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ing. One cannot do justice to patients with such a
schedule, much less have a family life and do
productive intellectual work. There is little patient
turnover in a psychoanalytic practice. The ana
lyst's economic needs seduce him to encourage

his patients to become dependent on him, which
is exactly the opposite of what he ought to do.
Then he rationalises his behaviour - which, at
some level, he probably realises is wrong - as
necessary for "analysing the transference". Hum
bug. I felt I had to get away from all that - from
the psychobabble, from the corrupting power-
politics of the psychoanalytic training system. I
had been casting about for an academic appoint
ment - an atmosphere where I could think and
work more freely, with less pressure to earn a
living by doing therapy - even before I was
drafted. Luckily, I found it in Syracuse, after my
discharge from the Navy in 1956.

Two themes run through your writings. First, your
view oj disease in psychiatry derives from the
Virchow concept of histopathological change. If there
is no histopathology, there is no disease. Secondly, in
psychiatry you believe that there has come about an
epistemolÃ³gica! shiÃŸfrom histopathology to psycho-
pathology which you regard as fundamentally pho
ney. Is that accurate?

Yes. My basic thesis is simple and conventional,
albeit it is now regarded as controversial, if not
heretical. Like the traditional pathologist, I regard
histopathology and other physico-chemical (e.g.,
radiological, etc.) evidence of a lesion as the Gold
Standard of disease. Disease qua lesion is a bodily
state deÃŸnedas an abnormality. To be sure, the
concept of disease entails a judgment: Not all
abnormal bodily conditions are regarded as
diseases: baldness, for example, is not a disease.
Whereas sometimes a normal bodily condition -
for example (unwanted) pregnancy - is regarded
as a disease. Benjamin Rush, a Founding Father
of the United States as well as of American
psychiatry, believed that NÃ©gritude- that is,
having black skin - was a disease, a form of
leprosy.

We must not confuse lesions with behaviours.
Behaviours - boxing, drinking, smoking - can
cause diseases but are not diseases. To be sure,
any behaviour - for example, masturbation,
homosexuality, eating too much or too little,
smoking tobacco or marijuana - may be declared
to be a disease. This process may be likened to
declaring that a piece of paper is money. Such
conventions are supported and/or enforced by
shared belief, professional authority, or the power
of the state. So long as most people accept a paper
currency as money, it is "valuable". So long as

people accept a psychiatric diagnosis as a
disease, it is "valid". However, once people reject

money and ÃŸat disease, each becomes

worthless. The "soft currency", like the German

Mark after World War I, then ceases to be money.
And the psychiatric diagnosis, like homosexuality
in our time, ceases to be a disease. The point is
that, in psychiatry, we conflate and confuse
several basic concepts - namely, diagnosis and
disease: lesion and (mis)behaviour; illness (as
lesion) and the patient role (as the subject's

complaint and medical expectation, if any); illness
and incompetence; and the lawfulness or law
lessness of the subject's behaviour.

Psychiatrists have tended to assume that
schizophrenia, and for this there has been
mounting evidence aflate, has an organic basis.

It is difficult to clarify this conundrum in a few
words. Bleuler defined schizophrenia as a brain
disease and, in the main, psychiatrists, the
medical profession, and the judiciary have
accepted this definition. Your use of the word
"assume" is helpful. Physicians don't assume

that cancer of the breast or myocardial infarction
are diseases. They know they are because these
conditions meet the medical criteria of disease.
What criteria of disease does schizophrenia meet?
If it meets the standard criteria of medicine
(pathology), then schizophrenia is a neurological
disease, like, say. a brain tumour. But what
would asymptomatic schizophrenia look like?

Let's assume, however, that schizophrenia is

like astrocytoma. Who is the person who has this"schizophrenia-lesion"? Is he self-supporting or
dependent on his family or the state? Is he a law-
abiding person or a criminal? Is he seeking
medical - or any other - help? Is he legally
competent? Were the psychiatrist to conduct
himself like an ordinary physician, his job would
be limited to informing the patient of his
diagnosis and recommendation for treatment
and then waiting until the patient consents to,
or rejects, further interventions. (I am assuming
that the "schizophrenic" is in the presence of the

psychiatrist voluntarily and is in fact seeking his
opinion. Typically, such is not the case.)

This brings us on to the issue of compulsion which, of
course, is unique in law in that somebody can be
compulsorily detained without having done any
wrong.

Absolutely.

Where psychiatrists encounter individuals with delu
sional beliefs which pose a threat to themselves or
others, it may be decided to implement a compulsory
order and admit the person to hospital for treatment
against his or her wishes.

Seemingly, that is how the story starts. Histori
cally - and in practice to this day - it begins the
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other way around - with confinement; then the
diagnosis of disease is added, to rationalise and
justify the intervention. The history of psychiatry
does not begin with Virchow's concept of disease.
It couldn't have begun with it because psychia
try - that is, the modern practice of mad-doctor
ing - antedates Virchow by some 200 years.

You began to put your views forward with the
publication of The Myth of Mental Illness in 1961.

The publicity that book received makes that
publication a sort of watershed. Actually, I started
to publish my views in the mid 1950s, sotto voce,
when I was still in the Navy. For example, in 1956
and 1957, I published critiques of malingering,
which was then a psychiatric diagnosis; of civil
commitment, as a form of social control; and of
tranquillising drugs, that were then coming on
the market, as "chemical straitjackets". My essay,
titled "The myth of mental illness", appeared in

1960, in the American Psychologist, the official
journal of the American Psychological Associa
tion.

your views started to provoke colleagues in psychia
try and I think there was a point reached around
1970 when American psychiatric journals would not
publish your work.

Fortunately that was not true in England.

Not true in England but in the States?

Yes.

How did you cope with the intense anger, criticism
and rejection from your colleagues?

Well, it wasn't easy or pleasant. But, at bottom, I

am a solitary person. And I was never really alone.
I always had my family, my brother, my children,
a few friends and colleagues. I was comforted by
their saying: "You are right, but how can you say
such things?"

Vou held a chair at the State University of New York in
Syracuse for 34 years.

Not a chair. I was a tenured professor, not the
chairman of the department, a post to which I
never aspired. I never wanted power over others. I
avoided having power over patients or colleagues.
In this respect, my model has been Spinoza. As
you know, he was offered all sorts of prestigious
appointments by princes, which he declined. His
maxim was: "Leave me alone. Let me grind lenses
and think my own thoughts."

Did you have medical students to teach? And if so
what psychiatry did you teach them?

Yes. I taught them conventional psychiatry,
Kraepelin and Bleuler and Meyer, things medical
students ought to know. Those were the lenses I
was grinding. I am often asked this question. My
position, I feel, was similar to that of a Professor of
Religion who teaches Catholicism in September.
Protestantism in October, Buddhism in Novem
ber. He doesn't have to believe in the truths of any

of these creeds, but he ought to know what they
are. and students ought to learn what they are. I
also taught residents individual psychotherapy,
which, unlike now. in the 1960s and 70s was
considered to be the most important part of
residency training.

How did you manage patients referred to you with
severe mental disorders?

After I came to Syracuse in 1956. my private
practice was always less than half time. Because
of the way I worked, the problem you pose did not
arise. Anyone who wanted to see me as a patient
had to make his own appointment and had to pay
me, directly. This excluded persons who did not
really want to see a psychiatrist but were forced to
do so by others, especially by legal coercion. My
practice was not intended to cope with the
problem that so-called severely ill mental patients
pose, which all too often involves some form of
lawless behaviour that people don't want to treat

as badness or crime.

How much influence do you think your views have
had?
I don't think that's a question for me to answer. I

would like to say only that I think the immediate
effect of my work has been to re-stimulate
psychiatry's ever-latent penchant for proclaiming

that it is simply a branch of medicine, that"mental illnesses are brain diseases". So I take
some "credit" for the frenetic "remedicalisation" of

psychiatry, for the claim that psychiatry is strictly
biological, that mental illnesses are brain dis
eases. I think this view is embraced more
fanatically in America than in Britain.

you mean with DSM-I1I and -IV and so forth.

Exactly. Those are the symptoms of this malady,
if I too may use the medical metaphor. The
proliferation of DSMs is emblematic of a phoney,
pseudoscientific progress - the pretence that
fabricating psychiatric diagnoses is a new
"science" that supposedly tells its practitioners

that homosexuality is no longer an illness but
that anorexia is an illness, as if psychiatrists had
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discovered something new about sex or self-
starvation.

you have written extensively on crime, sexual beha
viour and drug taking. Youjeel that these areas do
not lie within the scope ojpsychiatry and that if
people wish to indulge or commit crimes they should
be regarded as moral agents and held accountable.

Absolutely. Liberty and responsibility are, or
ought to be treated as, two sides of the same
coin. Civil commitment and the insanity defence
are like Siamese twins. They cannot be separated.
Both are grave moral wrongs. But. for modern
western society, both are irresistibly convenient. I
am equally opposed to psychiatric coercions and
to psychiatric excuses.

you have written that psychiatry is a branch of law.
not medicine.

Historically, the alienists4 primary task was to
control certain troublesome persons in certain
medically rationalised ways - that is, by means
other than criminal sanctions. That remains the
psychiatrist's primary mandate, symbolised by
civil commitment and the insanity defence -
typically followed by incarcerating the "innocent"
defendant as "insane". Let me add that I believe

that it is impossible to understand the insanity
defence without tracing its roots to its origin in
excusing self-murderers rather than murderers! I
can't do justice to this subject here. I have written
about it extensively. Psychiatry's mandate to
protect people from themselves - masturbation
in the old days, drugs and suicide today - is at
the core of what I consider to be its intrinsically
unscientific and morally problematic (to put it
mildly) character. We are now mired in the results
of this mÃ©dicalisation of moral and social "pro
blems", which we conceptualise as mental dis

eases and try to remedy by drugs and coercions
we call "psychiatric treatments".

you write with precision and clarity and with a
respect for language. But you also use words and
phrases that seem deliberately provocative - like
'debauched' and 'torture', that Kraepelin. Bleulerand

Freud were 'conquistadors' or 'colonisers of the mind',
that psychiatrists have 'a love affair with practising
coercion which they peddle as care'.

You are kind. You could cite even more damaging
examples!

Do you wish to heighten impact, or sometimes just
add a touch oj humour, as when you give approval to
'psychiatry between consenting adults'.

Both. I appreciate your generous comment about
my effective use of the English language. I didn't

know a word of English when I came to America.But it didn't take me long to fall in love with it. My

first model was Bertrand Russell. He alerted me
to the beauty and power of incisive and unpre
tentious English prose.

your literary sÃ­filishave been recognised in having
received the H. L. Mencken award on three occasions.
Mencken himself was described as a satirical,
iconoclastic writer. Do you identify with those quali
ties.

Yes, indeed. I like Mencken. And Swift even more.

you reared from your University position at the age of
70 but remain extremely productive. Do you have time

for other pursuits?

Yes. I have two grown daughters to whom I am
very close. I have an adorable grandson. I talk to
my brother regularly and visit him quite often. My
family has always been very important to me. I
have good friends. I lecture and travel a great deal
and enjoy it very much. I walk. I read. I think.

Notes
1. The annexation of Austria by Nazi Germany In March

1938.
2. A small Island In New York harbour. The traditional port

of entry for immigrants on the East Coast.
3. After the World War I slogan. "Drang nach Osten" (Push

to the East).
4 A psychiatrist who specialises in the legal aspects of

mental illness.
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