to accept the occupational role of those who 

appear to force this bargain. This self-alienating moral servitude, which perhaps 

helps to account for some inmates becoming mentally confused, is achieved by 

invoking the great tradition of the expert servicing relation, especially its medical 

variety. Mental patients can be crushed by the weight of a service ideal that eases 

life for the rest of us. (Goffman, 1961, p. 386) 

 

In Goffmanôs analysis, the expert, in the form of the psychiatrist, creates the label. The 

patient, in order to obtain privileges, acquiesces into the role of mental patient. 

Lally (1989) applied labeling and role theories to the phenomenology of mental 

patients as they are indoctrinated into the role of mentally ill person. He noted that much 
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of the earlier research and theory on labeling and roles focused on the society, without 

paying attention to the experience of self-labeling by the person in the role of ñother.ò 

Lallyôs study explored the mental patentôs experience of self-labeling and engulfment, 

rather than societyôs imposition of the role. Based on qualitative data from interviews 

with 60 people hospitalized in a psychiatric facility, Lally proposed a three-stage 

developmental process whereby people become engulfed into the role of the ñdeviant.ò  

In the first stage, patients worked at avoiding engulfment in the role. They 

minimized their symptoms and emphasized distinctions between themselves and other 

patients. Lally suggests that patients needed to do this to avoid the negative connotations 

of hospitalization for a mental illness. But with rehospitalizations, patients started to 

become ñengulfed in the patient roleò and started labeling themselves as mentally ill. In 

the second stage, patients accepted the label of mental illness. During this stage patients 

started identifying more with the other patients and separating themselves from those in 

the ñoutsideò world. They sometimes claimed that hospitalized mental patients were more 

intelligent or special than people in the outside world. However, they did not fully 

endorse the mental patient role, since they did not know if their psychiatric problems 

were permanent or temporary. Young adults, for example, explained that they expected to 

return to the outside world and the developmental tasks of their phase in life, like 

marriage, school, and work. In the third stage, which Lally calls ñthe late stage of the 

process of engulfment in a mentally ill self-conceptò (p. 262), patients conceptualized 

themselves as mentally ill ñand see this as an all-encompassing, permanent view of selfò 

(p. 262). Lally (1989) found that patients in this stage were mourning their lost self, but 
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also creating meaning for themselves in their new role.  

 Lallyôs study expands the work of the labeling theorists by directing research to 

the experience of the person in the ñdeviantò role. His findings suggest that the process of 

engulfment is not a passive one, as contemplated by the labeling theorists, but an active 

one. Lally proposes that in each stage patients are trying to maintain a positive sense of 

self in relation to the negative stigma of mental illness.  

Stigma and Prejudice 

Labeling theory is premised upon the negative societal views of a denigrated 

ñother.ò This is often referred to as stigma. Goffmanôs (1963) definition of stigma 

combines two facets: the societal prejudice toward deviant groups, and the ñmarkò on a 

person, or the internalization of the external negative perspectives. Goffman noted that a 

person who can manage the stigma has learned to handle both the public and relational 

elements as well as the internal distress and shame of being placed in a deviant role.  

 In recent years Patrick Corrigan and his colleagues have written extensively on 

the nature of mental illness stigma (Corrigan, 2005; Corrigan & Cooper, 2005; Corrigan, 

Markowitz, & Watson, 2004; Corrigan & Penn, 1999). Corrigan resolves the dilemma of 

the two aspects of Goffmanôs concept of stigma by analyzing them as different constructs 

(Corrigan, 2004). Corrigan thinks of ñpublic stigmaò as socially endorsed stereotypes, 

prejudice, and discrimination. He views ñself-stigmaò as the internal acceptance and then 

enactment of the societal stereotypes.  

 The anthropological and sociological theories discussed to this point posit that 

each culture creates its own boundaries between normal and abnormal psychological 
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behavior and that societies have powerful methods for enforcing the distinctions, labeling 

outside groups as deviants, and perpetuating different kinds of stigma toward the groups. 

In each case the categories are so deeply incorporated into cultural knowledge that the 

categories are perceived as an unquestionable truth. Social constructionism challenges 

such notions of truth.  

Social Constructionism 

 The philosophical ideas of social constructionism (sometimes called post-

modernism) view the ñmodernò perspective on ñtruthò as only one narrative or story 

about how to understand human nature (Gergen, 2001; Richardson, Fowers, & Guignon, 

1999). The social constructionists propose a different narrative, suggesting that there are 

many and changing truths. The goal of theory and research, from a constructionist 

perspective, is to have the reader resonate with understanding rather than learn the 

ñtruth.ò The theory proposes that whatever we know as ñtrueò and ñrealò is instead a set 

of co-created understandings that are embedded in a cultural context (Gergen, 1994, 

2001).  

 There has been some research into the social construction of specific illnesses. 

Some recent examples of studies looking at illness from a social constructionist 

perspective include analyses of Gulf War Syndrome (Mahoney, 2001) and anorexia 

nervosa (Hepworth, 1999; Toon, 2002). The social construction of illness is explained 

through the lens of medical sociology. 

 Medical sociology. The field of medical sociology focuses specifically on the 

social construction of such concepts as illness, disease, diagnosis, and treatment. Brown 
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(1995) laid out a nuanced framework for studying the social construction of illness. He 

first distinguishes between two theoretical approaches to social construction, the ñstrictò 

one, most consistent with American psychological theorists (e.g., Cushman and Gergen), 

and the European view, initially articulated by Foucault. The ñstrictò version challenges 

the notion of any reality and assumes that a consensual reality is created through 

discourse. For that reason, the focus is mainly on the discourse. The European version of 

social constructionism, however, deconstructs all language and symbols to show how 

knowledge is created even without language. Both approaches to analysis, studying the 

discourse and analyzing symbols and language, are useful here. 

 Brown (1995) describes the elements that encompass the social construction of 

illness and diagnosis: The social construction of medical knowledge focuses on diagnosis 

and the medical perspective; the social construction of illness addresses the experience of 

people having the ñillness.ò In terms of diagnosis, Brown delineates two opposite impacts 

of the social construction of diagnosis. The creation of a health diagnosis sometimes 

pathologizes ñnormalò behavior. At other times it provides a relief to the sufferer by 

validating previously unlabelled painful experience. An example of a diagnosis that 

involves social control is ñlate luteal phase dysphoric disorder,ò (i.e., premenstrual 

syndrome). He argues that this diagnostic term pathologizes normal functioning. He cites 

chronic fatigue syndrome as an example of a diagnosis that provides ñlegitimizationò and 

relief for people who experience the illness (p. 41).  

 This typology is useful for this dissertation because there has been no prior 

research about the social construction of bipolar disorder. Using Brownôs typology, this 
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study involves the social construction of an illness, since the analysis emerges from the 

experiences of people with this diagnosis. Yet this study also involves the social 

construction of the diagnosis, since the research question investigates the meanings and 

understandings that society assigns to this diagnosis. 

 Language. One method for understanding how a construct is interpreted in a 

society is through the use of language. Allport (1954/1979) discussed how ñlinguistic 

labelsò become filled with meaning. An example in English involves use of the verb ñto 

beò when describing someone with a diagnosis of mental illness (e.g., ñI am a bipolarò), 

rather than the ñpeople firstò language proposed by disability activists (e.g., ñI am a 

person with a diagnosis of bipolar disorderò). Language is important in a postmodern 

analysis because the focus of study is changed from the ñobject of knowledge to its 

representationò (Gergen & Kaye, 1995, p. 173). Postmodern thinkers view language itself 

as creating or structuring experience (Gergen, 1994). Lakoff and Johnson (1980) address 

this issue by proposing that all thought is metaphorical and our choice of metaphors 

reflects our particular cultural construction of experience.  

 One likely set of (conscious and unconscious) meanings that American society 

assigns to bipolar disorder center around notions of madness or craziness. In order to 

appreciate any research findings and analysis about the bipolar illness or the diagnosis, it 

is useful to review briefly some of Western societyôs attitudes toward people deemed 

insane. 

History of Attitudes Toward ñMadnessò 
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 Some history of the treatment of and attitudes toward people with mental illness is 

presented here in order to provide a context for the current American construction of 

mental illness. These ideas from Western history likely remain in what Jung (1993) 

would call the ñcollective unconsciousò of American culture today.  

Middle Ages through 16
th
 century. In the Middle Ages, Christian ideas dominated 

European societies. From this perspective, madness (the term used then) was seen as 

either a spiritual despair or a demonic possession (Porter, 2002). During the 15
th
 to 16

th
 

centuries, witches and heretics were placed in the same category as the mad and both 

groups were usually viewed as demonically possessed. People in these groups were 

punished with what we would call torture, often to death. The explanations for these 

punishments involved spiritual goals, like ridding the madman of his demons.  

 Porter (2002) noted a decline in the 15
th
 century of the belief that mad people are 

supernaturally possessed. As a result, mad people were no longer seen as evil. But this 

simply transferred the choice of reviled groups to other scapegoated groups, namely, 

ñbeggars, criminals, and vagrantsò (p. 32).  

 The Renaissance period of the 15
th
 and 16

th
 centuries brought in significant 

cultural change, where art, poetry, and creativity were extolled. Among its products was 

the notion that in madness one could find true knowledge. As a result of this elevation of 

the notion of madness, poets and artists started claiming they were mad. Madness came to 

be understood as a message of wisdom.  

 By the late 16
th
 century, attitudes toward witches and mad people had changed to 

a more medical model in many European countries. Both witches and mad people started 
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to be viewed as ill, needing treatment, rather than as supernaturally possessed. But the 

supernatural possession perspective continued in some European countries until as late as 

1700.  

Ship of fools. Foucault (1965/1988) addressed the historical idea that during the 

Renaissance, mad people were sent away, separate from the rest of the populace. 

Foucault used the example of the ñship of fools,ò a boat for mad people who were evicted 

from cities and towns. The boat was said to travel up and down rivers, with mad people 

perpetually kept aboard. Foucault claimed there were many ships of fools; these were 

mostly in Germany, but also in other European countries. Other historians, for example, 

Torrey and Miller (2001), dispute this historical claim. Torrey and Miller asserted that 

there was never a ñship of foolsò and the idea was simply one that existed in the popular 

imagination of that era.  

 Foucaultôs goal in presenting this material appears to be to explain sociological 

and cultural trends in different eras and their significance in todayôs culture. He explained 

the metaphoric and symbolic power of the idea of a ñship of foolsò wandering up and 

down the rivers. Foucault proposed that the story represents the symbolic placement of 

mad people at the threshold between the known and the unknown. In this symbol, the 

mad are located both outside of the known (outside of towns) and inside it (in rivers 

which are inside of land). Madness had moved from serving as evidence of demonic 

possession to representing ñambiguity, menace, and mockeryò (Foucault, 1965/1988, p. 

13). 



12 

 

Literary imagination.  Throughout the 17
th
 and 18

th
 centuries, poets and artists 

elevated the idea of madness. The fantasy developed that mad people have a deeper 

knowledge of life (Porter, 2002). This attitude spawned the ñmadness is geniusò cultural 

construct, which has not abated to this day. Ballads about Bedlam, a large institution in 

London for mad people, were very common in the 17
th
 century. The artistic interest in 

mad people was also expressed in high literature, as Shakespeare reportedly addressed 

madness in at least 20 of his 38 plays and many of his sonnets (Torrey & Miller, 2001).  

 Foucault (1965/1988) viewed the literary emphasis on madness during that period 

as managing the anxiety of people about their own possible craziness. Foucault also 

interpreted the literary metaphors in the 16
th
 and 17

th
 centuries about mad people as 

evidence of a change in attitude. Foucault saw the cultural image in the Middle Ages of 

the ship of fools as involving the sending of the madman out into the wilderness, much 

like the scapegoat in the Bible. However, Foucault understood the 16
th
 and 17

th
 century 

stories of madmen and madness, from those of Cervantes to Shakespeare, as having a 

more internal location. No longer are mad people ñout thereò; now they have moved ñin 

here.ò Foucault stated: ñBehold it moored now, made fast among things and men. No 

longer a ship but a hospitalò (Foucault, 1965/1988, p. 35). Foucaultôs metaphoric analysis 

of the literary approach to mad people, and the changes in these views over the centuries, 

captures well the societal changes taking place during these centuries. 

 Attitudes in the United States. The idea that mad people should be treated with 

kindness and decency took hold in the United States in the early 19
th
 century. During this 

period, a number of public and private asylums were built to provide ñmoral treatmentò 
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to insane people. The asylums were often based on Quaker ideals, but they were 

expensive, requiring extensive staff and services. A vast expansion of asylums took place 

in the U.S. in the second half of the 19
th
 century. In 30 years, from the 1840s to the 

1880s, the number of mental hospitals in the U.S. increased from 18 to 139. Almost one 

in 354 people was living in a mental institution by the end of the 19
th
 century (Whitaker, 

2002). Unfortunately, moral treatment became too expensive to maintain, so asylums 

reverted to institutions of control of mad people, situations alleged by many to be violent, 

punitive, and abusive. 

Second Half of the 20
th
 Century. In the 1950s, attitudes in the United States 

toward people with mental illness started to change again (Porter, 2002). This coincided 

with the development of antipsychotic medications, starting with Thorazine. By the 

1960s, the general attitude was that neuroleptics provided a complete cure for people with 

schizophrenia and manic-depression. President Kennedy encouraged the discharge from 

hospitals into the community of most people with mental illness. Through the rest of the 

20
th
 century, there was a mass deinstitutionalization of people from mental hospitals in 

the United States. These hospitals held 559,000 patients in 1955, which was reduced to 

107,000 in 1988 (Shorter, 1997), and would be significantly less now. The mass 

deinstitutionalization resulted from the advent of psychotropic medications as well as the 

writings of the antipsychiatry movement (discussed below). Shorter (1997) believes the 

role of antipsychotics is a more important factor than the antipsychiatry movement, but 

other historians credit the antipsychiatry movement with the change in cultural views 

about the institutionalization of people with mental illness. 
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Although historians of psychology viewed the introduction of antipsychotics as a 

major transformation in treatment in America of people with mental illness, Whittaker 

(2002), representing the perspective of patients, argued that little had changed. He 

asserted that the psychiatrists and family members had engaged in a ñlove affairò with 

Thorazine and other neuroleptics, but patients did not share the positive views. Whittaker 

argued that these original antipsychotics made people physically ill. He asserted that 

these medications essentially constituted a new kind of torture. He recounted how 

patients finally rebelled in the 1970s, demanding the right to consent (or not) to 

treatment. From Whittakerôs perspective, the development of neuroleptics was simply a 

furthering of the various tortures of mental patients from earlier years, such as 

lobotomies.  

Interestingly, during most of the 20
th
 century, the popular fascination with the 

madness of creative artists diminished from the 19
th
 century, when madness was a 

particular focus in literature (Torrey & Miller, 2001). The societal interest in creativity 

and madness reemerged at the end of the 20
th
 century. 

 The antipsychiatry movement. There had been an antipsychiatry movement 

throughout the 19
th
 and 20

th
 centuries, but it had a major rebirth in the 1960s, in large part 

due to the leadership of social scientists like Michel Foucault (1965/1988; 1976/1954), 

R.D. Laing (1961; 1969), Thomas Szasz (1974; 1997/1987), and Erving Goffman (1961; 

1963), as well as mental health and patient activists. The social scientists generally 

argued that mental illness is only a metaphor for what society views as deviant behavior. 
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From their perspectives, the categorization of people as mad, insane, crazy, or mentally 

ill is simply a result of social and economic processes.  

 Szaszô (1974) argument was as follows: The literal meaning of ñillnessò is a 

physical deficiency in the body. To include in the term ñillnessò that which causes 

emotional suffering is to expand the meaning of the word from its literal meaning to a 

metaphorical meaning. Thus, the term ñmental illnessò is only a metaphor. It is a term 

that pretends that a personôs suffering or disability, or, even more, what other peopleï

namely psychiatristsðdeem to be a personôs suffering is an illness, like a somatic illness. 

Psychiatrists seek to make this connection because of their status as medical experts. 

They use medical terms and act as if psychiatry involves medicine just like cardiac 

medicine. Because of this sleight of hand, a metaphor is being treated as a ñrealò illness. 

There is no ñrealò mental illness, only behaviors that are deemed deviant and then labeled 

crazy. The only problems of people deemed mentally deviant involve interpersonal 

conflicts and social constraints. The problem is not in the patient but in the desire of those 

with power, e.g., psychiatrists, to label the patients and take away their rights, such as 

whether to take medications.  

 Szasz (1997/1987) argued that even though the current language of mental illness 

is that it is a ñbrain disease,ò there is no evidence of a disease process in the brains of 

people with mental illness. Thus the claim of brain disease is just another euphemism. 

Using occasionally dramatic language, like ñpsychiatric imperialismò and the 

ñpaternalismò of psychiatry, Szasz challenged every aspect of the notion of mental 

illness. He argued simply that it is improper to place deviance in the category of disease. 
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In his later work, Szasz (1997/1987) expressed concern that the metaphor of mental 

illness is so entrenched in our cultural understandings that psychiatrists, patients, and the 

general public cannot even imagine the metaphoric nature of the construct. 

More current language would conceptualize Szasz as arguing that mental illness is 

a socially endorsed construct that people treat as if it is more than an abstract idea. In 

todayôs discourse, Szasz would be saying that mental illness is reified as if it were 

something real, concrete, and tangible.  

  R. D. Laing (1969) was a British psychiatrist who developed the theme that 

mental illness, and particularly schizophrenia, were reasonable efforts of an individual to 

deal with a ñcrazyò family situation. He argued that the symptoms were logical when 

examined from that perspective. He challenged the whole notion of the medical model 

and argued that the term ñmentalò disorder is problematic, as most mental health 

problems are simply problems involving social situations.  

 Criticisms of the antipsychiatry movement. Although Szasz and Laing and other 

writers had a profound effect on ideas about mental illness, the deinstitutionalization of 

mental patients, and a 20
th
 century intellectual discourse, there has been a strong backlash 

against them. For example, Roth and Kroll (1986) responded in the 1980s by asserting 

that symptoms of mental illness have remained stable over an extended period. More 

recent biological researchers have responded with an abundance of research supporting a 

biological etiology of mental illness.  

 This history is important because these ideas from history are still present in 

American belief systems, and are perhaps best evidenced in art and culture. For example, 
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ideas of demonic possession continue to emerge in literature and the arts, like Rosemaryôs 

Baby, Devilôs Advocate, and even The Devil Wears Prada. Also, romantic ideas about the 

madness of creative artists are still flourishing. In order to further contextualize societyôs 

current views of mental illness, the various theories that seek to explain the nature or 

etiology of mental illness are now presented. 

Theories of Mental Illness 

 From its emergence in the 18
th
 and 19

th
 centuries, the field of psychiatry was 

divided between theorists focusing on psychosocial variables and those emphasizing 

biological and neurological etiology and treatment (Shorter, 1997). Even though the 

biological explanations available in the 18
th
 and 19

th
 centuries were different from the 

current biological understandings of mental illness, the distinct approaches became well 

defined during that period. Three approaches historically had the most impact on the 

understanding of bipolar disorder and other mental illnesses: psychoanalysis, biological 

psychology or psychiatry, and the antipsychiatry movement. 

 Freud and psychoanalytic ideas. Szasz (1997/1987) noted that psychoanalytic 

thinking had two repercussions in terms of the construct of mental illness. One was to 

separate mental illness from medicine and body (or soma), tying it more directly to 

dreams and general human experience. This was useful in terms of depathologizing the 

insane. But the second and contradictory effect of Freudôs ideas, according to Szasz, was 

to pathologize experiences of ñnormalò life. One of the consequences of this is the idea 

that social difficulties, like alcoholism, became labeled as disorders.  
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Many historians of psychiatry and psychology today view psychodynamic 

thinking as defunct. Shorter, for example, stated, 

If there is one central intellectual reality at the end of the twentieth century, it is 

that the biological approach to psychiatry é has been a smashing success. 

Freudôs ideas, which dominated this history of psychiatry for the past half-

century, are now vanishing like the last snows of winter. (Shorter, 1997, p. vii) 

 

Academic discourse in psychology and psychiatry today largely endorses this position. 

Biological psychiatry. Biological psychiatry sought physical or physiological 

explanations and treatments for mental illnesses. It emerged powerfully in the 19
th
 

century in Europe. The discovery of lithium in 1949 as a treatment for what was then 

called manic-depressive illness was the beginning of a transformation of attitudes toward 

mental illness, with an emphasis on biological processes.  

 Today the medical model of illness is based on the principle that there are distinct 

categories of disorder, each with clearly definable symptoms, etiology, and course of 

disease (Mundt & Backenstrass, 2005). The model only assumes physiologically 

verifiable pathology, however. There are no physical diagnostic tests that separate 

ñnormalò from ñabnormalò people. This differs from physical illness, where diagnosis is 

usually based on biological tests that demonstrate pathology. Thus, in diagnosing mental 

illness, the biological substrate is assumed (from reported behaviors and feelings) rather 

than substantiated. The only form of confirmation of a diagnosis is if the expression of 

symptoms changes with medication. In psychology, the medical model perspective 

focuses on the biological aspects of a disorder and generally excludes social ones 

(McCulloch, Ryrie, Williamson, & St John, 2005).  
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 With regard to mental illness, the biological approach has fairly completely 

replaced the psychodynamic approach, both in professional circles and popular culture. 

Peter Kramer (1993; 2005), a psychiatrist, has been a popularizer of the biological 

approach. Kramerôs book, Listening to Prozac (Kramer, 1993), was a bestseller for many 

years. He is now critical of any discourse that considers depression anything but a 

biological deficit (2005). Although trained as a depth psychiatrist, he now believes that 

the meaning of symptoms is irrelevant and the only appropriate treatment for depression 

and other mental disorders is medication. Thus, he recently criticized the burgeoning area 

of memoirs of depression and the ñromanticò notion that great art requires depression. He 

now argues against any investigation into personal causes, meaning, and experience 

around depression. He even advocates for a future time when a gene could be implanted 

into a fetus to ensure that the child would not experience depression, like an 

immunization against smallpox.  

The movement from psychoanalysis to biology. The paradigm shift from 

psychoanalysis to biology was captured well by Luhrmann (2000), an anthropologist who 

studied the training and perspectives of psychiatrists who work with people with mental 

illness. Initially she followed the training experiences of psychiatrists starting internships 

in July 1992, when the range of psychotropic medications was relatively limited. She 

explained how the training of psychiatrists at that time consisted of two divergent 

approaches ï medication, learned by trial and error with very little academic or 

theoretical foundations, and psychoanalysis, also learned experientially with little 

theoretical background. According to Luhrmann, psychiatrists were provided no training, 
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and rarely had any knowledge, of other psychotherapies or even the debates in 

psychology around psychotherapeutic techniques. Luhrmann noted at that time that the 

inconsistencies between the two paradigms were difficult to bridge. Nonetheless, 

psychiatrists managed to integrate the two approaches, in part because a psychoanalytic 

approach was incorporated into their training.  

By about 2000, however, Lurhmann documented how psychiatric training and 

work had become totally transformed, in large part due to the role of managed care. She 

described how, by the end of the 1990s, psychiatrists rarely engaged in psychotherapy; 

the psychoanalytic training element was minimal, if at all. Luhrmann noted how both 

psychiatrists and patients lamented the change in psychiatric treatment to medication over 

relationship, but how completely that change had occurred. 

 Luhrmann discussed one of the repercussions of the transformation to a 

biomedical model of treatment, which is that the only acceptable explanation for mental 

illness is a chemical imbalance one. Luhrmann said a positive ramification of this 

perspective is that the patient or family may no longer feel ñblamedò for the illness. On 

the other hand, from this perspective no therapy or support needs to be provided, since 

medications are supposedly all that is needed to correct the imbalance.  

Interaction of biology and environment. New models of mental illness are starting 

to integrate biological and environmental understandings (Fonagy, Gergely, Jurist, & 

Target, 2002; Reiser & Thompson, 2005). For example, since the 1990s some 

psychiatrists (e.g., Whybrow, Akiskal, & McKinney, 1984) have been conceptualizing 

affective disorders as emerging from and involving a combination of various biological, 
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psychological, and developmental processes. Another example is the so-called ñkindling 

modelò of mental disorder, which suggests that a mental disorder may emerge in 

someone with a genetic predisposition for a particular disorder, due to trauma or other 

aspects of lived experience. The theory then holds that once depression or another 

symptom is first experienced, it is much more difficult to change it, because neurological 

connections have been developed (Kramer, 2005). With regard to bipolar disorder, most 

current epidemiological theories perceive a close biology-environment relationship in 

terms of both etiology and symptomatology (Reiser & Thompson, 2005). Other theorists 

have proposed theoretical integrations of various approaches (e.g., Drob, 1989, 2003). 

For purposes of this study, although many agree that there is a relationship between 

biological factors and social environment in the etiology and manifestation of mental 

illness, the rivalry between the more biological and the more psychological theories 

remains consequential in many discourse communities.  

Mind-body dualism. The ongoing debates between biological and psychological 

explanations for the etiology and nature of mental illness is a reminder of how the mind-

body dualism articulated by Rene Descartes in the 17
th
 century is present in todayôs 

discourse. Noting the ongoing disagreements about the etiology of bipolar disorder, the 

psychiatrist Hagop Akiskal (1995) commented, ñthe schism é is an instance of the mind-

body dichotomy that has characterized the Western intellectual tradition since Descartesò 

(Akiskal, 1995, p. 1072). Even with the emerging integrations of biological and 

psychological processes today, the mind-body distinction continues to impact the 

different professional attitudes and conclusions about the etiology, manifestation, and 
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treatment of mental illness in general and bipolar disorder in particular.  

Regardless of oneôs theoretical orientation, however, the document that has the 

most authority and legal standing over psychiatric categories and diagnosis in the United 

States is the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text 

Revision (DSM-IV-TR;(American Psychiatric Association, 2000). This is discussed in 

the next section. 

 

Diagnostic Organization 

 In the United States the DSM-IV-TR is the codex that organizes, categorizes, and 

labels mental disorders. It claims to be atheoretical and symptom-based, in order to avoid 

the conflicts in description of disorders offered by different theoretical orientations. The 

DSM-I and DSM-II were more based on psychoanalytic theory (Spitzer & Williams, 

1985). The DSM-IV-TR sets as its goal simply to identify and describe the symptoms of 

what it sees as each discrete mental disorder. 

 In the 1970s and 1980s, the antipsychiatry movement challenged the DSM and its 

claim of describing ñactualò disorders. In the 1990s, Kutchins and Kirk (1997) made the 

argument that the categories of mental illness laid out in the DSM-IV are purely political 

compromises and do not reflect any valid disorders. They claimed that the DSM simply 

pathologizes ñthose in our society who are undesirable and powerless é because of 

unspoken cultural biases about what should be considered normal and what should be 

considered diseaseò (Kutchins & Kirk, 1997, p. 16). They argued that the DSM-IVôs 

reliability is based on biased research that simply confirmed the beliefs of the 
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psychiatrists polled (often an elite group). Kutchins and Kirkôs conclusion about the 

DSMôs claimed reliability is that ñthe DSM revolution in reliability has been a revolution 

in rhetoric, not in realityò (p. 53). They highlighted the role of Robert Spitzer, the 

psychiatrist who essentially masterminded the DSM, and his power to decide which 

diagnoses would be included and which omitted from the manual.   

Shorter (1997) is critical of the DSM for another reason. He expressed a concern 

that the expansion of discrete disorders in the DSM is dangerous for psychiatry. He 

claimed that psychiatry is most effective when doing ñlumpingò rather than ñsplittingò 

(i.e., combining groups of disorders into a few categories rather than creating many 

discrete disorders with similar sets of symptoms; (Shorter, 1997, p. 303). He noted how 

there are more mental disorders listed in the DSM-IV-TR than all of the other physical 

disorders combined that are listed in the catalog of physical disorders.  

An apparently unintended consequence of the DSM-III and its successors, one 

that has been criticized by many, is the way the DSM has taken on biblical proportions. It 

has been ñuniversally and uncritically accepted as the ultimate authority on 

psychopathology and diagnosisò (Andreasen, 2007). Yet some thinkers foresaw this 

consequence; it was being discussed as early as 1984. For example, in 1984 Himelhach, 

as quoted by Goodwin and Jamison (1990), warned about this consequence for the 

diagnosis of mood disorders: 

The diagnosis of the affective disorders is in danger of becoming a formula. 

Descriptors of depression or mania are selected from one diagnostic system as if 

from a Chinese menu. é Diagnosis turns into simple description, and diagnostic 

categories into neo-platonic Procrustean beds into which heterogeneous affective 

syndromes are forced to fit regardless of their obvious differences from one 
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another regarding premorbid development, course, and outcome. (Goodwin & 

Jamison, 1990, p. 89) 

 

In effect each iteration of the DSM has resulted in new criticisms and then efforts to 

correct the problems created by the changing perspectives of the consensus group. 

From the social constructionist perspective, however, this process is not troubling. 

T Diagnostic labels set out in any particular DSM are simply one way to organize and 

categorize experience. In American society, the DSM is one part of the packaging and 

construction of recognizable ñillnessesò (Gaines, 1992; Gergen, 1994; Smart & Wegner, 

1999). Thus, labels signifying mental illness may indicate as much about the society 

doing the labeling as about the properties of the people being labeled.  

Several theories about the etiology and manifestation of mental illness have been 

summarized, as well as the diagnostic approach currently in vogue in American society. I 

now address theorists who provide hypotheses about unconscious factors that may 

influence and explain intrapsychic and interpersonal processes involved in the 

stigmatizing of people with mental illness.  

Theories about Disowned Feelings 

  Psychodynamic theories of self. Various psychodynamic thinkers, starting with 

Freud, have proposed theories to understand how humans (in Western society), when 

constructing a sense of self, deal with uncomfortable, anxiety-arousing experiences. 

Melanie Klein and Harry Stack Sullivan are two psychodynamic theorists who studied 

the development of self. They were both interested in the process by which infants 

disown anxiety-laden aspects of their experience and how this disavowal affects adult 
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life. 

 Melanie Klein viewed infancy as a time in which one feels love and comfort as 

well as terrifying emotions such as intense persecutory anxiety (Klein, 1959/1985). In 

Kleinôs view, an infant experiences rage, sadness, and frustration, along with feelings of 

joy and love. One of Kleinôs unique contributions to psychoanalytic theory involves the 

notion of psychological ñpositions,ò paranoid-schizoid and depressive. In the paranoid-

schizoid position, an individual has difficulty finding subjectivity and instead depends on 

defenses such as splitting, projection, and projective identification to make sense of the 

world, whereas in the depressive position, the individual can experience a continuous 

sense of self, across different affective experiences, including grief and loss 

 For Klein, introjection is the taking in as part of self an experience from the 

outside world. Projection involves attributing oneôs own feelings to other people. Both 

projection and introjection are experiences that are hypothesized to occur throughout our 

lives; thus, our sense of ñrealityò is continually modified by these experiences (Klein, 

1959/1985). 

 In Kleinian theory, each individualôs inner sense of self, particularly in the 

paranoid-schizoid position, is ñsplitò into ñgoodò and ñbadò parts. The separation occurs 

in infancy as a way of managing unbearable aggression and anger at the nurturing but 

withholding parent. The ñbadò parts are split off from the good parts, allowing us to love 

our nurturing parent and ourselves. They are then projected outward, thus reducing the 

anxiety about our aggression, which the infant fears could cause disintegration of self. 

  Klein suggested that in the unconscious psychic process projective identification, 
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an individual projects aspects of the self into other people as a way to control both the 

other person and the parts of self; this in turn reduces oneôs anxiety. Unlike projection 

alone, the two people are connected in projective identification; the person projecting can 

experience his or her bad parts (or good parts) as alive in the other person.  

Klein views this process as exhausting and draining; she focused on the depleting 

aspect of this process. The sense is that one is weakened, terrified of the power in the 

other person (Main, 1985). Main sees the process as ña variety of joint personality 

deplenishments and invasions and interpersonal disturbancesò (Main, 1985, p. 50). Yet 

the process can also be viewed as a way of reaching greater integration and psychic 

health (e.g., Ogden, 1994).  

 The theory hypothesizes that the person projecting material into another has 

ambivalent feelings toward the projected material (and the other person holding it), as 

there is both desire for and fear of what is projected (Horwitz, 1985). Ogden (1994) 

suggested that the projective identification process of expelling into the other person 

serves two functions: protecting oneself from dangerous material or protecting the 

material from oneself. The person projecting is using the other person to hold these parts. 

In the process both parties have negated parts of themselves. The person taking in the 

projections is also changed as he or she incorporates and identifies with the projected 

parts (Horwitz, 1985). 

 Klein theorized that the emergence of the depressive position is when the infant 

starts to ñpineò for the loss of the good object. Pining allows the infant to experience both 

the good and bad parts. But it is difficult to hold the depressive position: 
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In short ï persecution (by ñbadò objects) and the characteristic defenses against it, 

on the one hand, and pining for the loved (ñgoodò) object, on the other constitute 

the depressive position.  (Klein, 1940, p. 130) 

 

 Klein (1940) explored how mourning might be related to ñmanic-depressive 

states.ò She proposed that so-called ñmanic-depressive experiencesò serve as a defense 

against experiencing loss. She noted that all people experience fluctuations in moods. A 

person in mourning will feel restored when he or she ñreinstatesò intrapsychically both 

the dead person and the good parents. Interestingly, Klein suggested that part of the 

healing involves greater introjection of the good and bad parents as well as increased 

projection into others. She linked the process with the manic-depressive defenses: 

When the depressive position arises, the ego is forced (in addition to earlier 

defenses) to develop methods of defense which are essentially directed against the 

ñpiningò for the loved object. These are fundamental to the whole ego-

organization. I formerly termed some of these methods manic defences, or the 

manic position, because of their relationship to the manic-depressive illness. 

(Klein, 1940, p. 130) 

 

 Kleinôs conceptualization of these processes is complex and can provide a 

framework for understanding troubling aspects of human subjectivity.  

 Sullivan. The American psychiatrist Harry Stack Sullivan presented another 

perspective on how the child manages the anxiety of inner and external experience. For 

Sullivan, anxiety ñis responsible for a great part of the inadequate, inefficient, unduly 

rigid, or otherwise unfortunate performances of peopleò (Sullivan, 1953, p. 160). Sullivan 

conceptualized that the infant manages interpersonal anxiety by developing three aspects 

of experience of self, all of which are connected by ñmy bodyò: ñgood-me,ò ñbad-me,ò 

and ñnot-me.ò The ñgood-meò aspects of personhood are those that are reinforced by the 
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ñmothering oneò and by society and which essentially become known to us as ñI.ò The 

ñbad-meò parts emerge in anxiety-provoking interactions with the ñmothering oneò and 

other people and constitute our known personal deficits. The good-me and bad-me are 

similar in that the child ï and later the adult ï is generally aware of them.  

 Sullivanôs notion is that the ñnot-meò aspect is one that is repressed, unconscious, 

and unknown. It is only accessible through symbolic communications such as dreams and 

nightmares. The not-me emerges from ñintense anxietyò and ñuncanny emotionò 

(Sullivan, 1953, p. 163). The original experience that developed into a not-me state was 

confusing and anxiety-provoking; the infant could not digest it at all; all the child could 

do is eject it from the world of the known. Although Sullivanôs conceptualization is not 

as complex as Kleinôs, it sets forth a similar idea of how aspects of self can be pushed out 

of consciousness, and proposes that this process develops from the relationship with the 

person in a role of mother. 

 Group processes of scapegoating. Wilfred Bion took some of Melanie Kleinôs 

ideas and applied them to relationships among groups. Yet ideas about group process are 

much more ancient. One is from the Hebrew bible. Each year at Yom Kippur services, on 

the holiest day of the Jewish year, Jews read aloud the origin story of the scapegoat: 

And Adonoy* spoke to Moses: speak to your brother Aaron é. Aaron shall begin 

by presenting his own bullock for a sin-offering, and make atonement for himself 

and his household. He shall then take the two he-goats and stand them before 

Adonoy. é And Adonoy shall place two lots on the two he-goats, one lot marked 

ñfor Adonoyò and one lot marked ñfor Azazel.ò** And Aaron shall present the 

goat that has the lot ñfor Adonoy,ò which he will later prepare as a sin-offering. 

And the goat that has the lot ñfor Azazelò shall remain alive before Adonoy, for 

Aaron to make atonement on it and send it to Azazel in the desert. é 

 




