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ABSTRACT

MENTAL HEALTH CONSUMERISM REVEALED:
TOWARD A THEORY OF SOCIAL VULNERABILITY STATES

By
Marion L. McCoy

This research analyzes activities in one mental health
alternative service organization operated by and for people
labeled "chronically mentally i11." Participants' provision of
effective support services to peers is examined within the
context of a larger soclial problem, ineffective mental health
care for people labeled "chronically mentally 111." My objec-
tive 1in this project was to ascertain the nature of wmental
health consumerism for people involved with this organization.

Documentary, in-depth interview, and field methods were
used to collect data. Qualitative analyses were used to: con-
struct a case study of the organization; profile participants’
mental health treatment and organizational experiences; and
identify suggestions for reforming the mental health system.
Theoretical analyses relate findings to operations of the
political economy and current mental health system practices.

Data analyses, informed by grounded theory methodology,
reveal that the common element in experiences of mental health
consumers is a concept I describe as a social vulnerability
state. This refers to a disturbance in self or social identity
that creates a need for a meaningful definition of situation
from others (e.g., peers or professionals). The definition of

the situation is a soclal construction of reality, anchored in
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structural relations. It is affected by personal blography

and soclal position of “definer(s)"™ and persons seeking defi-

nition.

Analyses reveal that substantial investment in the work
of the organization allows some consumers to realize a situat-
ed empowerment and a changed sense of self. Two components of
organizational activity emerge as features allowing changed
self-definitions and/or the resolution of felt social vulnera-
bility. One is the transformation of the organization into a
supportive community for peers in the mental health system.
The second is realized within the community: in peer-to-peer
interactions, consumers offer each other redefinitions of self
or situation that allow them to alter insidious messages about
self received in traditional mental health treatments (e.g.,
"chronically mentally 111"). Mental health consumers' embrace
of new definitions is affected by their acceptance of the
organization as a community; their level of involvement within
the community; and the length of time participants formerly

defined themselves as "mentally 111" persons.
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CHAPTER 1
INTRODUCTION

2Jane:" Profile of a Mental Health Consumer
“Jane's” story, which unfolds below, is drawn from data
collected through in-depth interviews for this research
project. She exemplifies the experience of many mental health
consumers in the 1980s. The detalls of her profile foreshadow
significant findings from this project.

Jane is a mental health consumer. She has been hospital-
ized for emotional difficulties several times in the past ten
years. On her first admission, she was told her diagnosis was
"major depression.” A month later, when she was readmitted,
her diagnosis was changed to "borderline schizophrenia.” Two
years and several hospitalizations later, her hospital record
reflects anothexr change in diagnosis, this time to "manic-
depression.” She was never Qquite sure why her diagnosis
changed, but friends from the hospital told her it was impor-
tant to have the_"right®" diagnosis. She hopes she has the
*right® one now.1

During each hospitalization, Jane was prescribed psychi-
atric medications. At first, she received a tranquilizer de
scribed to her as an "anti-depressant.” When she was readmit-
ted the next month, a different doctor gave her major tran-
gquilizexrs, called "anti-psychotic medications.” When her
diagnosis changed to "manic-depression,” her new doctor pre-
scribed additional "anti-manic medications,” and recommended
that she continue taking both drugs. With continued use, Jane
could learn to "manage her illness®™ and avoid inpatient care.

1.Many consumers believe effective treatment depends on inclusion
in their “"correct® diagnostic group.
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Although she was rehospitalized after a homeless friend she
knew from the hospital died, she continues to take her "meds,"”
and believes what the doctor in the hospital said about them.
Her outpatient treatment at the local Community Mental Health
Center, with a different doctor, includes continued adminis-
tration of both drugs. ‘

Shortly after her first discharge and return to work,
Jane noticed that her thinking was affected by the "anti-
depressant.” She felt "foggy" most of the time, and her work
Suffered (her boss pointed this out to her). She used her
& llotted "sick days™ and "vacation days®" to cover the time
missed when she was readmitted a month later, but when she
xeturned to work on the "anti-psychotic medication,” it af-
fected her vision, coordination, and slowed her typing speed.
She also seemed increasingly aloof and afraid of her co-work-
ers. Her boss noticed these things and justified firing her
on the grounds that Jane could no longer adequately perform
her job duties as receptionist/typist.

Jane's mother and step-father, and sometimes her brothers
or sisters, had been sending her a little extra money each
month. They knew the high unemployment rate in the area af-
fected possibilities of her getting a better job anytime soon.
Jane was surprised, but grateful for their help. When she left
home after high school to escape her mother's alcoholic rages,
contacts with family had been few and far between. After the
second hospitalization, though, neither parents nor siblings
sent her money. They told her they "wouldn't support her sick
game playing."® She hadn't talked to anyone in her family for
years, but she did get a yearly Christmas card from one of her
sisters.

After her second hospitalization, Jane didn't want to go
back into the hospital when she was having coping difficul-
ties, but her landlord committed her because her "behaviors"®
(pacing the floor during the night, putting "strange" drawings
on her door) bothered the other tenants. Without the steady
income from her job, and no financial help forthcoming from
her family, Jane fell behind in rent payments, fueling the
landlord's move to commit her. He evicted her after she was in
the hospital.

Without housing or income, Jane traveled the circuit of
temporary shelters (most of her friends disappeared with her
Job). Mounting stress resulted in another hospitalization.
During it, an outside consumer-advocacy group made a presenta-
tion to the inpatients attending "day treatment."™ The group
‘'was called ABC (Alternatives By Consumers [a pseudonym]), and
the Director of the organization was an expatient who also had
received a diagnosis of "borderline schizophrenia® when he was
hospitalized. Jane listened with rapt attention as he told
his story of lonely struggle to regain his sense of self-worth
following his hospital experiences. He said beginning the ABC
organization and working with consumers allowed him to know
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wvho he "really was.® Expatients, called "consumers" by ABC
members, had together formed this organization to advocate for
the rights of consumers in hospitals and community settings.
WVhen he described how the consumers at the "ABC Center” helped
each other, he said people thought of ABC as their "family."

When Jane spoke to him afterwards, he gave her informa-
tion on applying for disability benefits, securing residential
after-care housing, and how to contact ABC during and after
her hospital stay when she felt the need for support or help
With community-1iving problems. She even spoke to him about
Che possibilities of volunteering at ABC and improving her Jjob
mkills as she regained her self-confidence. Afterwards, Jane
felt the stirrings of long-denied hope for a different future.

Jane's case is constructed from data presented by mental
health consumers affiliated with the consumer-developed organ-
ization, Alternatives By Consumers (ABC), where this research
project was based. The vagaries of her situation (e.g., rejec-
tion by family, loss of housing and job) and mental health
care career (1.e., numerous changes in diagnoses, multiple
prescriptions for psychiatric medications, frequent change in
doctors) are common to many consumers at ABC. Jane, like most
consumers of mental health care, learns from her treatment in
the care system that her coping problems are signs of "chronic
mental illness,™ probably caused by genetic factors which can
be managed with medications. She is told, and comes to be-
lieve, that her coping problems are "private troubles." She
feels better when she helps out at ABC, and makes some friends
thexe, but she thinks that happens because they are "all in
the same boat;" simply suffering from "private troubles” like
hers.

The logic Jane uses to understand her situation, includ-
ing her unquestioned acceptance of what her doctor said was

wrong with her and how the condition could be managed, re-
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flects a pervasive social understanding of "mental illness"

anQ "mental patient” careers. However, the exploration of
contemporary mental health consumerism undertaken in this
Prxoject reveals that what appear as "private troubles" are
verifiably public issues relating to the mental health care
industry in the United States.

Qverview of the Problem

One of the most persistent social problems® in the United
States has been provision of mental health treatments and
programs that allow recovery for people labeled "mentally
111." This is especlally true for people who have been labeled
"chronically mentally 111," a characteristic designation for
most consumers using or operating the Alternatives By Consum-
ers (ABC)! organization.

In the introduction to the Diagnostic Statistical Manual
of Mental Disorders III (DSM III) used and developed by the
American Psychiatric Association (1980), the definition of
mental disorder (a synonym for "mental illness" used most
frequently by practitioners) is:

a clinically significant behavioral or psychological
syndrome or pattern that occurs in an individual and that
is typically associated with either a painful symptom
(distress) or impairment in one or more areas of function-

ing (disability). In addition, there is an inference that
there is a behavioral, psychological, or biological dys-

1.The name of this organization, and all names of people involved
with it, have been changed to safeguard their anonymity. Persons
who know of this unique organization or its principle actors may
recognize the identities of some people despite attempts to
disguise them. Their 1integrity and discretion in protecting
others' privacy are solicited.
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function, and that the disturbance is not only in the
relationship between the individual and society (DSM-III
1980, 6).

The appellation of "chronic mental illness® presents

different conceptual problems. Goldman (1984, 16) suggests

that it has been "difficult to define operationally."
It stigmatizes individuals with connotations of hopeless-
ness and inevitable deterioration, and it obscures the
heterogeneity of the population, grouping together a
diversity of individuals under a single pessimistic rubric
wvhich some fear may become a self-fulfilling prophecy. In
spite of these limitations, we continue to use the term
because of its widespread acceptance. (EBmphasis added.)

In general, the term is used to indicate that the emo-
tional difficulties experienced by affected persons are endur-
ing; there are periods with 1little or no distress that may
last weeks or months, followed by periods when the original
problems reappear. Some diagnostic categories in the DSM III
are considered chronic if symptoms persist for more than six
months (e.g., schizophrenia) while others are judged to be
chronic only after one or two years duration.

In this project, I explore several dimensions of problems
relating to treatment for people labeled "chronically mentally
111," focusing on an emerging trend in mental health care
exemplified by the development of the ABC organization: provi-
sion of mental health support and advocacy services to consum-
ers by (former and current) consumers. Contemporary practices
in the mental health care system both facilitate the emergence
of this trend and make it a necessary adjunct to traditional
care.

8ince the mid-1960s, U.S. mental health care has been

directed toward provision of services thought especially
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beneficial to people labeled "chronically mentally il11." PFocus

has been on the deinstitutionalizationP of "mental patients"
(1.e., depopulation of state mental institutions) and develop-
wmant of a network of local Community Mental Health Centers
(CMHCs ). Mental health planners were to develop, then imple-
wment, treatment practices which deemphasized hospitalization
(in state or local facilities). Comprehensive outpatient care
in community settings was to provide vocational and social
rehabilitation programs, consultation, and preventive mental
health education (Brown 1985, 6) to augment deinstitutionali-
zation schemes. These practices, discussed as early as the
late 1940s and formally proposed to Congress in 1955, were
delayed until 1965, when enacted legislation ensured federal
payments to local providers of mental health care through
Medicaid and Medicare public assistance benefits. (Deinstitu-
tionalization and the development of the Community Mental
Health network are discussed in detail in Chapter 4.)

Some beneficial changes associated with these practices
have occurred. Probably the most dramatic difference resulting
from the deinstitutionalization emphasis is the shortened
length of the average hospital stay (Brown 1985, 5-6). The
milieu-type therapies (first developed in Great Britain imme-
diately after World War II) reaching the U.8. in the 1950s
have been incorporated in local hospitals associated with
Community Mental Health Center clients. This has a positive
impact on hospital experience for some consumers. Additional-

ly, U.8. practitioners' reliance on treatment with psychoac-
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tlve drugs contributes to increased numbers of consumers
Permitted to 1live in community-based residences.

However, based on findings from this research, I contend
that contemporary changes in practice, while beneficial to
SOome consumers, cannot be characterized as generally effective
£or consumers' recovery of mental health. Moreover, mental
bealth care practices which are demonstrably harmful (e.g.,
long-term use of psychoactive medications, electroconvulsive
shock thetapy)l have neither been abandoned nor curtailed.
Reported symptomatic relief from some consumers and enhanced
soclal control capacities for outpatient practitioners and
hospital personnel facilitate continuance of these treatments.
Improvements in the quality of some aspects of life for mental
health consumers are pot synonymous with development of capac-
ities to achieve versatile social competence; develop congru-
ous self and social identities; or sustain meaningful and
satisfying social relationships which mark restored mental
health.

Pindings from this project reveal that U.S. mental health
care in the contemporary period (i.e., the 19705-1980s) re-
flects only slight effectiveness in enabling people deemed to
be suffering from "chronic® or “"severe mental illness" to
recover abilities to freely pursue chosen life interests.
There has been little advancement in rehabilitative efforts

for deinstitutionalized patients over and above community-

l1.Fox a comprehensive discussion of brain-damaging effects of
such treatments see e.qg., Peter Breggin (1979, 1983).
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based drug therapies, continued subsistence payments (i.e.,
Public assistance disability benefits) for community resi-
dence, and vocational rehabilitation programs available
through Community Mental Health Centers (CMHCs) that neither
allow vocational placement nor social rehabilitation for the
majority of mental health consumers using them. Psychotherapy
is a cornerstone of community treatment, but vagaries of
economic situations and workloads for practitioners in CMHCs
result in frequent turn-over of therapists and/or long waiting
lists for consumers desiring psychotherapy services. Addition-
ally, consumers participating in this study who have been
hospitalized tepeatedlyl report that social control efforts by
hospital personnel (e.g., seclusion, physical restraint,
forced injection of major tranquilizers) are a dominant fea-
ture in local hospital experiences. Those who are luckless
enough to be returned to the still existing state hospitals
vhen local hospitals refuse to admit them report this feature
is exacerbated in state institutions.

Bureaucratically governed hospitals are conflict ridden
by competing interests of administrators, practitioners,
wvorkers differentiated by location in the internal hierarchy,
and the treatment needs of institutionalized patients (Grob
1983; Magaro et al. 1978; Chamberlin 1978; Rose and Black
1985). Competing interests are routinely resolved in favor of

those highest in the bureaucratic hierarchy. Workers with the

1.This £finding is a significant trait of the deinstitutionaliza-
tion era, noted in Brown (1985, 76-7).
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least power have the most direct contact with patients, who
hawve none.

Despite attempts to address these continuing problems in
hospital settings through formalized policy, patients are
still physically abused and subject to largely custodial care.
This is especially true for public mental health consumers
and/or for persons hospitalized in public institutions. Bxam-
Ples of this abuse presented by public consumers in this study
included near suffocation; beatings; and cracked rxibs during
encounters with direct care workers at the bottom of hospital
hierarchies. Verbal abuse of patients by these same workers is
rife.

FPeatures of contemporary community placement manifest
less overt harm to consumers, but continue to be marked by
features which do not restore mental health for all involved
in treatment. This is despite consumers' remarkable persever-
ance in seeking, and actively participating in community-based
mental health treatments (e.g., psychotherapy, vocational
rehabilitation, psychiatric drug administration). Public
assistance disability benefits (i.e., Social Security Adminis-
tration supplemental income (88I) or full disability income
(8SD]) allow economically stressful subsistence only for some
consumers. Others have been deprived of their benefits by
governmental fiat or bureaucratic loophole. Public consumers'
benefit checks are also frequently stolen from their mail
boxes. When consumers cash their checks, they often becowe
victims of crime. Community citizens may recognize their

sometimes manifest inabilities to defend themselves and their
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Property. These events frequently result in homelessness for
involved consumers.€ The additional burden of stigma, routine-
ly levied against people known or suspected to be "mentally
111" frequently precludes equal employment or housing opportu-
nities (if or when jobs or low-income housing are available).
There is little demand for the labor of persons judged to be
mentally impaired, and few land owners wish them as tenants.

Participation in the mental health care system does not
alter consumers' largely degraded status in the community.
Community based treatment has not allowed many consumers to
develop coping abilities needed to maintain secure community
residence. Long years of treatment and numerous enrollments in
vocational rehabilitation programs have not restored abilities
to pursue competitive employment for many public consumers.
Thus, it is not surprising that critics argue that "because
the mental health industry is financially dependent on "mental
illness,” there is no real reason to treat effectively"
(Magaro et al. 1978, 159). Mental health care practitioners in
the U.8. continue to rely on pharmacology, short-term thera-
pies, and rehabilitation programs that do not rehabilitate as
primary treatment modalities (Bloom 1984; Rose and Black
1985).

In this context, those who consume mental health services
have joined governmental, professional and lay groups critiqu-
ing contemporary practices of the mental health system. During
the 1970s and early 1980s, some consumers organized against

the psychiatric establishment and took their protest to the

10
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streets, vociferously condemning psychiatric "treatments" such
as psychosurgery, over-use of psychiatric medications, re-
straints, and seclusion (Madness Network News, 1974; 1977;

1981; 1982-3; 1983b; 1985; 1985b; 1986). Other consumers couch

Cxiticisms in terms of their own experiences, arguing for
development of "patient-controlled" alternatives to mental
health system offerings (Chamberlin 1978). Some recipients of
care skirt the edges of the organized consumer movement for
"mental patient liberation® (Brown 1985, 175), forming associ-
ations in local communities to address advocacy and recovery
needs of consumers without formally participating in the
larger consumer coalition. Alternatives By Consumers is one
such community association.

ABC's inception in 1979 coincided with the advent of
mental patient advocacy efforts in many areas of the U.S.. The
collective and individual experiences of participants in ABC,
their concerns, activities, and organizational entanglewment
with the formal mental health care system, reveal complexities
involved in their efforts to provide a genuine community to
peers in the care system. (My assertion that ABC represents an
authentic community to mental health consumers is explored
later in this chapter and also in Chapters 4, 5, and 7.)
Alternatives By Consumers' robust organizational health today
suggests that issues of concern to mental health consumers
(especially those involved in the public system) have not
wvaned over time.

Official recognition of the ineffectiveness of deinstitu-

tionalization and outpatient treatment at Community Mental

11
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Health Centers Eton} administrators and planners in the mental
health system was delayed, and continues to be muted. However,
during the early 1980s, some states (e.g., Michigan, Ohilo,
Indiana) sought redress to the continuing problems of persons
labeled "chronically mentally 111" by providing funding to
Departments of Mental Health, earmarked for distribution to

"consumer-run alternative services.”

&

Although Alternatives By Consumers was founded in 1980,
the organization was not awarded funding under these provi-
sions until 1982. However, it was still one of the earliest
recipients of these grants. The organization continues to
receive funds today because evaluations of their programs
(see below) have convinced administrators in Department of
Mental Health and legislators in the state Congress that ABC
services to peers in the care system who share a "chronically
mentally 111" label is effective.

In the "Michigan Department of Mental Health Research and
Evaluation Division Pinal Evaluation Report: Drop-In Center,
(Alternatives By Consumers] Inc., Clinton-Baton-Ingham Commu-
nity Mental Health Board," professional evaluators reported
on data collected and analyzed during ABC's first year:

(With respect to the 78.1% user satisfaction f£indings) ...
This general satisfaction with the Center may be based
upon the respondents' sense that they are making friends
at the Center, they are becoming more self-sufficient as a
result of participating at the Center, and they see that
the frequency with which they help others mirrors almost
exactly the rate at which they themselves are helped by
others. ...Ninety per-cent of the volunteers completing
the survey reported they were feeling better about them-

selves as a result of their volunteer work (at the drop-
in] (Chamberlain and Barker, 12/22/86).

12
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People associated with the ABC organization report that
their self-esteem has improved, their self-confidence is
greater, and that they receive hospital care less frequently
and/or their hospital stay is shorter when they are admitted.

Of the few consumers employed by the organization (and/or
its satellites), some report great satisfaction in "getting
off welfare,” because they no longer have to depend on Social
Security Administration disability benefits (i.e., 8SI, 8SD)
as their sole source of income. Others begin by volunteering
their services to ABC and are later employed there, and/or use
their volunteer skills to seek competitive employment in the
community.

WVhile the numbers of people who reclaim or achieve voca-
tional abilities through ABC involvement are small, it is
significant that these events occur at an organization de-
veloped and operated solely by and for mental health consumers
deemed to be "chronically mentally 111." Of greater import are
the reports of enhanced social competence and development of
meaningful social relationships which are more widely shared
among ABC consumers. These provide some markers of the effect
that the ABC community has on participants' abilities to
reclaim their mental health. ABC has provided what specifi-
cally targeted practices of the mental health system (i.e.,
deinstitutionalization and Community Mental Health Center
services) could not provide: effective help to "chronically
mentally 111" consumers in the areas of social and vocational

rehabilitation.

How and why are practices of mental health professionals

13
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largely ineffective in treating people labeled in this way?
How and why have ABC consumers sometimes succeeded where
pxofessionals have not? How does the work of the Alternatives
By Consumers organization and the trend it represents (i.e.,
funding for consumer-developed alternatives) intersect with
the formal system of mental health care? As these questions
are explored, the impact of structural forces on individual
consumers; the work of the ABC organization; and the mental
health care system becomes salient. Macro level forces, as
well as social forces operating at the level of the individu-
al, affect mental health care experiences. Traditional prac-
tices within the care system, directed by structural interre-
lationships, affect situated actors and impinge on the nature
of mental health consumerism.

8tructural relationships in U.S8. advanced capitalist
society are marked by "socially constructed definitions of
reality” (Berger and Luckmann 1967, 81) which are informed by
material conditions. Dominating social constructions of reali-
ty and material conditions affect actors in differentiated
social positions in certain ways. The mental health industry,
as an integral sector in the U.8. political economy, embodies
institutionalized processes (e.g., professionalism, mentalism,
racism, sexism, classism, ageism) (Hill 1983; Wineman 1984)
that structure and reproduce the professional experience of
caregiving as much as it structures and reproduces individual
experiences of receiving care.

Professional practice in psychiatry and related mental

14
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health care professions is shaped by economics, politics,
majinstream ideologies, and allegiance to institutional ar-
rangements that maintain the "mental health industry" (Magaro
et al. 1978) in U.8. society. Rote practices in the care
system sustain ideological, political, and economic institu-
tional linkages that characterize its workings. At the same
time, professional practices are affected by institutional
allegiances and prevailing political-economic emphases. Cri-
tiques of contemporary practices reveal that institutional
linkages maintaining the mental health system status quo also
symbolize the problems besetting that system.

For example, deinstitutionalization has been depicted as
an "attempted transfer of financial responsibility" (from
state to federal budgets); "a transfer of responsibility from
public authority to private control® (i.e., from government
regulated mental institutions to unregulated boarding homes or
poorly regulated nursing homes); a transfer of care to loca-
tions which "retain traditional forms of personal control and
institutional rigidity" (i.e., in local hospitals and nursing
homes); and a contributing factor in the "transformation of
public perception of clients from mental patients to welfare
cases, thus demeaning them more than they already are" (in
Brown 1985, 8-9).

States' economic interest in saving costs associated with
institutional care fueled poljitical efforts to enact legisla-
tion that would provide subsidy to institutions providing
care. It is important to note that the institutions involved

in receiving monies for care provisions are both physical
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(e.g., Community Mental Health Centers, nursing homes and
local hospitals), and occupational (e.g., institutional and
community psychiatry and related mental health care profes-
sions; and educators who train practitioners at institutions
of higher learning).

The ideoclogy that legitimates institutional or outpatient
care for the typified mental patient/welfare case depends on
notions of "mental illness®™ as a condition requiring medical
treatment by professional experts (i.e., psychiatrist-M.D.s).
The interrelationships between ideologies that justify and
explain the role of mental health practitioners and typifica-
tions of "mental patients” are integrally bound to political
and economic considerations that enable and constrain all
actors in the mental health care arena (i.e., recipients and

providers).

Ihe effects of these processes are realized in the expe-
riences of mental health consumers, Major processes of concern

here are: contemporary practices and "policies"™ of the mental
health system; the operationalization of those practices by
mental health professionals and workers in various locations
of the system's bureaucracy; the connections between institu-
tions of care, occupation, government, and education, and
practices of people associated with all; dominant political-
economic interests of decision makers affecting operations of
the care system; individual practices of therapists that
unwittingly incorporate pervasive ideologies of mentalism,

sexism, racism, classism, and/or ageism. Their effect is

16
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filtered through the personal circumstance of each consumer,
but each process contributes to the collective experience of
mental health consumers in this country. Consumers' "private
troubles" are "public issues™ which have been disguised by the
usual portrayal of their experiences. The goal of this project

is to remove the veils which keep this reality disguised.

RBurpose of Project and Research Questions
The overarching purpose directing my research efforts in
this project was to reveal the nature of contemporary mental
health consumerism. In my attempt to ascertain these dynamics
I formulated the following questions, which guided my research

efforts:

1. Natural history of ABC: What are the origins of this

organization? What interpersonal and inter-system (organi-
zation-to-system) dynamics are at work in its daily opera-
tions? In what ways do ABC advocates interact with and/orx
confront the professionalist system of mental health care?
WVhat kind of activities has ABC initiated to change the
traditional care system?

2. Mature of consumers' experjences: How do consumers
describe their experiences in the mental health system

(private or public)? How do they describe their experi-
ences at ABC?

3. Institutional jintersectjion with personal bjioagraphies:
Has consumers' participation at ABC changed the direction
of their “"careers as mental patients”? Has it raised
issues of definitions about concepts like "mental illness"
and their own diagnoses? Has it altered their experiences
or views of the mental health system?

Based on their experiences, what critiques do consumers
offer about the workings of the system and the programs
they've participated in (including ABC)? Do consumers'
experiences in ABC challenge, support, and/or change the
dynamics in the political economy of mental health care?
Are there unintended consequences for consumers, the
community, or the mental health care system resulting from
ABC's community activities?

Through in-depth interviews with ABC mental health con-
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sumers volunteering to take part in this research pzoject,l I
explore the complex nature of the formal mental health system.
I ask interview volunteers their appraisal of treatment prac-
tices (inpatient and outpatient), policies, programs and
diagnostic definitions that have affected them throughout
their long years of involvement in the mental health system. I
also ask consumers to describe their experience with the ABC
organization and reflect on its positive and negative aspects.

A case study of ABC, depicting the organization's natural
history, is another major component of this project. For this
part of the study, I analyze field notes taken at the organi-
zation during 1983 and 1986.9 I also draw upon my knowledge of
significant events and mundane routine 1 learned about while
an employee of ABC (1986-1988). The case study also incorpo-
rates relevant data compiled through documentary research and
selections from the interviews.

In these wvays, attentive to the vantage point of ABC
participants, I explore the nature of ABC advocacy efforts,
the nature of consumers' experiences at ABC, and the intersec-
tion of personal biographies with the traditional mental
health system and the consumer-run organization. How and why
the need for an ABC organization arose, how it challenges the
institution of mental health care while it straddles that
system, and how ABC's internal and external workings have

1.My researxch proposal and strategies for data collection,
including in-depth interviews, were reviewed and approved by the
Michigan 8tate University Research Committee Involving Human
Subjects (May, 1987) before any data were collected.
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affected the "mental patient careers"” for its participants
comprise substantive concerns in this study.

I integrate these substantive findings with theoretical
formulations that bridge consumers' personal experiences to
treatment experiences; treatment experiences to mental health
professionals' practices; professional practices to ABC prac-
tices; and practices of both entities (mental health profes-
sionals and ABC consumers) to the workings of the U.S. politi-
cal economy. These factors interrelate. Without attention to
each 1link, it is not possible to understand the situation of
either professionals or consumers. These interrelationships
direct the experience of mental health consumers and the

practice of professionals.

The Reseaxch Setting

Alternatives By Consumers was founded by one man follow-
ing his psychiatric hospitalizations for "borderline schizo-
phrenia® in the late 1970s. He realized, first hand, that the
inpatient and outpatient programs available in the community
designed to aid recovery from "mental illness” were neither
appropriate nor effective for large numbers of consumers. His
dedication to changing the conditions for consumers in the
mental health system inspired other recipients to join him in
pursuit of advocacy and self-advocacy efforts, and resulted in
the incorporation of Alternatives by Consumers.®

ABC is today a non-profit organization devoted to assist-

ing consumers living in or returning to community settings
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following psychiatric hospitalization. The organization and
its various programs (i.e., the "Help Project"™ and Drop-in
program housed in the Lansing ABC Center; and the OUR Project
with offices in Rast Lanslng)l are run solely by both former
and current consumers of the mental health care system. Its
major goal is to "deinstitutionalize™ the consumers who use
their programs, i.e., help consumers recover from the "insti-
tutional syndro-c"£ (also called institutionalization) that is
a frequent by-product of psychiatric hospitalization. Through
advocacy efforts and acquisition of self-advocacy skills,
organization leaders hope consumers will become empowered,
thus reducing the need (and/or length of stay) for psychiatric
hospitalization and rehospitalization.

Alternatives By Consumers was incorporated in 1981.
Steven Ashton, its founder and Bxecutive Director, began
volunteer advocacy efforts and set-up ABC's first office with
his personal funds. In the intervening years, the organization
has received recognition, encouragement, and eventually,
funding support from the Michigan Department of Mental Health
(DMH) and the local Community Mental Health Center (CMHC)
currently operating in Lansing, Michigan. Punds are received
under a "consumer-run alternative programs" allotment provided
by state legislators and funneled through the conduits of the
DMH and CMH to the organization. ABC is also the only consumer
organization in the state to receive a yearly grant for opera-
tions from the local city government.

l1.Details on ABC programs are provided in Chapter 5.
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Largely through a consumer “grape-vine," ABC is recog-
nized as an authentic alternative to professionally-staffed
mental health care programs in the Greater Lansing community,
and honors a myriad of requests for assistance and/or advocacy
to over 900 consumers per year, whose numbers increase annual-
ly. Nearly all consumers who volunteer or use their services
bear the label “"chronically mentally 1{11." Staff people are
also consumers and/or have experienced severe coping difficul-
ties in their past. Some staff have been inpatients in state
or local psychiatric hospitals, and most continue in psycho-
therapy of some kind.

ABC has a unique structural position in the mental health
care system. Developed and operated by consumers, it offers a
challenge to the "professionalist ethos" (Preidson 1970) of
mental health care by provision of services and support on a
peer-to-peer basis. Yet, a guiding tenet of its work is "non-
interference with the formal therapeutic relationship" ("Pirst
membership flyer,” ABC internal publication 1983). Offering
support to individual consumers voluntarily undergoing mental
health "treatments™ whose efficacy many ABC consumers gues-
tion, creates recurring tension in their advocacy efforts with
practitioners and administrators.

This is not the only structural paradox that ABC mani-
fests. Other structural strains and accommodations connected
to the work of this organization are revealed through qualita-

tive analyses of interview data and documentary research

methods. To ascertain ypnacknowledqed and ynintended conse-

21



quen
tem,

view

reve
od b
leve
biog;
treaf
Ings
ideo]

consy

Conce
leve)
Xpey
thig

Short
Deing
cut ¢
Congy,

e {ng




quences for both the organization and the mental health sys-
tem, data are surveyed from a wide variety of theoretical

viewpoints.

Theoretical and Methodological Framework

Qualitative analyses of experiences of ABC consumers
reveal that the nature of mental health consumerism is affect-
ed by the intersection of micro level experience with macro
level social forces. The interrelationships between individual
biographies; type and duration of specific mental health
treatments received; intensity of involvement with the work-
ings of the ABC organization; and the political, economic and
ideological trends and conditions of U.8. society impinge on
consumers' experiences.

These interrelationships comprise focal theoretical
concerns of this project for three reasons. Pirst, macro
level exigencies shape, and frequently direct, consumers'
experience in specific ways. For example, as noted earlier in
this chapter, the practice of deinstitutionalization has
shortened the average length of a psychiatric hospital stay.
Deinstitutionalization was a practice defended as a means to
cut costs of institutional care.l As a cost-saving measure,
consumers may thus be discharged from hospitals earlier when
deinstitutionalization practice is emphasized.

Secondly, macro level exigencies interact with the per-

1.This 1is not the only basis on which the practice is defended.
8ee Chapter 4 for details on the deinstitutionalization era in
the u.s..
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sonal and historical circumstance of individual consumers
(e.g., early discharge may return consumers' without economic
support to abusive family situations). Without attention to

this macro level-micro level interaction, broad comprehension

of mental health consumerism is precluded. Thirdly, it is the
specific interplay of institutional processes with personal
biographies that affects possibilities of resolving conditions
labeled "mental illness," (e.g., women, members of ethnic and
racial minorities, children and elders, foreign-born persons,
and persons with limited formal education are disproportion-
ately hospitalized, diagnosed as "severely mentally ill," and
subjected to invasive treatments known to cause irreparable
harm (cited in Hill 1983, pp. 258, 267, 282, 316, 353-61).

Analyses of theoretical focal concerns are directed
toward integrating the discovered "grounded theozy'l of
mental health consumerism with theories that illuminate the
nature of this interplay for individuals participating in the
Alternatives By Consumers organization. Using this grounded
theory as a conceptual springboard, the relationship between
mental health consumerism and other experiences of social
disadvantage expedites conceptualization of a "substantive
general theory" (Glaser 1978), which I have called "“a theory
of social vulnerability states.”

Many theoretical perspectives have been brought to bear

1.This refers to a qualitative data analysis methodology de-
veloped by Glaser and Strauss (1967). Additional details about
the methodology can be found in Chapter 3.
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on this research project: political-economic; sociology of
knowledge; critical theory; feminist theory; phenomenology;
and symbolic interactionism have been particularly useful.
Application of various theories to research findings inform
(but do not direct) my data analyses and policy/practice
recommendations I offer in conclusion.

During early literature reviews for this project, I found
that the kinds of questions posed by researchers in the field
of mental health, the choice of people (or documents) re-
searchers choose to consult, the interpretation of research
findings and the selected research endeavors that are funded,
4l]l relate to tacit assumptions held about the population of
mental health care consumers ("mentally il1l1, chronically
mentally 111") and their cadre of treaters (professional
"experts").

Reliance on unquestioned typifications about the nature
of people and their respective attributes is routinely affil-
iated with processes of institutionalized racism, sexism, and
classism (among others). In practice, people in devalued
social categories experience the effects of these processes in
interaction with others as discrimination.

When seen from the consumer vantage point, this dynamic
clearly paralleled many experiences of women elaborated by
feminist scholars, and equally applied to a diversity of
social situations (e.g., the family, treatment settings, job
sites). Use of feminist theory provided me with insight into
the ways 1n which concrete experiences can be erased and

demeaned.9 Feminist theory also guided me toward other comple-
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iantaty theoretical perspectives.

Feminists' challenges to develop an “alternative way of
thinking sociology” (Smith 1987, 91) in the context of exist-
ing research which routinely discounted, ignored or distorted
consumers' communications indicated the need for phenopenolog-
ical inguiry (e.g., Rogers 1983) as a centerpiece of gualita-
tive research methodology.

Women's perspective, Smith argues (1987, 91), discredits
sociology's claim to objective knowledge independent of the
situation of the observer within the discipline, or of the
discipline's position in society. "Its conceptual procedures,
methods, and relevances"™ (Smith 1987, 91) are prioritized:
“Issues are formulated as issues which have become administra-
tively relevant not as they are significant first in the
experience of those who live them" (1987, 87).

S8mith's suggested resolution to this dilemma underscored
my decision to use a phenomenological approach in my research:
*1£f sociology cannot avoid being situated, then sociology
should take that as its beginning and build it into its meth-
odological and theoretical strategies™ (8S8mith 1987, 91).

Research seeking to unravel the essence of "situated
meaning and talk," a goal of phenomenological inquiry, would
allow the intentions of social actors in research settings
primacy and voicg. This was facilitated by a "grounded theo-
ry®” methodology (Glaser and Strauss 1967), which embodies many

phenomenoclogical tenets in practice.

Application of ideas broached by gsociology of knowledge
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theorists (e.g., Berger and Luckmann 1967; Mannheim 1936)
facilitated integration of social reality constructs, codified
in the data, with central features of overarching "social
relevances®! peculiar to the sociocultural context of U.S.
soclety. Attention to Marxjst theory (e.g., Marx and Engels
1978) and critical theorists interested in the operations of
the political economy (e.g., Giddens 1979, 1983; Bernstein
1978; Habermas 1971, 1973, 1979; S8cull 1977) allowed identifi-
cation of ideological, political and economic underpinnings
for ideas about "mental illness™ and "mental patients."

Below, I review the materialist perspectives employed in
my project (i.e., political-economic and sociology of knowl-
edge), briefly touching on issues illuminated by phenomenolog-
ical theory. 1 put this research project in sociohistorical,
sociocultural context by linking theories used to applicable
social trends and practices which affect the nature of mental
health consumerism in this country. I structure the discussion
according to the predominant orientation of theorists cited in

various camps, despite areas of overlap.

Materialist Theories: Focus on Structure
The material conditioning in institutionally favored
definitions of "mental illness" is well analyzed within a

political economic framework. As Richard Warner argues in

l."Knowledge of everyday life is structured in terms of rele-
vances. ... Basic relevance structures referring to everyday life
are presented ... ready-made by the social stock of knowledge ...
objectivated in American society (Berger and Luckmann 1967, 45).
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Recovery from Schizoohrenia: Paychiatry and Political Economy
(1985), a political economic analysis can enlarge the social
vision of conditions judged to be "chronic mental lllnesses,"h
such as schizophrenia.
A materialist strategy allows us to generate the hypothe-
sis that social attitudes towards the insane partly re-
flect the usefulness of the psychotic in the productive
process; that psychiatric ideology is influenced by eco-
nomic conditions; that the course of schizophrenia is
influenced by class status, sex roles and labor dynamics;
or that variations in the prevalence of the illness may
reflect differences in modes of subsistence and
production ... Material conditions [{do not) create schizo-
phrenia in any simple, deterministic way, but rather they
mold the course and outcome of the illness and influence,
along with other factors, its prevalence (Warner 1985, 1,
3). (Emphasis in the original.)

Varner's application of a materialist strategy to his
cross-cultural study documents the thesis he outlines above.
8ocial definitions of the nature of the people, the problem
from wvhich they suffer, and concordant "treatment" recommenda-
tions, fluctuate cyclically with the "health”™ of the economy.
The condition labeled schizophrenia has been deemed curable by
mental health professionals during times of labor demand and
incurable during times of labor surplus:

Efforts to rehabjilitate and reintegrate the chronically
mentally 111 will only be seen at times of extreme short-
age of labor--after the other battalions of the industrial
reserve army have been mobilized (Warner 1985, 137).

This dynamic contributed to a delay in U.8. rehabllita-
tive efforts for institutionalized persons following World War
II, when their labor was not needed (reviewed in Chapter 4).

Long-term cross-cultural trends also reveal that during
cyclical economic depressions, genetic/hereditary and biologi-

cal factors are investigated as important causes of psychosis;
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institutionalizing persons labeled "mentally ill" is judged
therapeutic; and physical, surgical and pharmaceutical treat-
ment methods are deemed most valuable (Warner 1985, 138).
Professional consensus on these same issues shifts dramatical-
ly when the economic cycle hits a boom period: social factors
are scrutinized as important causes of psychosis; psychosocial
treatments are valued; institutionalization is deemed harmful;
and treatment efforts intensify for people thought to be
"severely mentally i11" (wWarner 1985, 138).

Other structural analysts uncover similar trends (e.g.,
Brenner 1973) in social consensus concerning people labeled
"mentally 111" that fluctuate with the state of the economy.
Brenner found that the tolerance of "deviant"™ behaviors in
communities oscillates with economic cycles: tolerance in-
creases during times of prosperity (Brenner 1973, 199). In
contrast, "those low on the socioeconomic ladder are the prime
candidates for institutional treatment, and their visibility
increases as economic conditions deteriorate®™ (Brenner (1973)
in Magaro et al. 1978, 4).

Contemporary practices reveal the enduring nature of this
trend. Emphasis on non-institutional, psychosocial treatment
in the U.8. (i.e., depopulation of state hospitals and devel-
opment of community mental health programs) coincided with the
economic prosperity of the late 1960s and early 1970s. As
unemployment rose during the late 1970s and economic policies
of the Reagan era spawned cut-backs in public assistance
programs and recession during the early 1980s, deinstitution-

alization practices came under fire from those arguing for
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protective "re-institutionalization.”
One example of this structural trend is seen when Con-
gressional attention focused on the connection between dein-

stitutionalization practices, diminished public assistance
provisions, and ensuing homelessness.l Another is found by
examining urban policies developed to address mounting numbers
of homeless people thought to be "mentally ill" in cities
across the U.S8.

In New York City, for example, efforts to round-up home-
less people adjudged "mentally 111" through a "mobile outreach
program ... with special authority to transport individuals
for psychiatric evaluation on an jpnvoluntary basis" (Baxter
and Hopper in Lamb 1984, 117) intensified during the recession
of the early 1980s. Prior to 1982, no involuntary "outreach"
procedures were allowed.! As the recession grew worse, insti-
tutional treatment was targeted for people visibly impover-
ished.

The "mental health industry" (Magaro et al. 1978) is an
integral part of the U.8. political economy. The preceding
example illustrates this. Demands for involuntary institution-
al treatment of the visible poor are supported by federal
subsidies to the industry (via federal Medicaid/Medicare
payments to providers and institutions for persons inculcated
into the system) and less tangibly by the dominant political

l1.8ee, for instance, "Hearings on the Homeless in America,"
transcripts of hearings before the House Committee on Banking,
Finance and Urban Affairs and the Subcommittee on Housing and
Urban Development, 98th Congress, January, 1984.
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conservatism of the times. The image of change in mental
health care, including the alleged institutional protection
accorded by forcing care on the indigent, is largely illusion.

(Dlespite the public image of dynamic new therapies,

drugs, and community outreach procedures designed to
overcome the problems of "mental illness,™ there is every
indication from within the (mental health] industry itself
that only the social form of the problem has changed

(Magaro et al. 1978, 161).

As consumer groups become officially recognized mental
health care organizations, it is important to analyze the
unique, and often contradictory, structural position these
assocliations assume in the overall professionalist and insti-
tutional framework of medical mental health care. ABC's rela-
tionship to existing structures of mental health care produces
both structural strain on the system (e.g., by challenging
professionals' definition of consumer situations) and institu-
tional accommodation from the system (e.g., in the form of
funding). If the advocacy efforts of Alternative By Consumers'
participants affect the social form of the problem mental
health professionals address, does funding to ABC sow the
seeds of the system's eventual demise? Does ABC's acceptance
of that funding elicit (witting or unwitting) accommodations
that undermine organizational objectives? The nature of this
intersection may determine future practices of mental health
professionals and consumers alike, and influence social order

and/or the ethos of political conservatism that have hereto-

fore sustained the "mental health industry."
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8ociology of Knowledge: Focus on Ideology

It is argued (e.g., Leifer 1967) that ideological support
for political conservatism in mental health care relies on
medicalizing the social problems of the poor and/or otherwise
socially disadvantaged persons. History reveals that psychia-
try and related mental health care professions set the stage
long ago for this ideology--"a complex of ideas which direct
activity toward the maintenance of the existing order" (Mann-
heim 1936)--to take hold.

The medical model [of "mental illness™) implicitly sup-
ports conservative social policies, because it defines
social deviance as a sickness and justifies maldistribu-
tion of therapeutic resources in the names of research,
training and chemotherapies that provide dubious "therapy"
but make patients manageable and support a $100-million-
per-year drug industry (Leifer (1967) in Magaro et al.
1978, 171).

S8ocial belief in the idea/ideoclogy of "mental illness® as
an authentic illness which parallels physical illness con-
structs a certain reality: "mental patients” are different,
sick, chronically disabled, dangerous, unpredictable, and/or
deviant from others in mainstream society. When categorized as
people with aberrant genetic make-ups, they pose no challenge
to social understanding of the phenomena (i.e., an involuntary
“illness”), nor its appropriate control (i.e., medical treat-
ment and/or hospitalization).

By social consensus (informed by "mental illness® ideolo-
gy), people labeled "mentally 111" are seen as "non-normals,"
most appropriately treated by those with expert knowledge
about the allegedly mysterious and complex maladies they

manifest (i.e., mental health professionals). People suspected
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of harboring "mental illness™ are also appropriately brought
to the attention of the historical experts (Grob 1983; Mauss
1975) in defining presence or absence of "mental disease."
Thus,
psychological theories (enter] everyday life by providing
the interpretive schemes for disposing of problematic
cases. ... The psychological theories then serve to legit-
imate the identity-maintenance and identity-repair proce-
dures established in society, providing the theoretical
linkage between identity and world, as these are both
soclally defined and subjectively appropriated (Berger and
Luckmann 1967, 177).

Hence, for the good of society and their own well-being,
people who cannot fend for themselves in social settings must
defer to policy and treatments developed by professional
experts (i.e., "the identity-maintenance and identity-repair
procedures established in society”). This social understand-
ing legitimates forced care of people so0 labeled: both society
and "mental patients®” are protected when "mentally 111" people
are segregated in hospitals and/or forced into institutional
or outpatient care.

In contemporary practice, the influence of the present-
day political, economic, and institutional climate is obscured
by ideological claims to medical or scientific objectlvltyj in
determinations of "mental illness." Professional practices
maintain the ideology of "mental illness” (e.g., through
diagnostics and somatic treatments) 3and the social order
(e.g., through institutional and/or pharmacological control of
the "mentally 111," including expert witness testimonials in

criminal courts). Moreover, their practices and the institu-

tional arrangements that facilitate them (e.g., hospitals,
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courts of law, Congressional funding appropriations for the

mental health system), perpetuate belief in the expert knowl-

edge of professionals.

The personal situation of the practitioner (i.e., mari-
tal, racial, class, or gender statuses; sexual or political
orientations) which conditions the world view communicated to
those consulting him or her, is belied by claims to profes-
sional objectivity (or emotional neutrality) and expertise in
treatment settings. As professional experts, their view of the
individual in treatment is allegedly uncolored by their own
situations, and their view of social dynamics affecting the

individual deemed accurate.

(Survey research indicates that] treaters seek and value
social adjustment above a host of other possible

goals. ...In this culture it is likely that (therapists)
will adopt the patterns and goals that will serve (their)
own and society's goals, as opposed to (their) client's
needs. ... In defining mental illness from the perspective
of social values and deviance, ... the ‘psychologizing'
that serves to enforce social control reinforces the

therapist's position as "normal" or "right" (Magaro et al.
1978, 172-3).

In this process, "the individual as locus of the problem
precludes the investigation or validation of problems lying
within society®" (Magaro et al. 1978, 173). Thus, the conser-
vative social order remains undisturbed as the complex of
activities characterizing the mental health industry maintains

the stats quo:

Decisions about who is mentally 111 or mentally healthy
are determined, not by any scientific standards, but
rather by the social, moral, and political standards of
the day personified by the professional ... The psycho-
therapeutic establishment effectively transmutes social
rebellion and discomfort into psychological or intrapsy-
chic difficulty (Magaro et al. 1978, 172-3).
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WVhat is particularly insidious about certain ideologies
for consumers is the depth to which they are internalized and
thus removed even further from consciousness. Accepting pro-
fessional communications which rely on an ideological concep-
tion of "mental illness” posed in blological givens makes it
less posqible to entertain alternative definitions of self-
identity. Continued exposure to such conceptualizations de-
creases individual potential for critical self-reflection
about thenm.

Typifications of people deemed to be "mentally ill" are
not only found within medicine, academia, or depicted in
literature and mass media. They are recreated and perpetuated
through jnternalized social definitions embraced by the gener-
al public and consumers alike (Berger and Luckmann 1967,

176) .k Typifications are embodied in the soclial stock of
knowledge specific to particular societies/social formations.
S8ocietal members unwittingly rely on these typifications when
seeking to explain or understand phenomena deemed "mental
illness.”

Consumers who have been hospitalized repeatedly undergo a
total resoclalization (Goffman, 1962), becoming the "mental
patients™ they are believed to be. My field-work observations
record the entrenched nature of what I call the "mental pa-
tient mentality.” It is a tacit acceptance of definitions of
self that are grounded in their social identity as a "mentally
111" person or "mental patient.” It reifies the larger social
phenomenon sometimes referred to as “-entallsn.'l Consumers

refer to themselves and peers as "mental patients." Once
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resocialized to this new identity, the need to reflect on what
they may have accepted as the reality about their situation or
"self" is greatly diminished, if not extinguished. Their
“"career as a mental patient®™ (Goffman, 1959) has begun.
"Psychologies produce a reality, which in turn serves as the
basis for their verification" (Berger and Luckmann 1967, 178).

These patterns have special importance when seen from a
sociology of knowledge perspective. To explore the impact
that consumer-to-consumer care has on existing practices, it
is necessary to ground the problem in a sociohistorical con-
text and see if the difference in practice makes a difference
in outcomes (i.e., in recovery of mental health for
consumers). What new "soclal constructions of reality"™ are
created by the advent of groups like ABC? Do new reality
constructions about consumer groups and/or individual consum-
ers acting as advocates for their peers alter the workings of
the formal system of mental health care?

In some advocacy efforts, the activities of ABC consumers
seek redress on behalf of--or in conjunction with--peers who
wish to refuse treatments prescribed for them (e.g., hospital-
ization, administration of major psychliatric drugs). And yet,
one-to-one consultations with consumers manifesting extreme
vulnerability or coping difficulties (e.g., fearful of others;
afraid to leave their homes or ABC, once there; without ade-
quate food or shelter which they aver is "their fault") are
characterized by attempts to alter definitions of the problem.

Consumers at ABC assuming the role of advocate to persons
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visibly upset offer alternative understandings to the person
involved. Examples may include: "Maybe you are afraid today
because you argued with me yesterday;" "When they kicked you
out of the shelter, wasn't it because your "meds"l made you
pace all night? Why is that your fault?" Attempts to alter
definitions of "mental patients” and/or "mental illness" are
also seen in contacts with family members who call for ABC
advice on problems with individuals in their homes, and in
public presentations about these issues.

In these respects, advocacy work is directed toward
modifying the ideology of "mental illness" and practice in
the name of a generalized belief. Namely, psychiatric labels
are harmful because they cloud vision of the real situation (a
person who is having problems versus a "schizophrenic" becom-
ing "111" thus requiring medical treatment with drugs or
hospitalization).

However, ABC advocacy efforts, when situated in their
life-world context, also manifest tensions and contradictions
in consumers' efforts to modify the ideology of "mental ill-

ness." These were revealed through phenomenological inquiry.

Phenomenology: Pocus on 8Situated Meanings
An historical practice within the field of mental health
has been the routine discounting of consumers' communications

to practitioners and researchers (if or when consumers are

1.This is wmental health consumers' vernacular for psychiatric
medications.
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consulted). Largely an attribute of the imposed definition of
"mental illness"™ on consumers' situations, this prevents
consumers' important contribution to professional knowledge

about the nature of social conditions disguised by the label
“mental illness.”™ To enable change in professional practices
which might gffectively address the needs of people labeled
"chronically mentally i11," it is vital that consumers be
given entree to the discourse of mental health care and prac-
tice.

Using phenomenologically oriented nathodoloqy1 (i.e.,
"grounded theory" (Glaser and Strauss 1967)), the consumers'
vantage point can be integrated with extant theoretical per-
spectives without compromising the integrity of their unique
contribution. The process of discovery that this methodology
embodies offers this protection. That is, grounded theory
emerges from the data collected, when patterns of activities
or behaviors coalesce to reveal themes relevant--or problemat-
fic--to the studied population. Thus, it is theory generated
to account for patterns in the collected data, which reflect
everyday life experiences in specific context.

Organizational activities of ABC consumers may be illumi-
nated in some ways by a political economic framework, or a
sociology of knowledge framework, but these analytical guides
cannot account for 3al]l patterns that emerge through qualita-
tive analyses.

1.1 base this claim on an analysis of phenomenological tenets
and their convergence with procedures specific to grounded theory
methodology which appears in Chapter 3.
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We cannot adequately understand "social things," including
human acts, by referring only to other things or facts. "I
do not know a tool without knowing the purpose for which
it was designed, a sign or symbol without knowing what it
stands for in the mind of the person who uses it, an
institution without understanding what it means for the
individuals who orient thelir behavior with regard to its
existence”™ ... 8Socliologists' only access to social struc-
ture is actors' action and talk. No alternative sources of
data exist for social scientists; people must act or speak
before sociologists can move toward understanding social
reality in some wvay and to some degree (Rogers and Schutz
in Rogers 1983, 146). (Emphasis in the original.)

Informed by this phenomenological understanding, I argue
for the need to "bracket the natural attitude" toward people
labeled "mentally 111" when undertaking research in their
"life-world” context.™ The need is as great when seeking to
understand the viewpoint of practitioners, hospital personnel,
administrators, or relatives of consumers insisting on commit-
ting loved ones to mental institutions. There is also need to
articulate the varied meanings constructed by social actors
affected by operations of the mental health care systenm.

Vhile societal members share access to the social stock of
knowledge that accounts for conditions called "mental
illness,” specific viewpoints are conditioned by differentiat-
ed positions in the social order.

The voices silenced by routine practice of mental health
care, however, most need to be heard: without their contribu-
tion, existing knowledge of psychiatrically labeled situations
will not advance. Historically, consumers have been discount-
ed: their social vulnerability renders them powerless in
professionlist settings; social definitions, internalized and

externalized, tell them they are "mentally 1i11;" and
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medical/psychiatric ideologies unilaterally determine/legiti-
mate their subsequent treatment in the care system.

To give consumers voice by reporting their meaning-making
activities and soliciting their critical views is to bring new
light, and the hope of new relevant theory, to continuing
problems of treatment and recovery for "the most vulnerable

population there is."©

Research Methods and Practices: An Overview

To collect data for this project, I used documentary
(non-statistical content analysis) and field-work methods
(participant observation in field settings with in-depth
interviews). Prom the accumulated data, I constructed the
case history of the Alternatives By Consumers (ABC) organiza-
tion. Data were also used to describe and analyze the social
realities of community life for (self-selected) mental health
consumers participating in the organization.

In the inte:vievs,l as I explored consumers' understand-
ing of "mental illness" and their own diagnoses, I tried to
ascertain the ways in which they relied on or departed from
social definitions routinely applied to their situations. In
analyses of the data, I note the vehicles used by practition-
ers to communicate normative definitions and how they are
received by the people affected.

As this project evolved, it became clear that understand-
ing my collected data was possible by devising a comparative

1.Foxr the full text of the interview guide used, see Appendix A.
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scheme of "soclal reality constructions™ used by persons
volunteering to be interviewed; embodied by activities noted
in field observations; and offered by professional players in
the mental health care arena. Using the constant-comparative
method advised by grounded theory proponents (Glaser and
Strauss 1967; Glaser 1978), every line of data collected (in
field notes and interview transcriptions) was coded according
to the dominant "social reality construction” it revealed.
Codes for recurring soclial-psychological processes (e.q.,
interactional dynamics and personal or social behavior pat-
terns) were also included in coding cateqorles.l

While not as rigorous as the coding procedures used for
this project, I had previously coded field data collected at
Alternatives By Consumers in 1983, and written a summary paper
informed by those analyses. That study contributed to my early
research preconceptions concerning this project. Only after 1
had worked as an employee of ABC (1986-1988) and completed
several of my in-depth interviews with ABC participants did
the convergence between macro-level and micro-level phenomena
became apparent.

Triangulating all methods used (i.e., literature reviews,
field research, case study findings and interview analyses)
led me to understand specific ways in which the effects of
soclal degradation or erasure, social typification, ineffec-

tive mental health care in bureaucratic settings, noxious

l1.See Chapter 3 for detailed descriptions of the coding process.
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interpersonal relations, and the ideologies, economics, and
politics involved in mental health care practice and policy
were integral to comprehension of consumers' experiences.

These research practices were arduous. Time-consuming and
complex in their interrelationships, it seemed they would
never coalesce in an integrated wvay. My perspective on link-
ages and interactive effects of political economy dynamics;
personal biographies of ABC consumers; mental health prac-
tices; treatment experiences; and consumers' experiences at
ABC, emerged in bits and pieces. Bach time I was gyre I had
reached a theoretical impasse, oppressive despair gave way to
surprisingly sudden insight. Finally, it meshed.

I found that overarching critiques of the "therapeutic
model" (e.g., Bellah et al. 1985; Masson 1988); suggestions
that the workings of the mental health system could be com-
pletely subsumed by theories of "social control" (e.g., Hill
1983; Chamberlin 1978); or the consumer experience understood
solely by analysis of "symbolic interactions" (e.g., Goffman
1962) were simply not sufficient to explain the totality of
the consumer experience. Nonetheless, each perspective is a
necessary component for understanding mental health consumer-
ism and/or the effects of social vulnerability manifested by
mental health consumers.

By focusing on these linkages, rejecting single-focus
critiques, and attending to concrete experiences and meaning-
making activities pursued by consumers, the major premise and
theoretical supports for the grounded theory of mental health

consumerism emerged.
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Qverview of Research Findings
I have incorporated the key f£inding of this study in the

major premise of the "grounded theory of mental health consum-
erism." Namely, mental health consumers relieve social vulner-
ability by embracing a supportive community where definitions
(oxr redefinitions) of situation or self are available. This
premise is supported by data for this project.

Qualitative content analyses of data during research at
the Alternative By Consumers organization revealed that the
careers of mental health consumers are best conceptualized by
attention to their experiences of social vulnerability, to the
level of connection they are willing and able to make to a
community, and to their subsequent embrace, rejection, or
ambivalence toward the definitions of situation/self available
to them in that community. Moreover, understanding mental
health consumerism requires attention to features of the
political economy (e.g., labor market segmentation, institu-
tionalized "isms"™) that create structural pockets where social
vulnerability is rife (e.g., low-income urban areas with high
unemployment). These features exacerbate social vulnerability
generated predominantly through noxious interpersonal interac-
tion. Their effects are realized in characteristic socioeco-
nomic situations of mental health consumers.

I attempt to elevate the conceptual level of this theory,
as suggested by Glaser and Strauss (1967), to approach a
"substantive general theory," seeking to apply a specific

grounded theory (e.g., mental health consumerism) more broad-
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ly. I have termed this latter effort "toward a theory of
social vulnerability states,™ because key features of mental
health consumers' experiences overlap with features of any
experience of social disadvantage within given political
economic structures. On-going social disadvantage embodies
notions of social vulnerability, inequitable power relations,
need for resolution of social vulnerability through community
embrace, and similar vehicles for its resolution (i.e., access
to positive definitions of situation/self; supportive communi-
ties; level of investment in communal activities; willingness
or abllity to embrace new definitions offered). (I outline key
features of this grounded theory below. A more elaborate
discussion appears in Chapter 9.)

S8ocial vulnerabiljity may be manifested in a variety of
wvays, but in its simplest form it is best described as gener-
alized coping difficulties that result in inegquitable social
relations (i.e., these difficulties render an individual less
powerful than others who are not experiencing social vulnera-
bility). Experienced social vulnerability impedes efforts to
achieve versatile social competence; develop congruous self
and social identities; or sustain meaningful and satisfying
social relationships. These capacities exemplify the resolu-
tion of social vulnerability and/or restored mental health.

Unzrelieved social vulnerability is marked by inveterate
emotional and social accommodations, i.e., a "social vulnera-
bility state.” Purther, experiences of social vulnerability

are reciprocally reinforcing. Age-related social vulnerability
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(e.g., for the very young), a shared human attribute, may be
increased by occupying certain disadvantaged or demeaned
social positions in advanced capitalist societies. As Wineman
(1984) points out:
Corporate capitalism is one of several inter-related and
interacting structures of domination (based variously on
ownership of the means of production, race, sex, sexual
orientation, age, educational achievement and professional
standing) in a total society pervaded by an ethic of
dominant/subordinate power relations (Wineman 1984, 33).

Thus, social vulnerability is increased for occupants of
the social structure who do not own the means of production,
who do not share the dominant heterosexual orientation of the
socliety, who have not attained a college or higher education
degree, and who 3re affected by institutionalized racism,
sexism, ageism, and professionalism.

The experience of social vulnerability intensifies for
occupants of more than one devalued position. In U.8. soclety,
to be a poor woman of color; underemployed, unemployed or out
of the work force; and/or a client of the public assistance
bureaucracy increases the likelihood that extreme social
vulnerability or coping difficulties will be realized. If
these conditions continue, it is likely that a "social vulner-
ability state” will characterize the experience of the indi-
vidual. It will be manifested by emotional and social accommo-
dations to this continuing reality (e.g., low self-esteenm,
deference to authority figures). Resolving social vulnerabili-
ty is complex and problematic for people experiencing this

"layering effect.” The dilemma worsens over time as accommoda-

tions become habitual and/or harmful to self.

44



12

in

a]




gupportive communjties wmay assume a variety of forms, but
common features include members' mutual respect for human
dignity, recognition of each participants' worth, permission
to be expressive, authentic, and/or critically reflexive about
the community or its constituents. Interactions in such commu-
nities are dominated by face-to-face encounters. Participants
in supportive communities describe themselves as "members" or
describe the community as "a place I belong." Connectjon to
the community is revealed in these latter phrases, and also by
voluntary investment of time and energy in communal activi-
ties. Participation in communal life is a key component of
one's social identity.P Robert Nisbet's definition of communi-
ty informs my application of the concept in this project:
(Community) draws its psychological strength from levels
of motivation deeper than those of mere interest ...
Community is a fusion of feeling and thought, of tradition
and commitment, of membership and volition ... Its
archetype, both historically and symbolically, is the
family, and in almost every type of genuine community the
nomenclature of family is prominent (Nisbet 1966, 47-48).
For participants in this research project, childhood
social vulnerability continued without resolution in the non-
supportive, abusive atmosphere characterizing their early
family or caretaking situations. Unrelieved social vulnerabil-
ity prevented these individuals from attaining empowerment. In
the course of this research project, 1 learned to conceptual-
ize empowerment as one's ability to implement (rather than
impose) a definition of situation or self that is satisfying,
meaningful, and adaptable to many different social and person-

al contexts.

The essential features of these early situations denied
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empowerment to these individuals in two ways: the definition
of their situation (i.e., a member of a family) and self
(1.e., differentiated position in this family) were proffered
in negative, demeaning ways; and these received definitions
could not be altered by the individual, whose age-related
social vulnerability precluded knowledge of alternatives to
received definitions.

In essence, these primary socialization processes repre-
sent a symbolic loss of community: the family/community could
not provide support nor lead to empowerment for the individu-
al. Marked by unrelieved social vulnerability, these early
experiences resulted in: need for definitions of situa
tion/self that meaningfully explained their experiences and
sense of self; a heightened susceptibility to others' offer-
ings of definition; and a need for community.

As children and young adults, individuals accommodated
these experiences of unrelieved social vulnerability in var-
ious wvays (e.g., they developed a delusional world that was
pleasant). Alternatively, attempts to accommodate their feel-
ings of social vulnerability 1led to coping difficulties which
drewv the attention of others (e.g., they attempted suicide) or
became an intolerable, personal burden (e.g., they were debil-
itated by feelings of anxiety or fear). Whether self or
other-initiated, coping difficulties were brought to the
attention of mental health professionals for redress.

Practices of mental health professionals, and treatment

regimes recommended by them for consumers in their care,
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unwittingly exacerbated felt social vulnerability and/or
failed to relieve it. Frequently, treatment practices involved
consumers in illusory communities (this idea is elaborated

below), undermining their unarticulated need for an authentic

and supportive community. Dominant treatment modalities used
by practitioners, i.e., psychotherapy, psychiatric hospitali-
zation, and major psychiatric drug administration, conflate
problems of social vulnerability by communicating invidious
definitions of situation (e.g., the consumer is "mentally i1l1"
or a "mental patient”) and self (the consumer is "manic-de-
pressive®” or "schizophrenic®™). Without capacity to alter or
redefine the professionals' depiction of the situation (by
virtue of their social vulnerability state), the need for
definition that "explains"™ their coping difficulties impels an
embrace of what is proffered. Hence, their primary self-
identity becomes couched in terms of "mental patient."”
Additionally, the need for community is unintentionally
“"assuaged” by assignment to a diagnostic category and through
hospitalization experiences. Both provide consumers' with
membership in "pseudo-communities." Unrelieved social vulnera-
bility propels an acceptance of reality constructions (e.g.,
professionals' communications) that offer diagnostic catego-
ries as the group in which particular consumers "belong," and
the psychiatric hospital as a safe haven composed of similar
peers and expert helpers. Specific practices of providers
embodied in psychotherapy (e.g., sexism, racism, classism),
and others manifested by hospital personnel during inpatient

care experiences (e.g., discounting consumers' communications)
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may also add to the experience of social vulnerability.
(Departures in standards of care by individual providers,
however, sometimes prove beneficial to consumers.) Consumers'
susceptibility to definitions offered is enhanced in total
institutional settings, where physical and social control are
predominantly in the hands of providers.

In contrast to consumers' experiences with professional
mental health care are experiences at the consumer-run organi-
zation, Alternatives By Consumers (ABC). Many facets of organ-
izational work, pursued by consumers differentiated by their
level of involvement with ABC activities (e.g., staff, volun-
teers; "guests" only), attenuate the social vulnerability and
consequent need for community that consumers experience.

Findings from this research indicate that an important
marker for attenuation of social vulnerability is expressed by
ABC consumers' embrace, rejection, or extent of ambivalence
toward self-identity constructions specific to ABC that are
posed in terms of "consumer advocate." The continuing expe-
rience of social vulnerability is marked by consumers' embrace
of self-identity constructions posed in terms of "mental
patient.” These are not mutually exclusive categories; para-
doxical and/or contradictory self-constructions (e.g., self is
depicted as an "advocate®™ and "mental patient®™) reveal that

attempts to resolve social vulnerability are underwvay.
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Organjization of the Study
In the remainder of this study, I explore the ways in

which social vulnerability accumulates in layers of experience
for people who later become mental health consumers. I have
organized this study so that each of its three parts contrib-
utes essential components needed for the final analysis.

Part 1: Overview of Study. In this portion of the manu-
script, I review relevant literature for this substantive
area, i.e., literature that informs an understanding of mental
health care experiences (Chapter 2). I turn next to an over-
view of methods and methodology that directed this project,
and summarize the characteristics of the sample that was
selected through application of my methods (Chapter 3).

Part Il: Case Study. I begin the two chapter case study
by examining the natural history of the Alternative By Consum-
ers organization with special attention to sociohistorical
context and its first champion and founder (Chapter 4). The
second chapter of the case study is devoted to an examination
of the chronological evolution of the organization. The dis-
cussion is framed by the application of a stage analysis model
of "social problem-movements" to these data. I also explore
the types of organizational work pursued by members and lead-
ers of ABC, relating the effects of their work, and their
import, on practice and policy in the traditional care system.
In the conclusion of the chapter, 1 offer a theoretical cri-
tique of the model used (Chapter 5).

Part III (Volume II): Individual data analyses. Analysis

of findings in this part of the dissertation are focused on
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personal information obtained from volunteers for the in-depth
interviews. In the lead chapter of this part, I examine and
analyze consumers' treatment experiences, noting the duration
of their mental health care career and types of ilnpatient and
outpatient treatments they have experienced (Chapter 6). Many
treatment experiences are shared by consumers who become
involved at ABC, but it is the transformation of this shared
base of understanding into a genuine community that is next
examined. I look with special interest at the social relation-
ships that form in its setting and how those relationships
affect the larger social world of ABC consumers (Chapter 7). I
conclude Part III by compiling consumers' critiques of the
care system, and of their own organization, ABC (Chapter 8).

Part IV: Conclusions of Study. In the final section, 1
outline in detail the grounded theory of mental health consum-
erism and the substantive general theory, which I have called
"toward a theory of social vulnerability states," to indicate
its nascent stature. These theories are derived from preceding
analyses and integrated with support found in literature
review, research studies, and extant theory (Chapter 9).

In the last chapter, I offer practice and policy recom-
mendations in the context of the grounded theory of mental
health consumerism, the substantive general theory of social
vulnerability states, and other relevant theories and/or
research studies that help illuminate the significant obsta-
Cles in attempts to transform the industry of mental health
care. I conclude the study by highlighting the contribution
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made by the theories of mental health consumerism and social
vulnerability states to the discipline of sociology, but

especially to possibilities of social change (Chapter 10).
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CHAPTER END NOTES

(a)I am using the term social problem in the manner outlined by
William FPaunce (1981). Faunce notes that the term social problem
can apply to “any condition that is generally regarded in a
society as requiring reform or change"™ (Faunce 1981, 8), and
offers the following, widely accepted, definition: "A soclial
problem is a situation believed to be a threat to or an infringe-
ment upon an established social value and considered capable of
amelioration or elimination by appropriate social action. A
social problem has the following elements: (1) a situation capa-
ble of measurement; (2) a value believed threatened thereby; and
(3) a realization that the situation and the value may (theoreti-
cally) be reconciled by group action® (Merrill (1948]) in Faunce
1981, 8).

Despite controversy over measurement of the incidence of
conditions deemed to be "mental illness,” enumeration of people
labeled "mentally 111" in U.S. society are routinely conducted.
Moreover, mental health is valued in this society, and there |is
wide-spread belief that "mental illness" is amenable to treatment
by mental health professionals. Thus, situations researched in
this study that preclude or stymie recovery of mental health can
aptly be described as U.S. social problems.

(b)For a detailed discussion of deinstitutionalization policy
history and practice, which focuses on political-economic fac-
tors, professionalist forces, institutional factors, and the role
of popular forces in development of the practice, see Phil Brown,

The Transfer of Care: Psychiatric Dejinstjtutionaljization and its
Aftermath (London: Routledge & Keagan Paul, 198S).

(c)For review of works that connect problems of U.S. homeless-
ness to mental health practices, see e.g., Hombs and Snyder 1982;
Hopper 1982; Halpern et al. 1980; Torrey 1989.

(d)The £field notes from 1983 were collected during a course 1in
field work methodology at Michigan State University (Sociology
955) taught by Dxr. Barrie Thorne during the fall of that year.
All written notes have been altered to insure anonymity for those
observed. The director of the organization, and all people I
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observed, were informed of my purpose while field notes were
being gathered and had the opportunity to give consent--or de-
cline their consent-- for their participation in my study.

These field notes describe activities and conversations
occurring at ABC's office site during my scheduled observation
hours. Two in-depth interviews (for which informed consent was
received), and notes taken at a public presentation of ABC's

programs to a mental health task force also compzise part of the
data from 1983.

The 1986 field notes also focus on in-house activities and
conversations occurring at the ABC Center. I volunteered my help
to ABC a minimum of one afternoon each week from June to mid-
September, before being recruited for a paid position at the end
of that month, which I accepted. Although I undertook this part
of the fleld research on my own, I followed the same informed
consent procedures used in 1983, and have altered compiled notes
to protect the privacy of people patronizing or staffing the
organization. Permission was secured from the Director of ABC
before I started.

(e)I became interested in this organization through a field-
methods course at Michigan State University in 1983, when I spent
ten weeks as a participant-observer at their office site. 1
stayed in contact with the group and the director, Steven Ashton,
over time. Ashton knew of my research interest 1in consumer-
initiated mental health care. When he called in the fall of 1986
to offer a full-time position to me, as an Associate Director of
the ABC "“OUR Project," I accepted. I worked there nearly two
years 1in that capacity. While emotionally exhausting, ABC work
was also frequently exhilarating and inspiring. There were few
"dull moments."” I am grateful for the informed perspective this
opportunity allowed.

(£)The institutional syndrome referred to here has been document-
ed by Brving Goffman in Asylums (1962). He argues that a self-
mortification process occurs when people are hospitalized in
total institutions, such as mental hospitals. It is a process
through which an individual's sense of self is disturbed.

The whole experience of mental hospitalization promotes
weakness and dependency. Not only are the 1lives of
patients controlled, they are constantly told that the
control is for their own good, which they are unable ¢to
see because of their mental illness. Patients become
unable to trust their own judgment, become indecisive,
overly submissive to authority, frightened of the out-
side world (Goffman, 1962).

Consumers' versions of this experience support Goffman's
arguments:

«s.(A)fter my hospitalization, I was convinced of my own
worthlessness. I had been told I could not exist outside
an institution. I was terrified that people would £find
out I was an expatient and look down on me as much as I
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had 1looked down on myself. Por years I feared that any
stress, any difficulty, would lead to my total collapse
(Chamberlin 1978, 7).

(g)Feminist scholars have noted processes of sexism in numerous
institutionalized practices in Western cultures. Selected works
which have informed my research include: institutionalized sexism
in religion and medicine (Daly 1978); sexism incorporated in
world-views and bureaucracies (Ferguson 1980, 1983); sexism in
mental health care (Chesler 1972); sexism in welfare state prac-
tices (Vineman 1984); sexism in psychological theories (Miller
1986 and Schaef 1985); sexism in the corporate world (Kanter
1977); sexism in language (Spender 1980); sexism in creation of
patriarchy (Lerner 1986); sexism as political oppression (Frye
1983); sexism incorporated in societal formations (Rubin 1975).

(h)Although American Psychlatric Assoclation members argue that
schizophrenia should be understood as a chronic illness (except-
ing episodes of "illness"™ that last less than 6 months), an
important dialogue has begun in psychiatry that challenges this
notion.

Harding et al. (1987) has argued that "rather than uniformi-
ty, there is considerable heterogeneity in the long-term course
of schizophrenia ... Recent longitudinal research suggests a much
different picture involving recompensation, significant improve-
ment and recovery as well as an occasional deteriorating course"
(1987, 477). Her work provides an important challenge to the
dominant conceptualization of schizophrenia in psychiatry, which
heretofore has largely been challenged only outside the ranks of
psychiatry (e.g., by psychoanalytic psychologists (Karon and
VandenBos 1981) and sociologists (Hill 1983; Parris and Dunham
19391).

(1)See Baxter and Hopper, "Shelter and Housing for the Homeless
Mentally 1Ill1," (pp. 109-140) in Richard Lamb (ed.) The Homeless
Mentally 1Ill: A Task Force Report of the Amerjcan Psychiatric
Assocjation. (Washington, D.C.: American Psychiatric
Association), 1984. Baxter and Hopper review programs in New York
City serving the homeless, the data base used to assess numbers
of homeless people, and relevant U.8. policy, practices, and
advocacy strategies for this sector of the population.

(j)8ee e.g., EBvelyn Fox Keller, "Peminism as an Analytical Tool
for the 8Study of Science," Academe (September-October), 1983:
15-21, for an excellent discussion of sexist bias in "normal
sclience."”

(k)"Insofar as psychological theories are elements of the social
definition of reality, their reality-generating capacity is a
characteristic they share with other legitimating theories;
however, their realizing potency is particularly great because it
is actualized by emotionally-charged processes of identity-
formation. ...Its internalization is accelerated by the fact that
it pertains to internal reality, so that the individual realizes
it in the very act of internalizing it" (Berger and Luckmann
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1967, 178.

(1)Mentalism can be described in its simplest form as an unreason-
able fear of "mental patients” (Chamberlin 1978, 196). This sim-
plistic definition, however, belies the intrapsychic damage that

occurs when this belief is internalized by consumers and non-
consumers alike.

What do we mean when we call a person "sick" because we
don't 1like his or her behavior? We don't really mean
that the person is suffering from an illness; 1it's an
easy way to discredit or dismiss that person's ideas or
actions, a way not to listen to what he or she is say-
ing. It's a way of turning the problem over to the
experts--the psychiatrists--even though we know that we
wouldn't want that to happen to us. We use words that
sound clean and sterile, "mental illness"™ and "mental
hospital”™ when we know we mean "crazy" and "snake pit"
and "booby hatch."™ We draw away from anyone we know is a
mental patient, and we draw away from the unknown and
mysterious areas within ourselves. Mentalism cripples us
all (Chamberlin 1978, 218).

(m)Throughout this project, I embrace the understanding that
reality 1is soclally constructed, or more accurately, multiple
social realities are constructed by social actors in differenti-
ated social positions within a given society. My understanding of
these issues rests largely on the work of Peter Berger and Thomas
Luckmann, The Socjal Construction of Reality: A Treatise in the

Knowledge (Garden City, New York: Anchor Books),
1967. Their premise is that "reality 1is socially constructed
and ... the sociology of knowledge must analyze the processes 1in
which this occurs™ (p.l). Much of this project has been devoted
to this interpretive task.

(n)"Bracketing the natural attitude" refers to a phenomenological
concept which involves suspending our "everyday" belief, for the
purposes of examining essential qualities of phenomena. The
natural attitude "<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>