Psychiatric Diagnosis

D. L. Rosenhan’s article “On being -

sane in insane places” (19 Jan., p. 250),
while full of important observations, is
seriously flawed by methodological in-
adequacies and by conclusions that are
inconsistent with—indeed, that directly
contradict—the data he presents. . . .
When Rosenhan’s pseudopatients faked
a history and were subsequently “mis-
diagnosed” by physicians at the psychi-
atric hospitals where they presented
themselves, they established nothing
about the accuracy of diagnosis per se,
but merely reaffirmed the critical role
of history-taking in medicine. Most
physicians do not assume that patients

who seek help are liars; they can there-

fore, of course, be misled. The so-called
“Munchausen syndrome,” of people
who fake medical illness and may be
admitted to hospitals repeatedly and re-
ceive years of extended treatment, is
documented in the literature, as is, of
course, simple effective malingering. It
would be quite possible to conduct a
study in which patients trained to simu-
late histories of myocardial infarction
would receive treatment on the basis of
history alone (since a negative electro-
cardiogram is not diagnostic), but it
would be preposterous to conclude from
such a study that physical illness does
not exist, that medical diagnoses are
fallacious labels, and that “illness” and
“health” reside only in doctors’ heads.

More misleading than Rosenhan’s
false conception of how diagnoses are
reached, and his inaccurate conclusion
therefrom that psychiatric diagnoses are
empty labels, is his apparent total igno-
rance of the definitions of “insanity,”
“psychosis,” “schizophrenia,” and “schiz-
ophrenia in remission.” Insanity is a
legal term. It is not a psychiatric diag-
nosis. Though its exact definition varies
among the states, it usually entails “the
inability to decide right from wrong.”
This is a legal definition applied by
courts. No psychiatrist ever “diagnoses”
a patient as sane or insane. People
legally insane at one point in time may
be in general nonpsychotic (seizure dis-
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order), and many, in fact most, people
who are psychotic are never declared
insane.

Most shocking, however, is Rosen-
han’s conclusion that “the normal are
not detectably sane,” by which he evi-
dently means ‘“not detectably nonpsy-
chotic.” In fact, all the pseudopatients
were discharged with the diagnosis of
“schizophrenia in remission,” which
means that they were clearly seen by
the doctors to be nonpsychotic in the
hospitals where they were observed but
had been psychotic during the period
described by their ‘“history.” Thus,
Rosenhan’s study demonstrates that de-
spite false historical data and the set of
the hospital environment, 12 nonpsy-
chotics were observed by their psychia-
trists to be nonpsychotic—a record of
100 percent accuracy.

In the rest of this article, Rosenhan
poignantly describes neglect and abuses
in psychiatric hospitals. He rightly re-
opens the door to this storehouse of
bad practice and demands that the psy-
chiatric professions enter, take responsi-
bility, and change. But faulty applica-
tion of concepts does not invalidate
those concepts. The concept “psychosis”
(Rosenhan refers mostly to “insanity”)
is eminently justifiable not only by such
symptoms as hallucinations, or by such
responses to medication as one sees with
lithium, but by the entire thrust of
modern biology: how surprising it would
be if the central nervous system of man
—alone among all living tissue—were
immune to biochemical or physiologi-
cal pathology. . . .

Rosenhan might have summarized
his important observations as follows:
that given our current ignorance of bio-
chemical and physiological parameters,
psychiatric diagnoses may be inaccurate;
that the psychiatric professions persist
in overinterpretation and thereby in-
crease the risk of type-2 errors: that
given the ease with which histories of
symptoms can be faked, coupled with
the absence of positive chemical-bio-
logical diagnostic tests, the relationship
between psychiatric diagnoses and the
law needs reexamination and revision;

and that the practice of psychiatry de-
viates disgracefully from accurate appli-
cation of its concepts and ideals.

Unfortunately, through the publicity
attracted by his methods, conclusions,
and rhetoric, Rosenhan may have pro-
vided society with one more excuse for
pursuing the current trend of vilifying
psychiatric treatment and neglecting its
potential beneficiaries.

PaurL R. FLEISCHMAN

Department of Psychiatry,
Yale University,
New Haven, Connecticut 06520

. . . Rosenhan concludes, among other
things, that “it is clear that we cannot
distinguish the sane from the insane in
psychiatric hospitals.” He does so on
the basis of two experiments. In the
first experiment, eight pseudopatients
gained admission to 12 different mental
institutions on the basis of identical
fabricated histories. After admission
they all behaved in a cooperative and
normal manner, and their behavior
was “uniformly” described in these
terms by various staff members. All
were discharged (on demand?), most
of them within a few weeks, with a
diagnosis of “schizophrenia in remis-
sion.”

In the second experiment, the staff
of a hospital was told (incorrectly) that
at least one pseudopatient would be
coming through in the next 3 months,
and was asked to rate, on a scale
of 1 to 10, the likelihood at admis-
sion that any given patient was a fake.
An undisclosed number of judgments
of undisclosed certainty were given on
193 patients by an undisclosed number
of staff. No further information is given
about this experiment except that ap-
parently several people were way off.
No judgments were solicited after an
observation period or at time of dis-
charge. Furthermore, this particular
staff was set up, as they say, since its
members were well aware that pseudo-
patients had gone undetected at eight
other institutions.

To point out that Rosenhan’s con-
clusion is unwarranted on the basis of
his, ah, data is perhaps belaboring the
obvious. A more reasonable interpreta-
tion (assuming any interpretation based
on eight subjects is reasonable) would
be as follows:

1) Sane people who feign an abnor-
mal history but behave normally do not
appear abnormal to hospital staff.

2) If a patient behaves normally, he
is not suspected of having fabricated
his symptoms to gain admission. Or, if
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he is suspected, the staff makes no of-
ficial mention of it.

3) If told that pseudopatients are
coming through, some of the staff will,
at time of admission, suspect that cer-
tain of the patients are indeed pseudo-
patients. . . .

Rosenhan uses his interpretation of
the results as a point of departure for
an attack on mental health care as cur-
rently practiced in our mental institu-
tions. I would like to know if his posi-
tion would be any different if the
pseudopatients had been exposed. If so,
how? If not, why were the experiments
done? }

And why did Science publish them?

J. VANCE ISRAEL
Department of Cell and Molecular
Biology, Medical College
of Georgia, Augusta 30902

. .. Allegedly, the pseudopatients were
all admitted to hospitals because they
complained of hearing voices. It is hard
to accept that that was the only rea-
son, because a complaint of auditory
hallucinations of the sort described
would seem to be readily manageable
with outpatient psychiatric care. Either
more went on in the admitting offices
than is reported in Rosenhan’s article,
or 12 admitting officers with extremely
low thresholds for hospitalization were
encountered by chance.

It is also reported that all but one
of the pseudopatients desired to be dis-
charged immediately. If that is so, and
if the hospitalizations ranged from 7
to 52 days with an average of 19 days,
presumably the patients were not on
“voluntary” status. It would seem im-
portant to examine the hospitals’ justi-
fications, legal and otherwise, for de-
taining people whose behavior, however
its interpretation may have been biased
by its setting, did not apparently in-
clude anything that would constitute
grounds for commitment anywhere. . . .

WINTHROP A. BURR
Massachusetts Mental Health Center,
Boston 02115

. . . Bach pseudopatient reported only
one symptom: hallucinations of un-
familiar, often unclear voices saying
“empty,” “hollow,” and “thud.” There
is not a single psychiatric textbook or
journal article on the phenomenology
of schizophrenia that even suggests that
a diagnosis of schizophrenia can be
made on the basis of auditory hallucina-
tions alone. . . . Thus I would have to
conclude that the “uncommonly intelli-
gent” physicians who obtained histories,
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performed mental status examinations,
and formulated the cases on the pseudo-
patients were not competent to diagnose
schizophrenia. That the assessments
were done by incompetent evaluators
seriously vitiates Rosenhan’s contention
that “we” (psychiatrists and psycholo-
gists? members of society in general?)
cannot distinguish the “sane” from the
“insane.” As well, a study done in 12
hospitals not randomly selected from
the nation’s large number of psychiatric
hospitals (likely well over 100) hardly
allows the author to draw any general
conclusions about psychiatric hospi-
tals. . . .

P. C. S. HOAKEN
Department of Psychiatry,
Hotel Dieu Hospital, Queens
University, Kingston, Ontario

... The 12 hospitals used in the study
are intended, at least by implication, to
be a representative sample of psychiatric
institutions. We are given no meaning-
ful data about any of these institutions
—1location, size, size of staff, kinds of
staff, patient-staff ratio, training of staff,
ward organization, therapeutic facilities,
theoretical framework, admission and
discharge procedures, patient involve-
ment in ward management, off-ward
activities and privileges, visiting arrange-
ments, group and individual therapy
provisions, and so on. Any one of these
may have major impact on outcome of
treatment or hospital experience. With-
out such data, we can make no com-
parisons of these hospitals with each
other or with other hospitals. . . .
The hospital I am most familiar with
is a university hospital of excellent qual-
ity, but so far as I know not at all
unique in its handling of the admission
process. Every patient who requests or
is referred for admission is examined by
a psychiatric physician who decides
whether admission is indicated. No one
is admitted merely because he wishes
it. Anyone who presented with only the
symptoms described in this article, un-
accompanied by serious other mani-
festation of distress, and reporting good
function in work and interpersonal re-
lations, would not be admitted to an
inpatient bed. Furthermore, anyone
who is admitted—having manifested
much more flagrant and distressing psy-
chopathology—who the following day
shows no further distress, no symptoms,
and no disturbance in his interaction
with his family would be discharged in
24 to 48 hours. It is necessary to add
that in ours and a great number of
similar institutions, the vast majority

of admissions are of voluntary patients,
and patients who wish to leave the hos-
pital do so any time they decide to. . . .

“Many” of the pseudopatients (how
many is “many” out of eight?) “had
never visited a psychiatric hospital,” yet
they immediately became experts in
making complex interactional observa-
tions of patient and staff behavior which
would have taxed the skills of an ex-
perienced researcher. It appears that
the pseudopatients gathered pseudodata
for a pseudoresearch study. . . .

The article claims omniscience about
what staff assumed or found—“never
were staff found to assume that one of
themselves or the structure of the hos-
pital had anything to do with a pa-
tient’s behavior.” How was this “never”
established? The author is a professor
of law. Would he label this kind of evi-
dence as anything but useless? 1 have
sat in too many lengthy staff meetings
and patient-staff meetings (were there
none of those in the ‘“excellent” hos-
pital that was part of the study?) where
hours were spent agonizing over the
part played by staff and their behavior
in patients’ distress to give any kind of
credence to the “never.” . ..

I am deeply concerned about the state
and fate of psychiatric care in this
country. I am also deeply concerned
about the destructive potential of such
pseudostudies as the one under discus-
sion. Appearing in Science, it can only
be productive of unwarranted fear and
mistrust in those who need psychiatric
help, and make the work of those who
are trying to deliver and teach about
quality care that much harder.

Ot1To F. THALER
Department of Psychiatry,
School of Medicine,
University of Rochester,
Rochester, New York 14620

.. . Rosenhan apparently lacks clinical
knowledge and knowledge of the clini-
cal mind; thus he fails to distinguish
between what may have been a poor
quality of practice and the reliability
of current diagnostic criteria when
properly applied.

Any expert clinical psychiatrist faced
with the sudden onset of auditory hal-
lucinations in a previously well person
would think first of organic psychoses
such as are associated with the use of
drugs (hallucinogens), drug or alcohol
withdrawal, endogenous or exogenous
endocrine toxicity, intentional poison-
ing, cerebrovascular disease, and brain
tumor. After the initial mental-status
examination, which is a highly formal
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procedure, expert clinicians would be
likely to order urine assays for hallu-
cinogens, a neurological consultation,
skull x-rays, and electroencephalograms
in these cases. Careful interviews with
the families and friends would have
been conducted, since drug and alcohol
abusers are notorious deniers.

One feature of the mental-status ex-
amination, namely, the hallucination of
voices saying “thud,” would have in-
dicated intense case study. In 20 years
of experience with hospitalized mental
patients I have never encountered this
hallucinatory content, nor read of it;
experienced colleagues concur. How this
unusual finding escaped interest is, as
Rosenhan points out, puzzling.

If the organic work-up produced no
conclusive positive findings, the clinician
who failed to consider malingering in
these cases would be considering schizo-
phrenia. However, any psychiatrist
trained in psychodynamics would be
searching both for current precipitating
interpersonal factors and severe early
life traumas; the failure to find these
would have created an urgent need for
clinical psychological testing and, once
again, interviews with family and
friends.

No indication that any of the fore-
going procedures were carried out is
given in Rosenhan’s article. . . .

Howarp D. ZUCKER
Mount Sinai School of Medicine,
City University of New York,
New York 10029

. . . If complaints of isolated auditory
hallucinations are believed by the doc-
tor, they can require neurological in-
vestigation including lumbar puncture,
skull x-ray series, and radioisotope
brain scans. None of these procedures
is without risk to the patient, but the
risk is less than leaving undiagnosed
brain disorders that can give rise to
isolated hallucinations. One wonders if
the volunteers for this reckless experi-
ment were informed of this risk. . . .

JoHN HANLEY
Brain Research Institute and
Department of Psychiatry, University
of California, Los Angeles 90024

. . . Simulation is a challenge to the
diagnostician in every area of medicine
in which diagnosis rests primarily upon
reports of subjective experiences, as it
does, for example, in the case of an-
gina pectoris, chronic neuralgia, or
headache. Where there is something
obvious to be gained by the simulation,

such as compensation for injury or dis-
ability insurance payments, the examin-
ing physician is wary, though seldom
able to make the distinction between
the real and the simulated definitively.
Since the psychiatrist deals with disease
manifest primarily in subjective sensa-
tion and secondarily in overt behavior
which he seldom has the opportunity
to witness directly, mental illness can
easily be simulated. That an illness can
be successfully simulated does not make
it any less “real” than one which can-
not. . ..

Rosenhan claims that the only ab-
normal findings presented by his ex-
perimental subjects was the complaint
of having heard voices. Review of his
procedure discloses the presentation of
at least two other phenomena which
are ordinarily signs of illness. The first
is the fact that the simulators sought
admission to psychiatric hospitals. It is
so rarely that this is done by anyone
who is not indeed mentally ill that that
alone must be taken seriously by a con-
scientious admitting psychiatrist as sug-
gestive of illness.

Second, the voluminous note-taking
which Rosenhan describes is a common
occurrence among patients in mental
hospitals. He expresses surprise that the
hospital staff was not made suspicious by
it. If anything, this note-taking would
make the simulators seem more like
compulsive paranoid patients than
otherwise. . . .

I suspect that had these simulators
applied for private care, most psychia-
trists would have observed them with-
out hospitalizing them. . . . However,
the admitting room psychiatrist is not
in private practice, and an admitting
examiner who refuses hospitalization to
an individual seeking it and presenting
at least suspicious symptoms may face
legal difficulties should the patient then
commit suicide or homicide. Legal com-
plications aside, there is considerably
less harm done by admitting a patient
who does not require hospitalization
than by turning away one who does. . . .

A mental illness is not a diagnostic
label; it is a pathologic process with
its own natural history. . . . There is
an important difference between sleep-
induced or drug-induced hallucinations
on the one hand and hallucinations of
schizophrenia on the other. The dif-
ference is that when the period of sleep
or of drug intoxication is over, the
hallucinations and the behavior al-
teration associated with them will dis-
appear. Once the diagnosis of schizo-
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phrenia has been correctly made, we
may anticipate that during the rest of
that patient’s life he will be in danger
of recurrent attack. . . . That the spe-
cific details of the subsequent course
cannot be predicted is less important
than the fact that the odds of re-
current or continuing difficulty in a
schizophrenic individual are orders of
magnitude greater than they are in the
general population. Rosenhan may
claim that it is the process of labeling
which exerts such a deleterious effect
upon the individual’s life. The prac-
ticing psychiatrist, on the other hand,
will at once be able to call to mind
many patients whom he has seen in
second or third attacks of schizophrenic
illness whose first attacks were not
recognized or diagnosed. . . .
MORTIMER OsTOW
5021 Iselin Avenue,
Riverdale, New York 10471

. What Rosenhan must wish to
conclude is that the criteria for dis-
tinguishing sane from insane are not
clear or unambiguous. This of course
is a well-known fact. The question is,
just how vague are the criteria? That
in none of 12 cases was the phony
patient spotted by the authorities gives
the erroneous impression that these
criteria are very, very vague. However,
this is not necessarily borne out by
the “data.”

While it is true that psychosis is
thought to “reside in” the patient (that
is, the adjective “psychotic” is applied
to a person), it is generally understood
that the psychosis manifests itself only
under certain conditions. The psychotic
is not expected to be bizarre in every-
thing he says or does. . . . The condi-
tions on the ward are designed (rightly
or wrongly) to make the patients man-
ageable (hence to appear sane). Those
whose psychosis is not suppressed are
transferred from the admitting ward,
Accordingly, a much ‘more impressive
demonstration of his point could be
made by Rosenhan if he were to take
obviously insane persons and, by giving
them a new name and releasing them
to a community where they were not
known, successfully pass them off as
sane.

That the pseudopatients were not
diagnosed as sane is not surprising.
These pseudopatients were not just
sane persons; they were sane persons
feigning insanity. From the experiment,
then, the only accurate conclusion to
be drawn is that presumably competent
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judges cannot distinguish the insane
from the sane-feigning-insanity when
the judges are not aware of a possible
reason for faking. While malingering
is a diagnostic possibility, “researching”
is not, A proper “control” condition
would be to repeat the study with a
regular medical problem. Send pseudo-
patients with “low back pain” or “severe
headaches” to physicians and see how
many of them are detected as “re-
searchers.” .

Lewis R. LIEBERMAN
Columbus College,
Columbus, Georgia 31907

. The pseudopatients did not be-
have normally in the hospital. Had their
behavior been normal, they would have
walked to the nurses’ station and said,
“Look, I am a normal person who
tried to see if I could get into the
hospital by behaving in a crazy way or
saying crazy things. It worked and I
was admitted to the hospital, but now
I would like to be discharged from the
hospital.” If the nurse displayed skepti-
cism, it would have been quite easy
to call on the telephone any number
of persons who knew of the ruse and
would quickly arrange for discharge.

Although T do not doubt for a mo-
ment that patients in mental hospitals
occasionally receive beatings, I think
it is a surprisingly rare occurrence. My
association with mental institutions
goes back to 1946, and for 2 years
I lived in a mental institution as an
extern; I have never known of a
patient who was beaten. . . . In view
of the extraordinarily provocative be-
havior of some patients and in view of
the poor screening involved in hiring
hospital personnel, it is surprising that
more beatings do not take place. One
might have given the same interpreta-
tion to the “pseudopatients” who saw
beatings that in the novel I Never
Promised You a Rose Garden (1) seem
to have been a key factor in the
patient’s recovery from mental illness.
The patient had witnessed another
patient’s being beaten. The therapist’s
response was: “Life is no bed of roses.
There are persons in the world who will
beat a weaker person. If you don’t
want to run the risk of being beaten and
if you don’t like to see others beaten,
how come you are not working as hard
as you can to get yourself out of this
place?” . . .

FrRep M. HUNTER
Louisiana State University School of
Medicine, New Orleans 70112
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. Because the study of the phe-
nomena of illness and its classification
have been denigrated within American
psychiatry, it is not surprising that in-
dividuals might be called schizophrenic
even when their purported hallucina-
tions are utterly atypical and other evi-
dences of illness are absent. The em-
phasis on psychodynamic understanding
of the sources of illness and on the
uniqueness of the individual has so
dominated psychiatric education that
many American psychiatrists are scarce-
ly aware that abnormal behavior is
found in discrete, classifiable patterns.
When psychiatrists differ in court, it is
usually not about the diagnosis of ill-
ness, but about something as ill-defined
as responsibility. In many training cen-
ters, residents in psychiatry are en-
couraged to write facile dynamic formu-
lations, such as the one quoted in
Rosenhan’s article, but since these for-
mulations are based on the sketchiest
historical data it is understood that this
is but an exercise.

The assertion that the diagnosis of
schizophrenia written in a hospital rec-
ord is a lifelong stigma has been re-
peated so often that one seldom hears
scientific skepticism expressed about it.
There has certainly been much question
within psychiatry about the manner in
which the term schizophrenia is to be
defined. Those who apply the term
widely do not understand what the fuss
is all about, for many of their patients
do quite well and appear to recover.
Those who apply the diagnosis narrowly
find that most of their patients do poor-
ly, as did individuals with similar symp-
toms years before the label was in-
vented, for it is the underlying illness,
not the label, that accounts for the
difficulties. The fact that the boundaries
between normal and abnormal vary
from culture to culture is cited in the
article as an element of the proof that
diagnosis of mental illness cannot be
valid. But mental illness is diagnosed
on the basis of definite criteria, not
merely an impression of abnormality.
Psychiatrists who have not mastered
the criteria will of course make er-
rors. . . .

It is interesting that the author
adopted a misconception shared by most
hospital patients. This is the narcissistic
belief that what the nurses record is
the abnormalities of patient behavior.

Well-trained staff report, without evalu-
ation, what they observe; the only
criticism to be made of the nurse’s re-
port “exhibits writing behavior” is that
it uses three words where one would
suffice.

If patients “were viewed as interesting
individuals rather than diagnostic en-
tities, . . . would we not seek contact
with them . . . ?” asks Rosenhan. To
suggest that the diagnostic category so
occupied the attention of the hospital
staff that they could not respond to the
individuality of their patients is to
ignore what is known about institutions,
roles, and even efficiency. People ac-
cept the fact that they can be guided
along highways by traffic policemen
who do not know their ultimate des-
tination or motives for traveling, that
they can be given money by bank
clerks who do not know how they will
spend it; but they hate to come up
against the fact that in a modern psy-
chiatric hospital they are likely to re-
cover from a psychotic illness without
ever telling a psychiatrist about their
fears and hopes. The old-time doctor
who sat by the patient’s bed while he
died was held in higher esteem than
the physician of today who provides a
prescription and then absents himself
while his patient recovers. . .

Are people “stripped of their citizen-
ship, their right to vote,” and so on, by
psychiatrists and by diagnosis of illness?
If rights are lost, it is because of laws,
not medical practice. The new mental
hygiene law in New York State spe-
cifically states that treatment in a men-
tal hospital will not cause anyone to
be deprived of his civil rights. If every
state enacted similar laws, there might
be fewer instances of a legislative prob-
lem’s being misdiagnosed as a medical
one.

HENRY PINSKER
Department of Psychiatry,
Beth Israel Medical Center,
New York 10003

. . . Rosenhan overlooks some obvious
and important conclusions:

1) In this country it is increasingly
easy to obtain psychiatric care, includ-
ing hospitalization. Often one need
only ask; the request is taken seriously,
and bizarre or uncontrolled behavior
is not required as further proof of
need. Whatever the impact of this on
scientific accuracy of diagnosis, the
humanitarian aspects are obvious.

2) The psychiatric hospital is not a
pleasant place for “normal” people.
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This is perhaps appropriate: normals
seldom want to get in, and it is proba-
bly good that they should want to leave
soon. Few of those who are ill enjoy
their hospitalization either, but many
prefer the hospital environment with
all its failings to any alternative avail-
able to them. They enter and remain
voluntarily. I do not think one can ac-
cept without reservation Rosenhan’s
allegation that the hospital environment
is  “undoubtedly countertherapeutic.”
His lone scientific point is that “‘nor-
mals” don’t like to be in a psychiatric
hospital—a point I think no one
doubted before reading his article.

3) The “medical model” of mental
illness is moribund, at least where
patient and hospital meet. Where the
model survives in hospital records and
official reports, its sustenance may well
come from administrators and funding
agencies such as insurance companies
who expect to receive the reports. In-
surors are notoriously reluctant to pay
bills if the patient wasn’t “really sick.”

Rosenhan is puzzled because his
pseudopatients were retained in hospi-
tal even though they were symptom-
free and exhibited no abnormal be-
havior. Had he looked about him (at
the “real” patients) his question might
have been resolved, for many psychi-
atric wards are not marked by a great
deal of bizarre behavior; behavioral
abnormalities often decrease immedi-
ately on hospitalization or soon after.
Subjective symptoms also are often re-
lieved by hospitalization. Absence of
symptoms while in a special environ-
ment does not neccessarily mean ab-
scnce of illness; a patient admitted for
bleeding peptic ulcer may “feel fine”
and not be bleeding 24 hours later—
he has his ulcer still. . . .

S. M. BLaAIrR
Department of Physiology-Anatomy,
University of California,
Berkeley 94720

. . . Staff failure to change diagnoses
and treatment modalities is, in my ex-
perience, most related not to their in-
ability to distinguish changes in patient
presentation from one day to the next
but rather to investments made in the
already established diagnosis and treat-
ment plans. And staff avoidance of
patient contact is probably related, at
least in part, to the difficulties imposed
by the nature of psychiatric illness it-
self. When I worked in internal medi-
cine, I found the medical patients who
stopped me in the ward corridors to
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be no less “demanding” than I later
found psychiatric ones to be. However,
their demands could more easily be met
by me within my physicianly role: I
could usually inform them of their
tentative or final diagnoses, of my cur-
rent thinking about their illnesses, of
the investigative procedure yet to be
done, and of their prognoses. They fre-
quently complained of symptoms (say,
pain, or palpitations, or esophageal
burning) which were quickly treatable
with medications. Psychiatric illnesses
requiring hospitalization are, as a rule,
less well understood than most medical
illnesses, and arc often more chronic
and socially debilitating. Most psychia-
trists find it harder to answer the in-
evitable corridor questions raised by
psychiatric patients: “What do I have?”
“When will I be able to leave?” “Should
I get a divorce?” “When will I stop
feeling this way?’ “When will this
medication begin to work?” It seems
to me, however, that facing patients,
and trying to answer these questions as
honestly as possible, ditficult as they are,
is far more important than avoiding
them and the patients who ask them.
WALTER REICH
Department of Psychiatry,
School of Medicine
Yale University,
New Haven. Connecticut 06519

. Rosenhan quite correctly states:
“Staff shortages are pervasive, staff
time at a premium. Something has to
give and that something is contact.”
Nobody can disagree with this state-
ment. It is almost the rule that the
more severe the psychiatric condition
the lower the staff-patient ratio and the
less effective the treatment. A recent
study at McGill again confirmed that
tragic fact and suggested a restructuring
of psychiatric services to establish opti-
mal maintenance of treatment and re-
habilitation (7). Space does not permit
discussion of the needed reorganization
of psychiatric services throughout the
United States and Canada. No reorgani-
zation is altogether possible if, in re-
sponse to some fashionable doctrines,
the reality of psychological disorders
is denied altogether. The problem is
not that psychiatric hospitals are “in-
sane” places, but that many of them
are inadequate. This makes it, of course,
impossible to provide adequate diag-
nosis and care to psychiatric patients.

Rosenhan says that *‘while financial
stresses are realities, too much can be
made of them.” This statement is ab-
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solutely incorrect. No medical or psy-
chiatric care can be properly adminis-
tered without proper financing; this
applies, as has been disclosed on many
occasions, not only to psychiatric pa-
tients, but also to the mentally retarded.
to the disabled, to geriatric patients,
and to many others suffering from
chronic conditions. But let us simply
state the facts about expenditure for
psychiatric patients as compared to ex-
penditures for other patients: In 1970,

the average daily expenditure in public
mental hospitals was $14.89 per patient
per day, with one state spending as little
as $5.80 per day. Veterans Administra-
tion hospitals spent $30 per patient per
day -and private psychiatric hospitals
about $48. These amounts usually in-
clude the expenditure for medical and
psychiatric treatment. During the same
period, general hospitals spent about
$80 per patient per day (2). This does
not include doctors’ fees. . . . These
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financial facts alone account for staff
shortages. poorly trained and insuffi-
cient, even though well-meaning, pro-
fessional personnel, and the type of
attendants described by Rosenhan. . . .
The fact that any nomenclature which
categorizes or applies to mental func-
tioning eventually becomes a derogatory
term or label is well-known—*"idiot,”
“moron,” and “imbecile” were coined
as scientific terms but eventually be-
came a form of invective and had to
be replaced by “mentally retarded.” Yet
no scientific approach to physical or
mental illness is possible without a
nomenclature, unless one is willing to
give up a scientific approach to illnesses
altogether. Psychiatric nomenclature is
not uniform and includes etiologic,
psychodynamic, and even sociological
aspects of mental and behavioral dis-
orders. Yet the attack on psychiatric
nomenclature as some kind of perni-
cious “labeling” comes very close to a
denial that any mental disorders charac-
terized by objectively ascertainable
symptoms, behaviors, and tests alto-
gether exist. In the not so distant past,
“tuberculosis” and  “syphilis” were
words shunned by polite society. For-
tunately this did not deter physicians
and researchers from diagnosing and
treating these conditions. If, as Rosen-
han advocates, we avoided psychiatric
diagnoses, labeled by him as labels, and
replaced them by focusing “on specific
problems and behaviors,” then the
verbal designations of these problems
and behaviors would become labels,
too. . . .
GEORGE H. WIEDEMAN
Columbia University School of
Social Work, New York 10025
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.. . Rosenhan calls for more research.
But the social psychology of mental
institutions has been a major research
field for 20 years. What Rosenhan de-
scribes we have known in exquisite
theoretical and practical detail for over
a decade. But he ignores the psychology
of institutional change. Knowledge, per
se, does not produce change. Goffman’s
classic research on total institutions was
conducted at a famous hospital. When
I interviewed staff at that hospital some
10 years after Goffman, most knew of
his book (1), most did not know it
was a study of their hospital, and noth-
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ing had changed in the hospital in the
10 years.

Rosenhan suggests that if we do not
send people to insane places our im-
pressions of them are likely to be less
distorted. Here he assumes that psychi-
atric hospital units are inevitably bound
to a gross distortion process. That is
an assumption that can be empirically
tested. There is abundant evidence to
indicate that organizational change is
possible to redress the distortions Rosen-
han describes (2). His alternative is to
retain disturbed persons in their com-
munities for treatment, where a “non-
pejorative environment” can be pro-
vided. His support for community treat-
ment programs is certainly consonant
with theoretical and therapeutic con-
cepts of the day, but his rationale is
not supported by evidence that the
community is nonpejorative. The dis-
turbed or deviant person is labeled as
such before he comes to the psychiatric
hospital, not after (3). ... Cumming
(4) has done a brilliant social role
analysis of the total human services
system in a community which demon-
strates the same phenomena Rosenhan
describes in the hospital. . . .

The Rosenhan article implies that the
problems lie solely with the mental
health professions and psychiatric insti-
tutions. But institutions and professional
practice exist in reciprocal relation to
public attitudes and public demands.
Inhumane institutional practices in part
reflect the demands and expectations of
the society. The rejection and dehu-
manizing of the psychiatric patient with-
in the institution can be seen as a
projection and acting out of the com-
munity rejection and dehumanization of
the labeled deviant (5). . .. The con-
clusions and recommendations that
Rosenhan proposes miss the central
issues and end up as scapegoating ob-
servations rather than as catalytic clari-
fication.

E. MANSEL PATTISON
Department of Psychiatry and Human
Behavior, University of California.
Irvine 92664
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These letters deserve to be read with
care. The issues they raise are important
ones, and the feelings they convey need
to be appreciated if one is to get a
sense of where the crossroads in psy-
chiatry are today. However much I
wish it were otherwise, the authors and
I simply do not agree on the major
counts.

“On being sane in insane places”
described two largely separate issues:
diagnostic practices in psychiatric hos-

pitals, and the experience of patient-
hood. Most of the comments are ad-
dressed to the first issue, and it is well
that we review briefly the part of the
study that is germane to that issue:
Eight people gained admission to 12
psychiatric facilities by simulating a
single symptom, hallucinations. The
contents of these hallucinations were of
a kind that had never been reported
in the literature. Beyond that simula-
tion and some concomitant nervous
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ness “‘no further alterations of person,
history, or circumstances were made.
The significant events of the pseudo-
patients’ life histories were presented as
they had actually occurred. Relation-
ships with parents and siblings, with
spouse and children, with people at
work and in school, . . . were described
as they were or had been” (p. 251).
Eleven of the pseudopatients were diag-
nosed manic-depressive. All were dis-
charged “in remission.” None was
found sane.

The theoretical predicates for the
research derive from the large literature
on the effects of contexts on perception
(7). Perception is clearly an active
process. While we tend personally to
believe that we can always disembed a
figure from its ground, the fact of the
matter is that the meaning and value
that are attributed to a figure are in
some part contributed by the ground.
A book found on your desk is perceived
to be more valuable than one in your
wastebasket. A hand in the air has dif-
ferent meaning according to whether
you are sitting in a classroom, making
a right turn in your car, or marching
in a German parade during the 1940’s.

While we may think that in examin-
ing a patient we have disembedded him
from the context in which he is found,
that assumption is open to reasonable
question and is in fact the basis for our
study. A recent experiment by Langer
and Abelson (2) may make the effects
of context more clearly germane to the
present case. They videotaped an inter-
view in which discussions were focused
on a client’s job histories and diffi-
culties, then asked well-trained psycho-
dynamic psychologists and psychiatrists
to rate the degree of adjustment of the
client, telling half the raters that they
were observing a job interview and
the other half that it was a psychiatric
interview. Those who thought they were
watching a job interview rated the pa-
tient as much better adjusted.

With respect to diagnosis, the issue
that is implicated in the study has ap-
parently been widely misunderstood.
The issue is not that the pseudopatient
lied. Of course he did. Nor is it that the
psychiatrist believed him. Of course he
must believe him. Neither is it whether
the pseudopatient should have been ad-
mitted to the psychiatric hospital in the
first place. If there was a bed, admitting
the pseudopatient was the only humane
thing to do.

The issue is the diagnostic leap that
was made between the single presenting.
symptom, hallucinations, and the diag-
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nosis, schizophrenia (or, in one case,
manic-depressive psychosis). That is the
heart of the matter. Had the pseudo-
patients been diagnosed “hallucinating,”
there would have been no further need
to examine the diagnostic issue. The
diagnosis of hallucinations implies only
that: no more. The presence of halluci-
nations does not itself define the pres-
ence of “schizophrenia.” And schizo-
phrenia may or may not include
hallucinations.

Lest the matter reduce to one scien-
tist’s word against another, let us look
to the standard for diagnosis in psy-
chiatry, the Diagnostic and Statistical
Manual (DSM-II) of the American
Psychiatric Association:

295. Schizophrenia. This large category
includes a group of disorders manifested
by characteristic disturbances of think-
ing, mood, and behavior. Disturbances
in thinking are marked by alterations
of concept formation which may lead
to misinterpretation of reality and some-
times to delusions and hallucinations,
which frequently appear psychologically
self-protective. Corollary mood changes
include ambivalence, constricted and in-
appropriate emotional responsiveness and
loss of empathy with others. Behavior
may be withdrawn, regressive, and bi-
zarre. . . .

295.3. Schizophrenia, paranoid type.

. characterized primarily by the pres-
ence of persecutory or grandiose delu-
sions, often associated with hallucinations.
Excessive religiosity is sometimes seen.
The patient’s attitude is frequently hostile
and aggressive, and his behavior tends to
be consistent with his delusions. . . .

But, you will say, “hallucinations”
is not a diagnosis at all but merely a
description. Indeed that is so, and as
we shall soon see, those descriptions
are all that may be warranted by the
current state of knowledge.

The matter of psychiatric diagnosis
is qualitatively quite different from what
it is in general medicine., Diagnostic
reliability in medicine is not perfect,
but it has much more going for it than
psychiatric diagnosis. Consider Blair’s
example of bleeding ulcers. It is the
case, as Blair points out, that the bleed-
ing can abate but the peptic ulcers re-
main. The presence of that ulcer, how-
ever, is verifiable independently of the
bleeding. It is precisely because we can
check urine, perform blood tests, pal-
pate, examine reflexes, look inside, and
more, that we are on considerably bet-
ter ground in medical diagnoses than
we are in psychiatry. To my knowledge,
schizophrenia is not independently veri-
fiable beyond what a patient says and
does. Fleischman put it well: “Given
our current ignorance of biochemical
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As early as 1938, Boisen (3) pointed
to the role of local convention in psy-
chiatric diagnoses. He found that some
76 percent of patients were diagnosed
hebephrenic schizophrenic in one Illi-
nois hospital while only I1 percent
were so diagnosed in another. Ash (4)
found that three psychiatrists seeing the
same male patients could agree on the
diagnosis in only 20 percent of the
cases. Agreement rose to 34 to 43 per-
cent when two psychiatrists were diag-
nosing.

Examining the matter from a dif-
ferent angle, Zigler and Phillips (5)
investigated the frequency of 35 com-
mon presenting symptoms among 793
hospitalized psychiatric patients. All 35
symptoms were found among both neu-
rotics and schizophrenics, 34 were
found among character disorders, and
30 in manic-depressives. With such
overlap, how reliable or valid can diag-
nostic categories be? True, the investi-
gators found many small relationships
between specific symptoms and diag-
nostic categories, but the very triviality
of those relationships itself underscores
the magnitude of the problem of validi-
ty. The literature on the reliability of
psychiatric diagnoses is large and spans
more than three decades. Several ex-
tensive summaries are available (6).

It is tempting to disregard the data
from our experiment and the earlier
evidence and simply say that it is not
diagnosis that has failed, only diag-
nosticians. We were ourselves tempted
to that judgment during the early part
of the study, before we had seen the
spectrum of hospitals and diagnosticians
that were included in the study. Let
their characteristics speak for them-
selves. Eight of the 11 public hospitals
conducted approved psychiatric resi-
dence programs, as did the private hos-
pital. Three of the public hospitals were

psychological research, and especially
in efforts that involve participating and
observing simultaneously. But some
things can be said to establish the po-
tential limits of these distortions. First,
when a pseudopatient was found to
have departed grossly from the formal
protocol, he was eliminated from the
sample (as indicated in note 6 of the
article). “Subtle” departures from pro-
tocol during the admissions interview,
and subsequently, would of course not
be reflected in the pseudopatients’ notes
—that is precisely the nature of experi-
menter bias. The possibility, therefore,
cannot be dismissed. Note, however,
that visitors’ observations on the pseudo-
patients after they were admitted uni-
formly disclosed no departures from
role in the direction of craziness. More-
over, the ease with which psychiatric
diagnoses were questioned when a
pseudopatient was expected (in the
“challenge” experiment) raises some
questions whether the ‘“experimenter
bias” was perhaps as much in the mind
of the diagnostician as it might have
been in the behavior of the pseudo-
patient.

On another matter, a writer ques-
tions whether the pseudopatients, sev-
eral of whom had no previous experi-
ence in psychiatric hospitals, were
capable of making the “complex” inter-
actional observations reported in the
article. In fact, those data were obtained
in four hospitals by experienced re-
searchers who had worked in similar
settings. But that need not have been
the case. Counting when and how often
staff come and go from the “cage”
hardly requires experimental know-how.
Nor does asking standardized ques-
tions at fixed intervals and observing
subsequent behaviors tax the skills of
even a beginning researcher. These are
quite simple matters, in fact.
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more than three decades. Several ex-
tensive summaries are available (6).

It is tempting to disregard the data
from our experiment and the earlier
evidence and simply say that it is not
diagnosis that has failed, only diag-
nosticians. We were ourselves tempted
to that judgment during the early part
of the study, before we had seen the
spectrum of hospitals and diagnosticians
that were included in the study. Let
their characteristics speak for them-
selves. Eight of the 11 public hospitals
conducted approved psychiatric resi-
dence programs, as did the private hos-
pital. Three of the public hospitals were

[eterve]

eral of whom had no previous experi-
ence in psychiatric hospitals, were
capable of making the “complex” inter-
actional observations reported in the
article. In fact, those data were obtained
in four hospitals by experienced re-
searchers who had worked in similar
settings. But that need not have been
the case. Counting when and how often
staff come and go from the “cage”
hardly requires experimental know-how.
Nor does asking standardized ques-
tions at fixed intervals and observing
subsequent behaviors tax the skills of
even a beginning researcher. These are
quite simple matters, in fact.
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As to the reality of psychological suf-
fering, I made my views clear at the
outset of the paper, in the third para-
graph: * . Nor does raising such
questions deny the existence of the
personal anguish that is often associated
with ‘mental illness.” Anxiety and de-
pression exist. Psychological suffering
exists. But normality and abnormality,
sanity and insanity, and the diagnoses
that flow from them may be less sub-
stantive than many believe them to be.”
Let me be perfectly clear about this:
To say that psychological suffering is
a myth is to engage in massive denial.
But to imply, as Wiedeman does, that
psychological labeling does not itself
create suffering is to similarly engage
in denial.

Some assert that the appearance of
this paper can only hurt psychiatry. The
possibility that it might help psychiatry,
that sensitization to issues in diagnoses
and treatment might lead to beneficial
change, seems not to arise. For the
record, let me make clear that the
theory that underlies this effort, and the
report itself, do not support the vilifica-
tion of psychiatric care. Psychiatry may
be less knowledgeable than it believes
itself to be but that is hardly surprising
when one considers the magnitude of
the problems which it must address.
In the closing paragraph, I wrote, “It
could be a mistake, and a very un-
fortunate one, to consider that what
happened to us derived from malice
or stupidity on the part of the staff.
Quite the contrary, our overwhelming
impression of them was of people who
really cared, who were committed, and
who were uncommonly intelligent.
Where they failed, as they sometimes
did painfully, it would be more ac-
curate to attribute those failures to the
environment in which they, too, found
themselves. . . . Their perceptions and
behavior were controlled by the situa-
tion. . . . In a more benign environ-
ment . . . their behaviors and judgment
might have been more benign and ef-
fective.”

D. L. ROSENHAN
Department of Psychology and
Stanford Law School,
Stanford University,
Stanford, California 94305
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Communication among Scientists

The article by Griffith and Mullins,
“Coherent social groups in scientific
change” (15 Sept. 1972, p. 959) is com-
plementary to a research project we are
currently conducting. Communication
among scientists should be of vital con-
cern to all of us, as scientific endeavor
is inextricably intertwined with the flow
of information through the scientific
community. We are specifically in-
terested in the process by which “rev-
olutionary” theories, data, and meth-
ods become known to researchers, and
the factors influencing the impact of
these new perspectives and information
on the people concerned.

We are seeking communications from
scientists who feel that they have been
denied a platform for the expression
of new ideas, or of valid but contro-
versial data. All communications will
be handled in a professional manner.

GERALD DouGLAs
CoNNIE HEIMDAHL
Department of Sociology,
University of California,
Santa Barbara 93106

Inexhaustible Energy

In his letter to Science of 2 March
(p. 856) Alvin M. Weinberg asserts that
“an inexhaustible energy source is a
necessary—not a sufficient—condition
for mankind’s ultimate survival.” This
confuses the needs of mankind with the
needs of an industrial system that is
devoted to the endless increase of color
television sets and aluminum beer cans.

Mankind managed to survive numer-
ous millennia before the advent of
energy-hungry industry. The continued
survival (in reasonable comfort) of the
human race entails conditions such as
adequate food, sanitation, medical fa-
cilities, and effective contraception—
none of which requires heavy industry
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(yes, even under water), any writing
instrument when dry. It's bound in a
soft polyethylene cover with rust-proof
staples. A superb notebook for the
field scientist.

The same specially treated poly-
ethylene paper used in the field note-
book, (which we call PolyPaper™), is
available separately—100 85" x 11”
sheets to a package (Cat. No. 6304-
0811). It's ideal for outdoor notices,
labels enclosed in wet or dry chemi-
cals and specimens, or general note
taking in any messy surroundings.

Order the notebooks or PolyPaper
from your Lab Supply Dealer. For fur-
ther details and a free sample of the
paper for your evaluation, write Dept.
4204B,Nalgene Labware Division,
Rochester, New York 14602.
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