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ABSTRACT. Most contemporary experts and mental health advocates would
reject the term ‘schizophrenic’, whether used as noun or adjective. The ter-
minology they prefer—‘person with schizophrenia’—seems safely to nom-
inalize the ailment and set it apart from the afflicted person, treating the
disease entity as a foreign body. The present essay does not advocate reject-
ing the current terminology. It offers a critical perspective on the contempo-
rary consensus by considering three aspects of schizophrenia that current
terminology downplays or denies: (1) how schizophrenia may not merely
hijack but actually transform the self; (2) how schizophrenic psychosis may
grow out of a particular personality orientation, thus representing the culmi-
nation of a personal trajectory or mode of being; (3) how schizophrenic
modes of being can sometimes involve, often in paradoxical ways, certain
forms of intentionality, self-awareness, commitment or even quasi-volitional
choice. Several disadvantages of the ‘person with schizophrenia’ formula
are considered: (1) conceptual oversimplification of the psychological real-
ities of schizophrenia; (2) forms of stigmatizing inherent in the biomedical
disease model; (3) closing down a potential ‘dialogue with madness’.
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What is the relationship between illness and the self, between disease and per-
sonhood, in cases of serious mental illness, especially in that most severe of
severe mental illnesses, schizophrenia? Is schizophrenia best conceptualized
as a disease entity that comes, as it were, from outside, and with which the
sufferer must contend, as with a burden or an enemy? Or is it better seen as a
more intimate factor: something that emerges from within, permeates the very
core of one’s being, and must, perhaps, be understood as an aspect of the suf-
ferer’s very soul? Connected with this issue is the question of how we should
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speak of this sort of illness, and how refer to the individuals who suffer from
it. Should we speak of schizophrenia as something one has, like cancer or
malaria, or as something one is, or at least can become?

These issues—how to conceive and how to speak of mental disorder and
the mentally disordered, and of schizophrenia in particular—have long been
topics of concern. In recent years, mental health professionals as well as
advocates seem to have arrived at a consensus regarding terminology. Both
the American Psychiatric Association and the National Association of the
Mentally Ill now reject the term ‘schizophrenic’, whether used as a noun or
even as an adjective, and recommend that we speak—and think—instead, of
a ‘person’ or ‘individual with schizophrenia’. The ‘person with schizophre-
nia’ formula would seem safely to nominalize the ailment—to treat it as an
entity and set it sharply apart from the personhood or selfhood of the indi-
vidual who is thereby afflicted. ‘Person with schizophrenia’ is especially
closely allied with the biogenetic model of the illness; those promoting this
phrasing have generally believed that, by emphasizing the ‘principle of same-
ness’ regarding physical and mental illnesses (Joint Commission on Mental
Illness and Health, 1961, quoted in Read & Haslam, 2004, p. 133), the stigma
associated with the latter forms of disease would be diminished.

In his classic work The Normal and the Pathological, the French histo-
rian of science Georges Canguilhem (1966/1991) offers a useful character-
ization (or caricature) of two representations or conceptualizations of disease
between which, as he puts it, ‘medical thought has never stopped alternating’
(p. 41). An example of the first, or ‘ontological’, conception is the Egyptian
understanding of disease, according to which, in Canguilhem’s words,
‘Disease enters and leaves man as through a door’ (p. 39), like a worm or a
spirit. The germ theory is one modern equivalent. Here disease is conceived
as a discrete and alien entity. The second, more quantitative, dynamic and
totalizing conception was characteristic of the Hippocratic writings of ancient
Greece, in which disease is seen as a disturbance of the harmony and equi-
librium of the entire human being. Here ‘disease is not somewhere in man, it
is everywhere in him; it is the whole man. External circumstances are the
occasion but not the causes’ (p. 40). The standard understanding of hyperten-
sion is one modern instance of this conception of disease as existing on a con-
tinuum with normalcy or health. The phrases ‘person’ or ‘individual with
schizophrenia’ accord more closely with the ‘Egyptian’ perspective—with the
notion that the illness in question, even though it may be encoded in the
genes, is something that comes from without, from outside the sanctum of
one’s personhood.

Each of these conceptions—the Egyptian and the Greek—may be true, or
at least more true, of some illnesses rather than others. But one might also
question the dichotomy itself; for there may be some diseases to which both
perspectives may apply—schizophrenia, I think, is a prime example of such
a condition.1

396 THEORY & PSYCHOLOGY 17(3)



It is obvious that these differing conceptualizations and ways of speaking
can—indeed must—be considered from a variety of standpoints. It is extremely
important, for instance, to consider the practical, therapeutic and ethical impli-
cations of the alternatives, with all the associated consequences pertaining to
issues of stigma, scapegoating, identity politics, and the like. It is necessary
to explore cultural assumptions and implications that inhere in each of these
alternatives. But it is also important to ask (with all due appreciation of the
epistemological and ontological ambiguities that are involved) whether, and
in what ways, each of these approaches might capture as well as distort the
underlying psychological realities of the schizophrenic condition, especially
as these might be experienced by the patients themselves. It should be obvi-
ous that truth value and therapeutic value are not necessarily identical: what
it may be therapeutic or otherwise efficacious to say is not necessarily identi-
cal with what, on scientific and theoretical grounds, it is really most plausible
to believe.2 In this essay, I will focus on what (naïve though it may sound) one
might call the truth value of these different concepts and phrasings. Only after
considering the issue of conceptual accuracy will I return to the practical,
therapeutic and ethical issues at hand.

So far as I know, the now-preferred phrasing ‘person with schizophrenia’
has as yet escaped criticism. But to adopt this phrasing in too uncritical a man-
ner risks replacing an ambiguous reality with an oversimplified picture; and
this, in turn, is likely to have a number of significant consequences. Uncritical
acceptance of the new terminology may contribute to the propensity to postu-
late overly simple, and ultimately inadequate, neurobiological models of the
illness—models that rely too exclusively on simple notions of defect and
deficit (see Sass, 1992, Appendix). We need to recognize that the new termi-
nology has a tendency to deny certain elements of agency and self-awareness
that can be inherent in symptomatic behaviors. In this way (and others), it may
tend to miss some of the subtleties of schizophrenic experience, and may even
contribute, in unintended ways, to forms of stigma that, while different from
the sort that involves blaming the patient, can be equally pernicious. The cur-
rently preferred phrasing seems unlikely to foster the more complex forms of
empathic understanding that may be required for an optimal therapeutic
encounter.3 It certainly does nothing to counter the overly pejorative implica-
tions of the word ‘schizophrenia’. Indeed, it may even, at times, discourage us
from engaging with the sometimes difficult interpretative task of really listen-
ing to the patient, and taking seriously what he or she says. In this sense it can
have the paradoxical effect of undermining our attribution of personhood to
persons with schizophrenia—by denying the intentional elements that can be
inherent in some of their stranger forms of behavior and speech.

I want to stress at the outset, however, that I am not recommending a rejec-
tion of the new terminological consensus and a return to our older way of
speaking. I fully acknowledge that there are important truths that the ‘person
with schizophrenia’ formula underscores. I acknowledge that to speak of ‘the

SASS: ‘SCHIZOPHRENIC PERSON’ 397



schizophrenic’ or ‘the schizophrenic person’ is also an oversimplification, and
therefore potentially misleading, though in different ways. I do not believe
that there is, in fact, any straightforward way to capture the intrications of per-
sonhood, illness and volition in everyday language or in any single vocabu-
lary that we could readily construct. Indeed, it seems to me that any remotely
adequate approach to schizophrenia requires, above all, considerable toler-
ance for ambiguity and an appreciation of some paradoxical-sounding truths.

We know that relatives and mental-health personnel whose attitudes hold
patients responsible for their symptomatic behavior are more likely to talk
about (and to) the patient in a critical or hostile manner—and that this, in turn,
seems to increase the rate of relapse or negative outcome (Barrowclough &
Hooley, 2003; Bebbington & Kuipers, 1994; Kuipers & Moore, 1995; but see
Tattan & Tarrier, 2000). This is one reason to hesitate before arguing against
the emerging linguistic consensus—a consensus that may have the potential to
shift cultural frameworks of understanding in a therapeutically benign direc-
tion. Yet it is also important to recognize a point on which there has been
increasing research: namely that the unadulterated disease model of mental
illness—implicit in the new formula—may encourage other sources of stigma-
tization. The purpose of this paper is not, then, to recommend a return to the
older way of speaking but, rather, to bring out the alternative or complemen-
tary truths that tend to be obscured by the hegemony of the new consensus.

Disease and Personhood

Three examples will illustrate what seems to be the current consensus regarding
the proper way of referring to persons suffering from mental disorder or disease.

In The Concepts of Psychiatry (2003), an excellent survey of conceptual
issues in psychiatry, Nasir Ghaemi criticizes the ‘large and menacing’ nature
of psychiatric concepts of disease, in which ‘the patient is often identified
with the illness’: ‘The patient is the illness, in this scenario, rather than hav-
ing it’, writes Ghaemi. ‘Hence it is no accident that we speak of the schizo-
phrenic or the manic patient so loosely, instead of the patient who has these
conditions’—all of which leads, in his view (as well as in that of Lester
Havens, whom Ghaemi cites), to ‘an increased component of stigma’ (pp.
139–140). Dr Ghaemi appears to prefer the alternative he describes as char-
acteristic of physical medicine, where, in Pellegrino and Thomasma’s (1981)
words, the ‘disease becomes an “it”’ and the patient is seen as ‘having’ the
disease (quoted in Ghaemi, 2003, p. 139).

In an article, the research director for the influential grassroots mental-health
organization (for consumers and their families), the National Association for
the Mentally Ill (NAMI), Dr Laura Lee Hall (2002), stated her organization’s
position on the terminological issues in clear and forceful terms:
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… we must be certain that a diagnosis does not become a synonym or adjec-
tive for a person. There must be zero tolerance for such terms as schizo-
phrenics or schizophrenic patients, for example. Such diagnostic labeling is
not only pejorative … but it also implies that individuals are their illness,
that their diagnosis is their destiny. (p. 214)

As Hall rightly notes,

… having a diagnosis—especially, perhaps, a psychiatric diagnosis—is an
intimate experience. It often becomes part of an individual’s identity. To
attach a diagnosis to an individual’s patterns of emotions or psychic experi-
ences of self speaks to the very value of an individual’s personhood. (p. 213)

Both Dr Ghaemi’s views and Dr Hall’s strictures are consistent with
NAMI’s policy to use ‘language that puts people first … [to say,] for exam-
ple, “people or persons with brain disorder” instead of “mentally ill people”
or “the mentally ill”’.4 This new consensus also accords with the terminology
and associated conceptualization recommended by the American Psychiatric
Association in the fourth edition of the Diagnostic and Statistical Manual of
Mental Disorders (DSM IV), where the following passage appears:

A common misconception is that a classification of mental disorders classi-
fies people, when actually what are being classified are disorders that peo-
ple have. For this reason, the text of DSM-IV (as did the text of DSM-III-R)
avoids the use of such expressions as ‘a schizophrenic’ or ‘an alcoholic’ and
instead uses the more accurate, but admittedly more cumbersome, ‘an indi-
vidual with Schizophrenia’ or ‘an individual with Alcohol Dependence’.
(American Psychiatric Association, 2000, p. xxxi)

The notions of the ‘individual’ and the ‘person’—along with the closely
related notion of the ‘self’—are among the most foundational, and perhaps
irreducible (Strawson, 1959), of all our concepts. Both ‘person’ and ‘self’ (at
least as generally conceived in Western culture) clearly imply a being who is
a subject of awareness, capable of experience, thought and voluntary action,
and with a crucial capacity for self-consciousness (Honderich, 1995, pp. 655,
816). A person does not merely have sensations, but also ‘intentional, world-
directed, mental states like belief, desire, fear and hope’ (Garrett, 1998, p. 318).
In John Locke’s classic definition from An Essay Concerning Human Under-
standing (1689/1975), a ‘person’ is ‘a thinking intelligent Being, that has rea-
son and reflection, and can consider itself as itself, the same thinking thing,
in different times and places’ (II, xxvii).

To conceptualize schizophrenia as a disease entity generally implies that it
is to be understood as an affliction rather than in any sense an action. On this
view, schizophrenia is a process that happens to the person, involuntarily, and
that goes on to reduce the individual’s cognitive capacities and, in particular,
his or her capacity for intentional action, self-awareness and self-control. It
implies that the disease will generally be experienced, and should be seen, as
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an affliction with which the sufferer struggles as with an alien enemy, even if
it is an enemy who has somehow managed to make his way inside the city
gates. At some, very important levels of analysis as well as experience, all this
is, no doubt, quite true—as anyone who has had personal experience with this
illness, or with those suffering with it, will quickly recognize.5 There are
important respects in which schizophrenia is indeed an affliction rather than
an act, something that attacks a person rather than something one does. But
without denying this crucial truth, one must also recognize several respects in
which intentional or volitional capacities or propensities not only persist
despite the onset of schizophrenia, but can be actually intertwined with, even
perhaps definitive of, some aspects of the schizophrenic process itself. These
latter factors—increasingly neglected and (admittedly) often difficult to
describe—are my subject in this essay. Here I hope to increase the reader’s
appreciation of complexity, in order to overcome certain simplifying tenden-
cies that can be inherent in the uncritical adoption of the new consensus about
referring to mental disorder.

Before proceeding, let me also stress that the emphasis offered here is in no
sense a rejection of the role of biological factors in schizophrenia. It is obvi-
ous that what Canguilhem calls the ‘Greek’, no less than the ‘Egyptian’, per-
spective accepts the indispensable role of physiological factors. Although the
perspective on schizophrenia I offer contradicts simplistic forms of biological
determinism, it is perfectly compatible with sophisticated, contemporary con-
ceptions rooted in cognitive neuroscience and, more generally, with the idea
that schizophrenia is often accompanied by marked abnormalities of brain
functioning (for elaboration, see Sass, 1992, Appendix).

Here, then, I will consider some ways in which schizophrenia may some-
times conform rather more closely to Canguilhem’s Greek model—to the con-
cept of illness as something that permeates the person, that indeed may be, or
may become, coextensive with one’s very self. There are at least three impor-
tant ways in which this can be true. It follows that there are three significant
aspects of schizophrenia (or, at least, of some patients with schizophrenia) that
are liable to be downplayed or denied as a result of placing too exclusive an
emphasis on the disease-entity-as-foreign-body conceptualization.

The first issue (I), which is probably the least controversial, concerns the
impact of schizophrenia on the person: to be specific, the way in which this par-
ticular illness tends not merely to hijack but actually to transform the self. The
second issue (II) is somewhat more debatable. It concerns the ways in which,
in addition to having an impact on the self and personality, schizophrenic psy-
chosis may, at least in some cases, also grow out of a particular kind of person-
ality orientation, thus representing, in some respects, a pathological culmination
that is inherent in a certain kind of personal trajectory or mode of being. The
onset of schizophrenia involves a profound transformation, yet this transforma-
tion sometimes builds on characteristics that have long been present.

The third and perhaps most controversial point, or set of points (III-A,
B and C), is intimately related to the first two. This concerns several ways in
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which schizophrenic modes of being can sometimes involve, often in rather
paradoxical ways, certain forms of intentionality, self-awareness, commitment
or even quasi-volitional choice.6 Consequently, a fair amount of schizophrenic
action and experience needs to be seen as the meaningful, and potentially
understandable, expressions of a person with a real point of view, and with
legitimate, albeit unconventional and often disconcerting, perceptions of soci-
ety and the world. One of the many contradictory features of schizophrenia is
that, although such patients often lose a sense of agency (Mellor, 1970), this
loss may sometimes alternate with, or perhaps even accompany, an exacerba-
tion of the sense of willfulness and control (Sass, 1992, Ch. 11).

In treating the above-mentioned issues, I shall not focus on features of
schizophrenia that have often been seen in fairly positive terms—for instance,
the heightened access to mystical states or to certain forms of creative cogni-
tion that may characterize at least some such persons.7 I will concentrate
instead on certain more offputting characteristics that are generally viewed as
intrinsic to the pathology. I will not, incidentally, be attempting to generalize
about all patients with schizophrenia, or to present certain examples as typi-
cal of all individuals with this disorder. My intent, rather, is to point out cer-
tain neglected tendencies or trends that tend to be frequent in the disorder,
especially in some patients and in certain moments or phases of this highly
variable, heterogeneous and multi-faceted form of mental illness.

The Self Transformed (I)

The first of my points is fairly obvious, and I will treat it very briefly.
Although almost any non-trivial illness or disease, whether physical or psy-
chiatric, will obviously have some impact on the self, that of schizophrenia
often seems to be especially pervasive. Here ‘the individual becomes one with
the illness’ in a way quite different from most other illnesses, as Karl Jaspers
notes in his General Psychopathology (1963, p. 608). The effects of this ill-
ness are difficult to localize in any particular psychic function or faculty, for
it seems to involve some kind of disorder of the entire personality and of one’s
overall experience of the world. The impact is deeply to alter the person’s
sense of unity, self-possession and self-control; it may also be associated with
profound apathy. The depersonalization and derealization experiences that are
common in the early stages of a psychotic break often feel quite odd and dis-
concerting to the patient. But over time, many patients tend to become more
used to these anomalous experiences, and may eventually come to identify
with, even perhaps to value, moods and attitudes that set them very much
apart from other people. In many cases, the normal idiosyncracies of person-
ality seem to be effaced, at least temporarily, and family members may have
the sense of confronting an alien or a stranger.

Perhaps the central feature of this illness, in fact, are the disturbances of
‘ipseity’—that is, alterations in a person’s most basic sense of existing as a
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vital center of subjective life (ipse is Latin for ‘self’ or ‘itself’; Sass & Parnas,
2003). The patient often senses a transformation of her whole being that she
struggles to describe in various ways: for example, by saying such things as
‘I am a dead leaf’ or ‘I am becoming a spiral of smoke’ (Ey, 1955/1996,
p. 207). This transformation is most obvious in the well-known first-rank
symptoms of schizophrenia (Mellor, 1970), in which the person loses the
sense of initiating or even owning her own actions, thoughts or emotions. It
may also, however, involve godlike or solipsistic experiences in which other
people or the external world seem to mutate in accordance with one’s own
inner thoughts and moods (Sass, 1992; Stanghellini & Monti, 1993). Such a
patient is ‘sometimes an automaton moved by the agency of persons … at
others, the emperor of the whole world’, wrote John Haslam in 1810, in what
is perhaps the first clear psychiatric description of a schizophrenic person
(Carpenter, 1989, p. 332). Often, the person with schizophrenia seems to frag-
ment into a set of part-selves—distinct aspects or masks, each fitted to a par-
ticular context but without any unifying thread. ‘The person’, writes the
renowned French psychiatrist Henri Ey (1955/1996),

… has lost its unity, that is to say, in the final analysis, its reality. … To be
really oneself, that is what the schizophrenic can no longer do, because his
existence is no longer that of anyone, or, rather, is only that of a person who
is no longer one. (p. 217)

In these circumstances, it is not a question of a self that contends with the
symptomatic changes; in a sense, the alteration or dissolution of the self just
is the illness itself.

In her article quoted above, Dr Hall (2002) presents the fact that mental dis-
orders afflict what she aptly calls ‘the very machinery of a person’s psyche’
as an argument for rejecting such terms as ‘schizophrenics’ or ‘schizophrenic
patients’ (p. 214), which she sees as pejorative. Her preferred terminology,
‘person with schizophrenia’, insists on the patient’s former, more normal and
socially integrated self. But if, for a moment, we set aside the highly charged
issues of potential ostracism and denigration—so important in both political
and therapeutic contexts—I think we can see that this now preferred way of
speaking may downplay the ways in which this illness has the potential to
permeate almost the entirety of the individual in question.

Continuity with ‘Pre-Morbid’ Personality (II)

We come now to my second point: the fact that schizophrenia often seems to
develop out of a pre-morbid matrix of personality traits and cognitive tendencies,
as if it were the exaggeration and culmination of these milder characteristics.

The onset of schizophrenia does indeed bring on a transformation (as just
noted), but this transformation—though profound—does not come totally out of
the blue. The schizotypal and sometimes schizoid traits so characteristic of the
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so-called ‘pre-morbid personalities’ of at least many such individuals involve an
essential disharmony, a proneness to fragmentation and conflict both with the
world and within the self (Claridge, 1987; Parnas & Bovet, 1991; Rümke,
1941/1990). Such persons tend to feel separate from, or at odds with, the envi-
ronment as well as in relation to their own emotional reactions. A sense of inner
division or fragmentation is also implicit in their pervasive self-consciousness,
which often sets an uncertain, observing self over against an observed self felt to
be estranged or artificial (Bin, 2001; Laing, 1965; Sass, 1992, 1994). Something
very like this disharmony is also prominent in schizophrenia, a condition that has
been characterized as a kind of ‘intrapsychic ataxia’ (splitting of cognition and
affect; Stransky, 1904/1987) and as ‘a peculiar destruction of the inner cohe-
siveness of the psychic personality with predominant damage to the emotional
life and the will’ (Kraepelin, quoted in Bleuler, 1978, p. 491). Another pre-
morbid feature that finds exaggerated expression in schizophrenia is a propensity
for non-conformity and contrarianism; this will be discussed in a later subsection.

Longitudinal research suggests that schizophrenia might well involve bio-
logical tendencies of a mild sort that may have an inherent biological tendency
toward exacerbation, while at the same time giving rise, in psychologically
understandable fashion, to forms of adaptation and defense that contribute
to the distinctive syndrome of schizophrenic self-alienation and withdrawal
(e.g. Klosterkötter, Schultze-Lutter, Gross, Huber, & Steinmeyer, 1997; Sass
& Parnas, 2007 ).8 These well-documented continuities suggest that, although
the illness does effect important changes in the person, these changes can be
rooted in a distinctive mode of being that is difficult to separate from what one
might consider the identity or personality of the individual in question.

The disease-entity approach tends to overlook or even deny these crucial
threads of continuity. One unfortunate consequence of this denial, for family
members, is that it fails to capture their puzzling experience of confronting a
change that is, at the same time, not a change. Part of what can be difficult
about interacting with an afflicted child or sibling is that the stubbornness,
apathy or contrarianism one encounters may, in some sense, always have been
there. Even though it is now taken up into a new pathological whole, one may
nevertheless sense a disconcerting continuity with what came before.9

Let us now turn to the third and most complicated point: the role of voli-
tional or intentional factors. Here I will mention three distinct aspects, each
covered in one of the following three subsections (III-A, III-B, III-C).

Volitional or Intentional Factors (III)

Being in Control (III-A)

One defining characteristic of intentional or goal-directed behavior is its ten-
dency to vary with relevant changes in the context of action, in ways that
appear to bring about desired effects (Peters, 1960). Variability is certainly a
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striking feature of schizophrenia. Indeed, it is a curious fact that many patients
who have long given the impression of severe incapacitation, bizarreness, or with-
drawal may, under certain circumstances, suddenly show themselves to be capa-
ble of clear speech and intact intellectual functions, of appropriate emotional
reactions, or even of practical decision-making and cooperation. When a flood hit
Topeka, Kansas in 1951, one psychologist from the Menninger clinic was ‘aston-
ished … to see chronic schizophrenic patients—some of whom had been hospi-
talized for over twenty years—not only loading and placing sandbags with the
rest of us, but effectively supervising us in the loading and placement of the bags’.
After keeping this up during the several days of the emergency, the same patients
then resumed their back-ward existence (Holzman, 1978, p. 364).

Such observations as the above suggest that schizophrenia is something other
than a simple or straightforward defect or incapacity. To speak of ‘the art of
being schizophrenic’, as Jay Haley (1969) did in an interesting essay, is surely
hyperbolic. It is clear, however, that motivational factors, or even a certain
strategizing intentionality, do need to be taken into account. As Eugen Bleuler
(1950) once noted, it is easy to mistakenly assume ignorance or inability when
one is really encountering indifference, negativism or reluctance to think.
‘Whenever the patient has an earnest aspiration’, Bleuler observed, ‘he shows
himself capable of making exceptionally sharp-witted and complex deductions
to achieve his desired ends’ (p. 77). The mere fact of variability does not, of
course, rule out the existence of some cognitive deficiency or underlying neu-
robiological abnormality; indeed, it is well known that the functioning of
patients with clear organic syndromes will vary with time, circumstance and
motivational factors. Still, in schizophrenia the fluctuations are particularly dra-
matic, and often seem highly directed in an at-least quasi-willful manner.

Eugen Bleuler (1987) describes patients who will seem demented in the
hospital yet behave quite normally at home. He mentions one patient who
seemed unable to understand the impact of his antisocial behavior in the hos-
pital, yet who was capable

… of presenting a well-reasoned, hour-long lecture in which he convinces
most of his audience that he is of sound mind, in which he very deliberately
omits everything that is contrary to his argument and embroiders, or even
changes, whatever favors his theme. He can carry out complicated tasks, can
show scholastic knowledge which his doctor might well envy, can under-
stand that knowledge and make correct use of it. He can make refined plans
for flight or for hoodwinking and deceiving clever people. …. [The schizo-
phrenic patient] is no simple dement; he is demented in respect of certain
issues, certain periods of time, or certain complexes only. (pp. 63–64)

In her above-mentioned article, Dr Hall (2002) stresses that NAMI mem-
bers wish to see diagnostic categorization used in a way that would clearly
separate serious mental illness from common behavioral problems or normal
or mild variations in emotion and experience. In emphasizing the intentional,
even at times volitional, elements that can be present in schizophrenia
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patients, I do not deny that such individuals must contend with cognitive or
emotional difficulties that are generally far more severe than those which con-
front the normal or even the neurotic or character-disordered individual. Such
people are likely to have experienced, more than once, the facile and irritat-
ing assumption that they ought to summon up enough will-power or stoicism
to overcome or endure difficulties that the more normal individual may, in
fact, hardly be able to imagine. Nor do I wish to imply that patients suffering
from schizophrenia should be lumped together with persons for whom suf-
fering is probably more a matter of what they impose on others than of what
they experience themselves. As noted above, the research on the effect of so-
called ‘expressed emotion’ in families of patients and on the part of caregivers
or other mental-health personnel shows, in fact, that such attitudes—attitudes
of criticism that intrude on a patient’s personal space and hold him or her
responsible—are liable to exacerbate difficulties and even to bring on a
relapse (Barrowclough & Hooley, 2003; Kuipers & Moore, 1995).

I would also agree that severe mental illnesses deserve to be taken as seri-
ously as are severe physical ailments and diseases—certainly they can be
equally debilitating and equally tragic in their consequences. But demarcating
the realm of ‘severe mental illnesses’ on a clear and rational basis is no easy
task. One popular criterion for making the distinction focuses on the extent to
which the person lacks control over his or her abnormal behavior and experi-
ence. There is probably some measure of truth in this traditional criterion. But
as we have seen in the case of schizophrenia, this is by no means a straight-
forward issue; indeed, it is a real quagmire of ambiguity and potential paradox.

Hyperintentionality (III-B)

Another way in which the standard disease-process model can obscure the role
of intentional factors in schizophrenia pertains to what one might call the spe-
cific phenomenology or experiential infrastructure of ongoing action and expe-
rience. As an illustration, consider the early prodromal symptoms that, in many
cases at least, just precede the so-called ‘delusional’ mood: what German phe-
nomenological psychiatry has described as a certain rigidity of perception (die
Wahrnehmungstarre) that accompanies the anxious prepsychotic mood (known
as the Trema) (Hamilton, 1976 p. 157; Sass, 1992, pp. 44–47).

In one sense, the Trema and Wahrnehmungstarre experiences do appear to
be experienced more like an affliction than an act, like something that hap-
pens to the person. ‘I feel nameless, impersonal’, said one schizophrenic
patient. ‘My gaze is fixed like a corpse … I am floating; I am as if I were not’
(Jaspers 1963, p. 122). ‘I have to stop and look at something’, said another
such person, ‘otherwise [the compulsion to look] won’t go away. It looks
back at you. It fixes on you. It just gets stuck’ (Cutting, 1990, p. 259).

Yet the state in which such schizophrenics feel caught can be imbued with
what might be termed a kind of hyperintentionality—that is, with a rigidity and
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anxious directedness of behavior that seems to have obsessive-compulsive
qualities involving ‘marked intensification of such normal voluntary faculties
as attention, muscular control, and, on a different level, purposiveness’ (Shapiro,
1965, p. 74). The patient, it seems, is plagued not so much by diminished
awareness or ability to concentrate, as by a kind of hyperawareness, a constant,
compulsive need to exercise his own consciousness (and this, in turn, may be
rooted in abnormal modes of brain functioning; regarding specific models
from neuro-cognitive research, see Sass, 1992, Appendix). It is as if such
patients could not help but adopt a highly analytic, piecemeal and sometimes
intellectual approach that tends to be ineffective and inefficient in most cir-
cumstances (Cutting, 1985, p. 308). As Chris Frith (1981) has put it, they often
appear to be attempting ‘to perform a normally automatic process consciously’
(p. 156). This may result, in large measure, from some more basic decline in
the capacity for practical, common-sense judgment and awareness, and from
the loss of the normal ability to take things for granted. But this kind of intense
concentration and penetrating gaze tends, in turn, to cause a further exacerba-
tion of what has aptly been termed the ‘loss of natural self-evidence’ in schiz-
ophrenia (Blankenburg, 2001).

That such intense concentration should interrupt the natural flow of physi-
cal or mental activity is not surprising, for it introduces a potentially disturb-
ing self-consciousness and awareness of choice, a conscious, controlled model
of functioning that disrupts more automatic or spontaneous processes. ‘If I do
something like going for a drink of water’, reported one schizophrenic patient,
‘I’ve got to go over each detail—find cup, walk over, turn tap, fill cup, turn
tap off, drink it. I keep building up a picture.’ Another schizophrenic patient
spoke of having become ‘the opposite of spontaneous, as a result of which I
became very diffident, very laboured’ (Chapman, 1966, p. 239; Cutting &
Dunne, 1989, pp. 221–22).

The pre-psychotic mood known as the Trema can, then, sometimes involve
a kind of hyperintentionality (which may have clear correlates in patterns of
brain functioning). In addition, however, this hyperintentionality can itself be
at least partially subject to the intentional control of the patient. Thus some
schizophrenic persons may actually bring on, or exaggerate, some aspect of
the Trema by willfully adopting a fixed gaze (or by quasi-willfully giving in to
it); also they can sometimes eradicate the Trema-experience by plunging them-
selves into familiar and quasi-automatic kinds of action. During a period of
remission from her psychosis, one schizophrenic girl protected herself from
intimacy with others by concentrating on spots on the wall. ‘It is silly, how the
power of a thread or a spot of rust can absorb me altogether,’ she said. ‘In
themselves they make a satisfying world for me. Thanks to them I manage not
to respond to the doctor’s orders. And when they insist … I hold fast to my spot
and drown myself in it down to its very atoms’ (Sechehaye, 1956, p. 32). It is
possible for something analogous to occur on a more general level, as the
quasi-choice of an entire existential project or stance—a mode of experience

406 THEORY & PSYCHOLOGY 17(3)



dominated by contemplative detachment—for, even if a person is tempera-
mentally doomed to this stance, perhaps because of innate neurophysiological
factors, she can still take it up actively and make it her own, thereby animat-
ing this stance with a certain intentionality.

Contrarianism and Ironic Detachment (III-C)

Let me mention a final example of something that might also be termed a
quasi-choice of an entire existential stance, of the animating, by a kind of
intentionality, of a condition to which a person may in some sense also be
doomed. I am referring here to a set of possible features of schizophrenic
behavior that have in common a certain distanced or contrarian attitude:
namely a propensity for willful unconventionality and flaunted inauthenticity,
and a pervasive attitude of ironic detachment.

As we know, rejection of societal expectations and standard social roles is
highly characteristic of the individual with schizophrenia; not infrequently
this involves an exaggeration of an attitude already characteristic of the pre-
morbid self (Binswanger, 1987; Laing, 1965). The psychiatrist and schizo-
phrenia expert Manfred Bleuler (1978) has, in fact, gone so far as to suggest
that rebelliousness may be the central element and motive of schizophrenia, a
condition he once defined as ‘the extreme rejection of established convention’
(p. 487). Such persons often adopt what seems, in any particular society, to be
the ‘path of most resistance’; when studied cross-culturally, they often seem
to go against, or to pervert, whatever the most important norms are in a given
culture (Schooler & Caudill, 1964, p. 177). Manfred Bleuler (1978) interprets
this antinomianism as indicating the patient’s ‘ruthless bent to live his life
according to his own nature’, the desire to have ‘the good fortune of escaping
into new worlds and finally enjoying the privilege of being oneself’ (p. 499).
Bleuler even goes so far as to imagine a patient having the following thoughts:
‘If I present myself candidly, as I am, perhaps they’ll understand me better than
behind a mask of conventionality that alienates me from my own nature. …
Please—O please!—for God’s sake, accept me as I am’ (p. 488).

Manfred Bleuler’s interpretation may capture an aspect of some schizotypal
and schizophrenic individuals. But the unconventionality of many such persons
often seems too studied or reactionary, too suggestive perhaps of what Bleuler
(1978) elsewhere terms a certain ‘devious perversity’ (p. 129), to be the spon-
taneous welling up of something that is truly spontaneous and original. The
negativism of some such patients can certainly be blatant, with their bizarreness
so consistently reactionary as to suggest something quite directed and willful
about their behavior (a point that has been noted by many of the classic writers
on schizophrenia). Far from seeking to find or express an ‘authentic’ or ‘true’
self, patients with schizophrenia often seem to seek to dissolve any single iden-
tity in favor of a multiplicity of images, masks or memories of unrelated ways
of being. In a sense, the self becomes totally unreal; such a patient, writes Henri
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Ey (1955/1996), ‘tends, in a dogmatic way … to be neither this nor that person,
but no one at all’ (pp. 217–218). Often, in fact, such unconventional and unpre-
dictable behavior seems to be motivated as much by sheer orneriness and antag-
onism, or even by a wish to appear off-puttingly eccentric, as by an urge to
express something unique about the self. ‘In short’, writes Eugen Bleuler
(1950) of a subgroup of schizophrenic patients,

… they oppose everyone and everything and, consequently, become exceed-
ingly difficult to handle. …. They may eat only secretly or at unusual times.
They grumble about the food but when asked what they would like to have,
their only answer is: ‘Something else, not what we have.’ …. To ‘good day’,
[such patients] say, ‘good-bye.’ They do their work all wrong: sew buttons
on the wrong side of the clothes. They eat their soup with a fork and their
dessert with a soup spoon. They continually sit down in somebody else’s
place, enter every bed but their own. … A hebephrenic … is supposed to go
down the staircase but resists; then suddenly takes the whole flight in one
great leap. (p. 192)

The nonconformism of at least some schizophrenia patients can in fact be
so bizarre, yet somehow willful, that one cannot escape the impression that
they are engaged in what Eugen Bleuler (1950) called a kind of mockery and
‘chronic “clowning”‘ (p. 93), or are perhaps even pretending to be mad. The
fact of pretending does not, however, exclude the possibility that one may
really be mad. Indeed, there is a particular pathos in the person who attempts
to comfort himself by pretending to have an illness that he really does have.
It is as if he hoped thereby to show that he could stop, and be perfectly nor-
mal, whenever he wished. But this is seldom the case; indeed, in an important
sense such patients are just pretending to pretend. Still, such behavior is imbued
with a kind of willfulness to which the simple, disease-entity approach can
hardly do justice.

Schizophrenic behavior is, in any case, more likely to seem affected or
mannered than natural and spontaneous; and, as Eugen Bleuler (1950) once
noted, many such persons are ‘entirely conscious of many of their manner-
isms’ (p. 453). Ludwig Binswanger (1987) has described, in considerable
detail, what he calls the ‘extravagance, perverseness, and manneristic behav-
ior’ (p. 83) that he sees as characteristic of schizophrenia. Karl Jaspers (1963)
describes a patient, Nieber, who was ‘well orientated, in his senses, lively,
chatty and jovial, always on the alert for smart and apt remarks’ (p. 219), and
who seems to have devoted his whole life to a kind of facetious play. Not
acutely disturbed, Nieber wrote poetry, letters to a host of authorities and
applications of various kinds. Once he drew an elaborate picture of a bank
check, including all the usual ornamentation, and sent it to his previous
hospital in payment for his time there. He also wrote a lengthy ‘dissertation’
which he called ‘ “The Toilet Paper”—extempore essay by R.H. Nieber’, from
which the following lines are drawn:

408 THEORY & PSYCHOLOGY 17(3)



Essays have already been printed and printed about the immortality of the
may-fly, about the risks of the shot-gun, about the disputability of Darwin’s
theory of descent. Why should an essay on toilet paper not find a recogni-
tion and reward? (p. 219)

The psychiatrist Harry Stack Sullivan (1973, pp. 182–185) spoke of the
‘mirth’ of schizophrenics, and noted a ‘wisecracking level of cognition’ that
derives from a propensity for seeing the world from peculiar angles. The mirth
and mockery may, however, be expressed in such a markedly sardonic, ambigu-
ously facetious manner that the listener is left off-balance: ‘I not only delighted
in hunting but also in being a burden to my father’, deadpanned one patient to
his therapist (E. Bleuler, 1950, p. 158). ‘You have been just like a mother to
me’, wrote the patient of a colleague in a postcard to his mother (Betram Cohen,
personal communication, 1990). Sullivan (1973) has aptly described the effect
of this sort of ambiguous, often mildly antagonistic, behavior:

It looks as if the schizophrenic were laughing at you, and you do not like
to be reminded that you might be that humorous; and, anyway, he is too
sick to be having such a good time at your expense. Thus [the patient’s
behavior] has the effect of separating him from what might otherwise be a
slightly reassuring contact that might, in turn, go into more reassuring con-
tact. (p. 185)

The disease-entity model can easily serve as a way of rejecting or ignoring
the meaning or intent of the patient’s ironic or contrarian way of speaking and
acting. I recall one such incident when a young male inpatient whom I knew
quite well was being interviewed in front of the ward staff by a senior con-
sulting psychiatrist. When the conversation turned to the matter of a recent
election for the patient government, the consulting psychiatrist asked the
patient how he felt about having lost the election for the position of ward pres-
ident. The patient answered, deadpan but with a glint in his eye, ‘I would have
made a really good bad president.’ I knew the patient well enough to know
that he was very capable of ironic play; there was, in any case, something dis-
tinctly sardonic in the tone of his remark, with its possible suggestion of skep-
ticism toward the absurdity, condescension or hypocrisy associated with the
very idea of a patient government. It was therefore something of a shock to
hear the senior psychiatrist (once the patient had left the room) describe this
statement as a clear instance of ‘formal thought disorder’ (primary process
thinking) that, supposedly, illustrated the patient’s utter incapacity to recognize
the blatant logical contradiction inherent in speaking of a ‘good bad president’.
Irony is not always a welcome commodity on inpatient wards, especially
when it comes from the more disturbed patients. In this case, the consulting
psychiatrist was unwilling to consider any other interpretation of the patient’s
statement. For him, a disease-entity, deficit-model approach seems to have
precluded any attempt to apply the principle of charity in interpretation,
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rendering the psychiatrist tone deaf to what seemed an obvious instance of
irony. All he could hear was the disease talking.

A Summing Up

We see, then, that the traditional disease-entity or biogenetic model, with its
emphasis on invasion by an alien entity and on involuntariness and straight-
forward loss of capacity, fails to do justice to some potentially important
aspects of the schizophrenic condition. In schizophrenia the disease process
does not merely attack or diminish the self. Rather, it may transform the entire
personality, subtly shifting or exaggerating its intentions, often in accordance
with already present, pre-morbid tendencies, even as it may impose on the self
an exaggerated and often dysfunctional hyperintentionality. The peculiarly
schizophrenic aspects of such a patient’s functioning can sometimes involve
complex inter-weavings of act and affliction, hypertrophy of what would nor-
mally be considered ‘higher’ mental capacities, and strategies or modes of
functioning that need to be characterized in specific, qualitative terms rather
than only in the impoverished, quantitative vocabulary of ‘defect’ or ‘deficit’.

Consider, for example, the complexity of the above-mentioned behaviors
implying attitudes of rejection, mockery and detachment, which are common
in schizophrenia. At one level, these can be ways of disowning one’s own
actions, of distancing oneself from social roles and from all the realities of nor-
mal, practical existence; in this sense they can be described as expressions, or
declarations, of freedom. It would be absurd, however, to see this tendency as
stemming from an entirely volitional or rational choice by the patient. Indeed,
it may be, in part, the product of a temperamental orientation that is rooted in
a particular neurophysiological disposition—namely a schizotypal or schizoid
orientation, with its disconcerting awkwardness and lack of free-flowing activ-
ity and syntonic social ease (Parnas & Bovet, 1991). Like other temperamen-
tal dispositions, this is something to which one may in some sense be doomed,
yet which, in another sense, one may take up and imbue with intentionality or
a kind of volition. It is, and also can become, the very vessel, seat or medium
of our personhood—something that expresses a certain existential project, a
particular set of attitudes and value judgments about the world.

So bearing all this in mind, let us put aside all practical, political and ther-
apeutic concerns, important as these are, and try to focus for a moment purely
on how to describe and understand the psychological realities at issue. We
might consider a person like Nieber, Jaspers’ patient and the author of the
extempore essay on toilet paper, and ask ourselves which is more apt: is
Nieber a ‘schizophrenic person’ or a ‘person with schizophrenia’? No answer
will be quite right, it seems to me; perhaps the best answer is to say: both.
Here, as in other psychiatric illnesses, the relationship between self or person
and illness is complex, ambiguous, even paradoxical. Yet one thing is clear:
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no single model, and no single way of speaking, of the relationship of illness
to person can do full justice to the complexities of what is surely one of the
most paradoxical of all psychiatric conditions: schizophrenia. To the extent
that the ‘person with schizophrenia’ formula excludes the implications of ‘schiz-
ophrenic person’, and invokes a standard, deficit-oriented conception of all
that is ‘schizophrenic’ in a patient’s being, it is likely to blunt our clinical acu-
ity, and also to foster oversimplified models in scientific research on patho-
genesis as well as treatment.

Appreciating the role of these (in some sense) willful or intentional acts or
mental processes is obviously crucial for any scientific theory that purports to
explain the actual psychological processes that contribute to the development
and persistence of symptoms. This is true even if one were to adopt a reduc-
tionistic view in which both action and experience were seen as mere byprod-
ucts of physical brain events, for, as various philosophers have pointed out (e.g.
Chalmers, 1995; Nagel, 1979), it is impossible to explain something without
understanding what that something is. Hence any coherent reductionism
requires that the entity to be reduced be properly described and understood.10

And for any less strictly biologistic or physicalistic view (e.g. cognitivist, cog-
nitive-behavioral or psychodynamic approaches), it is clearly necessary to
understand the nature of the psychological or cognitive processes—including
intentional ones—that may play key roles in the genesis and maintenance of a
particular mode of experience and expression.11 Also, these very processes might
well need to be targeted, or perhaps exploited, in the design of efficacious forms
of psychotherapeutic intervention. On a more general level, an appreciation of
such factors contributes to a therapist’s ability to empathize with a patient—
which, in turn, should help foster a background of mutual understanding and
trust that is conducive to effective psychotherapeutic intervention.

In concluding, let us return to the question of stigma raised at the outset of
this paper, and to the related issue of our openness to the sometimes discon-
certing perspectives that schizophrenia may provide.

Stigma and the Possibility of Dialogue

The main rationale for preferring ‘person with schizophrenia’ to ‘schizo-
phrenic person’ is the notion that the disease-entity, medical-model concep-
tion implicit in the first phrasing will do more to lessen the stigma associated
with having the illness. Presumably this is because such a conception nor-
malizes the illness by suggesting analogies with more familiar, physical con-
ditions (heart disease, diabetes, etc.), and, instead of blaming the patient,
reminds us of the suffering human being (the person) who must contend with
difficult circumstances (her illness).

I am not aware of any study that specifically compares the stigmatizing impact
of these two ways of speaking. It is obvious that speaking of a ‘schizophrenic
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person’ does have the potential to induce negative and harmful attitudes; it is
obvious as well that the phrase ‘person with schizophrenia’ has the potential
to elicit pity and diminish tendencies to blame. There are, however, a host of
studies suggesting that, insofar as the ‘person with schizophrenia’ formula
more strongly implies a biogenetic explanation, it might actually increase at
least certain kinds of stigma.

In one study (Read & Harré, 2001), subjects who attributed mental disor-
der to biogenetic causes were found to hold more negative attitudes toward
the mental disorder. In another study (Mehta & Farina, 1997), confidants who
revealed a psychiatric problem were blamed less but treated more harshly
when the problem was said to be biological rather than psychosocial in ori-
gin. Still another study showed that perception of the dangerousness and
unpredictability of a psychotic individual tends to increase when a biomed-
ical (as opposed to psychosocial) explanation is offered (Walker & Read,
2002; see also Haslam 2005, p. 42). Persons viewed as mentally ill tend to be
seen in patronizing ways, often being relegated to ‘a childlike, non-person
role’ (Sarbin & Mancuso, 1970, p. 168); if they accept a medical-causal
explanation, they themselves tend to adopt a passive role with mental-health
professionals (Hill & Bale, 1981). In an article titled ‘Is Being ”Sick” Really
Better?’, Mehta and Farina (1997) argue that when we hold mental patients
less responsible for their behavior, we tend both to treat them more harshly,
and to be less aware of this harshness. As the social psychologist Nick
Haslam (2000) points out, biomedical explanation has generally been associ-
ated with an essentialist view of mental disorders as ‘natural kinds’. This in
turn tends to be associated with viewing such persons as radically different,
immutable and unpredictable, perhaps in dangerous ways—all of which can
contribute to negative attitudes toward the mentally ill.12

Bearing all this in mind, we might recall the obvious fact that ‘person with
schizophrenia’ is a phrase with two parts. The emphasis, presumably, is meant
to fall on the word person. But there is always the possibility that the stress,
in any given circumstance, will fall instead on schizophrenia rather than on
person, and that some particular action or attempt at self-expression will be
seen not as an intentional act worthy of interpretation and response, but as
the causally determined product of a disease or malfunction. The phrase
‘schizophrenic person’ is, of course, also compatible with essentialism. It
does, however, seem less likely to encourage us to construe deviant actions or
viewpoints as mere passive products of a biomedical dysfunction; and, in gen-
eral, seems more ambiguous in its fostering of a straightforward medical-
model approach.

Research on the topic of dehumanization is also relevant. As Nick Haslam
(2006) has argued, there seem to be two main forms of dehumanization, one
more associated with disgust, the other with indifference. Whereas the first
perceives the dehumanized other as lacking qualities of refinement, civility
and morality, and views him as animal-like or demonic, the second sees the
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dehumanized other as lacking warmth, emotionality, vital agency and cognitive
flexibility, and therefore as akin to a machine. In earlier centuries, madness
was often viewed as having an essentially bestial or perhaps infantile nature;
the legacy of such views was common in psychoanalysis throughout the 20th
century (Sass, 1992, pp. 19–23). But far more prominent, in recent years, are
biomedical or cognitivist approaches that view schizophrenia in mechanistic
terms. One consequence of mechanistic dehumanization is that person seen in
such a light are especially likely to be perceived as lacking emotions, indi-
viduality, rights or minds, and, more generally, as failing to participate in a
shared social context. Toward persons seen in such a light, one is likely to feel
indifference, lack of empathy and a general sense of alienness.

In his classic work Madness and Civilization, Michel Foucault (1961/1965)
calls our attention to the loss that occurred when, with the advent of
Enlightenment rationalism in the 17th century, the dialogue that had once pre-
vailed between reason and madness was replaced by reason’s monologue
about madness. In the Renaissance, Foucault argues, madness had been expe-
rienced in two different ways. Such Renaissance painters as Breughel and
Dürer portrayed madness as the breaking loose of a form of mystical animal-
ity that transcends conventional boundaries and achieves a secret wisdom by
‘communicat[ing] with the tragic powers of the world’ (Gutting, 1989, p. 71).
According to a second vision, expressed in Erasmus’s In Praise of Folly and
personified by the fool in Shakespeare’s King Lear and other plays, madness
is a source of moral satire that expresses, ‘in the impassible distance of irony’
(Foucault, quoted in Gutting, 1989, p. 71), a withering critique of all the com-
placencies and vanities of social convention. But with the advent of the
Enlightenment conception of rationality, which was allied to societal demands
for universal efficiency and productivity, madness lost its status as something
positive and autonomous, and came to be viewed instead in purely negative
terms—as a diminishment or even complete absence of the capacity for rea-
son and the wisdom this entails. In 1810, one prominent alienist in England
expressed this view—while anticipating prevalent, 20th-century notions
about schizophrenia as dementia praecox—when he described madness as
‘the opposite to reason and good sense, as light is to darkness, straight to
crooked’ (John Haslam quoted in Skultans, 1975, p. 31).

It is significant that a number of epidemiological studies have found ‘lack
of insight’ to be one of the most common features of schizophrenia patients
(Mintz, Dobson, & Romney, 2003). ‘Insight’, in this research tradition, refers
specifically to a failure to agree with the medical-model, disease-entity per-
spective on oneself—that is, to a failure to see oneself as having a psychiatric
illness, to accept that one’s own unusual ways of acting and speaking are best
seen as ‘symptoms’ of this illness, and to believe that these symptoms are best
understood as products of the psychiatric disease in question (David, 1990).
The rarity of this kind of ‘insight’ in schizophrenia patients shows, at the very
least, that the ‘person with schizophrenia’ formula does not capture many
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patients’ own experiences of or attitudes toward their condition. There are, of
course, other senses of the term ‘insight’—including mystical as well as
satiric or cynical forms—that are not explicitly considered within the stan-
dard psychiatric perspective. People in the schizophrenia spectrum will not
infrequently experience themselves as possessing such insight, and there is no
good reason to dismiss this as mere illusion, even though the forms of insight
in question seldom contribute to conventional success (Blankenburg, 1971/1991;
Sass, 1992; Sass and Schuldberg, 2000–2001).13 The dominant tendency in
psychiatry and clinical psychology has, in any case, clearly associated schiz-
ophrenia with deficient and distorted ways of seeing others and the world
rather than attributing any special channels of wisdom or insight—as was
common prior to the Enlightenment.

Concluding Remarks 

Most de-stigmatizing campaigns have attempted to foster the biogenetic
model and the principle of sameness. In general, these campaigns have not
proven very successful in their goal of reducing stigma (see references in
Read & Haslam, 2004, p. 138; also Read, Haslam, Sayce, & Davies, 2006).
This failure can perhaps best be understood in light of what has been said
above concerning the stigma potentially associated with the medical-model
view. It may also reflect a residual awareness, on the part of the general pub-
lic, of the conceptual inadequacy of such views. Extremely suggestive, in this
regard, is the fact that health professionals have been found to have more neg-
ative attitudes toward the mentally ill than does the general public (see Jorm,
Korten, Jacomb, Christensen, & Henderson, 1999, for a study in Australia).
Indeed, a survey of those using mental health services, and their family mem-
bers, found that such persons report experiencing ‘more stigma and discrim-
ination from mental health professionals than from any other sector of
society’ (Walter, quoted in Read & Haslam, 2004, p. 137).

As I have repeatedly emphasized, I do not think there is any single way of
speaking that is unproblematic on either conceptual or therapeutic and ethical
grounds. I do suggest that we need to question the current consensus, and to con-
sider the potentially harmful as well as misleading implications of the prescribed
formula and its associated model of explanation. Viewed in a critical perspective,
the pure medical-model view emerges as the culmination of a rationalist-scien-
tific perspective that would dismiss schizophrenia as pure deficit, as an absence
of reason and all the forms of wisdom or insight this might afford. It fosters a
context in which the person with schizophrenia will be listened to only insofar
as what he says can be understood to emanate from his supposed ‘personhood’
rather than from something presumed to be wholly distinct: namely his schizo-
phrenia—which is so easily seen as causing all that is idiosyncratic, contrarian,
strange or otherwise unacceptable.
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Nothing in this essay is intended to deny the significant genetic and neuro-
biological components of schizophrenia. Nothing in it denies that we need to
treat schizophrenia, often with pharmacological as well as various forms of
psychological intervention. Further, I fully acknowledge that we do need to
listen to, and sympathize with, the person who suffers from what in some
respects is (and can be felt as) a kind of alien entity or affliction imposed from
without. But to all this I wish to add a parallel if paradoxical truth: namely
that we must also listen, as carefully and sympathetically as possible, to the
specifically schizophrenic qualities of the person. It may be precisely in his or
her schizophrenic-ness that such an individual—in some sense, a schizo-
phrenic person—may embody points of view that can most deeply challenge
as well as enrich our own.

Notes

1. One might question the ultimate cogency of Canguilhem’s distinction. Canguilhem
states, for example, that in the ‘ontological conception of disease’ (the ‘Egyptian’
type), disease is conceptualized as the qualitative opposite of health, whereas in
the ‘Greek’ conception, disease is derived quantitatively from the normal state
(p. 275). One can, however, imagine conceptions that cut across Canguilhem’s dis-
tinction. A disease entity might, for example., be conceptualized both as coming
from without and as resulting in a condition that differs mostly quantitatively from
the normal. Like a similarly arresting polarity, Isaiah Berlin’s hedgehog and fox,
Canguilhem’s distinction postulates ideal types that are (in Lévi-Strauss’s words)
‘good to think with’; but this does not mean they should be taken literally—as
encompassing all the options.

2. As an aside, however, I would note that terminological preferences do tend to
change over time, in accord with shifting cultural currents. Also, in my own expe-
rience, there are a fair number of patients who are not, in fact, particularly exer-
cised about these issues of terminology; indeed, who see it as a distraction from
more important concerns. It is interesting that some members of the survivor move-
ment, such as Peter Chadwick, author of Schizophrenia: The Positive Perspective
(1997), and John Modrow, author of How to Become a Schizophrenic (1996) (both
of whom have been given diagnoses of schizophrenia), appear to be less interested
in dismissing a supposedly pejorative term than in eradicating, or at least mitigat-
ing, its overly negative connotations. It is also worth recalling that Eugen Bleuler
coined the term ‘schizophrenia’ to counter the pejorative and overly pessimistic
connotations of Kraepelin’s term ‘dementia praecox’. The original Greek meaning
of ‘schizophrenia’ is split or broken heart or mind. So long as this term is not heard
in a reductionistic way, as implying the mechanistic notion of a broken brain, it
seems to me not only sympathetic but also rather apt—for who would deny the
central role of various kinds of splitting, fracture and discordance in the phenom-
enology of this illness?

3. Dr Hall (2002) certainly recognizes some of these dangers:

So many consumers [e.g. persons with schizophrenia] have spoken in disgust
at how a diagnosis is used in practice to reduce every thought or emotion that
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an individual has to simply being diseased. Many consumers are reluctant to
reveal the presence of a mental illness because all that they do or express so
often is dismissed as illness. The positive aspects of a person which may
even be related to illness are denied. (p. 213)

Although I agree with this statement of the problem (notably with the last sen-
tence—see end of this article), I am arguing that the now-recommended termi-
nology is, in some ways, as likely to contribute to, as it is to alleviate, the
problems described in this quotation.

4. http://www.nami.org/Content/NavigationMenu/Inform_Yourself/Local_and_
National_Issues/Policy_Platform/Language.htm. Accessed 3 November 2006.

5. A colleague described a poignant and representative moment with one of the first
patients he had treated, a frightened young man about his own age. The patient
‘went on and on in thought-disordered ramblings that, at the time, I could not fol-
low’, explained my colleague.

Then [the patient] fell silent, looked up at me, communicating with his eyes
a quite different mode of engagement with me, shook his head, and said ‘I
never planned on this.’ Soon after that, he seemed to return to some far-away
land. (James Walkup, Ph.D., personal email communication, December
2003; I am grateful to James Walkup for a number of useful suggestions in
finalizing this paper)

6. I use ‘intentionality’ here in the everyday-language sense, rather than as a term in
philosophy of mind: that is, it means ‘the quality or fact of being intentional’
(OED), in the sense of implying some kind or degree of intent, purpose or volition.

7. Re. the creativity issue, see Sass & Schuldberg (2000–2001).
8. Jaspers’ (1963, p. 702) distinction between a disease-process and a personality

development—the first involving extrinsic biological factors, the second involving
psychologically understandable change—is actually rather misleading in this case.

9. I thank James Walkup for suggesting this last point.
10. Conscious experience is ‘an explanandum in its own right’ (Chalmers 1995, p. 209).

‘Without some idea … of what the subjective character of experience is, we can-
not know what is required of physicalistic theory’ (Nagel, 1979, p. 71).

11. Elsewhere I have argued that a phenomenologically oriented characterization of
a patient’s lived world may be crucial not only for describing or empathizing with
a patient, but also for explaining aspects of that person’s action, expression and
experience (Sass & Parnas, 2007).

12. According to Hill and Bale (1981):

The notion that psychological problems are similar to physical ailments cre-
ates the image of some phenomenon over which afflicted individuals have no
control and thereby renders their behavior apparently unpredictable. Such a
viewpoint makes the ‘mentally ill’ seems just as alien to today’s ‘normal’ pop-
ulace as the witches seemed to fifteenth century Europeans. (pp. 289–290)

13. This possible combination of accurate insight with social dysfunctionality is nicely
captured in Jacques Lacan’s (1974) well-known line about psychosis: ‘Les non
dupes errent.’ The line can be translated as: ‘Those who are not fooled wander and
are in error.’ (The French errer means ‘to wander’, ‘to go astray’, as well as ‘to be
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mistaken or in error’.) The line describes the effect of maintaining a (psychotic) dis-
tance from the ‘symbolic order’ of language and social convention; in a sense, it
describes the practical effects of seeing through social convention too thoroughly.
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