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The Biomedicalization of Psychiatry:
A Critical Overview o

Carl I Cohen, M.D.

ABSTRACT: The biomedical model currently dominates psychiatric clinical practice
and research. Unfortunately, this dominance had led increasingly to biological reduc-
tionism. This paper examines the historical .and sociopolitical underpinnings of the
biomedical model, and illustrates some of the common scientific distortions of reduc-
tionistic thinking. These observations are applied to recent directions in mental health

_policy and are used to provide a basis for alternative perspectives of mental iliness and

psychiatric research.

INTRODUCTION

The ascendancy of the biomedical model in psychiatry is well illus-

trated by the fact that among 627 papers presented in the New Re- -
search sessions at the 1992 annual meeting of the American Psychi-

atric Association, 86% were biomedically oriented (American Psychi-
atric Association, 1992). Especially telling about psychiatry’s future is
that of the 227 papers presented by “young investigators,” 88% were
biomedically focused. Indeed, nearly all departments of psychiatry are
now chaired by persons committed to biomedical research, whereas
three decades ago, these positions were largely held by psychoanalysts
(Bader, 1992). Of course, there is nothing inherently wrong with exam-
ining the biological underpinnings of mental disorders. Humans are
biological creatures, and it is clear that biological factors have to be
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acknowledged in all human behavior, normal or abnormal. My concern
here is with recent trends toward biological reductionism. That is,
explanations of phenomena occurring at several levels (e.g., social,
psychological) that are sought at a single level (biology).

The basis for biological reductionism stems from the Cartesian view

of the natural world that begins with individual parts, each conceived =

as pre-given and existing in and by themselves. These entities are then
assembled together to form the functioning whole system: “Lines of
causality run from part to whole, from atom to molecule, from molecule
to organism, from organism to collectivity. As in society, so in all of
' nature, the part is ontologically prior to the whole” (Levins & Lewontin,
1985)."Although it is often necessary in scientific study to isolate and
abstract objects for study, ultimately these objects must be reinserted
back into the whole to understand their interaction with other objects-
and to the totality. For example, a researcher may study the limbic
system in isolation, but any knowledge gained must then be placed in
the context of other systems. Thus, an alternate approach to the Carte-
sian stance (often termed “positivism”) is a relational (or “dialectical”)
approach which views objects in their interpenetration with each other
and in relation to the totality.

It should be obvious that human needs and behavior are substantially
determined by their social world as evidenced by the diversity of needs
and behaviors across history and culture. However, there have been
~ battles waged during the past few centuries between those who have
maintained a fixed, atomistic view of human nature and those who
have argued for an alterable, evolving being. In Western society, once
capitalism gained a foothold, the former position was promoted and
financed by the existing social structure because of its support for the

~ status quo.

..Biological reductionism in psychiatry accomplishes several functions: -
1) It deflects problems from social/contextual issues onto the individ-
wual. By utilizing the individual or biological elements as the point of
departure, human behavior is attributed to fixed internal qualities
such as “drives,” instincts, neurochemicals, and genes. The outside
world is viewed as providing modifications to these pre-existing ele-
ments. ‘
(2) Under a scientific patina, human and social problems become
professionalized and removed from the realm of public discussion,
where it is discussed by experts (Conrad, 1980).
(3) Objects for study are selectively determined. Thus, brain neuro-
chemistry may be a legitimate object whereas the workplace may not
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be. Bourdieu (cited in Thompson, 1984) has termed this phenomenon
“Symbolic Violence,” when attention is directed to some information
" while other sources are ignored. Often, certain sources of knowledge,
certain kinds of logic, and various types of information such as context
and meaning are discredited. Information that does not meet a specific
requirement is excluded because it is “soft” or “subjective,” and hence, a
variety of options are undermined.

(4) Even in the case of some mental disorders that may have relatively
more powerful biological components, the reductionist model tends to
minimize the effects of the environment. For example, homelessness
among those with severe mental illness is viewed as stemming primar-
ily from their illness rather than the lack of inexpensive housing;
similarly, high rates of unemployment among persons having schizo-
. phrenia are thought to be due to their illness rather than to factors of
the economy such as high unemployment rates or the need to have
highly efficient workers.

On first glance, it would seem that the biological reductionist model
of human behavior would be an easy target for attack. Nonetheless, this
perspective survives and flourishes for several reasons. First, although ’
“human behavior” by definition suggests questions of norms and roles,
the biological model of human behavior has touted its objectivity and
scientific rigor. With the decline of religious and political authority,
science is one of the few remaining legitimate authorities. Any model
that can emulate the scientific methods of the physical sciences lays
claim to legitimacy. The use of nosological classifications, esoteric ter-
minology, and statistical procedures give the appearance of objectivity,
free of biases of culture or class.

A second reason for the prominence of the biological perspective is, as
Colletti (1975) observes, because “Capitalism is reality stood on its
head.” Thus, within capitalism, individuals often act as singular atoms,
seemingly free to sell their labor, buy goods in the marketplace, and no
longer bound by personal ties but rather through monetary exchanges.
Human interaction takes the form of relationships between things—
human thinking and physical power are bought and sold. People learn
to conceptualize themselves through the accumulation of institutional
products of all kinds, e.g., money, grades, titles. However, underlying
this superficial level of independence are vast structures of social,
economic, and political connections. For example, these forces compel
persons to sell their labor to survive; the work situation is not an equal
economic exchange, but one in which the owner greatly benefits from
the laborer. This notion of individuality is bolstered by the prevailing
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ideology and reinforced through advertisements, political rhetoric, and
media.

Finally, whatever goes on in a society is selected and institutionally
reinforced according to the degree it supports the principal mode of
social production, e.g., capitalism (Kovel, 1980). This domination may
often be subtle and veiled. The biomedical perspective has been one
convenient way of mystifying certain aspects of social reality, and it has
been rewarded and promoted.
~ The purpose of this paper will be to review some of the common
distortions engendered by biological reductionism followed by an ex-
panded discussion of the historical and socioeconomic underpinnings of
the biomedical model. These observations present a means of consider-
ing current directions in mental health systems and provide a basis for
alternative perspectives of mental illness and psychiatric research.

EXAMPLES OF DISTORTIONS OF BIOLOGICAL PSYCHIATRY

1. Myth of Objectivity

Although it is clear that all science, including the physical sciences, are
influenced by social factors (Aronowitz, 1988), the human sciences are
especially prone to ideological distortions, and the claim that biological
psychiatry is wholly objective cannot be substantiated. Barthes (1968)
notes that there can be no such thing as an innocent reading of the
world. Virtually all perceptions involve interpretation. Societies are
held together in part by norms, roles, and laws, which entail social
meanings conditioned by language. Thus, all knowledge stands in the
midst of language (Vega & Murphy, 1990). To diagnose someone as
“paranoid,” the clinician must examine the behavior in its context and
apply complex cultural norms to evaluate its reasonableness (Ingleby,
1980). This means that insanity ascriptions are perforce rooted in ev-
eryday cultural understanding, and to imagine that that could be
grounded in something which transcends common sense (i.e., “neutral,”
scientific authority) is illusory (Coulter, 1973). Moreover, as noted
above, the scientific enterprise selects which questions to ask and
which variables to use. The very act of creating distinct variables is a
statement about how one perceives and divides the world. Despite these
_obvious limitations, the biomedical model frequently utilizes complex
classifications and statistical procedures to render the appearance of
objectivity. '
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2. The Fallacy of Biological "Triggers”

By assuming the Cartesian position that the behavioral phenomena are
“caused” or “triggered” at the molecular level, biomedicalists neglect
the possibility that for any given behavior, phenomena are occurring at
different levels simultaneously (Rose, 1982). For example, when I speak
I am concomitantly undergoing neurochemical changes, electro-
physiological changes, motor changes, thought processes, and so forth,
as well as acting on my immediate environment. It is this totality of
concurrent processes at various levels that create verbal thought.

3. The Fallacy that Treatment Implies Causality

The assumption that treatment implies causality is widely assumed in
the psychiatric literature. For example, Jerrold Bernstein (1984), a
prominent psychopharmacologist, writes: “Clinical and biochemical re-
sponses to administered drugs have provided most of the useful infor-
mation supporting a biochemical etiology in affective illness.” Al-
though it is true that certain conditions are helped by biological
interventions, we have no sense as to whether these interventions have
anything to do with pathogenesis. That is, treatment does not imply
causality. For example, we may use aspirin to treat the pain caused by
a blow to the head as well as to treat pain caused by menstrual cramps.
Furthermore, in some instances such as depression, psychotherapy may
be as effective as pharmacotherapy (Goleman, 1989). Clearly, we are
biological beings and therefore part of depression is physically-based.
However, arguing that it is solely biological makes as much sense as
arguing that a bullet wound is “caused” by a skin puncture or tuber-
culosis is “caused” by a bacillus. These phenomena cannot be separated
from the environmental context.

4. Categorical Errors

Biomedical investigators are also vulnerable to what Ryle (1949) has
termed, “Categorical Errors.” This is a form of reductionism in which
social phenomena are misplaced into biological categories. For in-

- stance, there has been a recent trend to viewing personality traits as

representing an underlying biological (genetic) trait (Presidential Lec-
ture, 1989). However, there is a question of logic as to whether a
complex set of human behavioral patterns and dispositions that by
definition involves cultural and social descriptions, and which take
many years to be fully formed can be attributed to one underlying
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biological factor. Thus, as we move to higher levels of organization such
as personality, a whole new set of relationships must be considered that
have no relevance at other levels. It makes no sense to talk of aggres-
sive, altruistic or passive genes. Furthermore, dichotomizing persons
into positive or negative for a trait, although neat and tidy, obscures all
the gradations that exist in the real world (cf. Mirowsky & Ross, 1989).

5. The Misinterpretation of Statistics

Statistics have often been used to imply causality. For example, my age
and the national debt are highly correlated, but it is not likely my ageis
causing the debt to rise. Another distortion has been to “control” for the
environment and then to presume that is has no effect. Thus, adoptive
twin studies are used to demonstrate “nature versus nurture,” when in
actuality they merely show effects of genetics within a particular set of
environments. If these twins had been exposed to another range of
environments, the genetic effects may have been quite different. The
point being that environment can have profound interactive effects on
genes. Despite evidence that genetic factors account for a significant
but relatively small percentage of the variance in most mental illness
(Lewontin, Rose, & Kamin, 1984; Weiner, 1985), it is common to find
statements such as this one: “Mental illness is probably in large part
genetically determined . ..” (Lamb & Zusman, 1979). This issue is not
whether genetics or biology is associated with mental illness; certainly
they must have a role as we are biological creatures. The issue is the
distortion in terms of considering a statistical association to be causal
or to ignore the other factors that account for as much as 90% of the
explained variance. The latter, often treated as “noise,” is precisely
where environmental or interactive effects of environment and biology
are located. ‘

6. Biases of Research Instrumenté

Many instruments tend to emphasize those elements that are improved
by biological interventions, and minimize or ignore elements that are
less easily ameliorated. Moreover, even those elements that are tar-
geted may only show partial, albeit statistical, improvement. For exam-
ple, the Brief Psychiatric Rating Scale, often used in pharmacology
research, examines symptoms such as delusions or hallucinations, but
neglects questions as to how the drug may affect interpersonal function-
ing, vocational functioning, quality of life, other organ systems (.e.,
side effects) and so forth. There may be nothing wrong with targeting
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certain symptoms, but clinicians and the lay persons are often led to
believe that the drug may be more broadly efficacious. The recent rise
and subsequent fall of Prozac as the latest “drug du jour” illustrates this
point. '

Historical and Economic Forces

Several events occurred during the first two decades of this century
that ultimately served as driving forces in the biomedicalization of
psychiatry. There was a transformation of health care from home re-
medies and patent medicines to professional care provided by physi-
cians, hospitals, and pharmacists. According to the Ehrenreichs (1979),
“Services which had been an indigenous part of working class culture
were edged out by commodities conceived and designed outside of the
class” (p. 15). The hegemony of allopathic medicine, the new dominant
form, was secured by the Flexner report of 1910 which established
stringent controls over medical education and licensure, and essen-
tially eliminated any competing forms such as homeopathy or osteopa-
thy. In tandem with these changes among physicians, there was a
dramatic increase in the use of prescription medications and of the
pharmaceutical industry. Between 1930 and 1960, the sale of drugs
increased ten-fold. During this period the real per capita expenditure
for professionalized medicine doubled (Caplan, 1989).

Although psychiatry lagged behind other branches of medicine, sev- -

eral historical events paralleled changes in medicine. Kovel (1980)
identifies the years 1905-10, when American Psychiatry assumed its
modern form. It was in this period that psychoanalytic theory became
fused with the Mental Hygiene Movement to become the ruling ideol-
ogy of medically controlled mental health. These two movements al-
lowed for the objectification of the “mind” and the creation of a new
discourse of psychology, which is separated from the historical setting
. and context in which mind develops. This process also allowed for the
commodification of mind. Thus, if condition A can be measured and
determined to be worse than condition B, these distinctions can be
quantified in time and/or money.

Moreover, Freud’s visit to the United States in 1909 provided a timely
component in the effort to broaden the realm of psychiatry from mental
hospitals into everyday life. Such a broadening was already afoot as a
consequence of the gloomy state of mental institutions, which served as
monuments of therapeutic failure (Grob, 1983). Thus, organized psychi-
atry attempted to establish a legitimate base outside these institutions
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in places such as mental hygiene clinics, child guidance centers, outpa-

tient units, and research institutes (Scull, 1990). In this country, how-

ever, the more radical social implications of Freudian theory were

i scuttled as attention was directed to treating emotional disorders by
bringing the unconscious to consciousness where it could be condemned
by the civilized self and/or sublimated into acceptable pursuits (Kovel,
1980). Importantly, the biological base of Freudian theory was retained
as was its medical focus: “The basic model upon which psychoanalysis is

- constructed is the disease model, in that it portrays neurotic behavior
as unfolding relentlessly out of a defective psychological system con-
tained within the body” (Scheff, 1966, p. 9). By the 1920’s, the psycho-
analytic movement was accommodated to the categories of mental
hygiene, and the American Psychoanalytic Association had become a
medically dominated guild (Kovel, 1980).

The socially-oriented philosophy that arose in psychiatry during the
1960’s occurred as part of a larger social movement. (See paper by
Thompson in this issue for an extensive discussion of this period.) By

P the 1970’s, the government had changed gears and the emphasis on
ii socially-oriented programs had waned. Psychiatry also underwent sub-
stantial change. A convenient mythology was devised that justified the
transformation to a biomedical model on the basis of the dismal “fail-
ure” of the community mental health movement. Biomedical oriented
psychiatry was well-suited for the new ideology. It emphasized internal
X mechanism rather than external social factors. '
: Economically, this transformation was driven by forces at three
: levels: third-party reimbursement, the pharmaceutical industry, and
. government funding. With respect to the former, during the 1970’s the
’ ‘ cost-effectiveness of high-priced psychiatric services was being increas-
ingly compared with similar less expensive services being offered by
psychologists, social workers, and counselors. By arguing that mental
illness was biologically based, psychiatrists could reintegrate psychia-
try into mainstream medicine as well as command higher fees because
they were treating a biomedical condition (Bader, 1992). Efforts were
made to ensure the centrality of physician-psychiatrists in all aspects of
mental health by convincing insurers that initial evaluations by psy-
chiatrists were imperative in order to rule out biological conditions.
The biomedical model likewise enjoyed the large financial support of
the pharmaceutical industry. Drug companies have financed a consid-
erable amount of research at medical centers, and this enables them to
encourage physicians to add their products to the list of drugs available
through in-hospital formulary. As one sales manager stated, “I can get
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any drug on a university hospital formulary. I just find some fertile * '~

soil—the right person who is hungry for some research money...I
know that the researcher will help me get it on the formulary in
exchange for research money” (Wilkes & Shuchman, 1989). Kessler
(1991) observes that the number of drug-sponsored symposium of the 16
leading pharmaceutical companies rose from 7,519 in 1974 to 34,688 in
1988, the cost of the latter exceeded $85.9 million. Kessler added that
industry-sponsored symposia are especially vulnerable to biases by
presenting uncontrolled studies, by unduly focusing on a sponsor’s
product, or by being accompanied by ancillary promotional activities
such as the passing out of flyers about a sponsor’s product. Although the
relationship between researcher and drug company should be a recipro-
cal one, the scarcity of research funds make academic physicians easy
prey to industry manipulation.

Medical journals also receive considerable advertising support from
pharmaceutical companies. In many journals, a series of advertise-
ments often precede the table of contents. Messinger (1990) notes that
the American Journal of Psychiatry, the official journal of the American
Psychiatric Association, sells for $4.65 and contains 51 pages of adver-
tisements; similarly, the Archives of General Psychiatry has 41 pages
devoted to advertisements and sells for $4.15. Conversely, Biological
Psychiatry and Comprehensive Psychiatry which have zero and three

advertisements, respectively, sell for $24.85 and $19.50. There are also’

reports, especially among smaller journals which need drug revenues
for survival, that articles have been heavily edited to avoid offending
their advertisers or that include special supplements that are industry
sponsored studies that lack any peer review (Kessler, 1991; Wilkes &
Shuchman, 1989). - ' '

The expectation that a doctor will write a prescription at the end of a
visit (and indeed this is usually so), helps maintain the biomedical
dominance in psychiatry. The act of prescribing suggests a biological
basis for a problem. Not only does it deflect the patient from contextual
causes of psychological difficulties, but similarly tends to lead prescri-
bers to minimize psychosocial etiologies. Kleinman and Cohen (1991)
have pointed out how this is reinforced by drug advertisements to
physicians that tend to individualize mental illness, and to assume that
economic and social contexts are irrelevant.

The dramatic shift in government toward biomedical approaches is
reflected by Lewis Judd, then director of the National Institute of
Mental Health, who hailed the 1990’s as “The Decade of the Brain.”
Judd, in noting that the NIMH already sponsors an “enormous amount
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of neuroscience and psychological research,” indicated that he would
build on this base, expand it, and move it forward (Sargent, 1988).
Concretely, this meant that in 1987, for example, only 6 of 97 NIMH
awards in schizophrenic research were devoted to Psychosocial treat-
ment rehabilitation or non-biological prevention strategies (Schizo-
phrenia Bulletin, 1989). As Senator Harkin of Iowa declared, “We're
spending $700 billion a year on health care, but less than 1 percent is

tic values, there hag already been extensive marketing among practi-
tioners.

Psychiatry’s growth and power during the twentieth century also can
be traced in part to its alliance with Western science’s goals of contro]
and domination of nature—~human and non-human (Aronowitz, 1988).

ened to increase permissiveness, and consequently, consumption. Alter-
nately, increased control is required in society to forestall rebellion as

helped to secure a technical control of deviance by redefining people not ,
as morally unfit (i.e., bad, possessed), but as sick and requiring a
technically skilled practitioner (Kovel, 1980).

Scientific rationality and control are also manifest in the use of
diagnostic categories and of “objective” (external) symptoms as markers
of illness. Thus, the DSM III calls for an “objectifying gaze” rather than
an intersubjective dialogue (Kovel, 1980). Indeed, the five digit DSM III

that is, they seem to form something distinct, but they may have no real
connection to each other. The emphasis in the DSM-III on uniformity,

predictability, and orderliness is an attempt to “banish the unexpected”
(Farber, 1990). Also, it provides a type of “control from above” within
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follow a uniform taxonomy and a way of viewing the world much as
factory line workers are compelled to follow the creations of upper
echelon professionals.

BREAKING THE BIOMEDICAL DOMINANCE

At this historical moment, the biomedical model has attained consider-
able economic, ideological, and political hegemony over alternative
paradigms. Prospects for diminishing this dominance, albeit not immi-
nent, may lie within the contradictions of the biomedical model itself.
The tenet that humans are akin to animals and that their behavior can
be fully predicted (and controlled) is belied by the multiple contingen-
cies and forces in everyday life that make predictability illusory
(Scheibe, 1979). Modern psychology, which deals with averages and
abstracted generalities, and which is more suited to industrial society’s
need to manipulate the masses, has found it increasingly difficult to be
relevant to the experience and problems of particular individuals (Tol-
man, 1991). Finally, the biomedical model relies on high-cost medical
therapy and technology. Moreover, because current strategies do not
seriously consider the non-biological roots of mental illness, the number
of new mentally ill continues to grow, and similarly, biological psychia-
try has not reduced significantly the number of persons who are cur-
rently suffering from psychiatric disorders. Consumers will likely look
to alternative sources of care as costs continue to rise, the number of
mentally ill increases, and the availability of mainstream clinicians to
treat mental health problems remain low (Albee, 1990).

Inevitably, the political agenda in the country will shift towards
addressing social problems, and biological psychiatry will be especially
vulnerable to attack because of its insensitivity to social issues as well
as its allegiance to the status quo. New paradigms will be needed that
examine the dialectical interpenetration of biological, psychological,
and social forces. Specifically, such a paradigm’s point of departure
would be that of the social world, akin to the Aristotelian notion that
humans are social animals or the Marxist thesis that social being
determines consciousness. This model would be able to explain the
tension between broader social and historical forces and personal
biography. Such a paradigm would require sensitivity to personal
meaning and communications, to networks of family and friends, to
gender differences, and to cultural life (Messinger, 1990; Tolan, Keys,

the profession (Brown, 1990), in which practitioners are compelled to .
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Chertok, & Jason, 1990). A new psychiatry would reflect the richness
and variety of our world. Finally, unlike today’s psychiatry, a new
psychiatry must be self-critical and self-reflexive; that is, to be able to
account for observer biases such as ideology, percepts, and concepts ag
well as the effects of clinician/researcher interactions with the patient/
subject. =

the words of the great chanteuse, Peggy Lee, who lamented, “Is that a]]
there is?”

REFERENCES

Albee, G.W. (1990). The futility of psychotherapy. Journal of Mind and Behavior, 11, 369-384.

Aronowitz, S. (1988), Science as power. Minneapolis: University of Minnesota Press.

Bader, M. (1992). Is psychiatry going out of its mind? In M. Lerner (Ed.), Tikkum, An anthology.
Oakland, Ca: Tikkun Books.

Barthes, R. (1968), Writing degree zero. New York: Hill & Wang.

Bernstein, J.G. (1984). N, eurotransmitters and receptors in pharmacopsychiatry. In J.G. Bernstein
(Ed.), Clinical psychopharmacology. Second Edition, Littleton, MA.: PSG.
Brown, P, (1987). Diagnostic conflict and contradiction in psychiatry. Journal of Health and Social
Behavior, 28, 37-50. :
Caplan, R.L. (1989). The commodification of American health care. Social Science and Medicine,
28, 1139-1148. :

Colletti, L. (1975). Marxism and the dialectic. New Left Review, 93,

Conrad, P. (1980). On the medicalization of deviance and social control, In D, Ingleby (Ed.), Critical
psychiatry. New York; Pantheon. )

Coulter, J. (1973). Approaches to insenity. London: Martin Robertson.

Ehbrenreich, B., & Ehrenreich, J, (1979). The professional managerial class. In P, Walker (Ed.),
Between labor and capital. Boston: South End Press.

Farber, S. (1990). Institutional mental health and social control: The ravages of epistemological
hubris. Journal of Mind and Behavior, 11, 285-300.

Goleman, S. (1989). Critics challenge reliance on drugs in psychiatry, New York Times, October
17, C1, 6.

Grob, G. (1983). Mental illness and American society, 1875-1940. Princeton: Princeton University

- Press.

Ingleby, D. (1980). Understanding mental illness. In D. Ingleby (Ed.), Critical psychiatry. New
York: Pantheon.

Kessler, D.A. (1991). Drug promotion and scientific exchange. New England Journal of Medicine,
325, 201-203.

Kleinman, DL, & Cohen, L.J. (1991}, The contextualization of mental illness: The portrayal of

_ work in psychiatric drug advertisements, Social Science and Medicine, 32, 867-874.

Kovel, J. (1980). The American mental health industry. In D. Ingleby (Ed.), Critical Dsychiatry.
New York: Pantheon. .

Lamb, HR, & Zusman, J. (1979). Primary prevention in perspective. American Journal of
Psychiatry, 136, 12-17. .

Levins, R., & Lewontin, R. (1985). The dialectical biologist, Cambridge, MA: Harvard University
Press.

Lewontin, R.C,, Rose, S., Kamin, L J. (1984). Not in our genes. New York: Pantheon,




Sk v il et o et i [

b,

Carl L Cohen, MD. . 521

Messinger, E. (1990). A critique of institutional psychiatry. Presented at the Brecht Forum in New
York City, February 9.

Mirowsky, J., & Ress, C.E. (1989). Psychiatric diagnosis as reified measurement. Journal of Health
and Social Behavior, 30, 11-25. :

Preside;xtial lecture—Society of Biological Psychiatry. (1989). Clinical Psychiatry News, 17, No. 7,
July. .

Psychiatric News. (1991). April 5, p. 1, 25. Disease prevention should get increased focus.

Rose, S. (1982). From causations to translations: A dialectical solution to a reductionist enigma. In
S. Rose (Ed.), Towards a liberation bioclogy. London: Allison and Busby.

Ryle, G. (1949). The concept of mind. New York: Barnes & Noble.

Sargent, M. (1988). An interview with Lewis Judd, M.D. Hospital and Community Psychiatry, 39,
493494, 500.

Scheff, T. (1966). Being mentally ill. Chicago, IL: Aldine.

Scheibe, K. (1979). Mirrors, masks, lies, and secrets. New York: Praeger.

Schizophrenia-related grants—fiscal year 1987. Schizophrenia Bulletin, 15, 141-147, 1989,

Scull, A., (1990). Deinstitutionalization: Cycles of despair. Journal of Mind and Behavior, 11, 301~
312.

Thompson, J.B. (1984). Studies in the theory of ideology. Berkeley: University of California Press.

Tolan, P., Keys, C., Chertok, F., & Jason, L. (Eds.) (1990). Researching community psychology.
Issues of theory and methods. Washington, D.C. American Psychological Association.

Tolman, C.W. (1991). Critical psychology: An overview. In C.W. Tolman & W. Maiers (Eds.),
Critical psychology: Contributions to an historical science of the subject. Cambridge: Cam-
bridge University Press.

Vega, W.A., & Murphy, J.W. (1990). Culture and the restructuring of community mental health.
New York: Greenwood Press.

Weiner, H: (1985). Schizophrenia; Etiology. In H.I. Kaplan & B.J. Sadock (Eds.), Comprehensive
textbook of psychiatry/I'V. Baltimore: Williams & Wilkins.

Wilkes, M.S., & Shuchman, M. (1989). Pitching doctors. New York Times. November 5.




