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Abstract

The Social Construction of Bipolar Disorder:
The Interrelationship Between Societal dndividual 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 implicatioraynbe 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.é¢fimeneutic, socialonstructionist, and Lacanian approaches
influenced the analysis.
There were two main sets of findings. Firstpatual interaction between
individual experience and societal labels was evident. Language, culture, and society
limited the choice of labelsor s el f and ot h4abels,sichahgwar ti ci peé
they moved from being fidepressedo to fAbipol a
of mental disorder.
The second set of findings revealed the challenges to self and identity that the
patticipants 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 partici panetlsf saalnmseon efsosy nod



il

an ongoing and continuous sense of self, especially because they experienced some
affective statene. ads Fluot diegn ameée dmotchemi cal
for Dbipolar disorder under mi sopadcomralr t i ci pant s
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
fr st i nvolves a blurred and fluctuating bound
exuberance and Acrazyo mania and how this so
meaningmaking. The second addresses the process by which society inducts people into
the role of patient. The third implicates Wes
limitations of volitional contralA related issue is the Western challenge in bridging
mind-body dualism. Participants faced this issue when making sense of expetiaice
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, hy@mia, manic depression, social

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

INTRODUCTION
Much Madness is divinest Serise
To a discerning Eyé
Much Sensé the starkest Madnes$s
0Tis the Majority
In this, as All, prevail
Assenti and you are sarie
Demuri 'y o u 6 r e awaytdangerogsh t
And handled with &haird

(1890/1960c, p. 571)

Emily Dickinsonbs poem about madness,
captures the socially constructed boundary between sanity and madness. She suggests
that so long as a person behaves propasyletermined by the larger society, that person
is deemed sane. But if one speaks or behaves in a way that is not socially acceptable, the
persormaycrossthethreshold and be placéd a locked ward. The question is whether
t he di s c e locatethedoounidargl hecgaahof this studis to understanbdow
the dominant Americasocietyhas been constructimgeanings abouhe label of bipolar
disorder filtered through the perspectivesinflividualsgiven that diagnosis.

Discussions in the Literatar
Cultural Designations of Normal and Abnormal

From the cultural perspective of anthropologaglesocietydevdops its own

ideas of the location of the threshlde t we en ment al Dlenaubtdldp and

determine whichbehaviorgo placeon eitler side of thdoundaryline andhow to

categorizeabnormal behaviar By studyingcultural manifestations @bnormal behavior

Wr i

=)}



in differentsocieties anthropologists concluded ththese categories aadways

culturally determined. Tik notionwas voicedn anthropology as early as 1934 by Ruth
Benedict(1934/1967) She presented extensive anthropological evidence that each
culture develops its owanalysisof which behaviors or experiences aleemednentally
healthy and which ones constitute mental ilinesthat culture She provided examples
of behavios thatareconsidered unmistakably abnormal in the United States) as
trances or paranaj but which are highlyalued in other cultures.

Benedict also pated out that even though there is a large range of possible
human behaviors, each culture selects from the possibilities a limited niantdger
designateés appropriate behavitor that culture

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

human behavior. €& Every society, beginnin

direction or another, carries its preference farther and farther, integrating itself
more and more completely upon its chosen basis, and discardsetiipes 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 taits 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 duke; 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 soqgiBgnelict,

1934/1967, pp. 146)

Benedictpoints out how powerfully our individuaiews are colored by cultural ideas.
Her premise wagirounded in anthropologicalidence of how other societies have

organized the boundary between normality and psychopathdibaus, 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 iparticularculture.
Labelingof the Other

Theprocesof designating some behaviors as deviaatidressed in sociological
labeling theoryThe key ideas arthatwhensociety classifies behaviors as abnormal
societal institutions like the media perpetuatedigtinctions.Then kehavios that
constitute deviance from the norm are taught to and imposedsopagindividualsby
society. Social institutionsnsure that deviants remain in their assigned(Rdeeff,
1999)

One aspect of labeling theoagdresses hopeopleplaced in the role of deviants
are viewed by society as all alike or homogen@chur, 1984)Schur suggests an
explanatiof o r s difficuley inyliffiesentiatingamong people in a denigrated group:
AOne sees reflected in categorical devaluat:i
as possible betweethembandusd (Schur, 1984, p. 28)

People who are labeled fstheb have several options, from accepting the label
to rejecting it.Yet labelingtheory posits thgbeopleare rewarded for remaining in the
devi ant andargipunished if thep dttempt to return to mainstream roles. In the
deviant role, the person hasertairstatus that of being theeviant or ill person. If the
individual acceptstherole he or she experiences fAengul f me
Sociologicalrole theoryhas studiedhe process by whictie person labeled as

Afdeni grated othero encounters the deviant ro



Goffman(1961)utilized role theory ast applied to staff and patients mental
hospitals and other institutions. He describedehumaniimg the processa person
encounters wheantering into the role ahental patient or othenstitutionalized person.
People in mental institutions become indoctrinated into the role. Their property, their
bodies and their sense of self are taken away fhem 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 1968, most institutionalized mental patients
did not receive treatmebly choice.The psychiatrist hithe powelto decidewhat rights
and whapropertythe mental patient @uld have. The psychiatrist alsodhthe power to
label the patient andesignate the categorybfh e pati ent 6s pathol ogy.
thatsurvival for an institutionalized mental patient meanttcdgtion to the newly
created social label:
Mental patients can find themselves in a specral.bTo 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 @dbepoccupational role of those who
appear to force this bargain. This sglienating moral servitude, which perhaps
helps to account for some inmates becoming mentally confused, is achieved by
invoking the great tradition of the expert servicing relatiespecially its medical
variety. Mental patients can be crushed by the weight of a service ideal that eases
life for the rest of ugGoffman, 1961, p. 386)
I n Goffmanés anal ysis, the exgthelalelThei n t he f o
patient, in order to obtaiprivileges, acquiesces intbe role of mental pant.

Lally (1989)applied labeling and role theories t@ fbhenomeology of mental

patient as they armdoctrinated into the role ohentally ill personHe noted that much



of theearlierresearch and theory on labeling and roles fatosethe society, without
paying attention to the experience of dalielingby the person in theole of fiothero
Lallydb s setxypdyr ed t he ment al -lalpeing and engusmemt,x per i enc
rather than societyds imposition of the role
with 60 people hospitalized in a psychiatric i Lally proposed a threstage
developmental process whereby people become engulfed into the rolédévianto
In the first stagepatients workedt avoiding engulfmenht the role. They
minimized their symptoms and emphasized distinctions lestwleemselves 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 Aengul fed i n labdelang tipemselives astmentadylilleld and st
the second stage, patients accepted the label of mental iliness. During this stage patients
started identifying more with the other patients and separating themselves from those in
the foutsi deod waealairhed that Aobpializedsnemed datiewseesiore
intelligent or special thapeoplein 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. g 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 st a
process of engulfment emmentally ill sefc o n c @.[2G62)patientsconceptualized
t hemsel ves as ment al-dnyc anpa sisainndg ,s epee rt nha nse nats

(p-262). Lally (1989)found that patients in this stage were mourning their lost self, but



alsocreating meaning for themselviastheir newrole.
Lall yos s thewosk ofehe lpkeelmgltiseorists by directing research to
the experience of the person in thel e v roke.rHts éindings suggest that the process of
engulfment is not a passive one, as contemplated by the labeling théoitists active
one. Lally poposes that in each stage patients are trying to maintain a positive sense of
self in relation to the negativatigmaof mental illness.
Stigmaand Prejudice
Labeling theory ipremised upon the negative societal views of a denigrated
fiotherod This is oten referred to agigma. Goffmad £1.963)definition of stigma
combines two facetshe societal gejudicetoward deviantgroupa nd t he amar ko on
person, or the internahtionof the externahegativeperspective Goffman noted that a
person whaan manage th&igma has learned to handle bothphélic andrelational
elements as well as theénbaldistress andhame obeingplacedin adeviant role.
In recent years Patrick Corrigand his colleagudsave written extensively on
the nature of mental iliness stigrf@orrigan, 2005; Corrigan & Cooper, @ Corrigan,
Markowitz, & Watson, 2004; Corrigan & Penn, 1999brriganresolves the dilemma of
thetwo aspects@ o f f ma n 0 s stignmarbyarelyzing tbein as different constructs
(Corrigan,2004) Corrigan thinks of Apublic stigmabo
prejudie, and discrimissaiigoao He Vvihews nieelinfal a
enactment of theocietalstereotypes.
The anthropological and sociological theories discussed to this point posit that

each culture creates its own boundaries betweenai@mad abnormal psychological
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behavior and that societies have powerful methods for enforcing the distintzlmesg
outside groups adeviants and perpetuating different kinds of stigma toward the groups
In each case the categories are so deepbypocated into cultural knowledge that the
categoriesre perceived a@ unquestionable truttfsocial constructionisrohallenges
such notions of truth.

Social Constructionism

The philosophical ideas of social constructionism (sometimes called post
modeni sm) view the Amoderno perspective on
about how to understand human naii@ergen, 2001; Richardson, Fawe& 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 understandiagtten learn the
Atruth. o The theory proposes tishnattadawdi at ever
of co-created understandingsat are embedded a cultural contex{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 Syndrdiahoney, 2001and anorexia
nervosgHepworth, 1999; Toon, 2002)he social construction of illness explained
through the lens of medical sociology.

Medical sociologyThe field of medical sociology focuses specifically on the

social construction of sin conceptsas illness, disease, diagnosis, and treatnBzatvn

ot

W
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(1995)laid outa nuanced framework fetudyingthe social construction of illness. He
first distinguishes between two theoretical
one, most consistent with American psychological theorists (e.g., Cusimd&@ergen),
and he European view, initiallgrticulatedoy Foucaul t. The Astricto
the notion of any reality and assumes that a consensual reality is created through
discourseFor that reasorthe focus is mainly on the discour3dée European versiorf o
social constructionisgrhoweverdeconstructs all language and symbolshiaws how
knowledge icreatedeven without languag®oth approachet® analysisstudyingthe
discourseandanalyzing symbols and languagee useful here

Brown (1995)describegshe elemens thatencompasghe social construction of
illness and diagnosighe social construction of medical knowledgeuses oriagnosis
and the medical perspectjwbe social construction of illness addresses the experience of
peopl e havi dngernslfaiaghosis, Brovensledinedtes two opposite impacts
of the saial construction of diagnosish€ creation of a health diagnosis sometimes
pathologizein or mal 0 b e h av i gravides drelieftotthe sufferetby me s i t
validating previouslynlabelled painful experience. An example of a diagnosis that
involvessocial controisi| at e | dyesephopha&s € imenstraber , 0 (i . e. .
syndrome)He argues that this diagnostic tgpathologizes normal functioningle cites
chronic fatigue syndromas an example of a diagnosis tpatvidesi | egi t iand zat i ono
relief for people who experience the ilinéps41).

This typology is useful for this dissertation because there has bg@iono

research about the socialnstruction of bipolar disordeds i ng Br ownés typol o



study involves thaeocial construction of aifiness since the analysmsmergegrom the
experiences gbeople with this diagnosi¥ et this study also involvake social
construction of tadiagnosis since the research question investigates the meanings and
understandings that society assigns to this diagnosis.

LanguageOnemethod for understanding how a construct is interpreted in a
society is through the use of languagtport (1954/1979d i scussedstmow #fAl i ngu
| abel s0 become f i |l | eidEnglishtinvolveseusendfihneg .v eAnb efixt aomp
bed when describing someone wiahéh ki pld lagm)s,i s
rather than the fipeople firstoglanguagm prop
persoowi t h a di agnosi s of biingortaht i podtinaslerr der 0) . L
analysishecause the focus of study is changed fr
repr es gGetgant&iKaya, 4995, p. 173 ostmodern thkers view language itself
as creating or structuring experier{Gergen, 1994)Lakoff and Johnso(1980)address
this issue by proposing that all thought is metaphorical and our choice of metaphors
reflects our partular cultural construction of experience.

One likely set ofconscious and unconsciousganings that American society
assigns to bipolar disordeenter around notions afadness or craziness. In order to
appreciateny research findings and analysimutthebipolarillnessor thediagnosisit
is useful to revievbrieflys ome of Western societyods attitud
insane

History ofAttitudes Towardi Mad ne s s 0
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Some history othetreatment of and attitudes toward people with mentadskis
presented heri@ order to provide a context for the current Americanstruction of
mental illnessThese ideas from Western histdikely remain in what Jun@L993)
would call the fAcollective unconsciouso of
Middle Ages through T6century.In the Middle Ages, Christian ideas dominated
European societies. From this perspectmadnesgthe termused thenyvas seen as
either a spiritual despair or a demonic posseg$tornter, 2002)During the 15'to 16"
centuries, witches and heretics were placed in the same category as the mad and both
groupswere usually viewed as demonically possesBedple in these groupgere
punished with what we would call torture, often to death. The eaptars for these
punishments involved spiritual goals, like ridding the madman of his demons.
Porter(2002)noteda decline irthe 18" century of the beliethatmad peoplare
supernaturly possessed. As a result, mad peapéze ndongerseen agvil. But this
simply transferredhe choice of reviled groups to other scapegoated groups, namely,
Abeggars, crimimal s, and vagrantso (p.
The Renaissance period of thé"#hd 18' 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 knowleflga resulof this elevéon of
the notion ofmadnesspoets and artiststarted claiming they were madadnessame to
beunderstoodisa messagef wisdom.
By the late 18 century, attitudes toward witches and npedplehad changed to

a more medical model in maBuropearcountries. 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 offools Foucault(1965/1988addressed the historiadeathat during the
Renaissance, mad peoplemn sent away, separate from the rest of the populace.
Foucai used t he exafmpflecolos, & femplei sheremlvicted ma d
from cities and towns. The boat was said to travel up and down rvitianad people
perpetually kept aboar&oucault claimed there were many ships of fools; these were
mostly in Germany, but also in other European countries. Other histdoaegample,

Torrey and Miller(2001) disputethis historical claim. Torrey and Miller asserted that

there was never a fAship ®fthatéxstedirstipopalard t he i d
imagination of that era.

Foucaultds goal i n presenting this mater:]
and cultural trends in different eras and theigsn i f i canc e IiHeexplandday 6 s u
the metaphoricandsyad i ¢ power of the idea of a Aship
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 ardocatedboth outgde of the known (outside of towns) and inside it (in rivers
which are inside of landMadness had moved froserving aevidence of demonic
possession to represent i ndFoutaulnbo6541888,tpy, menac

13).
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Literary imagination Throughout the 17and 18' centuries, poets and artists
elevatedhe idea omadnas The fantasy developed that mad people haleeper
knowledge of life(Porter,2002) Thi s attitude spawned t he
constriet, which has not abated to this day. Ballads about Bedidarge institution in
London for mad peoplayere very common in the f&entury 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 sqfiioetey & Miller, 2001)
Foucault(1965/1988)iewed the literary emphasis amadness during that period
as managing the anxiety of people about their own possible craziness. Foucault also
interpreted the literary metaphors in thé&&6d 1#' centuries about mad people as
evidence of a change in attitude. Foucault saw the clitoage in the Middle Ages of
the ship of fools as involving the sending of the madmaméaithe wildernessmuch
like the scapegoat in tHgible. However,Foucault understooithe 16" and 17 century

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

more internal |l ocation. No | onger are mad

here. 0 Fo:udawlotl dstidt endored now, made f ast

p €

al

l onger a s hi(pouchul tl96/1988pps3Idp)i Falu daul t s met aphor

of the literary approach to mad people, andctii@nges in these views over the centuries,
captures well the societal changes taking place during these centuries.
Attitudes in the United StateBhe ideahatmad peopleshould be treatedith

kindness and decency took hold in the United Statée arly 19" century During this

periorda number of public and private asyl ums
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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 wgstresion of asylums took place
in the U.S. in the second half of théM@ntury. In 30 years, from the 1840s to the
1880s, the number of mental hospitals in the U.S. increased from 18 tald®%t one
in 354 peoplavasliving in amental institution byhe end of the 19century(Whitaker,
2002) Unfortunately, moral treatnm¢ became too expensive to maintain, so asylums
reverted to institutions of controf mad people, situations alleged by many to be violent,
punitive, and abusive.

Second Half of the 30Century In the 1950s, attitudes the United States
towardpeoplewith mental illnesstarted to changagain(Porter, 2002)This coincided
with the development of antipsychotiedicatiors, starting with Thorazine.\Bthe
1960s, theyeneral attitudevas that neuroleptics provided a complete cure for people with
schizophreniand maniedepressionPresident Kennedy encouraged the discharge from
hospitals into the community afiostpeople with mental illnes3hrough tte rest of the
20" century,there was a mass deinstitutionalization of people from mental hospitals in
the United States. These hospitals held 559,000 patients iniBi&h was reducetb
107,000 in 198&Shorter, 1997)and would be significantly less nowhe mass
deinstitutionalization resulted from the advent of psychotropic medica®ngll aghe
writings of theantipsychiatry movemer(tliscussed belowBhorter(1997)believes the
role of antipsychotics is a momaportant factor than the apsychiatry movement, but
other historians credit the apsiychiatry movement with the change in cultural views

abouttheinstitutionalization of people with mental iliness.
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Although hstorians of psychology viewed the introduction of antipsychotics as a
major transformation in treatment in America of people with mental illvébgtaker
(2002) representinghe perspective of patient,guedhat little had changedie
assertedhat he psychiatrists and family members had engagedii acavfef ai r 6 wi t h
Thorazine and other neuroleptitait patients did not share the positive viewsittaker
argued that these original antipsychotitadepeople physically illHe asseedthat
these medicationsssentially constituted a new kind of tortusie recounted how
patients finally rebelled in the 1970s, demanding the right to consent (or not) to
treatment. From Whittakerds perspective, the
furthering of thevarioustortures ofmental patients frorearlier yeas, such as
lobotomies.

Interestingly, during most of the ®@entury, the popular fascination with the
madness of creative artists diminisez the 19" century, when madness was a
particular focusn literature(Torrey & Miller, 2001) Thesocietal interest igreativity
and madness reemerged at the drti@20" century.

The antpsychiatry movementhere had been an gogiychiatry movement
throughout the 1®and 20" centuries, but ihad a major rebirth in the 1960n large part
due to the leadership sbcial scientists likiichel Foucaul{1965/1988; 1976/1954)

R.D. Laing(1961; 1969) Thomas Szasd974; 1997/1987)and Erving Goffmai(1961;
1963) as well asnengal healthand patienactivists The social scientistsegerally

argued that mental illness is only a metaphomfloat society views ageviant behavior.
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From their perspectived)¢ categorization of people as mad, insane, crazy, or mentally
ill is simply a result of social and economic processes.

S z a d¥Hargumenivasas follows:Th e | i t er all | meamsiond sofa A
physical deficiency in the body. To include
emotionalsuffering is to expand the meaning of the word from its literal meaning to a
met aphori cal meaning. Thus, thétisatermm Ament al
t hat pretends that a personds suffiering or d
namely psychiatrissd eem t o be a personb6s suffering is
Psychiatrists seek to make this connection because of tifteis s medical experts.

They use medical terms aadt as ifpsychiatry involves medicine just like cardiac

medi ci ne. Because of this sleight of hand, a
There is no Areal 0 me rateddemed tHelvianeasdsthen labelddy b e h a
crazy. The onlyproblemsof people deemeghentallydeviantinvolve interpersonal

conflicts and sociatonstraintsThe problem is not in the patient but in the desire of those

with power, e.g., psychiatrists, to lablkétpatients and take away their rights, such as

whether to take medications.

Szasz1997/1987arguedhat even though the current language of mental illness
is that it is a fibrain disease, 0 there is no
people with mental iliness. Thus the claim of brain disease is just another euphemism.

Using occasionallyda mat i ¢ | anguage, | i ke fApsychiatric
Apaternal i smo of psychi at thenotiorbafraental chal | enge

illness.He argued simply that it is improper to place deviance in the category of disease.
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In his later work, Szag4997/1987expressed concern that the metaphor of mental
illness is so entrenched in our cultural arslandings that psychiatrists, patients, and the
general public cannot even imagine the metaphoric nature of the construct.

More current language woutthnceptualiz&zaszas arguing that mental illness is
a socially endorsed construct that people tredtt iais more than an abstract idea. In
t oday 0 s ,Sdasswouwddbe sayng thaental illness is reified as ifwere
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 wit h asitfaton ldezasged thfatahe syimptoms were logical when
examined from that perspective. He challentdvhole notion of the medical model
and argued that the t er pasimostanentahheath di sor der
problems arsimply problens involvingsocial situabns.

Criticisms of theantipsychiatrymovementAlthough Szasz and Laing and other
writers had a profound effect aleas aboumental iliness, the deinstitutionalization of
mental patients, anal20" century intellectual discourse, there has beemoagtacklash
against them. For example, Roth and K(©B86)respondedn the 1988 by assertig
thatsymptoms of mental illness have remaisegbleoveran extended periodore
recent biological researchers haesponded with an abundance@dearclsupporting a
biological etiology of mental illness.

This history is important becauesseideasfrom historyare still present in

Americanbelief systemsand are perhaps best evidentedrt and cultureFor example,



17
ideas ofdemonicpossession continue émergean literatureand the artdike Ro s e mar y 0 s
BabyDe vi | 6 s,aRdeved weddvieWears PradaAlso,romantic ideasbout the
machess of creative artists are still flourishihgn or der to further conte
current views of mental iliness, the various theories that seek to e{panatureor
etiology of mental illessare now presented
Theoriesof Mental lliness

From its emergence in the"1@&nd 19 centuriesthe field ofpsychiatry was
dividedbetweertheoristsfocusing on psychosocial variabl@sdthose emphasizing
biological and neurological etiology an@atmen{Shorter, 1997)Even though the
biological explanationavailablein the 18" and 14' certuries werdlifferentfrom the
current biological understandings of mental iliness, the distinct approactzascbeell
definedduring that periodThreeapproachehistoricallyhad themostimpact on the
understandingf bipolar disorder and othenentalillnesses psychoanalysis, biological
psychology or psychigy, and the angisychiatry movement.

Freud and psychoanalytic ideg8zasz1997/1987noted that psychoanalytic
thinking had two repercussions in terms of the construct of mental illness. One was to
separate mental illness from medicine aody (orsoma, tying it more directly to
dreans and geeral human experienc&his was usefuln terms of depathologizinipe
insane But the second and contradictory effect  F r e u, dcéosding td Szasgas
to pathologizeexperiences afi n o r ma One of the doresequences of this isitea

that ®cial difficulties, like alcoholismbecame labeled as disorders.
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Many historians of psychiatrgnd psychology today view psychodynamic
thinking as defunctShorter, for example, stated,

If there is one central intellectual reality at the end of the te@ntentury, it is

that the biological approach to psyc

Freudodos ideas, which dominated this

century, are now vanishing like the last snows of wir{&norter, 1997, p. vii)
Academic discourse in psychology and psychiatry tdaiaelyendorses this position

Biological psychiatry Biological psychiatry sought physical or physiological
explanationsnd treatmentior mental illnesss. Itemergechowerfullyin the 19"
centuryin Europe The discovery of lithium in 1949 as a treatment for what was then
calledmanicdepressive illness was the beginningafansformation oftttudes toward
mental illness, witlanemphasis on biological processes.

Today he medical model of iliness is based on the principle that there are distinct
categories of disorder, eawlith clearly definable symptoms, etiology, and course of
diseas€Mundt & Backenstrass, 2005)he modebnly assumephysiologically
verifiable pathologyhowever.There are no physical diagnostic tetbist separate
Anor mal 0 f ropeopleirhiddifers frorgohysicalillness where diagnosis is
usually based on biologictdsts that demonstrate patholog@ius,in diagnosing mental
illness,the biological substrate is assunfgom reported behaviors and feelinga)her
than substantiatedhe only form of confirmation of a diagnosis ighe expression of
symptomschangs with medicationIn psychology, the medical model perspective

focuses on the biological aspects of a disorderganerdly excludes social ones

(McCulloch, Ryrie, Williamson, & St John, 2005)

hi atr
hi sto
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With regard to mental illness, tiéological approachas fairly completely
replaced the psychodymac approach, both in professional circles and popular culture.
Peter Krame(1993; 2005)a psychiatristhas been a popularizer of the biological
approach. Kliseemng to PreozadiKramek, 1993)was a bestseller for many
years.Heis nowcritical of anydiscourse thatonsiders depression anything but a
biological deficit(2005) Although trained as a depth psychiatrist, he now believes that
the meaning of symptonmisirrelevant andhe only appropriate treatment for depressio
and other mental disorders is medication. Thasebentlycriticized the burgeoningrea
of memoirs of depression and tfremanti® notion that great arequiresdepressionHe
now argues against any investigation into personal causes, meardngperience
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.

Themovement fronpsychoanalysis tbiology. The paradigm shift from
psychoanalysis to biology was captureell 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 experiescé psychiatrists starting internships
in July 1992, when the range of psychotropic medicationg@asvelylimited. She
explained howhe training of psychiatrists at that tireensisted of two divergent
approaches medication, learned by trial and error with very little academic or
theoretical foundations, and psychoanalysis, also learned experientiallyttieth |

theoretical background. According to Luhrmann, psychiatrists prerededno training,
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and rarely had any knowledge, of other psychotherapies or even the debates in
psychology around psychotheeapic techniqued.uhrmann noted at that time that the
inconsistenciebetween the two paradigmsevedifficult to bridge Nonetheless
psychiatrists manageo integrate the two approachespart becausapsychoanalytic
approach was incorporated intoitheaining

By about 2000however,Lurhmann docuranted how psychiatric training and
work had become totally transformed, in large part dubdole of managed care. She
descrbed how, by the end of the 139fsychiatristgarely engaged in psychotherapy;
the psychoanalytic training element was midinf at all. Luhrmann noted how both
psychiatrists and patients lamedthe changén psychiatric treatment tmedication over
relationship, but how completely that changd becurred.

Luhrmann discusseahe of theepercussiaosof thetransformatiorto a
biomedical model of treatment, which is that tmey acceptablexplanation for mental
illness is a chemical imbalanoae Luhrmannsaid a positive ramification of this
perspective is that the patient or famityno longerfeelfi b1 a me d 0 ne§soOn t he i
the other hand, from this perspective no therapy or suppetsto be providedsince
medications are supposedly all that is needed to correct the imbalance.

Interaction of biology and environmeitew models of mental iliness are starting
to integrate biological and environmental understandifgaagy, Gergely, Jurist, &
Target, 2002; Reiser & Thompson, 2005)r example,iace the 199€ some
psychiatristge.g., Whybrow, Akiskal, & McKinney, 1984jave beeronceptualizing

affective disorders as emerging from and involving a combination of various biological,
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psychological, and developmenpmbcessesAnother example idiesoc a | | imdiihg i k
modeb of mentaldisorder, whictsuggests thatmental disorder may emerge in
someone with genetic predisposition for a particular disord®re to trauma or other

aspects olived experience. The #¢ory then holds that once depression or another

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

connections have been develojpdamer, 2005)With regard to bipolar disorder,ost
current epidemiological theori@erceivea close biologyenvironment relationshim
terms ofbothetiology and symptomatologReiser & Thompson, 2005pthertheorists
have proposetheoreticaintegrations of variouapproacheg¢e.g., Drob, 1989, 2003)
For purposes of this studyifftoughmany agre¢hat there is aelationshipbetween
biological factorsand social environmeim the etiology and manifestatioof mental
illness therivalry between the more biological and the more psychological theories
remainsconsequentiah many discourse communities

Mind-body dualismTheongoing debatelsetween biological and psychological
explanations fothe etiologyand nature of mental illnessa remindeof how the mind
body dualism articulated by Rene Descaittethe 17 centuryi s present i n
discourseNoting the ongoing disagreements about the etiology of bipolar disorder, the
psychiatristHagopAkiskal (1995)commentediit he schi sm é i s -an
body dichotomy that has characterized t
(Akiskal, 1995, p. 1072Even with theemergingntegrations of biological and
psychological processéaday, the minebody distinctioncontinues to impact the

different professionaittitudes and conclusions about the etiology, manifestation, and

t oda

nst:

he We
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treatment of mental illness in general and bipolar disorder in particular.
Regardl ess of o0 n e ohewevetthe dacuement thadHastloer i ent at i
mostauthority and legal standirayer pychiatric categories and diagnosighe United
Stateds theDiagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text
RevisionDSM-1V -TR;(American Psychiatridssociation, 2000)This is discussed in

the next section.

Diagnostic Organization

In the United States tH@SM-IV-TR is thecodexthat organizes, categorizes, and
labe mental disorders. It claims to be atheoretical and symjiasedin order toavoid
the conflicts in description of disordesfferedby differenttheoretical orientation3.he
DSM-I and DSMII were more based on psychoanalytic the@pitzer & Williams,

1985) The DSMIV-TR sets as its goaimplyto identifyand describe the symptoms of
what it sees asach discrete mental disorder.

In the 1970s and 1980&e antpsychiatry movement chatiged the DSM and its
claim of describingiactuab disordersln the 1990sKutchins and Kirk(1997)made the
argument that the categories of mental iliness laid out in the-DSafe purely political
compromises and do not reflect any valid disorders. They claimed that thesiDfpi
pat hol ogezes Duhosociety who are undesirabl e
unspoken cultural biases about what should be considered normal and what should be
consi der dékatchths &Skarlg 59870p. 16)They argued that the DSMW 6 s

reliability is based on biased research that simply confirmed thésedithe
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psychiatrists polled (often an elite group).
DSM6s cl aimed reliability is that Athe DSM r
in rhetoric, not in realit &tSpitper,th&s3) . They h

psychiatrist who essentially masterminded the DSM, and his power to decide which
diagnosesvould be ircludedand which omitted fronthe manual.
Shorter(1997)is critical of the DSM for another reasdte expressed a concern
that the expansion of discrete disorders in the DSM is dangerous for psychiatry. He
claimedtat psychiatry i s most effective when doi
(i.e., combining groups of disorders into a few categories rather than creating many
discrete disorders with similar sets of symptp(&orter, 1997, p. 303He noted how
there are more mental disordéssed in the DSMIV -TR than all of the other physical
disorders combinethat are listedn the catalog of physical disorders
An apparently unintended consequence of the BBEhd its successorsne
that has beeariticized by many, ishe way the DSMas taken on biblicadroportions. It
has beerii u nrsallyeand uncritically accepted as the ultimate authority
psychopathology and diagnasi{®\ndreasen, 2007)Y et some thinkers foresaWis
consequencat was being discussexs early as 19840r example, in 198&imelhach,
as quoted by Goodwin and Jamigd®90) warnedabout this consequence for the
diagnosis of moo 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 in

categoies into neeplatonic 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 out(Goadwin &
Jamison, 1990, p. 89)

In effect each iteration of the DSM has resulted in new criticisms and then efforts to
correct the prblemscreated by the changing perspectivethefconsensugroup

From the social constructionist perspectivewever, this process is not troubling.
T Diagnostic labels set out in any particular DSM sineply one way to organize and
categorize expenmee.In American society, the DSk one part of the packaging and
construction of K(Gaioes d992; Gerden, £994i Smart SVéegnere s 0
1999) Thus,labels signifying mental illness may indicatenasch about the society
doing the labeling as about the properties of the people being labeled.

Several theories about the etiology and manifestation of mental itaessbeen
summarizedas well as the diagnostic approach currently in vogue in Amesaaaty .|
now address theorists wipoovide hypotheses about unconscious factors that may
influence andexplain intrapsychic and interpersonal processes involved in the
stigmatizing of people with mental illness.
Theories about Disowndeeelings

Psychalynamic heories ofelf. 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, anaretysing experiences.
Melanie Klenh andHarry Stack Sullivarare two psychodynamic theorists wétadied
thedevelopment of selfThey were both interested in the process by wimfants

disown anxietyladen aspects of their experience and how this disavowal affects adult
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life.

Melanie Kleinviewed infancy as a time in which one feels love and comfort as
well as terrifying emotions such as intense persecutory arfkitiyn, 1959/1985)In
Kl eindés vi ew, an infant experiences rage, sa
joyand lo e . One of Kleinds unique contributions
notion of psyc hpalamigschizaidanddepressivielh theoparanpie
schizoidposition an individual has difficulty finding subjectivity and instead depends on
defenses such agplitting, projection andprojective identificatiorio make sense of the
world, whereas in the depressposition the individual can experience a continuous
sense of self, across different affective experiences, including grief and los

For Klein,introjectionis the taking in apart ofself an experience from the
outside worldProjectioni nvol ves attri buting oneds own fe
projectionandintrojectionare experience$at are hypothesized to occur throughwmurt

lives;thus,our s e ns e artinudllynedified by these experiernsgKlein,

1959/1985)
I n Kleinian theory, each individual 6s i nn
paranoids c hi zoi d position, i s fTFhpdepatationaccutso fAgood

in infancy as a way of managing unbearable aggression and anger at the nurturing but
withholding parent. The fAbado parts are spli
our nurturing parent and ourselves. They are then geajeutward, thus reducing the

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

Klein suggested that in the unconscious psychic prquegsctive identification,
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an individualprojectsaspects of the salfito other peopleasa way to control both the
ot her person and the parts of self; this in
alone, the two people are connected in projective identificatieperson projecting can
experiencdis or hebad parts (orgoodparts) g alive in the other person.

Klein views this proess as exhausting and drainisgefocused on the depleting
aspect of this process. The sense is that one is weakened, terrified of the power in the
other persorfMain, 1985) Mai n sees the process as fia var
depl eni shments and i nvasi (Maig, 1985 p. 5Q)Yett er per s on
the process can also bewrdas a way of reaching greater integration and psychic
health(e.g., Ogden, 1994)

Thetheory hypothesizes that therson projectingnaterial into anothdnas
ambivalent feelings towairtthe projected material (and the other person holdingst)
there is both desire for and fearvdfat is projectedHorwitz, 1985) Ogden(1994)
suggested that the projective identification process of expelling into the other person
serves two functions: protecting oneself from dangenaai®rial 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
projectiors is also changed as he or she incogesand identifies with the projected
parts(Horwitz, 1985)

Klein theorized thatite emergence of the depressive position is when the infant
starts to fipineo f or ¢dillosvsthedndastto@Xperitalbgh good ob

the good and bad parBut it is difficult to hold thedepressive position
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Inshortiper secution (by Abado objects) an
on the one hand, and pecthanthgotherconstitute e |
the depressive positior{Klein, 1940, p. 130)
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Klein (1940)e x pl ored how mour ni ngdepesgeht be r el a

states. 0 Shecalrlopddcadmada th®mitves oexperienceso

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

person in mourning wil!/ feel restored when

the dead person and the good parents. Interestingly, Klein suggested thathgart of
healing involves greater introjection of the good and bad parents as well as increased
projection into others. SHmked the process with the manitepressive 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
fpiningod for the loved object. These are fundamental to the whole ego

organization. | formerly termed some of these metmodsicdefences, or the
manicposition, because of ¢ir relationship to the manidepressive iliness.

(Klein, 1940, p. 130)
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Kl einds conceptuali zat ianthcaprdviddahe se pr oces

framework for understanding troubling aspects of human subjectivity.

Sullivan. The American psychirist Harry Stack Sullivan presented another
perspective on how the child manages the anxiety of inner and external experience. For
Sullivan, anxiety fiis responsible for a
rigid, or otherwise unfortunateepr f o r ma n ¢ e(Sulliaaf, 1953 @ P6DRuUKkivan
conceptualized that the infant manages interpersonal anxiety by piegethree aspects
of experience of self, all o fmew hoi -hibh, aadr e

and -mMme.od Thmed goopmwects of personhood are

gr ea

conn

t

h o
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Amot hering oned and by sociwrn yt anuds wahs cihl .e® s
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bandt 0 parts enperrogweo kinnganixntegdryacti ons with th
other people and constitute our known personal deficitsgbbdmeandbadmeare
similar in that the child and later the aduitis generally awae of them.

Sullivandés moatnedn aisp etchhati st lbpeme that i s r¢
and unknown. It is only accessible through symbolic communications such as dreams and
nightmares. Theotmee mer ges from @ndt 2uBeia@ami emyg d
(Sullivan, 1953, p. 163)The original experience that developed intmamestate was
confusing and anxietgrovoking;the infant could not digest it at all; all the child could
do is eject it from the world of the known.
as complex as Kleinbds, it setmmnbepashadbuta si mi |
of consciousngs, angoroposes thatis processlevelops from theelationship with the
person in a role of mother.

Group processes of scapegoatiglfredBi on t ook some of Mel an
ideas and applied them to relationships among grogisdeas about grouprpcess are
much more ancient. One is from the Hebrew biBkch 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: speadn to your

by presenting his own bullock for a siffering, and make atonement for himself

and his household. He shall then take the twgdets and stand them before

Adonoy. € And Adonoy s hadgdats, pre btcrerckedwo | ot s

Afor Addbnorye lamt mar ked Afor Azazel.o** A

goat that has the | ot or Aeflenng.y, 06 whi ch
t

f
And the goat that has t l ot Afor Azazel
Aaron to make atonementonita send it o0 Azazel i n the






