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Praise for this book

“Rogers and Pilgrim go from strength to strength! This fifth edition of their classic text
is not only a sociology but also a psychology, a philosophy, a history and a polity. It
combines rigorous scholarship with radical argument to produce incisive perspectives
on the major contemporary questions concerning mental health and illness. The authors
admirably balance judicious presentation of the range of available understandings with
clear articulation of their own positions on key issues. This book is essential reading for
everyone involved in mental health work.”

Christopher Dowrick, Professor of Primary Medical Care, University of Liverpool, UK

“Pilgrim and Rogers have for the last twenty years given us the key text in the sociol-
ogy of mental health and illness. Each edition has captured the multi-layered and ever
changing landscape of theory and practice around psychiatry and mental health, pro-
viding an essential tool for teachers and researchers, and much loved by students for
the dexterity in combining scope and accessibility. This latest volume, with its focus
on community mental health, user movements criminal justice and the need for inter-
agency working, alongside the more classical sociological critiques around social theo-
ries and social inequalities, demonstrates more than ever that sociological perspectives
are crucial in the understanding and explanation of mental and emotional healthcare
and practice, hence its audience extends across the related disciplines to everyone who
is involved in this highly controversial and socially relevant arena.”

Gillian Bendelow, School of Law Politics and Sociology, University of Sussex, UK

“From the classic bedrock studies to contemporary sociological perspectives on the cur-
rent controversy over which scientific organizations will define diagnosis, Rogers and
Pilgrim provide a comprehensive, readable and elegant overview of how social factors
shape the onset and response to mental health and mental illness. Their sociological
vision embraces historical, professional and socio-cultural context and processes as
they shape the lives of those in the community and those who provide care; the organi-
zations mandated to deliver services and those that have ended up becoming unsuitable
substitutes; and the successful and unsuccessful efforts to improve the lives through
science, challenge and law.”

Bernice Pescosolido, Distinguished Professor of Sociology, Indiana University, USA
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Preface to the fifth edition

In this latest edition of our book, which began life in 1993, we have made a number of changes to
update the text and respond, where possible, to feedback from readers. Updating has meant includ-
ing new material and citations. A chapter has been added on mental health and prisons, which
means that legal aspects are now covered in two chapters, not the single one of previous editions.
We have disposed of some older references but many remain. New is not always and necessarily
‘good’ nor is old necessarily ‘bad’, and so we have made decisions during the editing process about
what remains relevant to any new reader. As a consequence, we are aware that our reference list
at the end of the book has become fairly lengthy; indeed, there are enough words for two whole
chapters. However, this also now constitutes a weighty bibliography for the student of our topic.

In previous editions we have commented on the scope and disciplinary context of the title. It
remains ‘A’ not ‘The’ sociology of mental health and illness. Theoretical and empirical diversity in
social science means that we consider that this is a logical necessity, with aspirations of certainty
and definitive accounts always being dashed. At the same time, the inherent contentiousness we
are dealing with makes it an interesting intellectual exercise for students of sociology. It also
raises important ethical and political challenges for trainees in ‘mental health work’.

A quick scan of the lengthy reference list reveals that the singular role of sociology, as a dis-
cipline, in illuminating this exercise remains far from clear. Much of the time in our text we do our
best to offer a sociological framing, and discussion, of material drawn from diverse disciplinary
sources. For example, there is much we deal with from journals such as the Sociology of Health
and Illness, Social Science & Medicine, Social Theory and Health, Health Sociology Review and
Sociology. However, not only are some of those articles at times outputs from non-sociologists,
the work of sociologists also appear in other journals, which we cite from medicine, psychology,
nursing, geography and health services research. Our own work in interdisciplinary contexts
over the years confirms this inevitable academic complexity, and this experience ensures that
our choice of title remains appropriately humble. It also has meant that while we adopt a realist
perspective in our own work, we are mindful of other perspectives from social science and so do
our best to represent them in the text.

Anne Rogers and David Pilgrim






1 Perspectives on mental health and iliness

Chapter overview

This chapter will explore some of the different perspectives and arguments about conceptualizing
mental health and illness. We make some necessary conceptual clarifications about the question
of terminology. Our assumption at the outset is that terminology remains a controversial issue for
the sociology of mental health and illness because there are markedly differing ways of speaking
about mental normality and abnormality in contemporary society.

The chapter will first cover the following perspectives outwith sociology:

e psychiatry;
e psychoanalysis;
e psychology.

Both the lay perspective and that of labelling theory will also be dealt with at the end of the book in
the chapter on stigma and recovery. In this chapter we cover the following four perspectives within
sociology:

e social causation;

¢ hermeneutics;

¢ social constructivism;
e social realism.

Clinical perspectives on mental health and iliness
Psychiatry

We start with psychiatry because it has been the dominant discourse. Accordingly, it has shaped
the views of others or has provoked alternative or opposing perspectives. While psychiatric
patients (Rogers et al. 1993) and those in multi-disciplinary mental health teams (Colombo et al.
2003) evince a complex range of views about the nature of mental disorder, each of these models
competes for recognition and authority alongside the traditional and dominant medical approach
deployed by psychiatry.

Psychiatry is a specialty within medicine. Its practitioners, as in other specialties, are trained
to see their role as identifying sick individuals (diagnosis), predicting the future course of their
illness (prognosis), speculating about its cause (aetiology) and prescribing a response to the con-
dition, to cure it or ameliorate its symptoms (treatment). Consequently, it would be surprising if
psychiatrists did not think in terms of illness when they encounter variations in conduct which are
troublesome to people (be they the identified patient or those upset by them). Those psychiatrists
who have rejected this illness framework, in whole or in part, tend to have been exposed to, and
have accepted, an alternative view derived from another discourse (psychology, philosophy or
sociology).

As with other branches of medicine, psychiatrists vary in their assumptions about diagnosis,
prognosis, aetiology and treatment. This does not imply, though, that views are evenly spread
throughout the profession, and as we will see later in the book, modern Western psychiatry is an
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eclectic enterprise. It does, however, have dominant features. In particular, diagnosis is considered
to be a worthwhile ritual for the bulk of the profession and biological causes are favoured along
with biological treatments.

This biological emphasis has a particular social history, which is summarized in Chapter 8.
However, this should not deflect our attention from the capacity of an illness framework to accom-
modate multiple aetiological factors. For instance, a psychiatrist treating a patient with antide-
pressant drugs may recognize fully that living in a high-rise flat and being unemployed have been
the main causes of the depressive illness, and may assume that the stress this induces has triggered
biochemical changes in the brain, which can be corrected by using medication.

The illness framework is the dominant framework in mental health services because psy-
chiatry is the dominant profession within those services. However, its dominance should not be
confused with its conceptual superiority. The illness framework has its strengths in terms of its
logical and empirical status, but it also has weaknesses. Its strengths lie in the neurological evi-
dence: bacteria and viruses have been demonstrably associated with madness (syphilis and
encephalitis). Such a neurological theory might be supported further by the experience and
behaviour of people with temporal lobe epilepsy, who may present with anxiety and sometimes
florid psychotic states. The induction of abnormal mental states by brain lesions, drugs, toxins,
low blood sugar and fever might all point to the sense of regarding mental illness as a predomi-
nantly biological condition.

The question raised is: what has medicine to do with that wide range of mental problems that
elude a biological explanation? Indeed, the great bulk of what psychiatrists call ‘mental illness’
has no proven bodily cause, despite substantial research efforts to solve the riddle of a purported
or assumed biological aetiology. These ‘illnesses’ include anxiety neuroses, reactive depression
and functional psychoses (the schizophrenias and the affective conditions of mania and severe or
endogenous depression). While there is some evidence that we may inherit a vague predisposition
to nervousness or madness, there are no clear-cut laws evident to biological researchers as yet.
Both broad dispositions run in families, but not in such a way as to satisfy us that they are biologi-
cally caused. Upbringing in such families might equally point to learned behaviour and the genetic
evidence from twin studies remains contested (Marshall 1990).

It may be argued that biological treatments that bring about symptom relief themselves point
to biological aetiology (such as the lifting of depression by electroconvulsive therapy (ECT) or
the diminution of auditory hallucination by major tranquillizers). However, this may not follow:
thieving can be prevented quite effectively by chopping off the hands of perpetrators, but hands
do not cause theft. Likewise, a person shocked following a car crash may feel better by taking a
minor tranquillizer, but their state is clearly environmentally induced. The thief’s hands and the
car crash victim’s brain are merely biological mediators in a wider set of personal, economic and
social relationships. Thus, effective biological treatments cannot be invoked as necessary proof of
biological causation.

A fundamental problem with the illness framework in psychiatry is that it deals, in the main,
with symptoms, not signs. That is, the judgements made about whether or not a person is mentally
ill or healthy focus mainly (and often singularly) on the person’s communications. This is certainly
the case in the diagnosis of neurosis and the functional psychoses. Even in organic conditions,
such as dementia, brain damage is not always detectable post-mortem. In the diagnosis of physical
illness the diagnosis can often be confirmed using physical signs of changes in the body (e.g. the
visible inflammation of tissue as well as the patient reporting pain).

However, it is possible to overdraw the distinctions between physical and mental illness. For
example, an internal critic of psychiatry, Thomas Szasz (1961), has argued that mental illness is a
myth. He says that only bodies can be ill in a literal sense and that minds can only be sick meta-
phorically (like economies). And yet, as we noted earlier, physical disturbances can sometimes
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produce profound psychological disturbances. Given that emotional distress has a well-established
causative role in a variety of psychosomatic illnesses, like gastric ulcers and cardiovascular dis-
ease, the mutual inter-play of mind and body seems to be indicated on reasonable grounds.

It is true (following Szasz 1961) that the validity of mental diagnosis is undermined more by
its over-reliance on symptoms and by the absence of detectable bodily signs, but this can apply
at times even in physical medicine. For instance, a person may feel very ill with a headache but it
may be impossible to appeal to signs to check whether or not this is because of a toxic reaction, for
instance a ‘hangover’, or a brain tumour. Also, people with chronic physical problems have much
in common, in terms of their social role, with psychiatric patients — both are disabled and usually
not valued by their non-disabled fellows.

The absence of a firm biological aetiology is true of a number of physical illnesses, such as
multiple sclerosis. Moreover, mental illnesses often lack treatment specificity (i.e. the diagnosis
does not always imply a particular treatment and the same treatments are used across differ-
ent diagnostic categories) but this is also true of some physical conditions, such as rheumatoid
arthritis (which attract analgesics, anti-inflammatories and even anti-cancer drugs). Thus, the con-
ceptual and empirical uncertainties that Szasz draws our attention to, legitimately, about mental
illnesses, can apply also to what he considers to be ‘true illnesses’.

A final point to note about the biological emphasis in psychiatry is that it has been repeat-
edly challenged by a minority of psychiatrists, including but not only Szasz. For example, some
retain diagnosis but reject narrow biological explanations. They prefer to offer a bio-psycho-social
model which takes into account social circumstances and biographical nuances (Engel 1980;
Pilgrim 2002a; Pilgrim et al. 2008). Others have argued that madness is intelligible provided that
the patient’s social context is fully understood (Laing and Esterson 1964). More recently some psy-
chiatrists have embraced social constructivism and argued that their profession has no privileged
understanding of mental disorder. This emerging ‘post-psychiatry’ ‘emphasizes social and cultural
contexts, places ethics before technology and works to minimize medical control of coercive inter-
ventions’ (Bracken and Thomas 2001: 725).

Thus although a biomedical approach in clinical psychiatry is common (focusing on the twin
fetish of diagnosis and medication), not all psychiatrists conform to its logic (Pilgrim and Rogers
2009). Many are committed to alternative perspectives, such as social causationism and social
constructivism (see later) or the next approach to be discussed.

Psychoanalysis

Psychoanalysis was the invention of Sigmund Freud. It has modern adherents who are loyal to
his original theories but there are other trained analysts who adopt the views of Melanie Klein;
others take a mixed position, borrowing from each theory. Thus, psychoanalysis is an eclectic or
fragmented discipline. Its emphasis on personal history places it in the domain of biographical
psychology. Indeed, Freud’s work is sometimes called depth or psychodynamic psychology, along
with the legacies of his dissenting early group such as Jung, Adler and Reich. Depth psychology
proposes that the mind is divided between conscious and unconscious parts and that the dynamic
relationship between these gives rise to psychopathology.

Like other forms of psychology, psychoanalysis works on a continuum principle — abnormal-
ity and normality are connected, not disconnected and separate. To the psychoanalyst we are all
ill to some degree. However, the medical roots of psychoanalysis and the continued dominance
of medical analysts within its culture have, arguably, left it within a psychiatric, not psychologi-
cal, discourse. It still uses the terminology of pathology (‘psychopathology’ and its ‘symptoms’);
assessments are ‘diagnostic’ and its clients ‘patients’; people do not merely have ways of avoiding
human contact, they have ‘schizoid defences’; and they do not simply get into the habit of angrily
blaming others all of the time, instead they are ‘fixated in the paranoid position’. The language of
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psychoanalysis is saturated with psychiatric terms. Thus, the discipline of psychoanalysis stands
somewhere between psychiatry and psychology.

Psychoanalysis, arguably, has two strengths. First, it offers a comprehensive conceptual
framework about mental abnormality. Once a devotee accepts its strictures, it offers the comfort
of explaining, or potentially explaining, every aspect of human conduct. Second, there is asymme-
try between its causal theory and its corrective programme. That which has been rendered uncon-
scious by past relationships can be rendered conscious by a current relationship with a therapist.

Its first weakness is the obverse of biological psychiatry. The latter tends to reduce psycho-
logical phenomena to biology, whereas psychoanalysis tends to psychologize everything (i.e. the
biological and the social as well as the personal). A person with temporal lobe epilepsy or a brain
tumour would be helped little by a psychoanalyst. The brain-damaged patient would certainly
give the analyst plenty to interpret, but the analyst would be wrong to attribute a psychological,
rather than a neurological, cause. Likewise, socially determined deviance (like prostitution emerg-
ing in poor or drug-using cultures) may be explained away psychoanalytically purely in terms
of individual history (Pilgrim 1992; 1998). A second weakness of psychoanalysis as a frame of
reference is that it can do no more than be wise after the event. It has never reached the status of
a predictive science.

Psychoanalysis has been part of a picture of internal division within psychiatry (see Box 1.1 on
page 15), with medical psychoanalysts offering different perspective on the development of mental
disorder than orthodox biological psychiatry. Because of its speculative interpretive emphasis,
which goes beyond consciousness (about the unconscious), its role in academic psychology has
been contested and marginal, but undoubtedly it is a form of psychology. But from the outset,
Freud and his followers largely made a living as therapists and so they were also incorporated into
psychiatry despite offering a version of normal psychology or ‘the psychopathology of everyday
life’. For psychoanalysts we are in a sense all ill.

Psychology

Because psychology, as a broad and eclectic discipline, focuses, in the main, on ‘normal’ conduct
and experience, it has offered concepts of normality as well as abnormality. Buss (1966) suggests
that psychologists have put forward four conceptions of normality/abnormality:

the statistical notion;

the ideal notion;

the presence of specific behaviours;
distorted cognitions.

= W DN~

The statistical notion

The statistical notion simply says that frequently occurring behaviours in a population are normal -
so infrequent behaviours are not normal. This is akin to the notion of norms in sociology. Take
as an example the tempo at which people speak. Up to a certain speed, speech would be called
normal. If someone speaks above a certain speed they might be considered to be ‘high’ in ordinary
parlance or ‘hypomanic’ or suffering from ‘pressure of thought’ in psychiatric language. If some-
one speaks below a certain speed they might be described as depressed. Most people would speak
at a pace between these upper and lower points of frequency.

A question raised, of course, is who decides on the cut-offs at each end of the frequency distri-
bution of speech speed and how are those decisions made? In other words, the notion of frequency
in itself tells us nothing about when a behaviour is to be adjudged normal or abnormal. Value
judgements are required on the part of lay people or professionals when punctuating the differ-
ence between normality and abnormality. Also, a statistical notion may not hold across cultures,
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even within the same country: for example, slow speech might be the norm in one culture, say in
rural areas, but not in another, such as the inner city. The statistical notion of normality tells us
nothing in itself about why some deviations are noted when they are unidirectional rather than
bidirectional. The example of speech speed referred to bidirectional judgements. Take, in contrast,
the notion of intelligence. Brightness is valued at one end of the distribution but not at the other.
Being bright will not lead, in itself, to a person entering the patient role, but being dim may well
do so.

In spite of these conceptual weaknesses, the statistical approach within abnormal psychology
remains strong. Clinical psychologists are trained to accept that characteristics in any population
follow a normal distribution and so the statistical notion has a strong legitimacy for them. This
acceptance of the normal distribution of a characteristic in a population means that in psychologi-
cal models there is usually assumed to be an unbroken relationship between the normal and abnor-
mal. However, this notion of continuity of, say, everybody being more or less neurotic, may also
assume a discontinuity from other variables. For instance, in Eysenck’s (1955) personality theory
neurosis and psychosis are considered to be personality characteristics that are both normally
distributed but separate from one another.

The ideal notion

There are two versions of this notion: one from psychoanalysis and the other from humanistic
psychology. In the former case, normality is defined by a predominance of conscious over uncon-
scious characteristics in the person (Kubie 1954). In the latter case, the ideal person is one who
fulfils their human potential (or ‘self-actualizes’). Jahoda (1958) drew together six criteria for
positive mental health to elaborate and aggregate these two psychological traditions:

balance of psychic forces;
self-actualization;
resistance to stress;
autonomy;

competence;

perception of reality.

S T W N

The problem is that each of these notions is problematic as a definition of normality (and, by impli-
cation, abnormality). The first and second are only meaningful to those in a culture who subscribe
to their theoretical premises (such as psychoanalytical or humanistic psychotherapists).

The resistance-to-stress notion is superficially appealing, but what of people who fail to
be affected by stress at all? We can all think of situations in which anxiety is quite normal and we
would wonder in such circumstances why a person fails to react in an anxious manner. Indeed, the
absence of anxiety under high-stress conditions has been one defining characteristic of ‘primary
psychopathy’ by psychiatrists. Likewise, those who are excessively autonomous (i.e. avoid human
contact) might be deemed to be ‘schizoid’ or be suffering from ‘simple schizophrenia’.

As for competence, this cannot be judged as an invariant quality. Norms of competence vary
over time and place, likewise with perceptions of reality. In some cultures, seeing visions or hear-
ing voices is highly valued, and yet it would be out of sync with the reality perceived by most in
that culture. In other cultures the hallucinators may be deemed to be suffering from alcoholic psy-
chosis or schizophrenia.

The presence of specific behaviours

The emergence of psychology as a scientific academic discipline was closely linked to its
attention to specifiable aspects of conduct. It emerged and separated from speculative philosophy
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on the basis of these objectivist credentials. Behaviourism, the theory that tried to limit the pur-
view of psychology to behaviour and eliminate subjective experience as data, no longer dominates
psychology but it has left a lasting impression. Within clinical psychology, behaviour therapy and
its modified versions are still common practices. Consequently, many psychologists are concerned
to operationalize in behavioural terms what they mean by abnormality.

The term ‘maladaptive behaviour’ is part of this psychological discourse, as is ‘unwanted’ or
‘unacceptable’ behaviour. The strength of this position is that it makes explicit its criteria for what
constitutes abnormality. The weakness is that it leaves values and norms implicit. The terminol-
ogy of specific behaviours still raises questions about what constitutes ‘maladaptive’. Who decides
what is ‘unwanted’ or ‘unacceptable’? One party may want a behaviour to occur or find it accept-
able but another may not. In these circumstances, those who have more power will tend to be
the definers of reality. Thus, what constitutes unwanted behaviour is not self-evident but socially
negotiated. Consequently, it reflects both the power relationships and the value system operating
in a culture at a point in time.

Distorted cognitions

The final approach suggested by Buss emerged at a time when behaviourism was becoming
the dominant force within the academic discipline. However, during the 1970s this behavioural
emphasis declined and was eventually displaced by cognitivism. As a result, psychologists began
to treat inner events as if they were behaviours (forming the apparently incongruous hybrid of a
‘cognitive-behavioural’ approach to mental health problems) or they increasingly incorporated
constructivist, systemic and even psychoanalytical views (e.g. Bannister and Fransella 1970;
Guidano 1987; Ryle 1990). It is not clear even now whether the ascendancy of ‘cognitive therapy’
within clinical psychology during the 1980s was driven by cognitivism or was merely legitimized
by it. So much of the seminal writing on cognitive therapy came not from academic psychol-
ogy but from clinicians, some of whom were psychiatrists, not psychologists, offering a prag-
matic and a-theoretical approach to symptom reduction (e.g. Beck 1970; Ellis 1970; Pilgrim and
Carey 2010).

Since the outline by Buss was offered, we can also note that in the field of mental health
humanistic psychology has become more evident as a political force, within clinical psychology,
counselling psychology and psychotherapy. Humanistic psychology emphasizes the inherent
capacity of human beings to seek and find meaning, including during periods which are distressing
for people. Humanistic psychology emerged from North American philosophy (William James and
James Dewey) and was developed in the field of mental health by Abraham Maslow, Carl Rogers
and Rollo May. It has affinities with European existentialism, which joined humanistic approaches
to mental health problems in anglophone countries with the work of existential psychiatry (espe-
cially from Victor Frankl and Ludwig Binswanger) after the Second World War.

A particularly important variant of humanistic psychology has been that of ‘positive psychol-
ogy’, which emphasizes strengths and solutions rather than deficits and problems (the dominant
tradition in clinical work) (Ryan and Deci 2001). Psychology is thus a highly variegated discipline
and this diverse character is at its most obvious in relation to the wide range of psychological
approaches to mental health problems.

Discussion of the clinical perspectives

The expert clinical perspectives on mental health and illness all have some persuasiveness. Equally,
we have noted some credibility problems that each encounters. The illness framework emphasizes
discontinuity (people are ill/disordered or they are not) whereas the other perspectives tend to
emphasize continuity. It is a matter of opinion whether a continuous or discontinuous model of
normality and abnormality fits our knowledge of people’s conduct and whether one or the other is
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morally preferable. Traditional psychiatrists might argue that, unlike psychoanalysts, they do not
see abnormality everywhere. Psychoanalysts might argue that the pervasive condition of mental
pain connects us all in a common humanity.

Generally psychological approaches (including psychoanalysis) agree on the need to be
aware of the continuity between normal and abnormal states. This implies the need for context
specific formulations, rather than the de-contextualized diagnoses favoured by biological psychia-
try, of this sort: ‘Why is this person presenting with this particular problem or complaint at this
point in their life?” However, because psychology itself is a contested discipline (a point made more
obvious if we include psychoanalysis and then contrast it with behaviourism) then which form of
formulation to believe becomes a moot point.

Our concern here is not to resolve these questions but to record them in order to demonstrate
that the topic of mental health and illness is highly contested. There are no benchmarks that experts
from different camps can agree on and discuss. Thus ‘mental disorder’ or ‘mental illness’ or ‘mala-
daptive behaviour’ or simply being ‘loony’ do not necessarily have a single referent. It is not only a
matter of terminology, although it is in part. It is not simply like the difference between speaking of
motor cars and automobiles. In our discussion, each perspective may be warranting certain types
of reality but not others. What we have is a fragmented set of perspectives, divided internally and
from one another, which occasionally overlap and enter the same world of discourse.

The clinical perspectives have difficulty in sustaining notions of mental health and illness,
which are stable, certain or invariant. In each case, the caveat of social relativism has to be regis-
tered. Judgements about health and illness (physical as well as mental) are value-laden and reflect
specific norms in time and place. The formulations of psychoanalysts and psychologists can be
adapted to include social context. For this reason it is the claims about the global objective and
trans-historical ‘nature’ of psychiatric diagnosis, in the Diagnostic and Statistical Manual of Mental
Disorders (DSM) and International Classification of Disease (ICD) systems, which remain most
controversial in the field of mental health. A diagnostic approach predominates but is also the one
that has witnessed most public controversy.

Also we need to be mindful of the ways that ordinary words start to take on different meanings
in our field of inquiry. For example, in clinical research the word ‘validity’ refers to whether a fact
being claimed is true in some sense. Does a diagnosis or formulation refer to or measure what it is
supposed to refer to or measure? Does it predict accurately a state of affairs, such as the treated or
untreated outcome for a patient (in medicine this is called ‘prognosis’)? By contrast, in clinical work
and research, ‘reliability’ refers to consistency over time or agreement between raters or diagnosti-
cians. This use of terminology can be contrasted with everyday language and legal understandings.
For example, we talk of a person being a ‘reliable witness’' and whether a fact being claimed is
reliable. Thus in everyday and legal understandings ‘reliability’ and ‘validity’ tend to overlap but
not so in clinical work and research. We return to this point about ordinary language in Chapter 10.

Perspectives within sociology

Having discussed perspectives about mental health and illness from outside sociology, we
now turn to contributions within the latter academic discipline. Before that we can note that a
cross-cutting matter above which overlaps with the perspectives described below relates to ver-
sions of holism, which have been particularly evident in US social science (Bateson 1980) and
US culture more generally. Disciplinary perspectives and variants within each discipline gener-
ate claims at times of holistic understandings. For example, the bio-psycho-social model was
mentioned as a variant of the medical model. (Some writers add a spiritual dimension to these
three levels of integrative enquiry.) General systems theory is another example used across the
natural and social sciences and has been obvious recurrently in sociology (Parsons 1951;
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Offe 1993; Habermas 1975). In clinical work this can at times be seen in complementary
approaches to mental health care, with the challenge from alternative therapies, or the incorpora-
tion of Eastern ‘ways’ or antiquarian philosophy into therapy. An example of the latter is the blend-
ing of Buddhism and Stoicism into versions of psychotherapy, including so-called ‘Third Wave’
CBT.

Holistic preferences are also evident in service user demands (more on this in Chapter 12).
One lobbying response came from the Hearing Voices Network (HVN), which in its press release
(20 May 2013: para 2) said:

psychiatric diagnoses are both scientifically unsound and can have damaging conse-
quences. HVN suggest that asking ‘what’s happened to you?’ is more useful than ‘what’s
wrong with you?’ Concerned that essential funds are being wasted on expensive and futile
genetic research, HVN call for the redirection of funds to address the societal problems
known to lead to mental health problems and provide the holistic support necessary for
recovery.

The emphasis on the inclusion of both personal meanings and social causes in this statement
reflect a balancing act within sociological perspectives as we will now see.

An outline of four sociological perspectives

Four major sociological perspectives will be outlined: social causation, hermeneutics, social con-
structivism and social realism. (Societal reaction or labelling theory will be considered separately
in Chapter 11.) Taken together, these perspectives bear the imprints of major contributions from
Durkheim, Weber, Freud, Foucault and Marx. These influences are not linear but cross-cut and are
mediated by the work of contributors such as Sartre and Mead. Different theoretical perspectives
have been popular and influential at different times. However, it is important to acknowledge
that there is no set of boundaries to neatly periodize disciplinary trends. Rather, there are sedi-
mented layers of knowledge, which overlap unevenly in time and across disciplinary boundaries
and professional preoccupations. The social causation thesis arguably peaked in the 1950s, when
a number of large-scale community surveys of the social causes of mental health problems and
of the large psychiatric institutions were undertaken. It has seen a resurgence recently in the lon-
gitudinal epidemiological work of some clinical psychologists looking at the role of childhood
adversity as a predictor of adult mental health problems (Read and Bentall 2012).

However, one of its most quoted exemplars appeared in the late 1970s and early 1980s (Brown
and Harris 1978), and studies in the social causation tradition were set to proliferate in the late
1990s with an explicit government policy agenda designed to tackle the social, economic and envi-
ronmental causes of mental health problems (Department of Health 1998). Similarly, there is no
absolute distinction between sociological knowledge and other forms of knowledge. In relation to
lay knowledge/perspective, some sociological perspectives (such as symbolic interactionism) in
large part draw on the meaning and understandings of lay people. More recently, and in line with
a rediscovered enthusiasm for psychoanalytical approaches applied to sociology, the sociologi-
cal perspective of ‘social constructionism’ within sociology has been treated ‘as if it were a client
presenting itself for psychoanalysis’ (Craib 1997). According to Craib, social constructionism
(discussed in more detail later):

can be seen as a manic psychosis — a defense against entering the depressive position . . .
Sociologists find it difficult to recognize the limitations of their discipline — the depressive
position — one reason being that we do not actually exercise power over anybody; social
constructionism enables us to convince ourselves that the opposite is true, that we know
everything about how people become what they are, that we do not have to take account of
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other disciplines or sciences, but we can explain everything . . . a non-psychotic theory is one
which knows its own limitations.
(Craib 1997: 1)

With this caution in mind, each of the four sociological perspectives will now be considered.

Social causation

This response from sociologists essentially accepts constructs, such as ‘schizophrenia’ or ‘depres-
sion’, as legitimate diagnoses. They are given the status of facts in themselves. Once these diag-
noses are accepted, questions are then asked about the role of socially derived stress in their
aetiology.

The emphasis within a social causation approach is upon tracing the relationship between
social disadvantage and mental illness. Given that many sociologists have considered the main
indicator of disadvantage to be low social class and/or poverty, it is not surprising that studies
investigating this relationship have been a strong current within social studies of psychiatric popu-
lations (see Chapter 2). Social class has not been the only variable investigated within this social
causation perspective. Disadvantages of other sorts, related to race, gender and age have also
been of interest. The implications of these studies are discussed in subsequent chapters.

The advantage of this psychiatric epidemiological perspective is that it provides the sort of
scientific confidence associated with objectivism and empiricism (methodological assurances of
representativeness and pointers towards causal relationships). However, four main disadvantages
of the approach can be identified:

e First, pre-empirical conceptual problems associated with psychiatric knowledge are
either not acknowledged or are evaded (see for example Brown and Harris 1978).

e Second, psychiatric epidemiology investigates correlations between mental illness and
antecedent variables. However, correlations are not necessarily indicative of causal
relationships. This caution also applies within biological psychiatry to genetic studies of
mental disorders.

e Third, the investigation of large subpopulations cannot illuminate the lived experience of
mental health problems or the variety of meanings attributed to them by patients and sig-
nificant others. Aggregate data and averages tell us little or nothing about the particular
experiences of individuals with mental health problems.

e  Fourth, medical epidemiology attempts to map the distributions of causes of diseases, not
merely the cases of disease. Because most psychiatric illnesses are described as ‘func-
tional’ (i.e. they have no known biological marker, and causes are either not known or
contested), then psychiatric epidemiology cannot fulfil the general expectation of map-
ping causes.

Despite these cautions, social causationist arguments do reveal tendencies. For example, as we will
see in later chapters, not only does social group membership predict, to some extent, mental health
status, with poverty being a prime example, causal processes operate within social group distinc-
tions. This is particularly the case with familial differences: benign family cultures buffer the child
against immediate and subsequent mental health problems, whereas abusive and neglectful families
increase the probability of those problems.

Hermeneutics

Hermeneutics is the science of making interpretations. Some social scientists and therapists spe-
cialize in this approach, but arguably it is a routine aspect of social interaction in all human socie-
ties. Indeed, some versions of social science, such as social phenomenology, ethnomethodology,
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symbolic interactionism and existentially or psychoanalytically informed models of social inquiry,
focus on our capacity to interpret ourselves and others. This focus is so salient in these approaches
that meaning- and sense-making are the main forms of data generation. However, for this to be
a sociological (rather than clinical or psychological) exercise, then social context must also be
a central consideration in hermeneutics. The influence of symbolic interactionism in the field of
mental health is clear in labelling theory, which we consider in Chapter 11. That is inherently about
the exchange of meanings in their particular social contexts. For this reason the roots of that
approach in the work of Weber and Cooley reflect one variant of a social form of hermeneutics.

During the twentieth century, a number of writers attempted to account for the relationship
between socio-economic structures and the inner lives of individuals. One example was the work
of Sartre (1963) when he developed his ‘progressive-regressive method’. This method was an
attempt to understand biography in relation to its social context and understand social context via
the accounts of people’s lives. This existential development of humanistic Marxism competed with
another and more elaborate set of discussions about the relationship between unconscious mental
life and societal determinants and constraints.

Within Freud’s early circle, a number of analysts took an interest in using their psychological
insights in order to illuminate societal processes. This set a trend for later analysts, some of whom
tended to reduce social phenomena to the aggregate impact of psychopathology (e.g. Bion 1959).
The dangers of psychological reductionism were inevitable in a tradition (psychoanalysis) that
had a starting focus of methodological individualism. Moreover, the individuals studied by psy-
choanalysis were from a peculiar social group (white, middle-class, European neurotics).

Out of this tradition emerged a group of Freudo-Marxists who came to be known as ‘critical
theorists’, most of whom were associated with the Frankfurt Institute of Social Research, which
was founded in 1923 and led after 1930 by Horkheimer (Slater 1977). This group accordingly came
to be known as the ‘Frankfurt School’. The difference between the work of the Frankfurt School
and most of clinical psychoanalysis was the focus on the inter-relationship between psyche and
society. In an early address to the Institute, Horkheimer (1931: 14) set out its mission as follows:

What connections can be established, in a specific social group, in a specific period in time, in
specific countries, between the group, the changes in the psychic structures of its individual
members and the thoughts and institutions that are a product of that society, and that have, as
a whole, a formative effect upon the group under consideration?

These inter-relationships between the material environment of individuals and their cultural
life and inner lives were subsequently explored by a number of writers in the Institute, includ-
ing Marcuse, Adorno and Fromm. In addition, there were contributions from Benjamin (who was
a marginal and ambivalent Institute member) and Reich, a Marxist psychoanalyst and outsider.
These explorations had an explicit emancipatory intent and were characterized by anti-Stalinist
as well as anti-fascist themes. Within the Frankfurt School, Freudianism was accepted as the only
legitimate form of psychology which was, potentially at least, philosophically compatible with
Marxism. (Both Freud and Marx were atheists and materialists, although Freud’s materialism was
barely historical.) The compatibility was explored and affirmed, though, by one member in par-
ticular who was a psychoanalyst — Eric Fromm. The integration of Freudianism was selective
and critical, filtering out or querying elements such as the death instinct (a revision of classical
psychoanalytical theory by Freud himself (Freud 1920)) and questioning the mechanistic aspect
of instinctual drive-theory.

The role of this group of critical theorists in social science has been important and seemingly
paradoxical. For a theory that drew heavily, if selectively, upon clinical psychoanalysis, the raft of
work associated with the Frankfurt School (which was largely relocated in the USA with the rise
of Nazism) focused not on mental illness but instead upon what Fromm called the ‘pathology of
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normalcy’. It was only seemingly paradoxical because psychoanalysis was (and still is) concerned
with the notion that we are all ill — psychopathology for Freud and his followers was ubiquitous,
varying between individuals only in degree and type. Accordingly, the concerns of this group of
Freudo-Marxists were about life-negating cultural norms associated with authoritarianism and the
capitalist economy and the ambiguous role of the super-ego as a source of conformity and mutual-
ity. These norms were said to be mediated by the intra-psychic mechanism (especially the repres-
sion) highlighted in Freud’s theory of a dynamic unconscious.

Critical theory is exemplified in studies of the authoritarian personality (Adorno et al. 1950),
the mass psychology of fascism (Reich 1933; Fromm 1942) and the psychological blocks attend-
ing the transitions from capitalist to socialist democracy (Fromm 1955). When Habermas (1989)
came to review the project of the early Frankfurt School, he suggested a six-part programme of
topic focus: forms of integration in post-liberal societies, family socialization and ego develop-
ment, mass media and culture, the social psychology behind the cessation of protest, the theory of
art, and the critique of positivism and science.

The problems of critical theory have been twofold. First, as was indicated earlier, the theo-
retical centre of gravity of this project (the Frankfurt School) fragmented. Second, the meaning-
fulness of any hybrid of dialectical materialism and psychoanalysis requires social scientists to
accept the legitimacy of both of its component parts and their conceptual and practical integra-
tion. This requires a triple act of faith or theoretical commitment that leaves many unconvinced,
dubious or even hostile to the expectation.

The German version of Freudo-Marxism (the Frankfurt School) emerged in the first half of
the twentieth century and its traces in social science, with the exception of Habermas and Offe,
tend recently to be faint and influenced by other theoretical positions. For example, the long list
of post-war American and British writers cited above have been part of a theoretical tradition
which is still psychoanalytically orientated but reflects changes such as the impact of Klein and
later object-relations theorists. Another Freudo-Marxian hybrid can be found in French intellectual
life, especially following the work of Althusser and Lacan (Elliot 1992). This current moved in a
different direction from the Frankfurt School and contributed to the emergence in the 1970s of
post-structuralism; a variant of the next perspective we summarize.

Social constructivism

One of the most influential theoretical positions in the sociology of health and illness since
the 1980s has been social constructivism — as mentioned earlier, it sometimes appears as
‘social constructionism’. A central assumption within this broad approach is that reality is not
self-evident, stable and waiting to be discovered, but instead it is a product of human activ-
ity. In this broad sense all versions of social constructivism can be identified as a reaction
against positivism and naive realism. Brown (1995) suggests three main currents within social
constructivism:

1  The first approach is not concerned with demonstrating the reality or otherwise of a
social phenomenon but with the social forces which define it. The approach is traceable to
sociological work on social problems (Spector and Kitsuse 1977). To investigate a social
problem, such as drug misuse or mental illness, is to select a particular aspect of reality
and implicitly, concede the factual status of reality in general (Woolgar and Pawluch
1985). In particular, the lived experience of social actors, those inside deviant communi-
ties or those working with and labelling them, are the focus of sociological investigation.
The social problems emphasis, which gave rise to this version of social constructivism,
has been associated, like societal reaction theory, with methodologies linked to symbolic
interactionism and ethnomethodology.
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2 The second approach is tied more closely to the post-structuralism of Foucault and is
concerned with deconstruction — the critical examination of language and symbols in
order to illuminate the creation of knowledge, its relationship to power and the unstable
varieties of reality which attend human activity (‘discursive practices’). Foucault’s early
work on madness, however, was not about such discursive concerns (Foucault 1965). The
latter have been the focus of interest of later post-structuralists (see below).

3 The third approach is associated neither with the micro-sociology of social problem defi-
nition nor with deconstruction but with understanding the production of scientific knowl-
edge and the pursuit of individual and collective professional interests (Latour 1987).
This science-in-action version of sociology is concerned with the illumination of interest
work. This version of social constructivism examines the ways in which scientists and
other interested parties develop, debate and use facts. It is thus interested in the networks
of people involved in these activities. Unlike the post-structuralist version of social con-
structivism noted earlier, it places less emphasis upon ideas and more upon action and
negotiation (e.g. Bartley et al. 1997). This approach is thus compatible with both symbolic
interactionism and social realism (see next section).

These three versions of constructivism are not neatly divided within many studies within medical
sociology. Bury (1986) notes that the notion of social constructivism subsumes many elements,
some of which are contradictory. However, certain core themes can be detected across the three
main types described by Brown. The first is that if reality is not rejected as an epiphenomenon of
human activity (as in very strict constructivism) it is nonetheless problematized to some degree —
hence the break with positivism. The second relates to the importance of reality being viewed, in
whole or part, as a product of human activity. What constructivists vary in is whether this activ-
ity is narrowly about the cognitive aspects of human life (thought and talk), or it is conceived in
a broader sense in relation to the actions of individuals and collectivities. The third is that power
relationships are inextricably bound up with reality definition. Whether it is the power to define or
the power to influence or the power to advance some interests at the expense of others, this politi-
cal dimension to constructivism is consistent.

When we come to examine sociological work on mental health and illness these three core
elements are evident. Constructivists problematize the factual status of mental illness (e.g. Szasz
1961). They analyse the ways in which mental health work has been linked to the production of
psychiatric knowledge and the production of mental health problems (e.g. Parker et al. 1995). Also,
they establish the links which exist in modern society with the coercive control of social deviance
by psychiatry on the one hand and the production of selfhood by mental health expertise on the
other (e.g. Miller and Rose 1988).

The final point to be made about social constructivism is that it does not necessarily have to
be set in opposition to social realism (the view that there is an independent existing reality) or
social causationism (the view that social forces cause measurable phenomena to really exist). It is
certainly true that strong social constructivism challenges both of these positions (see e.g. Gergen
1985). However, a number of writers who accept some constructivist arguments point out that,
strictly, it is not reality which is socially constructed but our theories of reality (Greenwood 1994;
Brown 1995; Pilgrim 2000). So much of the apparent opposition between constructivist and real-
ist or causationist arguments in social science results from a failure to make this distinction. This
brings us to our next perspective.

Social realism

The final perspective to be discussed in this chapter is that of social realism — a perspective held
by the authors (Pilgrim and Rogers 1994; Pilgrim 2013) as well as others working in the field of
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mental health and the social psychology of emotions and human agency (Greenwood 1994; Archer
1995; Williams 1999; Bendelow 2009). Bhaskar (1978; 1989) outlines the philosophical basis of real-
ism and we will draw out, briefly, the implications of his work for a sociology of mental health and
illness. His version is called ‘critical realism’. Thus here we are using the term ‘social realism’ to
denote the sociological application of the philosophy of critical realism.

As the name implies, critical realism accepts that reality really does exist (contra strict con-
structivism, which dwells overwhelmingly on the representations or constructions of reality).
However, the ‘critical’ prefix suggests that it diverges from social causationism. The latter follows
the Durkheimian view that external social reality impinges on human action and shapes human
consciousness. The Weberian view emphasizes the opposite process — that human action inter-
subjectively constructs reality. Critical theory, following Freud, emphasizes the role of uncon-
scious processes, especially repression, and is rooted in methodological individualism (clinical
psychoanalysis). By contrast to all of these, critical realism attends to conscious action or agency
and is critical of methodological individualism.

Social realists consider that human action is neither mechanistically determined by social
reality nor does intentionality (voluntary human action) simply construct social reality. Instead,
society exists prior to the lives of people but they become agents who reproduce or transform
that society. Material reality (the biological substrate of actors and the material conditions of
their social context) constrains action but does not simply determine it. Social science and natu-
ral science warrant different methodologies and social phenomena cannot be reduced to natural
phenomena, even though the latter may exert an influence on the former and are a precondition
of their existence.

Bhaskar (1989: 79) highlights the difference between natural and social science in the light of
this basic starting point. Here we quote three major differences between natural and social struc-
tures and then draw out the implications for the topic of this book:

1  Social structures, unlike natural structures, do not exist independently of the activity they
govern.

2 Social structures, unlike natural structures, do not exist independently of the agents’ con-
ceptions of what they are doing in their activity.

3 Social structures, unlike natural structures, may be only relatively enduring so that the
tendencies they ground may not be universal in the sense of a space-time invariant.

Thus realism in social science can be of two forms. The first is naive realism or positivism. The
second is critical realism. Both are committed to the view that reality exists independently of its
observers or commentators. This then is an ontological emphasis. The difference between them is
that positivism accepts its current views about empirical investigations without question and privi-
leges objective over subjective data. What is currently known empirically by dominant forms of
inquiry (‘actualism’) is deemed scientifically to define reality, thereby demoting the meanings and
legitimacy of other forms of knowledge. Naive realism also aspires to separate facts from values
in order to generate ‘disinterested’ objective truth claims.

By contrast critical realism is interested in the relationship between subjective and objective
data and assumes that both are generated by, and evaluated within, particular social contexts,
which must be part of any comprehensive social inquiry. For this reason values and interests are
part of any critical realist informed inquiry. Thus critical realism can be distinguished by its epis-
temological emphasis, once the centrality of ontology to its concerns is understood.

It can be viewed (though some critical realists are not always happy with this depiction) as a
weak form of constructivism because it takes concepts and their social generation seriously. How-
ever, it does not dwell singularly on meanings (the emphasis of hermeneutics) because causes may
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operate beyond the experience of social actors. It also goes beyond constructs or social represen-
tations (the emphasis of radical social constructivism). Also, for critical realists constructs are per-
sonal or shared concepts (for example shared in a particular culture and time). This then is about
construing the world not about constructing the world. The latter is an active verb meaning ‘build-
ing’, when for critical realists the world is built already, independent of human minds and action.
These are implicated though in agency, which is a real presence that can and does reproduce or
transform reality. By contrast, radical constructivists privilege ‘perspectivism’ (hence their prior-
ity of epistemology) and not an independent reality (the critical realist’s priority of ontology).

For social realists, causes (‘generative mechanisms’) may be biological, psychological or
social, a position compatible with a bio-psycho-social model noted earlier. However, as Pilgrim
(2013) notes, most developments of that model have naively accepted medical constructs and
tended to privilege the biological. We will see in Chapter 11 that symbolic interactionism in label-
ling theory also accepts multi-level causation and so an alignment with social realism is possible.
However, the emphasis on meanings of that model tends to push causes into the background. By
contrast social realism places causes (‘generative mechanism’) at the centre of its analysis, with
the meanings that human agents then bring to bear on those mechanisms also being taken into
consideration in any full social analysis of a topic.

A final point about social realism is that it can accommodate several factors existing concur-
rently in society as an open system. In the case of mental health problems and their management,
then the complex reality of the economic, socialization and welfare systems are all relevant for
understanding it (Pilgrim 2012). The economic system both generates stressors, and profits from
the amelioration of the impact of those stressors. The socialization system determines the adoption
of social norms during childhood and then offers corrective interventions of secondary sociali-
zation if those norms are transgressed in adulthood (mental health work). The welfare system
employs mental health workers and contains systems of regulation to ameliorate distress and con-
trol the disruptions to socio-economic order and efficiency.

Discussion of the clinical and sociological perspectives

We can see then across sociological perspectives that the balance between causes and meanings is
always apparent. The other balance evident from perspective to perspective is the type of scepti-
cism or criticism, offered or implied, of the clinical perspectives discussed in the first part of the
chapter. With the exception of (naive) social causationism, sociological perspectives problematize
the diagnostic perspective on mental disorder. The force of these arguments can be seen in
the continuing debates both within sociology and increasingly from across other disciplines, partic-
ularly those who encounter mental distress and interpersonal dysfunction in their everyday work.
Various forms of ambivalence are evident on all sides. Social realists can still ‘do business’ with
psychiatry, particularly if a bio-psycho-social model is deployed and investigated in a spirit of gen-
uine interdisciplinary collaboration. The interdisciplinary project of ‘social psychiatry’ describes
this convergence of disciplinary interests. We also mentioned the tendency for some critical psy-
chiatrists and other professional groups to embrace social constructivism. Some sociologists have
gone some way to legitimize the core business of psychiatry by accepting that the psychoses
are ‘true’ illnesses, while designating ‘common mental disorders’ as being forms of social deviance
(not illnesses). Horwitz argues that ‘a valid definition of mental disorder should be narrow and
should not encompass many of the presumed mental disorders of diagnostic psychiatry, especially
appropriate reactions to stressful social condition and many culturally patterned forms of deviant
behaviour’ (2002: 15). A problem with this partial validation of psychiatric diagnosis is that it relies
too readily on immediate social intelligibility. That is, stress reactions and cultural context warrant
attributions of non-pathology, whereas psychosis does not. We return to this point in Chapter 4.
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Some medical practitioners have rejected the concept of mental illness but not in the way that
was evident in the Szaszian critique noted earlier. Baker and Menken (2001) suggest that the term
‘mental illness’ must be abandoned because it is an erroneous label for true brain disorder. They are
dismissive of the countless critiques and ambiguities previously identified by dissenting psychia-
trists and sociological critics. Instead they argue for a clear philosophical assertion that all mental
illnesses are brain disorders as ‘an essential step to promote the improvement of human health’
from within clinical medicine:

We suggest that it is unscientific, misleading and harmful to millions of people worldwide to
declare that some brain disorders are not physical ailments. Neurology and psychiatry must
end the twentieth century schism that has divided their fields.

(Baker and Menken 2001: 937)

This assertion, about biodeterminism seems to discard all of the sociological theorizing about men-
tal disorder in favour of medical jurisdiction and paternalism, purportedly in service of the com-
mon good. However, this medical confidence evades an obvious point: the bulk of what are called
‘mental disorders’ still have no definitive proven biological cause. The only aspects of the social
this medical view leaves intact are the environmental factors, which might putatively contribute to
the aetiology of illness. However, this stance is one reflection of a deeper problem for both medi-
cine and sociology; the problem of mind/body dualism.

Baker and Menken create a unity between mind and body by asserting the single centrality of
the skin-encapsulated body out of which each and every form of human ill emerges. Radical social
constructivism generates another unitary position by arguing instead that ‘everything is socially
constructed’. In this view, reality, truth claims and causes are all dismissed just as readily as Baker
and Menken dismiss the conceptual objections facing the concept of mental illness. This goes
further than labelling theory which left the ontological status of primary deviance intact. It
ascribed to it a basic reality and permitted a variety of causes. Radical social constructivism does
not make this concession, and primary not just secondary deviance is examined critically.

The constructivist position is not consistent though. For example, Szasz deconstructed the
representations of mental illness in order to render it a ‘myth’. At the same time he accepted uncriti-
cally the reality of physical illness. Carpenter (2000) notes the proliferation of diagnostic catego-
ries after the appearance of the third edition of the American Psychiatric Association’s Diagnostic
and Statistical Manual (DSM-III). Box 1 summarizes the DSM-5 controversy in the historical con-
text of diagnostic psychiatry.

Box 1.1 The DSM controversy

In 1918, after the First World War, the American Medico-Psychological Association, which became
the American Psychiatric Association (APA) in 1921, produced the ‘Statistical Manual for the Use
of Institutions of the Insane’. This was the starting point in 1952 for DSM-I (Grob 1991), and it
reflected the dominance at the time of psychoanalytical and social psychiatric ideas in both the
academy and the clinic in the USA. Three main factions within the APA were emerging in the post-
war period: biological psychiatrists, medical psychoanalysts and social psychiatrists.

By the 1970s biological psychiatrists had consolidated their relationship with the pharma-
ceutical industry in the wake of the putative ‘pharmacological revolution’ of the 1950s (Healy
14997). They consolidated the bio-reductionist medical tradition of assuming that brain diseases
explained all mental illness (Kraepelin 1883). This group of ‘neo-Kraepelinians’ formed an ‘invis-
ible college’ of like-minded researchers at Washington University, St Louis and in New York that
captured control of the DSM committee within the APA (Blashfield 1982; Bayer and Spitzer 1985;
Wilson 1993).




16 A SOCIOLOGY OF MENTAL HEALTH AND ILLNESS

This neo-Kraepelinian project shifted the DSM emphasis from its assumptions about bio-
graphical context to one based upon discrete disease entities, with their proposed scientific equiv-
alence to categories in physical medicine. The neo-Kraepelinian rationale was that abnormalities
in neurotransmitters caused mental illnesses, which were then amenable to specific medicinal
responses or ‘magic bullets’. The dominance of the drug-company-backed neo-Kraepelinians from
DSM-IIl onwards (DSM-IV appeared in 1994) meant that they could expand their jurisdiction and
scientific claims. The number of categories virtually tripled from around a hundred in DSM-I to
nearly 300 in DSM-IV.

In 2013 DSM-5 was issued and met much criticism; an organized campaign had already
emerged in 2011 in opposition to it. The Society of Humanistic Psychologists (Division 32 of
the American Psychological Association) began to lobby against the inherent de-humanization
of psychiatric diagnosis. In an open letter to the APA it argued that ‘it is time for psychiatry and
psychology collaboratively to explore the possibility of developing an alternative approach to the
conceptualization of emotional distress’ (Society of Humanistic Psychologists 2011). The letter
drew upon the hostile response issued by the British Psychological Society:

The putative diagnoses presented in DSM-V are clearly based largely on social norms,
with ‘symptoms’ that all rely on subjective judgments, with little confirmatory physical
‘signs’ or evidence of biological causation. The criteria are not value-free, but rather
reflect current normative social expectations. . . . [Taxonomic] systems such as this are
based on identifying problems as located within individuals. This misses the relational
context of problems and the undeniable social causation of many such problems.
(British Psychological Society 2011)

At this point an Anglophone consensus (across the USA, Australia and the UK) was negoti-
ated that connected the range of objections listed above, and website set up containing a petition
opposed to DSM: ‘Is the DSM-5 safe?’ (http://dsmbresponse.com). Contributors to this campaign
included psychiatrists, psychologists and service users. In translation the campaign was extended
to Spanish- and French-speaking countries.

The launch of DSM-5 has flushed out a range of positions about psychiatric diagnosis and its
social context. The National Institute of Mental Health in the USA criticized it for not being biologi-
cal enough and suggested that a different research framework should be used. From the other side
of this biological reductionism, dissident psychiatrists, hostile psychologists and radical service
users (see Box 1.1) complained about four main problems.

First, unrelenting diagnostic proliferation in DSM has been criticized. For example, Wykes
and Callard (2010) warned that after 2013 ‘the pool of “normality” would shrink to a mere puddle’.
With the lowering of thresholds, what was previously normal would become abnormal. Previous
editions of DSM explicitly discounted grief as a mental disorder; in DSM-5 it was included. In the
run up to the DSM revision, book-length critiques appeared pointing out that normal sadness was
being turned into illness after DSM-III (Horwitz and Wakefield 2007) and that habitual shyness was
being framed as a form of personality disorder (Lane 2008).

Second, particular concerns were expressed about the pathologization of childhood, when
ipso facto primary socialization is not complete and so normative judgements about psychological
health are particularly problematic (Timimi 2002). The Western Australian MP Martin Whitely had
led national campaigns against the introduction into DSM-5 of ‘psychosis risk disorder’, and he has
been critical of the over-diagnosis of ‘attention deficit hyperactivity disorder’ with the concomitant
prevalence of stimulant medication for the condition.
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Third, and arising from the above, many objectors to DSM-5 were alert to the ever-presence
of marketed ‘magic bullets’ and their risks. For example, if a teenager is deemed to be at risk of
psychosis and is then medicated before they develop symptoms, then they will be exposed to the
iatrogenic risks of anti-psychotic drugs (Bentall and Morrison 2002).

Fourth, some objections reflected an opposition to the point of diagnosis in principle. Some
medical psychoanalysts have offered such criticisms (e.g. Szasz 1961; Laing 1967) but it has also
been evident within the Meyerian tradition that has been influential in the development of social
psychiatry (Double 1990; Pilgrim 2013). Latterly the influence of French post-structuralism in some
criticisms from psychiatrists about expert knowledge is also now a consideration (Bracken and
Thomas 2001).

Various sociological commentators have pointed to how interests, agencies and technology
have promoted the medicalization and institutionalization of certain diagnostic categories, such as
‘post-traumatic stress disorder’, ‘depression’ and ‘eating disorders’. Lyons (1996) points to activi-
ties of the drug companies in promoting Prozac as an acceptable drug to make life better for all —
almost a recreational drug. Such a trend is reinforced in primary care, where depression has come
to be accepted as more of a legitimate condition amenable to a technical fix. Identifying technolo-
gies (e.g. antidepressant medication and counselling) as a means of management located within
primary care is likely to have contributed to increasing medicalization and acceptability of depres-
sion as a valid presenting problem in GP consultations (May et al. 2004).

In response to this proliferation of diagnostic categories and the medicalization of everyday
suffering Horwitz (2002) argues that only symptoms that reflect psychological dysfunctions, con-
sidered to be universally inappropriate, should warrant being labelled as true mental diseases. The
advantage of this approach is that it is an attempt to overcome the void left by the relativistic nihil-
ism characteristic of some post-modernist approaches to the conceptualization of mental health
problems.

On the face of things, this line of reasoning follows those sociologists of mental health and
illness who have aligned themselves with a critical realist position (i.e. presenting a weak social
constructivist argument without abandoning the notion of mental illness and undermining the
notion that mental distress exists). However, this argument may precariously be introducing
another essentialist view of psychiatric disorder. Implying some self-evident and natural distinc-
tion between true mental illness and varieties of socially generated mental distress is akin to some
older psychiatric classifications that distinguished mental illness from distressing environmental
reactions (Fish 1968).

From a critical realist perspective it is clearly the case that pressure groups and drug compa-
nies also do much to promote and maintain all diagnostic categories (Pilgrim 2007a); profit makes
none of the distinctions considered or asserted by Horwitz. Moreover the criterion of ‘universal
inappropriateness’ is difficult to sustain for any diagnostic category. For example, ‘hearing voices’
has been associated with the diagnostic category of ‘schizophrenia’ but it would fail to fit the cat-
egorization of ‘universally inappropriate’. Not only is voice-hearing evident in the general popula-
tion (including in those without a diagnosis of psychosis), in some cultures it provides evidence of
spiritual superiority. Hallucinations have no universal meaning — they might occur universally but
what they mean varies from place to place.

Another difficulty for sociology trying to define the unique and troublesome features of mental
illness is the tendency to leave physical illness non-problematized (the Szaszian error). The focus
on mental disorder means that sociologists have at times claimed for mental health what applies
more generically. For example, Horwitz’s key argument about the proliferation of psychological
categories (Horwitz 2002) clearly includes examples which are considered to be essentially physi-
cal (even though they may also be identified with certain psychological tendencies). In accepting
mind/body dualism, sociologists, like those in other disciplines, may disregard or dismiss physical
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health problems as unproblematic and fail to consider the common social processes shaping the
definition and causes of all illness behaviour and experience.

The ontological status of musculoskeletal disease, as an essentially physical entity, pro-
vides an interesting point of comparison of the way in which the mind/body dualism has over-
ridden the experience and conceptualizations of people’s pain and distress provided in a study in
which:

respondents’ conceptualizations of the physical body emphasized fragility and paralysis. This
view of the body resonates with an understanding of incapacity, or of not being able to act
as desired, which emerges from a sense of ineptness, weakness and pain. . . . Descriptions of
an amorphous sense of pain which accompanied this sense of precariousness seemed to sug-
gest a lack of demarcation between pain located in specific parts of the body and concerns
in broader social and personal worlds and in this respect pain and suffering transcended the
commonly understood notion of the physical body and extended to include other personal
disappointments.

(Rogers and Allison 2004: 81)

Ironically, in failing to construct alternative models of illness in general, both sociologists and
medical practitioners may remain trapped in forms of mind/body dualism or offer implausible
assertions to impose a unity, such as medical naturalism or radical social constructivism.

Finally, it may seem, at first reading, that sociology is somehow a separate and recent com-
mentator on mental health and illness. This is only partially true. Since the mid-twentieth century
newly trained sociologists have contributed to knowledge about psychiatry and the mental patient,
but this may give the false impression that sociology is merely responding to the dominant dis-
course on health and illness coming from health professionals.

However, ‘social science’ existed at the beginnings of medicine. Before the latter settled down
to become preoccupied with individual bodies and their parts, social medicine had emerged in the
eighteenth century as a programme of political intervention to prevent ill health (Rosen 1979).
Indeed, Foucault (1980) argues that medical surveys of society in the early nineteenth century
were the true roots of modern sociology, not its reputed fathers such as Comte, Marx, Durkheim
and Weber. (For a wider discussion of this topic see Kleinman (1986) and Turner (1990).)

In the particular case of mental health, so much research of the epidemiological variety was
intertwined with medical research. The discipline of social psychiatry demonstrates this overlap
(Goldberg and Morrison 1963; Warner 1985). Also, some of the groundbreaking epidemiological
work of the 1950s and 1960s involved the collaboration of sociologists (e.g. Hollingshead and
Brown) with psychiatrists (e.g. Redlich and Wing).

However, it is also true that the more recent response of sociologists has been seen as opposi-
tional by those inside clinical psychiatry. During the late 1960s, sociologists became part of ‘anti-
psychiatry’ or ‘critics of psychiatry’, according to leaders of the offended profession, such as Roth
(1973). Thus, sociologists are in an ambivalent relationship to psychiatry. On the one hand, they
have contributed to an expanded theory of aetiology, in tracing the social causes of mental illness;
on the other, they have set up competing ways of conceptualizing mental abnormality.

The bulk of the work we have reviewed in this chapter reflects a dominant sociological inter-
est in mental abnormality and in psychiatry. By comparison, since the beginning of the twentieth
century, there has been much less sociological (and for that matter general social scientific)
interest in ordinary emotional life, non-deviant conduct and professional knowledge outside
of the governance of psychiatric experts. However, this is changing, as we discuss in depth in
the final chapter of this book. One major shift about this became evident in the work of post-
structuralists (e.g. Rose 1986; 1990). Although this had mental health experts as a central focus
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(the ‘psy complex’), it did demonstrate, under the prompt of Foucault, the diffused and widespread
influence of ‘the confessional’ and other personalizing discourses in everyday life.

Outside of post-structuralist frameworks we find a more pluralistic sociological interest in
ordinary emotions (Elias 1978; Hochschild 1983; Freund 1988; James 1989; Giddens 1992; Beck
and Beck-Gersheim 1995; Bendalow and Williams 1998). This range itself may reflect an aspect
of post-modernity. Diverse commentaries on personal life are becoming increasingly legitimate
and demanded with resonances of psychoanalytical ideas about ordinary emotional life and those
which bridge psychoanalysis and social constructionism (Craib 1998; Lupton 1998).

Within this shift in social science, there has developed an interest in the ways in which soci-
ety has followed the trend of the fast-food chain McDonald’s in a whole range of cultural process
(including sexual activity, health care ‘delivery’ and dying). This ‘McDonaldization thesis’ (Ritzer
1995; 1997) reflects a shift in society towards consumerism, which suggests that the emotions, like
food, have become subject to both commercial prepackaging and increasing everyday interest to
ordinary people.

Moreover, some commentators have argued that the USA is exporting its own version of psy-
chiatric classification to the whole world, and with it forms of medicinal treatment specificity,
exploiting new pharmaceutical markets in the developing world. This case is made by Watters in
his Crazy Like Us: The Globalization of the American Psyche (Watters 2010). Moreover, this criti-
cized tendency has been positively endorsed by some psychiatric reformers pushing for ‘global
mental health’ (Collins et al. 2011). But that zeal has been criticized by some of their colleagues
for its cultural imperialism as being insensitive to local and service user knowledge (Das and Rao,
2012), as well as having a flimsy evidence base (Summerfield 2008).

Discussion

The emphasis in this chapter has been on sociological ideas about the definition and shifting knowl-
edge claims about what constitutes mental health and illness. Sociological analyses can also influ-
ence other disciplines at times in their revisions about the nature of mental health and illness. The
weak validity of ‘depression’ as a biological notion has been challenged not only by sociological
studies (e.g. Brown and Harris 1978) but by re-formulations based on observations in routine clini-
cal practice. The need to transcend current classifications has become a mainstream controversy
for clinicians, with the observation that categories such as ‘depression’ and ‘anxiety’ in population
groups do not have distinct features (Das-Munshi et al. 2008). These observations in clinical prac-
tice confirm conceptual critiques offered by critical realists (e.g. Pilgrim and Bentall 1999). It is
clear now that there is little evidence to support ‘depression’ as a discrete biological entity. Clinical
research about the ‘management of depression’ suggests that there is a major overlap in practice
with a wide range of ‘unexplained symptoms’, and there is a recurring conflation of social difficul-
ties and the individual experience of distress experienced by patients (Chew-Graham et al. 2008).
The practical challenges for clinicians are not the analytical and empirical challenges for soci-
ologists. The former have to personally engage and ‘manage’ people with mental health problems.
Nonetheless, in working out how best to do this, sociological concepts inform these formulations
and the formulations that are suggested in turn feed into sociological ideas. This is evident in the
analyses put forward by Dowrick (2004) and Gask et al. (2000) when examining the personal and
social circumstances of miserable patients. In response to this extensive conceptual doubt, the
lack identified by medical researchers is not better medical diagnostic categories but rather a
lack of an adequate theory of self. Dowrick (2009) suggests that what is required in practice is the
generation of a new set of metaphors to guide practice ‘which are dynamic and temporal offering
possibilities of hope, action and purpose’. What is clearly evident is that in response to the philo-
sophical debates about the conceptual underpinnings of what constitutes mental health and illness
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a number of theoretical frameworks underpin approaches to psychiatry and mental health work
more generally. We return to these in Chapter 7, on professions.

This chapter has rehearsed and summarized a set of perspectives about mental health and
illness both inside and outside of sociology. The existence of such a wide range of viewpoints
highlights that the field of mental health and illness is highly contested. As a result, any discussion
of the topic cannot take anything for granted — one’s own assumptions, and those of others, need
to be checked at the outset and at each stage of a dialogue or analysis thereafter.

Questions

1 What are the strengths and weaknesses of psychological perspectives on mental illness?
Compare and contrast two approaches to mental health and illness within sociology.

Discuss the relevance of the Frankfurt School to contemporary discussions about mental health.
Compare and contrast social constructivism with social realism when conducting sociological
studies of mental health and illness.

Discuss recent developments in the sociology of the emotions.

6 How have sociology and psychiatry dealt with the mind/body dualism?

A WN

o1

For discussion

Consider your own views about mental health and illness. How do they relate to the range of
perspectives offered in this chapter?



2 Social stratification and mental health

Chapter overview

Whether we use the term ‘social class’ or ‘socio-economic status’, there is no dispute that differen-
tials of wealth, power and status are considered to be of recurring importance for sociologists. The
study of mental health accords with this trend. Arguably the relationship between social class and
mental health is the most consistent one to be demonstrated in sociological research. This chapter
will explore various aspects of that consistent relationship. It will cover:

e the general relationship between social class and health status;

¢ the relationship between social class and diagnosed mental iliness;
e social capital and mental health;

¢ the relationship between poverty and mental health status;

e social class and mental health professionalism;

¢ lay views about mental health and social class.

The general relationship between social class and health status

Establishing the relationship between social and economic conditions and poor mental health has
been a dominant trend in social psychiatry and sociology. As we discussed in the last chapter, a
close association between sociology and medicine is traceable to nineteenth-century social medi-
cine (Kleinman 1986). Historically it went on to form the bases of joint projects between the two
disciplines. One of the earliest studies in psychiatric epidemiology, which sought to establish a
link between schizophrenia and social class (Faris and Dunham 1939), was associated with the
development of ‘human ecology’, a theoretical trend within the Chicago School of Sociology (Park
1936). Since then some sociologists have continued to collaborate with psychiatrists in ways in
which a link between social conditions and milieu has been made.

This focus also appears in the developing area of the ‘sociology of emotions’ and the links
being made between the unconscious dimensions of human experience and identity in post-mod-
ern societies (discussed at the end of Chapter 1). Mental health is part of a wider topic (health) and
so first we will examine this wider relationship between social class and ill health.

In Chapter 1 we noted the social causation position in medical sociology. The empirical case
for this position is at its strongest in relation to the correlations that have been established between
social class and ill health. Link and Phelan (1995: 81) summarized work in medical sociology that
has supported the social causation of disease by noting that:

Lower SES [socio-economic status] is associated with lower life expectancy, higher overall
mortality rates and higher rates of infant and perinatal mortality. Moreover, low SES
is associated with each of the 14 major cause-of-death categories in the International
Classification of Diseases as well as many other health outcomes including major mental
disorders.

However, the authors go on to note that the social causation case is not limited to considerations
of class and other social variables are implicated, such as life stage.
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The life-course perspective on social class and mental health

The relevance of a life-course perspective in understanding the determinants of inequalities in
mental and physical health is succinctly put by Bartley and her colleagues (1998: 573):

The more data we have which show how early circumstances contribute to health in later life,
the clearer it becomes that ‘social class’ at any given point is but a very partial indicator of a
whole sequence, a ‘probabilistic cascade’ of events which need to be seen in combination if
the effects of social environment on health are to be understood. Different individuals have
arrived at any particular level of income, occupational advantage or prestige which have dif-
ferent life histories behind them. Variables such as height, education and ownership of addi-
tional consumer goods act as indicators of these past histories.

Health indicators comparing community samples over time consistently show a class gradi-
ent on a number of indicators throughout the life-span. For example, individuals who are con-
sidered to be more physically attractive at age of 15 have higher social mobility by the age of
36 than those considered less attractive (Benzeval et al. 2013). This life-span approach is able to
suggest factors that are influential at different points or over periods of time in relation to men-
tal health. From the analysis of a Scottish longitudinal survey we find that increased levels of
psychological distress occurring over 10 years among young women is linked to elevated levels
of stress as a result of increased, educational expectations and the impact of concerns about
personal identity (West and Sweeting 2004).

Understanding personal factors influential at one point in the life course, how they are
shaped by class position and the interactive impact on emotional well-being reflects a range of
aspects of the dynamic relationship between inequality and mental health. There is evidence
that attachment style in childhood can affect the prospects of social mobility and mental health
in later years. Family-specific attachment styles are part of parenting experienced in early
childhood, which can act as a source of resilience or vulnerability in the face of adversity, and
which can affect educational achievement and emerging self-confidence. Longitudinal research
has suggested that the presence of secure and absence of an anxious or avoidant (trying not
to get attached) attachment style acts as a form of protection (resilience), and enables middle-
aged men to overcome the disadvantage of a lower level of educational attainment and career
progression.

Traditionally, inequalities in both physical and mental health have been explained with refer-
ence to four main factors, which have their origins in the Black Report (DHSS 1980).

e Artefact explanations suggest that inequalities are an artefact of the way in which offi-
cial statistics have been collated (Illsley 1986). By implication the artefact explanation
attacks the assumption that health inequalities exist at all and that there is a causal
relationship between social conditions and health. However, methods available for
validating the existence of class inequalities, using longitudinal census data on health
inequalities and linking these to death certification and cancer registration, have con-
firmed that health inequalities are not likely to be due to statistical bias (Bartley et al.
1998).

e Selection explanations suggest that long-term illness or ‘health capital’ in early life con-
strains social mobility and continued inequalities in illness in adulthood (Power et al.
1996). In other words health status determines socio-economic position (Illsley 1986) (as
in the ‘social drift’ hypothesis discussed in more detail later).

o Cultural/behavioural explanations suggest that lifestyle and health-related behaviours
(such as cigarette smoking, poor diet and lack of exercise among manual groups) lead to
health inequalities.
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e Materialist explanations emphasize the differential exposure to health threats inherent
in society over which people have little control. This explanation suggests that a person’s
socio-economic position, and material deprivation in particular, leads to poorer health
among people in lower social classes.

These explanations about health inequalities and ill health, and the extent to which one is favoured
over another, are influenced by theoretical developments and research in the field (see below).
However, to a degree they have also been influenced by the politicized context within which social
and medical research has been undertaken. During the 1980s, ideological pressure, intended per-
haps to gloss over the persistent and growing inequalities between rich and poor, found expression
in a change of official terminology. There was also a seeming imbalance between work that priori-
tized cultural individual and artefact explanations, and work that focused on material deprivation
(Davey Smith et al. 1990). During this period, the term ‘inequalities’ was replaced by the preferred
official (Conservative) government term ‘variations’ in health. With an incoming health (Labour)
administration in 1997, there was a reversal to the previous terminology, and a Green Paper with
the aim of tackling inequalities and unmet need (Department of Health 1998). This point about
terminology also reminds us of the vulnerability of only conducting debates about health within
a framework of constructivism — there is a risk that these debates are only about what we call the
world rather than about the reality of that world.

Over time there have been elaborations of this fourfold typology and the introduction of new
variables and factors. The debates about the causes of inequalities in health and illness have moved
beyond simplistic unitary explanations. They have incorporated more complex theories and con-
cepts from mainstream sociology and the sub-discipline of the sociology of health and illness, as
well as from other disciplines such as social epidemiology). The use of other indicators and proxies
for social class (e.g. the use of housing tenure and car ownership), which have produced similar
socio-economic gradients in health, has lessened the strength of the artefact explanation (Davey
Smith et al. 1990). The importance of time, biography and longitudinal life-course research (Mheen
et al. 1998; Shaw et al. 1998) and of ‘place’ (e.g. the types of spatial effects which may impact on
health status (Macintyre et al. 1993; Curtis and Jones 1998)) may act to reinforce a focus on the
inequalities in health status and health care operating within a locality.

Analyses which take an inter-sectorial approach draw on cultural and structural factors to
gain more of an understanding of how stratification shapes mental health and captures more of
the complexity described above. For example, the notion of ‘triple jeopardy’ points to the com-
bined risks to mental health produced by multiple minority statuses, such as gender, race and class
(Rosenfield 2012).

An understanding of mental health in society implicates the interaction of social structure and
personal agency: it is a both/and not an either/or form of analysis. It requires notions of social
capital, personal identity and the situated actions and decisions made by individuals, when exploring
health inequalities in the structural context of a material gradient of wealth and power, associated
with class membership. A lack of ‘social capital’ refers to ‘features of social life-networks, norms and
trust that enable participants to act together more effectively to pursue shared objectives’ (Putnam,
cited in Wilkinson 1996: 221) It implies that the quality of social relationships and, most importantly,
our perceptions of where we are relative to others in the social structure, are likely to be important
psycho-social mediators in the cause of inequalities in health (Wilkinson 1996).

Informed by this multi-factorial approach Nettleton and Burrows (1998) explored the experi-
ence of mortgage debt and insecure home ownership. They pointed to the way in which people’s
notion of home and home ownership are part of their sense of identity and aspirations, which
provide a basis for what Laing (1959) called ‘ontological security’. A threat to the latter may occur
when, for example, mortgage arrears impact negatively on an individual’s mental health.



24 A SOCIOLOGY OF MENTAL HEALTH AND ILLNESS

As part of this transition in theorizing about health inequalities more generally, greater
importance has been attributed to social-psychological factors as mediators in health inequalities
(Williams 1998) and emotions have come to be seen as central to the relationship between social
structure and health.

the fact that socio-economic factors now primarily affect health through psycho-social rather
than material pathways, places emotions centre-stage in the social patterning of disease and
disorder in advanced Western societies. In this sense, emotions, as existentially embodied
modes of being in the world and the sine qua non of causal reciprocity and exchange, provide
the ‘missing link’ between ‘personal troubles’ and broader ‘public issues’ of social structure.
(Williams 1998: 133)

One final point with regard to the broader research agenda relates to the changing notion of social
class and how it should be measured. In Britain there has been a wide recognition that the conven-
tional classification in operation during the late twentieth century now fails to reflect contempo-
rary social divisions or class structure. Not only has occupational structure changed but subjective
aspects of class identity were previously ignored. When questions are asked about social, cultural
and economic capital together, it is clear that a new classificatory system is implied. This is sug-
gested by the proposition of a seven-class model of social class, which more readily incorporates
contemporary social influences on social divisions. It draws heavily on the post-Marxian sociology
of Pierre Bourdieu, who describes in addition to economic resources two other important forms of
capital: social capital refers to social networks and cultural capital refers to one’s education, social
skills and confidence and our accumulated cultural artefacts (such as books and art works). The
proposed seven-class schema (Savage et al. 2013) consists of:

e  [Elite: the most privileged group in the UK, distinct from the other six classes through its
wealth. This group has the highest combined levels of economic, social and cultural capital.

e [Established middle class: the second wealthiest, scoring highly on all three forms of capi-
tal. The largest and most gregarious group, scoring second highest for cultural capital.

e Technical middle class: a small, distinctive new class group which is prosperous but
scores low for social and cultural capital. It is distinguished by its social isolation and
relative cultural apathy.

e New affluent workers: a young class group which is socially and culturally active, with a
middle range of income.

e Traditional working class: scores low on all forms of capital, but is not completely
deprived. When home owners, its members have reasonably high house values (this is the
oldest group).

e Emergent service workers: a new, young, urban group which is relatively poor but has
high social and cultural capital.

e Precariat, or precarious proletariat: the poorest, most deprived class, scoring low for
social and cultural capital. This reflects but replaces the older Marxian notion of the
‘lumpenproletariat’.

The status of having a mental health problem (usually considered to be a dependent rather inde-
pendent variable) could also be seen to form a social class of its own. If we take the notion that
class is a form of social stratification in which people are grouped into a set of hierarchical social
categories then those with mental health problems, particularly those with a diagnosis of schizo-
phrenia, can be accorded a particular shared status of being vulnerable to the vagaries of stigma-
tization by others in society and limited social opportunities (Pescosolido et al. 2013) and having
a lower life expectancy from birth and poorer physical health than others (Chang et al. 2011).
Another version of this proposal is that the social group of people with long-term mental health
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problems could be seen as a sub-class (of the ‘precariat’). The latter may be more plausible because
it does not reify dubious diagnostic groups (see Chapter 1) but simply recognizes that psychotic
functioning, for example, brings with it particular forms of marginalization and oppression in soci-
eties dominated by concerns of rationality and economic efficiency.

The relationship between social class and diagnosed mental illness

Despite attempts to change sociological classification, class remains a predictable correlate of
mental ill health, whether we adopt the new version noted above or default to older versions of
social stratification. Basically, the poorer a person is the more likely they are to have a mental
health problem. A class gradient is evident in mental health status across the bulk of the diagnostic
groups but it is not a neat inverse relationship. For example, affective disorders are diagnosed
fairly evenly in all social classes, whereas a very strong correlation exists between low social class
and the diagnosis of schizophrenia.

Faris and Dunham (1939) studied the intake of patients to hospital from different parts of
Chicago. They found higher rates of diagnosed schizophrenia, alcoholism and organic psychosis
in those groups from poor areas. The greatest difference was in the diagnosis of schizophre-
nia (seven times the rate for people from poor inner city districts compared with middle-class
suburban areas). The investigators concluded that the combination of poverty plus a lack of social
cohesion in a locality precipitated schizophrenic breakdown. They argued that those vulnerable to
breakdown are those who, for developmental reasons, became socially isolated during childhood.
The stress of poverty and social disorganization then pushes these vulnerable individuals into
psychosis. Faris (1944) then elaborated this ‘social isolation’ theory of schizophrenia.

After the Second World War, Dunham (1957) drew attention to several studies that confirmed
the role of social isolation in the aetiology of schizophrenia; there were exceptions, though.
Clausen and Kohn (1959) did not find the relationship between isolation and psychosis in the small
city of Hagerstown, Maryland. Also, Weinberg (1960), studying the histories of patients with a
diagnosis of schizophrenia, did not find a pattern of social isolation. Gerard and Houston (1953)
found that divorced and single people who already had a diagnosis of schizophrenia moved to
inner city areas. At this stage, the controversy over ‘social drift’ emerged. Its proponents argued
that mentally ill people drift into poverty. Its opponents argued that poverty precipitates illness.

Lapouse et al. (1956) and Hollingshead and Redlich (1958) did not find in their surveys that peo-
ple diagnosed as schizophrenic drifted into poor areas, but they confirmed the class gradient in the
diagnosis of schizophrenia. Overall, the early epidemiological evidence strongly pointed to an over-
representation of patients considered to have schizophrenia in lower-class samples (e.g. Tietze et al.
1941; Stein 1957; Goldberg and Morrison 1963). These patients were particularly over-represented at
the bottom of the social scale (Dunham 1964). The question is, why does this class gradient exist?

Broadly, there have been two competing hypotheses about why mental illness is diagnosed
more in poorer populations. The first is the ‘drift’ hypothesis and the other is the ‘opportunity and
stress’ hypothesis. The ‘drift’ hypothesis, which suggests that illness incapacitates social compe-
tence, has two aspects. One has already been mentioned — that psychotic patients perhaps drift into
poorer urban areas. The other is that patients drift down the social scale. Here the assumption is that
patients from all classes above that of the lowest stratum (the unskilled and the unemployed) who
become mentally ill cannot maintain their class position (because their impairments make them una-
ble to compete with those who are not patients) and they sink to the bottom of society, in class terms.

The different causal explanations vary according to the type of mental health problem under
investigation (Dohrenwend et al. 1992). However, there also appears to be compelling and com-
peting evidence that causation is a more significant influence than selection, in relation to the
diagnosis of schizophrenia, which is strongly affected by contextual factors operating in the urban
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environment (Krabbendam and van Os 2005). Thus when we think of the exogenous impact of the
patient’s environment, this includes the historical conditions of their family of origin and the cur-
rent conditions of social stress.

Investigations to date have not resolved the drift versus stress debate. The clear evidence
for the complexities of the intervening variables, together with analysis suggesting that both are
implicated makes this an increasingly irrelevant or irresolvable debate. For example, family of
origin is a key intervening variable which could mediate either genetic vulnerability (favouring the
social selection thesis) or neglect and abuse (favouring the social causation thesis). And of course
both might be operating in interaction in the families which eventually produce patients. Given
the mixed evidence for both, there have been some attempts to integrate elements of each of them.
For example, the mixed model of Kohn is assessed by Cochrane (1983). The hypothesis relating to
stress and opportunities suggests that these differentially affect lower-class people compared with
those from the middle and upper classes. The debate is kept alive because favouring one expla-
nation against the other reflects ideological concerns about the nature/nurture implications for
politics. For example, a nature focus favours eugenic and socially conservative arguments,
whereas a nurture arguments favours those of psycho-social determinism or environmentalism.

Srole et al. (1962) and Langer and Michael (1963) in their large-scale community surveys
of mental health in the USA found that lower-class people were more likely to have psychotic
symptoms and middle-class people were more likely to have neurotic symptoms. They accounted
for this difference in part by suggesting that middle-class children are over-inhibited compared
with their lower-class equivalents; their sexual and aggressive impulses were considered to be
more controlled. This was thought to lead to problems of anxiety and guilt appearing more often in
non-lower-class groups. Also, the emphasis on self and identity was found to be a stronger preoc-
cupation during upbringing in non-lower-class families. This may mean that a sense of identity is
stronger in these groups. By contrast, identity strength may be lower, on average, in lower-class
groups. People starting off in life lower down the social class ladder may be more readily vulner-
able to the loss and fragmentation of their sense of self and thus may become psychotic.

These speculations about psychological differences in upbringing and their consequences
(which resonate with our earlier discussion about life course and attachment styles) can be added to
the strong evidence about the material differences between classes in terms of contingent stress and
daily struggle. Poor people have to contend with the particular personal consequences of material
deprivation. In their locality they must endure higher stress from crime, traffic and dirt, and their
home conditions are more likely to be cramped. Their diet and physical health will tend to be inferior
to those further up the class scale. They will be vulnerable to unemployment more often and the jobs
they obtain will lack a sense of personal control. All these factors will contribute to lower levels of
self-worth and esteem. Such patients are more likely to stay as inpatients for longer periods of time
and thus become more severely disabled from re-entering society (Hardt and Feinhandler 1959).

The evidence from social psychiatric follow-ups of patients with diagnoses of schizophrenia
shows that the more opportunities individuals have for employment the better their prognoses.
Indeed, socio-economic conditions may be a better predictor of recovery than access to treatment;
even optimal treatment (Ciompi 1984; Warner 1985; 2003). Also, the point about esteem or rela-
tive self-worth has been confirmed in studies looking at quality of life in different classes. While
people in all classes have negative experiences, the proportion of these to positive experiences
decreases with increasing class position. For instance, Phillips (1968) found no class differences in
the reporting of negative experiences. There were, however, significant differences in the presence
of positive experiences between high- and low-class respondents. The former were twice as likely
as the latter to report feeling excited, proud or interested by an event during the last month than
the latter. Phillips then concluded that lower-class people have fewer positive experiences to buffer
themselves against life’s stresses, which makes them more vulnerable to mental distress.
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This is consistent with the findings of the longitudinal study of Myers (1975). It was found
that, in all social classes, the greater the number of life events, both positive and negative, the
greater the probability of psychiatric symptoms appearing. But non-lower-class people experi-
enced a greater proportion of positive events and this led to them being buffered from symptom
formation more often than lower-class people. So, while it can be demonstrated unequivocally that
social stress is correlated with social class, the evidence is still not clear about its causal role in
schizophrenia. The epidemiological evidence from social psychiatry seems to point strongly at the
role of social stress in recovery and relapse, but this is not the same as deducing that social stres-
sors actually cause schizophrenia. As we will see later (Chapter 5), the clear traumatic stress of
sexual abuse raises the probability of most forms of psychiatric morbidity except for the diagnosis
of schizophrenia. This role of stress in relapse, rather than aetiology, may account for the preva-
lence of schizophrenia being affected by social stress (but not for the incidence of first episodes)
and may explain why lower-class patients recover less frequently.

In the case of depression and anxiety the relationship between current and past adversity
seems fairly clear (both past and current adversity increase the chances of symptoms of ‘common
mental disorders’). However, despite this broad truism there remain methodological debates in this
field of inquiry. Socio-economic inequality in depression is heterogeneous and varies according
to the way psychiatric disorder is measured, the definition and measurement of socio-economic
status, and contextual features, such as region and time (Lorant et al. 2003). There are other dif-
ferentiations to note as well when we go beyond the general point about social adversity and
symptoms. For example, Stansfeld et al. (2003) found that work is the main determinant of inequal-
ities in depressive symptoms in men, and work and material disadvantage are equally important
in explaining inequalities in depressive symptoms in women, while health behaviours are more
important for explaining inequalities in physical functioning (such as cardiovascular disease).

Wiggins et al. (2004) examined the link between common psychiatric symptoms and work.
They found a complex relationship of social class to anxiety and depression linked to changing
employment status. They examined three different ways of describing social position: (i) income;
(ii) social advantage and lifestyle; and (iii) social class. They found a relationship between mental
health and social position, when the latter was combined with employment status. This relation
itself varied according to a person’s psychological health in recent times. They concluded that the
relation between social position and minor psychiatric morbidity depended on whether or not a
person was employed, unemployed or economically inactive. The relation was more evident in
those with previously poorer psychological health. Among economically active men and women
in good health, mental health varied little according to social class, status or income. There was a
traditional social gradient in psychiatric symptoms in those in work. However, in the unemployed
group, a reverse gradient was found: the impact of unemployment on symptoms was greater for
those who were previously in a more advantaged social class position.

Social capital and mental health

In many epidemiological studies there has been a tendency to treat the socio-economic status of
individuals as a proxy for the social contexts in which they live (and vice versa). For example, we
assume that poor people only live in poor areas and in poor areas there are only poor people. How-
ever, this can lead to the ‘ecological fallacy’ — the mistake of assuming that there are no individual
class differences within specified localities. This fallacy may be particularly evident in large cities,
such as London, containing many socially ‘mixed’ areas. We explore the impact of place further
in Chapter 6 but here we can note that where we live is one factor that determines the quality and
extent of our immediate networks. Relationships are a good predictor of both the emergence and
re-emergence of mental health problems (and inversely explain much of the time why people do
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not develop such problems). Significant others in our lives emerge first in our families and school
during childhood and remain in various degrees later in adulthood, when friends, neighbours,
work colleagues and others enlarge or displace those developments. We can think of these as
social networks and a related favoured concept in sociology is that of social capital.

Social capital is a construct linking social ties with the broader social structure. These ties
might be bonds between family members or links with others in a locality or extended community:
neighbours, or those with a shared interest in an activity (Portes 1998). At an individual level
‘cognitive social capital’ describes the values, attitudes and beliefs that produce co-operative
behaviour (Colletta and Cullen 2000). Other definitions emphasize structural- or institutional-level
processes; for example, ‘collective efficacy’, ‘trust’, participation in voluntary organizations and
social integration for mutual benefit (Lochner et al. 1999). There has been an increasing refinement
of what we mean by ‘social capital’, as it is increasingly used as a measured social determinant of
health. There have been distinctions made between ‘structural social capital’, which refers to social
action or what people actually do (e.g. participation in aspects of civil society), and ‘cognitive
social capital’, which refers to what people feel (e.g. the trust one has in other people; reciprocity
between people) (Harpham 2008). In relation to mental health specifically, it is the latter that may
be more important. For example, a low availability of cognitive social capital, measured by levels
of trust, has been associated with depression (Fujiwara and Kawachi 2008).

Notwithstanding these finer grained distinctions, generating or regenerating social capital
is assumed broadly to be good for mental health. Focusing on repairing the breakdown of trust
networks and relationships in an area is assumed to help reverse the processes of social exclusion.
Thus the notion of partnership is commonly advocated — at a structural level between agencies,
and between social groups and social agencies. However, the obstacles to this communitarian
vision of community healing are power discrepancies and barriers. Individuals within localities
may not view community organizations or networks as representative of their interests or needs
and therefore may be reluctant to engage in partnerships.

Equally, confidence in the benefits or outcomes of increased social capital is contested. The
protective effect vis-a-vis mental health is not necessarily uniform across social groups, leading
to counter-intuitive outcomes. For example, Kawachi and Berkman (2001) suggest that gender dif-
ferences in support derived from social network participation may partly account for the higher
prevalence of psychological distress among women compared to men. Social connections may
paradoxically increase levels of symptoms among women with low resources, especially if such
connections entail role strain associated with obligations to provide social support to others.

Probably the most important and recurrent criticism of social capital, as a focus for social
reform strategy, is that it diverts attention from the need to reverse structural inequalities. Politi-
cians can use it to claim the credit for social improvements, without any fiscal consequences for
spending or political consequences for the ownership of the means of production. Indeed, the link-
age of social capital to economic efficiency and its health benefits tempt the politician with the
prospect of actual savings for the State. This emphasis on process reform rather than structural
reform was a feature of New Labour policies after 1997. An indication that it reflected an adapta-
tion of capitalism is that the political importance of social capital was also endorsed by the World
Bank (Colletta and Cullen 2000). Muntaner et al. (2001: 214) suggest that social capital:

presents itself as an alternative to materialist structural inequalities (class, gender and race)
and invokes a romanticized view of communities without social conflict . . . social capital
is used in public health as an alternative to both state-centred economic re-distribution and
party politics, and represents a potential privatization of both economics and policies.

Moreover the causal role of social capital in supporting well-being and preventing mental illness
may not be as great as its advocates suggest. Ziersch et al. (2005) found that socio-economic
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factors were of relatively greater importance in determining mental health than social capital vari-
ables. Higher-income level and educational achievement were related to better mental health, and
mental health was found to be higher within older age groups.

Similarly, Browning and Cagney (2003) found that affluence is a precursor to residential sta-
bility and its associated mental health benefits. The class bias is also supported by Stafford et al.
(2008), who found that the link between neighbourhood social capital and common mental disor-
ders is only evident for those living in deprived circumstances. Bridging social capital (intimate
contact among local friends) was found to be associated with lower reporting of symptoms, while
bonding social capital (where people are attached to their local neighbourhood) was found to
be associated with a higher reporting of symptoms. This raises the possibility that subjectively
this attachment to place might constitute a form of entrapment (the latter being linked to symptom
formation). Araya et al. (2006) found that the contextual feature of the social and built environ-
ment did not have an impact on measures of depression but that trust and social cohesion were
correlated with better mental health scores. This suggests that while elements of social capital
are likely to be important in protecting against mental health problems in policy terms, initiatives
probably need to be targeted on very specific aspects of social capital and to keep centre stage the
relationship between socio-economic disadvantage and mental health.

The metaphors and language associated with ‘social capital’ are also important to consider if
they are favoured by sociologists. Cohen and Prusak (2001) claim that the language of ‘social capi-
tal’ denotes the reduction of relationships to their financial value: forms of investment, rather than
ordinary human processes. Nonetheless, sociologists continue to use ‘capital’ in a fluid way, as a
linguistic resource. For example, Bourdieu’s work on ‘habitus’ emphasizes the role played by vari-
ous forms of capital (economic, social, cultural and symbolic) in perpetuating social inequalities
(Williams 1995; Bourdieu 1997). Above we noted the influence of Bourdieu in the recent revision of
the classification of social class by British sociologists.

The relationship between poverty and mental health status

The discussion above seems to indicate that poverty should remain a strong causal focus in our under-
standing of mental health status. This focus allows us to explore the interaction between disempower-
ment and material deprivation. For example, if depressed groups are studied, black people are more
severely depressed than their white counterparts with low socio-economic status (Biafora 1995). This
could be accounted for by the double impact of oppression in this group (being poor and black).

Evidence of the link between poverty and mental health is evident in relation to other social
groupings. A number of empirical examples demonstrate this point. A study in Scotland found that
financially deprived young people were twice as likely to commit suicide as their peers in more
affluent localities (McLoone 1996). Brown and Moran (1997) found that single mothers had poorer
mental health than those with partners. They were also twice as likely to suffer financial hardship
even though they were also twice as likely to be in some form of full-time employment. These vul-
nerable mothers were trapped in conditions of poverty and isolation. Reading and Reynolds (2001)
found that anxiety about debt was the best predictor of depressive symptoms in poor families.
There is consistent evidence that people facing hunger, debt and living in poor or overcrowded
housing have very high levels of mental health problems (Drentea and Reynolds 2012). It is still
overwhelmingly the case that, at an individual level, fewer material assets and economic inactivity
are strongly associated with depression whatever the country-level income (Rai et al. 2013).

An analytical advantage of focusing on poverty, rather than social class per se, is that it helps
us to clarify a contradiction about mental health service utilization. Generally, in health care there
is an ‘inverse care law’ — that is, access to health care increases with increasing class status. How-
ever, the reverse appears to be the case in mental health care systems. While there are problems
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for disadvantaged groups accessing desirable interventions, such as some psychological therapies
(Gask et al. 2012), psychiatric services, especially inpatient care, are dominated by patients from
low-social-class backgrounds.

Superficially this might suggest that those with the greatest need are being responded to. That
is, given that poor people are more likely to be diagnosed as mentally ill, services are responding
to their need. However, there is a problem with this logic. While most health care interventions are
voluntary and ameliorative in intent in their response to the needs of sick people, in psychiatric
services, involuntary detention and treatment are never far away. A proportion of patients are
being forcibly detained and treated by the use of therapeutic law, some are notionally voluntary
but de facto detainees, and others are genuinely voluntary but exist in a service context where the
threat of coercion is ever present (Rogers 1993).

In the light of these peculiar features about psychiatry, it might be more accurate to con-
ceptualize mental health work, in part at least, as part of a wider state apparatus which controls
the social problems associated with poverty (what has been increasingly called the ‘underclass’).
Once conceived in this way, it lowers our expectations that service contact should necessarily be
about aiming for, or achieving, a gain in the mental health status of service recipients, given that
the latent, and sometimes the explicit, function of psychiatry is that of successful coercive social
control. The latter entails mental health services serving the interests of parties (such as relatives
and strangers in the street) other than the patients they contain and treat.

Thus, poverty is an important focus for understanding the relationship between social class
and mental health because it highlights the social control role of psychiatry in response to certain
types of social crises and deviance. The social consequences of poverty become a dimension of
understanding mental health in society. Poverty is also important in understanding the social ante-
cedents of madness and psychological distress. These antecedents include interactions with other
forms of oppression (such as racism, discussed above), the stress of poor living conditions and the
impact of labour market disadvantage.

Relative deprivation has a greater impact on morbidity and GP consultation for stress-related
conditions such as depression, anxiety and headache/migraine. For all these conditions, higher
levels of self-reported morbidity and a greater probability of consulting the doctor are associated
with a cluster of social disadvantages — living in rented accommodation, unemployment, younger
age and lower educational status.

Labour market disadvantage and mental health

Reviews of the evidence on the impact of labour market disadvantage on mental health have found
that unemployment has a predictable negative toll on both the unemployed individuals and their
family members (Kasl et al. 1998). However, it is not a simple matter of unemployment being bad
for a person’s mental health and employment being good. Employment can bring with it stressors,
as well as buffers, in relation to psychological well-being. Elsewhere (Rogers and Pilgrim 2003) we
have explored this complexity, which can be summarized in the following points:

e  Optimal mental health is correlated with secure, well-paid work, in which the worker has
control over his or her tasks. While unemployed people have poorer mental health, those
who are ‘inadequately employed’ (i.e. poorly paid, insecure and with unsatisfying tasks)
have the poorest mental health (Dooley et al. 2000).

e This pattern of a hierarchy of mental health in relation to employment status (good work
conditions being the best, poor work conditions being the worst and unemployment being
in between) has been confirmed by longitudinal studies looking at changes of employ-
ment and their mental health impact (Kasl et al. 1998).

e Having a mental health problem is correlated with labour market disadvantage. For exam-
ple, only one in four psychotic patients outside of their acute episodes are in employment
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and they are three times more likely to be unemployed than physically disabled people
(Sayce 2000).

e The direction of causality between these findings is not always easy to trace, For exam-
ple, depressed patients may lack the motivation and confidence to work (their primary
disability renders them unfit for work). At the same time, there is strong evidence that
psychiatric patients who are fit to work face predictable discrimination from employers
(Sayce 2000).

The link between labour disadvantage and mental health has gained considerable traction in offi-
cial mental health policy, with some economists and psychologists arguing that increasing access
to psychological therapies is cost-effective. The investment not only ameliorates distress at the
individual level if successful but there is an aggregate economic impact; it reduces the costs associ-
ated with depression and anxiety caused by increased welfare benefits. Moreover, if the point in the
economic cycle is one in which work is available then tax revenues accrue from a return to work of
patients and increased productivity created by those previously incapacitated through anxiety or
depression (Layard et al. 2006). However, as some have pointed out this sort of policy initiative pre-
ceded the global financial crisis of 2008. Moreover, it individualizes and medicalizes distress rather
than exploring its intelligibility in its social context (Teghtsoonian 2009; Pilgrim and Carey 2010).

Housing and mental health

The second broad set of antecedent factors relates not to employment status but to accommoda-
tion. However, it is important to note that while these are discussed separately here from employ-
ment factors for convenience, they are co-present and additive in the lives of many poor people.
The following main points can be made about the link between housing and mental health:

e  Poor accommodation produces stress reactions in inhabitants (Hunt 1990; Hyndman
1990).

e  Some researchers have argued that mental health problems lead to homelessness rather
than the poverty on the streets being a stressor which provokes mental ill health (Bassuk
et al. 1984). Others argue that the reverse is the case (Hamid 1991).

e Arguments about the direction of causality at times have been driven by professional inter-
ests to retain psychiatric beds. Snow et al. (1986) undertook ethnographic fieldwork to
assess the mental health status of homeless people and found, using standard diagnostic
criteria, that only 15 per cent of a population of 991 were considered to be mentally ill. This
empirical picture can be contrasted with the catastrophic discourse about deinstitution-
alization in those who lobbied to retain large-scale hospitalization of psychiatric patients
which over-emphasized prevalence in homeless populations. For example, one British
pressure group in the early 1990s in favour of retaining the mass segregation of patients
(Concern) argued that 40-50 per cent of the homeless population was mentally ill and,
moreover, that prison populations had grown in response to hospital closure (see Page and
Powell 1991). The latter collection also contained articles emphasizing the need to retain
the Victorian asylums and the highly dangerous nature of madness (Hollander 1991).

e  While homeless people are no more likely to be psychotic than other poor people, they
are more likely to suffer from reactive depression (Gory et al. 1990) and they do have
high rates of substance misuse (Toro 1998). Indeed, substance misuse seems to be a good
predictor of homeless status, whether or not an individual has a mental health problem
(note the ambiguity here of ‘substance misuse’ itself being classified as a mental disorder
under DSM and ICD). According to Teeson et al. (2000), in a cross-national review of the
topic, 256-50 per cent of women and 50-75 per cent of men who are homeless also abuse
substances.
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e The small minority of homeless patients who are both psychotic and abuse substances
represents a particularly vulnerable group. They are prone to both self-neglect and vio-
lence (Soyka 2000).

e  Psychiatric epidemiology suggests that homeless populations have different ‘symptom
profiles’ than other poor (housed) groups. Homeless people are more likely to abuse sub-
stances and fulfil criteria for anti-social personality disorder (North et al. 1997). Moreo-
ver, when homeless and housed psychotic patients are studied it is found that the former
are more likely to have troubled social histories, including abuse and conduct disorders
in childhood, criminal activity and substance misuse (Odell and Commander 2000).

e  Homeless young people have higher levels of mental health problems than young people
in stable accommodation. This highlights the experience of mental health problems often
beginning in childhood with links to family breakdown, parental abuse and violence, and
poor levels of educational achievement. Taking a symptom approach to identification
and amelioration of mental health problems among homeless people may exacerbate
rather than ameliorate mental health problems. Young homeless people do not associate
positively with facilities labelled ‘mental health services’ (O'Reilly et al. 2009).

The economic crisis after 2008 pushed to the forefront the role played by the sudden collapse of
the lending market on mortgage repayments and its impact on mental health. Indeed, housing
market processes (‘the sub-prime crisis’) have now come to actually constitute the global crisis in
popular discourse. This reminds us that the basic need for available shelter for all human beings is
a precondition of their well-being.

Social class and mental health professionalism

A set of factors reinforce (rather than singularly create) class differences in mental health status. A
number of studies have focused on the impact of the ‘cultural gap’ which can exist between clients
and their treating mental health professionals (Horwitz 1983). The latter concept refers to more than
class differences as it can implicate race and ethnicity as well as age, gender and sexuality. However,
class is an important consideration when people with mental health problems engage with profes-
sional services. Poor patients are more likely to receive a diagnosis of schizophrenia than richer
patients, who are more likely to receive a less stigmatizing neurotic label such as one of the affec-
tive disorders (depression, mania or manic-depression). Poorer patients are more likely to receive
biological treatments than psychological treatments. Poorer patients are less likely to be referred
for psychotherapy, are rejected more often on assessment by specialists and drop out of treatment
earlier (Pilgrim 1997a). Poorer patients are more likely to be treated coercively than voluntarily.

Some of this picture could be accounted for by the simple issue of raised incidence of severe
mental health problems in poor populations — in other words, the more severe mental illness pro-
file of the latter warrants greater levels of coercion and biological treatments in mental health
service responses. Sedgwick (1982) warned of the dangers inherent in social constructivist argu-
ments in this regard. He commented that some critics of psychiatry wanted it both ways: on the
one hand they argued that adverse material conditions cause severe mental illness (warranting
more psychiatric services) and, on the other, they deconstructed, and thereby undermined, the
legitimacy of diagnostic data demonstrating this causal relationship. They also complained of the
social control role of psychiatric professionals.

However, as we noted in Chapter 1, constructivism and causationism can be reconciled. It is
logically quite feasible that the material conditions of poverty raise the probability of mental dis-
tress in a population, and that professional interests are at play and, within this, the role and ‘world
views’ of psychiatric professionals. This might include the class and cognitive interests of mental
health professionals operating when they respond to low-class patients in contact with services,
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and formulate this distress in bio-medical terms or in the thinly veiled value judgements of psy-
chological interpretations. For example, clinicians tend to interpret psychometric test responses
from lower socio-economic groups as reflecting greater psychopathology than similar responses
from middle-class clients. Also, growing conditions of poverty significantly affects how people
perform on tests of abstract thinking, intelligence and academic achievement (Franks 1993).

Taken together, these processes point to both causal and constructed influences upon poor
clients in service contact. However, the influence of knowledge about the impact of social class on
the generation of mental health problems on professional socialization and subsequent manage-
ment of patients is also evident. A study of GPs’ perspectives showed that, rather than a diagnostic
category, GPs working in deprived areas conceptualized depression as an everyday problem of
practice. For patients living in socio-economically deprived environments, the problems associ-
ated with depression were seen to be insoluble, with the presentation of depression viewed as a
common and normal response to life events or the environment within which people lived. This
compared to GPs serving a less deprived population, who saw depression as a treatable illness and
as rewarding work.

Poverty and other class-related phenomena remain neglected areas in the training of mental
health professionals, with the latter not being exposed to the narratives of poverty, oppression and
daily struggle which would sensitize them to the needs of their client group. Schnitzer (1996) sug-
gests that mental health professionals typically question the responsibility, cognitive competence
and moral sensitivity of poorer clients. This may reflect not just the secondary socialization (in their
training) of mental health professionals but also their primary socialization (in their class of origin).

A number of commentators have pointed to the absence of notions of class and inequality
in disciplinary knowledge which underpin mental health professionals’ practice. For example, in
mainstream psychiatry and psychology textbooks class, racial and gender inequalities receive lit-
tle attention. Power inequalities are then marginalized and are seen as having little to do with psy-
chiatric vulnerability or psychiatric management more generally (Horsfall 1997). Ussher (1994)
points to the narrow focus of mainstream clinical psychology models, such as behavioural therapy
and CBT, which ignore class at the level of both theory and practice.

Lay views about mental health and social class

While there has been a social psychiatric epidemiology which maps the relationship between social
variations and mental health, the views of people within different classes about the topic of mental
health and social class has, until recently, been a relatively neglected area. As we have outlined
above there is an extensive literature which maps and puts forward explanations for differences
between groups in the population in terms of mental health status. Traditionally, there has been
little interest in how people themselves construed their distress and oppression. However, more
recently, there has been a growing interest in the understanding of lay knowledge. One of the
arguments for this greater concentration is to augment gaps in professional knowledge about how
ordinary people understand their health.

Blaxter (1990) has explored the views that people have about inequalities in health in general.
In relation to mental health, lay people tend to adopt a relative, rather than absolute, view of men-
tal health and social causation (Rogers and Pilgrim 1997). People in all social classes tend to view
money problems as a central feature of mental well-being — though those from more middle-class
backgrounds identify it as being more of a problem for working-class families. Similarly, work
stress and stress related to common life events, such as bereavement and birth, were considered
by working-class respondents to affect people similarly, albeit in different ways.

Perceptions of lay knowledge about help-seeking are also important. The expectations of
patients and prospective patients shape demand for, and use of, formal services. For example, in
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primary care settings lay people provide accounts of help-seeking about mental health problems
which are different from those offered by GPs (Pilgrim et al. 1997). Professionals emphasize diag-
nostic categories (like depression) based upon a symptom approach to presenting problems. By con-
trast, patients themselves understand their problems within a unique biographical context situated
in time and place. These attributions within a life story include factors such as poverty, employment
and unemployment, domestic violence and life events (like birth and death in the family).

Blaxter (1997) found that social inequality in health is not a topic that is very prominent in
lay presentations, particularly among those who are most likely to be exposed to disadvantaging
environments. Blaxter notes the way in which accounts of social identity have the potential to be
self-devaluing, through the act of explicitly labelling and acknowledging inequality and poverty.
Resistance to talk of class, in her respondents, was displaced by accounts of individual, private
experience. Class was discussed though in more impersonal discussions of health as a wider social
or political phenomenon.

Blaxter’s work lends qualified support to the ‘individualization thesis’: demonstrable objective
inequalities in health are not reproduced subjectively by the actors they apply to, in the personal
accounts given in qualitative research or in focus group discussions. Class identity and health are
negotiated in lay talk as participants shift argumentatively back and forth between competing
positions, and public and private realms, in the attempt to make sense of health and illness (Bolam
et al. 2004).

Discussion

Some disease categories such as ‘schizophrenia’ have been subjected to persuasive critical decon-
struction. For example, this diagnosis has been criticized for its lack of aetiological specificity,
its lack of predictive validity and its lack of inter-rater reliability (Bentall et al. 1988). It is a ‘dis-
junctive’ diagnosis: that is, two patients called ‘schizophrenic’ may have no symptoms in com-
mon (Bannister 1968). Some historians of the concept (Boyle 1991) have even demonstrated that
the symptom profiles recorded in the late nineteenth century — when Kraepelin and Bleuler con-
structed the disease entity, first called ‘dementia praecox’ and then ‘schizophrenia’ — bear little
relationship to the first-rank symptoms that psychiatrists currently use in their diagnoses. In other
words, the features of patients given the diagnosis of schizophrenia at its conceptual inception
were not the same as those with the same label today.

These conceptual problems with ‘schizophrenia’ are raised in this chapter because the diag-
nosis has been at the heart of the case for a class gradient in mental health. If the concept of
schizophrenia is discredited by the critiques outlined, does this undermine our confidence in social
causationist claims from over 60 years of social psychiatric research? Also, we need to be aware,
when examining the relationship between social class and mental health, that the concept has itself
become increasingly problematized within sociology. With the decline in the centrality of Marxism
within social theory and its replacement by a mixture of other currents including feminism and
post-structuralism, social class appears less frequently in the literature or is problematized by non-
Marxists when discussing social stratification and societal disadvantage. Reflecting this trend,
in the first edition of this book in 1993 we provided only a section, not a whole chapter, on the
topic. Parker et al. (1995: 46) in their social-constructivist critique of psychopathology raised an
important point to consider about reducing class to an individualized variable, which can exclude
a discussion of social processes. Moreover, sociological descriptions of social class divisions or
groupings (poor/rich, employed/unemployed and so on) do not automatically connote inequality.

Turner (1986) pointed out that terms such as ‘inequality’ or ‘oppression’ require that empirically
described social divisions are then understood within an ideological framework of value judge-
ments. Conservative political values emphasize individual freedom rather than the minimization of
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social divisions. The notion of ‘oppression’ is more likely to be individualized within conservative
ideology and not seen as a matter of social justice. (For this reason some conservative libertar-
ians might champion the civil liberties of the mad who are constrained by the State.) The notion of
‘exploitation’ is obvious to the left-wing critic of capitalism but to its conservative supporters it is
simply and laudably a matter of employers providing work for others. Earlier we also noted how
conservative politicians previously showed a preference for the term ‘health variation’ rather than
‘health inequality’.

These tensions highlight a problem as well for radical social constructivists. A critical real-
ist paradigm would argue that there is an irreducible materiality to poverty, which is not open to
semantic manipulation or various constructions, a point made well by Pilger (1989). Pilger high-
lights the thrust of his argument about poverty by citing the humorist Jules Feiffer thus:

I used to think that I was poor. Then they told me that [ wasn’t poor, I was needy. Then they
told me it was self-defeating to think of myself as needy. I was deprived. Then they told me
deprived was a bad image. I was underprivileged. Then they told me under-privileged was
over used. I was disadvantaged. I still don’t have a cent but [ have a great vocabulary.
(Feiffer, cited in Pilger 1989: 313)

This humorous point is used here seriously to indicate that arguments about the relationship between
concepts (or ‘constructions’) and reality need to be understood in relation to both psychiatry and
sociology. Psychiatry may well confuse the map with territory at times (with dubious diagnoses
such as ‘schizophrenia’ or ‘depression’). At the same time, lay people as well as professionals can
consistently spot when their contemporary rules of social convention are broken and when others
are mad or miserable (see Chapter 3). Similarly, Turner may be correct to argue that social divisions
do not automatically connote inequality, but empty pockets and empty bellies are material realities.

Currently there is a split between one type of literature on inequalities in mental health status
and another on the inequalities that service contact might perpetuate. However, as we have dis-
cussed earlier, there is evidence that service contact brings with it risks that can have a sustained
negative impact on mental health or indeed be a path for exploring how to reverse inequalities. A
better understanding of the relationship between service contact and its impact on quality of life
and psychological distress would illuminate further our understanding of one aspect of the multi-
factorial interaction noted earlier.

Apart from the displacement of Marxism as the central discursive focus of class within sociol-
ogy, societal changes have brought with them difficulties in thinking simply about the concept and
formulating and conducting empirical projects. For example, the traditional use of the Registrar
General’s classifications system has become less and less meaningful. Women can no longer be
conceptualized as sharing their husband’s class status — not just because this is now ideologically
rejected in the wake of feminism but because marriage has declined in popularity (so it fails to
capture the range of forms of interdependent cohabitation). Also women, not men, numerically
now dominate the labour market.

Moreover, the old pyramid notion of class structure has been found wanting because of its
lack of attention to the relevance of cultural capital and other dimensions other than wealth which
are central to contemporary stratification (Savage et al. 2013). Thus, the notion of oppression,
which was previously associated mainly, or singularly, with low social class within Marxian soci-
ology, has been linked to other social groups independent of their class position — women, black
people, people with physical disabilities, people with learning difficulties, gay people, older people
and, of particular relevance to this book, people with mental health problems.

Given the conceptual problems within both psychiatric epidemiology, discussed earlier, and
the contested concept of class within sociology, we can make only very broad confident state-
ments about social class and mental health. For example, it is safe to say that poverty contains
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causal influences which both create and exacerbate mental health problems. We cannot say defini-
tively, however, that ‘poverty causes schizophrenia’. We can say that being poorly employed or
homeless increases the probability of mental health problem development, although we cannot,
with certainty, say that this person has a mental health problem because they are poorly employed
or homeless. We can say that the oppression and powerlessness, associated with low social class,
disadvantage poor people during mental health service contact (they are more likely to have inter-
ventions imposed upon them and be treated with biological treatments than those in a higher class
position), but we cannot say that these discriminatory service eventualities are only attributable
to social class, because other variables, such as race or gender, might be alternative or coexisting
determinants of professional action.

Additionally, evidence changes over time and the picture of class inequalities and mental
health fluctuates. Greater awareness of social class differences on the part of professionals may
act to change the pattern of class bias. For example, in contrast to earlier evidence, a more recent
picture provided by Weich et al. (2007) suggested that there were few socio-economic differences
in the allocation of therapies. This suggests the absence of an inverse care law as far as treatment
in primary care is concerned. It maybe the greater awareness of social class differences in primary
care (discussed above) means that in this health setting at least social class differences are dimin-
ishing over time.

However, notwithstanding the matter of access to therapy, the matter of material disad-
vantage remains salient. A tacit understanding of the material, psychological and social ‘costs’
of engagement by patients and health professionals still influence decisions to seek and offer
help. These costs are proportionally higher in deprived, marginalized and minority communities,
where individual resources are limited and the stigma attached to mental ill-health is higher
(Lamb et al. 2012).

Questions

1 Does poverty cause schizophrenia?

Why are richer people mentally healthier than poorer people?

Discuss the relationship between housing and mental health problems.

Discuss lay views about mental health and social class.

Have changes in sociological interest in social class produced changes in sociological work on

mental health and illness?

6 What are the strengths and weaknesses of the concept of ‘social capital’ in understanding
mental health status?

o b~ WN

For discussion

Think about people you know who have had mental health problems and discuss ways in which their
social class background may have affected their lives.



3  Gender, sexuality and mental health

Chapter overview

Most of the discussion about mental health and gender has tended to focus on women. This
chapter reflects this in both the sociological discourse and social psychiatric research reported.
However, in addition, the question of men, mental health and psychiatry is addressed. The latter
has emerged in recent sociological interest in masculinity. For example, a recent analysis of dis-
courses on suicide has suggested a link with masculinity. In applying the concept of hegemonic
masculinity Scourfield (2005) suggests that ‘suicidal masculinities’ result from men losing access
to ‘patriarchal privileges’ and that important areas for understanding male suicide relate to honour,
emotional literacy and control of others.

There are many areas in which gender and mental health intersect. For example, in the area
of treatment response, sociologists have shown how gendered categories and responses reveal
embodied relations of affect and social conditions that underlie responses to treatment (e.g. ‘work-
ing on the emotional self’). These differ from the neurochemical narrative favoured by the tradi-
tional ‘marketized’ portrayal of drug response (Fullagar and O’Brien 2013). However, in this chapter
we focus on a specific set of mental health topics:

e gender bias and representation of men and women in psychiatric diagnosis;

¢ the question of whether society causes excessive female mental illness;

e whether female over-representation in statistics about mental health is a measurement artefact;
e whether women are labelled as mentally ill more often than men;

e men, dangerousness and mental health services;

e masculinity and femininity;

e gender and sexuality.

The over-representation of women in psychiatric diagnosis

Although most academic attention about the topic of this chapter has focused on women and mental
health, the study of gender is a comparative exercise in which the relationship of men and women to
psychiatry requires exploration. Overall, women receive a psychiatric diagnosis more often than men.
However, diagnosis is gendered as is the site in which it tends to take place. For example, in tertiary
services, such as medium- and maximum-security hospitals, men, not women, are over-represented.
In secondary services (acute psychiatric units in local general hospitals) gender differences are not
significant. The bulk of the diagnostic practices leading to overall female representation are accounted
for by ‘common mental disorders’. The latter are mainly diagnosed and responded to in primary care
settings. The majority of those diagnosed are not referred to specialist mental health services.
Turning from overall numbers to type of diagnosis, a gendered pattern is evident:

1  Some diagnoses are not gendered, such as those of schizophrenia and bi-polar disorder
(Mitchell et al. 2004), though in the former case it is diagnosed on average 5 years earlier
in young men (Gelder et al. 2001).

2 Some diagnoses are inevitably limited to women, such as post-natal depression and
post-partum psychosis. Some of these referring to the emotional concomitants of
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menstruation and the menopause are contentious and some groups of women reject medi-
cal labelling around menopause in its entirety (Edge and Rogers 2005).

3 Some diagnoses are overwhelmingly female, such as anorexia nervosa and bulimia ner-
vosa (Van Hoecken et al. 1998).

4 Some diagnoses are overwhelmingly male, such as anti-social personality disorder (Tyrer
2000). The great majority of sex offenders (whether or not their conduct is classified as a
psychiatric condition) are men.

5  Some diagnoses are more likely in men than women, such as substance misuse (Meltzer
et al. 1994).

6  Some diagnoses are more likely in women than men, such as anxiety states, depression
and post-traumatic stress disorder (Fryers et al. 2004). Because women live longer than
men higher female prevalence rates for both dementia and depression in old age also
make a contribution to female over-representation.

Thus, female patients in points 2 and 3, and especially 6, account for the overall over-representation
of women in psychiatric statistics. The above list summarizes the picture in North America and Europe.
However, there are substantial international differences, which highlight the problem of taking psy-
chiatric positivism at face value. For example, eating disorders are virtually unknown in developing
countries (where the main challenge regarding food is not its refusal but its availability). In another
example, in China (contra the Western picture) women are diagnosed as suffering from mental ill-
ness more often than men but in a different way. The prevalence of depression and neurotic disorders
is lower in Chinese than Western women. However, the prevalence of the diagnosis of schizophrenia
is significantly higher for women than men in China, which might be accounted for by the cultural ten-
dency in that country for women to be disvalued and coercively controlled (Pearson 1995).

In a Western context community surveys since the 1970s have consistently confirmed point 6 on
the list above. For example, Walter Gove and his colleagues, focusing on higher rates among mar-
ried women than men, claim that women experience psychological distress more than men (Gove
and Tudor 1972). Blaxter (1990) also found that, throughout the life-span, women report greater
psycho-social malaise than men, and the gap between the sexes increases in older people. Blaxter’s
self-reported factors included depression, worry, sleep disturbances and feelings of strain. A large
international study using the World Health Organization (WHO) Composite International Diagnostic
Interview assessed the lifetime prevalence and age at onset of mental health problems, including
anxiety, mood and substance disorders. It found gendered differences in mental health in all coun-
tries. Women had more diagnoses of anxiety and mood disorders than men, and men had more ‘exter-
nalizing’ and substance disorders than women. However, the researchers also found a narrowing in
recent cohorts of rates of diagnosed major depression and substance misuse (Seedat et al. 2009).

How, then, can this apparent excess of female over male ‘mental illness’ be explained? The
reasons for the over-representation of women in mental health statistics are highly contested, with
a number of competing explanations being evident in the literature. These explanations can be
broadly categorized into three main perspectives:

e  Social causation — does society cause excessive female mental illness?
e Artefact —is female over-representation a measurement artefact?
e Social labelling — are women labelled more often than men?

These three questions will now be explored.

Does society cause excessive female mental illness?

That mental illness is rooted in women'’s life experiences has been expounded by a number of com-
mentators. Most of these explanations have focused on the link between the ‘stress’ of women’s
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lives and mental disorder. Gove (1984) and his colleagues (Gove and Geerken 1977), who have
written and researched extensively in the area of women’s mental health, claim that the amount
and particular type of stress experienced by women results in higher rates of female psychiatric
morbidity. In particular, they look at two aspects of women’s societal role to explain why women
experience more psychological distress than men. First, the lack of structure in women’s roles
(which tend to be more domestic than for men) makes them more vulnerable to mental distress
because they have time to ‘brood’ over their problems. In contrast, men have relatively ‘fixed’
roles. According to Gove, this means that the necessity of responding to the immediate and highly
structured demands of the workplace distracts men from their personal problems and this offers a
degree of protection that is not available to women.

Citing community studies, Gove points to evidence that poorer mental health is found in situ-
ations where women are more likely to occupy nurturant roles (e.g. divorced women who care
for children have a higher incidence of mental distress than divorced men and women without
children). It is hypothesized that the social demands and lack of privacy associated with this role
may be a causal factor.

Evidence of social aetiology and depression among women comes from the research of
Brown and Harris (1978), who identified different factors which together point to the social origins
of depression. This picture of aetiology is sometimes referred to as a multi-factorial social model,
where a wide selection of factors interacting with each other may be necessary preconditions for
developing a psychiatric condition.

Brown and Harris (1978) draw attention to three groups of aetiological factors that need to be
understood as interacting with one another to produce depression.

Vulnerability factors

Such factors might make women more susceptible to depression during a time of loss or in the
face of another major negative life event. These biographical events include loss of mother before
11 years of age. Subsequent research linked this to the quality of care that followed this loss.
Those with poor subsequent care were particularly vulnerable to depression (Brown et al. 1986).
The absence of a confiding relationship with a partner also makes women more susceptible to
depression, as does lack of employment (full- or part-time) outside of the home. The presence at
home of three or more children is also a vulnerability factor. When the opposites of these factors
were found to be present, for example high intimacy with a partner and the presence of a mother
after the age of 11, they acted to ‘protect’ women against depression.

Provoking agents

These are factors operating in women’s contemporary everyday lives that may lead to depression,
and include detrimental ‘life events’, such as loss through bereavement or marriage breakdown, or
episodes of serious illness. Chronic difficulties as well as specific stressors are included here. The
occurrence of these events determines when the depression will arise.

Symptom-formation factors

These factors determine the severity and form of depression. In Brown and Harris’s (1978) research,
depression was found to be more severe if there had been previous depressive episodes and the woman
was aged over 50. These social factors were linked together in Brown and Harris's research with
psychological variables (cognitive sets). Women whose personalities were characterized by low self-
esteem were more likely to experience the onset of depression than those who had high self-esteem.
The work of Brown and Harris in the 1970s has been extended in the interim. More data has
been collected and, recently, more theoretical issues have been raised by Brown and his colleagues.
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Brown et al. (1995) compared clinical and non-clinical populations in Islington, north London.
Drawing upon the work of Gilbert (1992) and Unger (1984), they elaborate their position about
depression and the experience of life events. They conclude that the probability of depression
increases not necessarily with loss or threatened loss per se but with the coexistence of humiliation
and/or entrapment.

Gilbert and Unger note that depression is commonly associated with feeling defeated, humili-
ated and entrapped. The latter may then make the difference between a depressive and a non-
depressive trajectory. For example, Brown et al. (1995) suggest that a woman being told that the
paralysed husband she is caring for will not recover might become depressed, but another, able to
leave her violent or feckless partner, may feel liberated. Thus, being able to ‘leave the field may
head off depression or reverse it in those already distressed.

The Islington study also highlighted more details about the risk factors associated with
adverse childhood experiences. A third of the depressed women studied had experienced neglect
or physical or sexual abuse in their childhoods. This subgroup had twice the chances of becoming
depressed in one year, compared to those without such adverse antecedents (Bifulco et al. 1992).
These childhood events also increase the probability of anxiety symptoms. Brown (1996) suggests
that this might account for the common coexistence of anxiety and depression in adult patients.

Rigorous research, such as that of Brown and his colleagues, can tell us a great deal about the
possible direct and indirect influence of social factors in the cause of female mental illness. However,
the extent to which we can accept the conclusions of research that suggests that women experience
more mental disorder than men rests on the way in which both mental health and gender are meas-
ured. The epidemiological work of this type rests on medical constructs (Brown and Harris accepted
‘depression’ and other diagnoses measured by the Present State Examination). Likewise, work on
prevention of mental health problems, in the wake of Brown and Harris’s study, does not question
psychiatric knowledge (e.g. Newton 1988). This is not the case with the next and subsequent posi-
tions, which consider that psychiatric labelling is part of wider processes of social negotiation.

Gendered power relations, and constructions of masculinities and femininities during ado-
lescence, are important for understanding social identity and processes that might be implicated
in the generation of mental health problems. Negative and positive aspects of three social proc-
esses: social interactions, performance and responsibility appear to be highly gendered. Girls typi-
cally experience these processes more negatively, which arguably places them at greater risk of
developing mental health problems. By contrast boys’ greater positive mental health appears to be
linked to a lower degree of responsibility-taking and the easier negotiation of cultural norms of
masculinity (Landstedt et al. 2009).

Is female over-representation a measurement artefact?

The artefact explanation suggests that epidemiological measurement and its interpretation are
faulty. From this point of view, some or all of the excess in psychiatric morbidity is not ‘real’, rather
itis created by the design, assumptions and interpretations operating in social psychiatric research
(using, for instance, the Present State Examination and the General Health Questionnaire).

As an example of a traditional causation study subjected to an artefact critique, we can take
the work of Gove (1984) and his colleagues, which has been the centre of considerable debate. This
research focused on female psychiatric morbidity and marital status and claimed to demonstrate
that married women have greater levels of mental distress than married men.

Gove and his co-workers take marital status as an accurate indicator for identifying differ-
ences in mental health between men and women. However, there are variations in marital rela-
tionships and the ways in which particular features of the relationship, such as the degree of role
differentiation and shared power, act as a risk or a protective factor. Marital status does not lead to
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a unitary role outcome for men and women. For example, the notion of nurturant role assumes the
presence of children in the marital relationship, yet it is also the case that 25 per cent of children
in the UK are now born outside of wedlock. Similarly, a childless woman in full-time employment
may have little in common in terms of role with another woman, without employment outside of
the home, who is also a mother.

The evidence of a link between gender and mental illness based on marital status may also
be challenged if other comparisons are made. For example, single status makes men, not women,
more vulnerable to mental health problems. With regards to the explanatory links of different
stressors associated with role, Gove does not explore why the same marital female roles seem to
act as protective factors in physical illnesses. While married women have higher rates of hospitali-
zation for psychiatric illnesses, married men have higher rates of admission for non-psychiatric
illness than married women.

Finally, the definition of mental illness used by Gove to support his hypothesis that women
suffer from problems more than men has been subjected to the criticism that he focuses exclusively
on certain types of mental disorder, such as depression and phobias. He excludes other types such
as organic conditions and personality disorders (Dohrenwend and Dohrenwend 1977). A review of
community studies carried out during the 1980s showed that although rates for the most common
types of disorder are generally higher for women than men, rates reported by one epidemiologi-
cal study (Regier et al. 1988) showed an almost equal sex ratio by including drug dependency and
personality disorders. Similarly, in the Seedat et al. (2009) study mentioned above, the authors sug-
gested that a narrowing of the gap over time in relation to key disorders might be explained with
reference to the greater blurring of gender roles in wider society.

These critiques seem to point to the possibility that an apparent excess of female mental dis-
order may be an artefact of the construction of epidemiological research. However, subsequent
research provides convincing evidence that undermines the artefact explanation and further sup-
ports the likelihood that women’s greater risk of depression is a result of differences in roles and
in their experience of life events. Nazroo et al. (1998) compared men’s and women'’s experience of
severe life events. Women were found to be at greater risk of depression than men when the event
experienced involved children, housing and reproduction and where there was a clear distinction
within households in roles between men and women. This suggests that women’s increased risk
of depression is a result of gendered role differences which are associated with differences in the
type and experience of life events.

Similarly, in relation to marital violence, gender differences in rates of anxiety (which are
higher among women) have been attributed to the nature and meaning of physical abuse experi-
enced by women (Nazroo 1995). Female perpetrators of domestic violence are now nearly as com-
mon as males (Rogers and Pilgrim 2003) but on average the severity of violence is greater when
women are victims. And the latter are more likely to present with post-traumatic symptoms fol-
lowing victimization. Research such as this, which focuses on the meaning and context of events,
provides us with a deeper understanding of the relationship between key variables identified by
traditional social psychiatric epidemiology.

A more nuanced look at the nature of roles and events at particular points in the life course
also indicates the complex relationship with mental health problems and the limitations in gen-
eralizing about men, women and mental health. Some of the findings of research are counter-
intuitive, or context- or time-dependent. Some events one might think are stressful do not have an
impact but others do. For example, contra the researchers’ presumptions, unintended childless-
ness and unplanned births were not found to be associated with psychological distress for women
(Maximova and Quesniel-Vallee 2009).

Other complexity can be found in the particular circumstances of distress. For example,
between those caring for disabled children compared to parents of non-disabled children, parents
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of disabled children experience higher levels of negative emotions, poorer psychological well-
being, and more somatic symptoms. However, mothers were not found to differ from fathers in
levels of well-being, and older parents were significantly less likely to experience the negative
effect of having a disabled child than younger parents (Ha et al. 2008). Also, multiple identities
draw upon layers of vulnerability which are both individually and structurally shaped. Collins
et al. (2008) suggest that inner-city Mexican women (living in New York) with severe mental health
problems carry multiple stigmatized statuses, including having a mental health problem, being a
member of an ethnic minority group, having an immigrant status, being poor and not conforming
to gendered expectations. In examining the interlocking domains of women’s lives, the researchers
found that respondents sought identities that defined themselves in opposition to the stigmatizing
label of ‘loca’ (Spanish for crazy; e.g. as religious church-goers).

When studies ask questions about male mental health in traditionally female areas, such as
pregnancy, then the male percentage of those suffering high levels of psychological distress peri-
natally are revealed. The same pattern emerges as with women in relation to the risk of emotional,
behavioural and social problems in raising young children (Kvalevaag et al. 2013).

Specific contexts of adversity where hyper-masculinity is culturally evident (such as in farm-
ing communities) has been linked to raised levels of male suicidal action. The usual recourse to
hegemonic masculinity in rural areas, serves men well in terms of power and privilege in times
of plenty. But it has the reverse effect in contributing to stress in difficult times, such as drought,
flooding, crop failure or market downturns. This effect may be compounded by the stoicism typi-
cal of rural masculinity, which inhibits help-seeking (Alston and Kent 2008). So it seems that a
failure to investigate the nuances of mental health among men may go some way to explaining the
disparities in the taken-for-granted assumption about mental health.

Gendered differences in help-seeking behaviour

Because women report higher levels of mental distress (as well as somatic morbidity), this may
result in a greater utilization of general health care. However, the relationship is more complex
than this statement suggests; utilization is not a direct result of greater pathology alone. Koopmans
and Lamers (2007) found that there is not necessarily a direct relationship between experienc-
ing symptoms and the decision to seek help. Symptoms are experienced more frequently than
rates of medical consultation and admission to hospital suggest. Patterns and processes of help-
seeking are influenced by people’s experience of illness, the way in which services and professionals
have responded to people in the past, and the levels of social support and alternative health care
resources available to them in the community (Rogers et al. 1998).

In the case of psychological symptoms, it is likely that the ‘clinical iceberg’ is larger than is
the case with physical illness, because of the stigma of mental illness, the perceived ineffective-
ness of medical interventions and a greater tendency to deny symptoms. Scambler et al. (1981)
interviewed 74 working-class women and found that only 1 in 74 subjects who suffered ‘nervous
depression’ or irritability consulted their GP, compared with 1 in 9 for sore throats. There is also
some evidence to suggest that people with psychological symptoms delay seeking formal help
for a long time. Rogers et al. (1993) found that the time-lag between experiencing psychological
symptoms and seeking professional help was more than 1 year for 20 per cent in their survey of
516 post-discharge psychiatric patients.

The relationship between experiencing symptoms and getting help is further complicated in
psychological distress because of the high rates of formal referral by other people. Thus, a deci-
sion to seek formal help in the case of psychological distress is a complex process dependent on
both the incipient patient’s and others’ notions of mental health problems and the translation of the
experience of these problems (e.g. tiredness, hallucinations and so on) into a willingness to contact
formal agencies.
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Overall, women are more likely than men to access health care, when they face minor or mod-
erate mental health problems. As with the incidence of mental health problems discussed above,
help-seeking actions may reflect not only the cultural values and expectations associated with a
specific gender but also those associated with specific social roles adopted by women and men.
Reported rates of symptoms in community studies may not be due to a greater incidence of mental
disorder as measured by ‘clinical symptoms’, but a reflection of women’s greater propensity to be
disclosing about their symptoms.

Self-reported morbidity is determined not only by the presence or absence of clinical symp-
toms but also by the perception and interpretation of symptoms by the person, together with their
willingness to report illness in an interview situation. This entails a willingness to label/view prob-
lems in psychological terms and to seek help once a problem has been defined. Both these inter-
linked processes may be influenced by differences in attitudes, norms, values and expectations
between men and women. Debating this issue in the 1970s, Dohrenwend and Dohrenwend (1977:
1338) commented that:

Sex differences in the seeking of help correspond to attitudinal differences: women are more
likely to admit distress . . . to define their problems in mental-health terms . . . and to have
favourable attitudes towards psychiatric treatment.

Women, then, may be more likely to recognize and label mental illness than men or, put another
way, men may be less likely to view their problems as psychiatric ones. There certainly appears
to have been an assumption on the part of researchers that women are more likely to be able and
willing to talk about their mental health than men. This may, in turn, account for the female focus
of much of mental health research, which we will discuss later. An example of how researchers
operated such an assumption is in the cited community survey of Brown and Harris (1978: 22), who
are quite explicit that their choice of a female-only sample stemmed from a gender assumption:

It also seemed likely that women, who are more often at home during the day, would be more
willing to agree to see us for several hours . . . most of the women we approached were willing
to talk to us at length about their lives and appeared to enjoy doing so.

Women may also be more likely to act on their mental health symptoms than men by seeking pro-
fessional help. Women are approximately twice as likely as men to refer themselves for psychiatric
treatment. Men, on the other hand, have been found more frequently to seek help on the advice of
others. Community studies suggest that, for those considered to be suffering from severe psycho-
logical distress (measured by the General Health Questionnaire), sex ratios for primary health care
consultations are almost identical. However, in terms of overall rates of consultation with a GP,
women appear to consult more than men (Williams et al. 1986; Rickwood and Braithwaite 1994).

It seems unlikely that this higher propensity to seek help is due to women having more spare
time to visit the doctor than men. Women who combine maternal, domestic and employment roles
have less time on their hands than employed men or housewives, and housewives work longer
hours than employed men. There is some evidence that being in a professional or employed work-
ing role is an important influence on the decision of women and men to seek or not to seek medical
care for mental health problems. Holding the role of worker tends to foster the use of psychologi-
cal services in women, especially in married women (Drapeau et al. 2009). However, Verbrugge
and Wingard (1987) argued that women’s roles, as part-time workers or housewives, may allow
them greater flexibility (not time per se) to visit the doctor.

Because of gendered assumptions about caring, women also make contact with GPs when
taking their children to be seen for minor ailments. There is also some evidence to suggest that
women with young children may put their children’s health needs before their own, which inhibits
them entering the sick role (Brown and Harris 1978; Rogers et al. 1999). Additionally, it may be
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that higher rates of consultation are not due only, or mainly, to the active help-seeking actions
of women. Women’s own accounts of stress, anxiety and depression seem to suggest that women
normalize the mental health problems they report (Walters 1993), which is not commensurate with
problem recognition associated with help-seeking from formal services.

Moreover, a study of women’s pathways to care in post-natal depression suggests that only
one-third of women considered to be depressed by primary care professionals believed they were
suffering from the condition. Over 80 per cent had not reported their symptoms to any health pro-
fessional (Whitton et al. 1996). This suggests that contact with health services for other reasons,
such as the seeking of health care for children, may allow for increased detection of problems
which may contribute to seemingly higher consultation rates for female mental health problems.

Are women labelled as mentally ill more often than men?

A different explanation for female over-representation in mental health statistics is proposed by
some feminist researchers, influenced both by labelling theory and constructivist frameworks.
From this viewpoint, patriarchal authority, which seeks out and labels women as mad, is responsi-
ble for the over-representation. Women become vulnerable to being labelled mentally disordered,
when they fail to conform to stereotypical gender roles as mothers, housewives and so on or if
they are too submissive, too aggressive or hostile to men. During the 1970s, feminist writers began
to argue that there is both a general cultural sexism that renders women vulnerable to psychiatric
labelling, and a specific sexism from professionals. For example, Chesler (1972: 115) asserted:
‘Women, by definition [sic], are viewed as psychiatrically impaired — whether they accept or reject
the female role — simply because they are women'.

There was evidence at the time of Chesler’s writing that these patriarchal assumptions were
not confined to psychiatry but operated in other parts of health services. Barrett and Roberts
(1978) found that male GPs construed their middle-aged female patients to be overly neurotic and
requiring minor tranquillizers more than male patients. The doctors also often thought that the dis-
tressed women who worked would be better off resigning and they expressed a greater sympathy
for male counterparts. Goldberg and Huxley (1980) also found that GPs were less likely to identify
psychological problems in male patients. Milliren (1977) studied older patients and found that male
GPs diagnosed women as suffering from anxiety symptoms more often than men. When the latter
were diagnosed they were offered minor tranquillizers less often than women by the GPs.

Subsequently, Sheppard (1991) provided further evidence that GPs discriminate against
women. Doctors were found to be more likely to refer women as candidates for compulsory admis-
sion than men. According to Sheppard, this reflects the sexist practices of GPs, because their deci-
sions were not always confirmed. That is, many of the female referrals were not subsequently
deemed suitable for compulsory admission by social workers, and social work is a predominantly
female profession. This was considered by Sheppard to be evidence of women workers being able
to counteract the sexist practices of the predominantly male group of GPs.

However, others found evidence of sexist stereotyping of female roles among social work-
ers in relation to women with severe mental health problems (Davis et al. 1985). This suggests
that having a predominantly female profession might still not eliminate sexist practices. Similarly,
Chesler’s theoretical position rests on the premise that the psychiatric profession is numerically
dominated by men, but this is not true (Parkhouse 1991).

It is likely that sexism in psychiatry has its roots in, and can be transmitted in, the type of
knowledge, diagnostic categories and practices followed by the profession as well, which can still
be called ‘patriarchal’ even when used by women doctors. Another dimension of feminist analysis
has drawn attention to the assumptions inherent in the ideology of psychiatry. Disordered behav-
iour is defined according to what is considered normal or ‘ordered’ mental health.
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Research by Broverman et al. (1970) provided evidence of bias in the construction of notions
of mental health and illness. This research showed that behaviour defined as ‘male’ was viewed
by psychiatrists to be congruent with healthy behaviour, while behaviour defined as ‘female’ was
not. Healthy women were in comparative terms considered to be more submissive, less independ-
ent and adventurous, more easily influenced, less aggressive, less competitive, more excitable in
minor crises, seen as having their feelings more easily hurt, being more emotional, more narcissis-
tic about their appearance and less objective than healthy men. Women were couched in primarily
negative terms, with even images of healthy women perceived as less healthy than men. Fabrikant
(1974) reported that male therapists rated 70 per cent of ‘female’ positive.

Those interested in gendered labelling emphasize that it is shaped by new technologies (not
just psychiatric diagnosis per se). For example, the new selective serotonin re-uptake inhibi-
tor (SSRI) antidepressants have played a role in expanding existing categories of mental ill-
health among women. Metzl and Angell (2004) studied the impact of these new drugs on popular
notions of women’s depressive illness. What were previously seen as ordinary life events now had
become categories, such as ‘premenstrual dysphoric disorder’. The enlarged notion of gender-
specific mental health problems was also found to be disseminated in the mass media. Examples
of negative stereotyping can be found even in biographical forms of psychiatric knowledge, such
as psychoanalysis. Masson’s (1985; 1988a) historical investigations of psychoanalysis reveal
psychotherapists disbelieving reports from female patients of incestuous assaults on them, and
compounding their distress through new abuse during treatment.

Gendered notions of mental health and illness seem to be prevalent among lay people as well
as mental health professionals. Jones and Cochrane (1981) found from responses to a series of
scales made up of terms depicting opposite personal characteristic (e.g. ‘outgoing’ versus ‘with-
drawn’, ‘sensitive’ versus ‘insensitive’) that respondents clearly differentiated in the adjectives they
chose to describe the differences between mentally ill men and women. In contrast, the terms used
to describe normal women and mentally ill women were similar.

So far, a picture has been presented of how others have sought to define mental illness in
a feminized way. As well as professionals and lay people constructing problems in this manner,
there are also indications that patients conceptualize their problems in a sex-specific way. Women
may be more likely to identify marital stress as the source of their difficulties. By contrast, men
tend to report work stress to be of relevance more than women. This suggests that relationships
in the domestic arena seem to take on a greater meaning for women than men. Women are more
likely to share their difficulties with others more readily than men and to choose their lay network
of friends and neighbours as their first attempt to seek help (Rogers et al. 1993). There is some
evidence to suggest that this willingness to disclose is reversed once contact has been made with
professionals. A Dutch study (de Boer 1991) noted that problem formulation in therapeutic encoun-
ters is a product of the interaction of two different discourses — that of the therapist and that of
the patient. Sex differences in ‘problem formulation’ were found in so far as men appeared to be
more able to account for their problem in a therapeutic situation than women, who appeared to be
more diffident. As a result, male influence on the definition and formulation of a problem at this
stage may be greater than the influence of women.

A caution needs to be introduced about generalizing the willingness of women to disclose and
seek voluntary primary care or outpatient contact compared to men. This picture seems to hold
true for white patients in European and North American clinical settings. However, the literature on
ethnic minority women suggests a tendency for them to under-utilize such voluntary service contact
opportunities (Padgett et al. 1994). The latter US study found that black and Hispanic women had a
lower probability of accessing outpatient services than white women from similar class backgrounds.
Overall, if race and class differences are ignored, women use outpatient mental health services more
than men (Rhodes and Goering 1994) but within the female picture are racialized subgroups which
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are treated differently. For example, when young black women do have service contact they are
offered less psychological treatment than white women (Cuffe et al. 1995).

There has been a tendency to view the social causation and the labelling explanation as con-
tradictory; in other words, the over-representation of women is caused by either women’s social
situation making them sick or the pathologizing of women by a male-dominated mental health
service. However, to argue that the phenomena which have historically come to be constituted
as mental illness have their roots in the difficulties of women’s lives is not inconsistent with the
view that the social nature and social consequences of defining a woman as mentally ill are
implicated.

The effects of labelling secondary deviance — women and minor tranquillizers

We introduced the notions of primary and secondary deviance in Chapter 2 when discussing label-
ling theory. Whatever the reasons why and how women enter the sick role in a psychiatric sense,
a consequence is that they are subjected to more frequent medical and professional attention than
men. They also tend to seek help and are diagnosed more frequently than men when suffering
from problems that are dealt with by GPs. It is here that a controversy arose over the way in which
women’s problems are viewed and treated. In particular, attention has been directed towards the
prescription of minor tranquillizers because of their dependency-inducing properties. Women
consume psychotropic drugs in far greater quantities than men (Olson and Pincus 1994a). This is
despite evidence which suggests that women express a strong antipathy to using drugs to solve
their problems (Gabe and Lipshitsz-Phillips 1982).

By 1980, the excess of the female rate of consumption was estimated as 2:1, with four-fifths
of this consumption being attributed to minor tranquillizers and sedative hypnotics (both types of
benzodiazepine) (Cooperstock 1978). Although the dangers of benzodiazepines were well known
by 1980, by the end of that decade the prescription rate was still over two-thirds of that a decade
earlier, despite both litigation/campaigning from addicted users and cautions from professional
bodies such as the Royal College of Psychiatrists (Medawar 1992).

The prescription of minor tranquillizers and antidepressants can be seen as a medicalized
response to personal troubles. From this vantage point the benefits of a medical response are to
remove personal responsibility from the individual for their problems. For example, the guilt and
unhappiness associated with depression can be dealt with simplistically if it is framed as an illness,
which can be relieved by mood-altering drugs, rather than the responsibility of the individual’s
actions and their social circumstances.

However, from a different perspective, the prescription and use of such drugs can be viewed
as a means of ‘social control’ because they transform social problems into medical ones. The social
effects of treating personal problems by medical sedation were highlighted by Waldron (1977),
who pointed out that the treatment of individual ‘pathology’ disguises its social causes and deflects
attention from the need for political change to ameliorate the oppression of women.

Gabe and Thorogood (1986) found that women were most likely to find benzodiazepines to
be a ‘prop’ in the absence of other means of support, such as paid work, adequate housing, leisure
activities, and so on. This was particularly so in the case of middle-aged women, who were less
likely than other women to have access to resources with which to manage their everyday lives.
Women tended to express ambivalent views about taking minor tranquillizers: on the one hand,
they expressed the view that they gave them ‘peace of mind’, and on the other, they emphasized the
dangers and dependency-inducing aspects of taking these drugs.

Paradoxically, perhaps, in publicizing the dangers of addiction, women who have been pre-
scribed such drugs have been subject to what labelling theorists refer to as ‘deviance amplifi-
cation’. The media, in taking up the problem of minor tranquillizer dependency, has tended to
reinforce images of women as helpless, dependent and passive victims of addictive drugs (Bury
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and Gabe 1990). Not only did their original behaviour or primary deviance expose women more
frequently to an addictive prescribed drug but the consequent addiction then became associated
with their gender.

Does this additional labelling of women imply that they are subjected to medical control more
frequently than men? Their greater contact with services and the minor tranquillizer problem
being labelled as a ‘women’s problem’ might imply that this is the case. Certainly feminist scholar-
ship has been instrumental in gaining a wider recognition of the ways in which women have been
oppressed by being labelled as mentally ill. This in turn has led to the setting up of alternative serv-
ices for women. According to Scambler (1998), these women’s services retained a collective notion
and awareness of the social by providing group support aimed at re-socializing women to reject a
subordinate position within domestic and social life. However, as Scambler points out, their being
outside of state-provided services means that access to the voluntary women-only mental health
services may be denied to those in most need.

As we noted in our introduction, generalized claims about the overall predominance of mental
disorder being an essentially male or female phenomenon are risky. The nature and construction of
mental health problems differ according to diagnostic category and cultural context. However, the
discussion of male mental disorder is, compared with the feminist literature on women and mental
health, rare. This corresponds to a more generalized tendency in the sociology of health and illness
to focus on female rather than male health disadvantage (Cameron and Bernardes 1998).

Men, distress dangerousness and mental health services

Men’s behaviour is more frequently recognized as being dangerous than women’s. It seems that
being the recipient of intimate partner violence, sexual violence and peer/school violence has a
much larger psychological impact on women than men (Romito and Grassi 2007). Thus men who
are victims of violence speak from that experience less than women. However, overall it is not in
doubt that men are violent more often than women in society. As a consequence, though, all men
(including non-violent ones) may be subjected to stereotypical expectations, just as all women are
at risk of being stereotyped as weak and ill, all men may be stereotyped as being violent.

Comparisons are sometimes made between the statistics, which show women to be over-rep-
resented in mental health populations and men in prison populations. This may be related to the
type of social judgement made about ‘rule breaking’. The recognition both of mental disorder and
of criminality involve judgements being made about a person’s state of mind and their conduct. In
conditions such as depression, the judgement being made is more about a person’s anguished and
irrational state of mind, judged by their social withdrawal and ‘motor retardation’. By contrast, a
criminal act is more about a person’s self-interested motivation, judged by the manifest gain made
from their offence. However, both entail judgements about the relationship between mind and
conduct — and weighing up the nature of this relationship decides whether the deviance ascribed
is of a criminal or psychiatric type. As we noted in Chapter 2, these distinctions between rational
or goal-directed, and irrational or incomprehensible, rule breaking are not always clear cut in the
minds of either professionals or of lay people.

The connection between these considerations and gender is that men’s conduct has been
more associated with public antisocial acts, violent and sexual offences, drunken aggressive
behaviour and so on. In contrast, women’s behaviour has been associated more with private, self-
damaging acts, where aggression is directed at the self rather than others; depression, parasuicide,
eating disorders and self-mutilation together summarize this tendency. Men are more likely to
indulge in behaviour that is antisocial, and to be labelled as criminally deviant more than women.
This is then reflected within psychiatry, in that men are more likely to have labels which refer to
and incorporate the threat of their behaviour.



48 A SOCIOLOGY OF MENTAL HEALTH AND ILLNESS

The notion of ‘danger to others’ is more frequently ascribed to male than female patients. The
question of ‘danger to self’ is more complicated. Although women attempt suicide more frequently
then men, the figures for actual suicide are consistently higher for men than women. However, a
Finnish study of parasuicidal behaviour suggested that men make more gestures of suicide, as well
as committing suicide more often (Ostamo and Lonnqvist 1992). Of course, suicidal and parasui-
cidal behaviours are ambiguous — they may be adjudged to be either self-injurious or antisocial or
both. This may account for the prevalence being split between the two sexes and the contradic-
tory findings about the ratio of such a split. Female problems are more likely to be dealt with at
the ‘soft’ end of psychiatry since, as we have already seen, they tend to be labelled with the type
of problem that is usually dealt with in primary health care settings. Although such management
is by no means always benign, as demonstrated by the negative effects of the reliance on minor
tranquillizers discussed earlier, it more rarely requires compulsory admission. By contrast, men
are more likely to be dealt with at the ‘harsh’ end of psychiatry as mentally disordered offenders
in secure facilities.

Thus, once a label has been affixed, overall as a group, men are dealt with more harshly than
women. This is especially the case at the interface between psychiatry and the criminal justice sys-
tem. It is mainly men who are over-represented in the most stigmatized and policed part of the mental
health system, the ‘special hospitals’. Though many in these institutions are there for sex offences and
other violent crime, and their behaviour or threat to society might have warranted such a response,
many have not been convicted of a criminal offence. The effect of such management can be seen
not only in the negative media stereotypes portraying the inmates of such hospitals as ‘animals’
and ‘monsters’ but also in recurrent government inquiries into the mistreatment of special hospital
patients. With regard to psychiatric referrals from the police, under section 136 of the Mental Health
Act 1983 there is evidence to suggest that men are subject to arrest more frequently than women.
Moreover, the police use handcuffs and detention cells more frequently for men than women (Rogers
1990). Even where the differences in the rate at which a diagnostic label is attached are not great, the
negative consequences of a label may be greater for men than women. This can be seen in the case
of schizophrenia in Western countries, where, overall, there is little difference in incidence between
men and women. There are, however, wide differences between the sexes in the incidence of the ill-
ness at different ages. It has been estimated that the occurrence is twice as great for men aged 15-24
than for women of the same age. For women the peak age is between 25 and 34 (Warner 1985: 231).
This may reflect career- and work-related stress upon men at this stage in their lives. Because men
are diagnosed younger, when they are physically at their strongest, this may induce more coercive
actions from professionals during an inpatient crisis.

The course of ‘schizophrenia’ is also, in some ways, more benign for women than men. Warner
(1985: 142) reports that, historically, the proportion of patients discharged as recovered is consist-
ently higher for women. Differences in prognosis have also been noted. In the WHO (1979) inter-
national study of schizophrenia, proportionally fewer women were in the worst outcome group at
follow-up, and more were in the best outcome category. In industrialized countries women tend to
have shorter episodes of schizophrenia.

If we look at other disease categories, then the male/female distinction drawn by feminist
analysis above is only applicable to a Western social context. In other places, men do worse than
women. For example, some cross-cultural studies of depression have shown a slightly higher pro-
portion of men than women suffering from depression (Carstairs and Kapur 1976). While women
take sick leave for minor psychiatric problems more often than men, the latter tend to be off work
for longer periods (Hensing et al. 1996). These studies suggest that it is the context of people’s
experiences that influence the type and rate of mental distress, rather than anything intrinsic or
constant about being a man or woman. In some contexts, work outside the home can be a threat to
mental health, just as the domestic environment can.
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Masculinity meets femininity

The specific examples we have just discussed point to the way in which mental health related
social practices are also a means of expressing gender identity within everyday interactions.
In this respect we can see how the construct of depression for example is inconsistent with a notion
of hyper-masculinity that places an emphasis on being ‘strong’ and ‘tough’, for example. Thus men
displaying signs and symptoms of depression (such as fatigue) may be ignored or treated less
emphatically than women displaying similar behaviour. This in turn may feed into and re-enforce
hegemonic masculinities which marginalize attitudes and mental health risks, which in turn may
affect treatment-seeking recommendations. Gender differences in what is termed ‘mental health
literacy’ illuminates the point. Swami (2012) found that when given vignettes of men and women
reporting a set of symptoms and behaviours synonymous with depression respondents were more
likely to indicate that the male vignette did not suffer from a disorder compared to the female
vignette. The close link with masculine and feminine identity is flagged by the fact that male par-
ticipants were more likely than women to indicate that the male representative in the vignette
did not suffer from a mental health disorder. Correspondingly male respondents were very likely
to rate the case of the female vignette as very much more distressing, problematic to treat and
deserving of sympathy than they did in the case of the male vignette.

Gender and sexuality

Both gay men and lesbians present with more mental health problems than do heterosexuals and
are more likely to abuse substances (King et al. 2003). Gay and bi-sexual men are four times more
likely to commit suicide than their heterosexual equivalents (McAndrew and Warne 2004). This
may reflect the stress created by homophobic reactions, and the discrimination and violence that
ensues in hate crimes (Huebner et al. 2004). It may also reflect developmental challenges. Girls
and boys growing up with an emerging realization about their homosexuality may struggle with a
particular identity problem, over and above the general one when shifting from childhood to
adulthood. In Britain the demonization of a gay identity in schools has sometimes been an explicit
educational policy. This was evident with the introduction of Section 28 in the 1980s in the UK,
which made it illegal for teachers to discuss homosexuality. A similar policy has recently been
adopted in Russia.

Thus the ascription of a form of devalued sense of self or ‘otherness’ to young gay people can
operate at both lay and ‘official’ levels. The rates of depression, anxiety and suicidal ideas among
gay people compared to heterosexuals are not only higher but they vary significantly across place
and country. Epidemiological data suggest that while there are high rates of poor mental health
outcomes in the UK and large gay-heterosexual variations in the Netherlands, in Canada (Vermont
and British Columbia) there are lower and improving rates of risk and outcomes. Such disparities
in recorded mental health can be accounted for by local policy-making, mental health programme
responses, and the ways in which sexual minorities are discussed and responded to in different
localities (Lewis 2009).

The psychiatric response to homosexuality in one sense has differed from responses to other
types of ‘problem’ behaviour. During the mid-twentieth century homosexuality was designated
as problematic by psychiatrists (it was a form of mental disorder under DSM). During the nine-
teenth century its assumed biological determination led not to active physical intervention (as was
the case with madness) but with a fatalism, which prompted little therapeutic interest (Bullough
1987). It was only when psychoanalytical and then behavioural therapeutic methods were intro-
duced during the twentieth century that psychiatrists began to interfere with homosexuality and
aspire to ‘cure’ the condition. At the end of the century, the gay liberation movement opposed and
undermined this pathologization but did not eliminate it. The very optimism encouraged by these
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environmental/psychological theories of mental disorder prompted professionals to be more inter-
ventionist with homosexuals. Moreover, both male and female homosexuality were problematized
by psychiatry because they were problematized more widely in Western society. As Al-Issa (1987:
155) noted: ‘Deviation from gender role expectations is traditionally considered abnormal’.

Leaving aside psychiatry’s response to homosexuality, have gay men and lesbians been
treated equitably? Certainly differences in society are discernible. Since the nineteenth century,
male not female homosexuality has been designated as criminal. In Great Britain it is no longer
criminal, but until 2001 when the age of homosexual consent was reduced to 16 it had a higher
age of consent than heterosexuality (21 not 16 years). Once more, as with dangerousness, dif-
ferential legal and cultural assumptions about homosexuality seem to associate maleness and
antisocial behaviour. This is also reflected in the therapeutic discourse on homosexuality. While
most therapeutic schools have clinical reports, and even research on treatment outcomes, for
both gay men and lesbians, male problems are alluded to more frequently or given a greater
priority.

This prioritization of men as ‘suitable cases for treatment’ was at its most exaggerated in the
late 1960s and early 1970s, when behaviour therapists attempted to ‘cure’ male homosexuals using
electric shock aversion therapy. More benign behavioural methods were used for lesbian patients
requesting reorientation (such as desensitization and assertiveness training) but men were singled
out for the aversion treatment. The latter failed to induce a shift of sexual orientation in gay men;
it merely induced phobic anxiety and impotence in some of its recipients (Diamont 1987). However,
subsequently, some psychiatrists still pursued a form of ‘therapeutic optimism’ about reorientating
homosexual desire and identity (Spitzer 2003).

Another way in which homosexual men suffer especially restrictive or punitive attention from
the mental health system relates to the point made earlier about secure environments. Because
there are more men than women in secure psychiatric provision, this means that there are more
gay men than lesbians living in closed systems. In such systems, homosexual behaviour is con-
strained by the lack of privacy permitted for sexual contact. Thus, advocates of women'’s rights in
secure provision understandably complain of the plight of those lesbians who are incarcerated at
the ‘harsh’ end of psychiatry (Stevenson 1992). However, it is logical to deduce that the infringe-
ment of homosexual rights must occur with a greater regularity for men than women, as the latter
are under-represented in secure provision.

However, the more frequent constraints on male, rather than female, homosexual rights in
secure provision need to be considered alongside the greater vulnerability of women, once they
are in such environments. Those women who do find themselves in secure provision are more
vulnerable than male patients to sexual harassment and assault, from both patients and staff.
Such predatory attention from men is particularly relevant given the type of women appearing in
conditions of maximum security. For instance, Potier (1992) reported that 34 out of the 40 female
patients with a diagnosis of psychopathic disorder at Ashworth Special Hospital had been sexually
abused in childhood or adolescence. Outside of secure services there is evidence that the mental
health needs of gay people, which extend into mainstream health and social care, are marginalized
or under-acknowledged due to discrimination (Addis et al. 2009).

There has been recent interest in mental health outcomes, which are linked to the daily lives
of lesbian and gay couples. This moves the onus away from a focus on contact with mental health
services to one of dealing with emotions and intimacy in everyday life. Within this research orienta-
tion, attention has been paid to the personal strategies which are adopted and enacted to maintain
a sense of well-being during transitions to parenthood, which involve same-sex couples having to
construct novel understandings of relatedness to establish new parental authority (Nordqvist
2012). As a pathway into parenthood, assisted conception, involving donor insemination, raises
questions less prevalent but not absent in heterosexual couples about sex and sexuality.
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Lesbian couples increasingly negotiate access to medicalized donor insemination. They also
conceive in informal arrangements with donors, which involves intimate negotiations; these also
raise particular dilemmas of intimacy, and this is potentially stressful for lesbian couples. The term
‘sperm donation choreographies’ has been used to refer to the personal strategies and resources
that enable couples to negotiate the personal, private, sexual and intimate tensions surrounding
sperm donations, and also takes into account the subjectivity of the sperm donor.

In relation to growing older, the influence on risk and protective factors of depression among
lesbian, gay men and bi-sexual older adults has been investigated. Lifetime victimization and inter-
nalized stigma have been found to be a predictor of disability, depression and vulnerability in later
life (Fredriksen-Goldsen et al. 2013).

Discussion

The concentration on women and mental disorder is a relatively new phenomenon, arising in
the late twentieth century. Gove and Geerken (1977) found that of the 11 studies reviewed from
before the Second World War, three showed higher rates of mental disorder for women, while
eight showed higher rates for men. Following the Second World War, studies showed higher rates
for women while none showed higher rates for men. Recent research also points to the volatil-
ity of this finding, which may be related to changing and overlapping roles between men and
women, social identity and structural changes such as employment and the impact of legislative
change.

How might these changes be accounted for? They may be a result of changes in women’s
social situation and psychiatric practices. A further possibility is that feminist scholarship itself
may be a factor in constructing women and mental health as an object of study. Put another way,
the shift towards identifying higher rates of mental disorder in women may be the result of a
change in discourse. As the discourse changes, so too do the objects of attention.

Identifying women as an object of study, in itself, may accentuate the ‘female character’ of
mental ill health, establishing it as an essentially women’s problem. For example, the work of
Brown and Harris is often cited in texts as evidence that depression is a female problem. From
this it may be inferred that the same problems are not experienced by men. However, Brown and
Harris did not set out to study men, who were excluded from the research design at the outset.
Therefore, from this study we do not know anything about the nature of male depression. If
research is directed at women, to the exclusion of men, it is likely to produce evidence that links
depression to women'’s experiences and social roles. Also, in attempting to make women more vis-
ible, some feminist scholars may have made men relatively invisible.

Feminists make much of the social disadvantage under which women suffer. Indeed, socio-
economic indicators do demonstrate unequivocally that, overall, women suffer greater material
deprivation than men. Notwithstanding such evidence, it is clear that particular groups of men
are also subject to social disadvantage. There may be substantial evidence that men make women
mentally sick, by stressing and labelling them more often than women do men. However, the exist-
ence of a large number of men who are mentally disordered and particularly disadvantaged means
that an exclusive focus on women and mental health precludes a full picture of the relationship
between gender and psychiatry.

Having addressed the question of dangerousness and sexuality, we can now see why men are
treated more harshly than women by psychiatry more often, though the small ratio of women
at the secure end of psychiatric services may suffer individually more than men. Thus the focus
on the over-representation of women in psychiatric statistics and the relative absence of men from
the sociological discourse may gloss over important questions of gender, which are about both
women and men. Women may be over-represented in psychiatric populations as a function of their
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longevity and greater primary care contact, but it is men who are exposed to the greater threat of
State coercion and involuntary iatrogenesis.

Rather than focusing on men or women and psychiatry, comparative analyses of men and
women along a range of dimensions, including treatment, behaviour and portrayal of images of
abnormality, are needed. In addition to gender, other variables need to be taken into consideration
in understanding the mental health of women and men. What is clear in understanding gender and
mental disorder is the need to focus more on the context and meaning of the cause and experience
of mental health problems.

As we have argued elsewhere, a close relationship with social psychiatry had created one
form of sociological analysis, following Durkheim, of treating mental health problems as social
facts. Useful as this may be at showing the social origins of mental health problems, an under-
standing of the relationship between agency and structure, when considering the gendered nature
of mental health problems, is also required. Recognition of meaning and context is also relevant
to responding to the differing needs of men and women using mental health services. We return to
this issue in the chapter on treatment. As will be seen in the next two chapters, gender as a variable
in mental health is overlain by age and race.

Gender and mental health have been considered extensively by sociologists. However, there
has been an overwhelming focus on women. Paradoxically, this may have contributed to a dis-
course linking women and psychological vulnerability. It also runs the risk of understating those
underlying social processes, which make some men particularly vulnerable to coercive psychiatric
treatment. Despite the continuing interest in gender and mental health, there is still not a clear soci-
ological account of why women are over-represented the way they are in psychiatric populations.
This chapter has rehearsed some factors which can be seen as additive or competing in this regard.

Questions

1 Which factors might explain why women are over-represented in mental health statistics?

How are psychiatric diagnoses gendered?

Provide a socio-historical account of psychiatry’s response to homosexuality.

What has the Social Origins of Depression (Brown and Harris 1978) taught us about gender and
mental health?

Why do women take more psychiatric drugs than men?

6 Why might men be overlooked in sociological studies of mental health?
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For discussion

Consider arguments for and against the notion that women are less mentally healthy than men.



4 Race and ethnicity

Chapter overview

This chapter will examine investigations into the relationship between mental ill-health, ethnicity
and race. We will focus on the psychiatric response to black and ethnic minority (BME) groups in
Britain but also draw on research undertaken elsewhere. The large-scale migration of people as a
result of war, political persecution, famine, natural disasters and poverty has created a sociological
interest into the post-traumatic impact and the adversity that stems from the experience of being
a refugee or asylum seeker. Epidemiological studies undertaken in the 1960s and 1970s tended
to draw out fairly ‘rough and ready’ differences about ethnic groups. A poverty of data, as much
as theorizing, particularly about the way in which ethnicity was classified in the British national
census, produced forms of analysis based upon crude distinctions.

The inadequate measurement of ethnicity, the lack of good data on socio-economic position,
and life-course variables and the neglect of social disadvantage, particularly experiences of racism,
meant a lack of rich detailed and contextualized investigations (Nazroo 2003). More recently, more
informed epidemiological work has displaced some old assumptions (including ones available when
writing the first edition of this book in the early 1990s). Now we are faced with a more complex
picture in relation to the relative impact of racism and social exclusion, with socio-economic factors
predominating in the latter.

The chapter will cover the following topics:

¢ theoretical presuppositions about race;

¢ race and health;

