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by
Daniel W. Phillips III
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Dr. Michael D. Hughes, Co-Chair
Sociology
(ABSTRACT)

Sociology has made many contributions to the study of
mental illness. One of those contributions has been in the
area of theory. Sociologists maintain that social variables
such as age, social class, marital status, gender, and race
are important in understanding mental illness and its
treatment. Although sociologists agree that social
variables are important in understanding mental illness,
they are not always in agreement about the direction of the
relationships. Labeling theorists claim that psychiatric
symptoms do not differentiate those who seek treatment from
those who do not. 1Instead, they believe that those who have
the least amount of social power are most likely to be
forced into treatment. Conversely, sociologists who are
critical of labeling believe that there is a positive
correlation between symptoms and mental health treatment.
However, critics of labeling also maintain that social
characteristics are related to treatment. Unlike labeling
perspective theorists, critics of labeling claim that the
greater the amount of social resources people have, the more
likely they are to seek treatment. Besides these general
perspectives, other sociologists have developed theories
which are hybrids of the labeling and the critics of
labeling. Former tests of these theoretical perspectives
have utilized small, convenience samples. These studies
have produced conflicting results. This work uses data from
the Epidemiologic Catchment Area (ECA) study, a community
sample, to test research questions from the labeling
perspective, critics of labeling, and combined perspectives.
Results provide mixed support for each perspective. Results
vary by inpatient and outpatient treatment and by particular
sector of treatment.
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CHAPTER 1

INTRODUCTION

The study of mental illness may appear to be the sole
dominion of psychologists and psychiatrists. Other
disciplines, however, also have made contributions to the
understanding of mental illness. Research has shown [see
Faris and Dunham (1939), Hollingshead and Redlich (1953),
Srole et al. (1962), and Leighton et al. (1963)] that social
factors, such as gender, race, income, education, marital
status, and age, are correlated with psychiatric disorders.
While many sociologists agree that social characteristics
are important in understanding mental illness, sociologists
have not always been in agreement about the specific
relationships between social characteristics and mental
illness. During the 1960s and early 1970s, a debate,
sometimes referred to as the Gove/Scheff debate, began
concerning the role of social characteristics in mental
illness. Variations of this debate have developed since the
1970s and continue to be developed today.

On one side of the debate are labeling theorists
[primarily represented by Goffman (1961) and Scheff (1966)],

and on the other side are critics of labeling [represented



primarily by Gove (1970a, 1970b, 1975b); Murphy (1982) and
Weinstein (1983)]. Briefly, labeling theorists claim
"mental illness" is a phrase applied to people who violate
norms for which there are no specific categories to classify
their behaviors; labeling theorists have viewed mental
illness as a residual category of deviance. According to
labeling theorists, "mentally 111" people can be
differentiated from non-mentally ill people by social
characteristics not by individual differences in psychiatric
symptoms. Labeling theorists also maintain once people are
officially labeled "mentally ill" the label becomes
internalized. People who have internalized the "mentally
111" label are more likely to engage in bizarre behaviors
which hurts life chances (e.g., marriage, employment, and
educational opportunities). Finally, labeling theorists
state that those who lack social resources (i.e., economic,
educational, and marital) are most likely to receive a
strong reaction (i.e., inpatient treatment) to their bizarre
behavior (Goffman 1961, Scheff 1966).

Critics of labeling such as Gove (1970a, 1970b, 1975b),
Gove and Howell (1974) and Weinstein (1983) have responded
to labeling theorists's claims. Critics of labeling state

that people are designated mentally ill primarily because



they have psychiatric symptoms/disorders. <Critics of
labeling recognize, however, that social resources enable
people to receive adequate psychiatric care. Critics of
labeling believe that treatment is dependent upon social
resources, although they still consider symptoms/disorders
to be the primary reason people seek treatment (Gove and
Howell 1974).

Gove and Howell (1974) and Weinstein (1983) have
responded to labeling theorists's claims that treatment
stigmatizes people. Critics of labeling agree with labeling
theorists that mentally ill people are stigmatized because
of their behavior. Critics of labeling contend, however,
that bizarre behavior is the result of psychiatric
symptoms/disorders not the result of being labeled mentally
il1ll. Psychiatric treatment, which labels people, should not
reduce life chances, instead, psychiatric treatment should
lead to a reduction in symptoms which should decrease
bizarre behaviors and ultimately increase life chances.
Finally, critics of labeling maintain that people with
social power are more likely than those without social
resources to receive a strong reaction (i.e., psychiatric
treatment) to their bizarre behavior (Gove 1970a). This is

because socially powerful people find treatment efficacious.



This is the opposite of labeling theorists's claims that
people with few social resources are most likely to receive
a strong reaction to their behavior.

While the Gove/Scheff debate occurred during the 1960s
and 1970s, there have been more recent theoretical
developments in mental illness theory some of which attempt
to combine parts of labeling and critics of labeling.?
Similar to critics of labeling, Link, Cullen, Struening,
Shrout, and Dohrenwend (1989) state that people are labeled
mentally ill because they have symptoms of mental illness.
Similar to labeling theorists, Link et al. (1989) also
contend that being labeled mentally ill can harm life
chances. Horwitz (1982) does not deny the importance of
psychiatric symptoms in being labeled but maintains that
reaction, as it relates to treatment, varies by social
characteristics. Rosenfield (1984) focuses on the
correlation between race and reaction to bizarre behaviors.
Chesler (1989) has also discussed gender as it relates to

the reaction to bizarre behaviors.

'Even Gove and Howell (1974) recognized that the psychiatric
and labeling perspectives were simply different point along
the social characteristic/psychiatric continuum.



While the labeling and critics of labeling perspectives
are useful in understanding mental illness, the critics of
labeling perspective should have more explanatory power.
Research continues to discover evidence for the
physiological components of mental illness (Winokur and
Clayton 1994). Despite the difficulties of diagnosis,
psychiatric diagnoses are not just a repressive label;
psychiatric diagnoses play a role in people receiving
treatment. This does not mean that social characteristics
are unimportant, only that psychiatric disorders are more
important in receiving treatment than labeling theorists
admit. While it is important to critique the mental health
system, 1t is also important to recognize the benefits of
recent discoveries concerning mental illness. Because of
medication and therapy, many disordered individuals have
been able to lead better lives. Labeling theorists should
move away from questioning whether illnesses, such as
schizophrenia, really exists to questioning the diagnosis
and treatment process. If labeling theorists fail to change
their critique as new medical evidence is uncovered, then
labeling theorists will fail to play a useful role in the

study of mental illness.



Statement of the Problem

Determining whether one theoretical perspective
explains mental illness better than another perspective 1is
interesting but insufficient to influence mental health care
policy. Both labeling theorists and their critics will
concede the other is partially correct but this leads to a
good deal of ambiguity. Government agencies and insurance
companies are not as likely to provide funds for treatment
services based on an ambiguous description of mental health
care. What is really needed is a description of the
specific relationships between social characteristics,
psychiatric symptoms, and societal reaction or psychiatric
treatment. Determining this relationship is not a trivial
matter as there is a great deal at stake: interpersonal
relationships, social standing, individual liberty,
emotional well-being, and millions of dollars.

If labeling theorists have accurately described mental
illness, then the mental health care system accomplishes the

following:



1. increases and validates existing power
differentials in interpersonal relationships as
well as in the broader social context,

2. decreases personal liberty and harms the
emotional well-being of its clients, and

3. costs millions of dollars each year needlessly.

If labeling theorists are correct, mental health
treatment shquld be discontinued to the benefit of society.
Defunding mental health treatment should lead to increased
equality since power differentials are not validated/caused
by the mental health system. Discontinuing mental health
treatment should also lead to increased personal liberty and
save millions of dollars annually.

If the critics of labeling are correct about the mental
health care system, then a different view of psychiatric

treatment exists:

1. mental health treatment is reserved primarily

for those who suffer from a disorder,



2. mental health treatment helps to reduce
psychiatric symptoms which has the potential to
increase individual liberty and emotional well-
being, and

3. the cost of treatment is justified because it
helps people live more enjoyable and productive

lives.

Critics of labeling believe mental health treatment can
effectively decrease the symptoms of mental illness. If
that is true, then mental health treatment ultimately
increases personal liberty by helping people to regain
control over their lives. The cost of treatment is
legitimated as it helps people live more enjoyable lives and
decreases the productivity costs of mental illness. If
critics of labeling are correct, then providing mental
health care for those who need it should have positive
effects for people: psychiatric symptoms should be
alleviated allowing people to lead more enjoyable lives.

Despite all that is at stake regarding mental health
treatment, the specific relationships between social
characteristics, psychiatric symptoms, and mental health

treatment has not been adequately explored. The data used



to support claims made by labeling theorists and their
critics have come from small, convenience samples collected
during the 1960s and 1970s. This, combined with the fact
that there have been new attempts to combine the
perspectives, requires new research to be conducted in this
area.

This work will examine the specific relationship
between social characteristics, psychiatric symptoms, and
the utilization of mental health services to explore
implications for mental health treatment policy?. It may be
the case that labeling and critics of labeling perspectives
explain different types of treatment better than the other
perspective. For instance, labeling may have more
explanatory power for those hospitalized in state hospitals,
while the critics of labeling may best explain outpatient
treatment in a private psychiatrist's office.

To examine the issues described above, this work will
use data from the Epidemiological Catchment Area (ECA)
study. The ECA data is sufficiently large to examine the

correlates of mental health treatment. ECA data include the

“‘Utilization of mental health services is divided into
outpatient and inpatient treatment. Outpatient and
inpatient treatment is further divided into different
sectors such as private hospital, general hospital, and
state hospital.



responses of 20,861 persons, from both the community and
institutions (nursing homes, psychiatric facilities, and
jails).

The following three chapters will explore labeling
theory (Chapter 2), the perspective developed by the critics
of labeling (Chapter 3), and the attempt to combine the two
(Chapter 4). This will be followed by a methods section
(Chapter 5) where the ECA study will be discussed along with
the DSM-III and the DIS. Chapters 6-8 will display the
results of this work. Chapter 6 will contain the results of
the relationships between social characteristics and recent
treatment. Chapter 7 will describe the relationships
between psychiatric variables and recent treatment, while
Chapter 8 will combine social and psychiatric
characteristics. Finally, Chapter 9 will provide

conclusions.
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CHAPTER 2

LABELING PERSPECTIVE

The labeling perspective emerged during the 1960s in
response to traditional theories of crime/deviance/mental
illness (Williams and McShane 1994). During the 1960s,
traditional authority was challenged along with the
legitimacy of traditional theories. Labeling was
facilitated by the political atmosphere of the 1960s;
labeling's propositions complemented the ideologies of
social movement groups.

Labelind theorists broke with the functionalist
ideoclogy that prevailed prior to the 1960s. The labeling
perspective combined elements from the conflict and symbolic
interactionist perspectives. Whereas functional theories of
deviance/criminology/mental illness focused on rule
breakers, labeling theorists chose to examine rule makers
and rule enforcers (Gibbs 1996). Before discussing labeling
theory completely, a brief examination of pre-1960s
criminological theory is presented.

Prior to the 1960s, criminological theories tried to
explain why people engaged in criminal behavior. No matter

what their specific focus was, most pre-1960 criminologists
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were trying to discover the difference between criminals and
non-criminals. During the latter part of the nineteenth
century, criminologists believed criminals were biologically
different from others. Lombroso (1911) claimed criminal
behavior was the result of atavistic qualities. Lombroso
stated criminals were physiologically distinct from non-
criminals, the result of genetic inferiority. Biological
theories, such as Lombroso's, ultimately decreased in
popularity as their analyses suffered from serious
methodological flaws (Shoemaker 1990, p. 17). These
theories were followed by functional theories of
deviance/crime/mental illness.

Functional theorists, such as Spencer (1898), Durkheim
(1933), and Merton (1957), used biology to construct an
organismic view cf society. According to these
functionalists, society's members had roles to fulfill that
promoted the society's existence. Functionalist believed
each role had a particular set of norms attached to them.
For instance, the role of being a husband required earning a
wage and being strong; the role of wife required taking care
of the household and being emotionally supportive.

According to the functional view of society, deviance was

defined as the violation of norms attached to people's

12



roles. Since functionalists believed these roles supported
society as a whole, deviance was thought to be constructed
through a consensus of the people. According to
functionalists, norms developed from the will of the people;
norms reflected the general sentiments of the population at
large. Laws against murder, then, were created because
society's members agree collectively that killing somecne
was wrong. The belief that norms arose from a consensus of
society's members is an important part of functionalist
theory. Only with the consensus component of functionalist
could deviance/crime/mental illness be viewed as something
harmful to society.

In the 1960s, people began to question society, its
institutions, and the assumptions made by functional
theorists. Specifically, the consensus assumption and the
harmfulness of deviant behaviors/criminal acts/mentally ill
behavior were challenged by the labeling perspective. The
labeling perspective has its intellectual roots in conflict
theory and the symbolic interaction perspective. Conflict
theorists state that norms are constructed by the socially
powerful and forced on the socially weak. According to
conflict theorists, norms are not constructed through a

consensus of society's members. Conflict theorists claim

13



norms do not prohibit behaviors which are dangerous to
society, only behaviors that are dangerous to the interests
of those in power. Norms prohibiting behaviors such as
homosexuality, types of dress, drugs, and prostitution are
considered unjust by some conflict theorists; they do not
believe that deviance is inherently harmful to society.
Assuming conflict instead of consensus makes conflict theory
different from functionalism and labeling different from
traditional theories of deviance. Besides conflict theory,
labeling theorists also draw from symbolic interactionism.

Functionalist had a tendency to consider people to be
unfeeling, unthinking, and unreflective objects. Symbolic
interactionists, in contrast, claim human beings are
"conscious, feeling, thinking, and reflective subjects
rather than a nonconscious, unfeeling, unthinking, and
unreflective object” (Thio 1995, p. 46). Symbolic
interactionists focus on the symbols people use in social
interaction. They examine the ways individuals construct
symbols and the meanings others attach to them.

The labeling perspective encompasses the work of many
authors (Becker 1963; Chesler 1972, 1989; Goffman 1961;
Erickson 1962, 1966; Rushing and Esco 1977; and Scheff 1964,

1966). While each contributes to the labeling perspective,

14



their contributions do not address the same concerns. The
multifaceted nature of labeling theory can lead to
conceptual confusion. To clarify the labeling perspective,
I present a conceptual scheme developed by Gibbs (1981).
Gibbs (1981, pp. 35-37) defines three general foci which
cumulatively form the labeling perspective: the reactive
conception of deviance, the theory of secondary deviance,

and the societal reaction theory.

Reactive Conception of Deviance

Adherents of the reactive conception ¢f deviance do not
believe that deviance is defined by absolute standards;
deviance is not inherent in the act. Instead, deviance is
defined by audience reaction (Erickson 1962, p. 253). To
those who argue that norms are important in understanding
deviance, Becker (1963) concedes some ground. Becker admits
there are people who do not violate social norms who are
labeled conformists, and there are those who have violated
norms and are so labeled (pure deviant). Becker, however,
claims there are those who do not violate norms who are
labeled deviants (falsely accused), and people who violate
norms who are not labeled deviants (secret deviant).

Falsely accused people and pure deviants are sanctioned by
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society while conformists and secret deviants are not.
Being labeled, therefore, not the violation of norms, is the
crucial part of the deviant labeling process.

When applied to mental illness labeling theory says
audiences, such as families, communities or psychiatrists,
react to people's behavior and in doing so defines them
mentally ill. The audience may or may not use psychiatric
symptoms to define people mentally ill, but people are
considered mentally ill only when they are labeled.
Labeling theorists do not focus on the physiological causes
of mental illness, instead they focus on the social forces
involved in the construction of the definition of mental
illness.

Scheff (1966) develops nine propositions to explain the
factors involved in people being labeled "mentally ill."
Scheff (1966, prop. 1) argues that mental illness is a
residual category that "arises from fundamentally diverse
sources." Mental illness encompasses those behaviors which
people are prohibited from engaging in but are too trivial
or impractical to be prohibited legislatively. For
instance, people are not supposed to stare out of a window
too long and are supposed to respond when addressed.

Violation of either is not considered illegal or immoral.
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If the audience is not able to determine the reason for the
peculiar behavior, the audience may consider the actor to be
deviant.

Whereas there are names for people who rape ("rapists")
and people who murder ("murderers"), there are not names for
people who stare out of a window for too long or for people
who don't answer when called. Because no-name deviants are
not placed into existing categories they are, according to
Scheff, placed into a residual category: mentally ill.

There are many times, however, when people violate residual
rules and are not considered mentally ill. In some
instances, people who behave in some bizarre manner (i.e.,
commit residual deviance) may be considered mentally ill.

In other instances, people may act just as strangely and be
considered eccentric. Residual rule breaking is not reacted
to systematically. Many people who commit residual deviance
are never considered mentally ill while others are
considered mentally ill. Due to the variability in reaction
to residual rule breaking, individual behaviors or diseases
cannot be the cause of the mental illness diagnosis. There
must be other factors involved in the diagnosis process such

as environmental factors.
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