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Please watch 
Diagnostic and Statistical Manual: 
Psychiatry’s Deadliest Scam. Watch up to 
10:12. 
http://archive.org/details/cchr_psychiatry 

Continue 



3.1 
Demystifying 
the DSM 



DSM IV-TR 
�  The Diagnostic and Statistical Manual of   

Mental Disorders. Fourth Edition. Text Revision. 
�  Published by the American Psychiatric 

Association 

�  DSM V – due in May 2013 

�  Overlaps with the ICD 
�  International Classification of Diseases used in 

most of the world 



Why the DSM? 
� Guideline for making diagnoses 
� Reliability of assigning diagnoses 
� For use by trained clinicians 
� Based on research 
� Based on consensus across field of 

psychiatry 



Multiaxial assessment 
� A nod to the biopsychosocial perspective 
� 2 axes for psychiatric diagnoses 

�  Axis 1: Clinical disorders 
�  Axis 2: Personality Disorders and Mental 

Retardation 
� Axis 3: General Medical conditions 
� Axis 4: Psychosocial and Environmental 

problems 
� Axis 5: Global Assessment of Functioning 



The Social Axes 
� Psychosocial and Environmental Problems 

�  May affect diagnosis, treatment or 
prognosis 

�  Social network, employment, housing, 
finances, legal, disasters, war, etc. 

� Global Assessment of Functioning 
�  Score between 0-100 
�  A way of assessing immediate presentation 

and any changes 
Strengths? Resources? 

Social Work’s 
“protective factors” 



DSM IV-TR Appendices 
� Mostly instructional 
� Lists for insurance billing 
�  ICD codes 
� Summaries of changes 
� Listing of disorders considered but not 

accepted 
� Cultural formulation and culture bound 

syndromes 



So, why do people hate 
the DSM??? 





3.2 Diagnosis as 
a series of 
social events 



Kelm (1992) 
 

“Contemporary alienists’ notions of insanity 
and its causes interacted with the values 
and observations of the non-psychiatric 

community to shape their decisions about 
disruptive individuals”(p.89)  



Definition of diagnosis 
 

The process of determining  
by examination  

the nature and circumstances  
of a disease condition. 

 



Diagnosis is not an isolated 
event 
� A series of events leads to diagnosis 

�  Pathways to care research 
� Psychiatrists gain access only with the 

collaboration of: 
�  Family 
�  Community 
�  Family doctors  
�  Police 
�  School system 



Pathways 

Social events 

Problem 
Identification 

Diagnosis 

Medical 
problem-

solving 



Social agreements re: scope 
of psychiatric diagnosis 
� Where does psychiatric knowledge 

matter? 
� What problems are taken to psychiatrists 
� Need to persuade the public of their 

expertise and effectiveness 
� Need to work within boundaries of public 

acceptability 



Social agreements re: subjects 
of psychiatric diagnosis 
� What knowledge can psychiatrists 

overrule? 
�  Women’s “proclivity to insanity” 

� Why not a gynecological problem? 
�  Women turning to prostitution, complaining 

of abuse 
� Why not a family services problem? 

�  Pre-menstrual disorders, menopause 
disorders 
� Why mental disorders? 

See Gillian 
Einstein’s work in 

the resources  



Social agreements re: social 
function of psychiatric diagnosis 

� Dealing with social redundancy of 
women in the early 20th century 

� Dealing with disruptions of the social 
environment 

� Dealing with political dissidents 



Social agreements re: no other 
options 
� Family resources overwhelmed 
� Class differences 

�  Travel, home-based care, private care, 
public care 

� Rejection by other resources/institutions 
� Acceptance by other institutions? 

�  Criminal justice system 



Social Determinants of 
Diagnosis? 

 
Social determinants affect  

vulnerability to illness 
And also affect  
the likelihood of  

receiving a psychiatric diagnosis 

Access to 
psychiatric 
expertise 

Exposure to 
psychiatric 

scrutiny 



Diagnosis as a prescribed 
social role 
� Negotiating a post-diagnosis identity 

(Williams, 2008) 
� Potential eclipsing of other social roles 
� The integration of diagnosis into a 

personal biography 
� Stigma against mental illness a major 

determinant of post-diagnosis options 



Diagnosis as social recognition 
� Naming of distress and suffering 
� Legitimizing needs for support 
�  Information about the past, present and 

future 

Diagnosis can be the answer to a very 
distressing set of questions. 



Diagnosis more than checking 
off symptoms 
Put in social context 
�  A potential mechanism of social exclusion, 

oppression and social control 
�  A mechanism for determining when help is 

needed and what kind of help  
�  A social process with multiple participants, 

including the person with a potential illness 
�  Opportunities for participation and self-

determination in the process 





3.3 Diagnosis: 
An example of 
the role of 
social context 
Transgendered Experience 
and Gender Identity 
Disorder 



Transgender  
(Devor, 2002 quoted in Drescher, 2010, p. 110) 

 
“For many people, the term transgender 
includes a wide range of sex, gender and 
sexual expressions which may include 
heterosexuals, lesbians, gays, bisexuals, 
queers and transsexuals” 
 



Transgender 
�  Gender identification not matched to one’s 

sex at birth 
�  Gender: social and cultural definitions of being 

male or female 
�  Sex: biological definitions of being male or 

female 
�  Socially transgressive gender and sex 

expectations not linked to illness, disorder or 
paraphilia 

�  Varying social viability 



Gender identity disorder 
� 1886 first labeled as psychopathology 
� Gender reassignment surgeries since the 

1920s 
� DSM III (1980) includes GID 

�  Enough descriptive clinical data to propose 
symptoms, diagnostic criteria and prognosis 

�  Advocacy for recognition 
� Positive: education, awareness, support 
� Negative: identity defined as pathological 



Gender Identity Disorder  
(DSM IV) 
A strong and persistent cross-gender 
identification (not merely a desire for any 
perceived cultural disadvantages of being 
the other sex). 
 
The culture of DSM: 
-  Cross-gender? 
-  Other? 



Also 
 

“The disturbance causes  
clinically significant distress or impairment  
in social, occupational, or other important 

areas of functioning” 

Where do we 
locate the 

disorder – in the 
individual or the 
social context? 



Treatment? 
� Surgery, hormones 

�  Fixedness of gender identification after 
childhood 

�  Align identification with biological sex 
� Psychotherapy 

�  Originally, correct or address delusion, 
developmental arrest 

�  Contemporary – support for distress, 
anxiety, dysphoria 



GID in children 
� Stated desires 
� Preferences in play 
� Participation in stereotypical games and 

past-times 
� Preferences for playmates of the other sex 
� Discomfort with sex or sense of 

inappropriateness in the gender role 



What social agreements were in 
place to make GID possible? 
�  Psychiatrists had a role to play in regulating 

gender 
�  People with non-normative gender identity 

could be under psychiatric scrutiny 
�  Psychiatrists played a relevant social role in 

dealing with people with non-normative 
gender identity 

�  Medicine and psychiatry were the institutions 
within which we address non-normative 
gender identity 



Remember… 
� Diagnosis can be the answer to a 

question that someone has had for a long 
time 

� Diagnosis can by the opening that is 
needed for people to get the help and 
support they need 

� Diagnosis can be an unwanted label 
� Diagnosis can be an unneeded label in a 

different cultural context 



Is this diagnosis progress or 
oppressive? 
�  Is it to contain socially disruptive potential 

of sex/gender non-conformity? 
�  Is it validation and legitimation of a need 

for help and treatment? 
�  Is it an attempt to recognize or extinguish 

a socially viable identity (esp. for 
children)? 

� Should it still be included in a manual of 
Mental Disorders? 



Questions???? 





3.4 The social 
context of 
treatment 
options 



Treatment 
 
Medical care given to a patient for an 
illness or injury 
 
A session of medical care or the 
administration of a dose of medication 



Oscillation between  
medical and psychological 
� Early 20th century 

�  Cold baths, eugenics to keep the gene 
pool clean (remember mental hygiene?) 

� Post WWI 
�  Psychological treatment of shell shock 

� 1920s-1930s 
�  Insulin comas, lobotomies and early ECT 

� Post WWII 
�  Major tranquilizers and biodeterminism 

Eugenics: 
the science 
of improving 
the human 
population 

by 
controlling 
breeding 



Post 1960s 
�  Integrated biological, psychological and 

social treatments 
� Medical authority = biomedical treatment 

dominance 
�  Link to general medicine 
�  Link to pharmaceutical industry 

� Biomedical treatments less costly to state 
� Biomedical treatments can be 

administered without consent 



Biological Treatment Options 

� Minor tranquilizers 
� Antipsychotic medications                 

(major tranquilizers) 
� Anti-depressants 
� Mood Stabilizers 
� Electroconvulsive therapy 

� Exercise? Biofeedback? 

Addictions 
Dependence 
Side effects 

Relapse 
Damage or injury 



Psychological Treatment 
Options 

�  Individual, group and     
 family therapies 

� Cognitive/Behavioural 
� Psychodynamic 
� Mindfulness 
� Etc etc etc 

Unethical, 
incompetent 

therapists 
 

Dependence 
 

Sustainability/ 
Relapse 

 
Damage or injury 



Social Treatment Options 

� Family and group     
 interventions 

� Case management 
� Therapeutic environments 
� Spiritual interventions 
� Community interventions 

�  Social experiences 
�  Social integration 
�  Social advocacy and empowerment 

Costly 
 

Unmeasurable 
 

Public is 
uninvested 



Treatment and  
Evidence-based practice 
� Preference to invest in treatments with 

highest standard of research evidence 
� Disadvantages for treatments not 

amenable to RCT evaluation 
� Pristine samples – how generalizable or 

transferable? 
� Research outcomes – are they outcomes 

relevant to people receiving treatment? 

RCT = Randomized 
control trial 



Noncompliance & treatment 
�  Clients stop medications or do not take them 

as prescribed 
�  Rarely applied to psychosocial interventions 
�  Common across mental and physical disorders 

�  Noncompliance to medical authority a major 
reason for involuntary treatment 

�  Deficits of Insight: awareness of illness 
�  Insight = Accepts illness, accepts treatment 
�  Insight = submits to medical authority 

Review 
boards 

 
Mental 
Health 
Acts 



Involuntary treatment 
� Who is the client? Who’s interests served? 
� The balance between self-determination 

and public good 
� Kelm: cumbersome committal processes 

seen as a barrier to timely intervention 
� Contemporary issues: 

�  Marginalized groups: reluctance to 
relinquish control to system 

�  Protracted pathways to care 

Harm 
to self 

or 
others 



Social context & treatment 
options? 
� Affects what treatments are available 

and favoured 
� Affects what treatments are considered 

worthwhile investments 
� Affects whether refusing treatment is an 

option 
� Affects whether involuntary treatment is 

more or less probable 





3.5 The social 
context of 
treatment 
access 



Social distribution of treatment 
(Pilgrim & Rogers, 2001) 
� Racial minorities more likely to receive 

involuntary treatment 
� Men more likely to get coercive treatment 
� Psychotherapy mostly offered to White, 

highly educated and younger people 



Access (Williams, 2001) 
� Access – capacity to receive and benefit 

from health care 
� Barriers to access  

�  prevent receiving care, 
�  prevent receiving timely care 
�  prevent receiving effective care 
�  prevent, receiving safe care 
 
Contribute to mental health disparities 



Examples of barriers to access 
�  User fees, insurance requirements 
�  Lack of information about services 
�  Language barriers between service users and 

clients 
�  Unavailable services (number, locations, 

hours, etc.) 
�  Culturally insensitive, inappropriate or harmful 

services 
�  Systemic racism, sexism, heterosexism, ableism 

etc. 



Proposed interventions 

Primm et al, 2010 
�  Social support 
�  Surveillance/research 
�  Cultural competency 
�  Public health 

information 
�  Evidence-based 

approaches 
�  Community defined 

social marketing 

Social justice orientation 
�  Targeting social 

determinants 
�  Community-based 

research with 
communities 

�  Anti-oppression training 
for service providers 

�  Organizational 
development 



3.6  
Summary and 
Conclusions 


