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Recent times have been marked by a number of autobiographical narratives from psychiatric survivors, one of the most politically powerless groups in our society.​[1] Because ready-made biological explanations of madness are pervasive in our society, first-person accounts offering a different viewpoint have difficulty accessing the mass media and making any sustained public impression. Such stories, from the “inside out,” compel us to reexamine the traditional Caseness approach of psychiatry.

Caseness is an intellectual construct that facilitates the objectification of a person in the medical system: the person becomes a “case” or is primarily perceived as one. This article critiques the Caseness approach, which dominates the mental health system, and contrasts it with a Narrative approach. In brief, Caseness emphasizes making a diagnosis of illness and stopping its symptom expression. The Narrative approach, on the other hand, supports individuals coming to their own voice by allowing their story to unfold and to be told.

A narrative segment from Cry of the Invisible illustrates the basic difference between the two approaches. Joe Green tells of an incident at a state hospital:


Due to my excessive spiritual reading and my disorientation, I started to act out the things I had read. I would throw books on the floor and think I was waking up humanity by vibrating the spiritual energies throughout the earth. An attendant noted this. That night, another attendant took me into a seclusion room and physically wrestled me to the floor. Somebody else put a needle in my backside. They shut me up all night. (p. 198)*



Although Joe was trying to awaken humanity, he woke a few attendants instead. No one asked Joe why he was throwing books on the floor, or tried to find out what he meant by “vibrating the spiritual energies of the earth.” The Caseness approach required no further explanation for Joe’s behavior, having already established that he was “paranoid schizophrenic.” Joe was not encouraged to communicate the meaning of his “acting out,” as this might be viewed as encouraging the disease.​[2] Instead, Joe learned to hide the expression of his inner thought, becoming, in effect, invisible. As he goes on to report:


The next morning I was more docile, frightened. This is what they wanted: orderly, behaved people, so they would only have to observe. From then on, I didn’t act out because I would be thrown in seclusion and get the needle. (p. 199)



The Caseness approach labels the unusual experience as a disease entity and seeks to maintain this label, separating the person from “normal” people. The Narrative approach, on the other hand, seeks to place the life story with its difficulties as part of a common human experience.

Until the 1860s, it was routine for the patient’s own account of his or her illness to be taken by ward clerks upon admission to any hospital.​[3] This practice of allowing narrative meaning was lost as medicine’s attention to what was natural for the sick individual—allowing for idiosyncrasy—was supplanted by what was considered normal. Clinical practice became increasingly obsessed with comparing “measurable signs” to “standardized norms.”​[4] A more systematic comparison of Caseness and Narrative, using examples from experiences labeled as schizophrenic, is presented below.






* Susko, M. A. (Ed.), 1991. Cry of the Invisible Baltimore, MD: The Conservatory Press. Throughout this article, the author draws from this anthology of first-person narratives that he collected and edited from psychiatric survivors.
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PART ONE
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THE CASENESS APPROACH






The Caseness approach consists of three stages, which follow and reinforce each other in a circular way: 1) identifying target symptoms; 2) making a diagnosis; and 3) intervening to stop or manage symptoms. I will critically examine the assumptions underlying each stage.








I. Identifying Target Symptoms








The initial assumption is that a pathology is the sole cause of symptom expression. A hidden and more significant assumption is that the symptoms are to be negatively valued. Modern allopathic medicine does not typically pay attention to patients’ interpretations of their symptoms and illnesses, much less their positive regard for them. Originally, the word illness signified what the disease meant to the patient, while disease referred to physical pathology.​[5] In the book Intoxicated by My Illness, Broyard illustrates this view when he describes his search for the “positive metaphors of illness.”​[6] But generally in recent times, symptom (the person’s expressed distress) has collapsed to sign, a biological marker.​[7]  

Other societies have not held such a restricted view. Suffering had meaning and served as an opportunity for cure and spiritual advancement. Indigenous cultures might interpret illness as a “call to enter into association with powers you are less familiar with.”​[8] A survey cited by Bynum found that over half of female medieval saints had illnesses that were an integral part of their sanctity.​[9] In modern times homeopathic medicine has sought to enhance symptoms to affect cures.​[10]

But for mainstream culture, disease, illness, chemical imbalance, and genetic defect have only a pejorative meaning. Where productivity and “survival of the fittest” are heavily valued, disabled people or those who drop out of the work force are stigmatized.​[11] The concept of a “diseased mind” carries connotations that are doubly negative. Not only does it evoke disability, but it arouses fear and implies that a person is not responsible for his or her mind, or is difficult, unpredictable, and potentially violent. The net effect is a marked lowering of the individual’s social status.

A second assumption in identifying symptoms is that they can be targeted, i.e., decontextualized from personal, familial, and social/historical experience. The phenomenon of “mental illness” is seen as “independent of the environment.”​[12] This view originates from casework, which reduces the personhood of the patient to Aa series of medical facts that ignore one’s hopes, dreams and fears.​[13]

In reductionist thinking, the mind is considered a function of the brain. The medical model does not consider that multiple levels of meaning can exist simultaneously, and that anyone level can dominate in a given instance. It ignores, for example, that subjective feeling can precipitate bodily changes, that after a feeling “molecules materialize.”​[14] A dynamic body/mind interaction can give weight to both subjective and bodily meaning. Jung held that the “more physiological” functions (such as eating and digesting) are intimately related to the “more archaic and ‘deeper’ symbols.”​[15]

Joe Green, in his narrative from Cry of the Invisible, stated that his problem was “due to my excessive spiritual reading and my disorientation.” Prior to his hospitalization, Joe relates that he experimented in meditation practices, “high energy frequencies,” as he later termed it.​[16] In order to “ground himself” while in the hospital, he tried to awaken “the lower frequencies of the earth.” Thus, the symptoms, in the context of Joe’s story, were an attempt to find his spiritual/physiological balance. Healing the body by making physical contact with earth energies has a long tradition among indigenous peoples, as with the Australian aborigines.​[17] Thus, Joe’s so-called acting out not only makes sense in the context he establishes, but in a political way, as an awakening of Western humanity at this historical time, one that seeks to make contact with the “Mother Earth” and with ecological values.






Is symptom identification placed within any meaningful biological context? Psychopharmacological texts and current essays of researchers admit that proof of physical causation of “mental illness” is lacking.​[18] In a recent symposium on schizophrenia, a researcher stated that if he were captured by neuroscience terrorists and told to prove that schizophrenia was a brain disease, he “would be very hard pressed.”​[19] His best evidence, that 25 to 40% of first-episode patients have enlarged brain ventricles and tissue atrophy, is “a very nonspecific finding...” about which he says, “I have in no way any implication of what that might be...” In spite of such professional admissions, the disease model is offered to the public as a scientific fact.

There is no medical test, blood sample, or brain scan that can
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