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Abstract 

Fifty years ago I noted that modern psychiatry rests on a basic conceptual error - 
the systematic misinterpretation of unwanted behaviours as the diagnoses of 
mental illnesses pointing to underlying neurological diseases susceptible to 
pharmacological treatments. I proposed instead that we view persons called 
‘mental patients’ as active players in real life dramas, not passive victims of 
pathophysiological processes outside their control. In this essay, I briefly review 
the recent history of this culturally validated medicalisation of (mis)behaviours 
and its social consequences. 

In my essay ‘The myth of mental illness’, published in 1960, and in my book of 
the same title which appeared a year later, I stated my aim forthrightly: to 
challenge the medical character of the concept of mental illness and to reject the 
moral legitimacy of the involuntary psychiatric interventions it justifies.1,2 I 
proposed that we view the phenomena formerly called ‘psychoses’ and 
‘neuroses’, now simply called ‘mental illnesses’, as behaviours that disturb or 
disorient others or the self; reject the image of the patients as the helpless 
victims of pathobiological events outside their control; and withdraw from 
participating in coercive psychiatric practices as incompatible with the 
foundational moral ideals of free societies. 

Fifty years of change in US mental healthcare 

In the 1950s, when I wrote The Myth of Mental Illness, the notion that it is the 
responsibility of the federal government to provide healthcare to the American 



people had not yet entered national consciousness. Most persons called ‘mental 
patients’ were considered incurable and were confined in state mental hospitals. 
The physicians who cared for them were employees of the state governments. 
Non-psychiatric physicians in the private sector treated voluntary patients and 
were paid by their clients or the clients’ families. 

Since that time, the formerly sharp distinctions between medical hospitals and 
mental hospitals, voluntary and involuntary patients, private and public 
psychiatry have blurred into non-existence. Virtually all mental healthcare is 
now the responsibility of the government and it is regulated and paid for by 
public moneys. Few, if any, psychiatrists make a living from fees collected 
directly from patients and none is free to contract directly with his patients 
about the terms of the therapeutic contract governing their relationship. 
Everyone defined as a mental health professional is now legally responsible for 
preventing his patient from being ‘dangerous to himself or others’.3 In short, 
psychiatry is thoroughly medicalised and politicised. The opinion of official 
American psychiatry - embodied in the official documents of the American 
Psychiatric Association and exemplified by its diagnostic and statistical manuals 
of mental disorders - bears the imprimatur of the federal and state governments. 
There is no legally valid non-medical approach to mental illness, just as there is 
no legally valid non-medical approach to measles or melanoma. 

Mental illness - a medical or legal concept? 

Fifty years ago, it made sense to assert that mental illnesses are not diseases. It 
makes no sense to do so today. Debate about what counts as mental illness has 
been replaced by political-judicial decrees and economic criteria: old diseases 
such as homosexuality disappear, whereas new diseases such as attention-
deficit hyperactivity disorder appear. 

Fifty years ago, the question ‘What is mental illness?’ was of interest to 
physicians, philosophers, sociologists as well as the general public. This is no 
longer the case. The question has been settled by the holders of political power: 
they have decreed that mental illness is a disease like any other. In 1999, the 
US president Bill Clinton declared: ‘Mental illness can be accurately diagnosed, 
successfully treated, just as physical illness’.4 Surgeon general, David Satcher, 
agreed: ‘Just as things go wrong with the heart and kidneys and liver, so things 
go wrong with the brain’.5 Thus has political power and professional self-interest 
united in turning a false belief into a ‘lying fact’.6 

The claim that mental illnesses are diagnosable disorders of the brain is not 
based on scientific research; it is an error, or a deception, or a naive revival of 
the somatic premise of the long-discredited humoral theory of disease. My claim 
that mental illnesses are fictitious illnesses is also not based on scientific 
research; rather, it rests on the pathologist’s materialist-scientific definition of 



illness as the structural or functional alteration of cells, tissues and organs. If we 
accept this definition of disease, then it follows that mental illness is a metaphor 
- asserting that view is stating an analytic truth, not subject to empirical 
falsification. 

The Myth of Mental Illness offended many psychiatrists and many mental 
health patients as well. My offense - if it be so deemed - was calling public 
attention to the linguistic pretensions of psychiatry and its pre-emptive rhetoric. 
Who can be against ‘helping suffering patients’ or ‘providing patients with life-
saving treatment’? Rejecting that jargon, I insisted that mental hospitals are like 
prisons not hospitals, that involuntary mental hospitalisation is a type of 
imprisonment not medical care, and that coercive psychiatrists function as 
judges and jailers not physicians and healers. I suggested that we discard the 
traditional psychiatric perspective and instead interpret mental illnesses and 
psychiatric responses to them as matters of morals, law and rhetoric, not matters 
of medicine, treatment or science. 

 ‘Mental illness’ is a metaphor 

The proposition that mental illness is not a medical problem runs counter to 
public opinion and psychiatric dogma. When a person hears me say that there is 
no such thing as mental illness, he is likely to reply: ‘But I know so-and-so who 
was diagnosed as mentally ill and turned out to have a brain tumour. In due 
time, with refinements in medical technology, psychiatrists will be able to show 
that all mental illnesses are bodily diseases’. This contingency does not falsify 
my contention that mental illness is a metaphor. It verifies it. The physician who 
concludes that a person diagnosed with a mental illness suffers from a brain 
disease discovers that the person was misdiagnosed: he did not have a mental 
illness, he had an undiagnosed bodily illness. The physician’s erroneous 
diagnosis is not proof that the term mental illness refers to a class of brain 
diseases. 

Such a process of biological discovery has, in fact, characterised some of the 
history of medicine, one form of ‘madness’ after another being identified as the 
manifestation of one or another somatic disease, such as beriberi or 
neurosyphilis. The result of such discoveries is that the illness ceases to be a 
form of psychopathology and is classified and treated as a form of 
neuropathology. If all the conditions now called mental illnesses proved to be 
brain diseases, there would be no need for the notion of mental illness and the 
term would become devoid of meaning. However, because the term refers to the 
judgements of some persons about the (bad) behaviours of other persons, what 
actually happens is precisely the opposite. The history of psychiatry is the 
history of an ever-expanding list of mental disorders. 

Changing perspectives on human life (and illness) 



The thesis I had put forward in The Myth of Mental Illness was not a fresh 
insight, much less a new discovery. It only seemed that way, and seems that 
way even more so today, because we have replaced the old religious-humanistic 
perspective on the tragic nature of life with a modern, dehumanised, 
pseudomedical one. 
The secularisation of everyday life - and, with it, the medicalisation of the soul 
and of personal suffering intrinsic to life - begins in late 16th-century England. 
Shakespeare’s Macbeth is a harbinger. Overcome by guilt for her murderous 
deeds, Lady Macbeth ‘goes mad’: she feels agitated, is anxious, unable to eat, 
rest or sleep. Her behaviour disturbs Macbeth, who sends for a doctor to cure 
his wife. The doctor arrives, quickly recognises the source of Lady Macbeth’s 
problem and tries to reject Macbeth’s effort to medicalise his wife’s disturbance: 
 
“This disease is beyond my practice... unnatural deeds Do breed unnatural 
troubles: infected minds To their deaf pillows will discharge their secrets: More 
needs she the divine than the physician. (Act V, Scene 1)7 
” 
Macbeth rejects this diagnosis and demands that the doctor cure his wife. 
Shakespeare then has the doctor utter these immortal words, exactly the 
opposite of what psychiatrists and the public are now taught to say and think: 
“Macbeth. How does your patient, doctor? 
” 
“Doctor. Not so sick, my lord, As she is troubled with thick coming fancies, That 
keep her from her rest. 
” 
“Macbeth. Cure her of that. Canst thou not minister to a mind diseased, Pluck 
from the memory a rooted sorrow, Raze out the written troubles of the brain And 
with some sweet oblivious antidote Cleanse the stuffed bosom of that perilous 
stuff Which weighs upon her heart? 
” 
“Doctor. Therein the patient Must minister to himself. (Act V, Scene 3)7 
” 
Shakespeare’s insight that the mad person must minister to himself is at once 
profound and obvious. Profound because witnessing suffering calls forth in us 
the impulse to help, to do something for or to the sufferer. Yet also obvious 
because understanding Lady Macbeth’s suffering as a consequence of internal 
rhetoric (imagination, hallucination, the voice of conscience), the remedy must 
also be internal rhetoric (self-conversation, ‘ internal ministry’). 
 
Perhaps a brief comment about internal rhetoric is in order here. In my book 
The Meaning of Mind,8 I suggest that we view thinking as self-conversation, as 
Plato had proposed. Asked by Theaetetus to describe the process of thinking, 
Socrates replies: ‘ As a discourse that the mind carries out about any subject it is 
considering... when the mind is thinking, it is simply talking to itself’.8 (This is a 
modern translation. The ancient Greeks had no word ‘ mind’ as a noun.) 



 
By the end of the 19th century, the medical conquest of the soul is secure. Only 
philosophers and writers are left to discern and denounce the tragic error. Søren 
Kierkegaard warned: 
 
“‘In our time... it is the physician who exercises the cure of souls... And he 
knows what to do: [Dr.]: “You must travel to a watering-place, and then must 
keep a riding-horse... and then diversion, diversion, plenty of diversion...” - 
[Patient]: “To relieve an anxious conscience?” - [Dr.]: “Bosh! Get out with that 
stuff! An anxious conscience! No such thing exists any more”’ (p. 57).9 
” 
Today, the role of the physician as curer of the soul is uncontested.10 There are 
no more bad people in the world, there are only mentally ill people. The 
‘insanity defence’ annuls misbehaviour, the sin of yielding to temptation and 
tragedy. Lady Macbeth is human not because she is, like all of us, a ‘fallen 
being’; she is human because she is a mentally ill patient who, like other 
humans, is inherently healthy/good unless mental illness makes her sick/ill-
behaved: ‘The current trend of critical opinion is toward an upward reevaluation 
of Lady Macbeth, who is said to be rehumanized by her insanity and her 
suicide’ (http://act.arlington.ma.us/shows/index.html#mbeth).9 
 
Mental illness is in the eye of the beholder 
Everything I read, observed and learnt supported my adolescent impression that 
the behaviours we call mental illnesses and to which we attach the legions of 
derogatory labels in our lexicon of lunacy are not medical diseases. They are the 
products of the medicalisation of disturbing or disturbed behaviours - that is, the 
observer’s construction and definition of the behaviour of the persons he 
observes as medically disabled individuals needing medical treatment. This 
cultural transformation is driven mainly by the modern therapeutic ideology that 
has replaced the old theological world view and the political and professional 
interests it sets in motion. 
 
In principle, medical practice has always rested on patient consent, even if in 
fact that rule was sometimes violated. The corollary of that principle is that 
bodily illness does not justify depriving the patient of liberty, only legal 
incompetence does (and, sometimes, demonstrable dangerousness to others 
attributable to a contagious disease). Thus, I concluded that not only are most 
persons categorised as mentally ill not sick, but depriving them of liberty and 
responsibility on the grounds of disease - literal or metaphorical - is a grave 
violation of their basic human rights. 
In medical school, I began to understand that my interpretation was correct - 
that mental illness is a myth and that it is therefore foolish to look for the causes 
and cures of such fictitious ailments. This understanding further intensified my 
moral revulsion against the power psychiatrists wielded over their patients. 
 



Diseases of the body have causes, such as infectious agents or nutritional 
deficiencies, and often can be prevented or cured by dealing with these causes. 
Persons said to have mental diseases, on the other hand, have reasons for their 
actions that must be understood. They cannot be treated or cured by drugs or 
other medical interventions, but may be benefited by persons who respect them, 
understand their predicament and help them to help themselves overcome the 
obstacles they face. 
 
The pathologist uses the term disease as a predicate of physical objects - cells, 
tissues, organs and bodies. Textbooks of pathology describe disorders of the 
body, living or dead, not disorders of the person, mind or behaviour. René 
Leriche, the founder of modern vascular surgery, aptly observed: ‘ If one wants 
to define disease it must be dehumanized... In disease, when all is said and 
done, the least important thing is man’.11 
 
For the practice of pathology and for disease as a scientific concept, the person 
as potential sufferer is unimportant. In contrast, for the practice of medicine as a 
human service and for the legal order of society, the person as patient is 
supremely important. Why? Because the practice of Western medicine is 
informed by the ethical injunction, primum non nocere, and rests on the premise 
that the patient is free to seek, accept or reject medical diagnosis and treatment. 
Psychiatric practice, in contrast, is informed by the premise that the mental 
health patient may be dangerous to himself or others and that the moral and 
professional duty of the psychiatrist is to protect the patient from himself and 
society from the patient.3 
 
According to pathological-scientific criteria, disease is a material phenomenon, a 
verifiable characteristic of the body, in the same sense as, say, temperature is a 
verifiable characteristic of it. In contrast, the diagnosis of a patient’s illness is the 
judgement of a licensed physician, in the same sense as the estimated value of a 
work of art is the judgement of a certified appraiser. Having a disease is not the 
same as occupying the patient role: not all sick persons are patients and not all 
patients are sick. Nevertheless, physicians, politicians, the press and the public 
conflate and confuse the two categories.12 
 
Revisiting The Myth of Mental Illness 

In the preface to The Myth of Mental Illness I explicitly state that the book is not 
a contribution to psychiatry: ‘This is not a book on psychiatry... It is a book 
about psychiatry - inquiring, as it does, into what people, but particularly 
psychiatrists and patients, have done with and to one another’ (p. xi).2 

Nevertheless, many critics misread, and continue to misread, the book, 
overlooking that it is a radical effort to recast mental illness from a medical 
problem into a linguistic-rhetorical phenomenon. Not surprisingly, the most 



sympathetic appraisals of my work have come from non-psychiatrists who felt 
unthreatened by my re-visioning of psychiatry and allied occupations.13,14 One 
of the most perceptive such evaluations is the essay, ‘The rhetorical paradigm in 
psychiatric history: Thomas Szasz and the myth of mental illness’, by professor 
of communication Richard E. Vatz and law professor Lee S. Weinberg. They 
wrote: 

“‘In his rhetorical attack on the medical paradigm of psychiatry, Szasz was not 
only arguing for an alternative paradigm, but was explicitly saying that 
psychiatry was a “pseudoscience”, comparable to astrology... accommodation to 
the rhetorical paradigm is quite unlikely inasmuch as the rhetorical paradigm 
represents so drastic a change - indeed a repudiation of psychiatry as scientific 
enterprise - that the vocabularies of the two paradigms are completely different 
and incompatible... Just as Szasz insists that psychiatric patients are moral 
agents, he similarly sees psychiatrists as moral agents... In the rhetorical 
paradigm the psychiatrist who deprives people of their autonomy would be seen 
as a consciously imprisoning agent, not merely a doctor providing “therapy”, 
language which insulates psychiatrists from the moral responsibility for their 
acts.. .The rhetorical paradigm represents a significant threat to institutional 
psychiatry, for... without the medical model for protection, psychiatry becomes 
little more than a vehicle for social control - and a primary violator of individual 
freedom and autonomy - made acceptable by the medical cloak.’15 
” 
The late Roy Porter, the noted medical historian, summarised my thesis as 
follows: 
 
“‘All expectations of finding the aetiology of mental illness in body or mind - not 
to mention some Freudian underworld - is, in Szasz’s view, a category mistake 
or sheer bad faith... standard psychiatric approaches to insanity and its history 
are vitiated by hosts of illicit assumptions and questions mal posés’.16 
” 
Having an illness does not make an individual into a patient 
One of the most illicit assumptions inherent in the standard psychiatric 
approach to insanity is treating persons called mentally ill as sick patients 
needing psychiatric treatment, regardless of whether they seek or reject such 
help. This accounts for an obvious but often overlooked difficulty peculiar to 
psychiatry, namely that the term refers to two radically different kinds of 
practices: curing/healing souls by conversation and coercing/controlling persons 
by force, authorised and mandated by the state. Critics of psychiatry, journalists 
and the public alike regularly fail to distinguish between counselling voluntary 
clients and coercing-and-excusing captives of the psychiatric system. 
 
Formerly, when church and state were allied, people accepted theological 
justifications for state-sanctioned coercion. Today, when medicine and the state 



are allied, people accept therapeutic justifications for state-sanctioned coercion. 
This is how, some 200 years ago, psychiatry became an arm of the coercive 
apparatus of the state. And this is why today all of medicine threatens to 
become transformed from personal care into political control. 
 
The issues discussed in this article are not new. Ninety-nine years ago, Eugen 
Bleuler concluded his magnum opus, Dementia Praecox, with this reflection: 
 
“‘The most serious of all schizophrenic symptoms is the suicidal drive. I am 
even taking this opportunity to state clearly that our present-day social system 
demands a great, and entirely inappropriate cruelty from the psychiatrist in this 
respect. People are being forced to continue to live a life that has become 
unbearable for them for valid reasons... Most of our worst restraining measures 
would be unnecessary, if we were not duty-bound to preserve the patients’ lives 
which, for them as well as for others, are only of negative value. If all this would, 
at least, serve some purpose!... At the present time, we psychiatrists are 
burdened with the tragic responsibility of obeying the cruel views of society; but 
it is our responsibility to do our utmost to bring about a change in these views in 
the near future.’17 
” 
I want to note here that it would be a serious mistake to interpret this passage as 
endorsing the view that we - psychiatrists - define and devalue individuals 
diagnosed with schizophrenia as having lives not worth living. To the contrary, 
Bleuler - an exceptionally fine person and compassionate physician - was 
pleading for the recognition of the rights of ‘ schizophrenics’ to define and 
control their own lives and that psychiatrists not deprive them of their liberty to 
take their own lives. 
 
Notwithstanding Bleuler’s vast, worldwide influence on psychiatry, psychiatrists 
ignored his plea to resist ‘obeying the cruel views of society’. Ironically, the 
opposite happened: Bleuler’s invention of schizophrenia lent impetus to the 
medicalisation of the longing for non-existence, led to the creation of the 
pseudoscience of ‘ suicidology’ and contributed to landing psychiatry in the 
moral morass in which it now finds itself. 
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 The correct paradigm may be that of evolutionary psychiatry 
    
 John S. Price, Retired consultant psychiatrist 
  
  Dr Thomas Szasz (1) repeats his view that psychiatric illness does not exist, 
and that people should be held responsible for their beliefs and actions. But 
what if we are presented with a young mother who believes she has committed 
the unforgivable sin and that she and her baby are infested with the devil and 
that the only solution is to kill herself and her child? We know that with 
treatment, or just with the passage of time, she will return to normal and realise 
that her sinfulness was delusional. As I understand Dr Szasz, he would consider 
treating her to be “a grave violation of her basic human rights” and he would 
advise us to let her “minister to herself”. Does she not have a basic human right 
to be treated, even if she has no insight into her need for treatment?  It is likely 
that evolution has prepared mental states for extreme situations and that it is 
possible to enter one either because one is in an extreme situation, or because 
one has entered the mental state by mistake, on the “smoke detector “principle 
that it is better to be frightened to death a hundred times thinking there is a lion 
in the bush rather than ignore one real clue that a lion is really there (2). It may 
be impossible to tell whether a mental state is due to a real danger/disaster or to 
a psychic mistake. A depressed mother with a baby may be a member of one of 
those societies who try to maintain a constant population, and whose surplus 
men go into monasteries and only one daughter per family is allowed to breed, 
and she has offended against society’s rules by getting pregnant outside 
marriage. In the Book of Job, Job lost all his cattle and his children and became 
depressed, but the text can be as easily read as a delusional Job who due to 
psychotic depression had the delusion of loss of property and death of loved 
ones (3). Why did his so-called comforters not offer their condolences on the 
death of his children? In psychiatric practice we are often dealing with people 
who have entered states of depression and anxiety when there is no real cause – 
are we not to help them?  The paradigm here is evolutionary psychiatry (4) – it is 
not necessary to view these deluded and anxious people as either sinful or 
responsible – whether or not we treat them as “sick” depends on factors such as 
eligibility for Medicare and other practical matters. We have been fashioned by 
evolution to suffer inappropriate extremes of mental pain and delusional ideas - 
it is more important to help these people back to normality than to spend time 
discussing whether they are sick or bad or should bear responsibility for 
themselves.  I must acknowledge one debt to Dr Szasz. In my long career in 
“working age” psychiatry, I was often asked by troubled patients what to say 
when, applying for a job, they were asked whether they had ever suffered from 



mental illness. Knowing of the stigma and prejudice which a positive answer 
would arouse, I was able to say to them with a clear conscience, “Think Szasz 
and say ‘No!’”  
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Just as Thomas Szasz’s book The Myth of Mental Illness was 
an interesting mixture of bombast and insight when it 
appeared in 1961, so is his current essay1 an update on the 
bankruptcy of his basic views while reminding us that there 
are today some real problems with psychiatric diagnosis. 
We will let the book lie. It was picked up by an antipsychiatry 
movement desperately seeking authorities with 
which to destroy the claim of psychiatry to be a medical 
specialty. Szasz, along with Ronald Laing, David Cooper, 
Michel Foucault and others, became celebrated as 
pathfinders of the view that schizophrenia was ‘interesting’ 
rather than tragic, and that if you were despairing and 
hopeless, then you should jolly well get your act together. In 
the wake of these fraudulent notions, many individuals 
neglected to seek help when psychiatry could well have 
rescued them from their melancholia and anhedonia. Many 
died by suicide. 
 
This is so ironic. If you ask the producers of the movie 
One Flew Over the Cuckoo’s Nest how many suicides they are 
responsible for, they would be nonplussed, even though the 
answer is many. If you ask the anti-psychiatry gurus how 
many suicides their storming against neuroscience has 
caused, they would be at a loss-and respond perhaps with a 



gibe against Prozac. But the answer is many. Books such as 
Szasz’s delegitimised psychiatry in the eyes of much of the 
population, and drove desperately ill individuals away from 
such treatments as electroconvulsive therapy that could 
have been life saving. 
 
The wind of change 
Fast forward 50 years. Again, in Szasz’s current essay we 
have the same mixture of cockeyed belligerence combined 
with the occasional insight. Szasz stamps his foot! There is 
no such thing as psychiatric illness because - ever the 
pathologist speaking - there are no characteristic brain 
lesions. Wait a minute. We now know several things about 
the neuropsychiatry of illness that we did not know in the 
early 1960s. Several psychiatric disorders do indeed have a 
brain basis. Melancholic depression may not be caused by a 
dysregulation of the hypothalamic-pituitary-adrenal 
(HPA) axis but HPA dysregulation reliably accompanies 
melancholia. And we know that because these individuals 
have high levels of serum cortisol, a positive dexamethasone 
suppression test, and a shortened rapid eye movement sleep 
latency.2 We did not know that in the early 1960s, when 
psychoanalysis ruled the roost. In those days, it did not even 
occur to most clinicians to ask about the biological side of 
illness. 
 
There have been other biological advances since Szasz 
first wrote. In the early 1960s we knew about the role of 
panicogens in triggering panic disorder, obvious evidence of 
organicity. But we did not make very much of it because the 
scholars involved with this kind of research, such as Mandel 
Cohen at Harvard,3 were marginal to psychiatry - then 
dominated in the USA by such analytic big domes as Elvin 
Semrad at the Massachusetts Mental Health Center. 
We have known since the 1930s of the immediate and 
positive response of catatonia to barbiturates; Gregory 
Fricchione and colleagues4 nailed the organicity of catatonia 
down in 1983 by reporting the strongly positive response of 
catatonia to benzodiazepines such as lorazepam. 
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Summary Thomas Szasz’s essay misses several key points about the undoubted 
changes that psychiatry has undergone since he wrote his original screed against the 
discipline in 1961. Szasz fails to recognise that the discipline today acknowledges a 
neurological basis for much psychiatric illness. Thus, his fulminations against 
psychiatry for treating ‘mental illness’ is off-base. Szasz’s original diatribe was heavily 
against psychoanalysis.Yet today Freud’s doctrines can scarcely be said to play even a 
marginal role in psychiatry, and it is absurd to keep levelling the same old charges of 
50 years ago. One has the feeling of looking at one of the last veterans of the 
Esperanto movement in confronting Szasz: lunacy at the time, bizarrely outdated 
 
These are all solid biological findings in psychiatry, 
evidence of brain pathology, if one will. To insist that 
the major psychiatric illnesses do not have a biological basis 
- comparable to neurological illness - is to whistle in 
the wind. But this is what makes Szasz’s cogitations 
today valueless - they do not recognise psychiatry’s 
modern neuroscientific roots and continue to tilt at 
the same old 1950s’ windmills. The main windmill Szasz 
tilted at was psychoanalysis, but today, to all intents 
and purposes, psychoanalysis is dead in psychiatry. And 
to continue to fulminate against it - as though the analysts’ 
belief in ‘intrapsychic conflict’ represented the basis of 
psychiatric science today - is intellectually untenable and 
uninteresting. 
 
Politicisation of psychiatric diagnoses 
Yet Szasz does hit some nails squarely on the head, and he 
is among the few observers to have called attention to 
some unpleasant realities. One is that the official 
diagnostic classification of psychiatry, the Diagnostic and 
Statistical Manual (DSM) series of the American Psychiatric 
Association (APA), is indeed a political document. It is not a 
classification inspired by Washington DC ‘inside-thebeltway’ 
style politics. And when Szasz brandishes Bill 
Clinton at us in his essay, it is unconvincing. Yet the APA 
definitely has a politics of its own. The reality is that the 
DSM series, particularly the third edition of it that Robert 
Spitzer produced in 1980, was quite a political document. 
Spitzer has admitted as much.5 He said it was a ‘consensus 
document’, meaning the product of the give-and-take that 
characterises any consensus committee. However, we did 
not get the speed of light from a consensus committee, and 



for the APA to pretend that consensus politics has anything 
to do with science is simply disingenuous. So Szasz is right 
about that. 
 
Psychiatric diagnosis is also political in that it reflects 
the larger culture and politics of the society within which it 
is imbedded. And the sexual disorders section of DSM, for 
example, is a crystal reflection of mainline Judeo-Christian 
morality. Ah yes, as Szasz observes, homosexuality is now 
drawn within the magic circle of approval. So we do indeed 
see politics at work. 
 
Now, Szasz has one particular sleight of hand with 
which he has trumped his gainsayers over the years: ‘If all 
the ‘‘conditions’’ now called ‘‘mental illnesses’’ proved to be 
brain diseases, there would be no need for the notion of 
mental illness and the term would become devoid of 
meaning.’ Yes, that is exactly right. Psychiatry today 
increasingly avoids ‘mental illness’ because the term is a 
psychoanalytic hold-over suggesting that psychiatric illness 
is mainly psychogenic, thus an illness of the mind. But no 
serious neuroscientist believes this anymore. Increasingly, 
‘psychiatric disease’ is preferred, suggesting brain illnesses 
as organic as Parkinson’s disease. (The DSM term ‘disorder’ 
is a weasel word.) Indeed, there are a number of overlaps 
between non-motor forms of Parkinson’s disease and 
depressive illness.6 ‘Mental illness’ is still used in public 
fundraising, in the view that people will find the term less 
terrifying than ‘psychiatric disease’. But the trend in 
psychiatry today is towards the brain disease approach, 
and therewith Szasz would actually be obliged to say, ‘OK, 
you guys win’. But will he? 
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