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Introduction

Mental health and disorder have been alre-
ady for a long time a topic of sociological inte-
rest. Initiated by Durkheim’s concepts of nor-
mal and pathological and Parsons’ theory of the
sick role, the discussion on mental disorder has
circulated around the categories and bounda-
ries of mental disorders, explanations of the
causal factors in their aetiology, treatment pro-
cedures, changes in and characteristics of men-
tal health services, as well as relationships bet-
ween various groups of health care professio-
nals in the mental health field.

Sociology of mental disorder is a recogni-
sed discipline in many Western countries. Ho-
wever, in Lithuania as in most of the post-com-
munist societies, the phenomenon of mental di-
sorder or health lack research attention from
sociologists. Understanding of mental disorder
is considered to be an issue for psychiatry, psy-
chology and other allied professions. However,
the way mental health and disorder are defi-
ned, categorised and explained by the profes-
sional discourses, tells us much about the pre-
vailing power relations, gives a deeper compre-

hension of how mental health care services are
organised, disorders diagnosed and treatments
administered. Sociological perspective, there-
fore, explores dominant concepts of mental di-
sorder and offers other ways of thinking about
mental phenomena, while locating them within
a broader social context and an analysis of so-
cial relations (Busfield 1996; 51).

This article presents major sociological ide-
as and conceptualisations of mental disorder,
which serve as a theoretical framework for so-
ciological analysis of mental phenomena and
psychiatric practice. The limited length of it
doesn’t allow to provide the reader with a com-
prehensive review of sociological work on men-
tal disorder. The concept of mental health is
also left outside the scope. Moreover, the rea-
der shouldn’t expect to find a smooth chrono-
logical presentation of sociological perspecti-
ves: some of the theories overlap in time, as
well as there are no clear boundaries between
some of them (e.g., social constructivist work
is based on various theoretical perspectives wit-
hin sociology; Foucault is also difficult to loca-
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te in only one of the major theoretical approa-
ches). The main aim of this article is to intro-
duce major ideas developed within sociology
of mental disorder as well as their critique, and
to show how sociology could contribute to bet-
ter understanding of the phenomenon of men-
tal distress.

Conceptual model of psychiatry

First I will start with the theoretical model
by means of which psychiatry organises its know-
ledge around the object. This model serves as a
background for most sociological insights about
psychiatric knowledge and practice.

There is a considerable diversity in the ide-
as and practices of different specialities within
modern medicine, however it is possible to sum-
marise them under a shared framework of be-
liefs and assumptions, which guide the medical
practice. This framework in sociological lite-
rature or elsewhere is usually referred to as me-
dical or disease model, which conceptualises
modern medicine as institutionalised, scienti-
fic and technologically directed (Turner 1987).
The medical model presents illness and disea-
se as organic malfunctions located primarily
within the body; disease is regarded as being a
discrete entity, having specific causal origins,
which can be objectively identified and treated
accordingly.

Also, this medical model with some varia-
tions applies to psychiatry, which is a specific
branch of medicine. The conceptual model of
psychiatry has its roots in the values of scienti-
fic rationality and reason that were enhanced
by the Enlightenment thought and became stan-
dards of natural sciences in general and medici-
ne in particular. As natural sciences have beco-
me the basis for the intellectual foundations of
psychiatry, biological thinking has been domi-
nating in the field since the nineteenth century.
Therefore, the conceptual model of psychiatry
maintains that there are distinct boundaries bet-
ween the ‘normal’ and the ‘abnormal’ that can
be objectively recognised (diagnosed) and clas-
sified as discrete disease entities, applying value
neutral scientific reasoning. The emphasis is pla-

ced on the idea that the causes of mental disor-
ders are to be found in the disturbances of a
biological kind, presenting themselves as speci-
fic symptoms for each particular disorder, that
should be targeted by somatic treatments (Has-
lam 2000). Consequently, this standpoint im-
plies that mental disorders are not considered
to be deeply cultural or time bound.*

There are some differences in determining
the nature of a disorder between psychiatry and
other branches of medicine. In medicine diag-
nosis implies the causal identification of disor-
der, however in psychiatry diagnosis in most ca-
ses involves “assigning a diagnostic label on the
basis of the observed and/or reported behavio-
urs and symptoms” (Allen 1998; 29). Conse-
quently, assigning a psychiatric diagnosis does
not necessarily suggest that “the aetiology (cau-
se) of the symptoms is known, but only that an
individual’s symptoms meet the criteria for the
particular mental disorder” (ibid.). Both main
classifications of mental disorders used inter-
nationally - the American version or the Diag-
nostic Statistical Manual (DSM) in its fourth
edition now and the WHO’s International Clas-
sification of Disease (ICD) now in its 10th edi-
tion - are based on this kind of reasoning which
is called descriptive categorical approach.

Yet, these intellectual constructions guiding
psychiatric practice are far from stable. What
constitutes psychiatric knowledge is always un-
der negotiation and subject to revision and trans-
formation (Busfield 1996). This instability of
psychiatric knowledge is reflected in the frequ-
ent revisions of diagnostic manuals. For exam-
ple, the first edition of DSM appeared in 1952.
It was revised in 1968, 1979, and in 1987. The
DSM-IV, which is used now, was issued in 1994
(Allen 1998). Each of the new versions was sup-
posed to provide a more elaborated and refined
description of mental disorders since research
evidence showed that there are difficulties and
inconsistencies among clinicians in deciding on
diagnoses (see Manning 2000). Moreover, so-
me of the previous mental disorders during the-
se revisions disappeared from the list (e.g., ho-
mosexuality), at the same new ones were inclu-
ded (e.g., hyperactivity in children).
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Since the precise boundaries and meanings of
mental disorder vary over time (and place) and
are highly contested, mental disorder seems in
fact to be a culturally and socially relative cate-
gory. Moreover, the frequent revisions of diag-
nostic manuals, which reflect the changing boun-
daries of mental disorders, imply that the con-
cept of disorder in psychiatric field is not free
from value judgements, despite the declared scien-
tific basis of psychiatric knowledge. Here is whe-
re sociological approach might contribute.

Sociological explanations of mental
disorder

The concept of mental disorder and the diag-
nostic categories with which psychiatrists and
other mental health professionals operate ha-
ve drawn particular interest of sociologists. A
lot of their insights can be traced to the work
of Emil Durkheim. Durkheim argued that the
rules and standards that define what is normal
and what is pathological are necessary for the
societal cohesion. The normality is sustained
and strengthened by the definitions of the pat-
hological (Durkheim 1964). The rules that de-
fine the normal and the pathological vary ac-
cording to the values of the social group; mo-
reover, since there is always an element of so-
cial control in the application of rules, the sa-
me counts also for the rules defining the nor-
mal and the pathological. Durkheim was tal-
king about rules of behaviour and about crime
and wrongdoing but his analysis is also perti-
nent to understanding concepts of mental di-
sorder: these concepts help to define the ac-
ceptable behaviour in the society (Busfield
2000). Therefore, the understanding of men-
tal disorder in terms of deviance became one
of the primary ways to think about the pheno-
menon sociologically.

Parsons and the functionalist model of
mental disorder

Parsons (1951) was one of the first in the
field of medical sociology to conceptualise il-
lness as deviance. Since Parsons was interes-

ted in how various components of society func-
tion so as to keep the whole social system in
balance, for him illness constitutes a threat to
social cohesion, because it inhibits an efficient
role playing which is crucial for maintaining so-
cial order. Therefore, Parsons equates health
with person’s capability to function as an effi-
cient role partner, and illness becomes concep-
tualised as deviance since it involves motiva-
tional withdrawal (albeit not necessarily cons-
ciously wilful) from expected roles and respon-
sibilities.

In his analysis of the motivational structures
in illness Parsons heavily relies on psychoanaly-
sis. Parsons argues that motivation to fall into a
deviant state of illness refers to the residues of
the pre-oedipal mother-child relationship. As the
child approaches adulthood, he/she has to eman-
cipate from this dependency relationship. This
process is particularly psychologically stressful
in a culture, which emphasises an early indepen-
dent achievement. Moreover, the modern life is
a complex one, making big demands on the in-
dividuals, for whom this might become too stre-
nuous. As a consequence, the motivation to ret-
reat into ill health through mental or psychoso-
matic channels, becomes accentuated (ibid.; 74).
Motivation to ill health therefore constitutes a
kind of defence mechanism directed against the
strains of modern everyday life, the more so as
illness presents certain privileges and exemp-
tions from social roles provided by a legitima-
ted sick role.

Gerhardt (1989) argues that the secondary
literature on Parsonian theory to an overwhel-
ming degree, has omitted the two-model struc-
ture of his thought. Often, the first model of
illness as deviance presented above has been
conflated with his conceptualisation of illness
as incapacity, though they are, of course, in-
terrelated. For Gerhardt, however, the devian-
cy model is concerned particularly with the mo-
tivational forces in the aetiology of illness, whe-
reas the capacity model focuses on illness as
incapacity - a gradual erosion of a person’s ca-
pacity to perform a role. Moreover, while the
deviancy model involves a more voluntary ac-
tion of falling ill, the capacity model regards
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the individual as being not responsible for his
or her mental or physical incapacity. Illness in
this model is characterised by passivity (in a
predominantly active society), helplessness
(while society values the personal independen-
ce) and emotional confusion (where the mo-
dern world is characterised by the means-ends
rationality). Here is also where the concept of
sick role is largely developed.

The sick role is defined as “the set of pat-
terned expectations that define the norms and
values appropriate to being sick, both for the
individual and others who interact with the per-
son” (Cockerham and Ritchey 1997; 117). Sin-
ce it is in role capacity that the person fails,
the recovery is achieved also through a role (na-
mely the sick role): “the sick role is perceived
as some kind of niche in the social system whe-
re the incapacitated may withdraw while at-
tempting to mend their fences, with the help of
medical profession” (Gerhardt 1989; 15).

The sick role includes several key expecta-
tions: that sick individuals be exempted from
their normal social responsibilities; that it be
accepted that they cannot help being ill; that
they should want to get well; and that they
should seek, where appropriate, medically com-
petent help in so doing. Through these expec-
tations, the sick role provides a mechanism by
means of which sickness is regulated, thereby
contributing to the smooth functioning of the
social system:

The individual who is incapacitated from performing
his role-functions would be a disturbing element in
the system if he still attempted to perform them. Hen-
ce we may say that it is important to have some way of
preventing him from attempting to do so, both in his
own interest and in that of the system itself  (Parsons
1981; 58)

The institutionalisation of the sick role with
all the rights and responsibilities it involves, ser-
ves the reaffirmation of the valuation of health
and provides the countervailing influence
against the temptation for illness (ibid.). The
therapeutic process then aims at motivating a
sick person to work (or actively co-operate with
therapeutic agency) to achieve his or her reco-

very. The emphasis on active work by the pa-
tient in trying to recover is particularly strong
in Parsons. However, as he notices, particular-
ly within the field of mental disorder a patient
within the therapeutic process is “conceived of
as anything but a passive object of the manipu-
lations of the therapeutic personnel” (ibid.;
76). Yet, he is also arguing that with some men-
tally disordered patients there might be a pro-
blem not only how to involve them into co-ope-
ration with a medical personnel but even how
to make him or her to recognise the need for
the exemption permitted by virtue of illness.
That is why some of the types of mental disor-
der might be most disruptive for society: they
might involve not only emotional disturbance
but the reality distortion as well. This prevents
people from correctly perceiving and therefo-
re adequately responding to role expectations.

Capacity model, therefore, defines illness as
incapacity that prevents satisfactory role per-
formance and the deviance model conceptua-
lises it as motivational withdrawal from expec-
ted social roles. Parsons makes clear that the
boundaries between health and illness vary bet-
ween societies and in society over time. His the-
oretical model allows accounting for variations
in the categories of illness across time and pla-
ce, as the requirements of role performance
vary (Busfield 1996).

Parsonian concept of sick role has been cri-
ticised as unable to incorporate chronic illness
(somatic or mental). However, as chronic il-
lness is concerned, Parsons, responding to this
kind of critique has argued that:

There are many conditions, which are, in any given
state of the art of medicine, incurable. However, re-
covery is the obverse of the process of deterioration
of health, that is, a level of capacities, and in many of
these chronic situations tendencies to such deterio-
ration can be held in check by the proper medically
prescribed measures based on sound diagnostic know-
ledge (Parsons in Gerhardt 1989; 33)

Therefore, for example, medications might
help a person to maintain his or her capacity
to perform expected roles even if his or her
“normal” health will never be restored. The pro-
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blem in this case might arise with, as it has be-
en mentioned above, certain types of mental
disorders, where it might be difficult for an in-
dividual even to enter the sick role, since he or
she might not recognise a need for that.

Indeed if we apply Parsons’ theory to men-
tal disorder several problems occur. On one
hand, defining mental disorder as deviance
might seem to be a relevant way of thinking
about it since it corresponds to the Freudian
notion of the role of psychological motivations
in generating mental disorder. Moreover, sin-
ce deviance here implies the ambivalent moti-
vational structures that underlie role perfor-
mance, the focus is on motivations and not on
conformity in the content of thoughts, ideas
and beliefs (the latter aspect is more relevant
to Durkheim’s conceptualisation of deviance).
This is an important aspect since it allows dis-
tinguishing between the “appropriateness of the
content of thought” and the “appropriateness
of processes of mental functioning”(Busfield
1996; 62). Namely the latter aspect is the fo-
cus in psychiatry.

On the other hand, there are some problems
with the Parsonian illness as deviance formula-
tion. According to Busfield, neither of the two
basic requirements of deviance is met – that is,
that the behaviour breaks some socially accep-
ted rule (the rule breaking requirement), and
that there is agency (the agency requirement):

First, since the withdrawal from social obligations as-
sociated with illness is socially sanctioned, it cannot
itself be properly described as rule-breaking. Second,
to recognise that there can be some motivational ele-
ments in illness is not sufficient to establish that the
illness itself is willed and that there is agency… (Bus-
field 1996; 64)

Gerhardt (1989; 47) adds to this critique
some other observations. She notices that Par-
sons emphasises only the positive aspects of
the withdrawal from the social roles: “the un-
pleasant or threatening aspects of suffering
pain, being humiliated by not being able to walk,
talk or use the toilet are not taken into ac-
count”. Yet, these aspects of illness are what
make it an unwanted and unpleasant experien-
ce. Moreover, how to explain a motivational

recourse to mental disorder in a society where
it is highly stigmatised?

Another thing that is problematic with Par-
son’s model of illness as deviance is that he do-
es not account for the threats of hardships that
might arise for impoverished groups of socie-
ty, which because of illness might be unable to
retain their income (ibid.). This is an impor-
tant insight since various studies (I will refer
to them later) indicate that mental disorder has
a social gradient and that there are inequalities
between social groups in the rates of mental
disorders, those in the lower classes being most-
ly vulnerable to it.

As far as the capacity model is concerned,
the major strength of it is that by linking il-
lness and social obligations it accounts for the
controversy surrounding the issue of wilful and
false attempts to occupy the sick role (see Szasz
1961), since it emphasises the capacity not the
will to conform to certain role expectations.
Also, Parsons analysis illuminates the linkages
between illness and social control, indicating
how and why control is exerted (Busfield 1996;
see also Armstrong 1993). Since effective role
performance is necessary to the smooth func-
tioning of social system, illness as incapacity
to perform those roles presents a threat. The-
refore, doctors or psychiatrists while providing
a treatment act also as agents of regulation in
the interests of the wider society (of course,
this does not mean that they may not be genui-
nely concerned to help such individuals).

Parson’s analysis of illness has potential va-
lue in analysing psychiatric practice. However,
at the same it is problematic because of the
functionalist approach, which ignores the na-
ture of conflicts imminent to society.

The labelling theory: symbolic interactio-
nist model of mental disorder

Before starting to talk about labelling theo-
ry, it would be useful to present some of the
main ideas of the so-called anti-psychiatric mo-
vement. These ideas illustrate the context wit-
hin which the labelling theory of mental disor-
der was developed.
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Psychiatry has been criticised a lot throug-
hout its history. However, one of the most chal-
lenging critiques came from within the psy-
chiatry itself. Anti-psychiatry, a movement,
which emerged in Britain and elsewhere during
the 1960s and 1970s, included a diverse group
of theorists, yet its main proponents (e.g.,
Laing, Szasz) belonged to the psychiatrists
(Crossley 1998). In contrast to previous as well
as to many subsequent critiques, anti-psychiat-
rists “questioned the very basis of psychiatry
itself: its purpose, its foundational conception
of mental illness and the very distinction bet-
ween madness and sanity itself”. (ibid.; 878.)
The anti-psychiatrists ideas were rooted in a
wider critique of society, which was regarded
as oppressive and required repression of hu-
man potentialities for its own effective func-
tioning. For them the very notion of mental di-
sorder referred to oppressive control for tho-
se deemed mentally disturbed.

According to British anti-psychiatrist Laing,
the use of labels of sanity and madness invol-
ves evaluation and judgement not of physical
functioning but of human action. For him what
counts as sanity and insanity is largely a ques-
tion of conformity to social norms. There is no
such mental ‘disease’ as schizophrenia: for
Laing, the experiences and behaviour of diag-
nosed schizophrenics are to be seen as strate-
gies to cope with the inconsistencies of the so-
cial world (Gerhardt 1989). Labelling someo-
ne as schizophrenic, therefore, constitutes an
act of social control, which imposes particular
consequences (e.g. hospitalisation, stigmatisa-
tion) on the labelled person.

The American proponent of anti-psychiat-
ry Szasz (1961) has also argued that mental
disorder is just a label used by psychiatry to
mystify social control. Like Laing, he maintai-
ned that conceptualisation of mental disorder
involves moral judgement. Since it is the hu-
man thought and action and not physical func-
tioning that are being judged, the standards ap-
plied should be ethical, social and political but
not medical. The phenomena labelled as men-
tal illness should, more properly, be termed
‘problems in living’. To call these ‘problems in

living’ diseases and place them into the provin-
ce of psychiatry (unless they are clear biologi-
cal failures but in this case they are organic
diseases), is to mystify the social control that
is involved (Szazs does not object to social con-
trol as long as it is explicit).

Many of these ideas were taken and develo-
ped further by the labelling theory. The label-
ling theory has its origins in symbolic interac-
tionism. It analyses the ways in which certain
behaviour comes to be defined as deviant. The
theory is also referred to as societal reaction
theory since in general it is preoccupied with
societal reactions to deviant behaviour and its
impact on the person whose behaviour is
thought to be deviant.**

Lemert, in his book Social Pathology (1951)
explained the focus of labelling theory when
applied to mental disorder as follows:

One of the more important sociological questions
here is not what causes human beings to develop
such symptoms as hallucinations and delusions but,
instead, what is it about their behaviour which leads
the community to reject them, segregate them, and
otherwise treat them as irresponsible, i.e. as insane
(Lemert 1951; 387-8, cited in Busfield 1986; 91)

Thomas Scheff sociologically developed the
labelling theory with the application to mental
disorder. Scheff explicitly theorises mental di-
sorder in terms of deviance (Scheff 1999). He
is interested in how mental disorder differs from
other types of deviance, and therefore, what are
the rules that a person has to break in order to
be identified as mentally disturbed (deviant).
Scheff suggests, that persons labelled mentally
disturbed are breaking “residual” rules:

The culture of the group provides a vocabulary of
terms for categorising many norm violations: crime,
perversion, drunkenness, and bad manners…After
exhausting these categories, however, there is always
a residue of the most diverse kinds of violations for
which the culture provides no explicit label…For the
convenience of the society in construing those ins-
tances of unnameable rule-breaking that are called
to its attention, these violations may be lumped to-
gether into a residual category: witchcraft, spirit pos-
session, or, in our own society, mental illness (Scheff
1999; 55)
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The definition of behaviour as deviant will
also depend on the visibility of infraction, the
power of rule-breaker, the frequency of rule
breaking, the particular rule broken, the
amount of tolerance available in the society,
any alternative explanations that might clarify
or rationalise the rule breaking behaviour, and
the social context in which the behaviour takes
place (Busfield 1996, Cockerham and Ritchey
1997). The societal reaction to rule breaking
behaviour is crucial: only if it receives some
social response, the rule-breaker will begin to
be pressured into entering the role of mentally
disturbed person. The first reaction usually oc-
curs in lay area – from family or “significant
others”. They are important in impelling the
individual to move towards the role of a psy-
chiatric patient. The implication of symbolic
interactionist perspective here is that “people
become deviant or sick, or mentally ill when
they cease to perceive positive definitions of
themselves from their primary social groups”
(Turner 1987; 73). Furthermore, if the person
will be labelled as mentally ill by the psychiat-
ric agency, he or she “will be launched on a
career of chronic mental illness and thus irre-
parably stigmatised as a mental patient” (Coc-
kerham and Ritchey 1997; 76). Particularly da-
maging in this way is the large long-stay psy-
chiatric hospital. Whereas Scheff focused mo-
re on the validation of the mentally ill label by
a physician, Goffman (1961) focused on the
hospital as an institution putting on the indivi-
dual this irreversible label of mental patient.
In any case, the label applied to the patient by
the institutionalised processes of social control
(medical agencies) ensures that he or she will
internalise the respective role expectations in-
to themselves and thus make the role incum-
bency permanent (Gerhardt 1989). Therefo-
re, as Turner points out “the paradox is that
social intervention by agents of social control
produces deviance and amplifies it” (Turner
1987; 73). In this respect, contrary to Parsons,
labelling theory suggests that sickness is pro-
duced by role, not vice versa.

Labelling theory was an important critique
of the psychiatric model of illness, since it drew

attention to the fact that health and illness are
negotiated social concepts and as such they can-
not be understood simply in terms of cause and
effect relationships. Moreover, they necessary
imply value judgements. Labelling theory pro-
vided a theoretical framework to analyse the
process of becoming mentally disordered. Ho-
wever, its importance as one of the dominant
paradigms in health sociology declined even-
tually because of some serious criticisms. First
of all, the main focus on the secondary devian-
ce (or the process through which a person is
relegated to the deviant role) led to the neglect
of the issue of what has caused the deviance in
first place. As Cockerham and Ritchey point
out (1997; 77) “societal reaction alone does
not explain why certain people commit deviant
acts and why others in virtually the same cir-
cumstances do not”, or why certain people be-
come mentally disordered yet other in virtual-
ly the same situations do not. In other words, a
label in itself does not cause mental disorder.
On the other hand, persons who are labelled
mentally disordered might indeed experience
mental distress, quite apart from how they are
labelled.  There is also a question whether be-
ing labelled mentally ill indeed results in las-
ting stigma for former mental patients. More-
over, labelling theory of mental disorder is too
general and as such it is insensitive towards dif-
ferent categories of disorder. Again, the con-
cept of deviance as applied to mental disorder
becomes problematic: it implies a wilful or pur-
poseful action on the part of a rational agent,
however the concept of insanity normally ru-
les out the idea of responsibility (Turner 1987).
Nonetheless, the conceptual framework of la-
belling theory can claim at least some of the
credit for the major shift in social and health
policy, called deinstitutionalisation of mental
health care.

M.Foucault: reason vs. madness

It is difficult to locate Foucault in just one
of the main sociological traditions. His work
can be best understood as a sort of anti-histo-
ry of psychiatry. However Foucault’s ideas pro-
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vided many useful insights for a sociological
approach, especially in terms of social control
aspects of psychiatric knowledge and practice.

The common focus within secondary litera-
ture on Foucault is usually devoted to his work
Madness and Civilisation (1967). Yet, the ear-
liest work Mental Illness and Psychology (1954,
edition in French) is also of interest here since
it prefigures some of the arguments that were
developed in Madness and Civilisation. In Men-
tal Illness and Psychology Foucault argued that
modern psychiatric practice by imposing arti-
ficially unifying analytical categories on what
are different forms of mental disorder, effaces
the specificity of each individual case of men-
tally disturbed condition (McNay 1994). The
concern here is with the modern notion of men-
tal disorder as linking mental and organic il-
lness around the idea of the psychological and
physiological totality of the individual. Foucault
argues that to be properly understood, mental
pathology requires methods of analysis that are
fundamentally different from those of organic
pathology (ibid). Furthermore, Foucault criti-
cises the alienating effects of psychiatric prac-
tice in its negative understanding of mental di-
sorder. Modern psychiatry views mental disor-
der as a failure or suppression of normal psy-
chological functions. However, for Foucault
mental disorder involves not only negative but
as well as positive behaviours and these should
be analysed in order to better understand the
mentally disturbed individual and meanings he
or she develops towards his or her condition.
Moreover, this individual experience should be
contextualised in respect of broader cultural
conception of madness (he uses the term in-
terchangeably with mental disorder, yet, mad-
ness is a narrower category of mental disor-
der) focusing particularly on the historical
transformations of the concept. Such a focus
would highlight the cultural and historical re-
lativity of the concept of madness and allow to
see that there is nothing natural or inevitable
about the modern strategies of confinement
and social exclusion of the mentally disorde-
red (ibid.). The notion that madness is a histo-
rical concept forms then the basis of Madness

and Civilisation.
In Madness and Civilisation (1967) Fou-

cault offers a study of the changing ideas of
madness during the period from the mid-se-
venteenth century to the end of the eighteenth
century. Foucault tries to show that the best
way to understand psychiatry is to look at its
practice rather than at its claims, which are of-
ten inconsistent with practical applications
(Turner 2000). Moreover, whereas official his-
tories view the development of psychiatry as
leading to the adoption of an increasingly libe-
ral and humane approach to the insane, Fou-
cault argues that not all improvements in the
management of mental disorder should be ap-
prehended as progress (Petersen and Bunton
1997). Rather the new therapeutic regimes pre-
sented as such shall be understood as enhan-
cing new forms of social control and regula-
tion of madness.

Foucault theorises madness as an opposi-
tion to reason. He argues that whereas in the
Middle Ages reason was engaged in a dialogue
with madness - a dialogue shaped by religious
ideas and imagery - in the consequent period
(that of the Enlightenment) a new value was
placed on reason. Unreason in all its forms,
whether those of madness, poverty, crime or
disease, was separated from the ‘reasonable’
world. This demarcation resulted from the En-
lightenment’s preoccupations with reason, and
madness became a regulatory discourse for the
management of large populations of poor, ne-
edy and incompetent. For Foucault, the notion
of rationality with which Enlightenment was un-
derpinned, served to exclude and derogate tho-
se forms of experience (like madness) that
couldn’t be readily assimilated into the notion
of a pure, self-sustaining rationality (like, e.g.,
that which placed a value on economic activi-
ty) (McNay 1994).

The meanings of madness began to change
once again in the eighteenth century, when mad-
ness, as indefinite concept began to give way to
modern notions of mental disorder. Mental il-
lness became a technical discourse, which at-
tempted to distance itself from the more tradi-
tional notions of mad behaviour. This discourse
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argued that the mad, as a specific group, ne-
eded special places of confinement, both to pro-
tect others from their dangers and to give them
the special help they needed. The result was the
birth of the modern asylum (or psychiatric hos-
pital), the place, which permitted the medical
profession eventually to acquire new powers and
status vis-à-vis the mad and to silence madness
in the name of reason (Turner  2000).

Actually Foucault provides no definition of
madness as a term because he rejects an assump-
tion that madness is a unitary, constant pheno-
menon with continuous history. According to
him, the apparent unity of the concept is crea-
ted by the medical discourses of insanity. These
discourses constitute reality of mental disorder
and define what counts as knowledge of it. The-
refore, Foucault sees madness not as a self-evi-
dent behavioural or biological fact but as a pro-
duct of various socio-cultural practices. More-
over, since for Foucault knowledge is inextri-
cably linked with power (though in Madness and
Civilisation he did not provide broader theore-
tical accounts on this linkage), these discourses
are the form in which the power of psychiatry
exists and operates. In other words, scientific
concepts of insanity operating in psychiatric dis-
courses are not neutral descriptions of mental
disorder and it is impossible to separate out va-
lue judgements from scientific accounts of the
concept. Psychiatry should be understood then
as an institution of regulation and control, which
disciplines persons identified as mentally distur-
bed (Turner 1987; 61). In other words, psychiat-
ry’s power exists in its ideas.

Conceptualisation of madness as an oppo-
sition to reason offered a new theoretical fra-
mework for analysing the concept of mental
disorder. By defining mental disorder in terms
of mind and conceptualising it as unreason and
irrationality, Foucault has shifted the sociolo-
gical emphasis from behaviour or body to mind
and mental processes. This allowed to go be-
yond the content of beliefs, thoughts and ac-
tions (what is unavoidable in the conceptuali-
sations of mental disorder as deviance) and to
look at the judgements of rationality as prima-
rily concerned with the grounding of beliefs and

behaviour (what is the focus of psychiatric at-
tention). Also, this conceptualisation offered
new ways to account for lay judgements of men-
tal disorder, which often comprehend it name-
ly in terms of disturbance in mental processes.

Moreover, reason, rationality and what is
reasonable are complex notions that vary ac-
ross time and place and so do the boundaries
of mental disorder. If, for example, modern so-
cieties are characterised by legal rationality as
Weber saw it, in such societies we might ex-
pect a stronger and more extensive regulation
of rationality and hence of its antithesis, mad-
ness. According to Busfield (1996), theorisa-
tion of mental disorder in terms of rationality
complements Parson’s formulation of illness in
terms of incapacities of role: where role per-
formance is inadequate, then there is a greater
possibility that assessments about individual’s
rationality will be made.

Therefore Foucault’s conceptualisation of
mental disorder in terms of rationality allows
examining the social processes that underpin
their regulation through the setting of the boun-
daries of mental disorder. His approach directs
attention to the function of concepts of mental
disorder as components of a larger system of
social regulation.

However, Foucault has been criticised for his
pessimistic view of psychiatry as an apparatus
of social control, allowing for no possibility of
resistance against its regulative practices, deny-
ing individual freedom and agency, as well as
for ignoring the more positive aspects of psy-
chiatric developments in general (Busfield 1996,
McNay 1994). Besides, he was primarily con-
cerned to portray differences in meaning over
time and to relate them to cultural changes, whe-
reas economic and structural changes within so-
ciety and their implications to the shifting boun-
daries of madness were left aside.

Conflict perspective and social origins of
mental disorder

From the 1970’s a number of writers influ-
enced by Marxist ideas offered perhaps the
most detailed attempts to account for the so-
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cio-economic conditions involved in setting the
boundaries both of illness in general, and of
mental disorder in particular. The particular
emphasis was on the inequalities in health and
attempts were made to explain these by focu-
sing on the capitalist society, with its specific
class structure and mode of production (and
consumption) that underlie conflicts, tensions,
struggles and power relations between different
social groups. In addition, the Weberian line
of thinking was used in accounting on the role
and power that medicine came to play in the
contemporary society. For example, Freidson
(1970, 1994) by directing his attention to the
medical profession, argued that doctors tend
to act in their own interests rather than those
of the patient and that the profession has ac-
quired an enormous authority and power in de-
fining who is ill and who is not, as well as what
is biologically normal and what is abnormal.
For Freidson illness may or may not have bio-
logical reality but it always has a social one and
in that sense it is possible to perceive illness as
wholly a social construct. Navarro, one of the
proponents of Marxist thinking saw ill health,
whether mental or physical as a way in which
the tensions and problems of the capitalist or-
der are channelled (Busfield 1996). He was ar-
guing that medicine plays an important ideolo-
gical role in strengthening this order: in its emp-
hasis on the physical causes of illness and ig-
norance of the social ones, it individualises and
depoliticises illness.

Since conflict perspective offers very diver-
se ways for looking at mental health and disor-
der it is not possible to discuss all of them wit-
hin this article. I will concentrate on texts wit-
hin conflict perspective that focus on the links
between social conditions and illness. These stu-
dies are important for understanding social
aetiology of mental disorder. The main idea un-
derpinning them is the belief that structural ine-
quality is one of the major sources of suffering
in modern society, and that inequality is an ex-
pression of covert or overt social conflict (Ger-
hardt 1989)

Research done within this perspective re-
sembles that of psychiatric epidemiology, ho-

wever it applies sociological analysis on the gat-
hered data. An early, influential sociological
study within this approach was Mental Disor-
ders in Urban Areas ([1939] 1965) conducted
by the US sociologists of the Chicago school,
Faris and Dunham. They examined the cases
of mental disorder across the range of treat-
ment facilities in different residential zones of
Chicago. The authors noticed the differing pre-
valence of manic-depressive psychosis and
schizophrenia: whereas the former appeared to
be randomly distributed across the city, sug-
gesting the role of genetic factors in its aetio-
logy, the latter was concentrated in the poorer
areas. This differing distribution, namely in ca-
se of schizophrenia, could not be explained by
processes of geographical drift, which would
imply that individuals diagnosed with schizoph-
renia end in the poorest zones of the city be-
cause of their disorder: those people used to
live in the area before the onset of their illness.
Therefore, the authors suggested that the high
level of schizophrenia in the poor localities of
the city could be due to the lack of community
networks and the high levels of social isolation.
The study provided clear evidence that the ob-
served distribution of schizophrenia cannot be
accounted only by the genetic factors (the do-
minant explanation of the aetiology of schizoph-
renia at that time). It suggested the importan-
ce of the social factors in the aetiological ac-
counts of this disorder.

Another study (1958), by Hollingshead, a
sociologist, and Redlich, a psychiatrist, sugges-
ted further links between class and prevalence
of mental disorder. The study found that class
was significantly related to the type of mental
disorder, the pathway to treatment, and the ty-
pe of treatment received. The lowest social class
experienced more mental disorder, particular-
ly psychosis, being more likely to enter treat-
ment via courts and official agencies, and be-
ing more likely to receive organic rather than
psychological therapies compared to other so-
cial classes.

Many subsequent studies that explored the
relationship between class and mental disor-
der focused on social stress. For example, the
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well-known British study Social Origins of Dep-
ression (1978) by Brown and Harris examined
class differences in levels of depression, and
suggested that the high rates of depression in
lower social groups are related to the stressful
events and ongoing difficulties that interact with
socially generated vulnerability factors in ge-
nerating disorder.

This type of explanatory research grounded
in social epidemiology showed that social fac-
tors must be brought into the understanding
of the aetiology of mental disorder. The model
became useful in explaining the risk factors of
falling mentally ill depending on different so-
cial groups (gender, ethnicity, etc.). The diffe-
rences in prevalence of mental disorder among
various social groups were explained in terms
of the differing levels of adversity, the presen-
ce of stressful events, social vulnerability and
individual management of stress (Turner 1987).
The main assumptions presented by this kind
of studies are formulated as following (Pilgrim
and Rogers 1998):

· The probability of mental health pro-
blems increases with decreasing socio-econo-
mic status (however here is a considerable de-
bate whether it is poverty that increases the
vulnerability of mental disorder or disordered
people simply drift into poverty because their
illness makes them socially incompetent).

· Women are diagnosed as suffering
from mental disorder more often than men,
though most of this difference is accounted for
by diagnosis of depression. Here the explana-
tions come primarily from the feminist perspec-
tive, which conceptualises the phenomenon in
terms of differing expectations governing male
and female behaviour, gender based beliefs, po-
wer relations, etc.

· Mental health is racially patterned. Ge-
nerally, this reflects continuing disadvantages
that were rooted in slavery, enforced migra-
tion, colonialism, and racial discrimination.

However, the epidemiological model as ap-
plied by sociologists is often criticised for ta-
king the concepts of mental disorder for gran-
ted (Busfield 2000). Diagnoses such as “schi-
zophrenia” or “depression” are accepted as

being valid without questioning them. The po-
sition here – in contrast to labelling theorists -
is that there is a stable reality of mental disor-
der that exists independently of the investiga-
tor. The main aim is not to look for particular
causes of disorder but explain why certain
groups in the population are more susceptible
to mental disorder in general.

The strength of this model is that it focuses
on inequalities in health among various social
groups and as a consequence raises the ques-
tions of preventive (in a wider or narrower sen-
se) issues. At the same time, attention is drawn
to the broader issues of poor working condi-
tions, low educational or housing standards and
from this to the analysis of prevailing power
relations in a modern capitalist society.

Social constructivism: is there reality beyond
mental disorder?

Social constructivism is one of the most in-
fluential theoretical positions evident in socio-
logy of health and illness over the past 20 years.
In general, social constructivism can be loo-
ked upon as a reaction against positivism and
naive realism. It constitutes a separate socio-
logical approach, however, at the same time it
is used by different sociological perspectives
in explaining the phenomenon of mental disor-
der***. Since it is difficult to provide a com-
prehensive review of all the work done within
this approach, I will limit myself with summa-
rising the core assumptions guiding construc-
tionist research on mental disorder and psy-
chiatric practice.

The central idea is that “reality is not self-
evident, stable and waiting to be discovered,
but instead it is a product of human activi-
ty”(Pilgrim and Rogers 1999; 18). There are
certain core approaches that can be distinguis-
hed within the constructivist framework. First,
even if reality is not rejected (as in most strict
version of constructivism) it is nonetheless qu-
estioned to some degree. Second, reality is a
product of human activity (in whole or in part).
Third, power relationships are inextricably
bound up with definitions of reality. Therefo-
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re, constructivist approach to mental health and
disorder can be used, for example, in questio-
ning the factual status of mental disorder (see,
e.g., Szasz 1961), analysing links between men-
tal health work, production of psychiatric
knowledge and concepts of mental disorders
(see, e.g., Prior 1996), or looking upon the wa-
ys in which mental health professions have sha-
ped our understanding of ourselves (see, e.g.,
Rose 1999).

Concerning the constructed nature of men-
tal disorder, following examples within social
constructionist theorising can be presented
(Pilgrim and Rogers 1998; 548-549):

· Even if schizophrenia has the status of
an illness that is widely diagnosed, its diagnosis
lacks both conceptual validity and reliability.
Despite vast amounts of research that have tes-
ted a variety of environmental and biological hy-
potheses the aetiology of this disorder remains
unknown. One possible explanation for the con-
tinuation of a weak construct is the role it plays
in supporting the mandate of psychiatry in so-
ciety and the comfort it gives to the relatives of
the mentally disordered people.

• Agoraphobia emerged at a time when the
social emancipation of women became a possi-
bility. For this reason, the meaning of the con-
dition can be understood as part of a context
that questioned the use of the public space, not
just as a set of symptoms within its individual
sufferers.

• Like schizophrenia, the concept of psy-
chopathy is incoherent because it covers so ma-
ny people who have different symptoms but can
share the same label and has no biological mar-
ker. The definition is inevitably circular: peop-
le are deemed to be psychopathic because of
their antisocial acts and their antisocial acts are
explained by the actor’s psychopathy. As a con-
sequence there is no independent way of vali-
dating the diagnosis. It has the same explana-
tory value as the notion of evil.

• Depression seems to be a straightforward
description of depressed mood. However, asc-
ription of helplessness, powerlessness, and
worthlessness can only be made in relation to
interpersonal processes. Thus depression can-

not be understood simply as a set of affective
and cognitive characteristics of suffering indi-
viduals: it is defined and constituted by social
processes.

Therefore constructivist critique of the psy-
chiatric categorisations of mental disorders ma-
kes an emphasis on the fragile, incoherent or
even invalid nature of the concepts. Their use
despite the lack of validity or reliability is ex-
plained as serving particular interests of social
groups associated with discourses utilising the
constructs (e.g., mental health professionals,
drug companies, patients’ relatives or even pa-
tients themselves).

However, there might arise some problems
with the presentations of mental disorder as a
social construct. The phrase that mental disor-
der is “socially constructed” can mean that it
is a social category, or in other words, that what
is so categorised and the meanings attached to
the categories, vary across time and place. Or,
as Pilgrim and Rogers (1999) notice, this may
mean that it is not a reality of mental disorder
as such that is constructed but theories of that
reality. Yet, also it can be understood as a claim
that mental disorder is only a category and do-
es not refer to any objective reality (like in a
strict version of constructivism). This reading
of the phrase social construct has been parti-
cularly strongly exposed by post-structuralist
and postmodern theorists who focus on the cul-
tural analysis of texts and narratives and sug-
gest that we cannot get beyond such texts and
narratives to any material reality. As Busfield
warns, namely this latter notion of “mental di-
sorder as a social construct” is most often as-
sumed by non-sociologists when they hear or
use the phrase and that might have some nega-
tive consequences:

The concept because of its epistemological and onto-
logical connotations, can generate hostility towards
sociological ideas about mental disorder from doc-
tors, patients and families who feel it rejects the rea-
lity of the pain, difficulty and suffering in mental di-
sorder (Busfield 2000; 547)

Busfield suggests some alternatives to the
concept “social construct” like, e.g. ‘social fra-
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ming’ of disorder or ‘social structuring’. Ac-
cording to her, these conceptualisations have
advantages as they indicate that the way we un-
derstand illness varies across time and place,
but do not suggest any denial of material reali-
ty of the mental states. Thus, the use of termi-
nology of ‘framing’ or ‘structuring’ would help
to secure sociological insights and understan-
dings of mental disorder rather more effecti-
vely than the language of social constructs.

Mental disorder and emotions: new ideas
in sociology of mental disorder

The sociological perspectives on mental di-
sorder I have presented so far, have conceptu-
alised it either in terms of behaviour or thought.
Sociology has paid remarkably little attention,
however, to the issue of body in the conceptu-
alisations of the phenomenon of mental disor-
der.

However, it is not possible to neglect the
recent progress in genetics, the neurosciences
and pharmacology that point to the importan-
ce of natural sciences in explaining mental phe-
nomena. The increasing evidence about the im-
pact of biological processes on at least some of
the mental states calls for a need to think about
new ways (or to rethink the older ones) in which
sociology could still contribute to explanations
of mental disorders. In other words, there is a
necessity to develop imaginative models of the
interaction between the biological and the so-
cial (Lyon 1996, Busfield 2000, Williams
2000).

One of the most recently suggested new ap-
proaches in that direction refers to the combi-
nation of sociological theories of emotions with
those of health and illness. James and Gabe
(1996) argue that mind, body and society are
combined through somatic, cultural and social
relational connections. Here is where the con-
cept of emotions becomes crucial as providing
a link between all these realms, which are wo-
ven into the complex nature of the individual’s
being in the world. According to Williams and
Bendelow (in James and Gabe 1996; 36):

Emotions…are most fruitfully seen as embodied exis-

tential modes of being, ones which involve an active
engagement with the world and an intimate connec-
tion with both culture and self. Not only do emotions
underpin the phenomenological experience of our
bodies in health and illness, they also provide the
basis for social reciprocity and exchange, and the
“link” between personal problems and broader pub-
lic issues of social structure.

Lyon (in James and Gabe 1996) says that
since emotions are phenomena of both body
and social reactions (it is through bodies that
people feel and act), they provide means to
overcome the profound division between two
modes of explanation (biological and social)
without denying the fundamental differences
between the two. As a consequence there is no
necessity to deny the ontological reality of men-
tal disorder (ibid.; 57).

Mental disorder in this approach can be ad-
dressed sociologically through its phenomeno-
logical experience, which allows to relate bodi-
ly symptoms with their emotional expressions
(or vice versa) and to look how both of them,
in their turn, relate to the wider social context.
The reconceptualisation of mental disorder
from this standpoint provides insights about the
psychosocial causes of disorder and the role of
life events, difficulties, and social support in
the onset of both physical and mental problems.
Williams and Bendelow (in James and Gabe
1996) suggest that individuals’ social position
and status will determine the resources they
have at their disposal in order to define and
protect the boundaries of the self and counter
the potential for “invalidation” by powerful and
significant others. The lower the individual is
situated in the social hierarchy, the less resour-
ces (power) he or she has to manage unplea-
sant emotionality or emotional modes of be-
ing. Williams explains this as follows:

Differing modes of emotional being – physical and
psychic states which can be either ‘pleasant’ or ‘un-
pleasant’ – are in effect, different felt ways of feeling
empowered or disempowered: feelings which are ve-
ry much linked to people’s material and psychosocial
conditions of existence throughout their embodied
biographies…Less powerful people, therefore, face
a ‘structurally in-built handicap’ in managing social
and emotional information; one which, in turn, may
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contribute to existential fear, anxiety and neurophy-
siological perturbation of many different sorts (Wil-
liams 2000; 568-569)

In short, a powerless social status increases
the likelihood of experiencing “unpleasant”
emotional modes of being and consequently
may contribute to the onset of mental disor-
der.

Williams, in defending the importance of
emotions for sociological approach to mental
disorder, criticises the psychiatric debates on
the (un)reasonableness of mental disorders as
well as the sociological conceptualisations of
mental disorder in terms of reason and ratio-
nality (see, e.g., Busfield 1996). The latter so-
ciological approach to mental disorder, accor-
ding to him perpetuates the same dualism in-
troduced by Enlightenment’s thinking, namely
that reason is incompatible with emotion and
that emotions therefore are “unreasonable”
from the viewpoint of instrumental rationality.
By referring to Barbalet (1998), he points to
the possible links between emotion and reason:
first, emotions are central to the effective de-
ployment of reason, since they allow to make
priorities between multiple goals and options;
second, the reason itself is founded on emo-
tion (i.e. as it is in a passionately held belief or
a cherished ideal).

Indeed emotionality is still considered to be
somehow irrational and inappropriate to be ex-
pressed in many areas of the modern rational
world. As Lupton argues, in the self-reflexive
late modernity “emotional management and re-
gulation, paying constant attention to how best
to deport oneself emotionally, is an integral as-
pect of reflexive work upon oneself” (Lupton
1998; 92). Emotional self-expression has to be
controlled since not all emotions can be sho-
wed to the public. In order to deal with this
project of the self, Lupton says, a new ‘exper-
tise of subjectivity’ has developed, in which nu-
merous professions like psychologists, psychiat-
rists, social workers, counsellors etc., have es-
tablished themselves as experts in measuring
the psyche and providing the necessary ‘cor-
rections’ (ibid.; 93, see also Rose 1999). The
clear example of this expansion is depression,

the boundaries and categories of which are
constantly broadening making it one of the ma-
jor mental sufferings of the modern individual.
Thus, conceptualising mental disorder solely
as unreason and irrationality doesn’t allow ap-
prehending the diverse nature of mental phe-
nomena.

Therefore, the concept of emotion provi-
des an analytical tool in thinking sociologically
about mental disorder (as well as health). It
allows to account for the way mind and body
are linked in a disordered condition without
ignoring the ontological reality of it (think, e.g.,
about anxiety in which the anxious state is ex-
pressed in heart racing, trembling hands or even
pain). Moreover, it provides the link to the bro-
ader public issues of social structure (e.g.,
through the anxious emotional expression of
one’s social conditions of being in the world).
Shifting the focus to the links between emo-
tions and mental health this theoretical appro-
ach also opens new ways to account for the blur-
ring boundaries of ‘normal’ and ‘pathological’.

Conclusion

Sociological theories of mental disorder ha-
ve conceptualised the phenomenon in different
terms: as deviance (and therefore focused on
behaviour), as reason (putting main emphasis
to the mental processes), and recently as an
emotional expression of distress (combining bo-
dy and mind). They have stressed the impor-
tance of social factors in the aetiology of men-
tal disorder and criticised the narrowness of
biological explanations within psychiatric the-
ories. The socially constructed and negotiated
nature of the conceptual boundaries of mental
disorder was emphasised drawing attention to
the power relations that impinge upon the con-
ceptualisations of ‘normal’ and ‘abnormal’, and
showing that psychiatric concepts might be not
value free. All these theoretical approaches pro-
vide valuable insights and ways to contest so-
metimes for granted taken views about the phe-
nomenon of mental disorder.

Yet, there is a need to realise that mental
disorder is not a single unifying category of what
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Notes

*The 4th version of the American Psychiatric Associa-
tion’s Diagnostic Statistical Manual (DSM) defines men-
tal disorder ”as a pattern of behaviour, or psychologi-
cal features, occurring in an individual that are current-
ly associated with any of the following: a subjective sen-

se of distress; impairment in important areas of func-
tioning, such as work, school, relationships; or a signifi-
cantly increased risk of posing a danger to oneself or
others, or of losing an important freedom” (Allen 1998;
29). The definition implies that a mental disorder invol-

is understood as mental problem. There is a
diversity and complexity of mental health con-
ditions with their particular aetiology and symp-
tomatology. These require reassessing the re-
levance of sociological explanations, especial-
ly those that are insensitive to the complex na-
ture of mental disorders. At the same there is
also a need to accept the ontological nature of
mental disorder. Sociology has often ignored
the reality of mental suffering, while trying to
construct or deconstruct the boundaries of
mental disorders. As a consequence, it critici-
sed psychiatric ways of biologizing mental phe-
nomena without realising that it itself perpetu-
ates the mind and body dualism. Moreover, the-
re is a necessity to realise that psychiatric thin-
king about mental disorder is not exclusively
biological and that there are various bio-social
or bio-psycho-social models applied in its prac-
tice and in its accounts on mental phenomena
(even if the major role of biological thinking
can’t be doubted). Sociology itself has often
taken this medical model for granted.

Also, we should be aware that with the mo-
ve to the community mental health care the un-
derstanding of mental disorders is changing sin-
ce the role of other mental health care specia-
lists that have diverse explanations of mental
phenomena is increasing. This changing orga-
nisational context of psychiatric work therefo-
re requires reassessing the relevance of some
of the sociological explanations.

Nevertheless, sociology has a potential to
offer ways of thinking about mental disorders,
ways of going beyond the medical conceptua-
lisations and locating what is often understo-
od as mainly bodily phenomena within the bro-
ader social context and analysis of social rela-
tions. In this sense sociology makes the un-
derstanding of mental disorder a political is-
sue. It shows that focusing on individual vul-

nerability to disorder often prevents us of re-
cognising the role that structural and institu-
tional arrangements of society play in genera-
ting mental distress. It points, therefore, to a
need to be more aware of how personal mis-
fortunes relate to the social and material cir-
cumstances in which an individual comes to
live, how gender, class, ethnicity come to sha-
pe the boundaries of mental disorder and how
these boundaries and categories in their turn
contribute to social order. It also shows that
the concepts of mental disorder are necessa-
rily a part of the social regulation mechanism,
because they present the ways in which beha-
viour comes to be accounted for, classified
and ordered. Control and regulation are in-
herent in psychiatric practice, however, not
necessarily always in a negative sense. The task
of sociology, however, is to question to what
purpose this regulation is applied: is it to the
interest of the individual or does it justify so-
me other aims?

Therefore, we need to examine how approp-
riate the judgements of disorder are, what con-
sequences they have to the individual and what
values are at stake here. We need to be aware of
the professional interests and struggles that al-
so shape the boundaries of mental disorders and
consequently affect the psychiatric practice.

Medicine does not attempt, nor is it necessarily rea-
sonable to expect it to attempt, given its professional
concerns to ask broader questions about why we ha-
ve the category of mental disorder, or the place of
mental disorder in the wider society, or even about
how the boundaries of mental disorder come to be
set in particular ways in particular times and places
(Busfield 1996; 60)

These are the issues that belong to the re-
alm of sociological thinking about mental di-
sorder.
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Summary

The article introduces and critically discusses major so-
ciological ideas on the concept of mental disorder. Star-
ting with Parsonian ‘sick role’ and illness as deviance,
the article proceeds with labelling theory and further
on with Foucault’s conceptualisation of madness as an
opposition to reason. Conflict approach on mental di-
sorder is presented as based on belief that structural
inequality is one of the major sources of suffering in
modern society. Constructivist critique makes an emp-
hasis on the fragile, incoherent nature of the categories
of mental disorder. Finally, the introduction of the con-

cept of emotion into sociology of mental disorder is
presented as providing new  analytical tool to account
for the ways mind and body are linked in a disordered
condition.
Sociological perspective explores dominant concepts of
mental disorder and offers different ways of thinking
about mental phenomena, while locating them within a
broader social context and an analysis of social relations.
This helps to understand better the social organisation
of mental health care, patterns of psychiatric practice
and the process of becoming mentally disordered.
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