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Abstract

Scholars have written very little about agoraphobia outside of the psychiatric dis-
ciplines. Because women comprise the majority of agoraphobics today, what has
been written tends to focus on their historical inequality with men, especially
their tenuous relationship to public urban space. Although these social explana-
tions illuminate the historical importance of women’s structural oppression, they
do not account for the fact that up until World War I, agoraphobia was a disease
diagnosed primarily among middle-class urban-dwelling men.

The argument of structural oppression also overlooks crucial disciplinary
and epistemological shifts within psychiatry since the 19t century that have had
significant implications for agoraphobia’s production as a psychiatric object.
These include the rise and fall of psychoanalysis, the development of a formal
classification system known as the Diagnostic and Statistical Manual of Mental
Disorders (DSM), and a subsequent (re)turn in recent decades to the positivist
and biopsychiatric approach to treating mental illness that was dominant in the
late 19th century (prior to the psychoanalytic ascent). Finally, structural accounts
tend to take the disease concept of agoraphobia as a uniform and stable category.
A close reading of the psychiatric literature reveals, however, that efforts to con-
tain the disorder within a scientific system of classification fail to note the vari-
ability in the conceptualisation and treatment of the disorder.

In light of these problems, one must interrogate agoraphobia through its
representation in biological, psychoanalytic, and behaviourist clinical publica-

tions since the disorder was first named in 1871. The problem of classification,



exacerbated by the DSM, remains a central theme in this history and illuminates
how the category of pathological “Other” - racialised, gendered, and classed —
has been constructed through relations of power enabled and reinforced by an
exclusionary and regulative discourse of disease. Clinical narratives are read in
the context of social processes in order to destabilise the sharp distinction tradi-
tionally drawn between psychiatric and cultural discourse. From the outset, a
normative theory of social order lurks, embedded in the concept of agoraphobia,

shifts in psychiatric and cultural terrain notwithstanding.
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Patients are not concerned with how we classify them,
they only want to get better.

~ M.A. Jenike et al., 1988

The surest road to health, say what you will,
Is never to suppose we shall be ill;

Most of those evils we poor mortals know,
From doctors and imagination flow.

~ D.K. Henderson, 1941

“Is everyone mad, do you think?” Sybil asked, recovering her poise. “One
way or another, do you think it could be so?”

Jung gave one of his shrugs and said: “there are degrees of madness, of
course. I have found some traces of it in myself, I do confess.” He waved his
hand. “But madness is a crafty beast and cannot be caught with theories. Over
time, [ have learned not only to be distrusting of theories, but to actively oppose
them. Facts are what matter. And the facts regarding each individual’s madness
are all we have. General theories regarding madness merely get in the way of
discovering its true nature in each patient, one by one by one. My own madness
is quantified by parentheses ~ just as all madness is. And because of that, I have
learned not only to deal with it, but to live with it. And most importantly, as any
person must, to function in its presence. It is mine — my own and only mine.

~ T. Findley (Pilgrim), 1999



Chapter 1
Introduction

agoraphobia (ig”o-ri-fo’bé-d) [Gr. agora, marketplace, + phobos, fear].
Overwhelming symptoms of anxiety, often leading to a panic attack. This
may occur in a variety of everyday situations (e.g., standing line; eating in
public; in crowds of people; on bridges or in tunnels; while driving) in
which a person might have an attack and be unable to escape or get help,
or suffer embarrassment. Panic attack symptoms often include rapid
heartbeat, chest pain, difficulty breathing, gastrointestinal distress, faint-
ness, dizziness, weakness, sweating, fear of loss of control or of going
crazy, dying or impending doom. People with these symptoms often avoid
phobic situations, even to the point of staying at home for their entire
lives.

~ Taber’s Cyclopedic Medical
Dictionary, 17t edition, 1993

Zoom in, floor level. Figaro is playing in the background. A heavy steel
apartment door opens. An arm comes out, feels around the floor. It's obvious
from how low the arm is, that the person attached is on hands and knees. The
camera moves slowly up the length of the doorframe, revealing half her face, one
eye peering nervously out. She can’t reach the newspaper.

“Not again!” she exclaims, and slams the door.

Zoom out.

The door opens again. Still on her knees, she’s got a broom in her hands. She
avoids actually looking out the door. Her diaphragm heaving, she’s breathing fast
and hard. She crouches down, reluctantly looks at the newspaper, suddenly
swings the broom out. She tries to drag it in, her torso and arms outstretched,
knees remaining well inside the doorway. Damn!

No luck.



Out of breath she pulls back, aggravated, muttering, tossing aside both broom
and eyeglasses. Quietly, she begins reciting the names of US presidents.

She’s not giving up.

Hugging the doorframe, one eye peering anxiously out, she leans forward
again. The camera switches perspective: she’s no longer the object of its gaze, but
its subject. Now we see the newspaper lying what seems miles from her door.
Slowly the camera pans upward, capturing the length of the corridor. A different
strain of music — scary, crazy, ominous music ~ dubs in overtop of Figaro.

The camera flips back. She’s an object again.

Still whispering the presidents’ names, she slowly gets up on her feet,
holding onto the doorframe, averting her eyes. Suddenly, with her feet still inside
the door, she hurls herself towards that newspaper, landing on the floor face first.

[jump a little.

Wait ~ she’s got it!

She slithers quickly backwards, looking down. She’s inside. She’s safe. She
shuts the door and sits, relieved, breathing hard, back against the wall.:

I realise I'm leaning forward in my chair and I exhale.

It’s just a movie.

Maybe not.

Many people — mostly women — go through this type of ordeal every day.
One study estimated the prevalence of agoraphobia to be as high as 5% of the
population.2 [n the United States that translates to millions of people too terrified

of public spaces to leave their homes, some even just a few feet to their mailbox.



Most people seem to know someone with agoraphobia, at least those with
whom [ have discussed my research. Famous people with agoraphobia include
Marilyn Monroe, Kim Basinger, and Howard Hughes. Sigmund Freud told a col-
league he suffered from agoraphobia for a time, and there are related debates
about Emily Dickinson and Charles Darwin.3

Agoraphobia has also become something of a lucrative cottage industry —
in only a few minutes surfing the internet, I found videos to buy with titles like
“Agoraphobia: A Prison without Bars” and “Fight or flight?: Overcoming panic
and agoraphobia,” and audiocassettes such as “Pass Through Panic.” A quick
search at <barnesandnoble.com> turned up over fifty books on agoraphobia - for
sufferers, by sufferers, for friends and family of sufferers, and for therapists. But
agoraphobia is big business for pharmaceuticals too: In 1998 the Upjohn com-
pany made $321 million (US dollars) selling Alprazolam, a minor tranquilliser
commonly used in the management of agoraphobia.+ Anti-depressants, widely
prescribed (for a range of mental disorders), have yielded a tidy sum as well. The
global antidepressant market is expected to increase from its current value of
$11.1 to $13 billion USD by 2005.5

Agoraphobia is not just profitable, however. It occupies significant cultural
space, both in terms of the social support networks generated and in terms of
culture qua entertainment. For example, an Internet search (<www.google.com>)
for the term “agoraphobia” gets over 35,000 hits, some of them shopping links,
but they are also links to sufferers, to reams of personal statements, and websites
for support groups and information resources. In the spirit of support, agorapho-

bia has been featured on ABC’s newsmagazine 20,20, and in The Globe and Mail.



And as recently as April 5th Time magazine did a special feature on phobias as
well, including a self-test based on the Diagnostic and Statistical Manual of
Mental Disorders. Interestingly, nearly all of the questions in the test pertained
to agoraphobia. Some samples: “Do you [h]ave a persistent and excessive fear of
... being in a public place from which there is no escape?” “Do you [hjave an ex-
cessive and ongoing fear of social situations, such as going to the mall, the mov-
ies, or a restaurant?” “Do you [f]ear traveling [sic] without a companion?”6 Even
the Loblaws grocery chain, in President’s Choice Magazine, tucked a short piece
on agoraphobia between its recipes and advertisements not long ago.”7 And as
entertainment, agoraphobia has been featured in novels (That’s Fine, Spin Dry),
on the silver screen (Copycat, The Fear Inside),2, and as a plot-line on ER.9 Ago-
raphobia has a considerable presence on the cultural landscape.

Within the world of psychiatry, agoraphobia has been an even bigger con-
cern for well over a century. Phobias in general have occupied space in the minds
of doctors (and patients, of course) since even earlier than that. Hippocratic phy-
sicians wrote the earliest descriptions of “men who feared ‘that which need not
be feared’™:

...The morbid condition of Nicanor. When he used to begin drinking, the

girl flute-player would frighten him; as soon as he heard the first note of

the flute at a banquet, he would be beset by terror. He used to say he could
scarcely contain himself when night fell; but during the day he would hear
ltll;l;lsl’instrumf.ent without feeling any emotion. This lasted a long time with

Damocles ... appeared to have dim vision and to be quite slack in
body; he could not go near a precipice, or over a bridge, or beside even the

shallowest ditch; and yet he could walk in the ditch itself. This came upon
bim over a period of time.'°



Phobic symptoms were associated with melancholia until well into the 18t cen-
tury, when emphasis was being placed on their classification.* The surgeon Le
Camus (1722-1772), for example, sought to classify phobias according to the sense
most affected — sight, hearing, touch, taste, or smell.’2 Sauvages (1706-1767), a
botanist, classified his observations by symptomatology, identifying vertigo as the
most striking characteristic of phobias.!3 Pinel (1748-1825), reluctant to replace
the earlier Hippocratic system, preferred to elaborate upon existing classifica-
tions while Esquirol (1772-1840) introduced the term monomenie to refer both to
patients with classical phobias and patients with more delusional fears.4 Inter-
estingly, Esquirol also pointed out “how the dominant ideas of a century might
influence the choice of objects feared.”1s

The remarks of Beauchéne (1783), Briick (1832), and Benedikt (1870),
however, spoke most directly to what would ultimately become the diagnostic
category “agoraphobia”. Beauchéne observed that in his patients the presence of
a companion often relieved phobic symptoms, and this would remain an obser-
vation cited regularly throughout the history of agoraphobia. Briick described
symptoms he observed as “schwindel angst™¢ while Benedikt, described by some
as the first to describe agoraphobic symptoms proper, used the German term
platzschwindel (dizziness of places) to describe a patient he had seen who was “
unable to cross wide streets or open spaces.”7

But it was German physician Carl Otto Westphal's pathbreaking article
“Die Agoraphobie” (1871), published in the German (Prussian) journal Archiv fiir
psychiatrie und Nervenkrankeiten,'8 which is widely seen as the starting point of

the history of agoraphobia, and possibly even the modern literature on phobias.9



Following his paper and several others that were published immediately in re-
sponse, the clinical discourse of agoraphobia developed a life of its own and has
continued to expand. A recent search on Medline turned up nearly 2000 refer-
ences published in the last 30 years alone.

Based on English-language clinical representations published since West-
phal’s “Die Agoraphobie,” I offer in this dissertation a critical socio-cultural his-
tory of agoraphobia in the context of developments and shifts in culture and soci-
ety, in medicine and psychiatry, and in social theory. I examine the problem of
classification, a central thematic in this history that presents a critical point of
connection between the medical and the cultural. By examining the exclusionary
discourse of this disease, I attempt to show how the “Other” is constructed
through relations of power that inform a range of classifications, including gen-
der, race and ethnicity, class, sexuality, and physicality. Finally, I also consider
how agoraphobic subjectivities become embodied, through the practices associ-
ated with agoraphobia, namely its enactment or representation in journals, and
the discursive reiteration of normative cultural and disease classifications.

Reading agoraphobia in these terms permits an examination of clinical
narrative in the context of cultural processes. [ argue that from the outset a nor-
mative theory of social order has been embedded in the discourse of this disease,
notwithstanding crucial shifts in cultural and medical-scientific terrain. Agora-
phobia is more than simply a disease phenomenon. Following Bordo, I take the
“psychopathologies that develop within a cuiture, far from being anomalies or
aberrations, to be characteristic expressions of the culture; to be, indeed, the

crystallisation of much that is wrong with it.” 2



[ both benefit from and hope to contribute to several disciplinary litera-
tures, including history, cultural studies, psychiatry, and especially sociology.
Although health and medicine have long been a central area of specialisation
within sociology, only a few sociologists have actually pursued the study of ago-
raphobia, perhaps because it has seemed to be only a problem for the individual
and hence more appropriate to psychological study. But I consider agoraphobia a
sociological problematic in several respects. As Durkheim demonstrated in 1897,
suicide — that behaviour which seems to encapsulate individual distress par ex-
cellence - is in fact profoundly social.2: Following this example, I shall demon-
strate that the study of agoraphobia belongs squarely within sociology. Second,
agoraphobia was not always a pathology of women. From its early days, through
the First World War, agoraphobia was a disorder diagnosed primarily in men.
This raises the sociological question of how a disease could be(come) gendered,
and then subsequently re-gendered. Related to this are issues of race and class,
insofar as agoraphobia, like hysteria and neurasthenia, has largely been perceived
a white, middle-class phenomenon. Third, it is also evident from the medical lit-
erature that the question of what it has meant historically to be “normal” has
been informed by capitalist imperatives of production and consumption, with
diminished working and shopping always serving as a revealing sign of pathol-
ogy. Fourth, both medical and sociological evidence suggests that agoraphobia
may have emerged in response to the sea changes of modernity, that modern ur-
ban social conditions gave rise to the individual(ist) need for self-preservation. In
this sense, then, the symbiotic relationship between sociology and modernity

calls for a sociological study of this modern disorder. Finally, the study of indi-



vidual problems in social and historical perspective is fundamental to the sacio-
logical imagination itself. As C. Wright Mills argued, an accumulation of “per-
sonal troubles ... must be understood as public issues — and in terms of the prob-
lems of history-making.” Sociologists must know that “the human meaning of
public issues must be revealed by relating them to personal troubles — and to the
problems of the individual life.”2 As he also stated, “Without the use of history
and without an historical sense of psychological matters, the social scientist can-
not adequately state the kinds of problems that ought now to be the orienting
points of his [sic] studies.”23 Rigorous sociology depends upon the examination of
individual “biographies” in the context of larger histories and social issues.

Mills’ point constitutes one of the ties that also binds this work with the
discipline of history, whose traditional methods and assumptions I both adopt
and challenge. I agree with Mills that sociologists do not do enough history (nor
historians enough social theory, for that matter). We tend to avoid primary mate-
rials and skim the surface of secondary works, failing to realise that these are
merely interpretations, evidence generated rather than evidence found.> I at-
tempt to problematise this ambiguous relationship between history and sociology
by approaching agoraphobia as an “event” — as a “moment of becoming at which
action and structure meet.”2s As Philip Abrams argues:

[W]le have to find a way of living with the fact of the mutual interdepend-

ence and contamination of theory and evidence without resorting to either

the anti-theoretical fetishism of history-as-evidence ... or the a-historical
fetishism of theory-as-knowledge ...26

But in problematising this relationship, I ask what it means to do history

and sociology and in this respect my work draws on and contributes to cultural



studies as well. Following Michel Foucault, I seek to examine the practical, epis-
temological, and discursive production and regulation of embodied medical sub-
jects in the context of a history of ideas. A poststructuralist critique of traditional
historical method offers to explode claims to fixed meaning and obvious catego-
ries of knowledge, and the relations of power that order our lives. As Foucault
states, “It’s a matter of shaking this false self-evidence, of demonstrating its pre-
cariousness, of making visible not its arbitrariness, but its complex interconnec-
tion with a multiplicity of historical processes.”?7 By taking a poststructuralist ap-
proach, I hope to reveal how the dominant rationality of psychiatry has been de-
ployed as a technology of power, “how forms of rationality inscribe themselves in
practices or systems of practices, and what role they play within them.”28

In this thesis I explore how agoraphobia has been a shifting category of
knowledge, changing very much in response to a shifting psychiatric gaze that,
save for psychoanalysis, has always taken for granted the possibility of a unified,
rational subject. I also seek to underscore the politics, contestations and condi-
tions of possibility in which this disorder has historically been embedded. The
very act of representing agoraphobia (and really the people that have it) has been
a key constitutive component of its production as a meaningful and powerful psy-
chiatric entity. It is the representation of agoraphobics as classifiable and deviat-
ing from the normal and the orderly, that I call into question.

Finally, although I do critically examine some of its practices and assump-
tions, my interest here is decidedly not in alienating psychiatry and psychiatrists.
Should even one practitioner have occasion to read this dissertation, my hope is

that it will be seen as a step towards bridging the deep fault-line that appears to



divide our respective understandings of what the other’s scholarship entails. So-
ciologists of medicine would do well to see medical writing as an untapped re-
source for their work, but psychiatric thought would also benefit from a more so-
ciologically informed understanding not only of the pathologies with which it is
concerned, but of the culture in which these pathologies exist.

With these questions and objectives in mind, the dissertation is arranged
according to several overlapping themes. Following a review of the literature that
has informed this work (Chapter 2), and an outline of my methodology (Chapter
3), I turn to the medical literature. In Chapter 4 I focus especially on doctors’ late
19th and early 20th century (up until 1949) efforts to discern what this disorder
was all about. This chapter discusses how doctors explored the best ways to treat
and classify agoraphobia, as well as the important shift in the prevalence of this
disease from men to women.

In Chapter 5, I turn to the psychoanalytic literature, from Freud’s first
foray in 1892 into a theory of the unconscious and its relationship to the devel-
opment of phobias, through to literature published in the 1970s. Although,
chronologically speaking, Freud’s early work overlaps with the early medical lit-
erature, I treat psychoanalysis separately because, after his investigations, a ten-
dency towards more specialised and psychodynamic approaches to mental pa-
thology emerged. Indeed, by the end of the 1930s, psychiatry was defined by psy-
choanalysis, which remained the dominant approach for several decades. Its in-
fluence was apparent in the first and second editions of the Diagnostic and Sta-

tistical Manual of Mental Disorders (the DSM), the official classification and
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nomenclature of the American Psychiatric Association (APA), released in 1952
and 1968 respectively.

Behaviourism is the subject of Chapter 6. The roots of this approach were
established in the late 19t century, and scattered evidence of behaviourism is
present in the early years of agoraphobia’s history. Eventually constituting
something of a bridge between a declining psychoanalytic presence and a resur-
gence of positivism, its real moment in this history only came after the 1960-70s.
With its assumption that biology, cognitions, and environment all played a role in
the development of agoraphobia, behaviourist methods, seen as efficient and
economical and officially approved by the APA in 1970, focused less on deep, un-
conscious problems, and more on the practical management of agoraphobia.

In Chapter 7 I sketch the history (and politics) of the DSM, from its early
20t century precursors that led up to its first edition of 1952 through an outline
of the events leading up to its various revisions (in 1968, 1980, 1987, 1994,
2000). This chapter reveals what a contested psychiatric presence this manual
has had, especially since its third edition of 1980. The DSM-III especially set in
motion a paradigm shift in psychiatry that involved nothing less than a profes-
sional and epistemological turf war. In the course of this struggle, the earlier psy-
chodynamic conception of mental illnesses as psychosocial reactions was
trumped by a biopsychiatric, research-oriented, descriptive, and scientistic ap-
proach to psychiatry more compatible with the medical model. Indeed, with its
wide acceptance by government, judiciary, pharmaceutical and insurance com-
panies, and mental health care providers, the DSM-III both represents and has

played a central role in the transformation of the discipline. Hypothesis-testing,

1



drug trials, and large-scale multi-authored studies was the new face of psychiatric
science. Its successful excommunication of psychoanalysis for failing to conform
to the standards of validity and reliability had come to define psychiatry vis-a-vis
the APA and its DSM system.

Against the backdrop of this paradigm shift, I turn in Chapter 8 to the lit-
erature on agoraphobia that has been generated since then. We will see how the
biological and positivist tendencies evident in early psychiatric literature from a
century ago have been revived in concert with a burgeoning pharmaceutical in-
dustry. This chapter reveals how behaviourism has managed the APA’s wholesale
(re)turn to biology by packaging its scholarship in conformity with the categories
of the DSM and the normative positivism of contemporary psychiatry. Finally,
despite these relentless efforts to implement standardised psychiatric classifica-
tions, in practice, the category of agoraphobia has been patchy at best, largely be-
cause the official criteria for agoraphobia have changed with each DSM, and be-
cause they've been deployed inconsistently by practitioners and researchers.

In Chapter 9 I reflect on agoraphobia’s representation in medical literature
and agoraphobia in the light of cultural texts and its social conditions of possibil-
ity. Seeking to disrupt the privilege normally accorded to scientific knowledge
and its penchant for classification, psychiatric science is presented as both prac-
tice and culture. Moreover, as an exercise that can exclude the social, science con-
stitutes a legitimation of the positivist representations of agoraphobia so stan-
dard in this period. Within these psychiatric narratives that presume to be able to
classify people is, I will argue, a deeply embedded normative theory of social or-

der. The binary of normal and pathological entrenched within concerns about in-

12



dividual mental health also reflects an implicit concern with society’s health, as-
sumed to be jeopardised by any and all deviations from medical (and cultural)
norms. These standards — gendered, classed, and racialised — have had far-
reaching implications to the extent that medical notions both draw from and re-
inforce the social fabric.

I conclude in Chapter 10 with thoughts on agoraphobic bodies. I argue that
agoraphobic bodies are enacted by practices associated with the disorder, prac-
tices that derive their meaningfulness from normative cultural categories. I at-
tempt to account for the multiplicity of agoraphobic bodies, as well as challenge
the presumed distinction between the discursive and the material.

As a final point, I note one caveat. As I have already mentioned, the chap-
ters overlap in their chronological considerations because they are arranged the-
matically. The three major perspectives that I consider (medical, psychoanalytic,
and psychological) co-exist throughout this history, but each has reached its ze-
nith at a different point. Thus, I begin with the medical literature that tended to-
wards biological explanation, which was overtaken by psychoanalysis, which in
turn was overtaken by behaviourism, which in turn has found a way in the past
two decades or so to function contemporaneously with a rejuvenated positivism
and biologism in psychiatry.

Turning now to the literature review, I outline the non-clinical literature
on agoraphobia that has emerged, as well as some of the historical, sociological,

and cultural literature that has informed this project.



Notes

t A scene from the movie Copycat. Sigourney Weaver plays an agoraphobic forensic psychiatrist.
 See Rosenbaum et al., 1995:A4.

3 Adler, 1997; Barloon and Noyes, 1997a, 1997b; Colp, 1997; FitzGibbon, 1997; Fuss, 1998; Gar-
bowsky, 1989; Gordon, 1997; The Insane Asylum, 1998; Reik, 1949. (Re: Marilyn Monroe, Kim
Basinger, and Howard Hughes — my sources here are unrefereed websites. Whether or not the
information is accurate, it signifies agoraphobia’s presence in the cultural imagination.)

+ Pharmacia & Upjohn. 1998. Powering the Turnaround: Annual Report, 1998. Bridgewater, NJ:
Pharmacia & Upjohn, p. 35. The report also shows that in 1998 $1.199 billion dollars were spent
on research and development, though it unfortunately does not break these figure down by prod-
uct (p. 62). These figures are especially remarkable when compared with those of 1982 when
Upjohn Co. reported earnings of (only!) $12 million USD (Orr, 1990:466).

5 Jarvis, 2000. Much of these profits have been earned in the US, as Foote observes that antide-
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Chapter 2
Literature Review

Introduction

As [ have noted, agoraphobia has garnered surprisingly little attention from soci-
ologists. This lacuna is significant if we consider how much work sociologists and
others have done on, for example, Anorexia Nervosa.' There has been especial
interest in linking women’s oppression and the gendered imperative of beauty to
its emergence,? yet little interest in agoraphobia whose prevalence is also among
women.3 Perhaps anorexia has seemed more relevant to non-medical and femi-
nist scholars because it is more immediately apparent than agoraphobia. That is,
agoraphobia, except maybe in actual moments of panic, is not “written on the
body,” as we could say of malnutrition. It may simply be the difference between a
disappearing-but-still-present body and a body-already-disappeared — a body
housebound. Still, one would think that the complete absence of some bodies
from public spaces would be at least as compelling. Instead, people — mostly
women — who do not venture outside pass relatively unnoticed and overlooked,
in this literature as in life.

Fortunately the dearth of literature on agoraphobia has not been entirely
unmitigated. Turning now to a review of what has been published, I offer an
overview of this scholarship, focusing on how my work both departs from and
contributes to it. In addition to the literature on agoraphobia proper, I shall also
briefly consider texts in related areas. Though not all of these ultimately appear
in the thesis, they nonetheless helped shape my thinking and the questions in-

forming this research.



Agoraphobia

Women's inequality is a central theme in the literature on agoraphobia. In gen-
eral, the arguments tend to be variations on the idea that agoraphobia is caused
by and reflects women’s diminished status relative to men, their restricted mo-
bility, and their tenuous relationship to the public sphere.

The first to consider agoraphobia in these terms was Abram de Swaan. In
1981 he examined the relationship between “large-scale societal transformations
and shifts in relational and emotional management within intimate circles,” fo-
cusing in particular on the rise of professional psychotherapy and the develop-
ment of psychic problems in the late nineteenth century.+ He uses the case of
agoraphobia as a vehicle for describing how intimate relations between people
were altered in the late 19% century such that the difficulties they experienced
within themselves and with each other were transposed into the vocabulary of
psychotherapy. De Swaan argued that it was not until this time that people came
to describe their difficulties as psychic problems. Indeed, the proto-
professionalisation of psychotherapy encouraged people to recognise and organ-
ise their anxieties according to professionally delineated categories and to present
them as problems suitable for expert psychic treatment.

De Swaan makes his case, in part, by observing that even when bourgeois
restrictions on women’s movement in public space were diminishing near the end
of the 19% century, psychiatrists were reporting cases of agoraphobia. As he
writes, “Actions that had been socially prohibited before, remained unfeasible to

some even after they had become permissible.”s Later he writes that the restric-
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tions imposed on women were transformed into collective fantasies about public
order, sexuality, and violence, as well as notions of family as sanctuary. When
sanctions against women’s movement were lifted, these fantasies vanished from
public discourse, “but survived in the intimate family circle as available themes to
be elaborated into a particular agoraphobic relationship”, becoming the “cultural
heritage of later generations.”s In other words, agoraphobia was a particular way
of managing relational conflicts within the matrimonial family, a method that
recreates the 19t century bourgeois family, as well as “an inexplicable anxiety to
guide its actions and to protect its ways.””

As we shall see later in the thesis, de Swaan is quite right to make a link
between agoraphobia (at least in its earliest formations) and 19th century bour-
geois sensibilities. Yet de Swaan’s argument is also somewhat narrow in that he
glosses over some important details that otherwise are not explained by his ar-
gument. Specifically, he talks about the proto-professionalisation of psychother-
apy, but tends to limit his definition of psychotherapy unproblematically to psy-
choanalysis, sans any professional and disciplinary struggles. In the period that
de Swaan emphasises, i.e., the last decades of the 19th century, Freudian psycho-
analysis was only just emerging, and was met with widely documented resistance.
De Swaan also states that after Westphal's article in 1872, an article concerned
entirely with men, “women patients soon followed, constituting a large majority
of agoraphobic patients at that time.”® Perhaps this strong majority was evident
in non-English-language publications, but in the English-language literature this
was decidedly not the case, given that the increase in prevalence among women

did not begin until well after World War I. His argument that the current preva-
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lence of agoraphobia in women is a cultural inheritance of 19t century sexual
mores does not account for the four decades that men displayed these symptoms
more than did women. Finally, the notion that agoraphobia reflects an inherited
collective preoccupation with 19th century ideas about gender and class-
appropriate behaviours glosses over the important shifts in psychiatry and society
that have taken place over the last century. The agoraphobia of today is presented
as though it was merely a cultural hangover. De Swaan’s analysis is nonetheless
incisive in its connecting emotional and intimate relations with societal change,
or in the words of C. Wright Mills, private troubles with public issues.

Another publication released shortly after de Swaan’s was also concerned
with gender inequality, but was less persuasive. Robert Seidenberg and Karen
DeCrow wrote their Women Who Marry Houses in order to highlight “the point
of why peaple, especially women, ... might be agoraphobic.”® That point, they ar-
gued, was that in a culture that “has consistently doled out punishment to women
who travel away from home,” some women, “sensing the existential irony of their
situation,” refuse to leave home zltogether. As a “paradigm for the historical in-
timidation and oppression of women,” agoraphobia may well be a “work strike”
against the expectations of the housewife disguised as a “caricature of feminin-
ity.”e Indeed, agoraphobics may be “the most completely uncompromising femi-
nists of our times [...] Sensing that they are not welcome in the outside world,
they have come to terms with their own sense of pride by not setting foot on land
that is deemed alien and hostile.” Critical of drug and behaviour therapies (Sei-
denberg, not surprisingly, is an analyst), they contend that until gender oppres-

sion, sex role stereotypes, and societal intimidation of women are addressed, ago-
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raphobes will continue to respond with “their so-called neuroticism ... a strong
personal political statement about their own plight in a restrictive society.” 12

Seidenberg and DeCrow touch on many important aspects of agoraphobia,
including, for example, shopping, marriage, the different therapies, private and
public spheres, and the role of experts in the construction of gender. It is clear
that their way of thinking about women and mental disease served an important
purpose at the time they were writing; the DSM had made its mark by then, and
an increasing social consciousness of the politics of women’s treatment in the
hands of psychiatrists was emerging. Unfortunately, their dogmatic and polemi-
cal approach obscures their argument. They draw very little on the actual medical
literature, and imbue “woman” (who has no race or class) with an invariable set
of essential characteristics, not the least of which is her docility, even as she en-
gages in agoraphobic (if petulant) dissent. Their world is simplistically bifurcated
into victims and oppressors, rendering their argument for agoraphobia as protest
somewhat contradictory and unsophisticated. I hope to demonstrate that the
gendered politics of agoraphobia were and are more complex than this.

Joy Reeves and Stephen Austin’s argument also concerns gender inequal-
ity, but theirs is not quite so one-dimensional as Seidenberg and DeCrow’s.
Reeves and Austin contend that the models used by health practitioners who
treat agoraphobia could be improved by incorporating a feminist sociological
perspective because what is fundamentally at issue is the degree of sex inequality
in society. Following C. Wright Mills’ emphasis on biography and history, they
start by examining the early days of agoraphobia, when agoraphobics were pre-

dominantly men, concluding that this “perception may have existed because the
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gender stereotype of women was consistent with the behavior of female agora-
phobics.” Women “who exaggerated their feminine roles were perceived by oth-
ers as within the ‘normal’ range of acceptable behavior.”3 Reeves and Austin’s
insights continue when they suggest that 1gth century women were more likely to
seek comfort from their women friends rather than from male doctors, “thus ob-
scuring objective recognition and official recording of her condition.”

Although it is a minor point, I take issue with their uncritical equation of
doctors with objectivity. Still, to their credit, they do underscore the point that
diseases do not exist meaningfully until doctors name them. Additionally, given
the significant body of historical literature on female friendships in the 19t cen-
tury, [ do think Reeves énd Austin’s explanation for the gender disparity in re-
ports of this disease is at least plausible. Where their argument deteriorates
somewhat is, as with Seidenberg and DeCrow, in their unproblematic assumption
that femininity and agoraphobia are uniform and stable categories and that
power can only be oppressive, working only to victimise women. They are correct
to emphasise structural considerations otherwise not entertained within psy-
chiatry, but they do so at the expense of certain other, more fundamental issues.
These include the process of dichotomous classification of both disease and gen-
der, as well as the need to understand power differently, as productive and not
only oppressive, as they present ii. I agree with Reeves and Austin when they say
a psychiatry inclusive of social and political issues would be more effective in the
treatment of agoraphobia.! I contend, however, that these social and political is-

sues have to go beyond a bifurcated model of sex stratification.
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Ann Toni Brown also works within the same framework, arguing that ago-
raphobia in women is due to decreased rights relative to men.'s Brown examines
how 70 agoraphobics (62 women, 8 men) cope with their agoraphobia through
different help-seeking behaviours based in the separation of modern social life
into private and public spheres. She demonstrates that agoraphobia can “be bet-
ter understood through exposition of the social meaning and determinants of the
sufferers’ characteristic fears and coping strategies.”:¢ Her study illustrates the
fact that “agoraphobic individuals suffer from profound anxiety about the subse-
quent problems for their normatively proper behaviour and role duties.” The tac-
tics they employ “aim to avoid risky ... public situations with the minimum of
normative contravention.”7 Brown contends that no woman, let alone agorapho-
bic women, has an easy time entering public life and that this is why more women
become agoraphobic in the first place:

Obviously ... women’s greater vulnerability to agoraphobia will be solved

in the long run by changes in gender ideologies and arrangements allowing

women to participate fully and equally in public life. But this is something
of a universal panacea, meaning so much that it means almost nothing,
and certainly nothing for agoraphobic women trapped in the here and
now.!8
As a solution she offers, however cautiously, “a judicious measure of feminist
consciousness raising in the social management of agoraphobia.” She stresses
“judicious’ because it is important not to replace one set of alienating practices
and ideologies (medicine) with another (radical feminism), which will not be ac-
cepted by the majority of women sufferers.:9

Like the others, Brown is correct to consider agoraphobia in the light of

gender politics, and especially with evidence from the sufferers themselves. Jux-
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taposed together, her work and mine constitute an interesting contrast, consid-
ering that the voice of patients is almost never heard in the literature that I ex-
amine.20 Our work also differs in another respect: Brown’s objective is to facili-
tate improved treatment through the redress of the “sick conformity to gender
stereotype[s]” that constitutes agoraphobia. I too hope to have a positive effect on
women’s lives, however I contend that the category of agoraphobia itself and the
practices surrounding it need to be challenged. Specifically, there tends to be in
all of the texts discussed so far an uncritical acceptance of these bifurcated cate-
gories ~ the normal and pathological, private and public, masculine and feminine
— as stable and monolithic.

The complexity and instability of this kind of thinking begins to be ad-
dressed by Carol Brooks Gardner who observes some striking similarities of atti-
tude and activities between agoraphobic and non-agoraphobic women.2 Using
participant-observation and in-depth interviews, Gardner studies how these two
groups modify their behaviour in public places — agoraphobics in the name of
panic prevention, and non-agoraphobics in the name of crime prevention. She
finds that both groups use similar behavioural tactics, including absenting them-
selves from public places, bringing a companion, mental mapping of safe and un-
safe areas of the city, and using cover stories so as not to appear ridiculous.
Gardner argues that “the similar conduct of individuals labelled ‘pathological’
and ‘normal’ indicates both the rationality of agoraphobics and the extreme be-
haviors that nonphobic women must enact.”22 Women and men “are culturally
predisposed to understand public territories in different ways and ... there is am-

ple warrant for women’s distrust of public places.”23 Thus agoraphobic avoidance
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of public places simply highlights the typical measures that non-agoraphobic
women take, for there are good reasons for staying home if one is a woman and
“agoraphobia draws on and exacerbates these tendencies.” She goes on to say that
“although the source of fear is different ... women’s descriptions of their actual
practices often blur the boundaries between the nonphobic and phobic.”24

Indeed, Gardner’s calling into question the private and public, and the
normal and pathological — central dichotomies at work in both the experience
and classification of agoraphobia - is a great strength of her study. Her finding
that non-agoraphobic women employ many of the same tactics that agoraphobic
women do underscores the cultural bind that women find themselves in: to be
afraid of public places is a proper gendered fear and women should conduct
themselves accordingly. (It is ironic that women tend to accommodate more
readily the informal controls on their movement, even though it is men, having
more freedom to walk the streets and therefore a greater presence there, who are
actually more likely to be attacked in public space.25) Thus, agoraphobia illus-
trates the cultural sanctions against women's freedom of movement and destabi-
lises the rigid split between the “normal” and the “pathological.” I am not sure,
however, how well the argument holds in the reverse. That is, in none of the
medical literature is there any suggestion that what agoraphobic women are
afraid of is crime. Rather, they generally seem to be more afraid of themselves
and especially the possibility that they will panic in an “unsafe” place. Still,
Gardner’s work does provide a place to begin critically assessing the question of
what is “normal” gendered behaviour and what this might have to do with the

category of agoraphobia.
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In her sociology thesis on agoraphobia, Kathleen McSpurren also takes up
the issue of gender roles, arguing that agoraphobia is an expression of different
psychiatric perspectives on gender.26 Tracing the history of agoraphobia through
some of the same medical literature that I do and situating it within a medical
and cultural context of rampant hysteria and neurasthenia, McSpurren argues
that the normative construction of gender has changed over the lifetime of this
disease. Each of the branches of psychiatry (medicine, psychoanalysis, cogntive-
behaviourism), moreover, has mobilised these culturally and historically-specific
constructs differently (in form but not in content) within their respective litera-
tures. She takes issue with the tendency of all of them to interpret agoraphobia in
ways that render these women passively compliant with the rules of femininity,
as reproducing ideal feminine behaviour. In other words, she argues that the di-
agnostic category has “served to confirm the social construction of femininity.”27

Following Susan Bordo’s thesis on anorexia and clearly influenced by Sei-
denberg and DeCrow, she contends that agoraphobia ought to be seen as an em-
bodied “protest against the limits and confinement of femininity by taking the
ideals of domesticity and dependence” to the extreme. 28 McSpurren’s is a definite
advance over Seidenberg and DeCrow in that she avoids polemic and marshals
much convincing evidence from the psychiatric literature to support her argu-
ment. But I hope to show in my own thesis that while normative ideas about gen-
der have certainly played an important part in the history and embodiment of
agoraphobia (both in terms of its invention and re-gendering), other critical fac-
tors are important to consider as well. Not the least of these is the history, influ-

ence, and politics of the DSM and the cultural and psychiatric imperative of clas-
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sification imposed by and reflected therein. Bordo, and by implication McSpur-
ren, conceptualise anorexia and agoraphobia as embodied expressions of a
pathological culture. I agree that pathology is a reflection of culture ~ indeed, I
quote Bordo’s insightful remarlé to this effect in my introduction. But I hope to
show that agoraphobia is also an expression of certain practices, namely, classifi-
cation and representation, and that these practices have been inconsistent and
unstable. McSpurren recognises the link between shifts in psychiatry and shifts in
the construction of gender, there is still a tendency in her argument, however, to
accept the category of agoraphobia itself as uniform and stable. As well, she util-
ises psychiatric literature to make her case, but takes for granted the role played
by the very act of writing up publications about patients. I interrogate that role,
especially in terms of the embodiment of patients as agoraphobic subjects, an is-
sue I take up in Chapter 10. I hope to show that these documents are not merely
sources of evidence about agoraphobia (and gender). As representations, they are
also among its conditions of possibility.

Gender inequality is not the only concern among writers interested in ago-
raphobia and Lisa Capps and Elinor Ochs, a clinical psychologist and a linguist,
examine the important relationship between representation and the category of
agoraphobia. They argue that by “simply attending to how persons around them
are representing and constructing their world through language,” it is possible
to understand agoraphobia as a socialised communicative disorder. Sensing that
“more attention needs to be paid to how agoraphobic persons talk about them-
selves and their experiences,” the authors closely following the life of one agora-

phobic woman ~ Meg — and demonstrate that the “stories people tell construct
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who they are and how they view the world.”3° In other words, the agoraphobic
person uses language to construct her own abnormality, to participate in her own
agoraphobi-fication, both reinforcing and drawing on extant psychiatric catego-
ries and assumptions: “We describe Meg as agoraphobic because she consistently
labels herself in this way. She even chooses descriptors that match criteria found
in the Diagnostic and Statistical Manual of Mental Disorders...”3! They add later
on:
Listen to Meg’s words for the dominant version of her suffering, but probe
beneath the surface to apprehend a subjugated version, one that articu-
lates an alternative, conflicting world view. This subjugated world view is
not recognized in the official discourse of The Diagnostic and Statistical
Manual of Mental Disorders. Nor is it fully recognized by the storyteller
herself.32
The stories Meg told them contained within them “socializing messages about
fears, control, dependence, irrationality and/or other symptoms of this most de-
bilitating disorder.”33 Capps and Ochs conclude that agoraphobics construct and
reconstruct themselves in the ways that they talk about and make sense of them-
selves, and that this is how anxiety is passed along through generations. Capps
and Ochs also demonstrate the sense that agoraphobia is a category of knowledge
and the DSM its “official version” through which patients are filtered, something
I also pursue in this thesis. In contrast with their examination of how Meg sees
herself through the lens of her own representations, my aim is to examine how

medical representations serve a parallel and related purpose, that is, in the con-

struction of agoraphobia as a normative category.
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Other Literature Informing The Research
The Social Conditions of Modernity

De Swaan, McSpurren, and Reeves and Austin underscore the need to study ago-
raphobia in historical perspective. Like them, I also examine how agoraphobia
was enabled in the first place, and I focus in particular on the social conditions of
modernity. Classical social thinkers such as Emile Durkheim, Karl Marx, Max
Weber, Georg Simmel, and Ferdinand Tonnies demonstrate in their writing a
generalised anxiety about the changes of modernity and their effect on the indi-
vidual psyche. Implicit in these ideas is a sense of nostalgia for more pastoral
earlier times, a sentiment echoed within the psychiatric literature.24 Building es-
pecially on Freud and Simmel, Benjamin describes (though in more positive
terms than the others) the fast pace of modern urban living, with its crowds, dis-
plays, and commodities available (and necessary) for purchase. He reflects on the
bourgeois demarcation of private from public life, the establishment of the family
home as a sanctuary, away from the perils outside its walls.35

All of these ideas are suggestive of the possibility that the sea changes of
modernity were accompanied by a difficulty of adjustment. Individual citizens
had substantive reasons to become anxious, and out of their anxiety doctors and
social theorists accumulated the evidence they needed to bolster their concerns
about the direction in which society was heading. Ifldeed, at the core of this dis-
course about individual anxiety was an anxiety about social order and the notion
that with all these social changes the health of society itself was becoming in-
creasingly jeopardised.36 Critical factors in this discourse were issues of race,

class, and gender; as Rebecca Herzig and Laura Briggs demonstrate, notions
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about civilisation and savagery were profoundly interconnected with normative
medical conceptions of health and pathology.3” Bert Hansen and Mary Poovey
also show how written medical discourse served as an important and powerful
forum for constructing the Other,3® while Michéle Barrett and Kathryn Mont-
gomery Hunter together underscore the nebulous boundary between (medical)

truth and (cultural) narrative.39

The Classification and Representation of Disease (Concepts)

This study of agoraphobia draws on several other analyses of specific diseases, as
well as the concept of disease itself. Briefly, my point of departure is the idea that
disease concepts are socially constructed, shifting, contingent, and plural. An-
nemarie Mol’s work on atheroscleroses+ and hypoglycaemia+! (this with John
Law), alongside that of Marc Berg and Geoffrey Bowker,4* demonstrate the plu-
rality of disease. As Mol argues, for example, “Atherosclerosis isn’t one, but many
[...] The ontology incorporated and enacted in the diagnosis, treatment, and pre-
vention of atherosclerosis is multiple.”s3 Together with Law they argue that the
diverse practices associated with a particular disease subsequently enact it multi-
ply. As they write, “there are various enactments of hypoglycaemia. To put it pro-
vocatively: there are various hypoglycaemias — with an —s, however unconven-
tional.”++ Focusing on patients’ medical records, Berg and Bowker argue some-
thing similar: “different records ... are intertwined with the production of differ-
ent patients’ bodies.”5 I draw on their ideas when I assume that medical articles

have a parallel implication.
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The multiple nature of individual diseases makes them somewhat unruly,
however, giving rise to a compulsion to contain them within classification sys-
tems. The impulse to classify is not exclusive to medicine — indeed, we must clas-
sify constantly just in order to be able to carry out even the most trivial and mun-
dane tasks. To cook, for example, we need to differentiate the top of the stove
from its inside, flour from sugar, a rapid boil from a simmer. When we get
dressed we know that socks are in the sock drawer, and pants are hanging in the
closet. To be sure, classifications help us get through the day.

But, entangled within power relations, classification can also become quite
problematic, as when we differentiate Blacks from Whites, women from men,
homosexuals from heterosexuals, the sane from the insane. All of these bifurca-
tions entail the normative creation and exclusion of a constitutive Other and as
dichotomous constructions, none are able to account for the space(s) in-between,
the people who do not quite fit into either extreme. Interestingly, it turns out that
due to the shifting and contingent nature of norms and classifications, this turns
out to be everyone.s¢ Ludwik Fleck demonstrated as early as 1927 that no two
clinical pictures are alike and that no strict boundary between what is healthy and
diseased exists. Rather, medical thinking produces ideal types around which
phenomena are grouped without complete correspondence.47 Much more re-
cently, Judith Butler similarly illuminates how the performance or repetition of
the norms implied by classifications is never quite the same each time, and why
they constantly have to be reasserted.+8 Bowker and Star, through their incisive
discussion of the normative International Classification of Disease, provide a

map for critiquing classification in general and the Diagnostic and Statistical
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Manual of Mental Disorders in particular, especially alongside works by
Kutchins and Kirk who highlight the politics and inconsistencies of the DSM. so
These authors all help me to show that even what seems like the best classifica-
tion system cannot manage the non-compliance of disease concepts, or the peo-
ple they represent.

The non-compliance of disease concepts derives in part from their con-
structedness. Taken together, the work of such scholars as Fleck, Georges Can-
guilhem, Allan Young, Ian Hacking and Bruno Latour each convincingly contrib-
utes to a picture of disease ideas as humanly invented and agreed upon knowl-
edges that are, therefore, subject to scrutiny. Latour describes the material aspect
of fact or disease-building. He shows, for example, how a fact, a solid instance of
knowledge, develops through such things as the writing of scientific articles, the
recruitment of allies, laboratory work, the accumulation of financial resources,
and so forth.5t His ideas are especially resonant in terms of the most recent his-
tory of agoraphobia with its emphasis on research.

The processes into which the fate of a claim is so tightly bound, though,
are not exclusively material (in the strict sense). Canguilhem offers an epistemol-
ogy of health and medicine organised around the central distinction between the
normal and the pathological, taking medicine to be a science of norms.52 And as
Fleck writes in his study of syphilis, “The concept of syphilis must be investigated
like any other case in the history of ideas, as being a result of the development
and confluence of several lines of collective thought.”s3 The scientist’s phenom-
ena are the product of “technologies, practices, and preconditioned ways of see-

ing."s+ Medical facts are perceived to be timeless and seamiess discoveries, but
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supporting them is a “harmony of illusions” that solidifies their transformation
from “hazy ideas” to “rigid structures”.ss As Young writes in his analysis of the
history of Post-Traumatic Stress Disorder [PTSD]:

The disorder is not timeless, nor does it possess an intrinsic unity. Rather,
it is glued together by the practices, technologies, and narratives with
which it is diagnosed, studied, treated, and represented and by the various
interests, institutions, and moral arguments that mobilized these efforts
and resources.3%

To argue that facts — diseases — are constructed, is to speak to how we ap-
prehend them. Thus I agree with Hacking who argues in his study of multiple
personality disorder that to say that diseases are historically and collectively con-
stituted — constructed ~ is not to say that they are not real. As he writes:

Is multiple personality a real disorder as opposed to a product of social
circumstances, a culturally permissible way to express distress or unhap-
piness? That question makes a presupposition that we should reject. It im-
plies that there is an important contrast between being a real disorder and
being a product of social circumstances. [...] [We] must allow a place for
historically constituted illness.s?

Returning to Young again, he argues something very similar regarding his study
of PTSD:

If, as T am claiming, PTSD is a historical product, does this mean that it is
not reai? [...] On the contrary, the reality of PTSD is confirmed empirically
by its place in people’s lives, by their experiences and convictions, and by
the personal and collective investments that have been made into it. My
job as an ethnographer of PTSD is not to deny its reality but to explain
how it and its traumatic memory have been made real, to describe the
mechanisms through which these phenomena penetrate people’s life
worlds, acquire facticity, and shape the self-knowledge of patients, clini-
cians, and researchers.s8

To these remarks I add that we must also allow a place for the role played by rep-
resentation. That is, no disease (or anything, for that matter) can be apprehended

outside of its representation which occurs primarily through language, neither

3



within one’s own mind nor on the pages of a psychiatric text. Representation is
central to the production of meaning; it is the grid through which we can know
anything and make sense of everything. And when it comes to representing the
“mad,” as Sander Gilman argues, the images — visual and linguistic — that we
construct of the patient are “always a playing out of [the desire to demarcate]
between ourselves and the chaos represented in culture by disease.”ss The DSM

and the literature it engenders illustrate Gilman's point exceedingly well.

Disease and Embodiment

The study of (a) disease also takes us into literature on the body, since, of course,
this is where diseases happen. Although a particularly fashionable area of schol-
arship lately, the body has arguably been a significant theme within sociology
since its early classical days. Anthony Synnott observes, for example, a “working”
body in Marx and Engels, a “sacrificed” body in Durkheim, an “ascetic” body in
Weber, and a “sentient” body in Simmel.t° Chris Shilling describes the body in
sociology along similar lines as an “absent presence”: absent because social the-
ory is disembodied, and present because sociology has always been concerned
with the ways in which embodied subjects have externalised, objectified, and in-
ternalised social institutions.s' Williams and Bendelow follow their lead, arguing
that “despite ritualistic cries of bodily neglect, [...] [m]uch of the sociological lit-
erature ... just needs re-reading in a new, more corporeal, light,” that is, against
the dualistic grain of the mind-body split that sociology inherited from the lega-

cies of Plato, Aristotle, and Descartes.52
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This mind-body dualism, arbitrary yet so central in Western thought and
especially medicine, is one that I do not accept (or pursue in this thesis).63 In-
deed, agoraphobia is perhaps one of the finest examples of its conceptual inade-
quacy because, as Shilling so aptly puts it, the mind is inextricable from the body
“as a result of the mind’s location within the body.”$4 And in the context of men-
tal disease, the bifurcation of mind and body is not a useful tool for trying to
make sense of things. As Andrew Strathern writes:

The conundrum of mental illness is ... simply an artifact of what we may

call the Cartesian compromise between the impulses toward religion and

science. Once we recognize that there is 2 mental component in all bodily

states and, conversely, a physical component in all mental states, the

boundary between mental and other illnesses disappears.s
Moreover, the dualism has also always been an insidious way of legitimising the
exclusion of women from many arenas of social life, which is largely why the body
has been, especially recently, a burgeoning area of feminist scholarship. Femi-
nists have initiated many challenges against the oppressive and hierarchical
equation of women with the body, nature, and reproduction, and the privileged
equation of men with the mind, culture, and rationality.

Foucault’s work has had an especially important part to play in this schol-
arship, cutting through the dualism with his studies of how certain social institu-
tions have historically exercised power over human bodies through discursive
practices and the deployment of knowledge — what he refers to as “bio-power.”
Foucault asked how things worked to control “docile bodies”: “How does one
punish?”; “What truths are at work?”; “How are divisions operated?”56 He appre-

hends the body as the surface upon which historically specific discursive forces

are played out, and the task of genealogy is “to expose a body totally imprinted by
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history and the process of history’s destruction of the body.”é7 Bodies are thus
materialised through “truth regimes” and relations of power/knowledge; the
body is both the target and instrument of power, the medium on and through
which power functions.

Foucault’s ideas have enabled feminists to theorise women’s oppression
and gendered bodies as socially constructed — as constituted effects rather than
naturally given causes. But feminists have also discovered limitations with Fou-
cauit’s work on the body. He tends to treat the body as monolithic, as if women
and men were the same and have the same relationships to the characteristic in-
stitutions of modern life.68 And in emphasising the effects of power, he reduces
social agents to passive or docile bodies caught in the grip of an inexorable disci-
plinary power.59

I maintain that Foucault is a good place to begin a theory of the body. Fou-
cault asks and enables new kinds of questions: his genealogical work and his con-
ceptualisation of the relations between knowledge, power, and subjectivity enable
me to conceptualise agoraphobia as a kind of truth deployed in the production
and government of bodies. That said, I can also see possibilities beyond Fou-
cault’s conception of bodies that is limited to a view of them as the outcome of
discursive practices. I put forward a conception of bodies that accounts for the
inextricability of the discursive and the material. This “epistemontology”? of the
body includes both the enactments (a la Mol and Law) of agoraphobia in and by
medical articles, and the reiteration (a la Butler) of normative categories within

these texts.



With the above texts and issues as my backdrop, I seek to answer the fol-
lowing questions in this dissertation: What were the conditions of possibility of
agoraphobia and its (re)gendering? How have shifts in psychiatric and cultural
terrain been implicated in the history of this disease? How do the processes of
psychiatric classification both draw from and reinforce the social fabric? And fi-
nally, how might agoraphobia be “read” not only as a disease phenomenon, but
also as a social theory? In addressing these concerns I hope to offer a socio-

cultural history of this disease. I turn now to the methodology of my study.

35



Notes
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Chapter 3
Method and Methodology

In his essay “Genealogy and Social Criticism,” Foucault observes an “increasing
vulnerability” in recent years to “criticism of things, institutions, practices, dis-
courses.” He remarks that the “inhibiting effect of global, totalitarian theories”
has become evident, as well as a “certain fragility” in “the very bedrock of exis-
tence,” especially those “aspects of it that are most familiar, most solid and most
intimately related to our bodies and to our everyday behaviour.”* Foucault’s own
work has contributed greatly to this “insurrection of subjugated knowledges,” this
emergent interest in “historical contents that have been buried and disguised in a
functionalist coherence or formal systematisation.” He offers a genealogy of
knowledge, a history of the centralised production of theories within privileged
regimes of thought.2

Though he would not say he had a method per se, I follow Foucault’s ge-
nealogical approach by assessing critically the totalising role of psychiatric prac-
tices and discourses in the production of agoraphobia. My aim is to disrupt those
aspects of this disorder that are taken-for-granted, especially the stability and
authority of psychiatric knowledge and the “historical contents ... buried and dis-
guised.”s Specifically, I am interested in the processes by which social categories
are naturalised within and by psychiatry, and my objective methodologically is to
trace these extant categories genealogically, as historical formations, in order to
probiematise their apparent self-evidence. As Foucault writes: “It’s a matter of
shaking this false self-evidence, of demonstrating its precariousness, of making

visible not its arbitrariness, but its complex interconnection with a multiplicity of
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historical processes.”s Such a poststructuralist approach can reveal how domi-
nant rationalities — such as psychiatry — are deployed as technologies of power:
“how forms of rationality inscribe themselves in practices or systems of practices,
and what role they play within them.”s

It is arguable that several methodologies would have suited a sociological
study of agoraphobia, including, for example, qualitative interviewing, surveys,
participant-observation, ethnography, and, of course, statistics based on any or
all of these. Interviewing would certainly have been the best way to get at suffer-
ers’ own accounts of their experiences, allowing for a depth of meaning and in-
terpretation unavailable through other methods. (That said, I equally could have
interviewed psychiatrists.) The open-endedness of interviews, however, would
have come at the cost of a lack of definition and possibly even codeability of the
information coilected. Surveys would have ensured strong reliability through
standardisation, but they tend to decontextualise the subject matter from social
life, imposing a sterile, impersonal and rigid framework that is unsuitable for ex-
ploring the social at its most complex. Both participant-observation and ethnog-
raphy would have allowed a thesis about agoraphobia as a culture, enabling an
understanding of the meaning that both sufferers and practitioners assign its
various facets. But both methods would have restricted the study to a small sam-
pie group, since I could have shadowed only one housebound person or one
practitioner at a time. Conversely, I could have attended support groups, for ex-
ample, which would have permitted the monitoring of several agoraphobic indi-
viduals. The drawback here, however, is that the data would only have reflected

the meanings and experiences of those who actually make it out of their homes
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and of the one facilitator in charge of the group. Further, participant-observation
and ethnography (and interviews for that matter) provide an opening for the
awkward position of pseudo-therapist. Both of these methods also raise ethical
issues stemming from the sensitive nature of mental illness, the possible intru-
sion on doctor-patient confidentiality and the opportunism inherent in re-
searching the suffering of individuals. Yet, all of the above methods would have
permitted the study of agoraphobia from the perspective of patients, an impor-
tant contribution at the present time, especially when the medical literature is
completely devoid of patients’ own voice(s).

My interest, however, in agoraphobia is twofold: 1) I am interested in its
historical context — which none of these methods would have permitted. Follow-
ing Foucauit, I hope to illuminate the conditions of agoraphobia’s continued pos-
sibility, and this requires tracing its history since it was first named through to
the present in its psychiatric and cultural context. And 2) [ am interested in its
mobilisation in and through medical texts, because these texts have always con-
stituted a central venue for doctors to dialogue with one another about disease.
Journal articles are highly valued within the profession, as they are crucial to the
implementation of medical work. In addition to being professionally important,
journal articles are also “vivid documents of social history,”¢ thus constituting an
essential site for exploring the processes that Foucault describes. I take these
materials as empirically viable indications of the material and discursive prac-
tices and social relations involved in the emergence of agoraphobic patients.
Medical articles are indispensable historical artefacts, each with many possible

stories to tell and very much a part of this pathology’s history.
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To this end, I examine psychiatric articles on agoraphobia, taking them as
representative of the ideas held about this disorder in terms of its symptoms,
treatment, causation, and its classifiability. Like Foucault, I ask not what, but
how cultural categories have been deployed through this history and how they
have been “capable of being accepted at a certain moment”.7 [ explore the cultural
assumptions that inform psychiatric writing, such as dichotomous ideas about
gender, and especially the question of what it means, both medically and cultur-
ally, to be “normal” and “pathological.” Social theories help to contextualise these
representations and to expose their scientific — but still deeply social — underpin-
nings, and they illuminate how the invention and re-invention of agoraphobia
has, in Mary Poovey’s words, historically “performed critical ideological work.”8
Medical texts are revealed as an important arena where values, meanings, and
identities are negotiated,? and a space is thereby also created for the political
claims of those marginalised by the dominant categories of knowledge contained
within them.

The main source of data for this project has been journal articles written
about agoraphobia since the article published by Westphal in 1871. I restricted
my search to English-language articles only, which has largely meant a focus on
British and American psychiatry, though I do include translated articles when-
ever available. In the last two to three decades especially, the discourse on agora-
phobia has become more international, though it is important to note that the
discourse continues to be oriented particularly to Western concerns and experi-

€nces.
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I began collecting article references by manually combing through the In-~
dex Medicus, a paper index to current published medical literature of the world.
Its first volume was published in 1879 but it included the literature that followed
Westphal's “Die Agoraphobie” of 1871. I used the Index to find literature pub-
lished between 1871 and 1965, looking under “agoraphobia” and its related terms,
including anxiety, fear, panic, phobia, neurosis, phobic disorders, diseases of the
nervous system, claustrophobia, cenophobia, kenophobia, topophobia, neuras-
thenia, neurology, phobic disorders, and so forth. Some additional references
were also found within the bibliographies of articles catalogned in the Index. I
also collected dictionary definitions (the oldest from 1882) in order to compare;
they were not especially helpful, though, largely because over time they became
extremely short. They did however provide me with synonyms (e.g., cenophobia,
kenophobia) for the term agoraphobia that I otherwise would not have discov-
ered. As it turned out, practitioners did not use these synonyms and I found no
articles when I searched for them in the Index.

All told, I found approximately 130 relevant publications between the
years 1871 and 1965.'¢ [ divided the literature chronologically according to natu-
ral breaks in the literature, and wrote several discrete chapters accordingly. This
meant that thematically speaking, medical, psychoanalytic, and behaviourist lit-
erature appeared all together, in:all the chapters. Eventually, however, it was de-
cided that organising these chapters thematically rather than chronologically, de-
spite the overlaps, would make more sense, especially since their peaks came in

different periods. Hence, the reader will find what are now Chapters 4 through 7
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(medical literature, psychoanalysis, behaviourism, and the history of the DSM, in
that order).

For articles published between 1966 and the present, I took a different ap-
proach. I stopped using the Index Medicus and switched to Medline, the online
catalogue of medical literature, because it includes articles published since 1966,
and because publishing in the last few decades has expanded enormously and
computerised searching was expected to save a great deal of time (which it did). A
broad search done through the US National Library of Medicine’s PubMed web-
site in October of 2000, that is, simply the term “agoraphobia” with no limits
other than language of publication, turned up 899 references, nearly all of which
were published after 1980, the year that the DSM-III was released. ! I separated
out the references (approximately 40) to articles published between 1966 and
1980 and wrote a chapter based on them alone. (Once the chapters were re-
organised thematically, the contents of this chapter were appropriately relo-
cated.)

Given the high number of references remaining between 1980 and the pre-
sent (that is, 850+), my initial plan was to read only articles published in every
fifth year, but it became apparent that this method may have excluded interesting
and noteworthy evidence published in “off” years. [ decided instead to base my
selection on the titles and abstracts of the articles. Thus I first downloaded all of
the references and abstracts (whenever available) in order to get a sense of the
landscape. I sorted the references thematically and some of the themes that sur-

faced included:
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physiological and psychological characteristics
drug therapy

cognitive-behaviour therapy

drugs and cognitive-behaviour therapy together
agoraphobia, depression, and other conditions
symptoms/diagnosis/aetiology/classification
marriage and family relations

heredity

nursing

children

agoraphobia and other conditions

I then went through each “pile”, choosing articles according to emergent themes,
relevance to my topic, and the law of diminishing returns. (For example, I did not
need to read all of the articles on the anti-depressant imipramine to know that it
has been widely used in the treatment of agoraphobia.) I read a total of 370 arti-
cles, but not without some disquiet.

Despite the obvious dominance of some themes (especially drugs, behav-
iour therapy, physiological and psychological characteristics, and symptoms, di-
agnosis, aetiology and classification), managing the large amount of literature in
this period (1980 to the present) was particularly complicated. Although a rela-
tionship between the release of DSM-III in 1980 and the scope, tone, and amount
of literature published since then was evident, the task of sorting the articles was
counter-intuitive to the strong sense I had already developed by this point that
the classification of agoraphobia was extremely problematic. Yet here I found
myself with the need to classify (however loosely and inconsistently) the articles
written about it in order to proceed with my research. Needless to say, the divi-

sions I assigned to the literature were arbitrary, but knowing of no other way to



manage the huge number of references, I continued sorting and summarising the
literature in terms of its emergent themes.

Near the end of this process, I began to realise that pulling all of these
themes into a coherent and interesting chapter was going to be as complicated as
delineating the themes had been in the first place. I found myself especially at a
loss for what to do with articles that seemed purely descriptive rather than con-
cerned to address questions of treatment and causation. This was no small prob-
lem considering that articles of this nature comprised one of the biggest themes
(next to pharmaceuticals and behaviour therapies).

As the point of so much descriptive research literature continued to elude
me, [ informally interviewed a cognitive psychologist and a physiologist. (I chose
them on the basis of their research interests which seemed in both respects to
overlap somewhat with the literature that I was examining.) I specifically asked
them to explain the purpose of descriptive research and to account for its abun-
dance. They both said that overall, research of this type is done in order to de-
lineate the phenomenology of disease (their signs and symptoms), the causation
of disease, and in order to develop and target appropriate treatments. Although
stunningly obvious, this clarified things immensely, and I decided to organise
Chapter 8 (which concerns the literature published after 1980) using these three
medical concerns as my guide.!2

Following the extensive review of the medical literature, I turned to the
cultural literature in order to situate the medical literature in a more critical and
sociological context. This literature also helped bridge the fault-line inevitably

created by choosing to approach this study thematically rather than strictly
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chronologically. That is to say, on some level I did set out to write a traditional
history of agoraphobia from the time it was named until the present. Doing so
permitted an overview of agoraphobia in the context of psychiatry as a profes-
sional discipline, with shifting emphases and allegiances. But I also wanted to
write a more self-conscious history, looking not for the truth of agoraphobia per
se, but rather, for answers to sociological questions about its cultural emergence
and persistence, and the extent to which social theories and medical theories
have historically overlapped and interconnected.

To this end, I attempt to stay as close as possible to the language used by
doctors. Since one of the main objectives of this work is to provide a cultural
analysis of these texts, attention to the actual words that these writers used is
necessary so that the sociality of the clinical discourse will become evident. In my
effort to stay as close as possible to the language that doctors employ, however, I
use a number of terms interchangeably, especially disease, disorder, syndrome,
symptom, pathology, as well as agoraphobia and panic, and I do so because the
doctors do. This means, for example, that in one passage describing a particular
article [ may use one particular term, while in the next, if it concerns an article
using a different term, I will follow the second usage. (As it turns out, many arti-
cles use more than one term within them.) While this may be confusing, it helps
illustrate, in part, the extent to which agoraphobia has been, despite its relative
consistency of symptoms, a remarkably unstable category.

Concerning stylistic decisions, I also attempt to do justice to the various
disciplines within psychiatric practice, namely medicine, psychoanalysis, and

psychology, by dedicating one chapter to each — at least up until the literature
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published after the watershed of 1980. I suspect that academic psychologists
would be the most offended by this, but I often use the words “doctor”, “psychia-
trist”, and “medicine” to include psychologists who often are themselves MDs,
but sometimes not. In addition, their work is considered medical to the extent
that Medline catalogues it. Meaning no professional disrespect to psychologists, I
therefore choose not to distinguish between them wherever the point I wish to
make allows for such glossing over. Similarly, I sometimes also use “clinician,”
“physician,” “practitioner” and “doctor” when sometimes, technically speaking, I
mean “researcher” (the latter being a more relevant term in the most recent lit-
erature). With this as well I distinguish among these when it is necessary for the
argument; otherwise, [ use terms interchangeably simply in order to avoid mo-
notony in the text.

Before concluding, it seems worthwhile to consider briefly how I would
undertake this research if I were to redo it, knowing what I do now. I have two
points to make. First, as I said above, I wish I had realised sooner that phenome-
nology, treatment, and causation were the central organising principles of medi-
cal discourse. Thus, if [ had it to do over again, I wouid sort the literature primar-
ily according to these themes, and then according to the sub-themes that emerge
within them. Overall this would have been a more efficient method of weeding
out the extraneous literature. Second, although the idea of tackling a shorter his-
torical period is very tempting, chronologically speaking, I would still approach
this research exactly as I have because to do a genealogy of knowledge, a history
of the present, necessitates situating present knowledges in the context of their

conditions of possibility. Had I focused on a specific period of time, say, 1871 to
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World War I, I may not have learned, for example, that agoraphobia’s prevalence
switched from men to women, or that psychoanalysis was dominant for decades
and then ousted, or that the impetus to classify was and would eventually become
again the lifeblood of psychiatry. That said, however, I recognise that undertaking
a project encompassing such a long period has been at the expense of a deeper
understanding of the nuances of this history. What energy and attention I have
spent trying to manage this ambitious bibliography is energy and attention taken
away from a greater immersion in the texts themselves.

Of course these are not the only weaknesses in my approach. For one
thing, [ cannot offer the last word on agoraphobia, but, then, nor would I want to.
I can only offer one interpretation of these medical texts and as Clifford Geertz
would argue, it is a matter of “thick description.”:3 These texts are interpretations
of normative concepts and structures — interpretations of interpretations of in-
terpretations. Indeed, the notion that I could get at the truth of agoraphobia is
precisely what [ take as my problematic here. A second criticism that may be lev-
elled is that I approach this work from the perspective of doctors’ written words:
like the articles they write, the voices of patients do not emerge in any substantive
way in these pages. But I contend that the absence of patients is actually quite
telling, that the silence “opens a space in which meanings can proliferate.”+ As
we will see in Chapter 8 especially, the exclusion of patients from the literature
written ostensibly about them is critically important to the objective fagade that
scientific writing must project and says much about patients positioning as sub-

ject-objects in relation to the practice of psychiatry.
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Thus, although this methodology has mirrored the psychiatric literature in
excluding patients’ voices, it has enabled the exploration of three things. First, it
has enabled me to explore the ways in which representational practices are in-
dicative of (psychiatric) culture and cultural shifts. Second, it has permitted an
understanding of how psychiatric claims become facts through practices of repre-
sentation, namely medical publication. And third, it has illuminated the ways in

which knowledge about agoraphobia has been made and not simply found.

49



Notes

¢ Foucault, 1994:40; his emphasis.

2 Foucault, 1994:41.

3 Foucault, 1994:41.

+ Foucault, 1991:75.

5 Foucault, 1991:79; see also 1982:210.

¢ Hansen, 1992:106.

7 Foucault, 1991:75.

8 Poovey, 1988:2.

¢ Poovey, 1987:138.

1o This number is necessarily approximate because it includes references to Freud's writings on
agoraphobia, none of which was the main focus of any journal article, but nonetheless centrally
important in this history and in terms of the body of psychoanalytic literature that developed as a
result. That said, I do not include the Diagnostic and Statistical Manual of Mental Disorders and
its precursors in this number, though they all pertain, simply to distinguish between it — a manual
to "all” mental illnesses — and the journal literature specifically on agoraphobia.

v [ repeated the search in March, 2001 and the list more than doubled, but by then it was evident
that adding to the bibliography would not augment my reading of the literature in a significant
way. Lag-time between publication date and indexing, perhaps the addition of new journals to the
Medline index, and continual research would help account for this huge jump in numbers.

1 In retrospect, [ regret not having spoken to these scientists (Kate Harkness and Greg Ross) at
the beginning of my research because had I done sq, the research would have been somewhat less
time-consuming and the writing process less difficult. That is, I could have oriented my reading
and organising of the literature more efficiently from the outset.

13 Geertz, 1973. See especially “Thick description: Toward an interpretive theory of cuiture.”

« Poovey, 1987:152.

50



Chapter 4
Getting their Bearings: The Early Literature

Continuing an established tradition of academic brain psychiatry primarily con-
cerned with the scientific understanding of psychiatric disorders through system-
atic cbservation, experimentation, and dissection, German physician Carl Otto
Westphal published monographs on diseases of the brain and spinal cord.: He
also published what would become the most famous article on agoraphobia ever.
Still cited by practitioners, Westphal’s work in this area was arguably pathbreak-
ing in its influence, and far-reaching in its impact insofar as it was his nomen-
clature that seemed to actually set things in motion.? This chapter looks first at
this important article, and then at the medical literature it inspired up until the
First World War.3 In the first few years (late 19th century) physicians were mostly
concerned to generalise as to who developed agoraphobia (mostly men), and to
delineate the phenomenology of agoraphaobia in terms of its symptoms and status
as a disease, its causation, its difference from or relationship to other conditions,
and of course, the best approach(es) to treating it. Soon after the end of the First
World War, an important shift in the history of this disease took place, namely,
the shift from a prevalence in men to women, as well as the beginning of an in-
crease in diagnoses of agoraphobia overall. Though I shall look at psychoanalysis
in more detail in the next chapter, these post-war years also helped set the stage
for what would become the dominant psychiatric approach for several decades.

But turning now to Westphal’s article, I examine how the early years in the his-



tory of agoraphobia were a time for physicians to just get their bearings with this

new disease.

41

Die Agoraphobie”

“Die Agoraphobie™s appeared in two parts; an article and an afterword that ap-
peared in a later issue. In these, Westphal described the symptoms of three male
patients: a 32-year-old commercial traveller, a 24-year-old merchant, and a 26-
year-old engineer. Complaining of symptoms that still resonate in case reports
today, these three patients had much in common: “The similarity and agreement
between the three cases can be easily seen, an agreement that goes into the small-
est detail such as places of a specific city which are feared to be crossed.”s All the
men resided in the city of Berlin, and their symptoms all turned on the difficulty
that they had with walking through open spaces, crossing streets and squares,
and with crowds and enclosed spaces. When they found themselves in these
situations they felt unsafe and were overcome with fear and even trembling. They
thought that they would be unable to cross the (“monstrous™) square, believing
that something would happen while in this state of fear and confusion. The pres-
ence of an “escort,” a “vehicle going the same direction,” or “seeing an open door
in one of the houses located on abandoned streets” seemed to alleviate the anxi-
ety, enabling the men to get where they needed to go.6 All were fairly embar-
rassed about their condition and worried about being perceived as insane. All had
lived with the condition for a period of time before consulting a physician. None

knew the reasons for their fear and noted that it seemed to come on without
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warning. Similarly, they could not explain why at times they might make it half-
way across a street or square and then feel the need to turn back instead of car-
rying on to the other side. In addition, all had to some extent developed antici-
patory anxiety — a fear of fear — following the first episode. Part of the reason
they could no longer walk across open spaces was their memory of the initial in-
cident and experience of anxiety, which they did not care to repeat.

Westphal attempted to understand the disease and determine the cause of
these men’s suffering by attending closely to anatomical details, including a thor-
ough eye examination and in one case extensive measurement of the patient’s
physical features. His conclusion was that agoraphobia may have been allied to
but was not of itself vertigo, as suggested by Benedikt. He returned to this point
in his afterword where he wrote: “That such an expianation is weak in view of my
observations can be proven through direct comments of patients, who do not
speak of dizziness, but of anxiety which overcomes them.”?

The eye examinations he performed likewise revealed no link to impaired
vision:

There is nothing in the eyes that could lead to conclusions in respect to the
questioned affliction. [...] Eye examinations concluded that two of the pa-
tients had absolutely no insufficiency of the interni; the third patient suf-
fered of a minor yet often occurring one that became noticeable only close-
up. Thus the explanation that the discussed condition is a result of an in-
sufficiency of the interni, which leads to the alteration of the muscle con-
sciousness, is hereby positively excluded..., irrespective of the previous
mentioned reasons.?

Although his patients had had some experience with epileptic seizures, Westphal

also maintained that agoraphobia was not a form of epilepsy because epileptic
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symptoms were known to occur throughout mental disorders. As he pointed out
in his rather lengthy discussion of this (im)possibility:
Though it could have been justifiable to identify the depicted conditions as
epileptoid, I have refrained from doing so for certain reasons ... [Sleizures
... belong to the most common symptoms of the most diverse psychopathic
and neuropathic conditions.’
Rather, he emphasised the symptom of anxiety about walking through spaces as
being of the most importance in this phenomenon, and contended that the
occurrence is obviously cerebral (psychological). It has little to do with the
analogy of normal psychological occurrences and, as such, cannot be un-
derstood as well as other pathological emotional conditions, emotional
disturbances, conceptions, and wilful impulses.t©
Westphal also emphasised that agoraphobia was not necessarily an exclu-
sive condition but could appear as a component of another illness. To support
this point, he added a description of a fourth patient, a 39-year-old salesman, at
the end of his report. This patient’s other problem was “hypochondria” and
Westphal distinguished him from the other three patients on the basis of his
“general and lasting psychological anomalies’™ and his complaints about “‘all
kinds of abnormal, changing sensations.””* The man had suffered from a number
of different apprehensions ranging from the fear of his wife going out of their
apartment more than a few steps, to being robbed, to having a stroke. Two years
prior to his consulting Westphal, a feeling of fear of walking through the streets
alone had plagued the patient. The man was “aware of the foolishness of his fear”
and the extent to which it controlled him, but the fear continued and changed
trajectory frequently. Westphal maintained that the hypochondria in this patient

was “only a part of agoraphobia” and that cases such as this one were “to be sepa-

rated from the preceding ones, as much as both forms of illness may be related.”12

4



Since agoraphobic fears were traceable to circumstances that could be avoided,
(such as the street), then the notion of a “chronic psychological disorder” could
not, as far as Westphal was concerned, be supported. Rather, agoraphobia was
different from any other condition that he had seen. In apparent contradiction he
wrote:
...Agoraphobia is different from all others [mental diseases] because the
appearances of pathological emotional disturbances (fear and anxiety) are
tied to external situations and conditions, and, upon their removal, the
disturbances disappear. [...] Should someone really want to find and em-
phasize [sic] something pathological, that this appearance developed only
during the process of the sickness — which is difficult to determine — one
should recognise in comparison with the actual phenomenon of the sick-
ness, that the influence of certain external conditions do not come into
question.!3
Declaring that agoraphobia differed “fundamentally from psychological diseases
in a narrow sense”4 Westphal defined the condition as neuropathic, despite ac-
knowledging that patients’ feared avoidable aspects of their surroundings. Still,
as he went on to say, he was “unable to find an analogy to other known condi-
tions, and, of all those peculiar sufferings that I have become familiar with in lu-
natic asylums, this one is quite different.™s In trying to determine the conditions’
aetiology, Westphal also considered “hereditary disposition to nerve distur-
bances,” bodily as/symmetry, moderate masturbation “to which one of the pa-
tients admitted,” and the suddenness and location of patients’ first attack.16
Westphal attempted several treatments, all to no avail. Cultivation of pa-
tients’ willpower failed, as did the “systematic procedure in which ... the patient
was given the task to walk across the dreaded areas daily.” The “taking of wine,

beer and suchlike to put an end to or alleviate the condition [was] of no thera-

peutic value.” Patients reported feeling some relief from various other remedies
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such as “kalinm bromate” (potassium bromate), but Westphal preferred not “to
attach great importance to these comments.” Electrical current applied to the
neck, head, and upper cervical vertebra produced equally no effect.'?

With these observations Carl Westphal’s report of four cases of agorapho-
bia effectively set the stage for a discourse as to the causes and most effective

treatment of agoraphobia that has survived more than a century.

After Westphal

A number of general observations can be made about this first phase of publish-
ing on agoraphobia. First, as important sources of medical publishing, British
and American practitioners, not surprisingly, wrote all of the reports on agora-
phobia published in English. These reports were about evenly divided between
them, with ten written by American and eight by British physicians.

The chronological distribution of the articles in this period suggests
something of a dialogue between the two nations in that the writers seemed to
take turns publishing on the topic. There was no overlap of articles except in 1889
when each country produced one article. In total, including the two German arti-
cles by Westphal and Cordes, there were twenty articles, and of these, two were
written by the same physician.'8 It is difficult to assess whether this would con-
stitute “a lot” of literature on the subject. Opinions varied among these writers as
to whether or not agoraphobia was more common than we might realise,'9 or

“rare” and “peculiar”2° and lacking in literature on the subject.2
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Leaving aside the distribution of articles in this period, I turn now to their
content, which will be examined under the thematics of what agoraphobia is and

who was diagnosed with it.

What is agoraphobia?

Generally speaking, agoraphobia has taken a few different forms in the literature
of this period but in general terms the pathology was understood as the fear of
being alone, that is, without aid, in case something happens, in public spaces.
Within this general understanding, the symptoms, theories of causation, and
treatment modalities varied and therefore also reflected the different ways in
which agoraphobia was conceptualised. In this section I will describe agorapho-
bia as practitioners described it in terms of these three items (symptoms, causa-
tion, treatment),?2 as well as in terms of the main debates, namely whether or not

agoraphobia was really just vertigo, and its related status as pathology. 23

Symptoms

There were several constants in these reports in terms of the description of what
agoraphobia felt like. Most if not all reports spoke of a “morbid” feeling of
“dread” that was often described as “inexpressible in language”2+ and that usually
came over the patient when he was alone in an open space or court, needing to
cross the street, or riding in an omnibus, cab or train car. Some patients de-
scribed being unable to be in a church or theatre unless they were seated next to a

door so they could escape if necessary. As in Westphal’s report, the inability to get
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more than halfway across a street or open space was also observed.2s Patients de-
scribed a fear of insanity?é and of dropping dead.2” In most cases these feelings
were avoidable if the patient had a companion or even a carriage, a stick, or an
umbrella to accompany them through the places that caused them to become
anxious, though one patient did say that such accoutrements were not enough. 28
The reports also described patients’ tremors,2 giddiness,3° nervous apprehen-
sion,® fear of falling or even death,32 violent heart palpitations, flushing in the
face, weakness in the legs as if they would collapse under the body, itching, cold-
ness, numbness, sweating,33 “deadly terror,”3+ and other nervous symptoms such
as throbbing of the carotid arteries and numbness.35 Though the word panic was
not used until 1887 when Fisher described something “painful to observe [that]
once seen fare] not to be forgotten,” what these patients were describing were
“panic attacks.”36

Also notable in these reports is the tendency for patients’ agoraphobic
symptoms to encompass other phobias we now know of, such as acrophobia
(heights) and claustrophobia (being locked in),37 which were the most commonly
cited. However fears of rats and mice, accidents, men working on a building or
steeple,2® falling down, stepping over gutters or sticks,39 and the fear of fear itself
in anticipation of further attacks were also described.+¢ In some cases there were
allusions to obsessive-compulsiveness (though these words are not used), as in
Jones who described his patient’s problem as a tyranny of imperative ideas — a
motor form of obsessions that “escape all attempts at volitional control.”s “Sur-
geon” probably captured this best though, when he wrote that his worst symp-

toms were the agoraphobia and “that perhaps when I have done a thing I may go
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back again and again before I can rest assured I have done it right.”+2> Some pa-
tients also experienced melancholia, such as Van Horn’s whose agony pushed her
towards suicidal impulses because it “offer[ed] a door of escape.”+3 Consistent
with this, Headley Neale (1898) believed agoraphobia in women to result in mel-

ancholia.

Vertigo

An important debate pertained to the question of whether or not agoraphobia
was or was not a form of vertigo and/or giddiness. Recall that as Westphal
pointed out in disagreement with Benedikt (or Benedict as Westphal spelled it
[see Chapter 1]), agoraphobia was perhaps related to vertigo, but could not be re-
duced simply to this diagnosis.

Citing the case of a 42-year-old seaman and soldier, American S.G. Web-
ber, who was incidentally among the first to respond to Westphal’s report in
1872, also rejected the notion of agoraphobia as vertigo. Another American physi-
cian disagreed, however, and offered this explanation for agoraphobia:

A person attacked with vertigo naturally seizes hold of the nearest object

for support; a person subject to such attacks loses confidence in his power

to walk alone, and feels unsafe without something at hand to cling to in
case of emergency; he has the same feeling in crossing a square that other
men do in standing on the edge of a precipice, there is danger of being run
over; add to this a state of nervous irritability amounting almost to insan-
ity, and the pathogenesis is clear.44

Drawing on his own personal experience with vertigo for the three years prior to

this report, and the experiences of others similarly affected, Williams insisted

that agoraphobia was “nothing more than vertigo with an element of nervous ap-
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prehension.”ss Henry Sutherland from the UK, however, had an entirely different
perspective on the matter. Citing a subjective aetiology, he argued that the root of
the disease was not vertigo, but a lack of self-confidence and the fear of being un-
able to walk a certain distance, to resist eating for a certain time, living without
fresh air, and making a journey without fainting.46 Ten years later American Al-
bert Blodgett described agoraphobia as a “vertiginous affection” accompanied by
“anxiety” similar to the unsteadiness that would be experienced in seasickness,
and related therefore to some “derangement” of the sympathetic nervous system,
or to disturbed functions of the inner ear.+7 Two years later another American,
H.W. Hermann, asserted that “this form of vertigo” occurred mostly in people
with a predisposition to neuropathy.+8 Robert Jones described a case in 1898 of
agoraphobia in a man whose vertigo was believed to be the result of irregular
stimulation of isolated cortical centres causing impellent ideas. Thus the debate

over whether or not agoraphobia were true vertigo persisted.

Symptom vs. Disease

Informing the vertigo debate was the issue of whether or not agoraphobia was a
disease in its own right or merely a symptom of something else, out of which
came the question of nomenclature, a question that to this day has yet to be re-
solved. Also implicit in these discussions, then, was the question of how to con-
ceptualise disease in general; throughout the articles there were several words
used interchangeably to describe this phenomenon of un-health. These included:
“disease”, “symptom”, “condition”, “affection”, “malady”, and “disorder”, even

within articles that premised agoraphobia as idiopathic. Related to this was the
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use throughout the articles of different terms to refer to the individuals with ago-
raphobia, and these included “patient”, “victim”, “sufferer”, “subject”, and their
title/initials, such as “Mr. T.”. For now I shall deal only with the first two issues of
nomenclature and its status as a disease versus a symptom.

Only two physicians took up the issue of nomenclature. The first was
American John D. Jackson, who in 1872 argued that the term agoraphobia was
something of a misnomer in that it referred only to a fear of public places. Based
on the experiences of his patient, a physician as well, who only experienced the
symptoms of agoraphobia when he was alone, Jackson contended that the terms
“isolophobia”, “eisophobia”, or “autophobia” were more appropriate. As his pa-
tient said: “...I never had one [attack] while in company with a single individual
[...] I occasionally suffered it in an unfrequented place, and more especially when
at a considerable distance from a house, but never when in close company with
two or more persons.” He later added: “For six or eight years, I may say that I
have never traveled [sic] a quarter of a mile alone, and as silly as it may sound to
other ears, I speak the plain truth, when I tell you that to-day, the wealth of all
the Indies could not tempt me to do so.”+9 Sutherland later put forward the sug-
gestion that “autophobia” was a better name for this pathology as it was centrally
a fear of self, or the idea that the “self will be unable to fulfil certain du-
ties...undoubtedly the most prominent feature of this disease.”s°

Although the discussion of an appropriate name for the disease was short-
lived, the issue persisted implicitly in the discussions of whether to conceptualise
agoraphobia as a symptom or as a disease. Probably the most overtly contradic-

tory position was Webber's who argued that agoraphobia represented a struggle
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against ideas derived externally, but then went on to say later that at the core of
the anxiety was a corporeal cause occurring in a certain pathological group. He
seemed to be saying it was both a symptom as well as a disease in its own right.s*
Other authors tended towards the notion of agoraphobia as symptom,
though Williams thought the term “symptom” was even too distinctive, and in-
sisted that the condition was a form of vertigo combined with nervousness and
apprehension, all of them symptoms of the commonest occurrence in a large pro-
portion of cases of nervous disease.s2 Still, another writer (writing about his own
agoraphobia) declared that the “worst symptom” of his illness was the agorapho-
bia.53 In 1890 British physician C.W. Suckling argued that agoraphobia was sim-
ply a symptom of neurasthenia, and it was only one of many morbid fears that
manifested in neurasthenic people. As we have already seen, there was some de-
bate as to whether or not agoraphobia was a sign of epilepsy. As one physician
wrote in 1898, the “condition” in his patient would come and go and may have
been related to epilepsy as the patient sometimes wet the bed.5+ Melancholia was
also considered to be the main disease behind agoraphobia; in 1884 R. Prosser
White had already insisted that agoraphobia was “essentially a form of mental
depression...allied to what is called simple melancholia.”ss In 1898 another phy-
sician speculated that agoraphobia in women “runs through the course of decep-
tion, introspection, hypochondriasis, [and] on to melancholia.”sé Others asserted
that agoraphobia was related to hysteria; as American B.F. Records wrote in
1896, this “pathological condition” could exist in different morbid conditions of

the brain and spinal cord, and also in hysteria. Charles Mercier wrote in 1906
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that because agoraphobia betrayed a link to hysteria it was therefore amenable to
imperative suggestion (as opposed to hypnotic).

Still others debated whether or not agoraphobia was psychopathological or
neuropathological, a mental or corporeal disorder. For example, commenting on
a paper given by Albert Blodgett in 1887 at the meeting of the Massachusetts
Medical Society, physician T.W. Fisher stated that based on the few cases that he
had seen, this disease was “purely a mental disorder” while another commented
that it fell under the category of “folie du doute.”s? Neville Taylor by implication,
agreed with Fisher in arguing in 1895 that agoraphobia was of “that class of
mental deviations described under the head of ‘imperative [involuntary] ideas’ of
the French alienists.”s8

Apart from these discussions, many writers were not concerned to differ-
entiate between agoraphobia as a disease or a symptom at all; it was a question
that did not need asking as far as they were concerned, and so they used the

terms interchangeably.

Causation

For many centuries, disease causation has been the central concern in the dis-
course of disease, taking many forms and classified according to hard and fast
categories. Doctors have viewed causation of illness in one of two main ways that
have always been opposed and vying for dominance: 1) as an expression of many
distinct bodily afflictions, and 2) as an imbalance of the body’s normal function-
ing.59 These two views are known respectively as the ontological and physiologi-

cal theories of disease. 50
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The ontological perspective places the origin of disease outside of the body
as a specific, objective entity distinct from the affected organism. (Germ theory or
tuberculosis come to mind here.) In contrast, the physiological perspective lo-
cates pathogenesis within the body; disease is seen as a consequence of disturbed
functions operating within individual human beings. The pathological process in
question is internal rather than external to the affected organism. That is, the
conditions of possibility for a given disease already reside within the individual. A
moral undercurrent that viewed disease as a punishment also plays a role here.5:

As categories imposed by historians and philosophers, the ontological and
physiological designations have helped 20th century writers about medicine to
organise conceptual debates that have persisted since their advent in ancient
Roman and Greek medicine.52 As already mentioned, proponents of these views
have been in longstanding tension with one another. In this section I focus
mainly on how the physiological theory of disease causation informed these re-
ports. Although there are a few gestures towards the ontological theory, as when
physicians describe agoraphobia as something that “attacks” their “victims,” the
physiological theory of disease is much more easily discerned. Ironically, though
it is easier to find examples of the physiological theory, in a sense it is the onto-
logical concept of disease that inevitably dominates. This is because diseases
thought to be physiological in origin become ontological simply by virtue of being
named. Once a health phenomenon thought to originate within the body is de-
fined as a disease, it becomes an entity with its own ontology “out there with

power.”53
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This aside, one of the major debates within these early discussions of ago-
raphobia was indeed over the question of its causation. As noted above, several
physicians argued that agoraphobia was simply a “vertiginous affection.” They
traced the problem to derangement of the sympathetic nervous system and trou-
ble with the inner ear and noted that it was sometimes accompanied by “belching
large quantities of gas.”6¢ The agoraphobia in one man who was “the very oppo-
site of calm” and who so dreaded walking outside that he sometimes travelled
“backwards and forwards” by omnibus, was explained as “irregular stimulation of
isolated cortical centres.”és

“Properly adjusted eyeglasses” were thought by another physician to help
with this “distressing symptom” in people with a predisposition to neuropathy?6é
and hence a faulty constitution. This idea of predisposition or “taint” informed
the tendency to note any family history of insanity and qualities of “peculiarity”
and “nervous temperament”s” and was consistent with the popular belief that he-
redity was the principal cause of mental degeneracy. It conveniently also helped
to disguise the “inconsistencies and anomalies of psychiatric knowledge while
strengthening physicians’ claim to expertise.”¢8

Agoraphobia was also, as in one woman'’s case, believed to have resulted
from excessive lactation and frequent childbearing (which gave rise to the neu-
rasthenia alleged to be the disease of which agoraphobia in turn was a symptom).
The physician looking after this particular patient was “struck by the marked po-
tency of childbearing as a cause of agoraphobia and allied morbid fears.”69 Along
similar lines, another woman'’s agoraphobia was caused — or at least exacerbated

- by a “laceration on the cervix”; her agoraphobic problem was always much
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worse in the week prior to her menstrual period. After the physician “made local
applications” the patient was still unable to travel without trepidation, however
and so she took matters into her own hands:
A bottle of valerianate of ammonia, and a flask well filled with brandy,
were always her constant companions when undertaking a journey by rail
... when she is traveling [sic], she invariably sits with a brandy flask in the
right hand, and her Bible in the left; presumably the one counteracting the
influence of the other.7
Another physician argued that “imperative ideas” (compulsions) were more
common in females during or after menstruation or pregnancy (as they were in
other less hearty groups such as the young and weak-minded).” The assumption
that agoraphobia had something to do with the reproductive system was gener-
ally reserved for the few cases of agoraphobia in women, a link especially notice-
able when compared with those describing agoraphobia in men. Williams (1872)
argued for example that Webber's (1872) patient was clearly suffering from de-
lirium tremens or mental confusion due to a chronic lesion of the right half of the
brain. Blodgett (1887) cited a derangement of the sympathetic nervous system, or
dysfunction of the inner ear, and recall Jones (1898) who emphasised irregular
stimulation of isolated cortical centres (1898). Finally Ruttle (1889) believed the
agoraphobia in his patient to have been caused by his myopia and a fog that gave
rise to ““deadly terror, palpitations, and profuse sweating’”, which the patient re-
experienced whenever he found himself in any large open space on his own. None
of these writers considered their male patients’ reproductive systems in their

analyses, though one other writer {Headley Neale), having heard medical men

“pooh-pooh agoraphobia and vaguely hint at ‘male hysteria,’ as if some storm
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were raging in the sinus pocularis,” did remark that agoraphobia in men needed
to be taken altogether more seriously.7

A different adaptation of the physiological theory of disease can be found
in another article in which the cause of agoraphobia was attributed to the “revival
of instincts which existed in full force, and had great biological value” when “our
ancestors were arboreal in habit,” leaping “from bough to bough and from tree to
tree.”73 In the arboreal stage of existence, the “ancestors had a very strong aver-
sion to any extended excursion from their place of security and refuge.” So when
away from trees they felt a well-founded dread. In agoraphobia this state of mind
was reproduced, he argued, so the “mental craving” of the “subject of this mal-
ady” was not to be near trees necessarily, but near any tall vertical structures. In
claustrophobia, the instinct derived similarly from the “old primitive habit of
roosting under the open sky” which was disrupted by “the modern innovation of
taking shelter from the weather.”74

A moral sensibility is also evident in several of these reports and, although
nobody went so far as to say that sin or personal moral failure caused illness, life-
style choices were often blamed. In the earliest reports, several writers reduced
causation to moral impairment that manifested as debauchery and excess. One
physician described a patient who suffered from agoraphobia due to overwork,
another who “devoured ... three times as much meat at each meal as is usually
taken by a healthy person” and a third whose agoraphobia was precipitated by
“the habitual indulgence in sexual excitement ... unaccompanied by natural
gratification.””® The agoraphabia in this patient, an artist, was aggravated by the

six glasses of sherry he drank per day and the nude models who regularly passed
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through his studio. A fourth patient, a clergyman, found himself afraid to walk in
the street three months after marriage while a fifth was “scarcely able to ‘crawl’
about the town, as he was so much reduced by the unusual calls made upon his
physique during [the] first few days of married life.””7 A sixth patient indulged in
“excessive and promiscuous sexual intercourse,” taking leave of his marriage and
his home for days at a time and complicating the situation with the consumption
of spirits. “After these debauches he was unable, through nervousness, to walk
down the stairs of his office without leaning on the arm of a clerk.””® The physi-
cian treating these men concluded that agoraphobia was not a disease but rather
a symptom - of self-abuse — that disappeared when the physical cause — sexual
indulgence, alcoholic excess, and yielding to groundless fears — was eliminated.
Underpinning this writer’s theory, however was the idea that these men all had
depraved senses of morality.

Masturbation was also noted in some cases though more so in the psycho-
analytic literature, which I shall examine in the next chapter. While it was not di-
rectly articulated that masturbation caused agoraphobia, it was insinuated that
masturbation was a crime for which mental illness was its punishment. For ex-
ample, one physician cited a family history of insanity in his patient, noting that
he “practised masturbation till seven years previous to [his] seeing him.”79

Other physicians encouraged will and “moral determination” as means of
avoiding or lessening the severity of symptoms.8° As we saw earlier, one doctor
cited deception as one of the stages of agoraphobia in women, while another phy-
sician, drew on the controversial ideas of phrenology developed by Austrian

Franz Joseph Gall and J.C. Spurzheim in the 18th century. Phrenology held that
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the brain determined character and that personality depended upon its configu-
ration, signalled by the size, shape, and contours of the skull.8: Degenerationist
thought, taken up by Italian psychiatrist and criminologist Cesare Lombroso in
the 19t century, was also influential here. He viewed criminals and psychiatric
patients as “evolutionary throwbacks often identifiable by physical stigmata.”$2
Accordingly, Jones described his agoraphobic patient as a “degenerate” whose
head accorded “with those unexpected measurements often found in the insane,
being full and well shaped.”®3 He classified his patient as neurotic but acknowl-
edged that not all neurotics were immoral types since “their kindred ... are noted

for high literary and intellectual attainments.”84

Treatment

In addition to overt statements such as these, the treatments that physicians
use(d) can also tell us something about what they believed the cause of agora-
phobia to be.85 In some cases improvement of general health, sufficient rest, and
sometimes sedatives such as bromide of potash were used. As well, suggestion,
careful training, and properly adjusted eyeglasses were thought to possibly help
with this “distressing symptom.”86 In Sutherland’s cases, as we have already seen,
the three patients that recovered from their agoraphobia were “cured” when sex-
ual indulgence, alcoholic excess, and yielding to groundless fears ceased (1877).
Potter, as we have also already seen, made “local applications” to the cervix of his
patient. One physician promoted attention to personal hygiene87 while in another
cause the patient felt better when he was given cod liver oil, put on a good diet,

given dark spectacles, cold head baths, and small doses of stimulant.8 He was



encouraged to lie down and to avoid “such associations as aggravate the disor-
der”. He was also given a dose of bromide? of potassium and strychna’e to en-
able him to climb a hill or do work that he ordinarily would not have been able to
do. Finally, he benefited from nux vomica, iron, and hydrobromic acid.

In another case, the woman was given (without success) various tonics and
effervescing bromo-caffein. A substance called celerina, however did help her, as
it did in a number of other cases as well. For this woman “[IJmprovement rapidly
commenced, and...[after] only one week her husband found that he could leave
the house without her instantly following his footprints.”?* Another woman was
treated successfully with “reassurance” and small doses of bromide potassium.

A successful outcome was also achieved in a case of a man who was given
bromide of potassium and valerianate of zinc and iron.92 Suckling (1890) used a
similar treatment, but did not indicate whether or not it was successful. The pa-
tient he described was admitted to his asylum, which would suggest that perhaps
in this case it was not. In any event, arguing that treatment of agoraphobia re-
quired the “cause of the exhaustion” of the brain to be located and removed, he
prescribed nervine tonics such as those already mentioned, and also recom-
mended time at the seaside or in the country, a liberal diet, moderation in stimu-
lants such as coffee, tea, and tobacco, and cheery surroundings. Taylor made
similar recommendations in 1895 when he encouraged, among other things, a sea
voyage. After a time this patient said he felt more confident of overcoming the
attacks, however Taylor was not so optimistic.

Another patient took a very long time to improve using various remedies,

and in fact, suffered a number of setbacks, but in the end, after more than halfa
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year, reported herself cured.93 In 1898 Headley Neale contended that treatment
of this condition was to be “primarily psychological” in that the patient needed to
be convinced that there was “nothing in his condition inimical to life or which
may not be overcome by strength of will.”9¢ Like Prosser White Headley Neale
was prescribing “moral determination”, but alongside these inner methods, he
recommended avoidance of mental strain and excess, a careful diet, and digestive
aids and tonics that would “ensure the disappearance of this pathological
‘spook.”"95

The final article written in this period, the one in which Mercier argued
that arboreal instinct was at the root of agoraphobia and claustrophobia, easily
offered the most unconventional treatment approach (whose effectiveness was
discovered by accident, as is usually the case). Describing the case of man with

” o«

“very definite agoraphobia,” “ordinary remedies” brought improvement in the
man'’s overall nervous situation, except for his agoraphobia. Discouraged, Mercier
told him “that this was a matter for which little could be done” as it was an “en-
during malady.”é Yet after four months the patient returned looking “tranquil,
placid” and even triumphant. He told Mercier of the “dreadful shock” he had had
when his daughter ran away and married her lover of whom he and his wife did
not approve. This shock “completely cured” the man, and Mercier observed that
this was “the only case of agoraphobia [he had] ever known to recover com-
pletely.”s7 He acknowledged the impracticality of prescribing this particular
treatment: “there are persons to whom this mode of treatment could not possibly

be applied. Some of the sufferers from agoraphobia are old maids.”s8 In light of

this he suggested that perhaps minor emotional shocks could be effected: “a miti-
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gated trouble ... might produce an amelioration of the symptoms even if it did not
effect a complete cure.”s9 While the case he described did not necessarily “place
in our hands any very efficacious curative agent”, it did at least demonstrate that
“the malady [was] not as deep-seated as its long continuance and recalcitrance to

treatment might lead us to infer.” 100

Who got it?
According to Headley Neale, the agoraphobic was easily recognisable. Their
identifiability in the street would lie obviously in their suddenly grabbing a railing
or a wall, but they could also be distinguished by their never being without a stick
or umbrella “which you will notice he will plant at each step at some distance
from him, in order to increase his base line of support.”©! In the clinic context, he
added, “you will have occasion to ask him but few if any questions, so graphic and
pathognomic will be his statement of his symptoms.”102 Aside from these behav-
iours, we do not generally know what the men who presented looked like, other
than Mercier's male patient who was “tall and spare” and Jones’ male patient
who had a “wild and wandering” look about him. In contrast we tend to know
more about the women's physical appearance. Potter’s patient was a brunette
(1882), Van Horn’s was “of large, robust frame” with “[dJark hair and skin”
(1886), and Records’ patient was of medium size, fair complexion, and blue eyes
(1896).

From a population perspective, middle-class, educated, professional men

play the most prominent role in these reports. Beginning with Westphal (1871)
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and Cordes (1872) right through to Mercier (1906), agoraphobia is far and away
reported most commonly in married “adult men of education.”'°3 A dictionary
entry for agoraphobia published in 1882 even noted that agoraphobics were often
intelligent and well educated, of the total of 62 cases reported in this period, over
80% were reports about men and only 15% about women.!04 Approximately 40%
of the case reports included social class, education, intelligence, and/or profes-
sion in their descriptions of patients, and only in one case was someone described
as “not at all educated, nor particularly intelligent.”05 Holding the same overall
impression as Van Horn, Headley Neale remarked, in his discussion of the “se-
lection by agoraphobia of its victims,”196 that the “disorder” was more common in
males. As he stated, “In my experience professional men suffer most, clergymen
in particular, but I have known merchant princes, commercial travellers, middle-
aged spinsters, and even young married women caught in its toils.”1°7 Neverthe-
less, he used “the male pronoun for brevity, for be it understood that female ago-
raphobics exist in plenty, although the disorder is more commeon in males and is
essentially one of adult life only.”1°8 He also observed the class component, not-
ing that agoraphobia “seldom attack{ed] poor people” though he had had evi-
dence of an exception to this rule in one young married woman who presented
herself for admission to the infirmary and eventually ended up in the lunatic
asylum.109

Thus there was, first of all in these early reports, a prevalence among mar-
ried, educated men of means, although a few reports documented agoraphobia in
married women,"° single women,'! and single men.!2 Agoraphobia also occa-

sionally occurred in the uneducated, as in Van Horn'’s case above, as well as in
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educated women with means.!'3 Some patients were also parentsi4 while others
were not. All of the patients were adults, ranging in age from 24 (Westphal) to 56
years of age (Hermann), with the average age about 35.1'5 Only one physician
mentioned the city specifically (Sutherland) even though crowds and streets,
which tend to be urban, were commonly noted as objects of fear. Finally, it was
predominantly a clinical phenomenon, but it was also reported in asylum pa-
tients, albeit infrequently, 16

Another significant characteristic of the agoraphobics in these reports has
to do with duration. It is apparent that patients waited a long time before going to
see a physician about their problem. Patients are described in some cases as
having been of generally nervous temperament prior to the initial attacks of ago-
raphobia, but in other cases patients are described as having endured the agora-
phobic symptoms for several years. For instance, Sutherland stated that although
his patient was unable to say when she first noticed the symptoms of her disease
(which was her inability to ride in a moving train), she had foregone travel by
train for years. Prosser White’s patient had complained that for the previous five
or six years he had suffered from attacks of a nervous light-headedness occurring
about twice per week and brought on by the ideas of space, vastness, height,
depth, eternity, and other such things.17 “Surgeon’s” problems began nine years
prior to his writing with an inability to dispense, that was replaced by religious
mania for a few weeks, and then finally the agoraphobia.!® Van Horn’s “farmer’s
wife” had for three years been unable to be alone.1!9 Hermann’s two patients had
suffered for three and four years respectively,’20 while Records’ patient, who had

suffered from nerves for eight years, had been having agoraphobic symptoms for
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three.'2t The question of why patients waited to seek help finds its answer at least
partially in the sense of embarrassment and the fear of insanity that were also
documented as symptoms. As Roberts wrote in 1882, during the attacks patients
wanted to cry out, but did not want to be considered insane. They feared that
others knew of their dread and endeavoured to conceal their feelings. They were
indeed “aware of the foolishness of their fear” but could not be reasoned out of

it. o2

The Years of Transition

World War [ would have had an impact on publishing overall, so not surprisingly,
very few articles on agoraphobia were published during these years. Still, as a
transitional period, it did mark the beginning of an important trend: women were
beginning to be diagnosed with agoraphobia more often. Of a total of g cases de-
scribed, 5 were women, as compared with previous years when only 15% of pa-
tients were women. =3

Irrespective of the shift in population, the medical articles retained many
of the qualities that appeared earlier. Physicians continued to be concerned with
the question of pathogenesis, and the description of patients’ symptoms and ex-
periences was maintained as a meahs of substantiating theoretical and medical
claims. Patients’ shame was still indicated by the length of time they waited prior
to seeing a physician about their problem and was captured especially poignantly
by “Vincent,” an author who wrote his “Confessions of an Agoraphobic Victim.” 124

This report exemplified the autopathographical:# style that several writers

had adopted in the previous period, but was the only report of this type in this
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group. The author was an educated man (Yale), not a physician, who was self-
admittedly unfamiliar with the medical literature but wanted to write of his per-
sonal observations of his “condition”, sensations and experiences.?¢ There were
two striking things in this article: First was the link he made to aesthetics and ar-
chitecture, thereby spatialising agoraphobia in a profoundly new way.127 As he
put it, he’d outgrown his fear of crowds but
an immense building or a high rocky bluff fills me with dread....the archi-
tecture of the building has much to do with the sort of sensation produced.
Ugly architecture greatly intensifies the fear. In this connection I would
remark that [ have come to wonder if there is real art in many of the so-
called ‘improvements’ in some of our cities, for, judging from the effect
they produce on me, they constitute bad art. 28
Until now, only open spaces, enclosed spaces, and vertical spaces had come up.
The second interesting thing about Vincent’s confession was the way he
described the gravity of the situation, making implicit (possibly explicit) refer-
ences not only to his shame, but to his masculinity which was at stake. His in-
voking of the language of a “confession” provides the first indication that there
was stigma attached to these experiences and diagnosis:
No one knows the truth about my condition. It is one of the characteristics
of the victim of the disease to conceal it most cunningly. I think I am an
honest man in all essential things. My credit is good at the banks. But I
have deliberately told lies to avoid embarrassing situations and have even
changed my plans to have my lies ‘come true’.129
At this time, only some men were eligible to obtain credit; his reference to credit
provides an important marker of gendered identity at that time. A later reference
adds to this:
... in my own mind I am a nervous wreck, weak, worthless, and unworthy
of the high respect which the community accords me.

In spite of all this I seem to exercise marked power of leadership in
my town, and am known as a public speaker of ability. [...] Can I ever take
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my place in the world unhandicapped as other men are, and enjoy a single

day undepressed by dark dread? If I could be as other men, it seems to me

that my usefulness should be increased a hundredfold.:3°

Aside from this autopathographical piece, the voices of patients were still
largely absent from the reports, save for one case history in which the physician
quoted at length from a manuscript written by his patient. 3t Other phobias in
addition to agoraphobia were present in some cases, as were the fear of fear and
the fear of becoming insane that patients often developed following their first
episodes of anxiety. Indeed, the symptoms described are generally the same as in
the earlier cases. To sum up, the war years were continuous in terms of symp-
toms, but they were also important years of change, insofar as it was after this pe-
riod that women started to be diagnosed more. Before concluding this chapter, I
have a few brief observations to make, both about the years leading up to 1952
when the first edition of the Diagnostic and Statistical Manual of Mental Disor-
ders was released (described in Chapter Seven), and about the literature we have
looked at so far.

Between 1939 and 1951, mostly due to the Second World War and its af-
termath, very few articles that dealt specifically with agoraphobia were pub-
lished.'32 To be sure, one of the most striking characteristics of those reports that
were published was their more general scope, represented by the interest in
“fear,” “phobias,” and “anxiety.” Yet even when the central focus of the report was
agoraphobia the articles had broader titles like “The Significance of Fear,”133
“Common Phobias,” 34 and the “Phobic Syndrome,”35. As one author wrote in his

preamble:



Phobias may be for place, space or time. When a person has evolved
a reaction pattern of always evading situations in which these specific fears
might arise, he [sic] is phobic. Patients who suffer from the phobic syn-
drome are afraid to venture into the world alone, and when they do they
feel the need of a protective influence. They carefully avoid crowds and all
sacial gatherings, as well as open spaces, such as streets and country
roads, where they might be entirely alone...[and] where they may experi-
ence] the disagreeable symptoms of faintness, weakness...which have be-
come associated with certain situations or conditions, and so avoid any
place in which these unpleasant feelings may occur.'3¢

That these writers were beginning to construct phobias as a more general issue
while still ultimately focusing on agoraphobia suggests that agoraphobia was
quite common.

The extent to which agoraphobia had implications beyond the individual
also came under scrutiny. For example, describing it as a “community hazard,”
Henderson argued emphatically against the notion that fear-based mental illness
was inexorable and irresolvable:

...many physicians and social reformers, and the public generally, are so

appalled by the magnitude of the problem that they feel nothing can be

done about it; they show no interest or enthusiasm; they refuse to face the

actual facts. Such a method of evations [sic] or defence is dependent, to a

great extent, on the fatalistic, hereditarily determined ideas regarding the

inevitability of mental illness, and an accompanying therapeutic nihilism.

There is no other form of illness which creates in the public mind such a

sense of disaster, failure, and defeat, and it is natural enough that the in-
stinct of Fear should become a predominant factor both as cause and

symptom. 37
Reminiscent of Durkheim’s study of suicide, Henderson’s remarks underscored
the sense in which the agoraphobic individual had implications for the social, as
much as the social had implications for the agoraphobic. As well, Henderson
wrote these words in 1941, and like the years of World War I, publishing on ago-
raphobia decreased significantly during World War II, and did not gain momen-

tum again until the 1950s when the first DSM came out. 38 (Although heavily in-
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fluenced by psychoanalytic concepts and theories, as was its 27 edition of 1968,
with its emphasis on statistically based codification and classification, this short
manual would unwittingly prove itself to be the first nail in the psychoanalytic
coffin.)

It is also important to take notice of the types of journals in which these
articles — especially the earlier ones — were published. Westphal and Cordes were
the only practitioners to publish in a formally psychiatric journal. The other arti-
cles appeared in general medical and surgical publications (and dictionaries),
with the exception of Sutherland’s article which was published in the Journal of
Psychological Medicine and Mental Pathology.

In addition, nearly all of these articles were a cross between a case report
and a discussion paper, though the titles of the articles often did not reflect what
the papers were ultimately about. Writers used their articles as opportunities to
describe their patients as well as flesh out theories and ideas about agoraphobia,
and descriptions of patients were spun to support whatever medical claim the
authors were trying to make.

Another point worth noting about these reports is that the authors often
described the symptoms of claustrophobia (the fear of being closed or locked in)
under the rubric of agoraphobia.t39 Those patients described as having the need
to be near a door or avenue of escape when indoors were, arguably, suffering
from claustrophobia in addition to their agoraphobia. It is in this sense that it can
be understood that agoraphobia and claustrophobia have historically been sub-

sumed together. As we shall see in the most recent literature described in Chapter
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Eight, the question of claustrophobia’s status as a separate condition is never re-
solved.

My final observation is that even though the articles often describe par-
ticular cases, the voice of the patients is not usually heard in these reports and
then only if a) they wrote the piece themselves, as in “Surgeon’s” letter to the
Editor of The Lancet or if b) what the patient had to say supported the writer’s
thesis. Direct quotes were marshalled only rarely. Despite this, these reports have
an important human quality to them in that they are about people as much as
they are about an illness, as compared with the literature we will see in Chapter
Eight.

Let us turn now to Freud’s work and the important influence that he had
on both the conceptualisation and treatment of agoraphobia, if not the very tra-

jectory of psychiatry itself.
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Chapter 5
The Freudian Legacy and the Rise of Psychoanalysis

...Freud did not often speak about himself and his intimate life. My im-
pression is that he became more confidential after his seventieth birthday;
at least he then told me some things about himself which I could never
have guessed. One memory is the most important. I accidentally met him
one evening in the Kaertnerstrasse in Vienna and accompanied him home.
We talked mostly about analytic cases during the walk. When we crossed a
street that had heavy traffic, Freud hesitated as if he did not want to cross.
I attributed the hesitancy to the caution of the old man, but to my aston-
ishment he took my arm and said, “You see, there is a survival of my old
agoraphobia, which troubied me much in my younger years.” We crossed
the street and picked up our conversation after his remark, which had
been casually made. His confession of a lingering fear of crossing open
places...made...a strong impression upon me. [...] [Tlhe free admission
that his neurosis had left this scar on his emotional life would have added
to my admiration of his great personality...!

Leading up to the First World War

While he may or may not have been motivated to do so by his own personal expe-
riences with agoraphobia, Freud wrote extensively on the subject of anxiety neu-
rosis, whose symptoms included phobias and agoraphobia in particular.2 His
cases, “Little Hans” (1909), a five-year-old boy with a phobia of horses, and “Wolf
Man” (1918), named for a dream he had about wolves sitting in a tree outside his
window, are perhaps his best known work on the topic of phobias; the only case
literature he published on agoraphobia per se was actually relegated to a foot-
note.3 Still, although he published no cases, his thoughts on agoraphobia are
traceable to pre-Oedipus writing he did as early as 1892, when he (already) sus-
pected that “forgotten” trauma and sexual experiences and impulses played a part
in the development of hysterical symptoms. Indeed, his theory of neuroses did

not remain consistent throughout his career. He developed what is widely con-
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ceptualised as earlier and later views of this phenomenon, the earlier more con-
sistent with a widely accepted biological understanding of mental disease, while
his later view, launched by an essay written in 1926, took psychosocial factors
more into account. In this section I shall describe Freud’s earlier position on
phobia and neuroses.

According to Compton,+ the story of Freud’s interest in phobias begins
with an 1892 footnote in his translation of Charcot’s lectures. Disagreeing with
Charcot’s assertion that the hysterical attacks, vertigo, and agoraphobia in his
patient were caused by heredity, Freud wrote:

I venture upon a contradiction here. The more frequent cause of
agoraphobia as well as of most other phobias lies not in heredity but in ab-
normalities of sexual life. It is even possible to specify the form of abuse of
the sexual function involved. Such disorders can be acquired in any degree
of intensity; naturally they occur more intensely, with the same aetiology,
in individuals with a hereditary disposition.s (SE 1, 139)

Seeking to distance himself from the view of hysteria as degeneracy (as
opposed to being the result of un-abreacted® traumatic experiences), Freud, with
his first collaborator the highly respected Viennese internist Josef Breuer, tried to
establish hysteria as a form of illness.” At this time Freud believed that phobias
were, similar to hysteria, the result of traumas but while “psychical factors...may
account for the choice of...phobias, [they] cannot explain their persistence.”s
Their persistence was the result of “aktual” neurosis, or the development of
symptoms as a result of disturbances in the sexual economy, that is, obstacles to
the gratification of instinctual sexual needs.

Freud and Breuer published a number of case histories together in 1893.

In one, “Frau Emmy,” Freud wrote that a “neurotic factor” — the fact that the pa-
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tient had been living for years in a state of sexual abstinence...[is] among the
most frequent [cause] of a tendency to anxiety.”9 In a footnote (mentioned above)
to another case, which he included to explain his investigative technique, Freud
describes a woman of thirty-eight who suffered from “anxiety neurosis (agora-
phobia, attacks of fear of death, etc.).”© “[L]ike so many such patients,” she was
reluctant to admit “that she had acquired these troubles in her married life” and
told Freud that she was seventeen at the time of her “first attack of dizziness, with
anxiety and feelings of faintness, in the street in her small native town.” Freud
decided to “embark on an analysis” of this first “hysterical” attack and began by
having her set the scene. Her first attack, she related, “came over her while she
was out shopping” for something to wear to a ball. Freud responded:

‘Something must have happened to agitate you a few days before, some-
thing that made an impression on you.’

' can’t think of anything. After all, it was twenty-one years ago.’
“That makes no difference; you will remember all the same. I shall press on
your head and when I relax the pressure, you will think of something or
see something, and you must tell me what that is.’

Soon, though she was sceptical of any connection, the woman recalled two girls

who had died in the town. Then Freud asked,

‘Now, can you remember what you were thinking about when you felt
dizzy in the street?’

‘I wasn't thinking of anything; I only felt dizzy.’
‘That’s not possible. States like that never happen without being accompa-

nied by some idea. I shall press once more and the thought you had will
come back to you....Well, what has occurred to you?’

‘The idea that [ am the third. [...] When I got the attack of dizziness [ must
have thought: “Now I am dying, like the other two girls.”
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With the attack now explained “to some extent,” Freud attempted to discern what
had precipitated the memory of those girls, and he formed “what happened to be
a lucky conjecture.”

‘Do you remember the exact street you were walking along just then?’

‘Certainly. It was the principal street, with its old houses. I can see them
now.’

‘And where was it that your friend lived?’

‘In a house in the same street. I had just passed it, and I had the attack a
couple of houses further on.’

‘So when you went by the house it reminded you of your dead friend, and
you were once more overcome by the contrast which you did not want to
think of.’

Freud was not satisfied with this, however, and sought to uncover what had
“aroused or reinforced the hysterical disposition of a girl who had till then been
normal.” He asked the woman about her menstrual periods:
‘Do you know at what time in the month your period came on?’ {...]
‘Do you expect me to know that, too? I can only tell you that I had them
very seld?m then and very irregularly. When I was seventeen I only had
one once.
Freud did the calculations and they determined that her only period that year
came on just before the ball - her first ball. While the text of this exchange does
not especially support the thesis he would develop over the next decades, it does
demonstrate the pathogenic link Freud made between neuroses (agoraphobic)
and experiences “retained in the patient’s memory even when they seem to be
forgotten.” But primarily, Freud’s thesis at this time was recorded in a letter to
Wilhelm Fliess that same year, and suggested that such difficulties were rooted in

undischarged libido:
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... Things become more and more complicated as confirmation
comes in. Yesterday, for instance, I saw four new cases whose aetiology, as
shown by the chronological data, could only be coitus interruptus. It may
perhaps amuse you if I give a short account of them. They are far from
being uniform.

(1) Woman, aged 41; children, 16, 14, 11 and 7. Nervous trouble for
the last 12 years; well during pregnancy; recurrence afterwards; not made
worse by the last pregnancy. Attacks of giddiness with feeling of weakness,
agoraphobia, anxious expectation, no trace of neurasthenia, little hysteria.
Aetiology confirmed: simple [anxiety neurosis]...12
In 1894 Freud delineated three classes of phobias under the rubric of “de-

fence neuro-psychoses.”3 These three groupings included 1) purely hysterical
phobias, 2) typical phobia, and 3) obsessional phobias. Freud does not unpack
what he means by “purely hysterical” phobias, but does distinguish between ob-
sessional phobias which comprise the “great majority of phobias” and “typical
phobias”.* The latter, “of which agoraphobia is a model, cannot be traced back to
the psychical mechanism” of repression of sexual ideas. Rather, the
mechanism of agoraphobia differs from obsessions...and the phobias that
are reducible to them, in one decisive point. There is no repressed idea
from which the anxiety affect might have been separated off. The anxiety
of these phabias has another origin.s
Freud also distinguished between obsessions and phobias on the basis that in
phobias the emotional state associated with them “is always one of ‘anxiety’,
while in true obsessions other emotional states, such as doubt, remorse, or anger,
may occur just as well as anxiety.”'¢ Moreover, while cbsessions were varied and
individualized, phobias were “uniform and typical”” and divisible into two
groups: those common phobias that were simply an exaggerated fear of things
ordinarily feared by everyone (such as snakes, night, death, ilinesses, solitude),
and specific contingent phobias — read: typical — phobias of “special circum-

stances that inspire no fear in the normal man”.'® As an example he cited agora-
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phobia and “other phobias of locomotion” that are based in the recollection of a
state of anxiety, whereby the “emotional state appears in their instance only un-
der special conditions which the patient carefully avoids.”9 As he put it, “what
the patient actually fears is a repetition of such an attack under those special con-
ditions in which he believes he cannot escape it”.2¢ The “anxiety attack” thus
feared is characterised by “disturbance of the heart action” and of “respiration,”
as well as “sweating,” “tremor and shivering,” “ravenous hunger,” “diarrhoea,”
vertigo, “congestions,” “paraesthesias.”> Agoraphobia in turn is frequently
“based on an attack of vertigo that has preceded it,” but not always. In some cases
vertigo occurs without anxiety, permitting “locomotion” to continue, but when
anxiety occurs with vertigo under certain conditions “such as being alone or in a
narrow street ... locomotion breaks down.”22

For Freud, the phobia was a symptom and psychical manifestation of anxi-
ety neurosis caused by sexual tension “extremely frequent in modern civilized so-
cietv.”23 In 1895 Freud illustrated the “special constellation in the sexual sphere”
with an anecdote about a patient: 2

Emma is subject at the present time to a compulsion of not being
able to go into shops alone. As a reason for this, [she produced] a memory
from the time when she was twelve years old (shortly after puberty). She
went into a shop to buy something, saw the two shop-assistants (one of
whom she can remember) laughing together, and ran away in some kind of
affect of fright. In connection with this, she was led to recall that the two
of them were laughing at her clothes and that one of them had pleased her
sexually. [...]

Further investigation now revealed a second memory, which she
denies having had in mind at the moment of Scene I. Nor is there anything
to prove this. On two occasions when she was a child of eight she had gone
into a small shop to buy some sweets, and the shopkeeper had grabbed at
her genitals through her clothes. In spite of the first experience she had

gone there a second time; after the second time she stopped away [sic].
She now reproached herself for having gone there the second time, as
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though she had wanted in that way to provoke the assault. In fact a state of
~oppressive bad conscience” is to be traced back to this experience.2s

The description is accompanied by a visual representation of Emma’s problem

with shops:26
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Consistent with his analysis of Emma, in letters to Fliess written between
1896 and 1899, Freud theorised that phobias or “anxiety symptoms” were derived
from fantasies which are an “unconscious combination of things experienced and
heard, according to certain tendencies.”?” These tendencies are directed towards
“making inaccessible the memory from which symptoms have emerged or might
emerge”. Unconscious fictions are developed and “if such a fantasy increases to a
point at which it would be bound to force its way into consciousness” the fantasy
is repressed and a symptom is generated through a [process of] “pushing the
fantasy back to its constituent memories”. Freud went on in this letter to say that
in phobias a “romance of alienation is found regularly ... agoraphobia seems to
depend on a romance of prostitution, which itself goes back once more to this
family romance. Thus a woman who will not go out by herself asserts her

mother’s unfaithfulness”,”8 presumably because her mother cannot be trusted to
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be alone at home with her father. This is interesting in light of an earlier letter to
Fliess:
...I actually confirmed a conjecture I had entertained for some time con-
cerning the mechanism of agoraphobia in women. No doubt you will guess
it if you think of ‘public’ women. It is the repression of the intention to take
the first man one meets in the street: envy of prostitution and identifica-
tion.29 (17 December 1896)
From this we can see that phobias have a “more complicated structure than
purely somatic anxiety attacks” and are “linked to a definite ideational or per-
ceptual content.” Still, it is clear that the disruption of sexual instinct is primary.
As Freud stated in a reply to his critics (written just prior to his letters to Fliess):

I see no reason why I should try to hide the gaps and weaknesses in
my theory. The main thing about the problem of the phobias seems to me
to be that when the vita sexualis is normal — when the specific condition,
a disturbance of sexual life in the sense of a deflection of the somatic from
the psychical is not fulfilled ~ phobias do not appear at all.3°

Despite this apparent contradiction, the correspondence with Fliess suggests that
it was only women who were agoraphobic, a conclusion presumably drawn from
his own clinical practice (though not, given his own personal experiences). Taken
in the context of the rest of the medical articles for this period, this makes Freud’s
patient roster anomalous since other physicians reported on agoraphobia in men
(though of course it depends on how many agoraphobic patients Freud had in
total). His remarks are also interesting because they signify the early germination
of Freud’s Oedipus theory and the concept of desire to explain agoraphobia,
something no one had yet done. Freud would eventually (after 1900) make a link
between agoraphobia and “the sexual nature of pleasure in movement”,3! and the

idea that the street was the site of forbidden sexual seduction. 32 Agoraphobia was

like a “frontier fortification against the anxiety” so generated. 33
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By 1900 Freud had established the psychoanalytic method and “discov-
ered” infantile sexuality, the Oedipus complex, the unconscious, the dynamic
nature of mental processes, and the dominance of the pleasure principle (the
mechanism for reducing psychic tension arising from the drives). Briefly, his the-
ory was inspired by the classical story of Oedipus, son of Jocasta and Laius, King
of Thebes. Laius had left his son on a mountain to die after an oracle told him
that he would be killed by his own son. A shepherd saved the baby Oedipus who
returned eventually to Thebes and, unaware of who he was, killed his father and
married his mother. When the truth was revealed, he gouged out his eyes, and
Jocasta committed suicide. From this story Freud derived the notion of an Oedi-
pus complex. This referred to the set of emotions aroused in young boys by their
sexual desire for the parent of the opposite sex, emotions that included not only
desire, but aggression towards the rival same-sex parent as well and subsequent
guilt and fear of repercussion for the illicit emotions.

When it came to the case of Little Hans in 1909, Freud introduced the
term “anxiety-hysteria” to represent the psychic processes explicable through the
Oedipus story.3+ Yet, despite the new terminology, Freud was talking about the
same neurotic phenomena, namely phobias. The story begins when Hans was
“seized with an attack of anxiety” one day in the street. He was unable at first to
articulate what it was that was causing him his distress but Freud eventually
surmised that Hans was afraid of horses falling down.3s Freud defined Hans’
“disorder” as a phobia. “[W]ere it not for the fact that it is a characteristic of [ago-
raphobia] that the locomotion of which the patient is otherwise always incapable

can always be easily performed when he is accompanied by some specially se-
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lected person”, Freud would have classified Hans’ phobia as agoraphobic. Hans’
phobia did not meet this criterion of companionship that was so common among
agoraphobics, however, and Hans’ problem “soon ceased having any relation to
the question of locomotion”, becoming entirely focused on horses.36

At the time of writing this case report, there was no definite position
within the classificatory system of the neuroses assigned to phobias.37 Freud as-
serted that phobias “should only be regarded as syndromes which may form part
of various neuroses [so] we need not rank them as an independent pathological
process.”3® Thus Freud deemed Hans’ phobia and others an “anxiety-hysteria”
because it was similar to the psychological structure of hysteria in all ways except
one. In anxiety-hysteria “the libido which has been liberated from the pathogenic
material by repression is not converted (that is diverted from the mental sphere
into a somatic innervation), but is set free in the shape of anxiety.”» Little Hans’
case was a simple anxiety-hysteria that had no “admixture of conversion.” 40

It was at this point in the analysis that Hans recalled the precipitous event
that preceded the “outbreak of the illness” and was clearly its cause. On a walk
with his mother he saw a bus-horse fall down and kick. Hans was terrified and
henceforth believed that all horses would fall down. His father, who wrote the
biographical document about Hans on which Freud’s assessment was based,
conjectured that when Hans saw the horse fall down, he must have thought of his
father and wished he would fall down in the same way and die. The falling horse
represented his father who would punish Hans for the “evil wishes he was nour-
ishing against him”.+t On hearing this interpretation, Hans did not disagree and

later played a game that consisted of biting his father, thereby showing his ac-
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ceptance of his father’s theory of identification. Hans’ behaviour to his father
from then on was unconstrained, fearless, and “a trifle overbearing”+2 and his fear
of horses ceased.43

Freud described anxiety-hysteria as the most common of all psychoneu-
rotic disorders that tends to develop into a phobia4 and, he noted, they make
their appearance in childhood. This should be noted as an important point
among the reports we have seen thus far; some of the patients described had
“nervous temperaments” since early on and all of them had lived with their spe-
cific agoraphobia for several years before seeking help. Whether or not their
anxieties could be traced to childhood was only clear in some reports, but then
physicians might not have been looking to do so, as Freud would have been, given
his interest in infantile sexuality. He was aware of other perspectives on agora-
phobia and noted that “[I]t has not yet been established whether anxiety-hysteria
is determined, in contradistinction to conversion-hysteria and other neuroses,
solely by constitutional factors or solely by accidental experiences, or what com-
bination of the two.”s5 His sense was that “there is no reason to suppose that
anxiety-hysteria is an exception to the rule that both predisposition and experi-
ence must co-operate in the aetiology of a neurosis.”+6 Nonetheless, of all the
“neurotic disorders”, anxiety-hysteria depended the least upon constitutional
predisposition and thus phobias were easily acquired at any time in life.

If phobias were not “converted,” and akin to hysteria, then the task in-
cumbent upon Freud was to explain the nature and process of a phobia. As Freud
stated, anxiety-hysteria developed into a phobia as the consequence of ridding

oneself of anxiety. That is, the patient pays a “price of subjecting himself {sic] to
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all kinds of inhibition and restrictions....Nothing is left for it [the mind] but to cut
off access to every possible occasion that might lead to the development of anxi-
ety, by erecting mental barriers in the nature of precautions, inhibition, or prohi-
bition”". These are “defensive structures” that take the form of phobias and are the
“essence of the disease”.47 This view of anxiety as a defensive structure deriving
from the issues and emotions associated with undischarged (and misdirected)
libido was, as Compton observed, relatively consistent with the position Freud
had taken until the Hans case.+® Undischarged libido was at this time (1909) still
perceived as the source of anxiety in both aktual neuroses and defense neuroses.

Contra previous methods+s that were not successful in Freud’s estimation,
after a certain amount of psychoanalytic work an analyst can succeed in uncov-
ering the “actual content” of a phobia. In these cases of anxiety-hysteria repres-
sion has “descended upon the unconscious complexes”, and is “continually at-
tacking their derivatives” obscuring the “products of the disease itself.”sc The
analyst’s role thereby seemed to be to help the disease by “procuring its due of
attention”. That is, those who misunderstood the nature of psychoanalysis would
think that it would cause harm rather than help, but Freud argued, on the con-
trary, “you must catch your thief before you can hang him” and for this the ana-
lyst needs to “get securely hold of the pathological structures at the destruction of
which the treatment is aimed.”s

By 1917 Freud included all phobic syndromes under the rubric of “anxiety
hysteria.” He distinguished between phobic anxiety and “free floating expectant
anxiety”s2 and observed two phases of the neurotic process ~ repression and the

transformation of libido into anxiety, followed by the
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erection of all the precautions and guarantees by means of which any
contact can be avoided with this danger, treated as it is like an external
thing. [...] A phobia may be compared to an entrenchment against an ex-
ternal danger which now represents the dreaded libido.s3

Further, with his description of the Wolf Man in 1918, Freud demonstrated that
anxiety was not exclusively pathological, but rather a mechanism developed by
the ego in response to a perceived danger.5
In 1918 Freud distinguished between two classes of agoraphobia, one mild
and the other severe, and proposed a slight modification to his analytic method —
one that would eventually become the cornerstone of behavioural treatment,
namely, the need for exposure. As Freud wrote:
Qur technique grew up in the treatment of hysteria and is still directed
principally to the cure of that affection. But the phobias have already made
it necessary for us to go beyond our former limits. One can hardly master a
phobia if one waits till the patient lets the analysis influence him to give it
up. [...] One must proceed differently. Take the example of agoraphobia;
there are two classes of it, one mild, the other severe. Patients belonging to
the first class suffer from anxiety when they go into the street by them-
selves, but they have not yet given up going out alone on that account; the
others protect themselves from the anxiety by altogether ceasing to go
about alone. With these last [sic] one succeeds only when one can induce
them by the influence of the analysis to behave like phobic patients of the
first class - that is, to go into the street and to struggle with their anxiety
while they make the attempt.
Freud continued that it is only once the phobia has been “moderated” that “the
associations and memories come into the patient’s mind which enable the phobia

to be resolved.”ss

Psychoanalysis and The Years of Transition

In the previous chapter we looked briefly at the war years as a transitional period

in the early history of agoraphobia in terms of who was being diagnosed (the shift
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from men to women). These years were also important however, because at this
time a debate emerged over treatment, especially regarding the validity, utility,
and scientific merit of Freud’s work. A closer look at the articles should provide a
clearer picture of the extent of this debate.

Freud’s colleague, Karl Abraham wrote the first article of the period in
1913. Picking up on Freud’s work and presumably his comments noted earlier re-
garding the pleasure in movement, Abraham was interested in the question of
why some neuroses manifest in this particular way, that is, as agoraphobia or
what he called “street” or “locomotor anxiety”. He asserted that in these individu-
als there must have been a specific factor present in their sexual constitution that
was not present in that of other neurotics. This factor was the failure in these
neurotics to repress the pleasure derived from movement when in the company
of those people who were the object of their desire in childhood.

To support his argument, Abraham described patients who experienced
pleasure when walking. In one case this was demonstrated by the “pollution
dreams” of dancing that a male patient had been having, and for whom walking
outside with his mother was like dancing and therefore equally gratifying. For
this man walking and dancing offered a substitute for sexual gratification, which
was otherwise denied him by his neurotic inhibitions. In another patient, the
pleasure in movement was derived from walking with her father, which symboli-
cally fulfilled her incest wish and prevented her from being able to walk with any-
one else. As Abraham wrote, “Any deviation from this law enforced by her neuro-
sis would have signified unfaithfulness to her father.”5¢ Thus these individuals

only derived “locomotor pleasure” in the company of particular companions, and
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in the company of others the pleasure in movement was transformed into a fear

of movement and subsequent street anxiety.

Freud’s Critics
Not all the practitioners were as receptive to Freudian ideas, however, and the
articles that followed Abraham’s demonstrate psychoanalysis’ contested early re-
lationship with the medical establishment. For example, Roy Porter describes the
response of the neurological section of the British Medical Association to one
Freudian's presentation of a case of hysteria in 1911: “At the end of his talk, the
entire audience, including the chairman, rose and walked out in icy silence.”s”
Charles Mercier, whom we looked at in the previous chapter (he ascribed agora-
phobia to an arboreal instinct), is said to have bragged in 1916 that
‘psychoanalysis is past its perihelion, and is rapidly retreating in to the
dark and silent depths from which it emerged. It is well that it should be
systematically described before it goes to join pounded toads and sour
milk in the limbo of discarded remedies.’s8
American physician Hugh T. Patrick, also in 1916, explicitly rejected the Freudian
explanation, writing that with this type of nervous disorder patients did not real-
ise that they had a fear per se. Rather, they were dominated by an idea, and the
problems they experienced obtained from temperament. He argued that intel-
lectuality was no guarantee against phobias and the “cultivated [were] quite as
susceptible as the stupid and ignorant.”s? The key to overcoming their problem
was to recognise the mechanism of the fear by going back to the first appearance

of symptoms and the circumstances. Patrick asserted that the patient had usually

experienced some sort of trauma.
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But he also noted that a number of other factors were involved: food, to-
bacco, and alechol poisoning; dizziness or loss of consciousness due to over-
heated to overcrowded rooms; weakness from typhoid or other acute illness, sur-
gery or confinement; heat stroke; excessive eating; rheumatism, aural vertigo,
tinnitus; syphilis; nocturnal emissions; the shock and haemorrhage of initial
coitus; cerebral thrombosis; migraine; indigestion; uremic convulsions furine in
the blood]; night numbness or night palsy; and predormal shocks. He stated that
the remedies most frequently prescribed were absolutely futile. As he put it:

How can “tonics” or “sedatives,” change of climate, a vacation, tacking up a

floating kidney, lifting a prolapsed uterus or rest in bed and massage

eradicate fear? Would a winter in Florida, a trip around the world, an op-

eration for haemorrhoids, or strychnin pills make a sinner less afraid of

eternal punishment?%°
Rather, the only solution for treatment was “analysis” and re-education through
gradual exposure, but by analysis, he emphasised, he did not mean the Freudian
variety. Each patient was an individual and not a machine, not something out of a
mold. As he wrote, “We can scarcely be said to treat a psychoneurosis; we are
working with the individual who has it.”é! Yet despite his concern to reject the
Freudian framework, Patrick nevertheless did argue that the key to discovering
the causation of agoraphobic symptoms was to trace the patient’s history to a
traumatic event that could be redefined through re-education and with this he
was effectively drawing on Freud’s earliest thesis. Interestingly, in his response to
discussants he added that the object of treatment was not to give the patient the
true explanation, but to give him [sic] an explanation which would satisfy him,
which would appeal to his mentality and harmonise with his viewpoint, his past,

his education, and his environment: “...some of the successes of the freudians
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have been attained not because they have found the truth, but because they have
done something which begot confidence, which presented to the patient what for
him was an adequate explanation.”62

Indeed, the discussion section of the paper demonstrated that the impor-
tance of Freud’s perspective was greater than Patrick expected or wished, since
his passing remark (that he did not mean Freudian analysis) was precisely what
his discussants were interested in talking about. The views offered were relatively
split; one physician ambiguously offered that Freudian “doctrine” may have some
elements of truth, but there was a biological factor to consider, that there was
“something which brings about those conditions in addition to ideas.”é3 The rest
of the remarks were more explicitly for or against, with one writer expressing sar-
castically or seriously — it is not clear which - his wish to have a Freudian explain
to him his own fear of snakes and lizards.64 Another stated that Freudian theory
was crucial in this question, that it was “the freudian wish on which is involved
the essential determining factor of life itself.”65 Opposing views included the
stance that there was no place in the practice of medicine and psychiatry for “the
freudian intrusion in any serious sense” because with phobias it “does not do to
remind the patient too soon that his trouble is psychic.”56 Another discussant
stated that Freud’s symbolic theories were used as mechanicaily as a set of
chemical analytic tables, and

this has led not to the careful detailed personalized examination of the in-

dividual under consideration, but to a request for symptoms and their

automatic pigeon-holing on a basis of preconceived data of purely pontifi-
cal character.67
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Another participant (Williams) insisted that “[t]he only explanatory analysis is
not freudian [sic] analysis. People were cured of these troubles long before that
doctrine was known,”s8

Despite his hostility towards the Freudian method, this physician’s ap-
proach bore a startling resemblance to that used by Freud in his analysis of Little
Hans in 1909. In the case of Little Hans, Freud’s analysis was based on Hans’ fa-
ther’s written notes about Hans. By comparison Williams’ patient was asked to
write an account of the way in which she viewed her own psychology. Moreover,
as we shall see next, both Williams and Abraham were operating under the as-
sumption that an object of fear could be turned into an object of pleasure or, at
least, something tolerable. Let us examine Williams’ case, a woman who suffered
from agoraphobia and claustrophobia, in more detail.

Claiming to have removed her “disturbance” in one week, Williams con-
tended that there were two types of phobias. One was the sort that manifested
from an “emotional predisposition ... inherent in the constitution of [the] organ-
ism” and the other the sort that is “readily removable by present psychothera-
peutic methods.”% The first type was incurable, but the second, whose genesis
and mechanism were different, could, as with Pavlov’s dogs, be reconditioned. It
was his belief that once the mechanism of origin was determined, the patient,
“comprehend[ing] the real nature of his [sic] condition”, could view his reactions
rationally and then “forestall them.”” The patient could face these situations
“with a clear and open mind and by analyzing his own relationship to the situa-
tion each time it arises.” Thus the situation “rapidly becomes shorn of its emo-

tional aspect, for the patient has learned to view it scientifically.”” And like Pat-
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rick above, Williams was critical of other methods that had been used because
they did not focus on the cause of the condition. He argued that the cause of the
curable type of phobias was the key to their elimination, because “[t]he essential
cause of phobias of this type is a conditioning of the effective reaction towards a
given situation because of a mistaken notion regarding it.”72 Indeed, responses
could be “reconditioned” insofar as

the same signal which at one time provoked fear can be later utilized to

provoke pleasure if the dog is reeducated [sic] by accustoming him to as-

sociate with this signal a pleasurable experience, whereby there is a grad-

ual disappearance of the painful or fearful association.”

Thus, he maintained, re-association and substitution was the way to effect
a change in the meaning that the “subjects” attached to the situation. The emo-
tional disturbance was not due to “vaguely envisaged hereditary constitution”,
nor to a “specifically nervous disposition”, but was environmental and due to a
“faulty attitude of mind or way of looking at the situation.”?s The removal of such
a phobia was a purely intellectual process of re-learning and cognitive adjustment
and with this Williams foretold of the cognitive approach that would become
more popular much later in the century.

For now, however, it was psychoanalysis that really dominated the clinical

landscape. Let us now turn to Freud’s later writings and those of other psycho-

analysts that followed his framework.

The later writings of Sigmund Freud

There is no evidence to suggest that Freud was necessarily aware of or involved in

the debates outlined above, however he did publish more on the subject of neuro-
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ses after 1919. Freud’s interest was in determining how it is possible for the fa-
miliar to become unfamiliar and terrifying, significant for subsequent explana-
tions of ego. In his essay, “The Uncanny” — which would become one of his most
famous — he described the uncanny as that class of the frightening which stimu-
lates “dread and horror” and leads back to what is “known of old and long famil-
iar.”7s The term “uncanny”, meaning at once homely, familiar, agreeable, inti-
mate, and unfamiliar, frightening, kept out of sight, has the double semantic ef-
fect of signifying its opposite. The concept refers to the development of meaning
in an object towards ambivalence, that is, from that which was familiar and
homely to that which is unfamiliar and estranging. Freud conjectures that if his
psychoanalytic theory is correct — namely that every affect is transformed into
anxiety if it is repressed — then

among instances of frightening things there must be one class in which the

frightening element can be shown to be something repressed which re-

curs. This class of frightening things would then constitute the uncanny;

and it must be a matter of indifference whether what is uncanny was itself

originally frightening or whether it carried some other affect.76

This helps to account for ambivalence, for how a parent can be both hated
and desired at once, a factor that shows up repeatedly in psychoanalytic case
histories. The essay also illuminates the question of how the street and open
spaces can become “unfamiliar” for a person by explaining how that which is re-
pressed can come to the surface and manifest itself in these duplicitous and am-
bivalent terms. Along with his essay on modern nervousness (1908), Freud’s con-
cept of the uncanny seems consistent with the ideas of other social critics of the

period. These included Georg Simmel, Emile Durkheim, Walter Benjamin, and

Charles Baudelaire who shared a collective ambivalence (and in some cases dis-
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dain) in response to the sea changes of modernity taking place on the urban so-
cio-cultural landscape. In another essay, published the same year, Freud wrote
about war neurosis?? through which soldiers returning from the front find — both
psychically and literally — that which was familiar before they left, to be quite
unfamiliar and frightening.78
By 1926 Freud had revised his theory of anxiety and phobia formation to
include (in addition to sexual impulses) the role of aggression in the aetiology of
neurotic disorders. In effect he recanted his earlier theory when he said:
Anxiety never arises from repressed libido. If I had contented myself ear-
lier with saying that after the occurrence of repression a certain amount of
anxiety appeared in place of the manifestation of libido that was to be ex-
pected, I should have nothing to retract to-day. [...] I must admit that I
thought I was giving more than a mere description. I believed I had put my
finger on a metapsychological process of direct transformation of libido
into anxiety. I can now no longer maintain this view.”
Freud maintained that his theory about disrupted sexual impulses was “still
...good.” But he asks “how can we reconcile this conclusion with our other conclu-
sion that the anxiety felt in phobias is an ego anxiety and arises in the ego,8° and
that it does not proceed out of repression but, on the contrary, sets repression in
motion?”St With this second theory of neurosis he held that where sexual im-
pulses were perceived to lead to danger — that is, when desire for mother ulti-
mately leads to castration by father — an unconscious and self-protective dis-
placement occurs. In conflict with the ego, the id impulses are sublimated and
shifted to a substitute activity or object that is considered appropriate and not
dangerous. Thus in agoraphobia, the fear of the street masked the fear of sexual

temptation.32 Similarly we may recall that in the case of Little Hans, his instinc-

tual impulses were shifted to the horse:
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He hates his [father],83 who is more powerful than he is, and he would like
to have him out of the way. If “Little Hans’, being in love with his mother,
had shown fear of his father, we should have no right to say that he had a
neurosis or a phobia. His emotional reaction would have been entirely
comprehensible. What made it a neurosis was one thing alone: the re-
placement of his father by a horse. [...] As we see, the conflict due to am-
bivalence is not dealt with in relation to one and the same person: it is cir-
cumvented, as it were, by one of the pair of conflicting impulses being di-
rected to another person as a substitute object.84
Thus an ego-derived fear of the substitute object manifests in consciousness, in
place of the fantasies of danger and desire. And as long as the neurotic patient
avoids the substituted fear-object(s), they avoid the anxiety associated with it:
Anxiety is a reaction to a situation of danger. It is obviated by the ego’s
doing something to avoid that situation or to withdraw from it. It might be
said that symptoms are created so as to avoid the generating of anxiety.
But this does not go deep enough. It would be truer to say that the symp-
toms are created so as to avoid a danger-situation whose presence has
been signalled by the generation of anxiety[, such as...] the danger of cas-
tration or something traceable back to castration.8s
Anxiety is no longer the result of a defense against ungratified sexual im-
pulses, but now activates a defense against the repercussions of acting on those
impulses - anxiety is a reaction of the ego to danger. Phobia sets in after a first
anxiety aftack in “specific circumstances, such as in the street or in a train or in
solitude.” Whenever the “protective condition” cannot be fulfilled, the phobic
mechanism “does good service as a means of defence.”8 Developing the symp-
tom of agoraphobia following an attack of anxiety in the street may then be “de-
scribed as an act of inhibition, a restriction of the ego’s functioning” by which the
agoraphobic patient “spares himself anxiety attacks.”8”
By the third decade of the century, the psychoanalytic dominance in psy-
chiatric publishing was well-established. Notwithstanding the shift in Freud’s

thinking (a shift that ultimately was not that much of a departure from his earlier
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sexual framework), he developed an alternative way of conceptualising phobia
that departed significantly from his colleagues. Conceiving of phobia as a neu-
rotic symptom deriving from psychosocial and family-relational factors (a view
held more so later on in his oeuvre), meant that (agora)phobia was a sacial proc-
ess set in motion by personal historical events. Nearly all of the articles written
between the years 1922 and 1938 were from a psychoanalytic perspective and it is
to these that we now turn. (I choose this periodisation because during World War
IT publishing slowed down markedly.) Consistent with Freud’s position, these
display further movement towards conceptualising agoraphobia as a symptom of

anxiety neurosis.

1922-1938
During these vears, publishing about agoraphobia was relatively steady, with at
least one article coming out most years, and peaks of more than five articles in
1922, 1926, and 1929.88 Not surprisingly, publishing dropped off considerably as
the Second World War approached. Geographically speaking, the articles were
still divided about evenly in terms of American and European practitioners. Of
the European, most were from the United Kingdom, however there were reports
from Germany, Austria, and Italy as well.

Of the articles that named the gender of the patient, sixteen were male and
22 were female; of those that did not, the discussion nevertheless took women to
be the essential sufferer. It is difficult to say with certainty the total number of
articles produced because only a minority of articles had “agoraphobia” as their

main focus. Most of the publications were concerned with “anxieties”, “fears”,
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“phobias” and “neuroses” and while they all discussed agoraphobia to varying de-
grees, only in six out of thirty-five pieces that I reviewed was agoraphobia named
in the title and/or was the diagnosis that was made. One writer, in fact, even said
that with all phobias having a similar origin, there was little gained by giving the
different manifestations of phobia different names.89 Other writers took up the
issue of classification as well, such as this one who said in defence of nomenclatu-
ral flexibility:

The group name being disposed of, we may now consider the chief reac-

tion types that come within the group, remembering that we are not deal-

ing with ‘clinical entities’ — a conception dear to those who kiss the rod of
verbal tyranny — but with patients, whose symptoms will not always fit
nicely into the most perfect scheme. Any classification must be loose; but
this looseness is necessary and inherent to the subject, and may not be en-
tirely removabie by any advance of knowledge.9°
Another stated that the “classification of the processes by which an irrational fear
may arise is necessarily artificial, for several may, and indeed usually do, contrib-
ute to a given case...”9!

Nevertheless, when agoraphobia was named in the title and presented as
central to the discussion during the second half of the 1930s, it was mostly by
psychoanalysts. Indeed, until then most of the articles were general discussions
appearing primarily in general medical journals and alluding to particular cases
rather than being primarily concerned to outline cases per se. Thus with the in-
creased prevalence of both agoraphobia and the psychoanalytic method of treat-
ing it, came an increase in the case history style of reporting.

Represented in 21 articles, those with a psychoanalytic orientation offered

lengthy and highly detailed descriptions of the patient and the psychoanalytic

concepts being used. By comparison, eight articles were behaviourist in orienta-
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tion, one was clearly biological, and the rest were not clearly classifiable. Symp-
toms described were consistent with past reports, but now the question of agora-
phobia’s status as a disease in its own right versus a symptom of something else
was no longer an issue. These reports took fears, phobias, anxieties, and neuroses
as their point of departure, and agoraphobia tended to be presented as a symp-
tom or manifestation of these more general pathologies.

Instead, the most significant debate in these articles was over the issue of
treatment (and by implication then, causation), with psychoanalysis and behav-
iourism as the two main contenders. With the predominance of psychoanalytic
perspectives among these reports, however, there was really no contest: psycho-
analysis clearly had the upper hand throughout the period. In the following pages
I shall outline briefly the highlights of the psychoanalytic articles, and in the next

we shall look at behaviourism.

Freud’s Disciples

At least up until his death in 1939, Freud’s intellectual and clinical leadership, as
well as his tendency towards professional gatekeeping, largely shaped main-
stream psychoanalysis.2 His influence is evident in the psychoanalytic articles on
agoraphobia whose authors built upon his theory of the ego as one of the three
fundamental psychic components of the mind (the other two being the id and the
superego). Freud postulated that the ego was formed by gradual modification of
the id that resulted from the impact that external reality made on instinctual
drives. This process led to the gradual replacement of the pleasure principle by

the reality principle, signalling the effect of instincts on ego development, and the
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potential dangers that could develop. In other words, the ego’s job was to repre-
sent reality and put up defenses in order to control internal drives in the light of
reality and its implications. Freud’s theory of phobias, we may recall, was that
they developed as a protection from danger:
The phobic mechanism works very well as a means of defense...[a]nxiety is
the reaction to a situation of danger; and it is circumvented by the ego’s
doing something to avoid the situation or retreat from it...[Slymptoms are
created in order to avoid the danger situation of which anxiety sounds the
alarm.93
The danger that Freud described stemmed from the fear of castration elicited by
instinctual wishes or desires.%+ As he stated: “The majority of phobias, so far as
we can see at present, are traceable to such a fear on the ego’s part of the de-
mands of the libido.”95 It was the ego’s need for protection that gave rise to re-
pression, not the libido.9¢ Symptoms developed in order to remove or rescue the
ego from danger97; “[t]he defensive process is analogous to flight, by means of
which the ego avoids a danger threatening from without, and that it represents,
indeed, an attempt at flight from an instinctual danger.”98
What Freud also observed in this discussion was that the street in agora-
phobia was the site of temptation, a conclusion toward which he had previously
moved in his correspondence with Fliess. This idea of temptation was linked, as
he said at that time, to prostitution and exhibition fantasies that were a means of
managing desire. As Freud wrote in a letter in 1897:
...I dreamed that I was going up a staircase with very few clothes on. [ was
moving, as the dream explicitly emphasized, with great agility. [...] Sud-
denly I noticed, however, that a woman was coming after me, and there-
upon set in the sensation, so common in dreams, of being glued to the
spot, or being paralyzed. The accompanying feeling was not anxiety but

erotic excitement. So you see how the sensation of paralysis characteristic
of sleep was used for the fulfilment of an exhibitionistic wish. (249)
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The question of exhibitionism was taken up by Deutsch, for example, who
noted that with one of her patients, anxiety was at first only associated with a
certain part of her way from home, a path where she often saw men urinating.
Deutsch stated: “My reason for emphasising this is that [ have received the im-
pression that exhibitionistic tendencies play an important (though subordinate)
part in the determination of street-perils.”%¢ Katan agreed and asserted as well
the importance of exhibitionistic desires in this etiology. Her patient was “very
exhibitionistic” and this was traceable to her asking as a child to be put on the
toilet by her father when she called him to her bed late at night with her noctur-
nal anxiety attacks (this served the purpose of disrupting relations between her
parents). Indeed, “{t}his exhibition while urinating served the purpose of seduc-
ing her father."we

Related to this were the fantasies of prostitution that several writers ob-
served. Weiss said that in those female patients who suffered from agoraphobia
and had fantasies of prostitution, the fantasies were an “utterance of the destruc-
tive instinct, announcing itself through the medium of the super-ego ... an ag-
gressive qualification on its part.”* In all successful repression, he continued,
there was a conflict between libidinal impulse and self-destructive tendency (the
unconscious desire for punishment). Identification with their emotional rivals led
patients to turn the aggression they felt inward, as with Bergler’s patient who
wished death for her mother.1e2 This patient became engaged to a man with tu-
berculosis with whom she broke up once he became cured, only to become en-

gaged to yet another man with tuberculosis. Bergler theorised that putting herself



in the position of caregiver in relation to these men was a means to bring to frui-
tion her need for punishment for the libidinous feelings she had for her father.

In another case it was clarified that redirection of repressed desires to-
wards strangers in the street served to protect the ego from the more dangerous
oedipal desires.1o3 This process was what Katan, following Freud, called “dis-
placement” referring again to the mechanism whereby desires are displaced from
the incestuous object onto other new objects. Katan asserted that this was a com-
ponent of normal adolescent development that normally only occurred once in a
person’s life, and that it was only when this process failed, that objects became
cathected pathologically resulting in agoraphobia. In the “process of normal pu-
beral development...[the result is] successful relinquishment of the old infantile
object relationships.”'e4 Agoraphobic patients, hostile to their drive and to their
object, successfully replace the dangerous incestuous object and retain the direc-
tion of the displacement, but the instinctual energy has still not been engaged,
hence the fantasies of prostitution.

The super-ego acted as the gatekeeper of the desires that informed such
fantasies and, in the context of agoraphobia, the super-ego was said by Miller to
reside out of doors:

[TThe external world contain{s] all those persons who can administer cen-

sure ... — the world at large. Our external world is built up by inter-

subjective intercourse and the moral order finds its social expression in
the opinion of people outside — in the agora — or market-place. However
much we speak of the moral law within us, we are always projecting into
the external world the physical manifestation of its force. We speak of the
external sanctions which make laws possible. The personal moral law is
described as a something not ourselves which make for righteousness. And
thus the agoraphobe at the level of sociality sees in the external world the

mentor of all offences against the moral law which has gone to make up
the super-ego against which it has offended.ts
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This writer’s patient had a conflicted relationship with her mother whom she
both desired and hated. Her desire was represented by a fascination with mouths
(her oral fixation), and her hatred stemmed from the access her mother had to
her father whom she herself desired. In this case, relations between mother and
child were cold and, to compensate, the patient engaged in secret sexual play with
a nephew and other boys. This play also included cunnilingus with a younger girl
behind half-closed bathroom doors, giving rise eventually to claustrophobia that
was intimately associated with her agoraphobic fear of open spaces. This patient’s
desire

for the male organ would have achieved a return to the mother, but this

desire for the penis was regarded as an unpardonable offence, and hence

what was most desired became what was most to be feared. [...] In en-

closed spaces all the offences were committed, and alone in an enclosed

space all the evil thoughts had returned to her. 106
Also signifying a super-ego conflict, another patient had a mother who did not
allow her to go out alone when she was younger; when this patient grew up and
had her own daughter, she repeated the situation of being watched vis-a-vis her
inability as an adult to go out alone. The only person whom she would accept as a
companion was her daughter who had to ensure that she did not succumb to in-
stinctual impulses. She thereby assumed the role of the super-ego, “the vigilant
faculty, the guardian who forbids and menaces - the role which was formerly
filled by the patient’s mother.”07

In another case, a middle-aged woman with three children was unable to

go out on the street and experienced a horrible murderous obsession that de-

stroyed her nightly rest: she worried that she might get up in the night and stran-
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gle her children in their sleep.!2® To compensate for these death wishes against
her children (which were versions of her childhood death wishes against her
brother and step-sister), the woman developed a severe super-ego to keep these
murderous impulses in check. She adopted an unusually self-sacrificing life to
remove her sense of guilt and in her married life was ascetic and dutiful, experi-
encing no pleasure — sexual or otherwise. Indeed it was her children who stood in
the way of pleasure between her and her husband, just as her siblings obstructed
relations with her father.

This theme of the ascetic mother appeared in other cases too and
Greenschpoon (1936) surmised that this kind of self-sacrifice actually repre-
sented the Janus-faced relation of hatred and love. As he put it, his patient
claimed to live for her daughter, but “{wlhen we hear such words we must always
think of the bipolarity (ambivalence) of feelings.”129 Exaggerated love was, in his
view, an overcompensation for repressed hate, and this patient’s dreams did in-
deed reflect the death wishes she had towards her daughter.

A striking thing in these reports is that agoraphobia did not always mani-
fest as an individual who could not go out. In some cases it appeared in individu-
als who could not bear to have their object of desire go out. Deutsch’s patient, for
example, could not stay home or go out without her mother. She worried, on one
hand, that something might happen to her mother if she went out without the
patient, and on the other hand, that her mother might “bestow her love on the
father” if the patient left the mother alone at home with him. 110 Similarly, a pa-
tient of Katan's, a young boy, experienced anxiety whenever his mother left the

house without him. He became anxious whenever he knew she was going to use a
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means of public transport; he feared that the strong men who directed traffic
would harm her and he was convinced that he could protect her. In fact, he was
not reassured when his father accompanied his mother into the street; rather it
increased his anxiety. Katan concluded that the boy felt compelled to play the
masculine aggressive and protective role in order to defend himself against his
feminine desires towards his father and against the corresponding death wishes
that he harboured against his mother whom he saw as his competitor.* At the
time of Katan's writing, this patient was not considered an agoraphobic per se,
though elements of his case indicated that he was well on his way to becoming
one. He avoided going into the street to avoid anxiety, and similarly forbade his
mother from going out either.!12

The notion of penis envy was also raised in several cases. Weiss for exam-
ple had one patient for whom large open squares was the main anxiety. This pa-
tient dreamt that her analyst (Weiss) had to have sex with her, but he had no pe-
nis, just an “empty space” where the penis “should have been”. The analyst
transformed into her mother for whom it was normal not to have “the desired or-
gan”, and Weiss concluded that this dream showed “that open places, from the
dread of which term agoraphobia is derived, [signified] the castrated mother.
Probably some inner urge prompts us to put a statue, an obelisk and, especially, a
fountain in the middle of squares.”"3 Desire for the male organ was even clearer
in Greenschpoon’s patient “Frau Gina” who had a “very strong homosexual fixa-
tion.”+ And Miller's patient actually articulated her wish to have masculine

genitals.t5
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Like some of the earlier cases, masturbation continued to play a central
role in that it was a significant source of the guilt that patients felt. One woman,
who had been sent to a convent school as a child, lived there in a constant state of
fear. The nuns, in an effort to curtail masturbation, said that the devil lived in the
washroom. The patient did not recall masturbating as a child but admitted to
doing so in puberty and felt “murderously guilty” for it.2¢ Another patient under-
stood that anxiety was a punishment for engaging in masturbation. Believing that
an admission of symptoms was as good as an admission to masturbation, she
waited 27 years before seeking psychiatric help.7

Ultimately the goal of all of these psychoanalysts was to achieve transfer-
ence, or the transferring of emotions previously experienced with important fig-
ures such as parents and siblings to the analyst. Patients related their memories
to the analyst

not only in words, but, as though driven by an inner and unconscious

power, re-experienced them, re-enacted them while they worked with him.

The analyst is made father, mother, brother, sister, lover, benefactor,

malefactor, thus becoming the target for the patient’s behavior which at

first appears nonsensical, unjustified, exaggerated, out of joint, until we
discern that in this ‘transference’ resides an enforced new edition of expe-
riences which had a particularly important bearing on the patient’s life
long ago.us
The patient to whom this writer was referring could not go anywhere without his
mother which suggested that “if a patient cannot exist without a certain other
person who has the power to allay his anxiety, this very person is the kernel of the
neurosis.”™9 Transference allowed the analyst to get at the repressed emotions

that resided in the unconscious and which “the patient felt in his childhood to-

wards the psychically unmastered people of his environment to whom he was at-
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tached —~ which emotions he now repeats towards the person of the doctor, who-

ever this may happen to be.”120

1939-1951

In the decades following War II, psychoanalysis continued to predominate as a
treatment approach, and the authors of these articles formulated their discus-
sions according to much of the same major themes and concepts that we have al-
ready looked at, namely the QOedipus complex, exhibitionism, masturbation, sa-
dism and prostitution fantasies, repression, displacement, witnessing of the pri-
mal scene, and ultimately, a defective superego (and hence questionable moral-
ity).

In 1944, for example, Fenichel focused on the street, and emphasised the
guilt associated with masturbation. He described agoraphobia as an “equilibrial
phobia”, a psychologically painful sensation of disequilibrium in space.’2 His pa-
tient felt his legs being pulled from under him whenever he went outdoors, and
analysis revealed a close connection between learning to walk and prohibitions
against masturbation. Fenichel thereby surmised that sensations of equilibrium
and position in space were important sources of sexual excitement and extended
this observation to include the role that street-width played in agoraphobics’ ex-
periences. Specifically, he noted that some agoraphobics feared narrow streets,
while others feared wide streets, and still others feared both. Thus, like “Vincent,”
described in the previous chapter, anxiety could be highly spatialised. 22

Another example comes from a psychoanalytic report published in 1951.

Schmideberg wrote of a young female patient whose agoraphobia derived from
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having witnessed her parents’ having intercourse when she was a child.23 “Ruth”
had masturbation fantasies and related sadistic fantasies; she believed herself to
be a menace, infecting everything she touched or possessed because her hand had
been in contact with her genital organs.:2+ Suffering from catatonia and voices in
her head as well, her agoraphobia was concluded to be a manifestation of obses-
sional neurosis and schizophrenic substrata.’2s The agoraphobia, though suc-
cessfully eliminated, was masking the more serious problem of schizophrenic
psychosis, which was difficult to treat with psychoanalysis.126

Psychoanalysis had a virtual monopoly on neurosis and only one writer, a
behaviourist by the name of Terhune, argued that the concept of repression was
not a convincing explanation, that phobias were simply the outcome of a “soft”
upbringing.1? Still, although the articles in this period were dominated by psy-
choanalytic perspectives (and secondarily by the behaviourists), other aetiological
theories were evident as well, albeit to a lesser extent. Biological predisposition,
for example, like the earlier articles, was taken by some as an important indica-
tor. This ranged from looking at immediate family to looking at human’s earliest
ancestors as McConnelly did, for example, when he asserted in 1926 that “fear”
conflicted with our “herd instinct”. Young (1932), in rejecting psychoanalysis on
the basis that there were too many cases of claustrophobia to accept the re-
pressed memory theory of agoraphobia, argued that biological inheritance was
“inextricably interwoven” with the environmental factor. Heredity was not the
only thing that Young observed however; other physiological commonalities be-
tween patients led him to note that eleven out of sixteen of his “downright cases

of phobia” had “outstanding somatic abnormalities” and showed “marked skele-
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tal or endocrinological variations.”28 Two of these cases were of agora-
claustrophobics who had hyperpituitarism and gigantism.2 Another physician
stated that from his point of view, the difference between the fearful and the
fearless was the relative size of the cortex and medulla. Fearless people had a
larger cortex in relation to the medulla, while the timid and meek had a smaller
cortex and larger medulla.'sc Thus in contrast to the psychogenic perspectives,
biological thinkers believed that mental characteristics were inborn and the psy-
chic mechanism was “but the foam on the surface.”'3: Still, these sorts of ideas,
while not conspicucus, remained relatively marginal for the next several decades
until the 1960s-70s when psychoanalysis declined along with its psychosocial
view of mental illness. [ turn now to the psychoanalytic articles published after

the release of DSM-I.

Psvchoanalysis and Agoraphabia after the DSM: 1952-1968
Following the release of the first edition of the Diagnostic and Statistical Manual

of Mental Disorders (whose history will be outlined in Chapter 7), publishing in
English on the topic of agoraphobia remained relatively steady until 1965 with
the publication on average of two articles per year. The total number of diagnoses
reported within this literature increased overall, especially among women. Of a
total of 180 cases reported (mostly psychoanalytic), a solid 158 were of agorapho-
bia in (mostly married) women. Patients continued for the most part to be edu-
cated and from privileged backgrounds (or at least the reported patients were
privileged. Tucker took issue in 1956 with the overrepresentation of middle-class

individuals and actually focused his discussion on clinical outpatients at all eco-
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nomic levels).132 The DSM classification system is discernible in these articles,
not surprisingly, given the major influence of psychoanalytic thought on the very
structure of the manual itself. Following the release of DSM-I, most of the
authors continued to take a psychoanalytic approach, though the behaviourist
model was making headway.

Despite the availability of the DSM, however, the classification of agora-
phobia continued to be an issue. As one writer put it, “any systematic classifica-
tion of the phobias is rather difficult” because the “phobic defense is highly indi-
vidual.” The same phobia “can show wide variation” and this suggests that “the
phobias might be regarded as a whole series of related illnesses rather than a sin-
gle disease entity.” Many of the names applied to phobias, as one physician ob-
served, “seem more confusing than helpful.”33 A case in point is the frequent
conflation of agoraphobia, claustrophobia, and travel phobia.'34 With regard to
claustrophobia, for example, it was often noted that patients needed to be near an
exit when they found themselves in enclosed spaces. It was observed equally of-
ten that agoraphobic patients had a fear of travel; one practitioner stated that
many patients were literally confined to their homes because of a morbid fear of
being alone on the open street with an accompanying inability to ride on public
transit.'35 Symptoms of claustrophobia and travel phobia were frequently de-
scribed, vet a distinction between them was rarely made.136 Nor was there a dis-
tinction (as yet) between “common” and “specific” phobias.137 One writer pro-
posed that the term “common phobias” be used to refer to exaggerated fears of
those things which ail people hate and fear to some extent, such as snakes, spi-

ders, and illnesses, but that reached neurotic proportions. The term “specific

120



phobias,” on the other hand, could be used to describe those things that do not
inspire fear in “normal” people, such as cats, escalators, and open fields.38

Interestingly, the question of whether or not agoraphobia was a symptom
or a disease in its own right, was, however subtly, still contested. According to the
DSM (and the psychoanalytic perspectives that informed it), agoraphobia was a
symptom of psychoneurosis. Yet the occasional remark suggests that the lan-
guage on this (at least) was not settled with terms such as “disease”, “symptom”,
“disorder”, and “syndrome” used interchangeably. Although not a psychoanalyst,
Terhune, for example, declared emphatically that agoraphobia should be consid-
ered a disease entity but then later, within the same article, observed that pho-
bias were symptoms of an underlying condition.'39 Equally confusing was another
article which stated agoraphobia and travel phobia were not fixed diseases but
“particular symptom groupings.”140

Despite these unresolved questions, the psychoanalytic perspective con-
tinues to rely on the notion of a failed superego! but there is an additional inter-
est in incest and sexual abuse, and the role these play in patients’ confused sense
of morality. Specifically, these articles point to abusers’ and/or parents’ failure to
instil a properly functioning superego by acting as role models. For example, one
analyst wrote about a patient — “Diane” — whose father regularly exhibited him-
self before his children and was seductive towards her: “Definitely he was not a
figure who gave Diane a sense of moral strength. He confused her with respect to
what was and was not permissible.”42 Diane’s older brother was similarly inap-
propriate; they had sexual relations until her brother turned his attentions to

their younger sister. Hurt by the rejection, Diane competed with him for the
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younger girl’s attentions, which culminated in a sexual relationship between the
two girls for many years. And though not directly related to the issue of sexual
abuse, Diane’s nurse and mother also contributed to her failed superego by intro-
ducing racist sensibilities to the mix. They were cruel towards the “Negro” ser-
vants which resulted in Diane’s apprehension about meeting Jews and Puerto Ri-
cans - “little black people” — downtown.!43 Whether or not the racism contrib-
uted to the phobia, it did provide Diane with an object on which to displace her
neurotic agoraphobic fear. Ruddick described a similar scenario in 1961. His pa-
tient’s agoraphobia was also related to the failure to incorporate a functioning
superego in that this woman, a lesbian, had been sexually abused by her brother
from the age of five to twelve. Their parents failed along with her brother to act as
“acceptable superego figures.”++ The abuse, coupled with unresolved feelings of
desire for her father, caused the street to represent dangerous heterosexuality.
While these cases describe situations where parents were effectively guilty
of under-parenting, others depict the opposite. One case of over-parenting was
described by an analyst whose patient, a 25-year-old, male, orthodox Jew, strug-
gled with deep cultural conflicts (as well as an inability to go against his mother’s
plans). As his doctor noted, “[t]he patient on the couch who talks of his agora-
phobia is a person in whom more than fear of the ‘open spaces’ is involved.”1s
This man battled against the compulsion to masturbate, homosexual desire, re-
ligious doubts, and an overbearing mother who wanted him to marry the woman
of her choice. Her efforts to sequester him from the world, along with his relig-
ious upbringing, led him to fight for the preservation and development of a free

ego, but at a cost. He feared that he would exhibit himself, and developed guilty
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feelings about any relationship with women, however casual, that manifested as
agoraphabia.146

This patient was demonstrating, according to his psychiatrist, a kind if
immaturity, a difficuity that another practitioner found to be present in 77 other
patients. There was almost always a problem of unhealthy dependence on the
mother that ranged from complete dependence on a completely dominant
mother, to a fear of doing anything of which she might not approve. Unhealthy
marital attitudes were frequently inherited from the mother in these cases, and
manifested in the rejection of sexual activity, fear of childbirth, a martyr attitude
towards the role of wife and mother, resentment towards men. Thus his patients
had “difficulty adjusting to the duties and responsibilities of [being a] wife and
mother” and needed to change their relationship to their own frequently neurotic,
demanding, critical, and overprotective mothers.!47 In one case, for example, the
patient was able to modify her attitudes “resulting in a better acceptance of the
female role and a better adjustment to her husband and child.”48 Although
Tucker (not an analyst) blames mothers for their daughters’ mental demise, fa-
thers were not entirely free of blame:

The personality and influence of the father also contribute to the
problem, particularly if he is overprotective or overpunitive, and there may
be a problem in the patient’s relationship to both parents. However, the
father is more frequently a passive individual who plays a relatively minor
role of influence on the patient.149

But he adds that in this and other respects gendered expectations played an im-
portant part in explaining women’s agoraphobia.
Psychiatrists revealed an awareness of the historical specificity of mental

illnesses (though of course, as psychoanalysts, history mattered on several levels.)
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As one analyst wrote, influences on the incidence, types, and variations in emo-
tional illness “tend to bring about what might be called a vogue in symptoms.”15°
One such influence was modern society, which “requires a degree of emotional
maturity in which many instinctual drives and demands must be controlled or
redirected in more socially useful and constructive directions.”s!

By the 1960s and 70s, psychoanalysis gradually started to find itself on the
downward slope. Stil}, there were a few psychoanalytic articles,s? one of which
signified an important trend in psychoanalytic discourse that would develop over
the next three decades, namely an interest in the problem of narcissism. In this
particular article, the writer argued that there was a specific relationship between
heightened narcissistic vulnerability and the development of agoraphobia. Spe-
cifically, the analyst described how sexual and non-sexual childhood traumas led
to the development of a “narcissistic character structure”. His patient’s aspiration
to marry inte wealth, her scoptophilic and exhibitionistic fixations that stemmed
from her father, brother, and herself all exposing themselves in the bathroom for
many vears, and four separate instances of admirers losing interest in her, all
contributed to her narcissism. The neurotic outcome of her narcissistic vulner-
ability, turning on her inadequate sense of self and lack of identity, was the out-
break of the agoraphobic “symptom complex.”153

Another psychoanalytic article considered “space phobias” in the context
of early childhood separation, a theme that would become relatively popular in
later years.'s¢ Following an object-relations framework, these writers argued that
just as the child’s attitude towards the outside and unknown territory beyond his

[sic] mother depended on her ability to tolerate the child’s explorations of it, so
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too did the agoraphobic person fear the outside due to its inherent uncertainty.
Reminiscent of the husband described above who depended upon the mainte-
nance of his wife’s pathology, the phobic’s partner is usually bound closely to the
patient within the safe territory and agoraphobic symptoms ensure that their re-
latedness is not lost. In other words, agoraphobia acts as a substitute for the de-
pendent relationship of early childhood, symbolising the attachment-autonomy
conflict that comes about with separation-individuation. s5 But as a behaviourist
even pointed out, “[nJowadays the term [separation] is applied, not so much in
relation to the fear of open spaces, as to the fear of being at a distance from fa-
miliar and supportive surroundings.”1s6

Childhood issues were also considered in light of the question of onset.
Specifically, a relationship was being pieced together at this time between agora-
phobia and school phobia. Several reports actually made this their focus, pre-
sumably in an effort to understand why the onset of agoraphobia was later in life
(that is, after marriage, as it turns out). In one study it was concluded that school
phobia may predispose to later agoraphobia but only in a small number of cases,
and that it seemed more likely that both conditions — agoraphobia and school
phobia - simply reflected a lasting tendency to neurotic illness. 57 That said, there
may have been basis for a distinction to be made — between school phobia and
“school refusal” — based on the notion that what was really at issue for these pa-
tients was separation. As Frances and Dunn wrote: “Since the agoraphobic often
feels most acutely the loss of his companion (often his home), rather than the
presence of the dangerous territory, many authors question the applicability of

the term phobia.”'s8 In other words, they distinguished between “school refusal”
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and “school phobia” to underscore the fact that leaving home was the basis of the
fear, not being in school.

While Frances and Dunn’s object-relations approach signified the
“branching out” of psychoanalysis, on the whole, psychoanalysis was beginning to
have to share its foremost position on the clinical landscape with the behaviour-
ists, to whose ideas we turn next. Although at first there were not as many articles
of this orientation as there were psychoanalytic, their ideas are important to con-
sider because in later years the amount of publishing from the behaviourist per-
spective (discussed in Chapter 8) is extensive. Indeed, behaviourism (along with
pharmaceuticals) would eventually overtake the psychoanalytic perspective by

leaps and bounds.
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Chapter 6
‘Brief and Economical’: Behaviourism and Agoraphobia

The Early Stirrings

The scientific origins of behaviourism may be traced back to the early 20t cen-
tury or earlier.' There was, for example, Ivan Petrovich Pavlov’s famous experi-
ment with the conditioning reflex in dogs, wherein he showed how the secretion
of saliva can be stimulated by both food and the ringing of a bell, whose sound
was associated with the presentation of food. As well, there was the classic 1920
experiment by American psychologist J.B. Watson (who coined the term “behav-
iourism” in 1913) and R. Raynore on an eleven-month-old infant named Albert.
Viewing behaviour as determined by a combination of genetic and environmental
factors, their experiment on Albert allowed them to show how a phobia couid be
created (and resolved) with conditioning and they developed a controversial
stimulus-response model based on this work.2

Drawing on these sorts of ideas, the handful of early practitioners oriented
more towards behaviour psychology took as their first assumption that anxiety
could be resolved through rationalisation, re-education, and persuasion. Patrick,
for example, argued in 1916 that precipitative traumatic events could be redefined
through re-education. The Williams patient from 1919 is another case in point
insofar as her “disturbance” was removed through reconditioning inside of a
week.3 For the early behaviourists the cause of agoraphobic anxiety was the con-
ditioning of wrong ways of thinking (giving us a taste of early cognitive psychol-
ogy), though in one article the writer attributed the primary cause to a depletion

of glandular secretions.+ And as with Pavlov’s dogs, “the reflex action itself, like
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other reflex actions, is a physiological phenomenon...attended by conscious sen-
sations.”s
As we saw in Chapter 5, these doctors were highly critical of the psycho-
analytic perspectives of their colleagues, and especially the notion that repression
or inhibition were necessary factors in the production of fear or anxiety.6 On the
contrary, the cause of phobia was better explained by the notion of “physiological
disharmony” with provocative stimuli from the patient’s environment. Fear was
seen as a conditioned emotional reaction to the complexities of
our modern business world [where there is a] struggle for existence, espe-
cially in large congested monetary centres, [and] contagion now and then
breaks out in fright, which imperils the fortune and lives of individuals or
a peoples’ financial stability; just as a country’s cause is sometimes lost
through panic striking its armies in battle.”
Such fears occurred in “certain individuals who are more impressionable [and]
suggestible.”s One physician argued that anxiety was more likely to occur when
the nervous system was already over-excited, as in toxaemia.9 In these weaker
types it was not always worthwhile or necessary to determine the conflicts un-
derlying the neurosis:
...it would be impossible to bring every patient suffering with a neurosis
characterized by fear to a psychiatrist or to a psychoanalyst who, by virtue
of the great time required for analysis, could see but a very limited number
of patients. Any physician who is experienced and who has the confidence
of life, and the physician as often as the priest has been the repository of
confidences which have relieved and cleansed the patient of headaches
and troubles.'0
The removal of the symptom through re-education was much easier and faster
than the psychoanalytic method of tackling the patient’s character; indeed “the

exercise of ordinary homely horse sense and advice frequently suffices.” A num-

ber of these writers insisted that the
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mind works in the same way in a patient disabled by a psycho-neurosis as
it does in the healthy individual, the difference being that in the psycho-
neurosis the patient is out of harmony with his environment by some acci-
dent of temperament or training, including previous experience.'2
Knowing that the mental processes were in fact quite normal, the patient could
face the phobia with confidence's so the key was to get the patient to “adopt a
different attitude towards the facts™s through explanation because the anxiety
was simply a matter of misinterpretation.'s The other component of treatment —
what would later come to be known as “exposure” — was to get the patient to face
those situations which were frightening:
[f he is afraid to walk alone, the first day he may be accompanied in one di-
rection for two blocks and instructed to walk back alone. Daily this is in-
creased until finally within a short time he is ordered to walk back alone.
Daily this is increased until finally within a short time he is ordered to
walk alone, then to ride on street cars, then to enter into all the activities
that a normal individual would encounter, despite his feelings. ¢
Yet, despite their overall rejection of Freud, these physicians nonetheless
did draw on certain concepts and ideas that sounded a lot like psychoanalytic
theory. For example, Thomas (1922) maintained that fear resulted from the inhi-
bition of instinct and Freud’s concept of the id was how he accounted for this.
Williams was interested in his patient’s dreams; this woman had visions as she
fell asleep of “a rough, brutal, very large skulking negro under the bedclothes”
and he took such dreams as the point of departure for many associations and
questions.!” He referred to psychoanalysis as the “Freudian cult” yet advised this
patient that “the satisfaction of her repressed impulse might be secured by the co-
operation of her husband.”8 Smowden observed that phobias were produced

when the mental picture of an original, terrifying experience was forgotten. Spe-

cifically, if recall of a terrifying memory meant the reappearance of the painful
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sensation of terror in the body, then gradually all those things associated with the
original experience were avoided until it was completely forgotten and sur-
rounded by a barrier or guard of forbidden activities.9 All terrifying experiences
had the potential to become phobias through the process of forgetting, he main-
tained. Hadfield stated in 1929 that the difference between normal fear and anxi-
ety was in the “damming back” of the normal expression of fear so that it failed to
express itself normally and discharged itself in activities connected with the
autonomic nervous system. Anxiety remained chronic because of the persistent
conflict between sexual or egoistic impulses, and because of the fear associated
with the need for protecting the ego. He continued by saying, however, that re-
pressed libido as an explanation was not the only game in town; indeed anything
threatening the ego was cause enough for the creation of a protective anxiety.
And in 1949 Terhune argued that his patients, twice as many women as men,2°
had simply not experienced enough of life’s challenges. These patients were over-
privileged and overprotected by neurotic parents on whom they were emotionally
dependent and from whom they needed to “divorce” themselves. The solution to
their problems would come from “reconditioning” and, in order to prevent this
problem from occurring, apprehensive children were to be recognised as “soft”
and shown in childhood how to deal with their problems. Adults whose soft up-
bringing had not been caught in time, needed to be re-educated through psycho-
therapy and resocialised through graded exposure to anxiety-producing activi-

ties.2t
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Behaviourism Gathers Momentum

Behaviourism was still a minor player during these years, however, and it was not
until after the 1950s and the emergence of three influential research traditions in
behaviourism, that its ideas and methods really began to crystallize. These three
traditions derived from the work of Wolpe, Lazarus and Rachman (originating in
South Africa and then moving to the US), American B.F. Skinner and his follow-
ers, and British practitioners M.B. Shapiro and Isaac Marks, the latter publishing
extensively on agoraphobia. Indeed, by the 1960s, behaviour therapy was fully
recognized within psychiatry, and an APA task force appointed in 1970 to evalu-
ate its potential gave it favourable reviews.»

Though it developed very much in the background of psychoanalysis, the
two psychiatries were similar in that they both pertained to feelings and
thoughts. They differed epistemologically, however, in that behaviourism was
based in the experimental scientific method. Behavioural psychotherapy insisted
on the observability of phenomena, as opposed to psychodynamic therapies that
were satisfied with inferences of psychic processes. Probably the most important
— and influential ~ difference between psychoanalysis and behavourist methods,
though, was the clearer orientation of behaviourism toward patients’ problems
and its concomitant ability to bring faster results than lengthy psychoanalysis.
Indeed, because of these differences, behaviourism would come to be seen as the
more economical treatment option.=

There were several examples of behaviourist orientations in the agorapho-
bia literature after the 1950s. Yet while they may describe the treatment tech-

nique differently, essentially they were all variations on a theme. In any behav-
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ioural treatment, exposure of some form to the anxiety-provoking stimulus was
the most crucial ingredient. “Gradual exposure” was used by Malleson in 1959 for
example, who had his patient go increasing distances from his front door and stay
there until “he has felt all the fear possible there — and cannot feel more, so bored
of it has he become.”>+ Clark used “reciprocal inhibition” with his patient who ex-
perienced spasms in the jaw muscles whenever she had to go out. She was trained
in progressive relaxation and exposure: when a spasm would start she was to
smile widely in order to inhibit the tension of the jaw muscles.?s She was also to
go increasing distances into the garden and return to the house as soon as she felt
any apprehension until eventually she was able to go to the chain stores a motor-
cycle ride away. Meyer and Gelder had a somewhat different objective in their use
of both reciprocal inhibition and graded exposure with their five patients. They
sought to determine whether or not behaviour therapy would be effective in all
phobic patients and what effect the successful treatment of one symptom or a
group of symptoms would have on other untreated symptoms. Their article was
among the first “studies” of the effectiveness of behaviourist methods in treating
agoraphobia that would eventually become the norm for behaviourist reports on
this disorder.2¢ Finally, “re-education” and “reconditioning,” used by Terhune
was aimed at re-programming the habituated response to the underlying prob-
lem. His approach was significant for its emphasis on cognition, also something
that would develop into a major area of study closely connected with behaviourist
approaches. The reader will recall that Terhune sought to “re-educate” his patient
and to facilitate “emotional maturation.” These patients needed to understand

that “neurosis is the income tax of civilization and that reeducation reduces that
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tax.”27 His approach, though focused on cognitions, would still involve exposure
in that the re-education that he proposed was to occur in a hospital setting where
the patient could socialise with other patients and practise walking increasing
distances away from it.

In Chapter 5 we looked at cases of agoraphobia believed to have been re-
lated to under- and over-parenting. This form of reasoning was not limited to the
psychoanalytic reports (though there were technically so many more of them).
Recall Terhune’s 1949 thesis that phobias were the result of “soft” upbringing.
He maintained his argument in 1959 and 1961 that patients needed to move be-
yond the dependence that they tended to have on one of their parents, who was
often neurotic too. He also observed that agoraphobia commonly developed when
patients were expected to become more independent.

Also like the psychoanalytic cases, gendered expectations were a contrib-
uting factor evident in other practitioners’ explanations. This was especially cap-
tured in Roberts’ report on five female patients, who, following treatment, were
found to all be “coping adequately with routine home duties.”28 Bignold, in 1960,
described the circumstances of 10 female patients in order to make the case that
they were opportunists who used agoraphobia to get their way. As he wrote:
“When the symptom served a useful purpose, it was refractory to treatment. The
possessive mother features in several histories. Dominant dames have diffident
daughters.” The success or failure to do gender correctly evidently constituted
an important measure of (the lack of) pathology.

Still, that there was a gain to be derived from agoraphobia was not exactly

a revelation; phobias protected patients from having to deal with difficult under-
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lying emotional issues.3° This meant that there had to be some guarantee of suc-
cess in treatment for patients to be willing to give up the protective shield that
their neurosis provided. The implication, however, was that patients were often
seen as responsible for their illness insofar as strong will and determination were
considered key to their recovery, as we saw in Chapter 4. Tucker (1956) even
wrote that the effectiveness of treatment was not dependent so much on the
number of office visits, as it was on the attitude and resources of the patient.3

The late 1960s and 1970s marked another turning point in the history of
agoraphobia. Between 1966 and 1975 a total of 38 articles,32 written by British
and American practitioners, were published.32 Nearly three-quarters were pub-
lished between 1974 and 1975, only six of which were psychoanalytic.3¢ The re-
maining articles were mostly behaviourist, informed no doubt by the widely cited
and influential Fears and Phobias published in 1969 by leading behaviourist
Isaac Marks. Pharmaceuticals were also being tested at this time, but to a lesser
extent.35 Several of the behaviourist reports, written by nurse therapists, were
published - one could say segregated — in nursing journals such as Nursing
Times and Nursing Mirror.3¢ Articles were also increasingly published in psy-
chology journals such as Behaviour Research and Therapy and Psychological
Reports. Evidently not only psychoanalysis and medicine and psychiatry proper
were losing their monopoly on the management of agoraphobia. Still, evidentiary
research that included psychological study, was beginning to accumulate, a trend
that would become the mainstay of medical publishing for the next thirty years.
Meanwhile, in 1968 the DSM-II, the first major revision of the infamous psychi-

atric manual, was released and its consequences reverberated far beyond the
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walls of psychiatric clinics.37 Only seven articles were published before the publi-
cation of DSM-II; after the numbers would increase, and they would do so expo-
nentially.

In terms of content, the behaviourist articles published between 1966 and
1975 were fairly consistent with past articles with regard to patients’ average age
and the long duration and form of their symptoms. Diagnoses have increased and
most of the patients are married women with children. For example, one study
used a sample of 29 agoraphobics, including 18 women38; another involved 34, 31
of whom were women.3 Still another used a sample of 786 agoraphobics — all of
whom were women.+° Indeed, writers frequently commented on the dispropor-
tionality of female incidence+ and suspected a possible link between agorapho-
bia, depression, and marital and sexual difficulties. It seems, in other words, that
most of the patients described were married, and many unhappily.+>

Behaviour therapy was by this time endorsed as a fast-acting and cost-
effective approach to treating phobic disorders. One patient’s previous resistance
to other forms of therapy and her “reduced economic circumstances,” in her
therapist’s words, “necessitated selection of a method which held at least some
promise of relatively quick results.” As two practitioners put it: “[ilf behaviour
therapy must be carried out more than three times a week it is no longer a brief
and economical treatment.”s3 The benefits of behaviour therapy could be maxi-
mised even further through group therapy which meant “a considerable time-
saving for the therapists.”+ In contrast, psychoanalysis had never been either

cheap or quick. As Peter Gay writes,
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From the first day on, while the analysis is getting under way, ana-
lyst and analysand have practical, worldly matters to settle {so as not to] to
cripple psychoanalytic inquiry from the start. [...] The patient agrees to
lease a certain hour of the analyst’s time and pays for it whether he avails
himself of it or not.45

“To ensure continuity and intensity,” most of Freud's patients were seen by him
as many as six times a week, and this arrangement could go on for years. Behav-
iour therapy, on the other hand, claimed to produce results in as little as three
weeks. 46
The increase in behaviourism, combined with a “waning asylum era” and a
“new social psychiatry” that had by this time begun to see mental iliness as “part
of normal variability,”+” signalled a greater likelihood for agoraphcbia treatment
to take place in a day-hospital setting rather than in an analyst’s office.48 As Roy
Porter writes,
A new social psychiatry was being formulated, whose purview extended
over an entire populace. The implied blurring of the polar distinction be-
tween sane and insane was to have momentous practical consequences for
custody and care. As emphasis tilted from institutional provision per se to
the clinical needs of the patient, it pointed in the direction of the ‘unlocked
door’, prompting a growth in outpatients’ clinics, psychiatric day hospitals
and regular visiting, and encouraging treatments which emphasized dis-
charge.49
Although agoraphobic patients had never really been confined to asylums, their
decline still had implications throughout the field of mental health, including the
treatment of agoraphobia.
The ascendance of behaviourism contributed to the late 20t century shift
towards the experimental; single-authored case reports decreased while multi-

authored reports on the efficacy of various behaviourist methods began to in-

crease, though their real moment would come after the release of DSM-II1. Drug
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therapies — on their own and in conjunction with behaviour therapiess® — were
also explored to some extent, but like behaviour therapies, even more so after
1980. In one 1966 report even psychosurgery was advocated —as a means of fa-
cilitating behavioural therapy — with researchers hypothesising that modified
leucotomy (a kind of lobotomy) could be useful in treating severe agoraphobia.
After lobotomising twenty-two severe agoraphobies they found that this surgery
produced an overall reduction of anxiety, enabling patients to relax enough to re-
lieve specific phobias with behaviour therapy.st Evidently this questionable sur-
gery was not popular or especially well-received; psychosurgery would really
never be mentioned in the literature again, save for one letter to the editor of the
British Medical Journal that criticised psychosurgery trials as “crude and inap-
propriate.”s2

The behaviour therapies described in these reports continued to involve
some form of exposure. Methods included “systematic desensitisation,” “succes-
sive approximation,” “flooding” in vivo and in the imagination (both alone and in
groups), “self-observation,” “group therapy,” “relaxation,” “modelling” through
video, “reinforced graded practice,” “stress inoculation,” and “behavioural coun-
selling.” Behaviour therapies assumed that a person’s behaviour was a way of
adapting to their environment and so specific behaviours were targeted for
modification.

Systematic desensitisation was used to reduce anxiety gradually and was a
variation on “reciprocal inhibition” therapy discussed above. (Recall Clark’s pa-
tient who experienced spasms in her jaw whenever she had to go out.)s3 Operat-

ing on the principle that if a partial or complete suppression of an anxiety re-
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sponse could be made to occur in an anxiety-provoking situation, then the link
between stimulus (e.g., the street) and response (e.g., fear) would be weakened.
Relaxation, for example, was often used in this way, as it was with “Mrs. James”,
a 45-year-old widow with two children who had been suffering from agoraphobia
for 14 years prior to her husband’s death. Since his passing, her mobility was
completely impaired because until he died, she had been completely dependent
upon him for help and companionship. She lived in a quiet suburb of Belfast,
Ireland, but was unable to shop in the city, take her children on a holiday, or visit
friends for fear of travelling on public transport. Her nurse therapist trained Mrs.
James in relaxation, along with a programme of graded (incremental) exposure
outside the hospital, which enabled Mrs. James to avoid using medication. Prior
to each session, the patient was made aware of exactly what was to happen, an
especially important step with “so much of the treatment taking place outside the
hospital, where there is always a danger of traffic on top of other problems expe-
rienced when trying to carry out domestic activities in Northern Ireland.” The
therapist continued: “Since Mrs. James had never been in the city for any length
of time since the outbreak of violence, she had to be prepared for the security ar-
rangements and what to do during a bomb scare, all of which were new to her.”s4

Another therapist, also Irish, described a similar situation with an agora-
phobic-claustrophobic woman. “Cynthia,” his patient, decided to pursue treat-
ment even though

[e]lveryday somewhere in Belfast buses were being hi-jacked. Everyday

there was the possibility of being injured in bomb blasts. People were be-

ing shot. There were security checks to pass through which meant waiting
to be searched. And not long ago, a shopping centre, similar to the one she
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[wanted] to go to, had been wrecked in a car bomb which had resulted in
three deaths and many injuries.s5

These two patients had very good socio-cultural reasons to be agoraphobic. Still,
Mrs. James’ treatment was a success; eventually, she was able to take her family
to the zoo, to shop in bigger stores, to ride the bus, and even visit relatives in the
country. Cynthia’s treatment also had a good outcome, despite a couple of minor
relapses. After 62 days, though, she was discharged from the day-hospital where
she received her therapy. By then, she was doing all kinds of things in town and
even going on trips. Only

going to church, however still caused her some unease. She could go and

sit through the longest of sermons purely as a therapeutic exercise, but she

felt she could not believe in the church as an institution, and had previ-

ously only attended because she felt she owed it to her parents for the dis-

appointment she had been to them.s¢

In some cases, relaxation training was done in preparation for the use of
an “anxiety hierarchy,” or the ranking of anxiety-provoking stimuli.s7 A list of
situations associated with the agoraphobia was developed and each situation
ranked according to how much anxiety it produced in the patient. Then, in a re-
laxed state, the patient was to imagine the least anxiety-provoking situation and
concentrate on remaining relaxed. Graduaily, shes® was to move from imagining
one situation to the next until the most anxiety-provoking situation could be
imagined without experiencing phobic reactions. The principle of this technique
was that if the patient could imagine these situations and relax thrcugh them, she
would be able to tolerate them in real life without feeling anxious. The effective-

ness of this approach was debated in some of these reports but used nonetheless

by several practitioners.59
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In self~observation patients were expected to keep track of how long they
could spend in the anxiety-provoking situation before beginning to feel tense.
With successive approximation, therapists did the recording and patients were
praised for their accomplishments.$° The use of praise or reinforcement was itself
the subject of study, having been shown to have effects on animal behaviour, hu-
man verbal behaviour, schizophrenia, mental retardation, and children’s disor-
ders.5!

But reinforcement was alsc contentious because it was seen to have the
power to hinder as well as encourage progress. Family members, for example, in
trying to be supportive, may actually prolong illness by reinforcing avoidance be-
haviours. To this end, one clinician actually instructed his patients’ relatives to
ignore the complaints because they were just encouraging dependency and fos-
tering ambivalent attitudes towards the results of therapy:

...it is presumably impossible to become an agoraphobic without the aid of

someone who will submit to the inevitable demands imposed upon them

by the sufferer. Theoretically, if a person starts displaying agoraphobic
symptoms, but finds no one willing to pander to his insistent orders to

“stay and guard me, look after me and protect me,” he will not display per-

sistent agoraphobia, whatever other neurotic symptoms he may develop.

Agoraphobia, then depends as much upon interpersonal as upon intraper-

sonal variables both for its origin and its maintenance. 62
Interestingly, this writer also observed that the impetus to reinforce agoraphobia
in loved ones could come from a certain familial need to maintain the patient in a
state of pathology. One patient’s husband went through treatment (assertiveness
training, cognitive modification through “thought-stopping,” and desensitisation
to themes of rejection) in order to be able to stop reinforcing his wife’s behav-

iour.63
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Flooding was used to reduce avoidance behaviour through prolonged ex-
posure to the anxiety-producing object or situation and this treatment approach
took three forms®+: One was in vivo exposure or exposure to the real situation.
For example, one nurse therapist ireated his patient’s agoraphobia by having the
patient practise walking through and crossing streets, first on quiet side roads
and then later on busy city streets. The treatment was not completely successful,
since the patient remained uncomfortable with busy streets, but eventually she
was able to shop without discomfort.bs Flooding could also take place in the
imagination by a live or tape recorded therapist talking about the feared situa-
tion. One man who had as many as 50 movement induced epileptic seizures a
day feared going out and having his attacks publicly. He had been afraid of leav-
ing home without his wife, crossing roads, and entering crowded shops or cine-
mas, and had been unemployed for over a year. His psychiatrist had him listen to
tape recorded ‘flooding themes', a new one for each session, but all describing the
patient in intensely phobic situations, having a seizure accompanied by all the
feared embarrassment. The patient practiced the “fantasized” situations, and af-
ter 10 sessions in three weeks, the patient had no trouble travelling throughout
London or entering crowded shops.6 Thus flooding could also be a combination,
both real and imaginal. There was general agreement that exposure in the imagi-
nation was inadequate on its own, that patients did need in vivo exposure to real
anxiety-provoking situations in order to overcome them. That said, however, it
was also suggested that actually experiencing the anxiety may not have been nec-
essary in order to treat agoraphobia successfully.57 In other words exposure could

occur only until anxiety starts to build and still have the same effect.
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Graded practice entailed incremental advancements towards the behav-
iour goal. With agoraphobics it meant having the patient walk outside a certain
distance with a companion, then walking a bit further, and then a bit further and
so on until eventually the patient was walking the desired amount without a
companion. In one case, for example, the patient had been self-medicating ~ with
alcohol - his fears of heights, trains, crowded places, walking alone, and driving
on motorways. Not uncommonly, his family life was in jeopardy and his relation-
ship with his sons in tatters, but graded exposure sessions enabled him to over-
come his fears. Unfortunately, the patient subsequently developed a fear of water
which was interpreted by his caregivers as a way to prevent the end of treatment.
It was decided that he should be slowly “weaned” and monitored by telephone,
and he continued to improve.58

Another technique used was stress inoculation which involved teaching
the patient how to relax quickly in a stressful situation and how to think posi-
tively so as to avoid initiating or exacerbating panic attacks. Stress inoculation
was to occur in stages (preparation, mild anxiety, severe anxiety, self-
reinforcement), and relevant positive statements compiled for use in each stage.
For example, in the preparation stage, a patient might wonder “what will happen
to me if I get a panic attack later{?]” and an example of a positive statement could
be “Even if I do become anxious, I will stay calm and cope.” Another example,
something a patient might say to herself in the mild anxiety stage, may be “Relax!
I'm in control. I can handle the situation.”s9 This technique could also work well
in conjunction with the use of an anxiety hierarchy to allow the patient to imagine

stressful situations and practice a relaxation response.7
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Behaviourist methods were not restricted only to these hands-on sorts of
techniques, however. Behaviour counselling was, like psychoanalysis, a non-
directive approach that encouraged patients to talk about their particular prob-
lems and experiences but in the context of psychological principles of condition-
ing and learning. Indeed there was a certain sense that the best approach to
treating agoraphaobia was a combination of behaviour and psychotherapy.”

With these behaviourist reports, written roughly a century after Carl
Westphal’s important contribution to the discourse of agoraphobia, we can make
the following observations. Agoraphobia was by this time clearly an issue for
women more so than men. Psychoanalysis was on the decline and effectively be-
ing replaced by behaviourism. Consequently, reports on individual cases were be-
coming less fashionable, while research reports on large trials and studies were
increasing. In many respects these shifts set the stage for what was to come next;
in the next two chapters we shall see how the face of psychiatric and psychologi-
cal treatment has moved from being about individuals with particular problems
to being largely concerned with hypothesis testing. I turn now to the development
of the DSM and the far-reaching effects it would come to have on psychiatry as

both a practice and a profession.

147



Notes

1 Birk, 1978:433.

2 Birk, 1978:433.

3 See also Williams, 1922; 1930.

+ Williams, 1922.

5 Thomas, 1922:129.

6 Thomas, 1922:129.

7 Lopez, 1926:424-5.

& Pollock, 1928:44-5.

¢ Hadfield, 1929:35.

1 Pollock, 1928:44-5.

u Poliock, 1928:46-7.

12 Snowden, 1934:315. See also Hadfield (1929) and Lopez (1926).

13 Snowden, 1934:320.

1 Williams, 1930:436.

15 Pollock, 1928:43-4.

16 Pollack, 1928:46.

7 Williams, 1930:438.

18 Williams, 1930:438.

19 Snowden, 1934:318.

20 Terhune, 1949:162.

u Terhune, 1949:168-71.

22 Birk, 1978:434, referring to an APA report on the matter released in 1973.

1 Birk, 1978:434.

2 Malleson, 1959:226.

25 Clark, 1963:246.

26 Meyer and Gelder, 1963.

= Terhune, 1959:768.

8 Roberts, 1964:195.

29 Bignold, 1960:333.

30 Laughlin, 1954.

# Tucker, 1956:829.

32 A few additional articles in French and German were also published, bringing the total to 44.

13 [ chose these vears because Medline indexes articles beginning in 1966, and the major increase
in articles between 1974-5 gestures towards a natural cut-off point.

3 Seven, if we count an article on hypnotherapy.

35 Pharmaceuticals and their use in the treatment of agoraphobia is traceable to as early as the
late 1950s, but as [ describe in Chapter 8, it was not until the 1980s that clinical publishing and
pharmaceutical research really intensified (at least with regard to agoraphobia).

36 As one nurse remarked, “{t}he growing involvement of nurses in a more responsible clinical role
than they have plaved hitherto will mean that psychiatric nurses will be called upon increasingly
to give treatment...” (Bradley, 1975).

37 Kutchins and Kirk, 1997.

18 Emmelkamp, 1974.

39 Emmelkamp et al., 1975.

10 Marks et al., 1974.

#t See for example Hawkrigg, 1975a:1280; Weekes, 1973:469.

sz Evans and Liggett (1971) found that agoraphobics showed more concern about loss and be-
reavement than did other phobics. This may also support a link between agoraphobia and depres-
sion.

43 Marks and Gelder, 1966:318.

+ Emmelkamp and Emmelkamp-Benner, 1975. Also, there may even have been a psychiatric
trend toward group therapy developing at this time, if we consider that it was being used by then
for the purposes of weight loss, as in Weight Watchers, and recovery from alcoholism, as in Alco-

148



holics Anonymous (Hand et al., 1975). Group therapy situations not only would have saved thera-
pists” time, but would also have allowed patients to support one another. The rise of group ther-
apy in the treatment of agoraphobia also suggests that there were quite a number of agoraphobics
around, or at least enough to warrant treating them in groups.

5 Gay, 1998:296-7.

46 See for example Pinto, 1972.

+ Porter, 1997:521.

48 See for example Williamson, 1974.

49 Porter, 1997:521.

s0 See for example Lipsedge, 1973. Also, there was some evidence of resistance to this shift to evi-
dentiary medicine. See Agras et al., 1968 who, arguing against large clinical trials, made the point
that it was better to study a single case through an experimental therapy. As they wrote: “The ef-
fect of a single therapeutic variable on neurotic behavior can then be determined by its introduc-
tion, removal, and reintroduction in sequence” (423). That said, Agras was still supportive of the
scientific method.

5t Marks et al., 1966.

52 Shafar, 1975:40.

53 Clark, 1963.

5+ Bradley, 1975:967.

35 Williamson, 1974:1843-4.

6 Williamson, 1974:1845.

57 See Hawkrigg, 1975b.

58 | use the pronoun “she” because by now pretty much all the authors do; agoraphobia is firmly
established as a female problem.

59 See for example Friedman, 1974; Williamson, 1974; “Agoraphobia”:1974 (author unknown).

6o See for example, Everaerd et al., 1973.

& Agras et al., 1968:423.

62 Lazarus, 1966:97. (Lazarus was one of the leading figures in the development of behaviourism.)
63 Lazarus, 1966.

6 Emmelkamp and Wessels, 1975.

65 Deakin, 1975.

%6 Pinto, 1971:287.

67 Everaerd et al., 1973.

68 McArdle., 1975.

%9 Hawkrigg, 1975b:1338.

~ Hawkgrigg, 1975b.

7 Shafar, 1975.

149



Chapter 7
DSM and the Demise of the Social

L. In the Beginning

The first official effort to classify mental disorders in the US was developed by the
federal government for census purposes, which meant that census officials were
closely involved in the diagnosis of mental illness. By 1880 there were seven offi-
cial categories of mental illness, namely mania, melancholia, monomania, pare-
sis, dementia, dipsomania, and epilepsy.' After the turn of the century, census of-
ficials decided to standardise nosology and asked the American Medico-
Psychological Association (later the American Psychiatric Association) to strike a
“committee on nomenclature” that would compile data on mental disorders.2 In
1917 this committee adopted a report of its “Committee on Statistics” whose
mandate it was to “provide for a system of uniform statistics in institutions for
mental diseases” and “promote the introduction of the system throughout the
country.” This first Statistical Manual for the use of Institutions for the Insane
was compiled and published to assist mental institutions in gathering their an-
nual statistics of psychiatric nosology. It was “earnestly hoped...that a national
system of statistics of mental diseases [would] become an actuality.”s To this end,
specialised forms for the purpose of preparing statistical reports were provided
along with instructions on how to complete and submit the forms.4

The statistical manual was a success; as noted by its editor in the preface
to the second revised edition published in 1920, the system of classification “met
with general approval” and was “adopted by nearly all of the state hospitals” and

many other public and private hospitals as well. Indeed, “demand for the manual
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[was] so great that the supply of the first edition [was] nearly exhausted.”s This
success was despite the fact that there were absolutely no citations or references,
which meant a convenient inability to test its categories for scientific validity — a
theme that would become all too redundant over the next 80 years. Ironically, as
early as this second edition, the authors of the foreword wrote:
In order that the statistics of the several hospitals may be compared and
combined, much care should be exercised in compiling them, and the sug-
gestions in this manual should be closely followed. In no other way can ac-
curate, nation-wide information concerning mental diseases and the op-
erations of hospitals for their treatment be made available to supervisory
boards, managers and superintendents and to other persons interested in
hospital management or in the scientific study of mental disorders.é
They go on to say:
This revised edition of the manual is essentially the same as the first but
the instructions have been amplified and some new items have been
added. Although no fundamental changes have been made in the classifi-
cation of mental diseases, a few terms have been modified to conform with
current usage.”
The minor modifications to which these lines refer were most likely relatively in-
nocuous and meant only for the purposes of amplification. In retrospect, how-
ever, these changes foreshadowed a series of questionable and highly political re-
visions that would subsequently mar the DSM throughout its history. Though this
will become much clearer later in the chapter, each edition of the DSM makes
fact-claims only to replace them in revised editions with “truer” fact-claims based
on “current usage.” These revisions according to Kutchins and Kirk “can seldom
be explained by advances in science but can often be explained by the shifting
fortunes of various powerful factions.” Although Kutchins and Kirk are referring

specifically to revisions of the DSM after 1979, its history of making scientific
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claims was established early within this second edition of the Statistical Manual,
that is — long before the release of the DSM proper.

Between 1918 and 1942, the early manual, used by the US Census to survey
mental institutions annually, went through ten editions.9 By the time the sixth
edition had been published,® the American Medico-Psychological Association
had become the American Psychiatric Association whose role it was, in co-
operation with the National Committee for Mental Hygiene, to act in an advisory
capacity to the Department of Statistics of the National Committee for Mental
Hygiene.! True to form, “[s)ignificant changes in the classification of mental dis-
orders were made by the American Psychiatric Association at its annual meeting
in New York in 1934. The revised classification together with new definitions and
explanatory notes” were contained within the sixth edition. Not only was this
classification system being used by the Census Bureau and practically all of the
hospitals throughout the country, the United States Public Health Service, the
United States Army, and the Veterans’ Bureau had also adopted it, a first step in
bridging the professional and diagnostic divide.* It would largely be this discon-
nect between military and civilian medical and psychiatric classification that
would ultimately set in motion the development of the first DSM so as to stan-
dardise the categories for all medicine.

In 1928, the New York Academy of Medicine held a conference on the no-
menclature of disease in New York and many organisations, including, medical,
government, military, and life insurance, were in attendance. An executive com-
mittee was struck and a basic plan established that “provided for a dual method

of classification, etiological and topographical (anatomical).”3 Until then, medi-
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cal nomenclature had varied in form: hospitals, health organisations, and insur-
ance companies all had to devise their own systems.* The American Medical As-
sociation was therefore in search of consistency but, in the words of H.B. Logie
(Executive Secretary of the NYAM conference) however, “the terminology em-
ployed...represented the personal choice of the author” and meant that “the
original plan was forsaken in places for purely etiological, functional, epidemiol-
ogical, or less important considerations.”'s The resultant Standard Classified
Nomenclature of Disease, published in 1933, aimed to be a “central guiding in-
fluence” in the face of a “confusing multiplicity of effort.”'6 It was to include
“every disease which can be recognised clinically, to avoid repetition and over-
lapping, to classify the diseases in a logical manner,”'7 and it was also intended as
a reference for clinicians, public health officials and clerks.!® By 1935, with the
release of the second edition of the nomenclature, the Standard had “found its
way” into nearly 500 hospitals in Canada and the United States. By 1942 and the
release of the third edition, it had expanded to include surgical operations.

In all its editions, however, the method of classification was based upon
two main factors: the location of pathology (topographical classification) and
causation (etiological classification). Topographical classification was divided
into eleven major categories, one of which was “diseases of the body as a whole,”
including diseases of the psyche and of the body generally and diseases that did
not affect a particular system exclusively.!9 Etiology had 13 major categories, in-
cluding, for example, “Diseases due to prenatal influence”, “Diseases due to a
lower plant or animal parasite,” “Diseases due to intoxication,” and “Diseases of

undetermined cause.”20
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The new classification system was intended to meet the needs of govern-
ment, not patients and doctors. As we have already seen in the medical articles,
psychiatric treatment at that time was still quite non-specific. The uselessness of
this classification became dramatically apparent during and after World War II.
With the increase of psychiatric case loads during the war, military psychiatrists,
induction stations psychiatrists and Veterans Administration psychiatrists were
forced to work with a nomenclature, that in the words of the APA, was “not de-
signed for 90% of the cases handled.” In particular, “[n]o provisions existed for
diagnosing psychological reactions to the stress of combat, and terms had to be
invented to meet this need. The official system of nomenclature rapidly became
untenable."2!

The APA struck a committee charged with drafting another revision, using
the guidelines drawn from the experiences of the Armed Forces and Veterans
Administration. In April, 1950, the committee distributed copies of the draft
along with a questionnaire to 10% of its members and practitioners from other
organisations and, based on their responses, they prepared a revision deemed ac-
ceptable to the American Medical Association. The Council of the American Psy-
chiatric Association officially adopted the new nomenclature and the Committee
was authorised to prepare the first edition of the Diagnostic and Statistical Man-
ual of Mental Disorders, otherwise known as the DSM.22 The manual was to
serve as a “statement of general principles and procedures” to replace the com-
pilations of statistics on mental illness previously prioritised. It offered a “com-
pletely new classification in conformity with newer scientific and clinical knowl-

edge, simpler in structure, easier to use and virtually identical with other national
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and international nomenclatures.”2 It also provided guidelines for the statistical
recording and reporting of psychiatric conditions. Ironically, what it did not pro-
vide (like its predecessors} were bibliographic references. Though considered a
huge success especially helpful to psychiatrists who wanted a manual specific to
their field, ultimately the DSM was, in Kutchins and Kirk's words, a “compen-
dium of constructs,”+ a collection of abstract concepts — shared ideas — about
mental illness.

When it was first published in 1952, Freud’s impact on psychiatry was evi-
dent, both in the organisation of disorders and the diagnoses included. As we saw
in Chapter 5, the psychoanalytic approach had a monopoly on psychiatric prac-
tice for several decades, and this newly emergent Diagnostic and Statistical
Manual of Mental Disorders was a reflection of this. There were three major di-
visions of the functional (nonorganic) disorders — into psychoses, psychoneuro-
ses, and personality disorders.2s While agoraphobia was not named, “anxiety re-
action” and “phobic reaction” were located with “disorders of psychogenic origin
or without clearly defined tangible cause or structural change.”26 The term “dis-
order” was used “genericaily to designate a group of related psychiatric syn-
dromes” and each of these groups was further subdivided “into more specific psy-
chiatric conditions” defined as “reactions.”?” These Psychoneurotic Disorders
were defined by their chief characteristic, anxiety, that was “directly felt and ex-
pressed, automatically controlled by such defenses as depression, conversion,
dissociation, displacement, phobia formation, or repetitive thoughts and acts.”28

In contrast with psychoses, psychoneurotic disorders did “not exhibit

gross distortion or falsification of external reality (delusions, hallucinations, illu-
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sions)” nor “gross disorganization of the personality.”29 Anxiety was explained —
notably consistent with Freud’s view — as a “danger signal” felt and perceived by
the conscious component of the personality:

It is produced by a threat from within the personality (e.g., by super-

charged repressed emotions, including such aggressive impulses as hostil-

ity and resentment), with or without stimulation from such external situa-

tions as loss of love, loss of prestige, or threat of injury.3°

Patients were seen to handle anxiety in various ways, with varying reac-
tions. In the “anxiety reaction”, which was distinguished from “normal apprehen-
siveness [sic] or fear,”3 anxiety is diffuse and unrestricted to specific situations
and objects. This is contrasted by “phobic reactions™ or “phobias™ (which in-
cluded “anxiety-hysteria™) in which the “anxiety of these patients becomes de-
tached from a specific idea, object, or situation in the daily life and is displaced to
some symbolic idea or situation in the form of a specific neurotic fear.” Common
examples of “phobic reactions include fear of syphilis, dirt, closed places, high

places, open places, animals, etc.” Patients try to control their anxiety by avoiding

these phobic objects and situations.32

The DSM-II:

The first edition of the DSM was widely popular, having been reprinted twenty
times since its release in 1952 and distributed throughout the US and other
countries.?3 The Committee on Nomenclature and Statistics developed an ex-
panded successor to the DSM-I in order co-ordinate its nosological categories
with those of the World Health Organization’s International Classification of

Diseases [henceforth ICD], a glossary of illness that included mental disorders,
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then in its 8t edition. The DSM-II was authored by the Committee on Nomen-
clature and Statistics, comprised of experts and consultants who felt the time had
come for American psychiatrists to collaborate in preparing and using the new
ICD-8 and for an integration of psychiatric nomenclature and classifications with
the rest of medicine.3+ With “the adoption of the DSM-II, American psychiatrists
for the first time in history will be using diagnostic categories that are part of an
international classification of diseases.” It was still recognised, though, that a re-
vised DSM could only be “an important first step...an agreement to use the same
sets of categories for classifying disorders.”3s

The revision process commenced in 1965 with the first meeting of the
Committee. A key figure in this was Dr. Robert Spitzer who became a major
spokesperson for psychiatric diagnosis for two decades and an emphatic defender
of the manual.3¢ A draft of the manual was circulated to 120 psychiatrists in early
1967 with a request for feedback,37 yet revising the DSM-II was a “relatively pri-
vate and simple process, more like changing rules and regulations within one or-
ganization than negotiating treaties among many rival factions.”38 By May 1967,
the responses from members of this “in-group” had been collated and incorpo-
rated into a new draft, which was then submitted to the APA’s Executive Com-
mittee for approval. In December, 1967, the APA Council authorised publication
of the new DSM and the classificaticn system went into effect on 1 July, 1968. 3¢

The new DSM was meant to reflect nomenclature in its current usage and
psychiatry in its current practice.s° As with the first edition of the DSM, there
were no references or citations perhaps because the manual “made no pretense of

being [a] scientific’ document.#t It was, rather, an administrative codebooks2
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that, like the first edition, sought to facilitate the recording of mental disorders
and provide a framework for how mental disorders could be talked about.

The DSM-II contained many new categories of disorder and the nomen-
clature was also organised in a new way. Unlike the first edition, the recording of
multiple diagnoses and associated physical conditions was encouraged+3 while
qualifying phrases and many definitions were changed.+4 Perhaps the most no-
ticeable change in the revised manual was that whereas in the DSM-I nomencla-
ture was divided into three major groups, the DSM-II had ten. “Functional Dis-
orders” was subdivided into several major categories, including Neuroses (for-
merly “Psychoneuroses”), and all of the subcategories within this group were
changed from “reactions” to various types of “neuroses”. For example, in the first
edition, phobias were called “phobic reactions”, whereas in this edition, they are
called “phobic neuroses.”s Though still consistent with the language of psycho-
analysis, this particular shift was considered by the Committee to be “[o]ne of the
most striking differences between DSM-I and DSM-II, and perhaps the one that
will generate the strongest feelings.”+¢ Though its members anticipated contro-
versy, it was not the intention of the Committee to present mental disorders as
fixed disease entities nor to reconcile disparate views, but rather to designate
suitable labels.+7

Anxiety was still considered to be the chief characteristic of neuroses and
was still differentiated from phobias on the grounds that anxieties were diffuse
abnormal apprehensions or fears, while phobias, on the other hand, were “char-
acterized by intense fear of an object or situation which the patient consciously

recognizes as no real danger to him."8 Still following psychoanalysis, phobias
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were “generally attributed to fears displaced to the phobic object or situation
from some other object of which the patient is unaware.”49 But the link to psy-
choanalysis would not last; as we shall see in the next section, the next DSM

would prove to be its death knell.

II. The Beginning of the End

From the perspective of publishing on the one hand, the last few decades of the
20 century constitute a period in psychiatric history like no other. During this
time publication of articles dealing with agoraphobia virtually explodes; an unre-
stricted Medline search for “agoraphobia” turns up nearly 2000 references to ar-
ticles, and these are no longer exclusively written by British and American prac-
titioners and researchers.

From the perspective of epistemology on the other hand, this period is also
unique in its palpable embrace of “hard science”. Although the articles are nearly
all in English, over time they become increasingly difficult to understand for the
non-specialist with the growing use of the language (and method) of scientific ex-
pertise. In this respect, the range of journals both opens up and becomes more
specialised than ever before; psychology, psychiatry, pharmacology, and neuro-
science journals take their collective place as the most prevalent fora for these
discussions, as opposed to general medical or even psychoanalytic publications.s°

Likely due to a combination of trends in research funding and mental
health journals’ respective interests and ideologies, in the last two to three dec-

ades there has been little room for talk about agoraphobia that does not conform
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to this shift. Pharmaceuticals are big business with world-wide sales in 1998 ex-
ceeding $420 billion (CD).st Although some case reports continue to be pub-
lished, the days of their exclusivity are long gone. Evidence-based medicine has
clearly taken centre stage and the articles — including the psychological ones —
reflect this. There is a remarkable predominance of empirical studies and scien-
tific-sounding reports and researchers have taken the place of clinicians as the
key players in psychiatry.

In the meantime, and not coincidentally as we shall soon see, the DSM, a
stunning example of “science in action”s2 has been revised four times (with the
latest version just released in 2000). While the DSM-II of 1968 largely still em-
bodied the psychosocial framework that had been the organising principle of
American psychiatry since at least World War II, by the time it was released this
approach — represented by followers of Freud — had already begun to fall out of
favour. Its main assumptions, namely that the boundary between mental illness
and wellness was fluid, that mental illness was a continuum, that a mix of envi-
ronment and psychic conflict caused mental illness, and that mental ilinesses
were mediated by psychological mechanisms, gave rise to a widespread and in-
tensely hostile anti-psychiatry movement.s3 If the boundary between normal and
abnormal was fluid, then diagnoses must be arbitrary. If pathogenesis of mental
illness was psychic, then there could be no basis for calling these things dis-
eases.> Thomas Szasz, a leading figure among these critics, claimed that mental
illness was a myth (the title of one of his books) and criticised psychiatric labels
for being “arbitrary designations that, far from serving the needs of patients,

serve[d] professional needs and the needs of the dominant...society.”ss Michel
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Foucault argued similarly that psychiatry was a normative disciplinary regime.
We shall look at Foucault’s texts directly in Chapter 9, but I am compelled to
quote Andrew Scull in the meantime:
Foucault and his followers developed a portrait of a far more thorough-
going Orwellian nightmare: a system of control and regimentation ... that
operated insidiously and all but invisibly, reaching out to encompass the
normal, to snare them within an ensemble of ‘benevolent’ interventions
and a discourse of personal fulfillment, and in the process serving to man-
age and manipulate a universe of ever more ‘docile bodies.’s¢
In the 1970s, then, psychiatrists realised that they needed to do something
to reassert their profession’s scientific and medical status, and “there appeared a
concerted effort...to offer a rebuttal to the antipsychiatrists, criticize the psycho-
social model (and its untoward consequences), and defend the medical model."s7
Moreover, the US government and private insurance companies were putting
pressure on the profession to get its act together. They saw psychiatry as a “vora-
cious consumer of resources and insurance dollars — because its methods of as-
sessment and treatment were too fluid and unstandardized.” The heretofore
dominant psychosocial model of psychiatry would have to be “significantly al-
tered, if not jettisoned altogether.”s8 In the meantime, there was an increasing
awareness that psychotropic medications were of some benefit and this held great
promise for the development of more effective medications in the treatment of
discrete pathologies. Clear diagnostic criteria were going to have to be developed
then, so that clinical trials based on homogeneous samples could be conducted.
“Medications, in other words, helped to create a need for a more experimentally
and empirically based psychiatry; explicit diagnostic inclusion and exclusion cri-

teria were essential elements in this endeavour.”s9
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Although not in time for DSM-IT’s release, psychiatrists sought to establish
clear professional boundaries, however contradictory, distinct from other mental
health disciplines and especially from psychoanalysis on the grounds that psy-
choanalysis was unscientific:

Psychiatry needed to secure professional dominance over the mental
health field, given the expansion and rise in importance of both psychology
and social work as important mental health disciplines in the last several
decades. By securing unity within its own profession, and dominance over
allied professions, psychiatry solidifies the claim that it is ‘hard’ medicine
worthy of government support for education and services and for third-
party reimbursement.6°

The DSM released in 1980 reflected the move away from psychodynamic
understanding of mental disorders as biopsychosocial reactions, an understand-
ing so predominant in earlier years,5 toward research-based, descriptive, scien-
tistic psychiatry more compatible with the medical model. The DSM-II notion
that psychiatric disorders were “reactions” to biopsychosocial factors was
dropped in DSM-III because it implied a theoretical — read: psychoanalytic -
viewpoint, and proponents of DSM-III claimed to be presenting an etiologically
neutral document, to be presenting the straight objective facts of mental illness.
As Cooksey and Brown observe:

The leaders of the diagnostic project claim that they are being atheoretical.

While it is true that they are emphasizing symptom clusters and avoiding

traditional arguments, such as those between organic and psychoanalytic

perspectives, they cannot be atheoretical. Everything is based on some
theory, and the theory in this case is a biopsychiatric one.[...] The claim to
be atheoretical is really a technical means to avoid a political question,
namely: who should have the power to define and implement psychiatric
knowledge and practice?62

Thus, psychiatrists were in fact realigning themselves with a particular approach,

namely that of biological psychiatry and the DSM-III marked this paradigm shift
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(Rogler, 1997), a shift zealously maintained in the name of “good science” in its
revised and expanded editions of 1987 (DSM-III-R), 1994 (DSM-IV), and 2000
(DSM-IV-TR). The irony of this positivistic turn is that it may have been the APA
Task Force that was, at least metaphorically, a little bit mad. As Peterson and Si-
cherman argue in their clever and convincing examination of the neurophysi-
ological parallels between schizophrenia and hypostatization: “...'normal’ politics
- in which people accept, without question, the hypostatizing of certain values,
beliefs, narratives, meta-narratives — is crazy. Or put otherwise: when we valorize
values, beliefs, ideals, and consider them transcendent, we are behaving, at least
metaphorically (if not ‘really’), as schizophrenics.”¢3

Widely accepted by the general public, government, the judicial system,
pharmaceutical companies, and third-party payers, the DSM has served as the
very infrastructure of mental health in the recent history of psychiatry — and of
agoraphobia 84 Even extra-psychiatric mental health care practitioners such as
psychologists and social workers have had to subscribe to the DSM system in or-
der to gain professional respect, obtain research funding, and to qualify for third-
party payment. The DSM has effectively ensured psychiatry’s professional domi-
nance, secured through the exclusion of other approaches to mental health care
that have had no choice but to adopt the very DSM framework that excludes
them. In other words, insiders obeyed evidentiary norms and scientific method;
outsiders did not. és

As the “official map of mental illness and disorder ... the manual [also]
establishes, in effect, what it is possible to suffer in the way of problems psychia-

trists recognize and treat.”s6 As Scott goes on to say:
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Privately, psychiatrists may practice the art of medicine by doing what

they think best for their patients. Professionally, however, they must con-

form to current scientific consensus or run the risk of being labeled

‘quacks.” When a formal diagnosis is required, they must use the most re-

cent DSM in order to state officially whether or not someone is sick. 67
Indeed, the DSM-III was considered by leading psychiatrists to be the most im-
portant psychiatric publication to appear between 1970 and 1980.%8 It is not un-
common for the research articles described in the next chapter to contextualise
the research by describing the “subjects” (and sometimes just “Ss”) as having met
DSM criteria. The DSM diagnostic schema clearly influenced the design, imple-
mentation, and interpretation of research on agoraphobia (and possibly even its
results).s9

I turn now to the “practical politics” of DSM-III, including the processes of
arriving at its standards and categories and of deciding what would and would
not be visible within it.7 Following from Bowker and Star, the indeterminacy of
these processes has meant that the enforcement of DSM categories involved ne-
gotiation, force, and plenty of conflict; to be sure, “classification systems are often

sites of political and social struggles [with] agendas that are often first presented

as purely technical and [that are] difficult even to see.” ™

The DSM-III

In light of a “growing recognition of the importance of diagnosis for both clinical
practice and research”™ in 1980 the Task Force on Nomenclature and Statistics
of the American Psychiatric Association released its latest incarnation - at nearly
500 pages — of the Diagnostic and Statistical Manual of Mental Disorders.”3 As

the Task Force’s Chair Rebert Spitzer argues in his introduction to the new man-
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ual, clinicians and investigators needed a “common language with which to
communicate about the disorders for which they have professional responsibil-
ity.”>+ Proper treatment begins with an accurate diagnosis, he contended, and,
almost as if to predict the future onslaught of controlled trials that would take
over not only the agoraphobic scene but medicine in general, Spitzer stated that
the “efficacy of various treatment modalities can be compared only if patient
groups are described using diagnostic terms that are clearly defined” (1980:1).
Promising to be an advance over DSM-II (a refrain that returns with each subse-
quent edition),”s the new and improved DSM-III offered several new features, a
multiaxial approach to evaluation, and expanded descriptions and additional di-
agnostic categories, “some with newly-coined names.”76
Interestingly, the decision to revise the second DSM from 1968 was made
only five years after its release,”7 when the Task Force on Nomenclature and Sta-
tistics was called back to service. Spitzer describes how the ninth edition of the
International Classification of Diseases was scheduled to go into effect in Janu-
ary of 1979, but there was concern that the section on mental disorders would not
be appropriate in the United States.”® The classifications of ICD-9 “did not seem
sufficiently detailed for clinical and research use.”? It contained for example
“only one category for ‘frigidity and impotence’ — despite the substantial work in
the area of psychosexual dysfunctions that has identified several specific types
with different clinical pictures and treatment implications.” 8
This need to standardize®' the diagnosis process by clarifying diverse types of
mental disorders was consistent with the Task Force’s mandate to separate diag-

nostic labels from debatable etiological theories. This would enable a focus of at-
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tention on the development of descriptive criteria for the disorders and on re-
search for alternative theories to psychoanalysis.82 This “separation standard”
meant the separation of symptoms into other disorders: affective, anxiety, so-
matoform, and dissociative. “Neuroses”, so clearly pointing to a psychodynamic
orientation, were channelled into the section on anxiety disorders, the prime re-
cipient of this redistribution.83

Diagnostic categories thereby expanded with the inclusion of new disorders
and the splitting of old ones into “offspring disorders with taxonomic status equal
to their parents.”8 Categories also remained stable and decreased in some in-
stances, since some diagnostic categories were moved to other sections of the
system, while others were collapsed and incorporated, or sometimes even elimi-
nated. The decrease “can be observed when a disorder’s original identity, its
proper name so to speak, is obliterated as the disorder is incorporated into an-
other disorder, the parent disorder.”35 Agoraphobia and panic are a case in point,
as we shall see below.

Like its precursors, the third DSM was meant to “reflect the most current
state of knowledge regarding mental disorders” and to be clinically and adminis-
tratively helpful. Unlike DSMs I and II, DSM-III was also meant to provide a ba-
sis for research. Spitzer goes on to outline a number of other objectives of the

Task Force:

o clinical usefulness for making treatment and management decisions

o reliability of the categories

s acceptability to clinicians and researchers irrespective of theoretical orienta-
tion

* the avoidance of new terminology except when absolutely necessary

* consensus on the meaning of certain diagnostic terms used inconsistently un-
til that time
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s consistency with research studies [that are actually never cited: SZR] to lend
validity to the diagnostic categories
* suitability for describing subjects in research studies, and
» responsiveness to critiques by clinicians and researchers during the develop-
ment of the DSM-III.86

Claiming to rely heavily on relevant research evidence, Spitzer remarks nonethe-
less that it “should come as no surprise to the reader that... Task Force members
often differed in their interpretations of the findings.” 87

This was a bold if not contradictory admission from one of the staunchest
defenders of the suitability and internal stability of the previous DSM’s catego-
ries. With Spitzer positioned at the forefront of DSM-II's complete demise88 (un-
derwritten in the name of scientific progress), it is rather interesting that in this
introduction to DSM-III he does not talk about some of the possible other rea-
sons for a third edition of the DSM. For one thing, gay activists staged protests
against the inclusion of homosexuality as a mental disorder at annual APA con-
ventions, protests to which the APA had no choice but to finally respond.89 In-
deed it was this and other controversies that demonstrated “the architecture of
classification schemes” as “simultaneously a moral and an informatic one.”%°

Second, researchers attacked the theoretical foundations of the manual
and the reliability of diagnostic practices also came under internal fire by re-
searchers who considered psychodynamics unscientific.* The DSM-III was to
aim for theoretical neutrality. An “invisible college” of neo-Kraepelinian psychia-
trists was the major force behind a drive to remedicalise psychiatry through this
official taxonomy.92 A contemporary of Freud’s, Emil Kraepelin (1856-1926) was
a German psychiatrist famous for his psychiatric nosology and systematisation.

Using a prognostic approach, he sought to classify definite disease entities, espe-
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cially manic depressive psychosis and schizophrenia. His system of psychiatric
classification was based on three assumptions: 1) that mental disorders were best
conceptualised by analogy to physical diseases; 2) that the classification of mental
disorders can only be done through the systematic and careful observation of
visible phenomena; and 3) that empirical research would demonstrate that seri-
ous mental disorders are organic and biochemical in origin.’ As Kraepelin wrote:
..[NJo one can deny that further research will uncover new facts in so
young a science as ours [...] Only scientific research can bring about the
realization of such advances. [...] [Olnly a well-planned and comprehen-
sive program of research can bring us closer to the goal which we are
striving to attain.s+
Kraepelin approached his patients as “symptom carriers” and therefore concen-
trated on the core signs of their disorders, but his emphasis on discrete psychi-
atric syndromes was not a big hit during the psychosocial heydey. So it was
ironic, as Rogler notes, that
a move toward the future had reverted to the past. The [neo-Kraepelin]
credo affirmed that psychiatry, being a branch of medicine, should be sci-
entificaily oriented, should focus on biological aspects of mental illness,
and should attend explicitly to the codification, reliability, and validity of
psychiatric classifications.s¢
To the neo-Kraepelinians, psychodynamic and psychosocial approaches to men-
tal illness demedicalised psychiatry, such that the
[slignificant others in their reference groups were not the couch-oriented
psychoanalysts dwelling into the details of unconscious conflicts in the cli-
ents’ mental processes or the community-oriented social psychiatrists ex-
ploring the methods and theories of social psychology, anthropology, and
sociology. Their significant others were the modern epidemiological and
experimental researchers, who were making notable advances in modern
medicine and public health.97
A third impetus to revise the DSM, as mentioned above, was the burgeon-

ing drug industry’s need for efficacy trials in order to have their drugs approved
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for sale by the federal government. Without clearly delineated psychiatric catego-
ries, it was difficult to define the situations in which a particular drug might be
effective.98 Even European drug companies required DSM criteria if they wanted
their products approved by the Food and Drug Administration. Moreover, foreign
studies were (are) more likely to be published in American journals if their defi-
nitions and sampling procedures were based on DSM guidelines.% Finally, out-
patient treatment increased in the 1970s due to an increase in third-party support
(i.e., insurance coverage). This meant that reliable and coded diagnostic catego-
ries to match insurable treatments were required. In all of these respects the gaps
in DSM-II and the need for a new edition became apparent.'e°

Spitzer also does not contextualise the decision to create DSM-III in terms
of the unique opportunity that it represented at this juncture in the history of
American psychiatry to respond to all these professional and societal changes. o
The Task Force was not interested in simply updating psychiatric nosology - its
members wanted a complete overhaul©? whose outcome would be a set of reli-
able diagnostic concepts and the expansion of a differentiated mental health sys-
tem in an increasingly medicalised American society'®3: hence, what Rogler
(1997) and Cooksey and Brown (1998) describe as the paradigm shift to a DSM
rooted in the medical model that precluded socio-cultural and institutional con-
siderations. o4

Aware of the difficulties in developing a classification system, the Task
Force knew they could not reach consensus among mental health professionals as
to what the categories should be or even as to what ought to be included in DSM-

III. DSM was a way of effecting unity in a disunified profession,os but the “devel-
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opers knew that it was impossible to organize a classification system that would
satisfy multiple constituencies with different views about etiology, prognosis,
structure, and treatment”.1*6 Spitzer fails to mention this arguably major chal-
lenge that the task force had faced in reaching its — his? —goals for the new
DSM.1w07

The new DSM was to meet the needs not only of diagnosis, but, arguably
more importantly, of billing: “For DSM-III, the mentally ill were by definition
those seen by psychiatrists. DSM-III desired for every client a reimbursable diag-
nosis, if not quite a chicken for every pot.”:08 Thus for the practitioners on the
task force, the old adage “when in doubt, do without” was not part of the game
plan. They included many new categories not only to reflect the diversity of clini-
cal problems, but also “to capture more fiscal coverage from third-party reim-
bursements, which had become much more important to the financing of mental
health care.”9 It is no surprise, then, that the DSM-III had nearly quintupled in
size.

Procedurally, the development of DSM-III was more or less the same as its
predecessors, with versions drafted, circulated (among supporters that is), and
modified as necessary. Notably, only one psychoanalyst (John Frosch) was added
to the task force, but “he quietly resigned 2 years later because he felt that his
suggestions for shaping the manual in a more psychodynamic direction had been
dismissed out of hand.”° Kirk and Kutchins offer their assessment of the revi-
sion process:

...the process of revising each version of the DSM begins with the first offi-

cial questioning of the current nosology, proceeds to tout the superior
status being used for the version being developed, moves to proclaim that
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the brand-new version represents vast improvements over the old, en-

courages everyone to purchase the new publication with its paraphernalia

(casebooks, tapes, instructional aids, etc.), and ends with a new task force

questioning the scientific status of the latest version. 12
There were three significant changes in the process worth mentioning, however.
First, a Committee on Women was struck and consulted to review the DSM-III
“from their own perspective.”2 Other professional organisations were also con-
sulted, and differences in point of view resolved as much as possible.

Second, a multiaxial system was developed to ensure that information
pertaining to treatment and its outcome was recorded on axes separating mental
(Axes [ and II) from physical disorders (Axis III) and reflecting other things such
as severity of stressors (Axis [V) and level of adaptive functioning (Axis V).u3 But
as Rogler observes, while it was clear that a single class of information was no
longer considered sufficient, it is not clear what the axis structure meant or how
the relationship between axes meant to be understood.!4

Third, the Task Force conducted field trials because prior to this edition of
the DSM, “new classifications [had] not been extensively subjected to clinical tri-
als before official adoption.”!s Trials took place between 1977 and 1979, with the
evaluation of 12,667 patients by approximately 550 practitioners in 212 different
facilities, using drafts of DSM-IIL.n6 Most participants responded favourably to
DSM-III, but changes were made wherever necessary. In addition, to ensure the
reliability of its categories, pairs of clinicians were asked to diagnose independ-
ently several hundred patients, the results of which reflect “far greater reliability

than had previously been obtained with DSM-I1."17 The reliability of the reliabil-

ity studies was, however, questionable. In Paula Caplan’s words “one could get a
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large group of people to agree to call all horses ‘unicorns,’ so that their inter-rater
reliability would be perfect, but that would not mean that any of them ever really
saw unicorns.”u8 And as Kutchins and Kirk observe, “The illusion that psychia-
trists are in agreement when making diagnoses creates the appearance of a
united professional consensus” when in fact there was “considerable professional
confusion.”9 Indeed, the
field trials themselves could more accurately be described as uncontrolled,
nonrandom surveys in which several hundred self-selected and unsuper-
vised pairs of clinicians throughout the country attempted to diagnose
nonrandomly selected patients and, after some sharing of information,
made ‘independent’ assessments of these patients...120.
In a recalculation of scores it was revealed that for no diagnostic category was re-
liability consistently high yet the DSM-III Task Force played this issue down, in-
sisting that this issue had been resolved.»t (Cooksey and Brown, 533-4). But
critics, such as Schacht, charged that
[plsychiatry seeks to achieve predictive power in a situation where cer-
tainty is low. This phenomenon is common to positivist approaches to the
social world — uncertainty is viewed as an interloper to be overcome rather
than as a basic feature which may provide problems that cannot be sur-
mounted. With the stature of an official document, the DSM makes it ap-
pear possible that mental disorders can be classified with certainty. 22
Critics of the DSM also called into question the validity of the categorisation pro-
cess. While its validity was constructed on the basis of its widespread acceptance
and the high number of copies sold “these sales [were] largely required by the he-
gemony of the psychiatric leadership.”:23 Third-party payment schedules and
drug research that works within DSM criteria are cases in point. Tellingly, the

manual does not actually cite any of the trials upon which the manual is based;

this, however, does not seem to be of concern.24
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with DSM-III's questionable methods, motives, and results in mind, it
would be worthwhile at this point to examine a few (more evidently loaded) pas-
sages from DSM-IIT’s official definition of “mental disorders” before turning to its
handling of agoraphobia specifically. Spitzer writes: “Although this manual pro-
vides a classification of mental disorders, there is no satisfactory definition that
specifies precise boundaries for the concept ‘mental disorder’ (also true for such
concepts as physical disorder and mental and physical health).”25s What he seems
to be saying here is that classification is a dodgy process and while we cannot de-
finitively sort through the various categories, the DSM-IIT should still be used
nonetheless. (Certainly there would be no DSM if the problem of classification
were actually permitted to stop the DSM project in its tracks.)

Spitzer states later in the section: “In DSM-I1I there is no assumption that
each mental disorder is a discrete entity with sharp boundaries (discontinuity)
between it and other mental disorders, as well as between it and No Mental Dis-
order.”*6 In light of Spitzer’s remark we could recall the position of that pre-
eminent anti-psychiatry critic, Thomas Szasz who said: “there is no such thing as
‘mental illness.’ Psychiatrists must...choose between continuing to define their
discipline in terms of nonexistent entities or substantives, or redefining it in
terms of the actual interventions or processes in which they engage.”127

Despite Spitzer's admission, he forges ahead with a definition of mental
disorders: “In DSM-III each of the mental disorders is conceptualized as a clini-
cally significant behavioral or psychological syndrome or pattern that occurs in
an individual and that is typically associated with either a painful symptom (dis-

tress) or impairment in one or more important areas of functioning (disabil-
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ity).”28 Yet, if we consider Ziporyn’s (and many others’) discussion regarding the
difficulty of defining the concept of disease — is it a “condition”, a “disorder”, a
“syndrome™? - then what the DSM-III really offers conceptually is merely af-
firmation of the sense that something is wrong. Incongruously, Spitzer goes on to
say that
there is an inference that there is a behavioural, psychological, or biologi-
cal dysfunction, and that the disturbance is not only in the relationship
between the individual and society. (When the disturbance is limited to a
conflict between an individual and society, this may represent social devi-
ance, which may or may not be commendable, but is not by itself a mental
disorder.)!29
The question of where we ought to draw the line between mental disorder and
social deviance is certainly illustrated by the example of agoraphobia; the line
between “ordinary female fear” of male aggression and “pathological agoraphobic
fear” is difficult to demarcate.:3© Moreover, as Foucault (and Szasz) would no
doubt argue, “the disturbance” is very much one between the individual and soci-
ety. Foucault states:
In the serene world of mental illness, modern man no longer communi-
cates with the madman: on one hand, the man of reason delegates the
physician to madness, thereby authorizing a relation only through the ab-
stract universality of disease; on the other, the man of madness communi-
cates with society only by the intermediary of an equally abstract reason
which is order, physical and moral constraint, the anonymous pressure of
the group, the requirements of conformity.[...] The language of psychia-
try...is a monologue of reason about madness... 3t
And although it is apparent from Spitzer’s remarks that the APA has re-thought
their inclusion of such things as homosexuality, what his perspective obscures is
that even the “purely” biclogical is socially constructed.

The ultimate irony comes when Spitzer states: “A common misconception

is that a classification of mental disorders classifies individuals, when actually
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what are being classified are disorders that individuals have.”132 Yet the DSM es-
sentially represents a dividing-up of individuals according to the fundamental
schema of bodies that are sick and those that are not. Though arguably a some-
what more theoretically sophisticated approach to the practice of diagnosis (and
third-party billing as it were), the notion that the DSM-III is somehow removed
from the trappings of cultural classification is a thin if not ridiculous claim. Even
descriptive observations are based on criteria of normality, which are funda-
mentally value judgements.!33 The several hundred pages that follow Spitzer’s
introduction are precisely a how-to guide for the practice of sub-classifying the
abnormal bodies, the Other(ed) bodies mired in the “vague specifics” of DSM-IIT
and its parameters for differential diagnoses. Surely, the “individual with [insert
diagnosis here]” means very little outside of her or his occupation of that par-
ticular category. Following W.I. Thomas, Bowker and Star capture the problem in
the following anecdote;!34
...we told the story of the homicidal maniac who needed the insight of a
psvchic to understand his murderous urges as such. “Don’t you get it, son?
You're a homicidal maniac.” End of explanation. The story is powerful and
funny because it reminds us, ironically, that a classification is not of itself
an explanation. All we understand at the end of the scene is that the ma-
niac now has a label that others, and he himself, can apply to his behavior.
Although the classification does not provide psychological depth, it does
tow the person into an infrastructure — into a set of work practices, beliefs,
narratives, and organizational routines around the notion of “serial killer.”
Classification does indeed have its consequences — perceived as real, it has
real effect.13s
Although Spitzer’s acknowledgement may allow for the sense that the in-
dividual ought to be defined by more than a diagnosis, it does not follow that it is

merely the disease and not the individual that is being classified by DSM and its
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users. The two are necessarily co-extensive — mutually engaged and embedded
together in a social and moral order.!36
Now let me turn to DSM-IIT’s presentation of agoraphobia. Agoraphobia’s
precarious positioning within DSM diagnostic criteria begins with the significant
and controversial decision to eliminate the class of Neuroses in DSM-III and the
attendant rejection of the psychodynamic conceptual framework that was impli-
cated in this move. Psychoanalysts had never been fans of the DSM project that
was serving to cultivate resentment among them for “what was felt to be the
wholesale expurgation of psychodynamics from the psychiatric knowledge base.”
As one analyst wrote:
‘I do not know...who determined that this small group of people should try
to reorganize psychiatric thinking in the United States but I am ... con-
cerned that they have such an arrogant view of their mission and are not
willing to incorporate some of the things which we have learned over the
past 70 vears.'137
The concept of neurosis was the “bread and butter” of psychoanalysis'38 and the
decision to exclude it from DSM-III was met with acrimonious conflict and oppo-
sition on the part of psychoanalysts:
The contending factions, suspicious of the intentions of their opponents,
battled over the word neurosis, arguing about whether and how it might
be included in the manual.[...JToward the end it looked as if the battle
would escalate out of control, threatening to publicly embarrass American
psychiatry and to prevent the final approval of DSM-III after five years of
etfort. Finally, after all the posturing and silliness, DSM-III was approved,
with the symbolic use of the controversial term neurosis used in parenthe-
ses in several places. [...] After six years of preparation, a substantial fi-
nancial expenditure, and the promotion of the manual in many APA jour-
nals and in the popular press, it would have been hard to reject the new
product.i39

The exclusion of the concept of neurosis, presented by Spitzer as relatively in-

nocuous, had actually stood in the way of DSM-III’s approval by the APA Board
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of Trustees. In order to get it approved, Spitzer, in a “by-now familiar manner of
compromising without giving up anything of real importance,” had to agree (as a
result of negotiations) to include a statement of clarification of the concept in the
manual’s introduction.!4°

The statement explained that when Freud coined the term psychoneurosis,
he was referring to four subtypes, namely anxiety neurosis, anxiety hysteria
(phobia), obsessive compulsive neurosis, and hysteria proper. He used the term
psychorneurosis both descriptively, to indicate a painful symptom as well as to in-
dicate etiological process, or the notion of unconscious conflict underpinning
anxiety and leading to defense behaviour and symptom formation (see Chapter
5)."# But because the definition of neurosis was ultimately not agreed upon
among clinicians, it was decided to dispense with the concept “neurosis.” DSM-
IIT introduced the term “neurotic disorder” on one hand to be used descriptively
to reflect a symptom or group of symptoms distressing to the individual. The
term “neurotic process” was meant to reflect the etiological process, supposedly
irrespeciive of which theoretical framework for understanding the development
of neurotic disorders that a given physician chooses to adopt.142 As a result, Neu-
rotic Disorders were cross-listed to chapters on Affective, Anxiety, Somatoform,
Dissociative, and Psychosexual Disorders. 43

So what becomes of “agoraphobia” in all of this? It resides in the Anxiety
Disorders section, under the subcategory “phobic disorders” (or phobic neuro-
ses), but now with its very own designation. {Recall DSM-II, where the subcate-
gory “Phobic neurosis” was all of one paragraph that did not mention agorapho-

bia specificaliy.) In DSM-III anxiety is defined sometimes as the predominant
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disturbance, and sometimes the result of trying to overcome particular symptoms
(such as a phobia). Phobic disorders are defined by a “persistent and irrational
fear of a specific object, activity, or situation that results in a compelling desire to
avoid the dreaded object, activity, or situation (the phobic stimulus).”44 The
manual acknowledges that many people harbour irrational fears of certain things,
like spiders. When such fears and concomitant avoidance behaviour infringe
upon their social role and social functioning, however, then a diagnosis of Phobic
Disorder is appropriate.4s Agoraphobia is considered the most severe and com-
mon type of Phobic Disorder among those seeking treatment, the others being
social and simple phobias (the most common in the general population}.s

The new manual was, by comparison, a significant expansion on DSM-II's
one-paragraph outline of phobic neurosis, offering a total of 1.5 pages dealing
specifically with Agoraphobia with and without Panic Attacks.47 Although Ago-
raphobia without Panic Attacks is outlined in relatively comprehensive terms,
what remains unclear is why it is distinguished from Agoraphobia with Panic
Attacks, which has no accompanying text. It is noted under Agoraphobia without
Panic Attacks that initially agoraphobia often begins with recurrent panic attacks,
but we are asked to look under the subsection “Anxiety States (or Anxiety Neuro-
ses)” anid sub-sub category “Panic Disorder” a few pages later. There it states that
when the individual becomes reluctant to be alone or in public places away from
home due to an anticipatory fear of helplessness or loss of control during a panic
attack, then the diagnosis of Agoraphobia with Panic Attacks is warranted. 48 The
sense here is that Panic Attacks may lead to agoraphobia, that agoraphobia is

actually a complication of Panic Disorder, the primary condition.
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Back in the category of Agoraphobia without Panic Attacks, where agora-
phobia is evidently the primary (and only) condition, it is stated that the essential
feature of this disorder is a “marked fear of being alone, or being in public places
from which escape might be difficult or help not available in case of sudden inca-
pacitation.”9 “[M]ore frequently diagnosed in women”,'s° avoidance behaviour
of this ©ype gets in the way of normal activities, such as being in crowds, on busy
streets, in crowded stores, or being in tunnels, on bridges and elevators, or public
transport.'st As we've seen in many of the clinical articles, agoraphobic individu-
als often need a companion when they leave home.

At this point the distinction being made between Agoraphobia with Panic
Attacks and Panic Disorder with Agoraphobia becomes somewhat difficult to
follow. About Agoraphobia without Panic Attacks the DSM-III states:

Often the initial phase of the disorder consists of recurrent panic at-

tacks.[...] The individual develops anticipatory fear of having such an at-

tack and becomes reluctant or refuses to enter a variety of situations that
are associated with these attacks. When there is a history of panic attacks

(which may or may not be currently present) associated with avoidance

behaviour, the diagnosis of Agoraphobia with Panic Attacks should be

made. Where there is no such history (or this information is lacking), the

diagnosis of Agoraphobia without Panic Attacks should be made. 52

The language used here and in the text that follows is decidedly ambigu-
ous. For instance, a history of panic attacks may or may not be currently present.
Depression, anxiety rituals, compulsions, ruminations are frequently present but
agoraphobia without panic attacks is not due to any of these. Age at onset is the
late teens or early 20s, but it can be much later. The activities dreaded by the in-

dividual may change from day to day. The individual may be housebound.

Avoidance of certain situations may grossly interfere with functioning. All of
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these ambiguities lead me to wonder why this diagnosis and not another in any
given diagnostic encounter. It also leads me to wonder just how useful for diag-
nosis the manual really is. If clinicians are instructed to “use the diagnostic crite-
ria as guides in making diagnoses™53 — in other words, as a checklist of sorts —
then just how helpful can a set of hazy “maybes” really be? I can imagine that at
some level the categories might be useful. It's important, for example, to know
that someone is agoraphobic and not a kleptomaniac. But once the classification
scheme starts to get narrower and more specific, delineating certain numbers of
criteria that have to be met and so on, it becomes difficult to imagine that the
DSM has any merit beyond offering codes for third-party billing and the acquisi-
tion of research funds. Finally, while it is true that the proverbial alarm bells
would sound if anything more definitive than “may” were used in this veritable
inventory of signals to pathology, it is nonetheless still amazing that with all its
known ambiguities and contradictions, the manual is so widely utilised. Peddled
as an improvement over DSM-II, this expanded catalogue of mental disorders,

the DSM-III, like its successors, is big business — a psychiatric “bible” indeed.'54

The DSM-III-R

Another frame in “the ongoing process of attempting to better understand
mental disorders.” 55

DSM-III was extremely successful.:s6 It was widely adopted as “the common lan-
guage of mental health clinicians and researchers”*57 and became a framework for
many major psychiatric textbooks. As we shall see in the next chapter, published
clinical articles made extensive reference to aspects of DSM-III and it had con-

siderable international influence.:s8. Still, the APA decided to treat DSM-III as
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only one step in the scientific process and in so doing they effectively muted the
force of criticism and deflected opposition.'s9 Spitzer, Chair of the Work Group to
Revise DSM-III, wrote in his introduction to DSM-III-R:

In 1983 the American Psychiatric Association decided, for several
reasons, to start work on revising DSM-III. For one, data were emerging
from new studies that were inconsistent with some of the diagnostic crite-
ria. In addition, despite extensive field testing of the DSM-III diagnostic
criteria before their official adoption, experience with them since their
publication had revealed, as expected, many instances in which the criteria
were not entirely clear, were inconsistent across categories, or were even
contradictory. Therefore, all of the diagnostic criteria, plus the systematic
descriptions of the various disorders, needed to be reviewed for consis-
tency, clarity, and conceptual accuracy, and revised when necessary. 60

What better way to deal with the criticisms of DSM-III than to construct them as
the fodder for self-reflection? With the decision to start revisions so soon after
DSM-IIT’s 1980 release despite the fact that DSM-IV was already scheduled to be
released in 1990, the provisional DSM-III was protected as a “moving target™6: —
that much more difficult for critics to knock down.

The process of revising DSM-III was much the same as for DSM-IIL.
Adopting the goals that had guided the development of DSM-III (outlined above),
a Work Group was appointed, its members “selected to ensure a broad represen-
tation of clinical and research perspectives.”162 Twenty-six advisory committees
were formed, each with expertise in and responsibility for a particular area.63
Most proposals for revisions came from members of these committees but some
came from other professional experts outside the committees.'$4 For the most
part clinical experience with the DSM-III criteria dictated any fine-tuning that

was required. For example,

the DSM-III criteria for Panic Disorder did not permit giving the diagnosis
(as the Anxiety Disorders Advisory Committee agreed they should) to peo-
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ple who had only a single panic attack followed by agoraphobic avoid-
ance.'65

But some proposals also came from reconsideration of DSM-III decisions, from
research studies that had evaluated DSM-III criteria, and from experiences with
its structured diagnostic interviews.'¢6 Empirical data supporting various propos-
als was given the most emphasis in decisions as to whether or not to make
changes. But in the absence of data — indeed, “for most proposals, data from em-
pirical studies were lacking™67 — other things were taken into consideration in-
stead. These included
clinical experience, a judgement as to whether the proposal was likely to
increase the reliability and validity of the diagnosis under consideration;
or, in the case of a new diagnosis under consideration, the extent of the re-
search support for the category as contrasted to its perceived potential for
abuse, 168
Seemingly in response to previous criticisms (and in anticipation of still more),
Spitzer makes a weak attempt to try and disengage from the sheer profitability of
the DSM categories, if not the DSM itself. Ironically he writes:
It should be noted that in all of the discussions regarding the revision of
the over two hundred DSM-III categories, the possible impact of a pro-
posal on reimbursement for treatment was mentioned only with regard to
three of the categories. Furthermore, that issue did not play a major role in
the relevant decisions.169
Two drafts of DSM-III-R were written and distributed for critical review.
Three national field trials were conducted for the development of diagnostic cri-
teria for a number of diagnoses, including Generalised Anxiety Disorder and Ago-
raphobia without History of Panic Disorder. Spitzer states that an Appendix de-
scribing each field trial and a list of participants is included at the back of DSM-

HI-R,'7° but a look at these pages reveals that the only thing especially informa-
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tive about them is the lists of participants. There is merely a sort blurb describing
the objective of each field trial and the number of subjects — that is, nothing
about results. Indeed, Kutchins and Kirk allege that “[i]n fact, no new reliability
studies were conducted, and the reliability appendix symbolically included in
DSM-III was dropped when DSM-III-R was published.”n

Finally, in 1985 an ad hoc committee was appointed to help the Work
Group deal with controversies that arose in response to the revision. Spitzer does
not specify that it was actually feminist psychiatrists who had “expressed con-
cerns” (his words) about the proposed inclusion of three new psychiatric disor-
ders, namely Paraphilic Rapism, Premenstrual Dysphoric Disorder, and Maso-
chistic Personality Disorder.t72 In May, 1987, the revised manual, marginally big-
ger than DSM-III at nearly 570 pages, was released with several new categories,
without several others, and a new take on the relation between the individual and
society.

First, the “individuals” of DSM-III are now termed “people”, as in: a
“common misconception is that a classification of mental disorders classifies
people, when actually what are being classified are disorders that people have.”173
In spite of this shift from the impersonal to the personal (likely an effort to stave
off further criticism), I maintain that people and the mental disorders with which
they are associated are not separable in the way that Spitzer would have us be-
lieve. The change in terminology from “individuals” to “people” does nothing to
alter that necessary connection.

Second, whereas in DSM-III Spitzer described the disturbances in ques-

tion as existing beyond the individual’s relationship to society, as being indicative

183



of behavioural, psychological, or biological dysfunction (qtd above), in DSM-III-
R, he modifies this section in an important sense with a new definition of Mental
Disorder. In DSM-III-R he alters the definition by saying: “Neither deviant be-
havior, e.g., political, religious, or sexual, nor conflicts that are primarily between
the individual and society are mental disorders unless the deviance or conflict is a
symptom of a dysfunction in the person...”17s Yet the new manual does include
such things as gender identity disorder, transsexualism, and pedophilia as mental
disorders. I contend that all of these instances of the individual and society have
more to do with power relations, normalising discourse and oppressive social
structures than with mental illness, and as Cooksey and Brown so aptly put it, di-
agnosis is an important arena of struggle and diagnosis serves as a social gate-
keeper.17s

Moreover, as with the DSM-III, a section is included at the back of the
manual called “V Codes for Conditions Not attributable to a Mental Disorder
That Are a Focus of Attention or Treatment.” There, problems “not attributable to
a mental disorder” but still requiring “professional attention or treatment” are
listed.1”s These could be academic problems, marital problems, and even be-
reavement is listed. Despite the section’s title and the 4-line explanation for its
inclusion contained within the manual’s introduction, simply by virtue of naming
these not-quite-mental disorders, the normative structure is there and being in-
voked. This is especially so given that in some instances “the scope of the diag-
nostic evaluation has not been adequate to determine the presence or absence of
a mental disorder.”77 In Cooksey and Brown’s words, “It is indeed odd for a

manual of psychiatric disorders to include codes for non-psychiatric ones,”78
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unless its real purpose is help distinguish between “real” mentally ill individuals
and malingerers.

As for agoraphobia, its diagnostic parameters, once again, have been
modified and several options for classifying agoraphobia are offered in this six-
and-a-half page!” section on “Anxiety Disorders (or Anxiety and Phobic Neuro-
ses)”. Panic disorder has now been subdivided into Panic with agoraphobia
(300.21)0 or without agoraphobia (300.01). The previous category Agoraphobia
with Panic Attacks (300.21) has been eliminated and Agoraphobia without Panic
Attacks modified to become Agoraphobia without History of Panic Disorder
(300.22) instead. Whereas in DSM-III agoraphobia was the most common disor-
der among those seeking treatment,'8t in DSM-III-R it is said to be Panic Disor-
der. Also, it is noted: “It is unclear whether Agoraphobia without History of Panic
Disorder with limited symptom attacks represents a variant of Panic Disorder
with Agoraphobia, and whether the same disorder without limited symptom at-
tacks represents a disorder that is unrelated to Panic Disorder.”182 It certainly is
unclear, but what is especially unclear is when the two appear together, how and
when to decide which is the primary problem — the panic disorder or the agora-
phobia?183 Presumably it is the difference between meeting less than four or more
than four criteria.

In the DSM-III-R version of agoraphobia, it is observed that the diagnosis
is more commonly made in females than in males, and most commonly begins in
the 20s or 30s.:84 That the diagnosis is more common in females raises the ques-
tion as to what extent the DSM has itself made that inevitable — to what extent is

the DSM not only descriptive, but prescriptive? Although after World War I the
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prevalence did shift from men to women, it could as easily have shifted back, but
didn’t. Although referring specifically to DSM-IV, Kupers also questions the gen-
der distribution of mental disorders in DSM, arguing that they reflect gender
stereotypes and perhaps “serve to create an upper limit for the very characteris-
tics that are socially encouraged in each gender.”'#s Mental illnesses are diag-
nosed in those who do not conform to prescribed social roles.!8 As Kupers goes
on to say:
It is a little like the college and pro football teams that encourage players
to be hyper-aggressive and then have to discipline some of them when they
draw negative publicity by raping women after a game. The mental disor-
ders typically assigned to men, like the fines assigned for the overly ag-
gressive football players, serve to keep the lid on the very behaviors that
are being encouraged.[...]There is little if any support for creating new,
improved forms of masculinity and femininity in [DSM-III].:87
Moreover, since the release of DSM-III, the number of reported cases of agora-
phobia overall has increased significantly and the largest proportion of this lit-
erature reflects a prevalence of this diagnosis among women, suggesting that the
category has in large part created its object, and not the other way around.
Additionally, that age of onset of agoraphobia in DSM-III-R is most com-
monly the 20s or 30s, up from late teens and early 20s in DSM-III, apparently
reflects the trend towards later age at first marriage increasingly common in the
West in the past few decades.!88 It also corroborates Durkheim’s observation of
more than a century ago, that marriage is not as good for women as it is for men.
Finally, to return to the issue raised above regarding the individual’s rela-
tionship to society, in the DSM-III-R version of Agoraphabia (without History of

Panic Disorder), compared with DSM-III, an important new criterion seems to be

the element of embarrassment. 89 Specifically, DSM-III-R states:
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The essential feature of this disorder is Agoraphobia without a his-
tory of Panic Disorder. Agoraphobia is the fear of being in places or situa-
tions from which escape might be difficult (or embarrassing), or in which
help might not be available in the event of suddenly developing a symp-
tom(s) that could be incapacitating or extremely embarrassing. [...] Usu-
ally the person is afraid of having a limited symptom attack, that is, devel-
oping a single or small number of symptoms...19¢

The issue of possible embarrassment is not mentioned in DSM-III, but its inclu-
sion in DSM-III-R suggests a very obvious issue in the relation between the indi-
vidual and society; there could be no sense of embarrassment without a social or-
der of conduct defining what constitutes normal or embarrassing behaviour. Its
inclusion also raises the important question of why now? Did women’s increas-
ing equality mean that agoraphobia was becoming embarrassing in a way that it
would not have been before? The embarrassment component is also very inter-
esting when considered in light of the fact that in DSM-III-R, there is an absence,
once again, of empirical evidence. Allan Compton, writing quite recently about
the “DSM system,” charges that many of its categories “are based on assumptions
unsupported by empirical data.” In particular, he targets the description of ago-
raphobia just related for containing “such a complex mixture of ideas that it is
difficult to see even how it might be evaluated.” He goes on to unpack this defini-
tion:
The statement implies something like the following: a particular situation,
or the approach to such a situation, activates (1) a belief that a panic attack
may occur; (2) a belief that helplessness may occur, apparently on account
of the anticipated panic attack; (3) that one type of adaptive behavior, es-
cape, may be prevented by (a) difficulty or (b) embarrassment; and (4) a
belief that a second type of adaptive behavior, help-seeking on account of

an anticipated helplessness, will be thwarted because help will not be
available in the situation.
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He concludes that “At least four beliefs, associated with two possible types of pos-
sible relief behavior are included in a statement for which no documentation
whatever has been supplied.” Moreover, the “hypothesis, in addition to being un-
documented, appears to be untestable.™9t

The main point I've tried to convey in this discussion of agoraphobia as
seen by DSM-III and DSM-III-R is that the manuals’ descriptions of this condi-
tion really are not all that helpful. In fact, they are utterly confusing, especially
when trying to account for the differences between them (differences that Spitzer
and the APA try to pass off as scientific advancements). As we shall see in the
next chapter, it is no wonder that so many clinical articles were published that
deal with and critique the DSM categories themselves. For now, let’s turn to the

DSM-IV.

DSM-IV

Despite controversy about whether or not a new DSM was needed,9* the first
meeting to discuss the release of DSM-IV was held only months after the release
of DSM-III-R. A Task Force was established, now headed by Allen Frances, out of
which 13 Work Groups, each responsible for a section of the new manual, was de-
veloped. Unlike Spitzer’s handling of DSM-III-R, Frances appears to have been
less concerned to control the outcome of the Work Groups and did not serve on
any of them. In the meantime, the World Health Organization’s International
Classification of Diseases and Related Health Problems (ICD-10) had been pub-
lished and those working on the two projects tried as much as possible to co-

ordinate their efforts.193
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By this time medicine was firmly evidence-based, and its sub-field in psy-
chiatry was no exception. To this end, the DSM-IV Task Force established a for-
mal evidentiary process for its Work Groups to follow. This was a three-stage
process consisting of an expansive review of existing literature, re-analysis of ex-
isting data sets, and extensive (twelve) issue-specific field trials.94 Unlike its
predecessors that made any follow-up impossible due to the absence of citations,
a five-volume DSM-IV Sourcebook was created, containing condensed versions of
the literature reviews, reports of the data re-analyses, reports of the field trials,
and a final summary of the rationale for each Work Group’s decisions. 95 And, so
as to avoid controversy and conflict, Frances stipulated a basic rule not to accept
any changes to the DSM without an explicit rationale and sound empirical sup-
port.196

At first glance this appears to be a step in the right empirical direction,
given the flawed empirical foundations upon which DSM-III and III-R were
based. Yet the implication of Frances’ policy was that in the absence of evidence,
the questionable categories of DSM-III- and DSM-III-R were actually institution-
alised by default.57 In any case, against call for renewed empiricism, the 900
page DSM-IV was published in 1994 with hundreds of departures from DSM-III
and just as many conformities.

The manual’s near doubling in size results not only from the inclusion of
new disorders and more information about them, but also from the inclusion of
such things as an annotated listing of changes in DSM-IV and an outline of in-
digenous (culture-bound) syndromes. While DSM-III-R had displayed some

cultural sensitivity in its section “Cautions in the Use of DSM-III-R”, it had not

189



elaborated the issue nearly to the same extent as in DSM-IV. Yet despite this in-
crease in cultural sensitivity, it is evident that the DSM-IV still suffered from
some cultural myopia. Women have historically been more likely to be diagnosed
with depression, phobias, and histrionic personality disorders, and men to be di-
agnosed with paranoid personality and antisocial disorders. Certain mental ill-
nesses are explained in terms of innate racial differences, and there is a tendency
for more middle-class articulate persons — people who are just like their doctors
— to be taken on as clients.98 These culturally-based issues are not examined; it
would seem that “people view more seriously the abnormality or rule-breaking of
those who are different from them.”99
One especially noteworthy inclusion was an almost apologetic acknow-
ledgement — bordering on postmodern - to the definition of mental disorder:
There it is noted that there is an “unfortunate” distinction between physical and
mental disorders, a “reductionistic anachronism of mind/body dualism” that the
Task Force has no choice but to retain until an appropriate substitute is found.200
Taking this disclaimer further, the editors2o! continue:
...although this manual provides a classification of mental disorders, it
must be admitted that no definition adequately specifies precise bounda-
ries for the concept of ‘mental disorder’. The concept of mental disorder,
like many other concepts in medicine and science, lacks a consistent op-
erational definition that covers all situations. All medical conditions are
defined on various levels of abstraction...[...] Each is a useful indicator for
a mental disorder, but none is equivalent to the concept, and different
situations call for different definitions. 202
Nonetheless, they have retained the definition of mental disorder because it is “as

useful as any other available definition” and has been helpful with regard to

“which conditions on the boundary between normality and pathology” should be
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included in DSM-IV.208 With this, DSM-IV, following from DSM-III and III-R,
stands by the claim to be classifying disorders, not their hosts.20¢ The following
remarks made under the heading “Limitations of the Categorical Approach” sup-
ports this:
...naming of categories is the traditional method of organizing and trans-
mitting information in everyday life and has been the fundamental ap-
proach used in all systems of medical diagnosis. A categorical approach to
classification works best when all members of a diagnostic class are homo-
geneous, when there are clear boundaries between classes, and when the
different classes are mutually exclusive.[...] The clinician using DSM-IV
should...consider that individuals sharing a diagnosis are likely to be het-
erogeneous even in regard to the defining features of the diagnosis and
that boundary cases will be difficult to diagnose in any but a probabilistic
fashion.205
Turning now to DSM-IV’s section dealing with agoraphobia, the major
section, simply “Anxiety Disorders”, begins with a brief summary of all the con-
ditions included within it. Notably the term “neurosis”, looking for a home in the
last revision, has been completely banished from this edition.
Agoraphobia by itself is “not a codable disorder”; it occurs in the context of
Panic Disorder With Agoraphobia and Agoraphobia Without History of Panic
Disorder.206 Nevertheless, DSM-IV contains 1.5 pages, including — unlike DSM-
III-R - a discussion of its “features” and a summative list of criteria on “Agora-
phobia” before embarking upon the various distinctions and its relationship to
Panic Disorder. The description of agoraphobia is essentially the same but it is
now noted that “[ilndividuals’ avoidance of situations may impair their ability to
travel to work or carry out homemaking responsibilities (e.g., grocery shopping,
taking children to the doctor)”.207 In contrast, DSM-III notes an “increasing con-

striction of normal activities”2°8 while in DSM-III-R “Panic Disorder with Agora-
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phobia, by definition, is associated with varying degrees of constriction in life-
style.” Severity of agoraphobic avoidance ranged in this edition from “mild,” de-
noting the ability a “relatively normal lifestyle” and the ability to travel alone as
necessary such as to get to work and to shop, to “severe,” or being “nearly or
completely housebound or unable to leave the house accompanied.”209

The uncertain boundary between agoraphobia and simple and social pho-
bias is also acknowledged in DSM-IV: “The differential diagnosis...can be difficult
because all of these conditions are characterized by avoidance of specific situa-
tions.”2¢ This difficulty is, however, more or less dismissed with the unqualified
assertion that “anxiety or phobic avoidance is not better accounted for by another
mental disorder.”2 Only after several pages does the reader receive guidance on
distinguishing between them, and even then it is noted that “[s]Jome presenta-
tions fall between...prototypes and require clinical judgement in the selection of
the most appropriate diagnosis.”22

From there the section moves to Panic Disorder. New inclusions are a
much expanded section on “Associated Features and Disorders” (including de-
scriptive features and mental disorders, laboratory findings, and physical exami-
nation findings and general medical conditions), “Specific Culture and Gender
Features”, and “Familial Pattern”. Diagnosis with or without agoraphobia is made
accordingly, 23 but concerns about a future panic attack or its implications often
lead to the development of avoidance behaviour that then qualifies the individual
for a diagnosis of Panic Disorder with Agoraphobia.24 That said, “{sJome cultural
or ethnic groups restrict the participation of women in public life, and this must

be distinguished from Agoraphobia.”2s Panic Disorder Without Agoraphobia is
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said to be diagnosed twice as often in women than in men, while Panic Disorder
With Agoraphobia is diagnosed three times as often. Onset of Panic Disorder is
said to be typically between late adolescence and mid-30s, but can sometimes oc-
cur earlier or later. Agoraphobia, if it develops, usually occurs within a year of re-
current Panic Attacks.2'¢ In short, the relationship between agoraphobia and
Panic Disorder as it is laid out is vague and difficult to follow:

The course of agoraphobia and its relationship to the course of Panic At-

tacks are variable. In some cases, a decrease or remission of Panic Attacks

may be followed closely by a corresponding decrease in agoraphobic

avoidance and anxiety. In others, Agoraphobia may become chronic re-

gardless of the presence or absence of Panic Attacks.27

Unlike previous editions, DSM-IV goes on to talk about prognosis follow-
ing treatment*8 and the contribution of genetics to the development of Panic
Disorder. Following an extensive discussion of differential diagnosis (especially
noteworthy is the instruction for how to choose between Panic Disorder, Social
Phobia, and Specific Phobia), the diagnostic criteria for Panic Disorder Without
Agoraphobia and diagnostic criteria for Panic Disorder With Agoraphobia are
conveniently listed in user-friendly bullet lists. Then, we come to Agoraphobia
Without History of Panic Disorder.

It remains unclear why there is no category “Agoraphobia with History of
Panic Disorder”, i.e., why Panic Disorder is primary when the two occur together.
In DSM-III, code number 300.21 was Agoraphobia with Panic Attacks.29 That
code became Panic Disorder with Agoraphobia in ITI-R. DSM-IV offers the fol-
lowing confusing distinction between them:

The essential features of Agoraphobia Without History of Panic Disorder

are similar to those of Panic Disorder With Agoraphobia except that the
focus of fear is on the occurrence of incapacitating or extremely embar-
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rassing panic-like symptoms or limited-symptom attacks rather than full

Panic Attacks. Individuals with this disorder have Agoraphobia (see p.

396) (Criterion A). The ‘panic-like’ symptoms’ include any of the 13

symptoms listed for Panic Attack (see p. 394) or other symptoms that may

be incapacitating or embarrassing...22°

What is especially troubling about this distinction is that it is made on the
basis of how many symptom criteria are met in the course of a panic attack, that
is whether small or major. The distinction is clear, obviously, if there are no panic
symptoms. But what if each panic attack is different? What if someone has sev-
eral but is just shy of enough symptoms to bump them over the line? The manual
would say that clinical judgement is in order, but then the question becomes,
what is the point of having a “scientific” classification system then? Can it ever be
more than a loose guideline?

Finally, specific Culture and Gender Features are noted, but less specifi-
cally than they were with Panic Disorder, as in “[t]his disorder is diagnosed far
more often in females than in males.”22 (It makes me wonder if the work group
responsible for this section was also having difficulty developing their categories.)
Ultimately, “[r]elatively little is known about the course of Agoraphobia Without
History of Panic Disorder.”222

In the name of scientific validity and progress, the DSM has become more,
not less, complicated. There is, to be sure, a notable correspondence between the
associated features described here and the literature available. In other words, a
search of Medline does yield many articles dealing with several of the features ob-
served in the DSM. The question remains, however, as to why the DSM-IV does

not include citations for any of this literature, and to what extent the results of

studies conducted after the release of DSM-IV may have been skewed by DSM-
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IV's arguably prescriptive claims. In other words, what comes first in this litera-
ture — the DSM categories or the shape and outcome of these trials? And as Scott
observes in his history of the inclusion of Post-Traumatic Stress Disorder [PTSD]
in DSM-III, theories “represent competing sets of assumptions that are insepara-
ble from the interpretation of the evidence taken to support those theories and
prediction.”223 With the addition of new categories and criteria in each successive
DSM it is increasingly difficult to believe that this manual could be helpful in any
classification situation. Approximations? Yes. Clear distinctions? Not by a long-
shot. As we shall see in the next chapter, I am not the only person who thinks so.

For now, let’s turn to the most recent revision to DSM, released in the year 2000.

DSM-IV-TR

DSM-IV-TR, roughly the same size as DSM-IV, is described as a “text revision”.
With DSM-V not expected for another six years, it was decided that this was an
interval too long to wait without updating the information in the text to be con-
sistent with current research.224 The goals of this text revision included:

¢ correcting any errors in DSM-IV
s ensuring all information therein was up to date

s incorporating information acquired since the literature reviews for DSM-IV
were completed in 1992

¢ enhancing the educational value of DSM-IV
¢ updating the ICD-9 codes changed since the DSM-IV Coding Update. 225

Following from the protocol established with DSM-IV, all changes had to
be supported with empirical data (which raises the issue again of the reification
of problematic criteria by virtue of no evidence being available). “No substantive

changes in the criteria sets were considered,”226 thereby limiting all revisions to
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the text sections only. No proposals for new disorders, subtypes, or changes in
the appendix categories were entertained.

The process of revising the text of DSM-IV began in 1997 and followed
roughly the same pattern as previous versions with the establishment of a Task
Force and specialised Work Groups to deal with each section. Comprehensive lit-
erature reviews of research published since 1992 were carried out. Each Work
Group drafted proposed changes where necessary, accompanied by written justi-
fications for the changes along with relevant references (which, as usual, are not
included in the DSM-IV-TR). Following review at various levels final drafts were
produced and eventually approved by the American Psychiatric Association’s
Committee on Psychiatric Diagnosis and Assessment.22? Most changes, deriving
from evidence based on literature reviews, were in the sections Associated Fea-
tures and Disorders, Culture, Age, Gender, Prevalence, Course, and Familial Pat-
terns. In some cases the Differential Diagnosis section was also expanded. DSM-
IV-TR does not present as a new edition of DSM, even though technically, it is not
the same as DSM-IV. In other words, in all references to itself, it refers to DSM-
IV rather than DSM-IV-TR, making it difficult to clearly distinguish where DSM-
IV stops and DSM-IV-TR begins.

In any event, there are some changes to the section on Anxiety Disorders
and agoraphobia. The text delineating types of Panic Attacks and their associa-
tion with specific anxiety disorders is updated. Information about triggers to
panic attacks is expanded, as is the list of associated medical conditions, the ac-
count of prevalence, familial patterns, and differential diagnoses. Agoraphobia on

its own is still “not a codable disorder”, and must be coded in relation to the spe-
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cific disorder in which it occurs.228 Agoraphaobia Without History of Panic Disor-
der retains essentially the same features as Panic Disorder with Agoraphobia ex-
cept that the focus of the fear is on the possibility of developing embarrassing
symptoms while outside and not being able to get help.229 (Indeed, to be diag-
nosed with Agoraphobia without History of Panic Disorder, the full criteria for
Panic Disorder must never have been met. Thus the number of panic-like symp-

toms remains less than four).

Conclusion

It remains to be seen how the criteria for agoraphobia and other disorders play
out in DSM-V, expected within the decade. In the meantime, however, with each
new edition the DSM has become almost palatable and even trustworthy — which
ends up meaning more “scientific.” Empirically, conceptually, and politically,
however, the DSM i still problematic.

As we have seen, the DSM diverts attention from socio-cultural factors and
emphasises a positivistic rather than interpretive approach. This results in a kind
of diagnostic determinism as well as a narrowing of the psychiatric gaze to ex-
clude depth of mind (the unconscious), time (the unfolding of a life over time),
and reduction in content of clinical concern.23° Established by insurers, govern-
ment, mental health agencies, a mental disorder only becomes official when the
proper DSM code is assigned. The DSM’s ahistorical approach fails to consider
disorders within their cultural context.23! The scientific imperative directs atten-
tion towards gathering more data, yet the manual includes no citations, at least

none that are readily accessible. A social/historical model would ask how social
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interests determine views on psychopathology and scientific progress.232 As Ku-
pers asks, why do certain things get pathologised and not other things and why,
for example, isn’t homophobia pathological, rather than homosexuality? I could
ask along similar lines, why is agoraphobia pathological, when there are lots of
good reasons, such as violence, for women to fear being out? Why is there no
such category as “domestophobia”, for men who do not come home, or who may
as well not come home because they do not contribute to household labour and
are emotionally unavailable when they are home? Why is there no such thing as
“fear of home”? With more women participating in the process, the deletion of
homosexuality, the defeat of masochism, and the inclusion of sections on ethnic
and racial difference, the newest DSMs are improved insofar as they demonstrate
some cognisance of cultural conditions at work in a given mental illness situation.
But, the manual is undeniably longer, more complex and difficult to understand,
and “psychiatry has little or nothing to say about the social ramifications of its
pathologizing.”233 Indeed, I agree with Nash and Chrisler who argue that “psychi-

atric knowledge can be a dangerous thing.”234
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Chapter 8
The DSM Decades: The (Re)Turn to Positivism

...a 42-year-old store clerk reported that the further he drove from home
the more anxious he became. His driving consisted chiefly of commuting
to and from work. He presented for therapy because another psychiatrist
to whom he had gone had recently seen agoraphobia described on televi-
sion, and assumed that the patient suffered from it. This patient...was ini-
tially treated with a simply-designed systematic desensitization program,
accompanied by the request that he monitor his anxiety during his com-
muting. Before long, we realized that the pattern was unusual, in that his
anxiety mounted the nearer he approached a certain bridge, which it was
necessary to cross on the way to work. Further questioning revealed that
the core problem was acrophobia, but that the anticipatory anxiety during
driving did indeed resemble agoraphobia to some extent. It was interesting
how the patient’s perception of his problem had been coloured by a belief-
system shared by the media, himself, and two psychiatrists.:

...a 46-year-old housewife, who diagnosed herself after reading about ago-
raphobia in a local newspaper, presented for therapy. She was treated with
relaxation, systematic desensitization and graded home practice in taking
short walks in the neighbourhood. After three weeks she reported that the
home practice was more productive of boredom than of anxiety. This is
most uncommon in agoraphobia. Accordingly she was re-assessed. It was
now discovered that when she ‘went out’ she was referring to the engage-
ment in social situations involving self-expression to a variety of people.

She had, in fact, a typical social anxiety. But her initial exposure to the

newspaper account had caused her to slant her history in such a way that it

was easy to mistake her story for one of agoraphobia.

With the DSM securely established,3 mental health research has largely
been driven by three interconnected concerns, and in this chapter I focus on the
first two.+ The first concern is that of treatment in the sense that ultimately, clini-
cians want to be able to alleviate human suffering. Studies that test the efficacy of
various treatments, such as cognitive-behavioural methods or certain drug thera-
pies, seek to determine what treatments do and do not work to relieve certain
disease states.

In order to target and test the right treatments, however, there is a more

fundamental need to understand the phenomenology of disease, meaning its ob-
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served and associated symptoms and features based upon which the disease is
classified.5 Studies that describe the various characteristics of agoraphobia seek
to establish a set of symptoms and related signs that practitioners can then treat.
In other words, clinicians need to understand what a disease looks like — its
physiological and psychological markers — in order for the treatment modality to
be appropriate.6 Articles concerned to demarcate the physiological parameters of
agoraphobia gaze upon such things as:

* functions of the endocrine system, including the thyroid, the hypothalamus,
the pituitary, the adrenals, and related hormones.?

* the heart, including heart rates and heart conditions such as mitral valve pro-
lapse.8

* the skin, especially skin conductance of electricity.?

* the inner ear, especially balance and otoneurological and audiovestibular ab-
normalities.t©

* the eyes and the processing of visual stimuli."?

o the brain, especially activity level of right versus left side, electroencephalog-
raphy (measurement of electric signals emitted by the brain), brain blood
flow, and brain morphology.:

* the respiratory system, and especially the problem of hyperventilation in
panic.!3

* MAO (monoamine oxidase) and serotonin activity and levels are examined
(presumably for the purpose of MAOI and SSRI drug development).t4

* and non-specific physiological markers, such as chronic pain.'s

The shift in psychiatry towards positivism is not limited to biological investiga-

tions, however, as positivist packaging is the normative standard in the cognitive-

behavioural reports as well.'6 Concerned primarily with the psychology of agora-

phobia, these articles describe such things as:

s agoraphobics’ cognitions, including: understanding of their symptoms,7 irra-
tional beliefs,'® types of thoughts during panic attacks and scary tasks,9
catastrophising,?® cues to and anticipations of panic,2 information process-

ing, interpretations of the environment=3 and of bodily sensations. 2+

o self-consciousness and embarrassment, interaction with others and willing-
ness to discuss symptoms.=s

* memory bias, especially in relation to phobic content.26
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¢ social roles and interpersonal style.2”
¢ and avoidant personality, coping strategies and escape/safety-seeking behav-
iour.28

Epidemiological research also contributes to phenomenology by providing data
that measure the incidence, distribution, treatment, and prevention of disease.29
They relate the distribution of disease to various factors affecting the population,
and by “understanding the magnitude of a disorder and the patterns of risk for
the occurrence of a disorder (risk factors), clues as to what alterations might lead
to prevention of the disorder may be obtained.” This type of information “is im-
portant for understanding [the] full clinical picture, who is at risk for being ill,
and who may need treatment.”30

The third concern for practitioners thus pertains to a disease’s aetiology
specifically about which there is actually less discussion in the literature and cer-
tainly no agreement. Indeed, there is a longstanding rift over causation known in
many contexts as the nature versus nurture debate but it is implicit in the litera-
ture rather than the subject of extensive publication. On one side of the divide is
the question of whether the origin or causation of agoraphobia is genetic predis-
position or some sort of biological mechanism, as in, for example, the notion that
panic is truly spontaneous (as opposed to stimulated by phobic fear and dysfunc-
tional thinking). On the other side are those who presume its origins to be psy-
chosocial and rooted in such things as separation-individuation, trauma, and
stressful life changes.3! These divergent (though not always mutually exclusive)
positions underlie all of the treatment methods described, tested, and used in

these reports.
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That they inform treatment, however, should not be taken as a statement
of one-to-one correspondence between treatment modality and aetiology. It is not
the case that just because a physician uses drugs rather than cognitive-
behavioural therapy [CBT], for example, that this means that the cause is biologi-
cal. Drugs lead to changes in thinking just as CBT leads to changes in the brain,
therefore the use of a particular treatment can only be taken as a sign of what a
practitioner’s theory of causation is. 32 Indeed, theories of causation are often not
developed until after a particular treatment does or does not work. Treatments
only point to theories - theories rooted in biological versus psycho-social frame-
works - and there is plenty “of aetiological confusion.”s3 To be sure, though,
studies released after the publication of DSM-III tend to favour the biological;
there is clearly a prevailing sense in which “biological factors are preeminent”
and “outweigh psychosocial factors” in the aetiology of this condition. 34

Research oriented towards these three main objectives ~phenomenology,
treatment, and aetiology — helps paint a picture of what agoraphobics are like -
how they think and what (their bodies) do.3s Bearing in mind that they are not
mutually exclusive goals of research, but rather function together to give contem-
porary psychiatry its profoundly biological dimensions, this kind of information
facilitates accurate (differential) diagnosis and disease-appropriate treatments,
and hopefully, leads to prevention of disease altogether. The opening anecdotes,
taken from a letter to the editor of the Canadian Psychiatric Association Jour-
nal, illustrate the importance of “prompt and accurate diagnosis” in order to
“prevent further disability and needless suffering.”3¢ Thus a significant propor-

tion of the literature published between the years 1976 and 2000 pertains to the
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phenomenology and classification of agoraphobia vis-a-vis measures of patients’
cognitions and physiology, its symptomatology, nosology and nomenclature, and
its epidemiology. To this end, there are over 100 tools used to study agoraphobia
and panic,3” and “{c]onsidering the heavy use made of these inventories and the
importance of the scientific and therapeutic decisions now guided by them, it is
obviously critical that they measure what they intend.”38
One way of classifying agoraphobia is through the delineation of what ago-
raphobia is not. For example, Isaac Marks, a leading figure in agoraphobia lit-
erature since the 1970s, reported on thirteen people who had been diagnosed
with agoraphobia when they should have been diagnosed with “space phobia” or
“pseudoagoraphobia”. The patients in this report differed from normal agora-
phobics in several important ways. The disorder developed when they were older
(the mean age of onset was 55) and most of them showed signs of neurological
and/or cardiovascular disease.39 These patients responded less well to exposure
treatment than “normal” agoraphobics, and they feared falling over in open
spaces:
..actual physical support was not usually necessary, only visual support
nearby. As patient five said “I need to be closed in while 'm walking. The
fear is the space around me.” [...] Patients did not need to touch such sup-
port to maintain balance, though they often did cling to it. They commonly
crawled on the floor to cross a room, or walked close to walls or hedges in
streets. [...] The disorder progressed in several patients until they were
confined to a wheelchair even indoors.+
Unlike agoraphobia where the “fear of public places is a central feature” and “fear
of open space is an inconstant minor characteristic and falls are very rare,” Marks

argues that “space phobia” is a separate and sometimes mislabelled disorder with

“presumably ... overlapping physiological mechanisms.”s

210



As several articles illustrate, it is also very common for agoraphaobia to be
confused with cardiovascular and gastrointestinal problems and even epilepsy.+2
For example, because panic attacks almost always entail “frightening palpitations
and tachycardia,” patients often go to emergency rooms or to see cardiac special-
ists, fearful that they are dying of a heart attack. +3 As it turns out, a high percent-
age of cardiology patients with chest pain having normal coronary angiographic
results actually have undiagnosed panic disorder.+ The tendency to misread
gastrointestinal symptoms is the subject of an exchange of letters published fol-
lowing a report describing four patients with bowel obsessions (two of whom had
histories of panic disorder with agoraphobia). Jenike et al., the report’s original
authors, maintained that their patients “did not have irritable bowel syndrome” 5
because “none of them had diarrhea or constipation, [nor] abdominal pain or dis-
comfort.” They insisted instead that they had “an obsessive fear of having a bowel
movement in public” and some of them “also developed secondary rituals, such
as compulsive anal wiping and compulsive searching for a bathroom.”+ The
authors go on to say that

the most important point remains that many of these patients improve

markedly with simple pharmacologic trials, and academic discourse

should not cause us to lose sight of this observation. Patients are not con-
cerned with how we classify them, they only want to get better.+7
Despite “growing evidence that...patients [with cardiac and gastrointestinal
symptoms] represent an unrecognized but substantial portion of patients in pri-
mary care, internal medicine and cardiology,”+8 dactors likely would agree on the

importance of recognising the

fine line between appropriate investigation of somatic complaints, and
risking the reinforcement of an organic conceptualization of illness in pa-
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tients, when a psychological explanation may represent the most parsimo-
nious understanding of presenting symptoms.+9

Yet it may also be the case that the issue is not one of confusion of somatic with
psychological symptoms so much as oversight: “[j]ust as depression is a frequent
concomitant of medical illness, so is anxiety [since] many patients present with
‘anxiety’ symptoms that cannot be easily separated out from their physical ill-
ness.”s° Separating the psychological from the somatic may in fact be counterin-
tuitive.

That said, somatic conditions such as cardiovascular and gastrointestinal
problems are not the only red herrings standing in the way of proper diagnosis.
Agoraphobia is also considered extensively in relation to psychological conditions
and disorders — that is, in terms of mental disorders that agoraphobia is not. In
1978, one practitioner argued that agoraphobia should not even be classified as a
phobia, that it is rather a variable feature of anxiety neurosis.s! Pointing out that
the things that agoraphobics are afraid of require leaving the house such as shop-
ping, riding in a train, open spaces, crowds, Hallam contended that it was a mis-
nomer to describe this fear as fear of leaving the house per se because “agorapho-
bics frequently experience panic attacks in the home, especially when they are
alone...[and] often have ‘good days’ when they are free from anxiety in the
street.”s2 Moreover, cues in public places such as crowds, noisy streets, etc., are
“normally physiologically arousing” and can trigger other sources of anxiety and
produce panic attacks. Hallam warns that agoraphobia may be better understood
as the fear of these specific things so as not to perpetuate the state of disarray and

“diagnostic vagueness” in which the classification of neurotic disorders found it-
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self. The selection of one symptom — avoidance of leaving the home unaccompa-
nied — to characterise this complex syndrome, was, as far as Hallam was con-
cerned, unwarranted.s3

Rapp and Thomas make a similar point a few years later (in 1982) when
they write that agoraphobia “is not much better understood today than it was a
dozen years ago.” At that time (1970) Marks described the disorder as a “cluster
of fears” about going into public places.5¢ Yet Rapp and Thomas take issue with
the “housebound” descriptor because other psychological conditions can also
render a patient housebound, conditions such as social anxiety, fears of traffic ac-
cidents or of being attacked, and obsessive thoughts about misbehaving in pub-
lic.55 This point finds support in a more recent study which found that panic pa-
tients, with and without agoraphobia, spent about the same amount of time at
home: “Agoraphobic patients have often been described as housebound house-
wives [...] and ‘homeliness’ is indeed a common characteristic in agoraphobia but
[...] {a]lgoraphobic patients are not more ‘housebound’ than panic patients with-
out agoraphobia when matched for demographic characteristics.”sé

Rapp and Thomas concluded that agoraphobia was not well-understood,
which provoked a devastating response in the form of a letter to the journal’s
editor. The gist of this scathing critique by a Dr. Bowen, was that Rapp and Tho-
mas did not do a thorough enough review of available literature, a comment that
Rapp and Thomas felt was “manifestly unfair,” “overkill”, and Bowen was just
“upset” over comments they made previously about a paper of his.s7

While Bowen is convincing in that he does indeed cite quite a lot of articles

disputing the co-authors’ substantive conclusions, Rapp and Thomas’ sense of the
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incomplete state of knowledge about agoraphobia ought not be dismissed, since,
as we shall see shortly, more recent articles also debate the validity of DSM cate-
gories and criteria. For example, the relationship between agoraphobia and other
phobias, especially simple and social phobias, is a steady interest in the 1980s
and 1990s58 and there is evidence on both sides that they may or may not be
wholly discrete disorders.59

There is similarly no consensus on whether or not basic personality traits
and disordersé® play a role in the development of agoraphobia. Studies conducted
in the late 1980s found that a “preponderance of dependent, avoidant, and histri-
onic diagnoses and traits” and “patients who exhibited a greater number of per-
sonality traits were also significantly more symptomatic, more neurotic, and...less
extraverted.”s! Another study, however, disaffirmed these findings; agoraphobia
“was not associated with higher rates of axis II [personality] disorders in PAD
[panic disorder agoraphobia] patients” suggesting that the role of personality
disorders as “preexisting [sic] or even predisposing factors to anxiety states,
should be viewed cautiously”.62 Some personality traits “can be related to behav-
ioral and life-style changes induced by the clinical symptoms during the course of
illnesses.3 A few years later, however, a study based on a sample of panic disor-
der with agoraphobia patients in remission, determined that “avoidant behavioral
and attitudinal patterns may be enduring personality characteristics of panic dis-
order with agoraphobia patients.”s4 Even in periods of stable remission, patients
displayed “a greater tendency than normals to see themselves as rather unasser-
tive, indecisive, self-critical, and emotional individuals, who are easily frustrated

and often feel rejected when criticized.”ss
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Although these findings conflict, they raise a red flag where gender is con-
cerned because the majority of agoraphobics are indisputably womensé and this
is the one thing of which we can be certain in this literature. The prevalence of
agoraphobia in women points to a possible link between agoraphobia and sex
roles. Research on the marital systems of agoraphcbic women found that hus-
bands who saw themselves as more supportive and were more able to accept their
wives’ disability, tended to have a traditional view of marital relationships. These
husbands “regarded dependency, timidity and an exclusively domestic focus as
desirable traits in their wives, which agoraphobic symptoms reinforced and con-
solidated.” In contrast, the wives “usually regarded their agoraphobia and associ-
ated symptoms as highly distressing obstacles to an extension of their activities
beyond the purely domestic.”6? Behaviour therapy enabled the women to take on
many new activities outside the home, yet “many husbands clung to the notion
that their wives should be devoted exclusively to homemaking activities.”¢8In
some cases, improvement in the wives was very distressing for husbands. As one
researcher found, “the agoraphobic adjustment is often supported or reinforced
by a spouse with complementary problems and...an unconscious investment in
the continuation of the symptoms.”9 One man even “attempted suicide...because
since his wife's recovery he had feit useless and inadequate: she was no longer
aimost totally dependent on him in the way she had been while agoraphobic.”7

For one writer, women’s agoraphobic adjustment “almost suggests an
ironic caricature [of femininity], perhaps a mocking over-compliance with ex-
pectations of dependent and passive behaviour.”” The neurotic male is equally

shaped by sex role stereotyping:
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He maintains a position of masculine strength by denial of dependency
and vulnerability which he projects into his wife who then becomes the
object of his protection; or he may detach from these needs and pursue a
more schizoid existence, withdrawing socially, emotionally and sexually,
turning to alcohol for support. [...] Women may pursue a phobic and de-
pendent adjustment and still function adequately at home, in fact the
housebound housewife may be an asset to some families. Men cannot hide
at home but must face the workaday world where a super-independent,
hardworking, hard-drinking adjustment may be socially reinforced.”
Femininity and masculinity are also problematised by another study published
two years later, in which female agoraphobics were hypothesised “to be more
stereotypically feminine and less masculine.” Finding that women were more de-
pressed and anxious than men, the authors correlated this finding with a lack of
masculine characteristics. They argued that fearful behaviour was more accept-
able for women because “women are taught and allowed to be fearful and to per-
ceive themselves as incompetent and helpless without male assistance.”73 Not
only were women more likely to become agoraphobic, but even among a mixed
sample, women were more avoidant, especially when “functioning without the
protective shield of men.”7# A much more recent study supported this argument,
finding that women agoraphobics required a companion more often than men
did, and were much more willing to stay home alone. Women'’s higher depend-
ence on a companion for support may have been due to cultural and psychologi-
cal factors.”s As Chambless and Mason had put it several years earlier, “a society
that does not teach women to be instrumental, competent and assertive rather
than just nurturant and expressive, is one that breeds phobic women.”76
This last point, however, was not the final word on the matter. While there

is general agreement between studies that agoraphobia is prevalent in women,

there is evidence that phobias and other psychiatric disorders are actually the
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greatest risk factor for the development of panic disorder and agoraphobia — a
risk factor greater even than female gender.77 A major American epidemiologi-
cal® study done in the late 1980s determined that while women are two to four
times more likely than men to develop agoraphobia,™ the presence of another
phobia®® or psychiatric disorder is far more likely to predispose them than their
gender.8 Of course, this finding begs the question of why more women have pre-
disposing psychiatric disorders (and why that predisposing psychiatric disorder is
most likely to be depression).82 That most agoraphobics are grown women33 (and
urban-dwelling)24 is certain. But questions of race, class, and culture are more
debatable, and before turning to the relationship between agoraphobia and panic,
[ would like to make a few brief remarks about race and class.

Clinical articles, all published out of the developed West, reflect — through
their silence on race — a (normative) predominance of agoraphobia among mar-
ried, educated, middle-class white women.85 American epidemiological articles
based on random community samples, however, reflect a prevalence among sin-
gle/divorced, uneducated, low income, Black women.% This finding is not en-
tirely surprising; evidently, the outside world is a scary ~ read: racist —place for
poor, Black women.87 Still, other than the epidemiological study [the “ECA”]
upon which these articles are based and the occasional comment in the rest of the
literature, race is almost never mentioned but only, again, implied.®8 Indeed, I
found only three publications overtly concerned with race, and these articles
notwithstanding, in 130 years’ worth of clinical writing and research, that race
would suddenly emerge as an important demographic suggests two possible ex-

planations.
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First, poor, urban, Black women do not present for treatment, which is
why they are generally not reflected in clinical articles and why they would only
emerge in community studies. This would make especial sense if psychodynamic
psychotherapy — which can be costly — is in fact the most common form of treat-
ment, as Goisman et al. asserted in 1994. This, coupled with the fact that African
Americans do not receive the same quality of care as do white Americans, sug-
gests that access is an important obstacle to heaith and has negative implications
for health outcomes.8¢ But an even more troubling reason that African Americans
do not present for treatment is a longstanding legacy of distrust in the medical
establishment, marked most famously by the Tuskegee, Alabama Syphilis Study
but predated by a long history of racist medical experimentation.s°

Briefly, the US government funded a 40-year syphilis study (1932-72) de-
signed to document the disease’s natural course. The subjects were 399 poor
Black men from whom physicians conducting the research deliberately withheld
treatment and on whom they conducted other procedures, telling them they were
being treated for “bad blood”.9* Unfortunately, despite public disclosure of the
experiment and subsequent implementation of a National Research Act in 1974
that was meant to protect human subjects of experimentation, questionable re-
search continued. As late as 1989, the Centers for Disease Control and Prevention
were involved in a study to test an experimental measles vaccine. By 1991, most of
the approximately 900 infants to whom the drug had been administered, were of
African and Latin descent. It was not disclosed until 1996 that the parents had
not been told that the vaccine was not yet licensed in the US, or that it had been

linked to increased death rates in Africa. In short, medical racism and the contin-
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ued exploitation of “minority” communities for the purposes of research ensure a
virulent level of scepticism on the part of patients of colour.92

Another possible reason for this finding of prevalence among Black
women is reflected in the extent to which whiteness has historically been the
normative clinical variable, culminating in the “discovery” of race (and gender) in
medicine — the idea that the body is not always that of a 70 kg white male. As
Vanessa Gamble writes,

...in the past, most clinical researchers have used white men as the stan-

dard or norm from which to extrapolate data to the rest of the population.

Young white men were presumed to be a homogeneous population that

had fewer confounding factors. Members of minority groups and women

were frequently excluded from clinical studies.93

Perhaps whites get written up normatively by clinicians because that is who actu-
ally seeks help, but it may also be the case that once race and gender were “in-
vented” as research variables, researchers needed only to look to be abie to find
them.s+ [ deal with the issue of race more explicitly in the next chapter, but for
now I must emphasise ~ in defiance of the DSM — the extent to which the epide-
miological evidence must be interpreted (and challenged) on the basis of social,
not genetic or biological, explanations.

The ECA study, like many others, also looked at the relation between panic
and agoraphobia — an important and recurring debate that appears to have hung
on two central problems. The first problem, one that some practitioners actually
do recognise, stems from the DSM criteria which subsume certain diagnoses un-
der others, the modification(s) that occurred with the release of DSM-III-R, and
the concomitant difficulty in delineating between panic, panic with agoraphobia,

and agoraphobia without panic. In the words of one investigator:
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Essentiaily, panic had been viewed in DSM-III as a frequently comorbid
symptom of agoraphabia, whereas, in DSM-III-R, agoraphobia is seen as a
severe complication of panic...Furthermore, DSM-III criteria for agora-
phobia required an ‘increasing constriction of the normal activities until
the fear of avoidance behavior dominates the individual’s life’...However,
in DSM-III-R criteria for PDA [panic disorder and agoraphobia] and
AWOPD [agoraphobia without panic disorder], this threshold impairment
criterion is eliminated, so that very mild agoraphobic avoidance...would
cause a subject to be considered as having PDA, resulting perhaps in a di-
lution of a PDA sample with subjects phenomenologically more similar to
a PD sample... Thus it is difficult to compare the results of studies con-
ducted with DSM-III and DSM-III-R criteria. 9
A significant proportion of researchers and clinicians take the position that
agoraphobia is actually a conditioned response to panic attacks, that agoraphobia
without panic is really very rare. This view may be particular to American clini-
cians and researchers.% In the UK there is more support for the idea that agora-
phobia does occur without panic.97 However, while the American ECA study (de-
scribed above) did find agoraphobia to be more commonly associated with panic
attacks,8 it also found a substantial number of agoraphobics who did not meet
DSM-III criteria for panic.99 The research showed a considerable overlap with
panic disorder, but it also showed that agoraphobia and panic occur in pure
forms, that agoraphobia is a heterogeneous disorder that develops along several
different pathways other than panic.t® Even a clinical report written very re-
cently — that is, post DSM-III-R and DSM-IV - illustrates how this might occur:
In four “presentations of agoraphobia without panic,” one person was fearful of
developing a migraine headache away from home. Another was worried of having
spontaneous and uncontrollable bowel movements in situations where he did not

have ready access to a restroom. A third avoided flying, most public situations,

hospitals, and being away from home at night for fear that she might vomit. And



the fourth patient had frequent episodes of tachycardia [rapid heart beat] and
thumping in his chest (but yet never had the requisite four symptoms to qualify
officially for a DSM-III-R panic attack).1ot

In other words, agoraphobia can “develop in response to fears of a variety
of symptom attacks other than panic.”to2 This clinical assertion was corroborated
by an epidemiological survey of 3021 respondents classified as having agorapho-
bia with panic. These investigators found that there were “marked differences in
symptomatology, course, and associated impairments between panic disorder
and agoraphobia,” calling into question the view of agoraphobia as a “secondary
complication of spontaneous panic attacks or paniclike experiences.”'3 Another
study done in Germany published just last year takes a similar point of departure
in observing that many panic patients do not develop avoidance behaviour. The
investigators interpret this to mean that “[e]vidently there must be other factors
than just the existence of panic attacks in general, which either predispose, or, on
the other hand, protect individuals from developing avoidance behavior.”:04 They
conclude that the development of agoraphobic avoidance in panic patients is not
coincidental, nor a straightforward process.'os This divide points to the possibility
that epidemiological studies may have actually overestimated the prevalence of
agoraphobia without panic disorder. (It also indicates a lack of diagnostic clarity
between agoraphobia and simple phobia, especially if we recall, 4 la Hallam
(1978), that agoraphobia may not be about a fear of leaving the house per se, but
rather a fear of specific stimuli located outside of the house.)

Yet, when 22 subjects diagnosed with agoraphobia without panic in the

original American ECA study were reinterviewed 7-8 years later using a new,
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more highly structured interview schedule and clinical interviewers'<¢ blind to
their original diagnoses, only one case of agoraphobia without panic remained,
and this case was classified as being only of “probable” certainty. 07 Indeed, 19 out
of the 22 were diagnosed with “simple phobia” but not agoraphobia. Moreover,
the new interview schedule (the “SADS-LA”) used in the assessment of the 22 in-
dividuals described above was based on DSM-II-R criteria, unlike that (the
“DIS”) used in the ECA study in which the 22 subjects originally participated,
which was based on DSM-III criteria. For one thing, the DIS was used without
benefit of lengthy testing of its clinical reliability; investigators worried that the
Reagan administration would not have proceeded with the project. The ECA
launched the study too early even though more evidence of the reliability and va-
lidity of its diagnostic criteria was desired.!o® For another thing, the new SADS-
LA schedule permitted “a diagnosis of simple phobia of crowds, being alone or
going out of the house alone, tunnels, bridges, and public transportation”
whereas the DIS would diagnose fear and avoidance of one of these situations as
agoraphobia,'o9 implying a likely overestimate of agoraphobia, and an underes-
timate of panic disorder.

The second problem contributing te the lack of consensus on the question
of panic’s relationship to agoraphobia derives from the methodological discrep-
ancy inherent in clinical versus random community (epidemiological) sampling.
Clinical populations are a very select group, “subject to a raft of knowable and
unknowable epidemiologic biases, which makes scientific inference difficult.” o
Clinical studies may yield fewer agoraphobics without panic than do epidemiol-

ogical studies.! For example, a clinical study of 562 subjects using rigorous ago-
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raphobia criteriat? found that while there were some agoraphobics who did not
experience panic (n=30), there were far more who did (n=363).113 But as Weiss-
man observes, in clinical practice clinicians usually only see agoraphobics who
have had panic symptoms. An individual who suffers from agoraphobic social
withdrawal may never go to the doctor.'4+ The ECA survey, designed to “obtain
true community prevalence rates,”*'s shows that only 23% of agoraphobics seek
treatment.!¢ It is arguable that the agoraphobics who go for treatment - the
subjects of clinical studies — are those with the most severe symptoms in the most
need of help, for which clinical reports would be the most useful. This may ex-
plain why so many practitioners subscribe to the idea that agoraphobia is simply
a secondary complication of the primary panic disorder — the patients they actu-
ally see come for help with their panic because panic disrupts lives. Agoraphobia
without panic, on the other hand, is presumably much easier to live with — once
one makes the necessary accommodations. It could equally be the case, however,
that patients with the mildest symptoms are the ones most able to seek psychiat-
ric assistance, which would leave the most severe agoraphobics unaccounted for.
Either way, psychiatrists cannot treat people who do not seek treatment, nor can
reports based on the patients who do manage their way in for treatment, be taken
as absolutely representative of agoraphobia as it is found in the general popula-
tion.17

These two problems interrelate in that the incongruity between clinical
and epidemiological findings exacerbates the tenuous nature of DSM criteria.
Epidemiological surveys may offer a more representative picture of disease at the

community level, but clinical studies may tell a better story about what goes on in
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practitioners’ offices, and we cannot ignore the fact that clinical commentary is
the predominant source of information about agoraphobia. Moreover, the DSM
criteria are both supported and disputed by all this conflicting research. It may be
better to think of agoraphobia as two discrete syndromes that commonly co-
occur.!'® Perhaps the names should be changed to avoid implying a primary-
secondary relationship and “an etiological relationship that has not yet been es-
tablished, as the current system, overtly or implicitly, seems to do...”"9 Alterna-
tively, the disorders could be viewed on a continuum.!20 As it stands, the classifi-
cation of agoraphobia has persisted as a site of contestation for the last two dec-
ades'=! — a conflict rooted squarely within the DSM framework(s):
We have had three different sets of official criteria for agoraphobia without
a history of panic disorder in 15 years (DSM-III, DSM-III-R, and DSM-IV),
clear variance in the application of the criteria even within one version of
DSM..., significant discrepancies between clinical and community samples
within one set of criteria (DSM-IV...), and at least two equally plausible
but contradictory theoretical explanations of these findings...'22
Indeed, the relation between panic and agoraphobia was not nearly the issue it
has become until the release of DSM-III. Roth and Argyle perhaps best captured
the dilemma when they wrote:

An affect such as anxiety must resist unequivocal and precise defi-
nition, for the emotions merge insensibly with one another in mental life,
and cannot be expected to have sharp boundaries. The boundaries are ar-
tificial, created to reduce the task of investigating affective states to man-
ageable proportion.'23

It is important to observe, however, that they do not shy away from the notion
that classification is in fact possible. They maintain that accurate classifications

constitute a solid foundation for research and, citing Karl Popper, advocate con-

tinued study of the clinical phenomenon, because “precise definitions come only
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with closer investigation.” Indeed, “premature imposition of strict and unambi-
guous definitions on difficult concepts” is “counter-productive.” 124

It would seem, judging from the amount of research literature published in
this period, that they are not the only practitioners/researchers who endorse this
sort of contradictory scientific optimism. The ambiguity of Roth and Argyle’s re-
marks is indicative of the fact that despite all these debates, it seems that for
every clinician sceptical of precise classification, there seems to be another inves-
tigator waiting in the wings who is quite confident that bounded definitions are
possible. Equal in irony to Roth and Argyle, W.G. Wood, critical of the tendency
toward confusion between panic and medical problems (that is, cardiac, gastro-
intestinal, or neurological disorders), and the confusion between agoraphobic
anxiety and panic attacks related to panic disorder, said in 1990 that there “is lit-
tle excuse at this point for this disorder to be ineffectively diagnosed or
treated.”'2s Much of the research above would suggest, quite contrarily, that there
is most definitely an excuse — and it is one that begins and ends with the DSM.

While continued publishing does reflect a greater wealth of knowledge
about this illness, it also shows a concomitant lack of unified theory about it. [rre-
spective of confusion with cardiovascular and gastrointestinal problems and diffi-
culties delineating the lines between psychiatric disorders, it is evident in this pe-
riod that the symptoms of agoraphobia today are pretty much the same as what
they were more than a century ago. Patients complain of basically the same
things. In the meantime, publishing and research on agoraphobia has increased
exponentially, which might lead one to expect that practitioners would have

achieved a great degree of precision by now, that the parameters of agoraphobia
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would be crystal clear. The situation could not be less so; the category of agora-
phobia shifts, is disparate, and is both indirectly and directly debated throughout
this period.

We have seen that these debates are driven by the central question of
what, if any, is the relationship between agoraphobia and panic? This is, as we
have also seen, as yet unresolved. Efforts vis-a-vis the DSM to systematically
clarify nosology have ultimately failed to settle conclusively and reliably issues of
classification and operationalisation. (The use of different interview schedules
based on different DSMs - the DIS and SADS-LA described above — is a case in
point.) The change in diagnostic criteria from DSM to DSM, and the frequent
tendency to use them interchangeably results in a kind of dis-order whose impli-
cations are no doubt obvious: the “labels applied to clinical phenomena have a
profound effect on methods applied to their investigation and treatment and ago-
raphobia is no exception.”2¢ With the relationship between agoraphobia and
panic disorder perpetually unclear and indefinitive, 27 the two terms are conflated
constantly— between reports, by Medline,2® and even within individual articles
that often do not distinguish between agoraphobics who panic and those who do
not. Compounding this inconsistency is the fact that current research frequently
cites old DSM criteria. Indeed, it seems to be common practice for researchers to
use whichever edition they happen to have on hand,9 thereby defeating the
central purpose of the DSM, which was, purportedly, to have a unifying effect on

psychiatry and psychiatric research.
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Finally, although no two patients exhibit the same symptomatology, the
range of available agoraphobic symptoms has remained relatively stable over 130
years. As it was put in an editorial for the British Medical Journal from 1982,
Westphal’s men had much the same fears that agoraphobic patients tell
their doctors about today: they felt anxious not only in the street but also
in crowded places indoors; and, like our patients today, they were less
anxious when a trusted companion was present. Nowadays our agorapho-
bics tell us about anxiety in crowded shops and buses, rather than the
churches and theatres that Westphal described, but these variations reflect
social changes rather than any fundamental difference in the disorder. 30
Modern accounts emphasise patients’ anxious thoughts, whereas Westphal did
not, but even this is not especially new. His colleague Cordes (discussed in
Chapter 4) referred to patients’ cognitions in a paper he published in the same
year as Westphal’s pathbreaking report.:3:
In other words, except for the shift from men to women following World
War I, and subsequent paradigm shifts in mental health care, the big picture of
agoraphobia — its symptoms - has been remarkably consistent. What has
changed is the packaging and it is when we look more closely at this disease ob-
ject and try to make categorical divisions based on often vague and inconsistent
criteria that we run into problems. That the APA is constantly in the process of
releasing new (but not necessarily improved) editions of the DSM makes it rea-
sonable to assume that the next edition may contain within it yet another set of
revised criteria. With different studies utilising a different edition of the DSM,
and each subsequent edition of the DSM calling into question the status of previ-
ous research based on its old criteria, 32 we are faced with a rather convoluted

state of clinical affairs. Even if we give the APA’s efforts the benefit of the doubt

and credit each new edition of the DSM as scientific progress and the accumu-

227



lating research as having contributed towards the fine-tuning of what is known
about agoraphobia, the categories stipulated therein still raise important ques-
tions. What about the patients who do not quite fit the DSM schema(s) and is
there room in the DSM for heterogeneity among patients? 33 In over twenty years
since Hallam complained of “diagnostic vagueness,” agoraphobia still has no

“underlying unity and coherence.”134

The Treatment of Agoraphobia

The adequate treatment of agoraphobia is important for a very obvious
reason: it is better for everyone involved (except maybe neurotic husbands) when
people in distress may have their suffering alleviated. A less obvious justification
for treatment may be found in both the personal and social costs of living with
this type of condition. Indeed, from the perspective of quality of life, the cost of
anxiety is not negligible. People with anxiety disorders sleep less, which, along-
side the drugs used by many to manage their disorder, could lead to driving acci-
dents. In addition, the ability to work, to sustain family life, and to enjoy life in
general are affected. 35

From the perspective of social and economic costs, there are both direct
and indirect costs. Direct costs might include charges for hospital visits or outpa-
tient appointments, or even unnecessary cardiac related tests.!36 Indirect costs
involve economic activities without direct cash charges such as the loss of eco-
nomic productivity; patients with chronic psychiatric disorders do not maintain
continuous employment and agoraphobia may especially contribute to the large

economic effect of work incapacity. There is as well a social and psychological
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price to pay by spouses, children, and extended families. 37 Finally, we must also
consider the impact on the economy overall: if the behaviourist literature is any
indication, it would seem that agoraphobics do not shop nearly as much or as ef-
fortlessly as “normals” do. As we shall see shortly, the ability to go shopping is
widely cited by patients as a goal of their treatment.

Thus, treatment is probably more cost-effective than anxiety left un-
treated.'3® Of course, it depends on what kind of treatment we are talking about.
A recent article set out to disprove the view (initiated by Freud) that the high cost
of psychotherapy helps to ensure its success, The thinking here is that because
clients pay a fee they may try harder in order to justify the expenditure, and may
work harder in order to cope with it.13¢ The author, affiliated with the Israeli Na-
tional Insurance Institute, contends, however, that there is “little sciendific evi-
dence supporting the effectiveness of psychotherapy in these conditions.” 4o Ad-
vocating publicly-funded treatment (for mild disorders) in community clinics or
through corporate-financed mental health programmes, he maintains that “while
psychotherapy reduces the risk of suffering an attack on the way to/from work,
the cost of therapy might reduce the tendency to take risks, thus acting to un-
dermine treatment.” In other words, the high cost of psychotherapy may actuaily
encourage work avoidance in less severe cases, thereby aggravating the phobic
disorder and adversely affecting the economy. !4t

As an insurer, Yaniv’s interest in reducing costs borne by third-party pay-
ers is self-evident. But he is not alone in his denigration of psychoanalysis for its
lack of scientific status. With the groundwork for its decline laid by the release of

DSM-III, psychoanalysis has long been an easy target for scientific rationalists
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and in this respect it is no surprise that its published contribution to the dis-
course of agoraphobia has significantly reduced. What is surprising, however, is
that the number of both psychoanalysts and psychoanalytic patients has steadily
increased. 2 Still, a cursory look through the indexes of selected psychoanalytic
journal publishing between 1976 and 2000 revealed a scattering of references to
“anxiety” but almost no references at all to agoraphobia.s3 The publication of
psychoanalytic papers on agoraphobia has dwindled despite recent evidence that
psychodynamic psychotherapy (which includes psychoanalysis) is the most
commonly received form of psychosocial treatment.4+ And, of the handful of psy-
choanalytic case articles that have come out in the last two decades, only one spe-
cifically addresses the profession’s outsider status.“s In this section I shall de-
scribe a few of the psychoanalytic cases, followed by further discussion of the in-

creasingly contested position of psychoanalysis within the field of mental health.

Psvchoanalvsis

Separation anxiety and overparenting, though not fundamentally psychoanalytic
concepts per se,4 emerge as a relatively significant theme in these psychoana-
lytic reports.*7 In one case described by Donald Coleman, the “life-long pattern
of anxiety unless surrounded by the familiar” suffered by his patient “R.”, a
“sweet” and “somewhat shy, retiring” 40-year-old mother of two is attributed to
the maternal overprotection she experienced as a child.48 This woman could
only function within a dyad with the other person looking after everything for
her, as her mother had done. “[Her] mother supervised every aspect of her life,

with the overt premise that she was a weak, sickly child who might at any mo-
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ment be carried away by a fatal illness”, even though “there were no major ill-
nesses to account for this.” Suffering from mild diarrhea and the fear that she
would lose sphincter control in unfamiliar situations, R. “lived a life of ‘quiet des-
peration’ with no close friends and a husband who, like her mother, had “doll-like
expectations of her.”9 Open conflict with both her mother and husband had to
be avoided at all costs because any resistance on R’s part signalled autonomy that
her mother refused to permit her. R. was not allowed as an adolescent to do the
“simplest tasks”, such as picking up shoes from the repair shop, or any other mi-
nor errands “that most parents would encourage or require”. In short, she was
“not allowed to exercise her judgement.”s° Thus she came to learn that “the out-
side world was...a terrifying place, full of disasters that the patient could not pos-
sibly cope with alone.”s! The “neurotic bargain” R. had with her mother was one
later replicated in her marriage. Her husband exacerbated her sense of self-doubt
by denying her perceptions of reality, making it difficult to venture out into the
world.1s2

Through the denial of her autonomy, R's ego was weak and underdevel-
oped, and only capable of functioning in the context of a dyad. It was not until her
husband died of a sudden illness in the third year of therapy that R became
“much more resourceful,” with more of an “anxiety-free ego than was apparent at
the beginning of...therapy.”s3 She could travel long distances without anxiety,
displayed good judgement and a sense of humour, and showed an interest in (and
anxiety about) sexual matters. By the end of the 4t year of this preparatory pre-
psychoanalytic therapy, R came to realise that more formal psychoanalysis

needed to begin. As such, she would have to start using the couch, a situation she
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had until then managed to avoid for fear she would be “helpless” and “carried
away,” by her impulses or “by the therapist’s intrusiveness to penetrate every as-
pect of her mind, leaving her empty and without a self.”154

In response to this report, another analyst {Austin Silber) acknowledged
that Coleman had done a “splendid preliminary job™ss but he expressed concerns
for the transference relation implicated in Coleman’s plan to conduct the analysis
himself:
Why does he not let someone else conduct the formal analysis that
he feels is indicated? It seems that he is placing too heavy a burden on his
patient. She has been too severely used by those who have heretofore
managed her life. Why not let her gradually understand the clarifications
Coleman has made available to her, as she freely analyzes her relationship
with him, while she continues her treatment with a new analyst? [...] Even
a benevolent environment can be an encumbrance; she needs to develop
her sense of herself (individuation) in a different setting and with a differ-
ent analyst.1s6
Coleman replied that among other reasons, “any suggestion to change therapists
might have been responded to as loss of the good mother.”157

The weak, undeveloped ego at the heart of R.’s neurosis is a theme that
also emerges in another report that seeks to demonstrate how “conservation of
the psychic status-quo is reflected in specific self-preservative mental activities to
which we refer as defenses.”'5® “Mary,” an adolescent suffered from “street pho-~
bia” and a fear of men to the extent that she was unable to leave her home and
walk unaccompanied by her mother or a girlfriend. In other words, her compan-
ion had to be female. In her prephobic period, Mary “looked neither right nor left
when walking alone to school...always sensing around herself a presence of

men...men were constantly on her mind without being associated with any con-

scious mental content.”159
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The essence of Mary’s symptom formation seemed to be rooted in two
different versions of a secret that Mary told the analyst as well as her mother
(who in turn also told the analyst).t¢° The mother’s version of the secret was that
when Mary was about 4 years old, she was in her parents’ bed one Sunday
morning “fooling around” with her father while her mother was up, dressed, and
ready to go out. Her mother reproached her father’s behaviour, saying “in a stern
voice”: “You do that only with your wife.”” 16t Mary took this phrase to heart. In
Mary’s version of the secret her mother said “You do that only with your hus-
band!™62 [n the version that Mary told her mother, her father was the guilty one,
whereas in Mary's version told to the analyst, Mary was guilty. Both versions sig-
nified — traumatically - a forbidden sexual relation between Mary and her fa-
ther.'63 The discrepancy between these two versions of the secret represented
“opposing sides of the mental conflict which had become manifest in the phobia”
- opposing sides that her ego had failed to synthesise. 164

Blos, the analyst who reported on Mary’s case, advocated a developmental
approach to adolescent psychotherapy because it is not always clear “what is a
normal disturbance due to the developmental upheaval of the age and what con-
stitutes a truly psychopathological condition.”65 He argued that in a normal indi-
vidual’s lifetime not one, but two processes of individuation take place. The first
is when the toddler “internalizes the caretaking person or persons, usually the
mother, and thus acquires object representations which possess an internally
available object presence.” At this time the line between fantasy and reality is
drawn “more sharply and also more indelibly.”66 Later on, puberty brings with it

a necessary “overhauling of internalizations, identifications, and object rela-
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tions.” This is in short, a second process of individuation, whereby the adolescent
achieves “independence from the internalized objects and their early formative
influence on ego and superego.”'67 “Malfunction of the adolescent personality”
indicates a failure in the second, adolescent individuation process which can only
succeed when there is the “capacity to regress in order to rework those infantile
tasks which had been too taxing to master at the tender age of early child-
hood.”68 Mary's case illustrated this view in that once her phobic symptom - the
agoraphobia — was resolved, “her demands on her mother became more exacting
and frenzied."69 Although she “had lost her symptom as smoothly and com-
pletely as a snake slithers out of its skin[,] {eJmotional transformations do not
occur in this fashion.” Mary and her mother had “passionate love and hate argu-
ments” signalling, paradoxically,

the fact that during adolescence therapeutic achievement becomes mani-

fest not only by a symptomatic improvement and a more satisfactory per-

formance in life generally, but also by the appearance of a new wave of

disturbances...of a developmentally more phase-adequate nature. 70
The focus of Mary's disturbance had shifted to a “regressive acting out of a typical
mother-daughter ambivalence struggle...a reengagement in preoedipal depend-
ency and attachment issues...a normal and transient stage in female adoles-
cence.”In other words, Mary's acting like a “normal” bratty teenager was evi-
dence that she was on the road to {psychic) recovery.

Several years prior to the publication of Blos” report, the insights available
through adolescent therapy had also been realised by Feigelson, another thera-

pist. Arguing for the reconstruction of the adolescent experiences of adult pa-

tients as a route into childhood fantasies, he contended that during adolescence,
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“the childhood fantasies are reworked and published in new editions.” In the
adult analytic experience, in order to resurrect the childhood experience in a way
that the patient really knows and feels, one must also acquaint him [sic] with the
new edition that appears in adolescence.”7 Adolescence is an intermediate stage
and the failure to “uncover” its role, would make it “difficult to show a patient in a
meaningful way the connections between the childhood and adult fantasy.”73

This analyst illustrated his argument by drawing on a case of agoraphobia
in his patient “Mrs. Y” who was a “bright, intellectually oriented, married, profes-
sional woman” and the youngest of three daughters born to a “successful, intel-
lectual Protestant couple.” She sought analysis for symptoms of anxiety, depres-
sion, and “difficulty resolving the conflict between the demands of marriage and
motherhood and those of professional, intellectual ambitions.” It was, however,
not untit late in the first year of analysis, that with “marked embarrassment and
shame” she admitted her “extremely troublesome symptom.” ™

Whenever she was in an open street she was overwhelmed with anxiety;
everything seemed to be in motion and continuing analysis revealed that it was in
fact sexual excitement that was making itself felt to her in these situations, hence
her embarrassment.7s Everything would seem “dizzying, in movement, and ex-
citing — like she had remembered spinning in her room being dizzying and excit-
ing.”176 Spinning for hours alone in her room to make herself dizzy, was a pleas-
ure she enjoyed very much as a child. Indeed, dizzying circles were a persistent

theme in her sessions.
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An important point in her analysis was marked by a dream she had about
two people skating “round and round in dizzying circles...falling and rising...in
rhythmic sequence.” She described the feeling she was left with:

...I woke with that terribly uncomfortable sensation in me, like there is a

space deep inside me that needs to be filled. It is a commanding feeling, a

consuming feeling. I began to rub the outside of my vagina. Seems like I

should have put my finger inside, but I didn’t. It was the same feeling I

sometimes have before intercourse, I have to get in exactly the right posi-

tion during intercourse to have the feeling that the space is filled. It’s like
there is an emptiness inside of me.'77
Recalling this dream and her thoughts on waking led Mrs. Y. to think about
masturbating as an adolescent, a practice she engaged in every night despite
vowing in advance not to. She described being in denial that she masturbated
even when in the throes of it:
I would lie on my bed and would rub my externals...When I would do it, I
would look at the ceiling or the light or some part of the room. They would
seem to move, like all concentration was on making the room or things in
it move. I would rub first one part and then another to make different
things in the room seem to move.!78
Focusing on the movement of things in her room allowed Mrs. Y. (then an ado-
lescent) to remain unaware of her genital sensations.

Meanwhile, growing up, Mrs. Y had a very upsetting and sexually charged
relationship with her father. Spinning in her room as a child and the transference
repetition of this sensation through masturbation as an adolescent, was her way
of keeping her sexual feelings out of consciousness. Further analysis revealed that
the overwhelming feelings of dizziness and excitement she had in the street as an
adult were also connected to her father:

The spinning was a dramatization of a sexual fantasy in which the excited

things outside her represented her father who would overwhelm her; [...]
she had forgotten the genital sensations which accompanied the experi-
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ence, much as in the adolescent masturbation she did not let herself know
about the genital sensations.'7

Her agoraphobic experience of adulthood “was a symptom which represented a
dramatization” of a childhood fantasy Mrs. Y had of being overtaken by her ex-
cited father. Her adolescent masturbation facilitated the link to childhood spin-
ning which was a dramatization of that masturbatory fantasy in childhood. In
other words:
One might say that the adult symptom, the adolescent experience, and the
childhood spinning represent a repetition of exciting erotic experiences
with her father and different renditions of a masturbatory act, an act
which simultaneously dramatized fantasies that derived from and led back
to these childhood and adolescent experiences. 180
An understanding of the infantile origins of an adult patient’s agoraphobic
“symptom” was thus facilitated through the reconstruction of her adolescence.
Although the emphasis in this report was more on methodology, it is diffi-
cult to ignore the extensive discussion of masturbation and its role in Mrs. Y's
neurosis. Another much more recent case also emphasises masturbation (though
not as graphically).!8: The patient — Gennaro —was a young university student
who began analysis at the age of 18. He was “very intelligent and knew more lit-
erature and philosophy than the average of people of his age.”'82 Gennaro suf-
fered from agoraphobia and had difficulty concentrating on his school work. It
did not take long to resolve his agoraphobia, which actually drove Gennaro to de-
spair. His parents, who were struggling financially, assumed he no longer needed

therapy and wanted him to stop in order to reduce their expenses. The sessions

continued, however, albeit under the constant threat of termination. As this re-
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port continues, it becomes clear that Gennaro’s biggest problem, bigger than the
agoraphobia, was that he masturbated compulsively.

The analyst describes Gennaro's history as beginning with his conception
out of wedlock. Within a few months of his birth, his mother became pregnant
again. After the birth of his younger brother, he'd been sent to live with his
grandparents, when his mother, who did not breast-feed him,'83 “realized that
she was not able to cope with two young children.”84 He was happy living with
his grandparents, however when he was 8 or g years old, they moved and no
longer had room for him in their home. He was “given back” to his parents. He
lost his family a third time when he moved to Genova to attend university, and
during the course of the analysis, lost family a fourth time when the relatives he
was living with while in school divorced, leaving him to find yet another place to
live.

Presumably all of these losses of family were at the root of his tendency to
“defend against any affects.” Lying underneath was a “world of confusion be-
tween sex and violence, and between homosexuality and heterosexuality.”8s
Gennaro worried, for example, that en route from the analyst’s door to the couch,
he would be attacked by his doctor homosexually. This confusion was also mani-
fest in Gennaro’s tendency towards habitual masturbation, a tendency that devel-
oped early on:

..when he was about 12 years old, he was surprised by his mother while

using her make-up. [...] [Slometimes, masturbating, he tried to imagine

what a woman could feel during sexual intercourse, and felt some strange

sensations under his testicles. He was worried and wondered what his par-
ents would think if he became openly homosexual and transvestite. 186
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What persists in the images of masturbation is Gennaro's affect-less detachment:
“...he talked about a strip-tease programme he had watched the previous night on
television. He masturbated without sexual excitement, as if it were something
mechanical.” Morra (the analyst) interpreted that “the kind of cold and compul-
sive masturbation [Gennaro] described seemed an expression of [the] isolation”
from Morra that he was feeling.'87

Further analysis revealed Gennaro's feeling of rejection by the maternal
body which to him was anything but a shelter, as it is usually imagined. To him
the maternal body contained “monsters and witches.” Eventually this patient re-
ported that he'd stopped the masturbation, and his associations in analysis indi-
cated that he had begun to experience the analysis as a kind of addiction that re-
placed the masturbation.'88 The moratorium on masturbation did not last, how-
ever. Feeling conflicted between continuing with the analysis, as his analyst
thought he should do, and stopping, as his family was pressuring him to do, Gen-
naro (in the first-person voice of Morra, the analyst)

tried to imagine his future, and complained that I did not want to tell him

to which kind of cure I wanted to bring him. I interpreted that he was

frightened by the possibility that I could have in my mind a preconception

of normality and righteousness for him, and this could sound narrow-

minded and unoriginal to him. Gennaro seemed stuck, and said that

maybe it was him who had such a preconception, because it gave him a

feeling of security.'89
The quote demonstrates the analyst’s power both to define reality for the patient
and to define normalcy and decide when the patient is better and no longer a de-
viant.

Following this revelation, Gennaro declared in another session that he no

longer wanted to attend therapy, and did not want to accept the analyst’s rules
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because that would mean having to give up masturbation, which he preferred
more than “having” a woman. “Masturbation had the advantage that he could do
it when he wanted, [and] that he did not have to convince a woman to agree.”9°
To be sure, some sessions later he described being unable to detach himself from
the television the previous night:

...he could only change programme. When he found a suitable programme,

he masturbated. He went to bed at almost 3 a.m. and read until 4 a.m. He

stayed in bed until 1 p.m. and masturbated again. [...] His comment was

that he was attached to the television by a kind of passion. 19
The analyst concluded that Gennaro’s defences against affect were mainly obses-
sional. It was over the course of analysis that his withdrawal of affects became
more dramatic and pathological as he felt a sense of persecution that derived
from within him, hence his cold isolation and compulsive masturbation which
approached “something similar to children’s autism.™92

Like the previous report, this one began with agoraphobia but quickly
turned its attention to masturbation as a defence against emotions. These two
articles also had in common the aim of making certain points pertaining to theory
and technique,93 something that other reports in this group try to do as well.

Another message that emerges from these articles is that psychoanalytic
principles (wﬁhout its method) can be a helpful complement to non-analytic psy-
chotherapy. Indeed, with the proiiferation of other forms of psychotherapy and
psychiatric medication in the decades since Freud's death and the tendency to-
wards DSM-based mental health care, psychoanalysis proper, as we have seen,

has lost its near monopoly. Yet, in a way psychoanalysis has also expanded its in-

fluence, in that most of the non-psychoanalytic psychotherapies available employ



classical and contemporary psychoanalytic concepts with striking regularity.
Cognitive and behavioural psychotherapy has been especially influenced by ob-
ject relations and self-psychology theories.94

For example, one article (published in a non-psychoanalytic journal) il-
lustrated the advantages of drawing on object-relations theory when implement-
ing exposure treatment to deal with agoraphobia stemming from the problem of
separation anxiety. The author attempted to transcend the “unnecessary dichot-
omy” between analysis and behaviour therapy “based upon mutual suspicions of
methodology and basic assumptions as well as ignorance of recent develop-
ments.” 195

Friedman, the author of this article, observed that although it has been a
longstanding theme in the history of psychotherapy, integrating psychotherapeu-
tic approaches has not always been well-received.!96 He maintains, however, that
while the cognitive-behaviourist model offered many useful clinical strategies, it
did not address the predisposition to the disorder. Nor did it provide a frame-
work for conceptualizing the patient-therapist relationship, the nature of which
may have implications for treatment outcome.!97 This lacuna, he insisted, illumi-
nated the need to consider object-relations interpretations of agoraphobia.

Rather than focusing on the symbolic dangers of proscribed territory as
Freud emphasised, Friedman emphasised the home and companion of the pa-
tient, permitting a connection back to early failures in the separation-
individuation phase, as seen in cases above. As Friedman states, “The sequence of
the toddler darting away from the mother, experiencing anxiety, and returning to

closely ‘shadow’ mother, so closely parallels the phenomenology of agoraphobia
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as to suggest an underlying identity and similarity of conflict.” The separation,
when not “normal”, can either be too harsh or too insufficient, sending the mes-
sage independence is not desirable or even safe. The child’s attitude toward out-
side and unknown territory is contingent upon the mother’s ability to allow the
child to separate,'98 as we saw with R’s mother (above) who was unable to let her
daughter go.

In terms of theoretical assumptions, this piece is not so different from oth-
ers we have seen in this period. Where Friedman departs, however, is in his ap-
plication of these principles to the role of the therapist. In any separation-
individuation phase, the mother’s emotional availability is crucial. Similarly, in
implementing exposure therapy, the therapist must avoid being like the “good” or
“bad” parent so as not to reproduce the separation anxiety that the patient expe-
rienced as a toddler:

The actions of the behavior therapist may be seen as mimicking the actions
of the ‘good enough mother’ of the toddler, who similarly experiences
separation anxiety in the face of spatial separation. [...] The ‘good enough’
mother (therapist) will encourage separation, while still being emotionally
available as the child (patient) explores the outer world. The therapist at-
tempts to find a middle ground between being ‘overcontrolling’ or infan-
tilizing. In in-vivo exposure, the therapist firmly insists that the patient
attempt to involve himself in anxiety-producing situations, being careful
not to assign tasks that are too difficult, the therapist is also available to
support and provide encouragement.!99

He draws on a case to illustrate this last point. “M.G.”, a “29-year-old,
white woman” was, as a child, overprotected by her mother. She developed a fear
of travelling alone when she became engaged to marry, but initially was not diag-

nosed as “an agoraphobe” because she would often travel long distances alone.

She had a pattern of staying home for several days and then becoming furious,



“and in a frenzy of activity [she would] go outside in spite of her panic attacks."200
Her “activity level would heighten, until she would become exhausted and col-
lapse and return to her housebound state.”20! In her in-vivo exposure, the thera-
pist trainee made use of object-relations theory by resisting M.G.’s efforts at pre-
mature independence through attempts to take on bigger assignments. M.G.
would be told that “at appropriate times she would be encouraged to try harder
assignments.” At other times, when M.G. felt “'sick and unable to go on,” the
therapist would offer encouragement and empathy.202

The process of therapy, like the parent-child relation, does not always go
so well, however. As Friedman notes, therapists often either try too hard to cure
the patient, or alternatively, give up when they do not get the desired results, both
of which, again, replicate a failed separation: “The therapist, like the family, can
then be seen as either a safety-producing companion or a spokesman ‘pushing’
for a traumatic degree of separation.”203 For example, a 31-year-old agoraphobic
man came to the clinic for treatment of his phobia of riding in elevators so that he
could comfortably visit his parents and girlfriend.20+ The therapist trainee devel-
oped a gradual programme of in-vivo exposure, but it was several weeks before
the patient would get on an elevator and the therapist was becoming frustrated.
When the man finally did want to get on the elevator, they ended up agreeing to
try going up just one flight. The therapist accidentally on purpose hit the number
seven, which, not surprisingly, greatly alarmed the patient. Evidently, the thera-
pist

was caught between having polarized responses to the patient’s severe

avoidance and phobic behavior. At first, the therapist ‘infantilized’ the pa-
tient by not firmly insisting upon at least visiting an elevator. Then, once
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the patient and therapist agreed upon the therapeutic task, the patient

asked for ‘more’. The therapist at this point, instead of slowing the patient

down, agreed to get on the elevator. {...] The ‘mistake’ of pushing number

seven on the elevator couid be seen as an ‘attempt’ to punish the patient

and push him to improve in one session.295

The influence of psychoanalysis on other forms of insight therapy was not
limited to the principles of object relations. Self-psychology, a variation on psy-
choanalysis (a la Heinz Kohut) that takes narcissistic personality disorders as its
point of departure, also makes an appearance. Examining the “syndrome” of
panic attacks, hypochondriasis and agoraphobia (described throughout the arti-
cle as occurring fundamentally together), the author seeks to develop a compre-
hensive theory that can account for the “dynamics of onset,” the “association of
these symptoms as a clinical syndrome,” and the “premorbid personality struc-
ture which underlies their development.”20é Central to such a theory would be the
concept of the self-object which can be defined as “an object which is experienced
psychologically as part of the self rather than being perceived as separate or inde-
pendent.”207 When the self-object functions properly, the child develops a “firm
and cohesive self-structure...capable of neutralizing anxiety.” Functioning im-
properly, the capacity to regulate anxiety fails, predisposing the patient in later
life to “self-fragmentation” whereby “under particular stresses, the structures
which compensate for [self-fragmentation] and defend against it are under-
mined."”208

Panic is the experience of self-fragmentation, while hypochondriasis and
agoraphobia elaborate upon and defend against further self-fragmentation.2°9 In

panic, the “sense that something is seriously wrong with the body indicates that

the somatic representation of the self is undergoing fragmentation.” There is a
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sense that the “psychic structures cannot be trusted to contain panic” and parallel
to this is “the fear that the body cannot be relied upon to carry out life-sustaining
physiological functions.™0

Hypochondriasis is defensive, an “attempt to concretize, rationalize and
demarcate the broader process of self-fragmentation.” The central fear in hypo-
chondriasis is “massive coliapse resulting in disability, helplessness or death.”
The unconscious themes of feared dependency and loss are recurrent and em-
bedded in the hypochondriacal expansion on the self-fragmentation that is oc-
curing.2t

Agoraphobia, on the other hand, represents the patient’s desperate need in
childhood for “attachment to a secure, calming self-object.” In the absence of a
secure self-object, the crucial need for it is deeply repressed and isolated by the
defensive structure.22 The common need among agoraphobics for a companion is
suggestive of this long-repressed need “burst{ing] forth with disturbing force.”2:3
Psychotherapy and the exploration of defences against affects leads to a reversal
of the pathogenic process of self-fragmentation at the root of this neurosis. Self-
cohesiveness is increased and the “psychic and somatic components of self-
representation, ...dissociated under the threat of self-fragmentation, are re-
formed. ™2

The above articles reflect how methodological and theoretical frameworks
may guide clinical practice and psychotherapeutic interpretation. There is an-
other methodological consideration that surfaces in these reports, however, and
it has deeper disciplinary and professional implications. Specifically, it concerns

the lack of scientific rigour in psychoanalysis and its jeopardised professional

245



standing within the field of mental health care (for which the lack of psychoana-
Iytic literature on agoraphobia may be a strong indicator).

A subtle reference to this is made in an article lauding the elaboration of
the unconscious through mathematical concepts of symmetrical and asymmetri-
cal thinking, as outlined by Matte Blanco, an [talian psychoanalyst.2!5 Briefly, ac-
cording to Matte Blanco’s theory of the unconscious and the “logical laws” by
which it is governed, the unconscious treats all relations as symmetrical and
without a difference between the part and the whole, and without recourse to the
existence of space and time. In other words, “traumatic events of the past are not
only seen in the unconscious as ever present and permanently happening but also
about to happen, hence the need or compulsion [a la Freud] to repeat the defen-
sive behaviour.”¢ The self and object cannot be differentiated, both occupying
the same places and the whole and its parts are interchangeable.*7 This means
that conscious thoughts are asymmetrical, and the purpose of analysis is to en-
able the patient to understand the transference that occurs with a move from
symmetry to asymmetry.28 Two cases illustrate this thinking.

The first, “Peter,” was a 32-year-old dentist of German descent, married
and father of three children. He had developed his agoraphobic symptoms fol-
lowing the Second World War when he was young, but when his family emigrated
to Britain and he was faced with learning a new language, a new school, and a
new environment, his symptoms disappeared. Following an emergency surgery at
the age of 15, however, the symptoms reappeared and Peter was unable to go
anywhere alone. He saw a psychoanalyst and then a psychiatrist, both to no avail.

When he went to university he found another psychoanalyst whom he saw for five
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years until the analyst left the country. He switched to a new analyst, with whom
he also remained in therapy for five years, until this analyst also moved away.
Peter made no advancements in these 10+ years.

Eventually Peter switched to Fink — the author of this article — frequently
missing sessions and dragging out the therapy. Only when Fink imposed a termi-
nation date and declared that he would not tolerate any more absences, did Peter
begin to make real progress.29 Setting a deadline and a boundary on missed ses-
sions

made time appear in the analysis; it stopped it being a timeless affair and

caused some part of it to shift from the unconscious to the conscious level

of his mind...[which made] possible the introduction of other asymmetri-
cal factors into his thinking,220
Peter used timelessness to deceive himself about the non-passing of time, result-
ing in endless, unsuccessful analysis.z2

In addition to setting these limits, Fink also called Peter on not letting go
of his agoraphobia, on using it as an identity: “as if on his visiting card he had put
his name and underneath ‘Agoraphobic’ instead of ‘Dentist.”” With this Fink in-
troduced the problem of space into Peter’s analysis:

When Peter realized his space factor symptoms, his agoraphobia, could

not function any further as a symptom or as I put it previously, as a

cathected object-symptom, that is, as an identity, the acceptance of it on a

conscious level in terms of asymmetry allowed him to decathect it, to give

it up.222
With this Peter “gained access to a large portion of his ego that had finally
emerged from the chaos of symmetric thinking...into the conscious world of

asymmetric thinking.”223 Evidently, it is not only outside public space that is im-
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plicated in agoraphobia; unfortunately this point remains unexamined in the lit-
erature .

Conversely, the other case in the report, “Caroline,” was not able to make
the transition from symmetrical to asymmetrical thinking. She was born prema-
turely — “a colossal deviation from normality”224 — and remained in an incubator
for several months where she was subjected to all sorts of “medical tortures.”22s
“She was in a confined space with transparent walls permanently lit up, observed
at all times by the hospital staff, connected to tubes, handled only with great care
by doctors and nurses wearing sterile gloves, and so on.”26 Like Peter, she too
suffered from agoraphobia, which was becoming a significant problem in terms of
her employment. She was also “sexually naive” and could not tolerate the idea of
intercourse, though the thought of being slapped on her bare bottom was quite
exciting to her. Unfortunately, unlike Peter, analysis did not help her at all. As
Fink described it:

Nothing she or I said would make any difference to her state of feelings,

she felt a prisoner of her symptoms and felt desperate because time was

passing and she was getting nowhere, feeling more and more inadequate.

[...] Caroline’s basic problems never changed. She continued for two and a

half years to attend her sessions [...] [but] nothing ever touched her inner

self. After five and a half years of analysis we fixed an ending date a few
months ahead...227

Of course the question becomes, why didn’t setting a deadline have the
same positive effect for Caroline as it did for Peter? The answer is because she
“never acquired a normal capacity for asymmetric thinking; ...her ego remained
incomplete.”228 Her concept of space was defective, owing to the early post-natal

trauma of being confined to an incubator when she should have still been a foe-

tus. Moreover, having to undergo endless medical interventions and penetrations
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(needles) symbolically left her with a resistance to sexual intercourse.22% Unlike
Peter, for whom the concept of time was the main obstacle, Caroline’s issues were
with space:
space being denied outside herself was also concretely denied inside her-
self, hence neither could her partner penetrate her with his real penis nor
could I penetrate her with my interpretations. In Caroline there was and
there is no space to be penetrated... [...] I think Caroline never really left
the incubator, she is still inside it. Her fear of leaving it constitutes, to a
large extent, her agoraphobia.23°
Unfortunately for Caroline, traditional psychoanalysis is ill equipped to deai with
early post-natal trauma, leading Fink to propose developing “wider concepts”
that could “explain more phenomena in a unitary way.” Fink credits Matte Blanco
with attempting to address this problem through making a theory of the uncon-
scious “into an exact science by using the most exact of sciences, mathematics.”
Fink urges colleagues to consider that only
when we gain new scientific knowledge will we be able to introduce new
methods and only if the new facts warrant it. I believe psychoanalysis has
been, is and always will be in a state of development which is the only way
in which a science remains young, potent and alive.2s
This sentiment is one strongly endorsed in a recent paper by Allan
Compton, an American psychiatrist.232 A vocal proponent of making psycho-
analysis more scientific if it is to survive its veritable exile from mainstream psy-
chiatry, Compton has recently published several articles in which he argues for an
overhaul of DSM-IV’s nosology to re-incorporate psychodynamic considerations.
The development of sound treatment outcome studies — something psychoana-

lysts have historically resisted — is, in Compton’s estimation, the most effective

means to such an end.233
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Compton’s endeavour began with an effort to revive the psychoanalytic
view of phobias and anxiety through a four-part series on the subject. 234 He ob-
serves, as [ have, that in “recent years almost innumerable papers on phobic con-
ditions have appeared in the psychiatric literature, while none have come from
psychoanalysis.”235 As he puts it, this is “certainly not a sign of avid psychoana-
lytic interest in this most common clinical condition.”23¢ There is extensive lit-
erature on treatment results coming out of pharmaceutical and behavioural-
cognitive methods, but no treatment outcome studies have ever been published
by psychoanalysts. For this reason it is fair to say that “psychoanalysis has lost its
clinical moorings”37 and if psychoanalysis is to regain its credibility, treatment
results need to be presented in a scientific manner.238 Compton acknowledges
that case studies, the traditional psychoanalytic forum for reporting on results,
have a certain value, but psychoanalysts need to delineate clear boundaries
around the conditions being treated in descriptive, not theoretical terms. 239

In other words, what Compton seems to be arguing is that if psychoana-
lysts are to reclaim their rightful place in the world of mainstream psychiatry,
they need to play more by the DSM’s rules. He sees the DSM as a “route to legiti-
macy” and a “guideline to what is ‘real’ in the realm of psychopathology,” and
something that analysts have “backed away from.” 240 Without a clearer system of
classification in psychoanalysis, “results cannot be aggregated in a meaningful
fashion [and the] validation of psychoanalytic hypotheses, or choices among
competing hypotheses, depends largely upon the comparison of therapeutic re-
sults.”># To this end, he asserts that the terminology needs to change, at least

with regard to agoraphobia. Since agoraphobia tends to include fears of a number
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of things (such as elevators, travel, closed spaces, intercourse, and so on), it
would be more appropriate that its nomenclature reflect this:
Before we can decide whether the dynamics of any syndrome show con-
sistent features, we must have a clinical picture with reasonably well-
defined boundaries; that is, we must know what the syndrome is that we
are trying to investigate. The most natural boundaries, descriptively, here
seem to me to include all of the above kinds of fears, since they tend to oc-
cur together in any event, even though not all may be present in any given
instance. The name ‘agoraphobic syndrome,” rather than ‘agoraphobia,’
then seems more appropriate [to denote this] agoraphobic cluster...242
In the final instalment of the four-part series Compton continues this
point by saying that the criteria for what counts and does not count as a phobia
are “to most analysts...arbitrary, artificial and unduly restrictive in clinical prac-
tice...[but] necessary for research.”243 It seems that psychoanalysts are in a posi-
tion to offer improvement on this state of affairs, but they have as yet failed to de-
velop a coherent theory of phobias out of a refusal to use demographic data and
statistical methods. Of course, implicit in this statement is the assumption that
other psychiatric disciplines have done better by using demographic data and
statistical methods. But I would argue, as we have already seen, that there is still
no coherent theory. To be sure, practitioners today cannot even agree on whether
panic and agoraphobia are separate or synonymous disorders.244
It is in a more recent article (1998) that Compton takes up his own chal-
lenge, and begins the task of constructing the research he called for in the earlier
series. He offers a rationale and design for a preliminary research project in-
tended to challenge the “hegemonic knowledge claims of the DSM system” by of-
fering a “reliable, psychoanalytically influenced nosology”2s as a first step to-

wards enabling reliable outcome studies of psychoanalytic treatment for agora-
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phobia.2#6 Once the validity and reliability of its criteria are tested and refined by
the inclusion of psychodynamic concepts, then the outcome studies so desper-
ately needed by the profession will be possible. He laments that psychoanalysis is
under considerable duress.247 With its tendency to disparage diagnosis, treat-
ment, and science, it comes as no surprise that the discipline is “criticized as un-
scientific and...of little treatment value by those who are not psychoanalysts. 248
The failure to produce convincing generalizations based on traditional rationai
and empirical methods has not helped to shore up the status of psychoanalysis:
...those steps which in other sciences are reasonably designated as ‘ad-
vances in knowledge’ have not been taken in psychoanalysis. We have not
met our obligation to be part of science as a cumulative endeavor [...]
evaluating the feasibility of generalization as mere ‘number crunching.249
If psychoanalysis is to participate in the advance of knowledge, Compton insists,
then analysts need to take the same steps as in any other clinical science:
(the] careful design of studies; parsimonious hypotheses; replicable data;
empirical methodology in data analysis, not just in data collection, assem-
blage of outcome results; and comparative evaluation of treatment effi-
cacy.2s0
It remains to be seen whether or not Compton’s remedy for professional exile will

come to fruition. In the meantime, as we shall see next, pharmaceuticals have

held significantly more sway.

Psychotropic drugs:
The prevalence of anti-depressants and minor tranquillisers:

Although its history as a major component of medical practice begins as early as
the nineteenth century,?s without question the pharmaceutical industry has had

a significant and lucrative involvement in the treatment — and arguably the bio-
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psychiatric (re)construction — of agoraphobia in the last 30 years.2s2 It is impor-
tant to consider this involvement in two important respects. The first point con-
cerns the particular classes of drugs predominantly in use and the issue of who
prescribes and who uses them. As the diagram below demonstrates,?s3 the main
types of drugs used and researched in the treatment of panic/agoraphobia are

anti-depressants and minor tranquillisers. 254

Use of and Research on Drug Therapies for
Agoraphobia by Type, 1976-2000

O Anti-depressants

@ Minor Tranquilizers
(Anxiolytics)

@ Other psychotropic
therapies

QaOther drugs

Second is the issue of how the profit motive and pharmaceutical research
interconnect. As I noted previously, there has been a shift of emphasis within
clinical publications to representations of evidence-based medicine (a shift that is
related to the controversial data compiled for and as a result of the D3M). In light
of this shift, the relationship between controlled trials, drug prescription, drug
marketing, and (a necessity for) the construction/invention of relevant disorders

becomes apparent. In this section I will deal with these two points in turn.
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Anti-depressants fall into four maj’or sub-categories, namely Tricyclics,
Monoamine Oxidase Inhibitors (MAOIs), Heterocyclics, and Selective Serotonin
Reuptake Inhibitors (SSRIs).255 The use of anti-depressants to treat agoraphobia
is interesting in light of the longstanding debate in psychiatry over the question
of whether or not depression and anxiety are in fact related conditions.256 For
those clinicians who see them as linked and who opt for a biological treatment of
agoraphobia, however, far and away the most popular anti-depressant has been
the tricyclic imipramine,257 valued for its effect of fear reduction and its ability to
block panic before it happens.2s8 Physicians have long preferred imipramine, de-
spite early evidence that the MAOI phenelzine is equally or more effective.2s9 Pre-
sumably imipramine, “the most extensively studied pharmacologic treatment of
panic disorder,”2¢e has been more popular than phenelzine because it does not
require the dietary restrictions characteristic of MAOIs, nor does imipramine
have the unwanted side effect of weight gain, for which phenelzine is known.26!
There is also recent evidence supporting a greater efficacy of the more recently
developed (and heavily marketed) SSRIs (such as Prozac), but it remains to be
seen whether or not this class of drugs will entirely replace imipramine and other
tricyclics in the treatment of agoraphobia. 262

The other class of drugs — the anxiolytics or minor tranquillisers — are val-
ued for their efficacy in blocking anticipatory anxiety or the fear of the physical
symptoms of panic so often described by sufferers. Anxiolytics can also be subdi-
vided into two main categories, namely high potency benzodiazepines and azas-
pirodecanediones (such as buspirone).263 Clearly the benzodiazepines — known in

some circles as “housewives’ pills264 — have been the more popular of the two.
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The study and use of alprazolam (Xanax) has been especially widespread al-
though other benzodiazepines have also been used to treat agoraphobia and
panic to a lesser extent.265

With tricyclics and benzodiazepines both compared and combined
throughout these articles,266 it is evident that the matter of which drug is the
better choice of treatments has been the subject of longstanding debate (and a
source of contradiction).267 It may simply come down to which drug company is
more forthcoming with research funding.268 But what is clear from these reports
is that the best approach to treating agoraphobia and panic is believed to be
pharmacotherapy - either or both anti-depressants and benzodiazapines — used
in conjunction with behaviour and/or cognitive therapy.269 As we have seen, by
the end of the 1970s psychodynamic therapy, “once the mainstay of treatment,
[had] largely become an adjunctive procedure”,27°

Given that it is anti-depressants and tranquillisers that have predomi-
nantly being been used in the pharmacotherapeutic approach to treatment, the
fact that this pathology is firmly associated with women should ring an alarm
bell. In other words, we have to wonder if “the problem with no name” identified
by Betty Friedan as early as 1962 has actually gone by a few names (depression,
agoraphobia, panic, etc.). We also have to ask, is it a coincidence that both the
prevalence of agoraphobia and the concomitant consumption by women of these
particular drugs increased at a time in histoi:y when women’s participation in the
paid labour force increased as well? Moreover, as Waldron argued in her study of

the use of Valium in the US, the rapid growth in the use of minor tranquillisers in
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the 1970s coincided with a rise in social problems, including suicides, homicides,
and alcoholism.?7 As she stated:
...use of Valium and Librium...would appear to have significant social con-
sequences. Perhaps most significantly, it focuses attention on individual
malfunction and the alleviation of symptoms of distress, rather than on
seeking to understand and deal with the problems and their causes. As a
consequence, social and economic problems are dealt with in the frame-
work of a medical model of relief of individual distress rather than in a so-
cial and political context of cooperative efforts for societal change. It is
tempting to speculate that the ‘medicalization’ of these problems reduces
pressures for social change and that this outcome is advantageous from
the point of view of those who profit from the existing economic and po-
litical order.2m
The important social changes of the last thirty years would no doubt have intro-
duced certain new stressors for women, but what Waldron’s allegation suggests is
that their medicalisation vis-a-vis anxiolytics may have proved to be a very effec-
tive means of (gendered) social control. Related to this issue is the alarming evi-
dence showing that benzodiazepines — alprazolam and others - are addictive.?73
Benzodiazepines are the most widely prescribed anxiolytic,27 if not one of the
most widely prescribed medications overall,?”s and there is much evidence to
show that stopping alprazolam (and imipramine) too soon or too abruptly can
lead to a relapse of symptoms - a quality that is indeed very good for the phar-
maceutical business.276
This might help to explain why some individuals, such as “Anna” (de-
scribed in one case report from 1979), was — for 10 years — only able to “carry out
normal daily activities” with “out-patient support supplemented by diazepam
(Valium) and Chlordiazepoxide (Librium)”.277 Yet the issue for “Anna” has impli-

cations on a much larger scale; it is undeniable that these drugs help reduce the

number of patients in mental hospitals278 and that they have had positive effects
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for some patients in enabling them to function “normally” in their day-to-day
lives. But these positive effects must be contextualised; these drugs serve not only
as a tool in the management of agoraphobia and panic experiences, but may also
be seen to constitute a kind of social system as well.27 In other words, analysis of
the role of pharmaceuticals in the history of agoraphobia entails looking beyond
the reinforcing (addictive) properties of the drugs themselves to questions of
pharmacoepidemiology=8° (patterns of drug use) and the relationship between
“pills, profits and politics”.28!

If we take into consideration the number of people diagnosed with agora-
phobia - prevalence figures have been cited as high as 5 per cent of the American
population=82 — we are looking at a potentially very lucrative site for benzodiaze-
pine (and imipramine) sales. Allow me to put this in clearer and more compelling
terms: 5% of the US population is roughly 12,500,000 people - the strong ma-
jority of whom are women. That is, in other words, up to 12,500,000 may have
already experienced or may still have yet to experience either or both of these
drugs. Meanwhile, it is well-known that women are the heaviest users of mood-
modifiers.283

To be sure, one article published in 1991 reported on studies in the US,
which showed that 15% of the general population reported using psychotropic
medications, with one-third of these users reporting a dependence on minor
tranquillisers. The same article reported that in the US 50% of all prescriptions
were for anti-anxiety medications, and minor tranquillisers accounted for the
largest share of prescriptions.284 The Pharmacia & Upjohn company, for example,

one of the producers of alprazolam and considered one of the “big boys™285 of
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drug manufacturing, shows $321 million USD in sales of alprazolam in 1998, up
from $279 million USD and $279 million USD in 1997 and 1996 respectively.286
The Patented Medicine Prices Review Board of Canada reports that patented
drugs used to treat conditions of the nervous system, the category under which
imipramine and alprazolam fall, accounted for $655.9 million in 1998 and 15.1%
of all pharmaceutical sales that year. Moreover, these Canadian figures represent
a growth of 39.6% or $186 million dollars from the year before. In total the Cana-
dian industry earned $4346.8 million in 1998.287 It has been observed even more
recently that the global antidepressant market is expected to increase from its
current value of $11.1 billion USD to $13 billion USD by 2005.288

It is probably self-evident that the marketing and promotion of pharma-
ceuticals has had a big role to play in these huge earnings. These activities can in-
clude everything from what to name a drug,289 to what to emphasise in promo-
tional materials,25° to sponsoring physicians’ trips to conferences and paying for
fridges for their offices, to paying for textbooks for medical students, to keeping
clinics in good supply of free drug samples,2* to research and development
(R&D).292 Spending an estimated $1 billion dollars this year on marketing alone,
all of this is financed of course by a given company’s profitable sales of already-
marketed pharmaceuticals.293 Marketing considerations “have a significant effect
in determining how pharmaceutical research and development funds [henceforth
R & D] are allocated” so that demand — not disease ~ dictates. 29+

[n other words mqueting may play a role in deciding how R&D funds are
allocated and also which indications or claims for a new drug will be researched.

Marketing research can be used prior to drug development as a means of “de-
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signing clinical trials that address market needs” and “providing guidance to new
business development/product management to ensure that the product is posi-
tioned to showcase the clinical properties that R&D has created based on prior
assessments of market need.”295 And, when faced with increasing competition,
pharmaceutical companies can choose to market old drugs for new indications.296
Research and development “ may also be influenced by marketing’s need for
clinical evidence to promote a specific competitive advantage for a product” and
the needs of shareholders and medical needs therefore often conflict.297 In some
cases, researchers themselves may benefit when they own the very company that
stands to gain from the research, an increasing occurrence in Canada which, al-
though it has caused some consternation, is perhaps inevitable in a “resource-
based economy slowly going down the tubes™.298

One implication of all this is that in the last few decades the academic and
corporate worlds have become disturbingly close bedfellows, a relationship that is
all too often concealed - if not a source of conflict — in pharmaceutical trials.
(Witness the nasty response to University of Toronto’s Nancy Olivieri whose
findings were “contra-indicated” to what was expected and desired by the drug
company that funded her work.) In Canada, between 16 and 30% of all research
at big medical schools (McGill, Queen’s, Toronto, and British Columbia) is
funded by pharmaceutical and biotech companies, raising questions as to the
possibility that “links with drug companies change the way scientists work”.299
Another implication is that R&D funds may be used to develop profitable phar-
maceuticals that satisfy consumer needs but actually contribute little or nothing

to health care.300 Jackie Orr, in her postmodern autopathography, observes that
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[t]he story of panic disorder, as told by a medical/corporate model of bio-
logical illness, recirculates women’s panic within the transnational econ-
omy of (re)productive relations: reproducing women-bodies as a secure,
because we're panicked, site for pharmaceutical profits. The effect of
women’s panic when experienced within this discourse is to speed up the
theoretical and technological machinery of transnational corporate capi-
tal.30t
This adds critical perspective to the extensive research in the last 30 years on
agoraphobia, imipramine and alprazolam - used primarily by women and sug-
gests that perhaps all this research has not been medicine so much as market-
driven. Irrespective of the force(s) behind it, it is undeniable that biological and
positivist research has dominated the discourse on agoraphobia. And, even
among the behaviourists, the (re)turn to positivism and the rise of neo-
Kraepelinian biopsychiatry that I described in my earlier discussion of the DSM is

evident. It is to the cognitive-behaviourists that I turn next.

Behavioural and Cognitive Therapies

The case report, though useful for conveying newsworthy accounts of illness, is
nowadays regarded with scientific skepticism as to its generalizability. “As a vari-
ety of the personal essay, the case report struggles with the problems of subjec-
tivity and contingency, and these problems have earned it the suspicion of clinical
scientists.”302 Thus although there are some case reports, as we shall see shortly,
writers using behavioural methods have for the most part published controlled
and uncontrolled, often multi-authored, studies.3°3 Moreover, the disaffected
language of the scientific method overshadows any sense of individuality or

agency on the part of the agoraphobics participating in the studies. 304
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The success of behavioural-cognitive treatment is usually measured not
only by the status of the patient’s symptoms immediately following treatment,
but also according to whether or not the patient remains free of symptoms after
months and even years have passed.39s Still, the reports disagree as to whether
patients have a very good,39¢ very poor,3°7 or mediocre3°8 chance of recovery.

A review of these publications shows interest in a number of behavioural
methods, including relaxation,3°9 breathing retraining,3¢ and even hypnosis.3:
The most prevalent form of behavioural treatment is exposure3'2 and it is widely
believed by clinicians of this persuasion that some form of exposure must take
place to ensure recovery for agoraphobic patients3:3 whether or not drugs are also
used.3t Despite the widely shared view of exposure as a necessary ingredient for
recovery, in addition to exposure methods (described in chapter 6), cognitive
therapy,3 including assertiveness training,3¢ self-statement training, guided
mastery and paradoxical intention (all derivatives of cognitive therapy), also have
their proponents.

Cognitive therapy seeks to effect recovery by focussing on patients’ under-
standings of their circumstances and the meanings and labels attached to their
feelings and the stimuli. Seeking to “modify the internal dialogue,”37 cognitive
therapy can alsu be a means of improving patients’ sense of self-efficacy, or the
idea patients’ often have that they cannot cope effectively with their phobia. For
example, “self-statement training” takes negative thoughts such as “I'll never be
able to handle shopping in malls, or I'll certainly make a fool of myself if I go

shopping in a mall and faint” and replaces them with alternatives such as
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‘I'll be able to cope with the situation even though I may not feel perfectly
relaxed, it won’t be impossible to handle; or, even though I may experience
some anxiety, it certainly is no worse than the discomfort I experience in
other situations, and I am able to handle those situations alright...’
Thus self-statement training seeks to address “preparing”, “confronting”, “cop-
ing”, and “reinforcing” .38
Related to both cognitive and exposure therapies, the method of “para-
doxical intention” works from the assumption that avoidance is the most salient
aspect of agoraphobia. Incorporating elements of exposure therapy, the most ef-
fective way to overcome phobic anxiety therefore, is to enter situations that in-
crease anxiety. The objective with paradoxical intention is to become as panicky
as possible, to accept the anxiety, to feel it and to ride it out until it subsides,
rather than trying to control and avoid it which only serves to fuel further anxiety.
A report on the successful use of this method to treat the avoidance behaviour as-
sociated with agoraphobia describes a 16-year-old girl who was instructed to
approach each phobic situation and to focus her attention on the experi-
ence of any fears or thoughts of death, the pounding and tightness in her
chest, the weakness in her legs, and her breathing difficulty. She was also
requested to notice and accentuate any diminution in subjective anxiety
during exposure...and not to withdraw from any situation due to discom-
fort, but rather, only momentarily to cease carrying out the paradoxical in-
struction while still maintaining her exposure.39
Paradoxical intention thus directly opposes methods that seek to manage anxiety
by limiting or avoiding altogether any panicky feelings, as is the case, for exam-
ple, in the technique of graded exposure which has the patient stopping at the
threshold of panicky feelings.32°

In “guided mastery” the focus is on “people’s success in enacting progres-

sively more challenging tasks and their sense of accomplishment and mastery
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from doing so” rather than simply placing passive patients into a phobic situation
in order to deal with stimuli. The therapist has a major role to play in guiding,
supporting, and assisting patients toward success, unlike exposure, which dis-
courages the therapist as helper. The goal of guided mastery is increased self-
efficacy, even if it means a reduction in stimulus exposure. 32

Writers debate various issues pertaining to cognitive and behavioural
therapies, such as the merits of cognitive therapies versus exposure methods322 as
well as the efficacy of imaginal versus in vivo (real life) exposure3=3 and exposure.
Prolonged exposure in vivo tends to be preferred over strictly cognitive methods
but not entirely; one group of authors rationalises with the following statement
their finding that cognitive restructuring does not work as well as some other
studies:

...it seems probable that the level of intelligence of our (mostly lower-class

or middle-class) clients will on the average have been lower than that of

the subjects in the [other] studies, who were students in almost all cases.

Cognitive restructuring might well be more effective with intelligent stu-

dents used to thinking rationally than with a clinical population. 324
Frequently, cognitive and behavioural methods are used together.325

The relationship to the therapist is also examined in these articles, both in
terms of who should carry out therapy, with how many patients, and in terms of
how important the presence of a therapist actually is. I shall deal with these in
reverse order. One recent study, for example, found telephone therapy to be
beneficial, especially to rural patients who would not otherwise have access to
specialised treatment centres.326 Nevertheless, when telephone therapy was com-

pared with exposure therapy, the latter was demonstrably superior.327 This sug-

gests that “while self-directed or telephone-guided treatments may be of some
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value to persons who are unable to travel to treatment centres, this sample of se-
vere agoraphobics is probably the one least likely to benefit from such proce-
dures."”328 [t also supports the wide agreement among these writers that exposure
of some form is a necessary component of successful treatment. The degree of
exposure assumed missing from telephone treatment points to other related con-
siderations, namely the spacing of exposure sessions, the level of exposure (in-
tense versus graduated), and whether or not endurance (versus controlled es-
cape) is necessary to attain the desired outcome.329 Spacing exposure sessions
close together in order to block opportunities for avoidance behaviour is also
shown to be effective,33° as are intensive “mega-doses” of behaviour therapy, es-
pecially for people who do not respond to therapy.33
Group therapy and its implications for savings on therapists’ time and
cost-effectiveness, as well as the benefits of a supportive group dynamic are also
discussed.332 A program of cognitive-behavioural group psychotherapy aimed at
confronting the “fear-of-fear” at the root of this “disability” is described by Belfer
et al who state:
Agoraphobia is a highly demoralizing condition. The support and sense of
commonality...offered by members of the group to each other are invalu-
able in reducing demoralization and maintaining motivation to engage in
anxiety-provoking treatment. Group members share strategies to cope
with both evervday challenges, that otherwise lead to avoidance and with-
drawal, as well as to cope with anxiety engendered by exposure treatment.
The nature of the agoraphobic panic attack, its overwhelming nature and
attendant sense of doom, often fosters social isolation. The empathy ex-
pressed by members for each other’s experiences has a “ring of truth” that
therapists are rarely able to match.333

The question of who should carry out therapy is addressed in studies that

examine the strengths and limitations of family members acting as co-
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therapists.334 It is in the nursing literature, however, that we find the most com-
pelling alternative to the traditional doctor-patient arrangement. Although they
do touch on many of the same themes represented in the other types of reports,
this set of roughly 25 articles written mainly by nurses (but published exclusively
in nursing journals) represents a marginal yet convincing avenue into under-
standing this pathology. Peaking in the early 1980s and again in the early 1990s,
nearly all written by British male and female nurse therapists, and nearly all tak-
ing a behaviourist approach, these reports tend to be single-authored publica-
tions that come across more as magazine articles than as scholarly academic
pieces.335 Written in the first-person and in a popular and accessible style, they
include descriptive graphics and photos, advertisements, and sidebars. Mixing
fiction with non-fiction, nurses have stories to tell — narratives about patients,
about patient care, about the nature and causation of the pathology, and about
the role and contribution of nursing itself. For example, observing that agora-
phobia is occasionally known as the calamity syndrome because distressing inci-
dents so often precipitate the disorder, one “clinical parable” begins:
A harvest moon hovered fleetingly behind banks of wispy clouds as
Mary wended her way cheerfully from the local dance hall. Her mind was
racing with recollections of the past few hours — minor flirtation and the
prospect of still more pleasant liaisons. [...] Her stiletto heels rattled along
the lonely country lane. Suddenly...she missed her footing and slid into the
roadside ditch. [...] All at once Mary found herself sinking into a slimy mo-
rass...she was quite convinced that there would be no escape from total
submersion and suffocation in a God-forsaken bog.[..] Ruefully she
clawed her way back to the road and surveyed the damage; nothing worse
than a pair of laddered tights and a soggy skirt. Or so it seemed. But the

greater harm was still to show.336

Another begins with a quote from an agoraphobic patient:
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I gripped the pram as tightly as I could, thankful that I had it to hold on to.
My breathing was becoming laboured, surely my heart was going to burst,
right here on the street in front of everybody. I must try to hang on, we're
almost at the school, I mustn’t run, it would only draw attention to myself,
frighten the kids. Suddenly my scalp had pins and needles all over it, tears
welled in my eyes. I began to get a funny sensation in my ears, a sensation
of enormous pressure. I told myself I was having a brain haemorrhage.337
Along these same lines, the articles are aiso often given imaginative titles such as
“Agoraphobia: far from the madding crowd”338; “Agoraphobia: another brick in
the wall"339; “Behind closed doors™3+0; “Imprisoned by fear”34; “Learning to enjoy
the great outdoors”342; and “Dependency in agoraphobia. A woman in need.”343
Rather than formulaic expressions of empiricist studies, the titles are creative and
they capture what it means and how it feels to suffer with this “baffling syn-
drome.”344
There is also in these articles a certain sense of nurses’ politicisation — a
sort of claim to professional space —that comes through in subtle ways. Specifi-
cally, the psychiatrists and psychologists may design the behavioural treatment
programme, but nurses are the ones delegated the important responsibility of
actually carrying it out. As one nurse wrote at the end of a report:
This care study shows contributions which the nurse can make within the
team, but functioning as an individual therapist; the nurse played an im-
portant part in the caring and treatment of the patient. It indicates how in
many areas the role of the psychiatric nurse is changing, to involve a more
actively therapeutic one.34s
Another nurse was even more blunt: “It is interesting to note that the only inter-
vention which kept [this patient] relatively symptom free for the longest period in
the last seven years, was that of the nurse therapist.”346 In the spirit of solidarity,

some of the writers also offer testimonials and networking information, as one

nurse did in an autopathography about her own anxiety: “I am a nurse who
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knows all about agoraphobia...because I have suffered from it. [...] [B]elieve you
can do it. The cure is within yourself. {...] Have courage. Agoraphobia can be
cured.”3+7 Her words of inspiration are followed by contact information for The
Phobic Society in Manchester and references for self-help books.

These reports offer extensive detail about the sorts of interventions that
the nurses make. They outline not only the steps in treatment and patients’ pro-
gressions from visit to visit and week to week, but they also illustrate quite vividly
the settings in which these encounters between patient and therapist take place:

Mr Prince lived in a prestigious part of Hackney. In sharp contrast
to the rest of the borough, the area was exceptionally clean, with well cared
for houses and gardens.

The door was opened to my knock by a short slim man who stood
behind the door. He appeared subdued as I introduced myself. I was re-
luctant to go in because a huge fierce-looking black dog stood in the corri-
dor barking ferociously.

“Are you sure it is all right? Does your dog bite?” I asked. “Come in,
it’s all right. He won't bite you,” said Mr Prince. I cautiously edged myself
into the house.348
In addition to this kind of setting description, space and place become an

issue in these reports in ways uncharacteristic of the other positivist studies. Spe-
cifically, because so many of these narratives describe a graduated exposure ap-
proach, certain sites cause anxiety and we are given a clear sense of the extent to
which overcoming agoraphobia is so profoundly about negotiating one’s relation-
ship with space. For example, one nurse therapist offers guidelines and principles
for “significant others” to follow in supporting their spouse through treatment.
She writes that if a patient experiences a panic attack in a certain situation, the

patient should be pushed to stay in that situation until the fear subsides. But if

the patient cannot manage to stay there, then it is possible to overcome the
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problem circumstance by returning to the same site until they come to terms with
that fearful place.3+9 Another paper tells how “Mrs. A” had, for the last three
years, not ventured beyond a three-block radius of her home, and increasingly
avoided certain situations and places which she identified as anxiety-producing,
including shopping malls, movie theatres, banks, hairdressers, and dentists. 350

For some patients the challenge was not in being in particular places, but
in moving through space — walking certain distances and riding in public trans-
port.3st For this reason, several of the nurse therapists carried out their treat-
ment programmes way from the patients’ homes, gradually working toward clinic
visits.352 For some patients this was not a challenge that could be overcome. One
in-patient, “John”, after making enough progress to be permitted a weekend at
home, was too afraid to return to the clinic on the following Monday; “the idea of
a taxi journey was sufficiently frightening to make him stay indoors.” 353 John was
discharged from treatment as a result.

Mr. Prince (described above), on the other hand, was “encouraged to go on
short walks by himself and to increase the distances gradually.”35+ By the end of
the third week of his treatment he was made to come on his own for an appoint-
ment at the clinic: “To my great surprise, Mr Prince turned up at the hospital and
knocked on the door of my office at the appointed time. I was delighted that he
had made the effort.”355 From this the patient graduated to public transportation:

His next step would be to retrace his steps and take the bus to the city

where he worked. I went with him on the bus during the first trip, and as

far as the bus stop on the next. I let him board the bus alone. He was to get
off in the city and find his way to his bank [where he worked], and return

home when he felt like it. This exercise was completed at the beginning of
the fourth week.356
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Making it to back work on his own was a major accomplishment for Mr. Prince.
With his career at a large international bank lying in the balance, he was deter-
mined to return to his job after five months away. Following successful treatment
he did manage to resume working and “was very pleased with himself ... grate-
ful...that we had helped him retain his work and with it his dignity and self-
respect...[1]f he had lost his job he would have been utterly demoralised.” 357

The extent to which Mr. Prince’s “dignity and seif-respect” — his identity
really — were bound up with his (in)ability to go out to work stands in stark con-
trast with many of the other reports, mostly about women, for whom the central
goal of their treatment was to overcome their inability to shop.3s8 (One clinical
trial of imipramine even located the “test walk” component of the study in a
shopping mall.359) Some patients found local shops to be the absolute limit of
their excursions, as with “Mrs Griffiths” for whom it “seemed that that the fur-
thest she could venture alone was to the two shops about 50 yards from her
house.”360 Although resentful for having been “tied to the house for 14 years” and
forced into “the role of wife and mother,"3%! she was almost completely dependent
upon her husband “who had to carry out for or with her many of the normal day
to day tasks of a housewife.”362 She did, however, manage eventually to achieve
her goal of paying a visit alone to the local shops. This step of the programme was
scheduled for the day that she normally bought meat “so that she had a good in-
centive to succeed or the family would be hungry!”3¢3 Other examples of the
tenuous relationship these women had with shopping abound. For “Holly”, a
“pleasant, tubby 46-year-old woman,” problems arose on the first day of her pro-

gramme when she started to walk with her nurse to the shops.3¢4 On the way she

269



began to get very anxious, sweaty, and faint, but with encouragement from her
nurse they were able to walk a bit further until the shops were in sight, at which
point they returned to the hospital. The next day Holly was more successful and
made it all the way to the shops. Similarly, “Mrs. A” wanted

to be able to go into a dress shop in a mall near her home. She was familiar

with the store and was able to imagine herself going through the process of

getting to the store, entering it, looking at dresses, going into the changing

rooms, standing at a sales counter, paying for her selection, leaving the

store and going home.36s
“Mrs. Manton”, an “extremely obese woman” who was unable to use public
transport or visit friends and relatives, was unable to shop.36¢6 Even a more recent
article describes how shopping and other domestic errands had to be fulfilled by
“Brenda’s” teenage daughter who frequently missed school in order to get every-
thing done.367 Also suffering from an inability to shop for groceries, part of
“Helen’s” treatment was to visit the supermarket two times per week including a
Saturday morning, and remain there for at least an hour.368

Unlike these other patients for whom shopping was a goal of treatment
from the outset, “Joseph” actually developed his desire to consume as a result of
treatment. His nurse therapist would bring records over to the house, seeking to
cultivate in Joseph an interest in music so that eventually they could take a walk
to the local library to borrow records.3%9 Joseph did indeed develop a taste for
country music and after nine months of treatment took his first walk in two years.
This trip to the library was followed by many other excursions — to records shops,
to hi-fi stores, and to supermarkets.

Save for Joseph, there is a certain sense in which shopping for the women,

(as opposed to returning to paid work for Mr. Prince), points to a link between
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consumption and gender identity. But gender identity issues manifest in other
ways as well. For example, “Anna’s” life “was greatly influenced by the fact that
her father very much wanted his second child to be a boy.” Her eldest sister had
been encouraged to behave and dress femininely, while Anna “became a tomboy
figure, enjoying sports rather than the academic studies which her sister was
channelled into pursuing.” As a result, when Anna was a child she believed that
“she had little to attract her parents’ love and esteem.”37°© When she was seven-
teen years old, she went away to train as a nurse but “having no confidence as a
girl among other girls” she had difficulty and returned home. Eventually she mar-
ried a Royal Air Force pilot with whom she had two children, a boy and a girl.
After he died of cancer, she spent much time at her father’s home, cleaning it and
making meals even though he beat her when he was drunk. Looking after others
— which she tried to do in almost becoming a nurse — served the function of sub-
stituting for her own need to be looked after herself, a need that went unfulfilled
by virtue of being born the wrong sex.

In additional to carrying out directed exposure programs, nurses can aiso
play a role in setting up support groups for patients. Indeed, “traditional” meth-
ods of treatment are not the only possibilities for agoraphobic individuals seeking
help for their problem. As expected by the common need for a companion, the
limitation on movement that agoraphobics experience can limit their social sup-
port network, which in turn can have negative implications for the development
and course of agoraphobic illness and for marital relations.3” One organisation ~
the ‘Outside World’ Society — came about through the efforts of “one young

mother-to-be” as a result of a home visit from her nurse/health visitor. Upon
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hearing about two other young mothers suffering from agoraphobia, she wrote to
local papers and radio stations asking to hear from others who experienced simi-
lar problems.372 A group soon developed whose members would obtain support
from each other through talking on the telephone and fortnightly meetings. The
‘Outside World’ Society was successful in its mission; some members were even-
tually even able to speak to groups of social workers and ladies clubs.373

We can see, then, that setting up a support group can be immensely help-
ful to sufferers of agoraphobic fear. A survey of members of the “Out and About”
self-help association in Dublin supported this, finding that its members were
“overwhelmingly enthusiastic” about the group and that it was a highly effective
source of support to them.374 Some psychiatrists’ express concern that, like family
members are wont to do, such a group may enable an avoidance response “by la-
belling [agoraphobia] as an ‘illness’ in a socially acceptable way, and by providing
a crutch which promotes exaggerated dependency needs.”37s Such a concern was
not entirely without basis, as the authors of the survey report. In its first few
months the association’s “newsletter was full of hints from agoraphobics on the
use of such crutches as dark glasses, a newspaper under one’s arm, or a shopping
basket on wheels for alleviating anxiety.”37¢ Moreover, members made demands
of the staff, phoning “for trivial reasons, hang[ing] on to the telephone for hours,
and ... demand[ing] to be collected by car to the meetings.”377 Even so, the asso-
ciation was successful in its goals of creating awareness of the condition and of
giving help to its members. A later study confirmed that the formation of neigh-
bourhood support groups is a good thing; members can encourage each other by

“attending a meeting at the home of another group member or by meeting an-

272



other subject at an agreed half-way point.”378 Though this may not conform with
the sort of programme that clinicians would develop (and that nurses frequently
carry out), it does suggest an opportunity to practice the exposure that is so

widely seen as the crucial component of treatment.379

Conclusion
After what many think of as the huge psychoanalytic sideshow,38 psychiatry has
fully (re)turned to positivism, not only in terms of pharmaceuticals, but cogni-
tive-behaviourism as well. It is difficult to imagine Compton’s “call to science”
ever being taken up psychoanalysts; they do not seem to be as willing as the cog-
nitive-behaviourists to conform to the normative empirical standards of main-
stream psychiatry.

In the next chapter, [ turn to the cultural literature. By calling into ques-
tion the authority of scientific knowledge, I hope to demonstrate that the bound-
ary between medicine and culture is artificial, and that embedded within the

history of agoraphobia is a normative theory of social order.
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Notes

' Rapp and Thomas, 1978:275.

= Rapp and Thomas, 1978:275.

3 As we saw in the previous chapter, by 1980 the DSM was firmly in place as the organising
framework for psychiatric diagnosis. My choice to outline the history and limitations of the DSM
should not obseure what [ believe is frequently a mutual engagement between the manual’s crite-
ria and the research and publishing that has accumulated since the release of DSM-III. Research
has both informed and been shaped by the DSM.

+ This discussion of three concerns is informed by an interview with cognitive psychologist Kate
Harkness, 24 January 2001. It should be noted that these three concerns are not new to medi-
cine/psychiatry. but simply take what I see as a hyper-empirical form at this point in medical
history.

5 For example, a symptom of agoraphobia would be avoidance, while associated features would
be, for example, disrupted levels of a particular chemical in the blood, or thoughts of danger.

% More obvious but no less important, patients who are considered undiagnosable by clinicians
probably do not receive treatment. Helzer and Rabins in Edlund, 1990:17.

* Note that the adrenals are connected with the body’s fight-or-flight response. For papers on this
and other glands listed see for example Edlund, Swann and Davis, 1987; Brown et al,, 1988;
Munjack and Palmer, 1988; Uhde et al., 1988; Rapoport et al., 1989; Kopp et al., 1989; Kathol et
al., 1989; Anton et al., 1989; Cameron et al., 1990; Tancer et al., 1990; Garvey et al., 1990; Eriks-
son et al., 1991; Gurguis, Mefford and Uhde, 1991; Maddock et al., 1993; Maddock, Gietzen and
Goodman, 1993; Abelson, Nesse and Vinik, 1994; Braune et al., 1994. Pathology of the thyroid is
also examined. In one case of agoraphobia in a 28-vear-old woman, for example, it was revealed
through biochemical analysis that she had an excess of thyroid activity (Weller, 1984:553).
Treatment of the agoraphobia with behaviour therapy, psychotherapy, and anti-depressant medi-
cation decreased her psychological symptoms (553). Writing in response to the letter about this
case another physician describes two patients, one a housewife and the other a bank clerk, both of
whom were diagnosed with thyrotoxicosis and both of whom responded well to behaviour and
drug therapies (Turner, 1984). In contrast to the previous case, however, both of these patients
developed agoraphobia after their diagnosis as thyrotoxic. In any case, the basis for investigation
of a relationship between agoraphobia and the thyroid was there.

8 Mitral valve prolapse is when the cusp or cusps of the mitral valve is displaced into the heart’s
left atrium. The link to agoraphaobia, however, is not agreed upon. See Kantor, Zitrin, and Zeldis,
1980; Grunhaus et al., 1982; Mavissakalian et al., 1983; Gorman et al., 1986; Yeragani et al., 1987;
Ben-Noun, 1989; Thaver et al., 2000.

9 See for example Roth et al., 1986; Roth et al., 1990; Birket-Smith, Hasle and Jensen, 1993.

10 See for example Jacob et al., 1985; Gordon, 1986; Sklare et al., 1990; Yardley et al., 1995; Jacob
et al., 1996; Jacab et al., 1997.

it See for example Watts and Wilins, 1989; Dupont, Mollard and Cottraux, 2000.

2 See for example Uhde and Kellner, 1987; Kallai et al., 1996; Knott et al., 1996; Lucey et al., 1997;
Wurthmann et al., 1999.

u See for example Ley, 1985; Pollard, 1986; Kartsounis and Turpin, 1987; Holt and Andrews,
1989; Bass, Lelliott and Marks, 1989; Ben-Amnon et al., 1995. One study found agoraphobia and
panic disorder to be more prevalent among asthmatics than in the general population (Shavitt,
Gentil and Mandetta, 1992). Another study considered the problem of confusing the symptom of
hyperventilation with the hypoglycaemia that sometimes occurs in diabetics (Steel et al., 1989).
Allergic reactions were also found to be highly prevalent among panic disorder patients with and
without agoraphobia (Schmidt-Traub and Bamler, 1997).

u See for example Yu et al., 1983a, 1983b; Evans et al., 1985; Khan et al., 1986; Norman et al.,
1986; Balon et al., 1987; Norman et al., 1988; Flaskos, Theophilopoules and George, 1989; Nor-
man et al., 1989a, 1989b; Norman, Judd and McIntyre, 1990; Norman et ai., 1990.

15 The authors of a letter to the editor suggest that immobility in a patient that is disproportional
to the degree of physical impairment may in fact signify agoraphobia (Leak et al., 198g). These
authors describe a 39-year-old former secretary who was “never well enough to go out” (554) and
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whose chronic pain persisted despite a variety of treatment modalities. It turned out she had a
history of panic disorder and avoided going out whenever possible, using the more “acceptabie”
diagnosis of chronic spinal pain to avoid situations where she tended to panic. Her “continued
pain served an important function, being a more socially and emotionally acceptable explanation
for her disability than anxiety or agoraphobia” (555). This link to chronic pain was contested sev-
eral years later by a study that showed that agoraphobia was minimal and did not differ signifi-
cantly between chronic pain patients and patient controls (Asmundson, Norton and Jacobson,
1996).

16 Sodium lactate and carbon dioxide are often used to induce panic attacks in susceptible pa-
tients, allowing investigators to measure further physiological and psychological reactions. See for
example Gorman et al., 1981; Ehlers et al., 1986; Rapee, 1986; Cowley et al., 1987; Koenigsberg et
al., 1987; Levin, et al., 1987; Cowley and Dunner, 1988; Pain et al., 1988; Aronson et al., 1989;
Dager et al., 1989; Lynch et al., 1992; Goetz, Klein and Gorman, 1994; Perna et al., 1995. There is
also some evidence of investigation into the use CO. inhalation as a treatment method, however,
introduced in 1945, it is rarely used this way anymore. See Griez and van den Hout, 1986.

i~ Liddel]l and Acton, 1988.

18 Warren, Zgourides and Jones, 1989.

19 Zucker et al., 1989; Williams et al., 1997.

20 See for example Ahmad, Wardle and Hayward, 1992; Khawaja and Oei, 1998.

= Street, Craske and Barlow, 1989; Andrews, Freed and Teesson, 1994; Cox, Endler and Swinson,
1995.

22 Hayward, Ahmad and Wardle, t994.

3 Jones, Humphris and Lewis, 1996.

= Kamieniecki, Wade and Tsourtos, 1997; Chambless et al., 2000.

25 Katerndahl, 1991; Whittal and Goetsch, 1997; Amering et al., 1997; Saboonchi, Lundh and Ost,
1999.

1 Nunn, Stevenson and Whalan, 1984; Pickles and van den Broek, 1988; Lundh, Czyzykow and
Ost, 1997; Lundh et al., 1998; Neidhardt and Florin, 1999; and Lundh et al., 1999.

= Shean and Uchenwa (1990) studied the presumed link between “traditional feminine sex role
attitudes” and “agoraphobic anxiety”. The research found significant positive correlation between
anxiety scores and a range of interpersonal styles, including submissive/deferent, self-
effacing/obedient, mistrusting/cold, submissive, inhibited, and unassured. Another study (Clair,
Oei and Evans, 1992) found that agoraphabics were less extroverted, more neurotic, more hostile
and intropunitive, and less likely to include others in their activities than were “normals”.

8 See Mavissakalian, 1990; Cox et al., 1991; Saviotti et al., 1991; Fava et al., 1992; Hoffart and
Martinsen, 1992, Perugi et al., 1999; Hoffart and Martinsen, 1993; Hughes, Budd and Greenaway,
1999; Salkovskis et al., 1999. In addition to its examination in relation to personality disorders
agoraphobia is also studied in connection with such things as schizophrenia (Argyle, 1990) and
hypochondriasis (Noyes et al., 1986 [see also 1987 for erratum]; Fava, Kellner et al., 1988).

29 Barber, 1998:469; Campbell, 1996:249.

30 Weissman, 1990:3.

31 See for example Faravelli et al., 1985; Michelson et al., 1998; David et al., 1995; Moisan and
Engels, 1995. Also, that most agoraphobics are women, coupled with this link to sexual abuse,
adds another, more volatile and political dimension to the gender component of this pathology.

32 It also signifies that the two aetiological frameworks may not be mutually exclusive.

13 Lancet, 1990:1314 (no author).

3 Sheehan et al., 1981. This study lists major life changes such as losses, illness, and surgery and
the authors conclude that “there are no specific psychosocial stresses that precipitate this disor-
der” (545)- Notably absent in their list of major life events is first marriage, even though the mean
age of onset of their participants was 24 years (Sheehan et al., 1981), many of whom — at that
historical and cultural juncture — were most likely recently married. Could it be a coincidence that
another study conducted nearly a decade later found a link between age and high levels of neu-
roticism (Kenardy et al., 1990)?

35 [t is important to note that not all research of this nature is done purely for the sake of under-
standing the underlying basic mechanism of a given disease, which points to some additional mo-
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tives for this kind of research. In fact, a larger proportion of research is applied, done for com-
mercial purposes, such as the development of drugs (whose effectiveness for particular diseases is
more often than not found by [rational] accident). Viagra, originally developed as an anti-
hypertensive, is a case in point. Moreover, not all of this type of research originates with an inter-
est in the given disease per se, but may actually be based upon only some aspect or phenomenon
that happens to relate to it. For example, a researcher may really only be interested in how dopa-
mine (an amino acid derivative) works in the body. [n order to ensure their work is well received
by their research community, however, they will actually locate their investigations in the prob-
lem of schizophrenia (apparently linked to supersensitivity of dopamine receptors). Similarly,
someone really interested in mitral valve prolapse might actually end up situating their research
on this within the context of agoraphobia, since it is frequently found among agoraphobics. Gen-
erating enthusiasm towards one’s work is a crucial component of research if it is to continue. Thus
the viability of research depends on being able to justify a given investigation’s contribution to
curing disease (as opposed to decontextualised knowledge that has no positive application) (In-
terview with Gregory Ross, 24 January 2001). Research justified in this way is ensured continued
funding (a great measure of peer enthusiasm), as well as promotion and tenure for its investiga-
tors (Duffin, 1999:354).

36 Vittone and Uhde, 1985:330. That said, however, a “successful therapist must...be willing to use
various modalities of treatment and not be bound by any one traditional conceptualization of ago-
raphobia” (Goldney, 1980:278).

37 Compton, 1998.

38 Kinney and Williams, 1988:513.

39 Marks, 1981:387, 390.

40 Marks, 1981:387.

4 Marks, 1981:391.

42 The link to epilepsy is by no means widely discussed, however agoraphobia is reported in a let-
ter to the editor to be “invariably accompanied by paroxysmal cerebral dysrhythmia”, or in other
words, by epilepsy (Lutz et al., 1987:388). This condition “could be considered the pathophysi-
ological basis for extremes in behavioral, emotive, and ideational intensity and particularly for
agoraphobia” (388). Toni, Cassano, Perugi et al. (1996) cite a “greater than chance association
between PDA and a history of seizures” (125). “Complex partial epilepsy” is frequently misdiag-
nosed for and treated as a neurotic disorder. Also, while it is generally believed that epileptic sei-
zures are never purely psychogenic, Freud did write in 1928 (“Dostoevsky and Parricide”) that
epilepsy was an organic mechanism that could be activated by a number of different precipitants,
including fear, excitement, or other strong emotions (Campbell, 1996:250). Also, several of the
features of a “complex partial seizure” overlap with those of panie attacks, such as churning in the
stomach, dizziness, flushing, tachycardia, changes in breathing, as well as affecting perception,
cognition, and mood (Campbell, 1996:251).

+3 Ballenger, 1987:39J.

+ Ballenger, 1987:41J-2J.

45 See Jenike, et al., “Bowel obsessions responsive to tricyclic antidepressants in four patients.”
American Journal of Psychiatry. 1987, 144: 1347-1348. See also Lydiard et al., 1988.

46 Jenike et al., 1988:1324.

+ Jenike et al., 1988:1325.

18 Ballenger, 1987:45J. See also Fleet et al., 1997 for their description of a detection model devel-
oped to improve the probability of recognising panic disorder in patients who come to the emer-
gency department complaining of chest pain.

49 Goldney, 1980:274.

50 Edlund, 1990:19.

5t Thereby still hanging onto the psychodynamically influenced framework of the DSM-II. See
Hallam, 1978:314.

52 Hallam, 1978:317.

53 Hallam, 1978:316-7.

5+ Rapp and Thomas, 1982a:419; Marks in Rapp and Thomas, 1982a:419.
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55 Rapp and Thomas, 1982a:419. See also a later article by Rapp in which he makes the same point
and observes that agoraphobia can also be confused with depression, panic disorder, personality
disorder, alcoholism and drug abuse, schizophrenia, paranoia, physical illness and disability, or
simply a preference for being at home: “...I saw a young woman who was able to travel to work
and home comfortably and had no other problems but was urged to consult a psychiatrist because
she went nowhere else. Apart from her trips to work she remained housebound. She stated she
did not want therapy and had merely chosen to live this lifestyle. (‘That’s just the way [ like to live,
Doctor.”)” (Rapp, 1984:1044).

56 Dijkman-Caes, et al., 1993:1261

5* Bowen, 1982:699-700; Rapp and Thomas, 1982b:700.

58 Photophobia or light sensitivity (literally fear of light), for example, developed in a minority of
patients and was influenced by cognitive behavioural therapy (Davey et al., 1997).

39 See Roth and Argyle, 1988:37; and Bayd et al., 19g0.

6o Personality disorders are defined by the Oxford Dictionary af Psychiatry as maladaptive “pat-
terns of relating to the environment that are so rigid, fixed, and immutable as to limit severely the
likelihood of effective functioning or satisfying interpersonal relations.” The DSM-IV lists para-
noid, schizoid, schizotypal, histrionic, narcissistic, antisocial, borderline, avoidant, dependent,
compulsive, passive-aggressive, cyclothymic, explosive, asthenic, and inadequate personality dis-
orders. Of course two things to note here are that “often the label is more a social diagnosis of
nonconformity than a designation of disease process in the usual sense,” and DSM nomenclature
varies considerably with each edition (Campbell, 1996:529-30).

& Mavissakalian and Hamann, 1988:542. See also Mavissakalian and Hamann, 1986, 1987.

2 Sciuto et al., 1991:450.

%3 Sciuto et al., 1991:450.

6+ Mavissakalian and Hamann, 1992:305.

os Mavissakalian and Hamann, 1992:308. Another study {using DSM-III-R criteria, however)
conducted in 1994 also found a “clinically important relationship” between personality pathology
and various anxiety disorders (Reich et al., 1994).

s6 Although the proportion of men with agoraphobia is relatively small, a handful of articles re-
flect a concern to discern differences between women and men in their experiences of agorapho-
bia. See for example Hafner, 1981, 1983; Mavissakalian, 1985.

&7 Hafner, 1984:223.

¢ Hafner, 1984: 223.

29 Quadrio, 1974:169.

o Hafner, 1977b:293. [ would like to think that this particular type of dynamic is less common in
agoraphobic marriages today...

=t Quadrio, 1984:168.

72 Quadrio, 1984:169-70. This point, of course, must be read in consideration of Rapp and Tho-
mas’ critique of the concept of housebound-ed-ness above. Also, the tendency for men to self-
medicate their agoraphobia is corroborated, for example, by Cox et al., 1993. No doubt some
women use alcohol as well and needless to say, agoraphobia presents a distinct problem for both
and women when it is mixed with alcoholism in that patients will have difficulty attending Alco-
holics Anonymous meetings. See Cudrin, 1991.

73 Chambless and Mason, 1986:231. Their study may have been corroborated by ancther done in
1990 which observed a correlation between “patterns of interpersonal behavior associated with
the female sex role stereotype (e.g., submissive, deferent, unassured, and submissive behavior)
and “agoraphobic-like anxiety experiences among a normal college student population” (Shean
and Uchenwa, 1990:406-7).

~+ Chambless and Mason, 1986:234. Also, there is a surprising paucity of animal modelling re-
search in this area. One of the few articles, however, is especially worthy of note in that its author
proposed a comparison of the extent to which female and maie rats engage in safety-seeking be-
haviour to determine if the sex difference in agoraphobia is biologically based. See Baum, 1986.

75 Starcevic et al., 1998.

6 Chambless and Mason, 234.
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= See Boyd et al., 1990. Bradley (1990) also observes that panic disorder occurs with other psy-
chiatric disorders such as anorexia nervosa, as in her three femnale patients who “had panic disor-
der that, when treated, led to the alleviation of intense nausea, the part of the panic attack that
produced the avoidance of eating” (445).

"8 Epidemiologic Catchment Area survey begun in 1980 and based on a random sample of 15,000
adults in 5 American cities: New Haven, CT; St. Louis, MO, Los Angeles, CA; Piedmon, NC; and
Baltimore, MD.

" Weissman, 1990:6.

8o Joyce et al,, 1989:311.

81 Bovd et al., 1990. This study also found that agoraphobia was far more common in the general
American population than previously suspected: lifetime rates of agoraphobia without panic
ranged from 1.4 to 6.6 cases per 100 people; agoraphobia with panic ranged from 1.7 to 2.6 cases
per 100. Other epidemiological factors include the higher prevalence of agoraphobia among
Black, urban dwelling, single/divorced, uneducated, poor women with mean age of onset between
13 and 18 vears old and an average duration of 21 to 31 years and the presence of agoraphobia
most commonly in women between 18 and 44.

82 Studies compare patients suffering from depression and patients with panic-agoraphobia on
numerous measures. Patients who suffer from both panic and mood disorders have more severe
symptoms of anxiety and respond less well to anti-depressant drugs (Bowen, South and Hawkes,
1994). Agoraphobia may precede depression (Thompson, Bland and Orn, 1989), but it may not be
the depression per se that makes the panic-agoraphobia symptoms more severe, so much as the
fact that the person has two disorders (Maddock et al., 1993). The extent of the depression can
affect the outcome of treatment for agoraphobia (Bowen, et al., 1994) but the opposite is also true
in that a history of panic/agoraphobia also predicts a poor response to treatment for depression
(Frank et al., 2000). See also Bowen and Kohout, 1979; Curtis, Cameron and Nesse, 1982; Coryell,
Noyes, and Clancy, 1983; Breier, Charney and Heninger, 1984; Peterson et al., 1985; Stewart and
Lawlor, 1985; Koehler, Vartzopoulos and Ebel, 1986; Kathol et al., 1988; Cassano et al., 1989;
Maier et al., 1989; Beitman et al., 1990; Wetzler et al., 1990; Hoffart and Martinsen, 1991a and
1991b; Maddock and Blacker, 1991; Carter, Maddock and Magliozzi, 1992; Warshaw et al., 1995.

#3 That said, a recent study maintains that panic disorder with agoraphobia does occur in child-~
hood, that there is in fact continuity between juvenile and adult panic disorder and agoraphobia.
See Biederman et al., 1997.

84 George et al., 1986.

85 Several studies in the 1970s and 1980s examined the marriages of agoraphobics. They looked at
such things as the effects of agoraphobia on husbands and the extent to which husbands resisted
improvement in their agoraphobic wives (Hafner, 1977a, 1979). It was evident from these studies
that husbands frequently harboured their own pathologies that discouraged wives from “relin-
quishing” the symptoms that allowed them to manage their troubled relationships (Hafner,
1977b). An especially troubling manifestation of this was evident in a woman described as mar-
ried to a man who was allegedly so jealous that, when they were out together, she felt she had to
keep looking at the floor. If she glanced up at a man, her husband might accuse her of infidelity,
and would often physically attack her during the ensuing argument.[...] [IJt subsequently became
clear that she needed to remain agoraphobic in order to protect herself from the viclent argu-
ments about her fidelity... (1979:101)

86 Weissman, 1986, 1990; Boyd, 1990. (Both report on the same ECA study.)

87 Blurring the line again between the normal and pathological, we “discover” another good rea-
son that one might become agoraphobic.

83 One article, published in 1981, describes a case of agoraphobia in an Alaskan “Eskimo” and ar-
gued that this was the only known case of agoraphobia in non-Europeans. This 31-year-old mar-
ried male living in an Eskimo village in Western Alaska could not carry out his male responsibili-
ties due to his feelings of nervousness exacerbated by going out alone: “The men of his village
were responsible for hunting, fishing, and carrying water or ice to the house, these activities being
done with snowmobiles or dog teams. As he became increasingly anxious over the preceding sev-
eral vears, he became housebound and unable to perform these necessary activities, having to rely
on other villagers, relatives, and public assistance” (Hudson, 1981:224). Emphasising that it is
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implausible to think that agoraphobia is culture-bound, that it is strictly a “by-product of western
European civilization and its ever-increasing cultural complexity and stresses” the author goes on
to say: “It is far more likely that agoraphobia occurs in the planet’s many and diverse cultures, but
just has been overlooked or misdiagnosed, as it has been in American psychiatry until recent
vears. It would be interesting to know what form agoraphobia takes in nomadic groups or among
the Chinese” (Hudson, 1981:224). Speculating on the severe and widespread problem of alcohol-
ism among some native American groups, Hudson contends that perhaps many native Americans
suffer from severe phobias such as agoraphobia and they treat themselves through alcohol con-
sumption or through their own culturally-specific treatment methods (Hudson, 1981:225). Two
much more recent studies comparing European and African American patients were published as
well, both out of the same American psychiatric department. The earlier study observed similar
symptoms between both groups except that African Americans tended to go to the medical emer-
gency room more often and had more unnecessary psychiatric hospitalisations. (There were some
other differences as well. See Friedman et al., 1994.) The later study observed in African Ameri-
cans a higher rate of comorbid posttraumatic stress disorder, a later age of onset of agoraphobia,
more intense tingling in extremities, less satisfaction with social and financial support, less self-
blame, and higher tendency to use religion as a coping strategy (Smith, 1999).

8 Geiger, 1997:1766.

90 Gamble, “Shadow,” 1997.

9t Gamble, *"Women's Health,” 1997:195. See also Lederer, 1995:120-1.

92 Gamble, “Shadow,” 1997:1776-7.

93 Gamble, 1993:37. Unless of course the disease being explored (e.g., agoraphobia) was being
constructed as a women'’s disease, in which case the problem was the exclusion of men.

4 [ owe this insight to Jackie Duffin.

95 Goisman et al., 1994:72-3.

9 Horwath, 1993:1496. That said, a random survey of 1498 urban adults in New Zealand (ac-
knowledged to be overrepresented by women) also found that “when there is moderate agorapho-
bic avoidance, it seldom, if ever, exists in the absence of panic or other psychopathology” (Joyce et
al., 1989:311).

97 Horwath et al., 1496.

98 Pollard, 1987.

99 Weissman, 1986:789.

1o Weissman, 1986:789; Weissman, 1990:11. Weissman observes that if agoraphobia does occur
in pure form then there is controversy about the best way to treat it (drug versus psychological
therapies). See also Wittchen, Reed and Kessler, 1998:1023-4. See also Reed and Wittchen (1998)
who argue (based on the same sample) that panic attacks are “highly indicative for more severe
psvchopathology and not only for panic disorder and agoraphobia” (335).

101 Pollard et al., 1996.

w2 Pollard et al., 1996:61-2.

103 Wittchen, Reed and Kessler, 1998:1017.

s Langs et al., 2000:44.

w5 Langs et al., 2000:47-8.

e That is, Master’s level social workers and psychologists, as opposed to lay interviewers as were
used in the original ECA study.

17 Horwath, et al., 1993.

108 Edlund, 1990:17. See this paper for a critical analysis of the ECA studies.

109 Horwath et al., 1993:1498. Of course, it is important to note that this study was funded in part
by the Upjohn company, a major producer of Xanax, a minor tranquiliser widely used in the man-
agement of panic.

uo Sackett in Edlund, 1990:15.

ut The report by Pollard et al on 4 cases notwithstanding...

uz That is, agoraphobia without panic disorder was only diagnosed when no panic criteria were
met.

u3 Goisman et al., 1994. These researchers also found that compared with panic disorder and
panic/agoraphobia subjects, agoraphabics without panic were the most dysfunctional, meaning
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its duration was the longest, they were less educated and more likely to also suffer from major
depression and the most likely to be receiving financial assistance (social security and disability).
They also found that nearly everyone had taken drug therapy, most commonly benzediazepines,
and that psychodynamic psychotherapy was the most commonly administered psychosocial , and
behaviour therapy the least. This is particularly interesting considering that this is by no means
reflected in the amount of literature, which is weighted heavily in the opposite direction. It is
“significant in that psychodynamic psychotherapy remains of unproven efficacy for panic disor-
der...whereas behavioral methods are widely cited for their efficacy for these indications” (Gois-
man et al., 1994:77).

us Weissman, 1986:787.

us Edlund, 1990:15.

ué Boyd, 1990:317.

u7 A 1987 study comparing the baseline characteristics and treatment outcomes of two panic dis-
order/agoraphobia populations who differed in their method of referral (indirectly solicited ver-
sus self-referred) found that indirectly solicited patients were more chronic and symptomatically
severe, and more likely to accept treatment and remain in treatment than self-referred patients
(Aronson, 1987). This finding suggests that treatment outcome studies may be affected by sample
selection biases not dissimilar to that which precludes absolute comparisons between community
and clinical findings.

us Goisman et al., 1994:77.

us Goisman et al., 1994:77; my emphasis.

12v Goisman, Warshaw, et al., 1995:1438. In the end, this is not a debate particular to the 1990s
(i.e., it germinated prior to the release of DSM-III-R). See also Hallam, 1978; Shafar, 1975;
Gelder, 1982.

12: And of course throughout its (pre-DSM) history, albeit packaged differently.

122 Goisman, Warshaw, et al., 1995:1439.

=3 Roth and Argyle, 1988:34.

124 Roth and Argyle, 1988:34. “Faithful and accurate description and a valid classification provide
the most solid foundation for clinical practice and scientific investigation of the morbid states of
anxiety. The operational definitions of the different anxiety syndromes within DSM-III (1980)
have performed a valuable service to contemporary psychiatry by promoting more consistent and
reliable clinical and scientific practices. There is, however, an inevitable element of arbitrariness
in the framing of operational definitions on the basis of a consensus of cooperating [sic] psychia-
trists (Roth and Argyle, 1988:36).

125 Woad, 1990:197. Or recall, for example, that one of the symptoms commonly cited in agora-
phobia reports is the fear of being confined without possibility of escape, hence, for example, the
fear of riding in trains. A letter to the editor (unrelated to Wood’s piece) from a group of Italian
forensic psychiatrists published that same year also illuminates the problem of precise definition:
“... we frequently see patients in the correction field. {...] In clinical practice we often see prisoners
who have panic attacks with claustrophobia. [...] Would it not be feasible to redesignate the cate-
gory as ‘panic disorder with agoraphobia or claustrophobia’ and to modify the criteria accord-
ingly?” (See Ferracuti, Giusti, and Ferracuti, 1990:1573-4)-

126 Hallam, 1978:314.

127 Perhaps this is why Roth (1996) refers to the disorder as “panic-agoraphobia syndrome”.

128 §pecifically, my search for literature for this review was restricted to the term “agoraphobia” I
did not use any MeSH terms, yet Medline still turned up articles on “panic disorder™.

129 See for example (one of many) Shioiri et al., 1996. (Publishing this study in 1996, they were in
a position to use DSM-IV criteria, but instead used DSM-III-R from 1987.)

130 Gelder, 1982:72.

13t Gelder, 1982:72.

13z It is also not uncommon for studies to invoke old DSM criteria even when new ones are avail-
able at the time that the research takes place. In some instances this may be due to the possibility
that the research begins prior to the release of the newest DSM, but the practice still raises the
issue of validity of research results once new criteria have been adopted.
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113 Hafner and Ross wrote of the “heterogeneous nature of agoraphobia” in 1983. In 1990 Lelliott
and Bass found that patients with panic disorder and agoraphobic avoidance were “heterogeneous
with respect to the system to which panic symptoms refer (cardiovascular/respiratory, gastroin-
testinal, or neurological] and it “would be difficult to support the suggestion that PD [panic disor-
der] is a uniform illness (as indicated by DSM-III-R)" (Lelliott and Bass, 1990:596).

4 Hallam, 1978:317.

15 Edlund, 1990:19-20.

136 Edlund, 1990:21.

137 Edlund, 1990:21-2.

138 Edlund and Swann, 1987.

139 Yaniv, 1998.

10 Yaniv, 1998:238.

ut Yaniv, 1998:240.

w2 Mitchell and Black, 1995:xviii.

143 The journals examined include International Journal of Psycho-Analysts, Psychoanalytic Re-
view, Psychoanalytic Quarterly, and American Journal of Psychotherapy.

4+ Goisman et al., 1994:77. They also found that behavioural methods were the least common,
which is especially interesting considering the extensive publishing in this area. Conversely, the
findings of an Australian survey conducted by Hall et al. (1982) showed that “it is clear that Aus-
tralian psychiatrists approve of intensive [verbal] psychotherapy and prefer to treat most of their
patients in this way. Data on actual practice, however, show that they do not do so” (1982:230).
The authors continue: *...although long-term psychotherapy [including but not limited to psycho-
analysis] may be the zeitgeist of Australian psychiatry it is by no means the reality” (1982:230). It
would be interesting to know if this was still the case at the time of Goisman et al.’s report.

14s Rather than reporting on cases, there appears to be more interest in such things as the aims of
psychoanalysis, its theory, technique and methodology, the history of psychoanalysis, psycho-
analytic concepts such as repression, conditions such as narcissism and hysteria, and issues in
social theory. The role of separation anxiety and overprotection in agoraphobia makes a few ap-
pearances, but the overarching sentiment pertaining to psychoanalysis in this period seems to be
more about psychoanalysis as a profession, discipline, and clinical practice, than about the actual
reporting on agoraphobia cases.

we Compton, 1998, Thus it is important to note that the question of parental over- and under-
protectiveness is examined by practitioners of other persuasions as well. See for example Solyom,
Silberfield and Solyom, 1976; Parker, 1979; Arrindell et al., 1989; also Silove, 1986; Faravelli et al.,
1991; Wiborg and Dahl, 1997; Shear, 1996.

w7 [ say relatively because there are so few reports to speak of. There is more extensive discussion
of under- and overparenting in other reports not overtly psychoanalytic in orientation. [ shall re-
view these in the final section of the chapter on aetiology.

118 Coleman, 1982:539.

wy Coleman, 1982:539-40.

150 Coleman, 1982:540.

15t Coleman, 1982:540.

152 Coleman, 1982:542-3.

153 Coleman, 1982:547.

154 Coleman, 1982:549.

155 Silber, 1982-3:554.

136 Silber, 1982-3:554-

157 Coleman, 1982-~3:559.

158 Blos, 1983:578.

159 Blos, 1983:585.

160 This story is confusing in that if her mother was present in this conflict scene, then how could
it have been a secret Mary told her?

161 Blos, 1983:585.

162 Blos, 1983:586.

163 Blos, 1983:586.
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4 Blos, 1983:587-8.

155 Blos, 1983:579.

166 Blos, 1983:581.

167 Blos, 1983:581.

188 Blos, 1983:582.

169 Blos, 1983:588. Also, it is worth noting that Blos chooses to apply psychoanalytic prineiples but
not to use psychoanalysis proper due to his “conviction that a psychoanalytically grounded com-
prehension of a case influences more decisively and favorably the conduct and outcome of therapy
than does the frequency of weekly sessions. The intensiveness of therapy is by no means propor-
tionate to the frequency of therapeutic contacts (1983:583). He goes on to say that the choice of
treatment modalities is contingent upon the disorder to be treated, but “in clinical practice extra-
neous factors affect the decision, such as the ability to pay, the patient’s psychological accessibil-
ity, or the therapist’s geographical accessibility” (1983:583).

o Blos, 1983:591.

m Blos, 1983:592.

12 Feigelson, 1976:225.

73 Feigelson, 1976:226.

i+ Feigelson, 1976:226.

5 Feigelson, 1976:227.

w6 Feigelson, 1976:228.

17 Feigelson, 1976:228.

78 Feigelson, 1976:228.

9 Feigelson, 1976:232.

i8a Feigelson, 1976:235.

Wt Morra, 1991.

82 Morra, 1991:488.

3 Morra, 1991:488. This is an issue that comes up later in a dream (495).

184 Morra, 1991:487.

85 Morra, 1991:488.

16 Morra, 1991:490.

187 Morra, 1991:491.

188 Morra, 1991:493.

189 Mora, 1991:495.

wo Morra, 1991:495.

9t Morra, 1991:496.

w2 Morra, 1991:498.

w3 Arguably, this is an endeavour implicit in all psychoanalytic reports, in the sense that psycho-
analysis is both a theory and a clinical practice.

1ws Mitchell and Black, 1995:xviii.

195 Friedman, 1985:525. See also Milrod and Shear, 1991.

w6 Friedman, 1985:525.

w7 Friedman, 1985:527.

w8 Friedman, 1985:529.

w9 Friedman, 1985:533.

200 Friedman, 1985:529, 533-

20t Friedman, 1985:534-

zoz Friedman. 1985:534.

203 Friedman, 1985:535.

204 Friedman, 1985:535-6.

w5 Friedman, 1985:536-7. Note that the patient had a fear of elevators, i.e., claustrophobia.
Claustrophobia comes up a lot throughout the reports and it is not clear that it is in fact a separate
disorder. It is also interesting in a spatial sense and suggests that perhaps the question is not fear
of open spaces or closed spaces, but fear of space period.

206 Diamond, 1987:79.

207 Djamond, 1987:79.
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20 Diamong, 1987:81.

2u Diamond, 1987:81.

212 Diamond, 1987:83.

23 Diamond, 1987:83.

214 Diamond, 1987:82.

25 Fink, 1989. See also Blanco, 1989.

216 Fink, 1989:482-3.

217 Fink, 1989:483.

28 Fink, 1989:483.

29 There was another incident that also played an important part in Peter’s turnaround, namely,
overhearing Fink on the phone telling someone off in German, which reminded Peter of his “very
energetic” father, a village leader who “handled the occupation forces in a clever way protecting
his family and the village from excessive demands and arbitrariness” (1989:484).

220 Fink, 1989:485.

2n Matte Blanco, 1989:496.

222 Fink, 1989:485-6.

223 Fink, 1989:486.

224 Matte Blanco, 1989:497.

235 Matte Blanco, 1989:497.

226 Fink, 1989:486.

27 Fink, 1989:486-7.

=8 Fink, 1989:487.

=9 Fink, 1989:487; Matte Blanco, 1989:497, 499.

x0 Fink, 1989:487.

=1 Fink, 1989:488.

=2 For a critique of psychoanalysis as being unscientific, see Griinbaum, 1993.

13 See also Fonagy and Moran, 1993; Wallerstein, 1993; for further discussion pertaining to psy-
choanalysis, research, and the DSM system.

=+ Compton, 1992a; 1992b; 1992c¢; 1992d.
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=6 Compton, 1992h:230.

=7 Compton, 1992a:207.

=38 Compton, 1992a:223.

=9 Compton, 1992a:223-4.

20 Compton, 1998:692.

=t Compton, 1992a:224.

242 Compton, 1992¢:414.

213 Compton, 1992d:435. Compton also argues in this part that there is no specific or clear psy-
choanalytic theory of phobias. I would agree that there are many versions, however, as [ put forth
in my article for publication, there are clearly some commonalties that tie the various frameworks
together, namely guilt, family relations, and a moralistic sensibility.

24 Based on the strong overall impression I get having reviewed the clinical articles and the revi-
sions in the DSM entry on agoraphobia and panic, [ have tried to convey the inconsistency
throughout the chapter so far. I say with certainty that there is no certainty about the relationship
between panic and agoraphabia. As [ stated earlier, it fundamentally depends on which edition of
the DSM is being used to guide the research being reported. Even in a panel discussion chaired by
Compton in 1995 it is evident that this issue is not resolved. As one pharmaceutically oriented
participant asserted, “panic disorder alone and panic with agoraphobia may represent two dis-
tinct syndromes” (Busch et al., 1995:212, my emphasis). Within this report panelists varicusly
referred to the illness as “agoraphobia and panic states,” “agoraphobia/panic,” “panic disorder
and agoraphobia,” “panic disorder without agoraphabia,” “anxiety disorders,” “neurosis,” “panic,”
and simply, “agoraphobia.”

25 Compton, 1998:700. See his article for a detailed outline of his proposed research.
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26 Compton, 1998:715.

27 Compton, 1998:691.

28 Compton, 1998:692.

29 Compton, 1998:693.

250 Compton, 1998:694.

25t Forms of pharmaceuticals had been used since much earlier, of course. See Silverman and Lee,
1974:2-3. See also Liebenau, 1987 for a history of the evolution of the American pharmaceutical
industry between 1890 and 1930, and an analysis of the relationship between science and phar-
maceuticals.

=52 For discussion of mid-century chemotherapy see Puhl, Berchou and Rainey, 1982; Rohs and
Noyes, 1978; Telch, Tearnan and Taylor, 1983.

233 This chart is based on literature derived from the first Medline search that [ did (which yielded
899 articles), and approximately 150 references to drug therapies. (This number is approximate
because in classifying the aiticles I frequently had to make decisions about articles that did not
clearly fit into one pile or another on the basis of what [ considered to be the main point of the
article, This chart includes only articles whose central concern was pharmaceuticals.

254 There is also some (very limited) evidence of the use of other types of drugs such as proprano-
lol, a beta-blocker (anti-hypertensive) used to treat the tachycardia (rapid heartbeat) often re-
ported by people who panic (Rosenbaum et al., 1995:A14). The diagram shows the use of and re-
search on drug therapies for agoraphobia by type in roughly the last thirty years, where pro-
pranolol appears under the category of “other drugs”.

25 Canadian Pharmaceutical Association. 1996:4. Also tricylcic anti-depressants include clomip-
ramine (also used to treat obsessive-compulsiveness), desipramine, doxepin, lofrepramine, nor-
triptyline, trimipramine. SSRIs that appear in this literature include mostly fluoxetine (Prozac)
and fluvoxamine while references to MAOIs are largely to phenelzine. There were no references to
heterocyclics.

156 See studies cited in the section on depression. Also, if so many doctors are prescribing anti-
depressants, then presumably they are assuming some kind of link. See for example Pohl, Ber-
chou and Rainey, 1982.

37 See for example The Medical Letter, 1974; Mattick et al., 1990; Mavissakalian et al., 1998. See
also Friedman, Sunderland and Rosenblum, 1988. These researchers (all affiliated with the
American Psychiatric Association, so presumably involved with the DSM field trials) report on
their imipramine trial conducted on moni:eys, This article is quite anomalous in its use of animal
subjects; given the dramatic increase in research on panic and agoraphobia, perhaps there are so
few studies of animals because there are more than enough willing and desperate human subjects.
58 Schwartz and Val, 1984:40; Laybourne and Redding, 1985:112; Mavissakalian, 1993:188.

59 See Mountjoy et al., 1977; Rohs and Noyes, 1978; Sheehan, Ballenger and Jacobsen, 1980
(cited in Harnett below); Ravaris, 1981; Lydiard and Ballenger, 1987:156; Harnett, 1990:213. For
a contrasting view see Mattick et al., 1990. [Note: Sheehan was a past director of Upjohn Co.-
sponsored research into panic disorder in Boston, research that was part of a transnational clini-
cal study which sought to "establish the worldwide existence of a disorder that had not yet, Up-
john believed, been adequately defined and treated”. Findings from the study were to be used to
support Upjohn'’s application to the FDA for approval of Xanax in the treatment of panic disorder
(Orr, 1990:476-7).]

260 Mavissakalian et al., 1998:848.

26t See Pohl, Berchou and Rainey, 1982; Sclyom, Solvom and Ledwidge, 1991.

62 See Mavissakalian and Ryan, 1998:193.

63 Canadian Pharmaceutical Association. 1996:7. Also, Laybourne and Redding note that benzo-
diazepines are effective against anticipatory anxiety (1985:112), but they are sometimes also used
for acute situational anxiety (Flint, 1999:2677).

64 Harding, 1986:52.

265 References to anxiolytics (minor tranquillisers or benzodiazepines) are largely to alprazolam
but also include other compunds such as adinazolam, clonazepam, diazepam (Valium), and lo-
razepam (see for example Sheehan, 1987). See also Lynn, 1991 and also Lexchin, 1984 for ac-
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counts of the rise and fall of Hoffmann-La Roche’s Valium {(and Librium). I contend that (Up-
john’s) Xanax may have filled the gap in the market left by Valium’s collapse into disrepute.

66 See Liebowitz et al., 1986; Balienger et al., 1989; Harnett, 1990:212-13; Ballenger, 1990; Mat-
tick, 1990; Michelson and Marchione, 1991; Cox et al., 1992; Clum and Surls, 1993; Rosenbaum et
al., 1995:A15.

367 In support of the use of imipramine rather than benzodiazepines, the key position taken by
Klein in 1964 (cited in Rosenbaum et al., 1995) (also Klein, 1980 ctd in Ballenger, 1990 and Har-
nett, 1990) that panic attacks were the core problem leading to the later development of antici-
patory anxiety was dominant for quite some time. Yet a Lancet editorial from 1979, for example,
describes benzodiazepines as “counterproductive”, while a retrospective study published out of
Germany as recently as 1995 states that benzodiazepines comprise 48% of drug treatments for
panic disorder and agoraphobia (compared with tricyclic anti-depressants which are rated at
42%) (Bandelow et al., 1995). As the above figure shows, a Medline search actually turns up more
references to imipramine suggesting that it is the more widely studied drug (as Michelson and
Marchione, 1991 ailso observe), but in any event, the efficacy of one over the other continues to be
the subject of debate. See also Ballenger, 1990; Mavissakalian et al., 1998; Flint, 1999.

8 For example, Hoffmann-La Roche funded a three year stress study at Cornell Medical School
(to the tune of $4 million USD), a study that lent great support to Valium. See Lynn, 1991:54
(Merck and Glaxo).

289 See for example Telch et al., 1983; Pecknold, 1987; Harnett, 1990 (who also advocates a revival
of psychoanalysis); Sakai and Takeichi, 1996; Bakker et al., 1998. [ elaborate on behavioural
therapies below.

= Rohs and Noyes, 1978:701. A recent study found that among psychological therapies, patients
were more satisfied with behavioural/cognitive therapy than with psychodynamic therapies
(Bandelow et al., 1995:170). [ will deal further with “the demise” of psychoanalysis in agoraphobia
treatment below.

1 We've already seen evidence that alcoholism in agoraphobic men is higher than in women. As
Craske and Rodriguez put it in their review of behavoiur therapies for panic and agoraphobia,
“agoraphobic avoidance is viewed as one style of coping with the apprehension of panic. Of note is
the finding that another style of coping, which may be more common for make panickers, is con-
fronting anticipated situations with the aid of aleohol or drugs” (Barlow, 1988 in Craske and Rod-
riguez, 1994:5).

=2 Waldron cited in Lexchin, 1984:24.

=3 The Medical Letter, 1981, 1982; Pecknold and Swinson, 1986, The Medical Letter, 1988;
Salzman, 1993; Hallfors and Saxe, 1993.

¥4 As opposed to barbiturates, meprobomate, and alcohol. See Botts, 1997. There is also evidence
that benzodiazepines are overprescribed. See Swinson, Cox, and Woszczyna, 1992.

=75 Salzman, 1993. See also, for example, a study of Australian patient records (81 women and 30
men) which showed that benzodiazepines were “the most frequently prescribed drug by both gen-
eral practitioners and psychiatrists in the treatment of patients with agoraphobia and panic at-
tacks referred to the Anxiety Disorder and Agoraphobia clinics in Brisbane” (Evans, Oei and
Hoey, 1988:76). These authors also found however that general practitioners were less likely
overall to prescribe psychotropic drugs, as compared with psychiatrists. A more recent (Ameri-
can) marketing study of the factors that influence general and family physicians’ drug product
selections in the treatment of panic disorder showed that two-thirds of the physicians used ben-
zodiazepines for panic disorder (often in combination with antidepressants) “regardless of the
presence or absence of phobic avoidance” (Freeman et al., 1993).

=% National Institute of Health, 1993. (NIH Consensus Statement) The Institute of Contemporary
Pharmacy Research (US) published a Treatment Guide advocated the following tactic: “When
considering benzodiazepines for the treatment of anxiety, use them — then lose them fast!” (cited
in Portyansky, 1997.

=7 King, 1981. See also Stantworth, 1982.

278 Silverman and Lee, 1974:12.

79 [ adapted this insight from Annette Burfoot and her analysis of reproductive technologies. Pers
comm., 7 December 2000.
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=80 Uhlenhuth, Balter and Mellinger, 1993. Unfortunately, the critical social analysis to which
these authors gesture in the opening paragraphs of this report does not come to fruition in the
remainder of their paper. They rightly observe in their introduction that a “conceptually enriched
pharmacoepidemiological research approach reveals an array of additional factors that control
patterns of use, including sex and age...cultural milieu...specific attitudes...and general medical
condition” (90), vet they fail to pursue any of these things. They focus instead on symptomatology
and conclude, not at all surprisingly, that “{g]reater prevalence of use of anxiolytics and antide-
pressants was associated with higher levels of symptomatic distress” and “[m]ore prolonged use
of anxiolytics and antidepressants was associated with higher levels of symptomatic distress and
chronicity” (94). The “users” they describe have no gender and interestingly, the acknowledge-
ments show that The Upjohn Company — a major US producer of alprazolam - provided the
funding for preparation of their report (95).

281 Taken from the title of Silverman and Lee, 1974 (noted above).

282 See Rosenbaum et al., 1995:A4.

=43 See Lexchin, 1984:232; Harding, 1986.

=85 Michelson and Marchione, 1991:100. See also www.rxlist.com/top200.htm which shows Al-
prazolam as one among the top 200 prescriptions for 1999 by number of US prescriptions dis-
pensed.

285 Wyke, 1987:4, written prior to the 1995 merger between Upjohn and Pharmacia, when Upjohn
was just Upjohn.

286 Pharmacia & Upjohn. 1998:35. The report also shows that in 1998 $1.199 billion dollars were
spent on research and development, though it unfortunately does not break these figure down by
product (p. 62). These figures are especially remarkable when compared with those of 1982 when
Upjohn Co. reported earnings of (only!) $12 million USD (Orr, 1990:466).

=47 patented Medicine Prices Review Board, 1998.

88 Jarvis, 2000. Much of these profits have been earned in the US, as Foote observes that antide-
pressant sales there have grown from $2 billion USD in 1993 to over $7 billion USD in 1998
(Foote, 2000). The increase is attributed to improvements in existing technology, namely the de-
velopment of SSRIs.

8¢ [n a two-part series on the “art of drug marketing”, J. Paul Caldwell (1999 medical post online)
explains how pharmaceuticals are given their chemical, generic, and trade names. While chemical
names (e.g., alprazolam, imipramine hydrochloride) reflect a very “specific, scientific documenta-
tion of the chemical compound,” generic names reflect the “entire class or genus” to which the
drug belongs (e.g., benzodiazepines, tricyclics) and are named according to strict World Health
Oranization international standards. Trade names (e.g., Xanax, Tofranil) however, have to *be
short, catchy, easily remembered, "nice’ to say, and most importantly, must interrupt the speech
flow. Pharmaceutical manufacturers just want you to remember it, and prescribe it regularly”
(part 2 of the series). They want “the patient to be able to ask for the new drug by name”, such as
“Xanax (alprazolam), an elegant pharmaceutical trade name that sounds a little like anxiety, but
has a positive tone of elimination” (part 2).

290 For example, a recent study of the factors influencing prescription choices in the treatment of
panic disorder showed that for general practitioners, side effects and drug efficacy were the most
important influences while cost was next. The authors of this study concluded therefore that drug
companies needed to incorporate physicians’ personal experiences with particular drug products
and in the case of panic disorder treatments, that promotional materials should emphasise safety
and efficacy (Freeman et al., 1993).

29t Foss, 2001:A1 and A6. Freebies are not limited only te these things. Other things Foss lists are
salsa lessons, ballet tickets, golf games, pens, mugs, dinners, prestige through ghostwritten re-
search publications, and cash payments just for attending conferences where new therapies are
being discussed (A6). As André Picard writes in the fourth piece in this series, however, drug
companies may also offer desparately needed funding unavailable from government coffres. He
describes the failed efforts of Montreal lawyer and health activist Barry Stein to secure govern-
ment funding for colorectal cancer projects — hospital equipment, colorectal cancer society, sup-
port groups, drop-in centre, conference — all of which are primarily funded by pharmaceutical
companies (Picard, 2001: A8).
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292 See Evans, Oei and Hoey, 1988 (noted above); Bartone, 1992, Myers, 1992, and Freeman, 1993
(noted above).

293 The funding relationship between industry and academe began in the period between the two
World Wars (in the US), before which time physicians were disdainful of ties with the “pill ped-
dlers” (Swann, 1990:78). Yet the influence of industry on academe is not limited to the research
funds it provides; a quick glance through medical journals and even the CPS: Compendium of
Pharmaceuticals and Specialties reveals another crucial connection — advertising revenue.

294 Myers, 1992:229.

295 Bartone, 1992:296.

296 Jarvis, 2000.

297 Myers, 1992:222.

298 UBC's university-industry liaison Angus Livingstone, quoted in McIlroy, 2001:A6.

299 Mellroy, 2001: A1 and As.

300 Especially when we consider diseases unique to developing countries. See Myers, 1992:229-30.
30t Orr, 1990:483.

302 Hunter, 1991:94.

303 Yet even the case studies read like scientific reports. See for example Kolko, 1984. See also
Jackson and Elton (1985) who remark that “tightly-controlled empirical investigations into the
efficacy of in vivo exposure...do not respond to individual needs” nor accommodate the “varying
degrees of complexity of this disorder.” These authors accordingly advocate a multimodal ap-
proach to the treatment of agoraphobia. See also for example Biran (1987) and her presentation of
a two-stage approach to the treatment of agoraphobia in her patient, “Mrs. X™: in vivo exposure
and cognitive restructuring followed by deep exploration of cognitive structures through dynamic
psychotherapy.

304 Nevertheless, coupled with the smattering of actual case reports, several authors of the more
empiricist behavioural investigations do refer to their patients as “clients” rather than simply re-
search “subjects”, suggesting that their patients are not completely devoid of personhood. See for
example Emmelkamp, Kuipers and Eggeraat, 1978; Foa et al., 1980; Ascher, 1981.

305 See for example Emmelkamp and Kuipers, 1979; McPherson, Brougham and McLaren, 1980;
Munby and Johnston, 1980; Jansson, Jerremalm and Ost, 1986; Evans, Holt and Oei, 1991; Ri-
jken et al., 1992; Fava et al., 1995.

396 Ferentz, 1990:186.

307 Linder, 1981:226.

08 Rachman, 1983:567.

309 For example, relaxation is part of the program used by Linder, 1981.

3w Craske and Rodriguez, 1994:6.

31 See for example Tilton, 1983 which describes a patient who successfully underwent hypnosis
combined with desensitisation and other therapies. Similarly, Harris (1991) reports on a 34 year
old female “victim” “seeking surcease from the malady within” whose panic and agoraphobia was
eliminated through progressive relaxation, systematic desensitisation and hypnosis. Sakai and
Takeichi (1996) describe their successful use of autogenic training (a form of self-hypnosis and
deep relaxation) and in vivo exposure. See also Van Dyck and Spinhoven (1997) who find that
hypnosis has no additional effect when used with exposure.

312 James, 1985.

33 See Cobb, 1983 for a review of exposure in vivo and Ferentz, 1983 for a general overview of
therapies including exposure. See also Saran, 1984 for an integrated approach to therapy that in-
cludes psychoanalysis and cognitive/behavicur therapies and Norton et al., 1983 for a study
showing that patients and nop-patients alike consider exposure to be the most effective form of
treatment. Also important to note under the category of exposure is the safety-signal approach to
exposure therapy in which patients are made to move towards safety rather than away from it.
For example, this could mean making home the target destination rather than the point of de-
parture, or having the patient meet her husband at the store downtown rather than being left by
the husband at the store, or being made to take the bus to a safe area instead of away from it. See
Rachman’s discussion of this (1983). Williams, 1990 (esp. pp. 91-2) offers a critique of exposure
and guided mastery as an alternative.
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314 Sakai and Takeichi, 1996. Especially notable about this report is that between the two cases the
authors describe this “chronic disease” very differently. The first case was “a 33 year ald woman
living with her husband and three children, who were aged between 2 and 12 years” and who
came to the authors’ clinic in 1986 complaining of panic attacks after the birth of her third child;
“[n]o other stress was evident” (335). The woman satisfied DSM-III-R criteria for panic disorder
with agoraphobic avoidance and foilowing successful use of “autogenic training” and exposure
without medication (she was unwilling to take any due to negative past experiences with tran-
quilisers), her treatment was terminated after four sessions. At g years telephone follow-up she
had maintained the treatment gains. The first curious point about this report is that the woman is
classified according to a set of DSM criteria that did not yet exist when she presented to the writ-
ers. The other point of curiosity is one of contrast; the second patient they describe was a “23 year
old single male patient [who] was referred to [the] clinic in...1991". He “worked for the sales de-
partment of a company in a technologically advanced industry for 1 year following his graduation
from college. He worked hard but reported that his working conditions were stressful” (335). His
agoraphobic avoidance began after suffering a panic attack while out on business with the com-
pany car. Notice that his education and his paid work define his identity in the report, while the
woman's identity is defined by her status as wife and mother (even though she may very well have
had postsecondary training and paid work as well that we do not get to know about}. It is also
striking that what she does as a wife and mother of three young children is not considered by the
authors to be either “work” or “stressful”.

315 See for example Last, Barlow and O'Brien, 1984; Mavissakalian et al., 1983 (cited below); File-
wich, 1988; Williams, 1990. See Thyer (1986) who, working from the premise that panic attacks
have a biological rather than psychological etiology, considers the possibility that avoidance and
escape behaviour may follow superstitious conditioning that occurs as a result of panic attacks.
See also Oltmanns and Mineka, 1992 and their tribute to the work of Morton Prince, a leading
early psvchopathologist and neurologist known for his work on dissociative disorders. Critical of
the emphasis in psychological literature on either psychoanalytic or behaviourist approaches, they
observe that Prince’s work on anxiety disorders has largely been ignored. They argue that in his
rejection of psychoanalysis and behaviourism, Prince actually may have anticipated cognitive
therapy and the safety-signal perspective with his assumption that agoraphobia was more about
the fear of having a panic attack than about agoraphobic situations per se (609).

36 See for example Emmelkamp, van der Hout and de Vries, 1983, These authors found that when
assertiveness training and exposure in vivo were used separately and in combination, exposure
had the largest effect in terms of phobic targets while assertiveness training had the largest effect
in terms of assertive behaviour. Their findings suggest that both methods may have something to
offer unassertive agoraphobics (67).

37 Biran, 1987:127.

3 Mavissakalian, Michelson and Greenwald, 1983:78. Examining cognitive approaches, they
compared paradoxical intention and self-statement training and found that at 6-month follow-up,
self-statement training proved to be equally as effective as paradoxical intention.

319 Kolko, 1984:53.

320 See Ascher, 1981; Michelson and Ascher, 1984.

321 Williams, 1990:93-94. Highly critical of exposure therapies, Williams (1990) describes guided
mastery as “a fresh approach to performance-based treatment [that] is long overdue” (92; see also
Williams and Zane, 1989). An article by Rachman, 1983 is comparable in its dissatisfaction with
exposure and concomitant emphasis on methods that promote self-efficacy.

322 See Emmelkamp, Kuipers and Eggeraat, 1978; Norton, Allen and Hilton, 1983; Last, Barlow
and O'Brien, 1984; van der Hout, Arntz and Hoekstra, 1994; Bouchard et al., 1996; Burke,
Drummond and Johnston, 1997.

323 See for example Mathews et al., 1976; James, Hampton and Larsen, 1983; James, 1985. Fol-
lowing from B.F. Skinner, Linder (1981) advocates the use of operant conditioning (rewarding
target behaviours) with desensitisation. See also Tvrer, Horn and Lee (1978), Lee and Tyrer
(1980), and Lee, Tyrer and Horn (1983) for their work on the effects of subliminal and supralimi-
nal exposure to phobic films.

324 Emmelkamp, Kuipers and Eggeraat, 1978:39.
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335 See for example Biran, 1987; Belfer et al., 1995.

36 Swinson et al., 1995. This study is especially interesting for its rare emphasis on rural patients;
the literature on agoraphobia tends to paint a rather urban picture of this disorder.

327 Craske and Rodriguez, 1994: 11.

328 Craske and Rodriguez, 1994:11. Related to this is the possible relationship between therapists’
conduct and treatment outcome. See preliminary study by Gustavson et al., 1985.

329 Craske and Rodriguez, 1994: 9-12.

m0 Foa, at al., 1980.

33t Rapp, Thomas and Reyes, 1983.

32 Teasdale et al., 1977; Linder, 1981; Belfer et al., 1995. See also Telch et ai., 1993 which com-
bines (effectively) cognitive and behavioural methods.

133 Belfer et al., 1995.

w4+ Efforts to be supportive could actually reinforce avoidance behaviour. See see Hafner (1981)
regarding spouses as co-therapists and Barlow and Seidner (1983) for their study of the feasibility
of extending the “couples treatment” paradigm to adolescent agoraphobics. In their study of three
agoraphobic teenagers — a talkative, overweight 15-year-old male, a fairly attractive (but previ-
ously obese) 16-year-old female, and an attractive 17-year-old female - they found a correlation
between improvement in phobias and improvement in parent/child relationships. They also
found, however, that adolescents were much less tolerant than adults of the unpleasant and anx-
ious sensations associated with the practice sessions.

135 Only a few nursing articles were of the same style as the others, i.e., reports of trials/studies.
Also, one article (Gaze, 1992) was even written as a news release, reminiscent of the health bulle-
tins so often found in women's fashion magazines. What was especially interesting about this arti-
cle, however, was that it revived a theory of causation offered nearly a century earlier, namely that
agoraphobia was related to problems with the eyes, balance and co-ordination. Recall (from
Chapter 4) Jones’ patient’s “impellent ideas” that were similarly believed to have been caused by
“irregular stimulation” of “isolated cortical centres”, which led to motor instability, vertigo, dis-
turbed sensations and emotions (Jones, 1898). Recall also that Westphal did a thorough eye ex-
amination.

136 Martin, 1979:2170. Similar to the woman who endured travel by train so long as she had her
brandy and her Bible (Potter 1882:474, see Chapter 4), Mary also had to “brace herself with a
bottle of sherry” as “[L]eaving the house becamne more and more of a threat™ (Martin, 1979:2170).
Mary's was not the only case of alcoholism mentioned however. Another, “John”, on programmed
walks alone away from the Clinic, “was visiting a public house for a couple of pints to help him
relax after the day” (Allen, 1981:269).

337 In Hodgkinson, 1981:37.

338 Hodgkinson, 1981.

339 Wondrak, 1980.

30 Lim, 1982,

1 Lim, 1985.

w2 Hodgkinson, 1981.

343 King, 1981.

3+ Martin, 1979:2170.

5 Wondrak, 1980:44.

3¢ Bragker, 1980:367.

347 Anderson, 1979:42.

338 Lim, 1985:18.

39 Nicholson, 1985.

350 She was actually also afraid of all public transportation. See Pyke and Longdon, 1985.

35t Like Mrs. A, “Mr. S” had been similarly unable to go further than a ¥2 mile from his home for
the past six vears. See Pyke and Longdon, 1985.

352 See also a study by Gournay (1991) which shows that there is no real difference between out-
come of treatment delivered from the patient’s home and the out-patient clinic, but for patients
who are unable to attend the out-patient clinic home-based treatment works well. Some patients
in this set of reports were admitted to hospital and treated as in-patients. See for example
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Brooker, 1980; Allen, 1981; King, 1981. Waddell and Demi (1993) did a study of the effectiveness

of partial hospitalisation for treatment and found that on all measures participants had improved.

353 Allen, 1981:269.

354 Lim, 1985:19.

355 Lim, 1985:19.

336 Lim, 1985:19.

357 Lim, 1985:19.

358 Though not exclusively about women. As the following quote from Allen’s report suggests,

~John's” desire to be able to shop without anxiety is related to a discomfort in (urban) crowds, as

the “great success of the day was walking through the Eldon Square shopping centre. This is the

largest indoor shopping precinct in Europe and it was very busy; the wide enclosed walkways

between the stores being crowded with Christmas shoppers” (Aller, 1981:270).

159 Roth et al., 1988.

360 Stantworth, 1982:400.

a6t Stantworth, 1982:403.

302 Stantworth, 1982:400.

363 Stantworth, 1982:402.

164 Wondrak, 1980:43.

165 Pyke and Longdon, 1985:21. This is interesting in light of the findings of a recent survey inves-

tigating the question of whether agoraphobics interpret the environment in large shops and su-

permarkets differently from “general” shoppers. It was found that in fact layout features, stair-

ways, and diminished access did provoke more anxiety in agoraphobics. See Jones, Humphris and

Lewis, 1996.

16 Brooker, 1g80.

387 Liffiton, 1992:33.

308 Garland, 1992:26.

9 Lim, 1982:51.

0 King, 1981:35.

31 Pyke and Roberts, 1987.

s Maskens, 1981:205.

173 Maskens, 1981:205. Evidently, it was predominantly a women’s organisation, since as the

nurse writes: *If any health visitor knows of a young agoraphobic mother living within reasonable

distance of Romford, please tell her about the ‘Outside World’ Society” (1981:205). There were no

*male sufferers” at the first meeting of this group due to feelings of “deep shame”, though one or

twa joined later.

7+ McGennis, Hartman and Nolan, 1977.

75 McGennis, Hartman and Nolan, 1977:12-3.

770 McGennis, Hartman and Nolan, 1977:13.

1~ McGennis, Hartman and Nolan, 1977:13.

+-4 Sinnott et al,, 1981.

59 Needless to say, the advent of the internet has greatly facilitated a different sort of networking

but a sort that does not entail leaving the house. One has only to type “support” and “agorapho-

bia" into www.google.com — this search turned up 11,200 hits. Interestingly, there is no literature

on the impact of the interpet on agoraphobia. Like Sigourney Weaver’s character in the movie

*Copycat,”, [ expected to find research documenting agoraphobics™ use of their computers, same-~

thing that is evident from a browse through agoraphobia web pages. The following exarnple from

< http://www.geocities.com/raymondblackmoore/asa.htm> illustrates (accessed 14 February

2001): “I felt alone and lost. In desperation one night I decided I would do a search on the news-

groups to see what I could find [...] [ couldn't believe it, the people on [alt.suppart.agoraphobia]

were the same as me [...] I felt less alone [...] I was dazzled by the replies ... and ... e-mails I re-

ceived [...] there is always a little family there every day of regulars from all round the world.”
Although there has been no research on this type of thing, what does appear, however, is

some evidence that computers can be used successfully in treatment. One study shows that small

handheld computers can be useful for recording self-report data (Taylor, et al., 1990). Not only

can computers be useful for keeping a detailed record of behaviour, they can also be used to ad-
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minister vicarious exposure treatments (Harcourt et al., 1998; Kirkby et al., 1999). They can even
be used as a substitute for human intervention as a form of self-help by providing ideas on how to
de self-exposure therapy and helping patients set weekly exposure goals (Shaw et al., 1999).

380 Porter, 1997:524.
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Chapter 9
Psychopathology, Social Order and the Psychiatric Narrative

Medicine, for a historian of the present, must be analysed as constitutively
social. To say that medicine is constitutively social does not mean that
medicine has to be understood in a ‘social context’, that it has been subject
to ‘social influences’, or that its activities have been ‘socially determined’.
Rather medicine has been bound up with the ways in which, since the end
of the eighteenth century, the very idea of society has been brought into
existence and acquired a density and a form [...] Society, as it is historically
invented, is immediately accorded an organic form and thought in medical
terms. As a social body, it is liable to sickness, that is to say, it is problem-
atized in the vocabulary of medicine. As a social body it needs to be re-
stored to health ...!

Introduction
In the previous chapter I described in detail a segment of the behaviourist case
literature that was written primarily by nurses. I remarked in particular upon the
style of these reports and how they seemed to tell a story about individual pa-
tients whom the reader could actually get to know. The patients were, in effect,
protagonists — characters vividly portrayed as sufferers who overcome agorapho-
bia through dedication, hard work, and the right amount of support and direction
from compassionate and tolerant caregivers. The narrativity of these accounts
was easy for us to discern: they read very much like stories in the usual sense. Yet
they were unusual in tone and form as compared with the rest of the literature
published alongside it. Their anomalous-ness underscores one of the arguments I
wish to make in this chapter.

The authority of psychiatric knowledge is largely derived from an objec-

tivist scientistic tone that departs considerably from what we commonly think of

202



as “narrative,” and this is especially the case in recent decades. Following Michéle
Barrett, I will demonstrate that the sharp line traditionally drawn between “ob-
jective” psychiatric and “subjective” cultural discourse has always been a vexed
distinction, that despite the medical-scientific packaging, the “clearly narrative”
(fiction) and the “clearly theoretical” (medicine) have never been demarcated.2 In
other words, medical discourse is narrative as fiction is, and as Kathryn Mont-
gomery Hunter writes, “That physicians are scientifically educated and techno-
logically trained alters not one bit the narrative structure of their practical knowl-
edge.”s

In this chapter, [ examine agoraphobia in the context of its historical con-
ditions of possibility in order to illustrate the overarching assumption I have held
throughout this work, namely that agoraphobia represents a kind of narrative,
and that the moral of the (his)story pertains to the health, that is to say, the or-
der, of society. Indeed, I argue that from the outset a normative theory of social
order has been embedded in the discourse of this disease, crucial shifts in cultural
and medical-scientific terrain notwithstanding. By juxtaposing cultural and psy-
chiatric texts, my objective is to illuminate the “writerliness”+ of both, and to de-
stabilise the privilege that the “grid of [scientific] knowledge”s holds in our cul-
ture.

In the first section I examine the ways in which anxiety about social
change informed 19t century ideas about agoraphobia. At this time, social theo-
rists such as Marx, Durkheim, Weber, Tonnies, Simmel and later Benjamin, as
well as physicians, architects, and urban planners were all concerned in one way

or another about the intensity and social estrangement of modern urban life. The
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subtext to their arguments reflected a deep concern for the well being of society,
thrown into disarray with the sea changes of modernity. Implicated in the spectre
of individual pathology and entrenched in the unrelenting psychiatric question of
what it meant to be “normal” was the overarching question of what it meant to
have social order. This question, as it turned out, had gender, race, and class im-
plications. In the second section I examine the feminisation of agoraphobia as
well as its origins as a disease of class privilege. We will look at gender ideology
and separate spheres as they pertained to the gendering of disease, the issue of
consumption, and the impact of World War L. This discussion will be followed in
section three by an examination of the implied whiteness of agoraphobia. Draw-
ing on other medical historical examples elaborated by Rebecca Herzig and Laura
Briggs, I explore how a discourse of agoraphobia that almost never mentions race
is in fact profoundly racialised. Psychoanalytic ideas were no exception to this
rule, and in section four [ examine some of the criticisms of psychoanalysis,
namely its indifference to difference, and its power-ful effects as a normalising
episteme. Finally, in the last section I examine the recent return of psychiatry to
biological and positivist explanations for mental illness and the related “disap-
pearance” of the social. In order to demonstrate a sense of science as practice and
culture, I turn to arguments developed primarily within the field of Science
Studies. I look at the question of social order as it has played out since the DSM
took the helm, as well as its central assumption that diseases — people — can be
classified, orderly, and, ultimately, managed and controlled through the objectiv-

ity of science.
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What I seek to show overall in this chapter is that all of these processes
contributed to a narrative of social order embedded within the discourse and ex-

perience of agoraphobia.

The City, Social Change and Mental Life

In the 19th century medical professionals found themselves in an excellent posi-
tion to aspire to higher status.t This was “the age of improvement”” and as self-
employed, petty bourgeois professionals working within a potentially lucrative —
albeit competitive and insecure—market, doctors had an unprecedented degree of
social authority to facilitate this.8 A trend towards specialisation and division of
labour in an “overstocked medical market” led doctors increasingly to psycho-
logical medicine,% and the ascendancy of professional psychotherapy provided a
“vocabulary of troubles ... shaping lay definitions of everyday difficulties [and]
moulding the presentation of individual complaints [into] problems suitable for
professional treatment.”© Psychiatry was becoming the gatekeeper whose socie-
tal task was to “persuade their fellow citizens to behave in accordance with cer-
tain norms”t and to police the boundaries between the sane and the insane, the
normal and the pathological.:2 The citizenry, including those who presented
themselves for treatment, supported this new kind of moral work because medi-
cal discourse gave people a language and a framework for speaking about them-
selves, their experiences, and their problems. Thus patients collaborated in the
construction of both the condition agoraphobia (as opposed to a set of behav-
iours) and the type of person (agoraphobic) who did not conform to “normal” be-

havioural parameters.
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During these same decades, with the rise of industrial capitalism, urban
existence was taking on a new — and allegedly unhealthy — character. As one phy-
sician wrote in a paper called “Do Our Present Ways of Living Tend to the In-
crease of Certain Forms of Nervous and Mental Disorder?”, “our rapid and over
strenuous life”, unaccompanied by sufficient rest, is the cause of the “increase in
nervous and mentai derangement.” Mental strain is

consequent on the increased demands upon us, the increased number of

sensory impressions and variety of ideas forced upon by our increasing

interests. There is scarcely time for the reception of impressions and no

time at all for their proper assimilation. [...] The emotions are intensified

by our present rapid methods of living, and drawn upon continually.!3
These “rapid methods of living” were particular to the modern urban context, and
this physician’s remarks reflected an “emerging and generalized fear of [the] me-
tropolis” that was manifest in physicians’ writings.'+ Dr. Sutherland (Chapter 4)
expressed a similar concern in 1877, we might recall, when he observed that some
patients only experienced agoraphobic feelings in cities, as demonstrated by their
ability “to bear the sight of a wide green plain.” And while he departed from the
tenets of mainstream psychiatry, even Freud expressed such concerns, arguing
that “modern nervousness” was spreading rapidly. The tension between individ-
ual constitution in the nervous patient and the demands of civilisation, between
“living in simple, healthy, country conditions” as the “forefathers” did, and living
in “the great cities”, was causing “increasing nervousness’ of the present day and
modern civilized life.”s Subsequent psychoanalytic understandings of agorapho-

bia expressed a similar concern through their preoccupation with urban streets as

threatening and seductive.
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While doctors had strong opinions about the perils of modern urban liv-
ing, various social theorists shared their critical sentiments about social change.
They argued that the decline of small-scale craft production and consumption,
and its replacement with modern mass production and a new division of labour,
produced impersonal relations and a loss of individuality, even as the ideology of
individualism continued to develop.

For example, Marx’s (1818-1883) historical materialism, concerned as it
was with the transformation of society from feudal to capitalist relations of pro-
duction, turned on the concept of alienation and the idea that in capitalist society
“[pJolitical economy conceals the estrangement inherent in the nature of labor
by not considering the direct relationship between the worker (labor) and pro-
duction”, and between the worker and the “objects of his production.”'¢ Es-
trangement manifested “not only in the result but in the act of production, within
the producing activity, itself.” Marx goes on to ask: “How could the worker come
to face the product of his activity as a stranger, were it not that in the very act of
production he was estranging himself from himself?”? Human beings were es-
tranged not only from their work, its products, and themselves, however. They
were also estranged from their fellow human beings. As Marx also writes, “An
immediate consequence of the fact that man is estranged from the product of his
labor, from his life activity, from his species being is the estrangement of man
from man.”8

Durkheim (1858-1936) described the new social order as a shift from (pre-
modern) mechanical to (modern) organic solidarity. In traditional societies, peo-

ple integrated through the values and symbols of tradition and homogeneity and
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“what we call society is a more or less organized totality of beliefs and sentiments
common to all the members of the group.” In modern urban societies, however,
it was “quite otherwise” due to “the solidarity which the division of labor pro-
duces.” Organic solidarity is possible “only if each [individual] has a sphere of ac-
tion which is peculiar to him.” Durkheim offered the following analogy:

This solidarity resembles that which we observe among the higher ani-

mals. Each organ, in effect, has its special physiognomy, its autonomy.

And, moreover, the unity of the organism is as great as the individuation of

the parts is more marked.2°

Weber (1864-1920) described the changes in terms of the increasing bu-
reaucratisation of modern industrial society, and the concomitant destruction of
human creativity, and as he wrote, the “most important opponent with which the
spirit of capitalism ... has had to struggle, was ... traditionalism.”2! The “cage” of
“rational conduct” was “one of the fundamental elements” of both “modern capi-
talism” and “of all modern culture.”2 Finally, Ténnies (1858-1936) used the
terms “gemeinschaft” and “gesellschaft” to describe the change from social rela-
tions based in “community” to relations based in “associations,” or the individu-
alistic, impersonal, competitive, calculative, and contractual dealings endemic in
the modern industrial context. As he wrote:

[H]uman Gesellschaft is conceived as mere coexistence of people inde-

pendent of each other. [...] [A]ll praise of rural life has pointed out that the

Gemeinschaft among people is stronger there and more alive; it is the

lasting and genuine form of living together. In contrast to Gemeinschaft,

Gesellschaft is transitory and superficial. 23

But it was Simmel (1858-1918) in particular, and later his (occasional)

student Walter Benjamin,2 who drew attention to the metropolis — “the seat of

the money economy”2s — where exchange value and consumption were the basis
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for social relations. The city (especially the capital city because it was there that
bourgeois culture tended to dominate) was a “key [site] for the changing modes
of experiencing modernity”26 with its transformations in work, housing, and ul-
timately, in social relations.2” As physicians were also suggesting, these social
transformations were ideal conditions for the development of mental problems.
The “psychological conditions which the metropolis create[d]” were constituted,
in Simmel’s words, by
the rapid crowding of changing images, the sharp discontinuity in the
grasp of a single glance, and the unexpectedness of onrushing impressions.
[...] [The city sets up a deep contrast with small town and rural life with
reference to the sensory foundations of psychic life. The metropolis exacts
from man as a discriminating creature a different amount of consciousness
than does rural life.28
In the metropolis, “an asphalt and stone wilderness, the opposite of nature,” life
was phantasmagoric and fragmented, giving rise to a new way of perceiving and
experiencing the social that rendered time and space highly discontinuous.3° All
this “nervous stimulation"3 produced a particular personality type with a “blasé
attitude” that was “unconditionally reserved to the metropolis.” This blasé atti-
tude was the result of
rapidly changing and closely compressed contrasting stimulations of the
nerves. [...] A life in boundless pursuit of pleasure makes one blasé be-
cause it agitates the nerves to their strongest reactivity for such a long time
that they finally cease to react at all. In the same way, through the rapidity
and contradictoriness of their changes, more harmless impressions force
such violent responses, tearing the nerves so brutally hither and thither
that their last reserves of strength are spent; and if one remains in the
same milieu they have no time to gather new strength. An incapacity thus
emerges to react to new sensations with the appropriate energy.32

Thus the individual was driven to take social distance by developing “an inner

barrier” that was
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indispensable for the modern form of life. For the jostling crowdedness
and the motley disorder of metrepolitan communication would simply be
unbearable without such psychological distance. Since contemporary ur-
ban culture, with its commercial, professional and social intercourse,
forces us to be physically close to an enormous number of people, sensitive
and nervous modern people would sink completely into despair if the ob-
jectification of social relationships did not bring with it an inner boundary
and reserve.33
As Simmel’s remarks demonstrate, people were alienated and estranged
psychologically and spatially — from one another, from themselves, and from
their work. Emotional withdrawal and retreat into the self was a way of coping
with progress and the exigencies of modern existence.3+ But the condition that
best captured this “emotional trait” of anxious reserve at its most acute, this
“pathological deformation,” was, as Simmel wrote, “the so-called ‘agoraphobia’:
the fear of coming into too close a contact with objects, a consequence of hy-
peraesthesia, for which every direct and energetic disturbance causes pain.”3s For
Simmel, then, psychological conditions were solutions for living in too close
proximity to too many others. But even isolation — an implication of agoraphobic
behaviour — was considered by Simmel to be essentially social, contra physicians
who conceptualised it as strictly anti-social and therefore pathological (such as
Dr. Sutherland who wrote that his patient “scarcely ever leaves the house, [and]
never goes into society”).3 As Simmel explained: the “mere fact that an individ-
ual does not interact with others ... does [not] express the whole idea of isolation.
For, isolation ... refers by no means to the absence of society.” Moreover, the
feeling of isolation is never as intense as when one is a stranger among many

physically close, as in a crowded city street.37 Isolation is determined by associa-

tion; it “attains its unequivocal, positive significance only as society’s effect at a
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distance — whether as lingering on of past relations, as anticipation of future
contacts, as nostalgia, or as an intentional turning away from society.”38 [solation
represents a very specific relation to society and “a given quantity and quality of
social life creates a certain number of temporarily or chronically lonely exis-
tences.”39

This remark, coupled with his discussion of the blasé attitude and its ex-
treme manifestation in agoraphobia, reflects the idea that psychological condi-
tions were an inevitable consequence of modern urban life. Even modernist ar-
chitects — “doctors of space”# — argued that “urban phobias were precisely the
product of urban environments# and through their building designs, sought to
cleanse the city not only of physical disease, but of its mental disturbances as
well.+2 We might recall “Vincent” (Chapter 4) for example, and his description of
how “[u]gly architecture greatly intensifie[d] the fear.”+3 Agoraphobia in particu-
lar was taken as proof that the city was essentially bad for health. As Camillo
Sitte, a city planner who was well known for his opposition to the development of
a public square {the Ringstrasse) in Vienna, wrote in 1889:

Recently a unique nervous disorder has been diagnosed ~ ‘agoraphobia.’

Numerous people are said to suffer from it, always experiencing a certain

anxiety or discomfort, whenever they have to walk across a vast empty

place. [...] Agoraphobia is a very new and modern ailment. One naturally

feels very cozy in small, old plazas. [...] On our modern gigantic plazas,

with their yawning emptiness and oppressive ennui, the inhabitants of

snug old towns suffer attacks of this fashionable agoraphobia.44

Mental problems were not the only health risks of urban living, however,
and psychological distance and aesthetically pleasing architecture not the only

strategies for achieving “health.” The evidence was clear, for example, that cities

withcut sanitation bore directly upon public health (witness cholera): the “mias-

301



mic conception of epidemics [believed to inhere] in the relation between social
space and human character lent itself to a medicine of social spaces.” As such,
medicine played a crucial role in the very organisation of social space, insofar as
its practices were bound up with the regulation of urban life, problematised as it
was in the language of disease. Rose observes that
... diseases were produced in certain types of social space, circulated
around social space, alighted upon those predisposed by character or hab-
its to succumb and ran its course in them. [...] Disease could be seen to
coincide with physical squalor and moral degradation.+s
Subjected to the “purifying gaze of civilization”, a variety of schemes for im-
provement was developed to facilitate hygiene and civility. These “spatial tech-
nologies of health” included zoning, which established “absolute lines of demar-
cation between work and residential areas, and between cultural and commercial
activities.”+¢ City planning, also out of concern for the “health of the social body,”
sought to reconstruct public space “in order to penetrate the dark and fetid lo-
cales where disease bred untouched by the purifying effects of light, air and civil-
ity.”+7 In both city plans and the architectural
design of buildings - prisons, asylums, schools, homes, bathrooms, kitch-
ens — one sees the desire to make space healthy. Architects and planners
seek to enact a medical vocation by organizing ... relations ...in order to
minimize all that would encourage disease and to maximize all that would
promote [...] the dream of the healthy body ...+8
It is no coincidence, then, that the private sphere was constructed by middle-class
ideologues as a purified and aerated refuge from the filth and immorality that the
lower classes produced in urban streets.+? Indeed, it was this separation of space

that was of such strong interest to Walter Benjamin. Whereas Simmel was con-

cerned to theorise the inner barrier that urban individuals developed, thereby
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laying the groundwork for an understanding of the direct psychical consequences
of modern urban life, Benjamin was more interested in the outer barriers, that is,
the retreat of the bourgeoisie into the privacy of their homes.

Benjamin simultaneously loathed and praised the city — it was the site of
bourgeois domination on the one hand, and the space of intoxication and in-
trigue, of excitement and distraction, on the other. Fascinated with public space
and all its stimuli, the display of commodities in the shopping arcades, the
changing “structure of experience,” and the different types of people moving
through the crowds, Benjamin saw the city as a source of pleasure and danger,
shocks and nervous pressure. Like Simmel, he described how people developed a
defensive urban consciousness as a protective barrier against too much stimula-
tion. Although more willing than Simmel to celebrate city life, Benjamin also ob-
served that the city was alienating and necessitated self-preservation:

The greater the share of the shock factor in particular impressions, the

more constantly consciousness has to be alert as a screen against stimuli;

the more efficiently it is so, the less do these impressions enter experience

... tending to remain in the sphere of a certain hour in one’s life.”s°
The shocks and stimuli of the urban environment were “unassimilable by the
consciousness of the individual, and ... parried or deflected into the realm of the
unconscious where they remain[ed] embedded.”s* Finding a parallel in both
Freud’s theory of the unconscious and Simmel’s observation that modern indi-
viduals’ only psychological recourse was to retreat into themselves, Benjamin fo-
cused on the bourgeois interiorisation of private life so peculiar to the period.

City planning in the name of health offered the bourgeoisie a way of separating

themselves from the unpleasantness and danger of the lower classes. A physical
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boundary— a “psychoanalysis of space”s® — was developed and the bourgeois
home became a sanctuary:

For the private person, living space becomes, for the first time, antithetical

to the place of work. [...] The private person who squares his accounts with

reality in his office demands that the interior be maintained in his illu-
sions. [...] From this springs the phantasmagorias of the interior. For the
private individual the private environment represents the universe. [...]

His drawing room is a box in the world theatre.s3

Despite the best efforts to separate spaces of work and home, however, it
was apparent that the home could not be a constant haven. As Henri Lefebvre ar-
gues, and as demonstrated by some patients unable to be alone even at home,54
the apparent “solidity” of the interior was an illusion. The house was “permeated
from every direction by streams of energy which run in and out of it by every
imaginable route.”ss Thus, the bourgeoisie sought to “compensate...for the incon-
sequential nature of private life in the big city [...] within...four walls” by accu-
mulating a “host of objects.” Although the “bourgeoisie is unable to give his
earthly being permanence, it seems to be a matter of honour with him to preserve
the traces of his articles and requisites of daily use in perpetuity.”s¢ In other
words, commodity consumption enhanced the retreat into the private home, of-
fering an additional method for coping with the pressures of modern life.

As an important signifier of social status,57 one might even argue that con-
sumption was an equally important (if not paradoxical) signifier of normal bour-
geois behaviour.s8 By implication, then, the “refusal” to participate in consump-
tion — an inevitable implication of agoraphobia (at least until the advent of inter-

net and catalogue shopping) — has iong been an implicit criterion of pathology.

Even as recently as the last few decades, patients being treated within a cognitive-
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behaviourist framework who did not set shopping alone as a goal of their treat-
ment were few and far between (Chapter 8).59

In sum, we can see how physicians, social theorists, architects and plan-
ners helped give social estrangement “all the dimensions of a psychological com-
plex” constructed from a range of new mental diseases, which seemed to be tied
to the urban context. Agoraphobia (and claustrophobia) was at once diagnosis
and metaphor: the pathology described symptoms of anxiety at the same time as
it captured the alienation that individuals felt and experienced in modern soci-
ety.6c More importantly, the diagnosis gave agoraphobic individuals a medical
framework through which to make sense of their experiences in the city, and of

themselves as different from others.6t

The Gender of Agoraphobia

Of course, while the cultural significance of agoraphobia - that is, the perils of
social change ~ had, in a sense, surpassed the significance of its medical etiol-
ogy®? — that is, over-stimulation in fast paced cities — the individual characters of
patients were also considered fair game. Mental disorders were equated with
moral depravity and personal weakness and as one American neurologist wrote:
“mental disorder, in neurotic individuals, [could bring] about a moral epidemic
or even [threaten] to change the structure of society and unity of the house-
hold.”s3 Turning again to Dr. Sutherland, for example, he concluded that the ago-
raphobia in his patients was the result of excess and debauchery. His theory was
consistent with a popular notion among doctors of that time that diseases “fol-

lowed in the wake of excesses of all kinds,”¢+ and were caused by
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excesses or deficiencies in the way a patient lived. The conjunction of

natural equilibrium and health fitted easily within a moral context, for un-

balancing immoderation could follow not only from improper behavior re-

garding heat, fresh air, exercise, and food, but also from drinking, piety,

and venery.65
While excess and debauchery was a popular explanation for illness, also central
to this “moral epidemic,” not surprisingly, were strong ideas about gender and
class. For example, where women were concerned, 19t century messages about
consumption were highly contradictory. As Wilson writes, “Just as nineteenth-
century society was trying to deepen and secure the boundary between public and
private, industrial capitalism was erasing it."¢¢ Alongside a desire to control
women’s movement in urban space, there was also a tendency to encourage it, for
women'’s social status hung in the balance. This tension was evident in an in-
creasing market consumerism and the seductions it provided. These included
new forms of employment for working and lower middle-class women, as well as
exhibitions, department stores, refreshment rooms, rest rooms, and reading
rooms — all places where bourgeois women could go unchaperoned.

Sanctions on women’s movement may explain in part why most of the
early patients diagnosed with agoraphobia were men, since staying home for a
woman was a sign of normality, not pathology. Yet, following Vidler, even though
most of the earliest patients were men, “from the outset,” these mental problems
“were assigned a definite place in the gendering of metropolitan psychopathology
[...] and thought of as fundamentally ‘female’ in character.”67 Vidler does not do a
thorough analysis of how this came to pass but considered in the light of a paper

by Nancy Theriot, we begin to get a clearer picture. Theriot observes that, in the

19t century, women’s nervous systems were thought to be more honed than
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men’s, indeed, nerves themselves feminine. Medical illustrations depicted the
nervous system as female (as opposed to the muscular system normally repre-
sented as male), rendering women “inherently prone to nervousness and to
manic, depressive, or hysterical responses to life’s difficulties.”68

Thus when men were diagnosed with agoraphobia, nerves were frequently
cited as the culprit, and agoraphobia was thereby feminised. (Ironically, when
women were diagnosed with agoraphobia, their reproductive organs were blamed
as the central cause. Evidently blaming their nerves would have been redun-
dant.%9) As Dr. White wrote in 1884, for example, agoraphobia represented a “cu-
rious phase of nervous phenomenon.” He then went on to describe the symptoms
in a 30-year-old professional gentleman with no family history of nervous disor-
ders but who “suffered from a nervous kind of light-headedness [...] brought on
by the ideas of space.”™ Dr. Webber, whose patient was a 42-year-old man, wrote
that at “the foundation of these sensations of anxiety lies one common ... corpo-
real cause” occurring “in a certain pathological group, including what may be ex-
pressed by the name nervous irritability, crethism, irritable weakness.” In these
cases the “entire nervous system ... may be thrown into extreme commotion.””:
Nerves were not the only offender, however; the femininity of agoraphobia was
also underscored by Freud when he described it in a letter to Fliess as the “re-
pression of the intention to take the first man one meets in the street.”2

But there was arguably more going on than both a theory of repression and
a gendered “ideology of nerves.” To be sure, a patriarchal ideal of femininity (and
masculinity), inextricable from a contradictory imperative of social and spatial

order, also had an important part to play. More specifically, the ideology of sepa-
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rate spheres, evident in the deportment literature of the 19th century, declared
women’s role to be, primarily, that of wife and mother. Prescriptive guides to
True Womanhood bore titles such as The Young Lady’s Book: A Manual of Ele-
gant Recreations, Exercises, and Pursuits and Woman As She Was, Is, and
Should Be.”s These books were premised on the middle-class notion that a True
Woman's place was in the home and their directives sought to maintain a clear
and definite boundary between these women of refinement and the lower classes.
Alongside a general unease about the city and women's sexual and intellectual
independence, women in the streets unaccompanied were seen as a moral prob-
lem.7

The early historiography on separate spheres, of which Welter's work was
representative, assumed a congruence existed between such prescriptive litera-
ture and women'’s real experiences. Though there were restrictions on women’s
presence in the streets alone, more recent historiography questions the extent to
which women strictly occupied a separate sphere.’s Historiographical debates
suggest that the separate spheres metaphor oversimplified the “real” situation of
women in the latter half of the 19t century, that the rhetoric departed somewhat
from the reality. Indeed, there was something to the metaphor, but women’s
lives were more complex than straightforward confinement in the home, varying
by class, region, degree and type of industrialisation, and numerous other fac-
tors.”s Stll, it is undeniable that the ideology of gender roles that informed the
rhetoric had a remarkable consistency with the symptoms of agoraphobia.

In fact, the resonance between gender ideology and agoraphobic sympto-

matology suggests an explanation for why earlier agoraphobic patients were men.
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Most likely, as I noted earlier, this kind of behaviour was considered quite appro-
priate for women: the symptoms of this disease mapped so well onto what was
expected of them. I would also argue that agoraphobia diagnosed in men, how-
ever, suggests a resistance on their part to an imperative of masculinity imposed
uipon them that they could not fulfil, a resistance that was subsequently patholo-
gised.

World War I may also have reinforced the gendered division of this disease
and especially the shift in prevalence from men to women, so that what was nor-
mal (feminine domesticity) became pathological (agoraphobia). During the war
women achieved some measure of independence from men, but with enhanced
independence came more duties and responsibilities, an adaptation that not all
women could (or would) make. For those women for whom emancipation was
not a priority, that is, women who had no feminist quarrel with the status quo,
agoraphobia may have been a way for them to avoid the issues of gender politics
legitimately. And since separate spheres was more rhetoric than reality, the in-
vention of a pathology that could equally effect the kind of social control that was
the driving force of gender ideology may have been just what the doctor ordered.
With all the social authority that medicine had secured for itself, re-inventing
True Womanhood in the language of disease and femininity provided a way for
doctors (with the collaboration of their patients) to stem the tide of equality.77
The re-gendering of agoraphobia, then, is a story not only about individual expe-
riences of panic, but about social and moral panic as well, deriving from a per-

ceived loss of control over women'’s bodies and sexualities.
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A third reason may also help to explain why agoraphobia, once it had
shifted to women, remained their provenance. War neurosis (masculine because
war-related) had been “discovered” by then and was a common framework for
understanding men’s post-war anxieties, while agoraphobia (by comparison,
emasculating because home-related) was really only beginning to be diagnosed
substantially in women. With this in mind, we might compare the following pas-
sages: The first, by Pat Barker, is a fictionalised account of (real) psychiatrist
William Rivers’ efforts to treat soldiers with shell shock. He observed that

in leading his patients to understand that breakdown was nothing to be

ashamed of, that horror and fear were inevitable responses to the trauma

of war and were better acknowledged than suppressed, that feelings of
tenderness for other men were natural and right, that tears were an ac-
ceptable and helpful part of grieving, he was setting himself against the
whole tenor of their upbringing. They'd been trained to identify emotional
repression, as the essence of manliness. Men who broke down, or cried, or
admitted to feeling fear, were sissies, weaklings, failures. Not men.78
The second passage is one we looked at in Chapter 4, taken from the “confession”
in 1919 by “Vincent” who lamented his inability to “take up [his] duties on ac-
count of indisposition.” As he asked in his autopathography: “Can I ever take my
place in the world unhandicapped as other men are, and enjoy a single day unde-
pressed by dark dread? If I could be as other men, it seems to me that my useful-
ness should be increased a hundredfold.””s A similar sentiment was expressed by
a physician suffering from this “affection”. The “spells”

grew upon me, until [ was afraid to go a hundred yards by myself, even out

in my own premises. [...] Engaged at the time in the practice of medicine

and farming, of course my business had to suffer and I grew melancholy,
feeling that all my prospects in life were blighted. I however tried manfully

to brave off the spells, though at each time I permitted myself to be alone, I
suffered terrible agony...8
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The point [ wish to make in juxtaposing these three excerpts is that physicians
were debating not only clinical issues but also questions about what people were
supposed to be like, what they were supposed to be doing, and where they were
supposed to be. In other words, the literature conveyed implicit (and sometimes
explicit) messages about a gendered social order and the role of psychiatry in its
negotiation.

Nonetheless, following the First World War and the gendered shift in
prevalence, questions started to emerge regarding the possibility of a link be-
tween women's social inequality and the state of their mental health. As one phy-
sician remarked in 1925, perhaps their mental troubles were due to the fact that
“[wlomen through their early education and home environment up to the present
age have been denied that knowledge of sex to which they are rightly entitled and
have been taught to suppress all thought of such matters as immodest.” 8! A simi-
lar, if ambiguous, thesis was suggested by American neurologist Abraham Myer-
son who, in his 1929 book The Nervous Housewife, argued that the “psychasthe-
nia” of the housewife (which included fears of open and closed places, leaving
home and being alone) was the resuit of a malcontent made apparent by femi-
nism.82 As he wrote:

A woman may be hyperaesthetic in one sphere of her tastes and as thick-

skinned as a rhinoceros in others. She may squirm with horror if her hus-

band snores in his sleep, but be willing to live in an ugly modern apart-
ment house with a poodle dog for her chief associate. Or the overconscien-
tious woman may expend her energies in chasing the last bit of dirt out of
her house but be willing to poison her family with three delicatessen meals

a day. The overemotional housewife may flood the household with her

tears over trifles but be a very Spartan in the grave emergencies of life.

And the neurotic woman, a chronic invalid for housework, may do a
dragon’s work for Woman Suffrage.83
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Whether he was critical of women for having feminist inclinations or simply re-
marking on the benefit that accrues to them when they work in their own inter-
ests is not clear. Other remarks he made pertaining to race were quite clear, how-
ever, and it is to this issue (and his remarks) that I turn next. This discussion of

race will include discussion of both 19th century and contemporary medicine and

psychiatry.

The Race of Agoraphobia

Though Myerson insisted that the forces of social life were mainly responsible for
mental problems, he maintained that women were ultimately predisposed due to
their over-emotionality, especially Jewish women because the “Jewish home re-
verberates with emotionality and largely through this the attitude of the Jewish
housewife.”8 The notion that Jews were especially prone to nervous disease
seems to have been quite popular and longstanding. As Sander Gilman writes:
“The face of the Jew was as much a sign of the pathological as was the face of the
hysteric” and the notion that Eastern European Jewish men were most at risk for
hysteria was a “truism of medical science” for decades.85 An American physician
named C.E. Atwood wrote in 1903, for example, that 80 per cent of the cases of
neurasthenia that he saw at one clinic in 1902 were foreign born, and mostly Rus-
sian Jews.36

But the pathological psyches of Jews was not strictly about their Jewish-
ness. In America at least, this sensibility was inextricable from a widespread dis-
course of anti-immigration. As Atwood wrote in the same article, most at risk for

nervous disease was the immigrant, especially in large cities, and this was
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partly owing to some inherent racial peculiarities, partly to neurotic he-
redity, or tendencies, partly to deprivation, partly to competition, and
partly to the fact that the sordid processes of evolution are before him. {...]
It is chiefly in this imported foreign population that we find types of de-
generacy, physical stigmata, perversions, mental enfeeblement, neuras-
thenia, insanity and criminals. The immigrant in this case has been thrown
on his own resources and has entered the strife as an inferior, and he be-
comes an easy prey to his physical and vital environment.87
Atwood argued in conclusion that the “subject of immigration is of exceeding im-
portance” in the prevention of nervous disease. He goes on to say:
The fact that eight tenths of cases of neurasthenia at the Vanderbilt Clinic,
and two thirds of the insane of the State of New York, are either foreign
born or of foreign parentage, points to possibilities of prevention by re-
stricting immigration. But it is my province merely to point out some of
the dangers and not suggest a cure for them. 88
Atwood’s remarks are revealing, however it should be noted that his concern was
with neurasthenia in particular. This kind of flagrant anti-immigration racism
was decidedly not evident in the literature on agoraphobia. Indeed, save for the
racial inference in Myerson and a handful of more direct references, in 130 years’
worth of writing about agoraphobia what has remained remarkably consistent is
the almost complete absence of any mention of race. This is despite the fact, as
we have seen and shall see again shortly, that it was common for diseases — both
physical and mental ~ to be racialised.29 As Gerald Grob writes, psychiatry was
not “immune from the racial and ethnic divisions of the larger society. Many be-
lieved that susceptibility toward mental illness was in part determined by race.”9°
To be sure, the invisibility of race in agoraphobia literature suggests that
the typical patient suffering from this disorder has historically not only been fe-

male (since World War I), married and middle-class, but also white. The silence

is especially offset by the few occasions when race is mentioned, that is, in cases
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of “racial deviance.” Two patients described in Chapter 5 provide good examples:
In one case, the patient (“Diane”) was afraid of running into “little black people”
(Jews and Puerto Ricans) downtown, while in the other, the patient himself was
an orthodox Polish Jewish immigrant.s: A third patient, described in Chapter 8,
was a 28-year-old West Indian woman with excessive thyroid activity and agora-
phobia.92 In contrast, I found no articles describing patients as Protestant and
white. As such, it was especially surprising when the American epidemiological
evidence from the 1980s that we looked at in Chapter 8 revealed that the majority
of agoraphobics are poor, single or divorced, Black women.

In the earlier discussion I suggested two possible explanations for this un-
expected evidence. The first is a lack of economic access to therapy (which leads
to overrepresentation of whites within clinic populations and agoraphobia re-
search based on these populations).3 This is borne out by US National Health
Survey data that show a substantial difference between white and Black family
income levels,% corresponding disparities in private health insurance coveragess
and State and county mental hospital admissions.? Recent census data (1998)
also reveal significantly fewer visits by Blacks to physicians’ offices, 97 reflecting a
longstanding, complex, deeply entrenched ~ and well-justified — distrust of
medical professionals by African Americans. The distrust derives from a long
history in the US of (ab)using African Americans for the purposes of medical ex-
perimentation. I already outlined the Tuskegee Syphilis Study in Chapter 8, but
will now focus briefly on earlier studies, as they add further historical perspective

to the absence of Blacks in agoraphobia literature.
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First, antebellum gynecologist J. Marion Sims used three Alabama slave
women that he purchased expressly for the purpose of practising a technique for
repairing post-partum vaginal tears.98 These tears (“fistulas”) caused urine and
feces to leak through the vaginal opening, causing great discomfort and distress.
Sims was said to have arranged with one slaveowner as follows:

‘If you will give me Anarcha and Betsey for experiment, I agree to perform

no operation on either of them to endanger their lives, and will not charge

a cent for keeping them, but you must pay their taxes and clothe them. I

will keep them at my own expense.’s9
These were the days before anaesthesia and Sims performed dozens of operations
on the women. And even though he was spending a lot of money “to support a
half-dozen niggers,” Sims continued to try and perfect a cure. It took 30 opera-
tions on Anarcha before Sims found success through the use of silver sutures.0°

Another example from around the same time was when a Georgia physi-
cian, wanting to test remedies for heat-stroke, had a slave (provided to him as re-
payment for a debt) sit naked on a stool placed on a platform in a pit that had
been heated to a high temperature. This poor soul was given various medications
while the experiment was conducted over a period of two to three weeks. The ex-
perimenter’s overall purpose of this experiment was to make it possible for slaves
to work longer hours on the hottest days. Obviously, among other abuses of their
human rights, these “research” subjects, unlike their white counterparts, were not
paid for their participation.

The cultural effects of these damaging research practices were com-

pounded by the prospect of urban “night doctors” taking African Americans away

dead or alive for use in medical research.!°2 Coinciding with the great migration
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of Blacks to industrial urban centres between 1880 and the end of the First World
War, the entrenched notion that city people were in danger of being kidnapped
and murdered was possibly the most effective rumour deliberately circulated by
Southern labour-conscious whites seeking to prevent Blacks from migrating to
the North.13 As one statement in an 1896 issue of the Journal of American
Folklore read:

On dark nights negroes in cities consider it dangerous to walk alone
on the streets because the “night-doctor” is abroad. He does not hesitate to
choke colored people to death in order to obtain their bodies for dissec-
tion. The genesis of this belief from the well-known practice of grave-
robbing for medical colleges, several of which are located in Southern cit-
ies, is sufficiently evident.104

Though no evidence has been found that these “night riders” really existed, 105 the
substantial folklore about it, following W.I. Thomas, served to define the situa-
tion as real, rendering the idea real in its consequences.'¢é In fact, the leap from
this to agoraphobic fear does not require much imagination, especially in light of
the following Boston Herald article from 1889:
The negroes of Clarendon, Williamsburg and Sumter counties have for
several weeks past been in a state of fear and trembling. They claim that
there is a white man, a doctor, who at will can make himself invisible, and
who then approaches some unsuspecting darkey, and having rendered him
or her insensible with chloroform, proceeds to fill up a bucket with the
victim’s bload, for the purpose of making medicine. After having drained
the last drop of blood from the victim, the body is dumped into some se-
cret place where it is impossible for any person to find it. The colored
women are so worked up over this phantom that they will not venture
out at night, or in the daytime in any sequestered place.’o?
The thought of being bied and dismembered terrified African Americans so
much, that until the 1930s at least, many stayed away from the vicinity of hospi-~
tals during the daytime, and avoided night travel and even certain cities alto-

gether.108
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The more contemporary example found in the Tuskegee Syphilis study
conducted between 1932 and 1972 (described in Chapter 8) is commonly cited as
the defining event in this racist medical history. Distressingly, however, racist ex-
perimentation did not stop once that study was exposed. As recently as 1996, the
Centres for Disease Control finally disclosed a trial for a measles vaccine in prog-
ress since 1989. Most of the 900 babies who were inoculated in this study were
Black and Latino, and the infants’ parents had not been informed that the vaccine
was not licensed in the United States and had been associated with increased
death rates in Africa.!09 Remarkably, this occurred despite the National Research
Act that had been implemented in 1974 following the syphilis study disclosure.
The act was “established to protect subjects in human experimentation, [and]
mandates institutional review board approval of all federally funded projects with
human subjects.”110

These examples go a long way to illustrate why African Americans would
be resistant to medical interventions. It also helps explain why, in recent history,
they have declined for the most part to participate in clinical trials and organ do-
nation, and why many believe the AIDS virus to be synthetic, and a deliberate
attempt at genocide against them.! But the most compelling illustration comes
from the “night doctors” example, which demonstrates most revealingly that
similar to affluent white women'’s “passing” as True Women rather than agora-
phobic, African Americans’ anxieties about being out in white-dominated racist
and dangerous public space may have also “passed” unnoticed — that is, as
something other than agoraphobia. Hence, the surprising contemporary epide-

miological evidence.
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Indeed, public health statistics such as these have also contributed their
fair share to the narrative of racial difference. To return again to the epidemiol-
ogical study, the interviews conducted for that were based on a schedule (the
“DIS”) defined by the criteria of DSM-III. If the revised DSM-III-R schedule (the
“SCID") is any indication, it is likely that the DIS was also based on normative
white experiences and did not address issues of racism.!2 This is very suggestive:
the single, poor Black women who comprised the strong majority of agoraphobics
may have “qualified” as decontextualised agoraphobics simply because the inter-
view(er) did not ask the “right” questions, that is, questions that might have il-
lustrated the possibility that racism, not phobic fear per se, discourages Blacks
from public places.u3 This tacit normalisation of whiteness in the discourse of
agoraphobia has given whiteness the position of silent but privileged signifier
throughout the history of its representation. I turn now to two recent studies of
other diseases that help to illustrate this point.

First, Rebecca Herzig, in her work on the diagnosis of hypertrichosis (ex-
cessive and unwanted hair) before 1930, argues that the very category of ‘sex” was
often at stake in medical diagnosis and treatment. Central to negotiations over
the definition of hypertrichosis were debates over the nature of sexual difference
to the extent that the question of how much hair was “natural” and “unnatural”
was an important dilemma for medical practitioners. This question was insepa-
rable from ideas about race to the extent that within the discourse of this disease,
body hair was invested with the weight of evolutionary progress (or rather, its

lack) that directly signified racial difference. Herzig contends that
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even when acknowledging cultural variation in perceptions of beauty and
normalcy, physicians were quick to mark some bodies as fundamentally
‘deficient’ or ‘excessive’ in secondary hair growth. [...] At stake in the diag-
nosis of hypertrichosis, then, was the very meaning of racialized manliness
and womanliness themselves..."114
Even more fundamentally, as Herzig states later in her paper, the desire to ap-
pear feminine, that is, not excessively and unnaturally hairy,
made sense only against the backdrop of an already-presumed distinction
between normal [read: white] and abnormal [read: non-white] bodies,
since only the normal body could become ill with hypertrichosis. Other
bodies were presumed to be [merely] expressing their characteristic racial
difference. s
Thus Caucasian bodies could be the only candidates for this pathology because
they were the only bodies qualified to be considered “normal.” “Mongolian” and
“Negro” bodies were excluded both from the normal and the pathological. They
simply constituted “deficiency” - a separate category altogether. In other words,
their hairiness (or hair-less-ness) was simply an expression of their race. In fact,
whiteness, for all intents and purposes, though superior, was not really even a
race in the sense that these and other groups were considered to be. The term
“coloured” captures this negative relation well, the assumption being that white
was and is not a colour at all.u6
This assumption is evident in the Statistical Manual for the Use of Insti-
tuttons for the Insane, discussed in Chapter 7. As a precursor to the DSM, this
publication, in addition to disease classifications, included various instructions
on how to classify the “race of first admissions” to hospital. The categories out-
lined in these pages were derived from a publication that the United States Im-

migration Service released in 1911 called the Dictionary of Races or Peoples.

There, under the category called “Negro, Negroid, African, Black, Ethiopian, or
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Austafrican,”7 it is stated that this “grand division of mankind” is “distinguished

” K«

by its black color and, generally speaking, by its woolly hair.” “Negroes” are “alike
in inhabiting hot countries and in belonging to the lowest division of mankind
from an evolutionary standpoint.”8 In contrast, the “English” are described as
“the principal race,” but of course, when they use the term “race” here they do not
really mean race the way it is meant when used to refer to brown-skinned people
reduced to sub-humans on some level. Rather, what is meant by race here is that
white is the normative standard against which all the other so-called races shali
be measured. The elevated evolutionary status of whites is simply assumed and in
fact, as the Dictionary states: “Of course there is no necessity in this dictionary for
discussion of a subject so well understood by all as the character, social institu-
tions, and other qualities of the English as an immigrant people.” 119

To the extent that the classification of races and peoples was based on
ideas about evolutionary progress, | want to argue, following Laura Briggs, that
the normalisation of whiteness was also intrinsically linked to ideas about civili-
sation and modernity, and related assumptions about the frailty of affluent
women'’s bodies. In her article on the history of race and hysteria (including neu-
rasthenia), Briggs argues that hysteria was about race as much as it was about
class and gender, insofar as nervousness was characterised as a problem of “over-
civilization”. As Atwood wrote in that rich 1903 piece, for example: “General pa-
resist2c has been called a product of civilisation and syphilization. It was first de-
scribed in 1820, and probably did not exist to a pronounced extent before that
time. It has gradually increased in frequency, especially in cities.”*2 Early schol-

arship on women and hysteria, as has been noted, viewed this diagnosis as a
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“dismissal of women as competent participants in public life, a social role un-
comfortably inhabited by suffering women, and a warning about the dangerous
consequences for women of engaging in ‘unfeminine’ behavior.”22 This early ar-
gument was a convincing one, but like its cousin in the discourse of separate
spheres, it fell short of addressing race in any meaningful way, presuming the
category “woman” to be monolithic and unencumbered by any other social con-
tingencies.

Briggs argues, in contrast, that as “a disease of ‘overcivilization,” hysterical
illness was the provenance almost exclusively of Anglo-Americans, native-born
whites, specifically, white women of a certain class.”'23 These women were under-
stood to be frail and nervous, a conception popularised by famous physicians
such as S. Weir Mitchell and George M. Beard, and suffering from a nervous
weakness “produced by the frantic pressures of advanced civilization.”'24 As
Beard wrote, for example,

Nervous disease ... scarcely exists among savages or barbarians, or semi-

barbarians or partially civilized people. Likewise in the lower orders in our

great cities, and among the peasantry in the rural districts, muscle-
workers, as distinguished from brain-workers — those who represent the
habits and mode of life and disease of our ancestors — functional nervous
diseases, except those of a malarial or syphilitic character, are about as
rare as they were among all classes during the last century. These people
frequently need more violent and severe purging, more blood-letting,

more frequent blistering than the higher orders would endure. 125
As Beard also argued in his treatise on nervousness: “functional nervous disease”
resulted only when “civilization prepare([s] the way.” As he went on to say, “Civili-

zation is ... the one constant factor, the foundation of all these neuroses, wherever

they exist.”126
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For the purposes of our understanding of agoraphobia, what is especially
interesting about this notion that only civilised (white affluent) people could be-
come hysterical, neurasthenic, and as I am arguing, agoraphobic, is that all of the
social theorists mentioned earlier — Marx, Durkheim, Weber, Ténnies, Simmel,
and Benjamin too, to some extent —were also pre-occupied with evolution and
the dangers of civilisation. And as Briggs points out,

[c]ultural evolutionism and other sciences of racial difference encoded

many diverse relations in the notions of ‘(over)civilized’ and savage ... [in-

cluding] the differences between country and city ...the edenic, innocent

pastoral as against the vexations of industrialization, the nostalgic against

the modern. =7
These theorists were (implicitly) differentiating between the civilised and the un-
civilised vis-a-vis their eschewal of modern times and their concerns about the
impact of social progress. As one physician put it (albeit in 1959), “neurosis [was]
the income tax of civilisation.”28 The social progress that these theorists be-
moaned implied a normative standard of evolution against which the dominant
class (and race) could measure their own progression. Of course, the social theo-
rists, the physicians, and Laura Briggs all demonstrate that civilisation and its
concomitant privilege came at a cost; evidently the affluent, by virtue of being the
“right” — read: “normal” - race, also had the prerogative of socially sanctioned
" disease. The affluent were less hardy and more prone to illness than their uncivi-
lised counterparts, but with their evolutionary status at stake, that was to be ex-
pected.

With these ideas in mind, what I want to convey is that the racialisation of

agoraphobia occurred by insinuation. White middle and upper-class people were

the privileged subject of medicine — and social theory — because as civilised sub-

322



jects only they had the prerogative of being normal.'29 The normative white sub-
ject has persisted throughout the 20t century discourse of agoraphobia, making
the epidemiological findings discussed earlier especially interesting. Yet while I
have outlined some of the historical conditions of possibility for the normative
nature of whiteness, this still does not address adequately the implications of this
new evidence of a prevalence of agoraphobia among poor Black women. In other
words, we must account for how this kind of evidence could come to light now.

To explore this, the meaning of this “new” finding, we must problematise
the concept of race as it is used in contemporary epidemiological research. An
extensive body of literature demonstrates the inviability of a biological concept of
race. A social and historical construct, the purpose of the biological concept has
been to give meaning to human variation based on the notion that different pack-
ages of genes exist between human groups. This notion has failed to deliver, how-
ever, because the boundaries between racialised groups are indistinct, and be-
cause, even though individuals within groups may share certain external features
such as skin colour, they are heterogeneous in other genetic respects. 12° But the
primacy given to such visible characteristics is ultimately arbitrary, and a single
trait is inadequate grounds on which to characterise human diversity. 3t Rather,
as Sandra Harding states, “Race is not a thing, [...] but a relationship between
groups’” and racialising is “a consequence of the symbolic meanings and struc-
tural relations of races, not the reverse.”132 Consistent with this kind of thinking,
in 1967 UNESCO released a revised Statement on the Biological Aspects of Race,
(originally penned in 1951), declaring that the concept of race as applied to hu-

mans was no longer acceptable and had no place in biological science.133
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Yet, despite all the evidence and arguments against it, and despite the fact
that there is still no international agreement on racial classification, the concept
is still routinely used, not least in epidemiological research. References to race
have steadily increased in recent decades, as one group of researchers found by
examining papers published in two epidemiology journals between 1921 and
1990, where 79% of 124 US studies contained references to race. They also found
an increasing trend towards the explicit exclusion of ‘nonwhite’ subjects, despite
the National Institute of Health's requirement that all groups be included in
studies unless there is some compelling scientific evidence justifying exclusion.'3+

This kind of research must be cailed into question methodologically due to
three important limitations: First, there is a lack of continuity between data col-
lection agencies as to how to count/classify/categorise race and ethnicity. Mis-
counting and misclassification by race occurs frequently. Second, individual sub-
jects’ self-reporting of race and ethnic identity varies depending on different indi-
cators, surveys, or times, and, [ would add, differing and subjectively understood
criteria. And third, the race concept itself is simply untenable. Statistics gener-
ated on the basis of an inherently unsustainable concept of race may not be accu-
rate or meaningful.t3s Although such information is necessary in order to redress
excess morbidity and mortality among “minority” populations, what is arguably
more important is exploring how race relations and discrimination have health
consequences, rather than how race explains racial differences in health.:36

In sum, reports on the Epidemiological Catchment Area project noted that
the subjects of the study came from the community rather than from private

clinics (as is usually the case in agoraphobia literature) and that this had implica-
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tions for the study’s findings. But the question of why poor Black women suppos-
edly suffer with agoraphobia so much more than whites was not considered. Coo-
per’s analysis of the prevalence of heart disease among Blacks in the US may help
to answer this:
... black people in this society are imprisoned by institutional racism; this
is the attribute of blackness which at bottom determines their health
status. {...] The epidemiology of [coronary heart disease] among [them]
has ... been determined by ... social conditions. Greater cigarette use, rela-
tive exclusion from preventive campaigns, bad nutrition, excess hyperten-
sion, and obesity are all important attributes of the contemporary experi-
ence of black Americans. Higher rates of [coronary heart disease] are to be
anticipated.'37
Similarly, the possibility that racism might prevent African Americans from
leaving their house and from seeking treatment from medical professionals they
do not trust is equally plausible. Their sudden appearance on the epidemiological
radar screen, standing in stark contrast to an entire discourse of agoraphobia that
suggests this group of people did not even exist, is at once counterintuitive and
entirely predictable. [ have tried to show that non-whites have also had to cope
with the frenetic pace of modern life — but in this case the experience is different,
thoroughly infused by the degradation of racialised identities.
Let us turn now to the cultural politics of psychoanalysis, which include

the issue of race, among other things.

Psychoanalysis and the (Conceptual) Politics of Normal

Freud’s initial foray into the depths of the unconscious led to the development of
several major — though not mutually exclusive — schools of psychoanalytic

thought, all of which offered, in one form or another, sexualised conceptions of
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social order. People not only have desire, but their psyche and their lives are
structured around and in deference to that desire. We have certainly seen this
among the cases in my study, which generally follow the Freudian and object-
relations frameworks.

While psychoanalysis otfered a refreshing departure from strictly biologi-
cal explanations of mental illness, the basic premises and concepts of psycho-
analysis have come under intense and important criticism. To clarify, as com-
pared with what came before and after it (that is, positivism), psychoanalysis was
for all intents and purposes social — but only in a very qualified sense to the ex-
tent that Freud’s ideas were specific to his milieu. It can be no coincidence, how-
ever, that in seeking to offer a (moralistic) account of how social values are re-
produced and internalised, the mind as he described it, divided as it was into pri-
vate and public, mirrored the ideology of separate spheres itself.13¢ Feminists
have also taken particular issue with his asocial account of subjectivity, as though
subjectivity simply develops out of inherent and invariable desires. They have
contested the universalistic claims of psychoanalysis, arguing for further plural-
ism in at least two respects.

First, to the extent that dominant values are encoded in its framework,
psychoanalysis presumes a homogeneous society. There is a tendency towards
normative heterosexuality as well as an exclusive emphasis on the unfolding of
the family drama as the key moment in the origin and development of the psyche.
The Oedipus complex, that crucial trans-historical foundation of Freudian theory,

presumes the family — a certain kind of family ~ to be fundamental to the devel-
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opment of subjectivity. Yet non-familial events could equally be cast in that de-
velopmenial role. As Michéle Barrett writes:

(It is not] that psychoanalysis overtly preaches ‘familialism’ as a good

thing (although it may do on occasion) but that its entire frame of refer-

ence is locked into the assumption that all interpretation proceeds from
the centrality of ‘original’ family experiences and thus its operation is

deeply ‘familialist’ in the sense that it cannot imagine anything else. 139
Through its insistence that the self can only be understood in terms of the psyche,
it offers only a partial concept of the social: psychoanalysis forecloses on the rele-
vance of social processes that are not explicitly familialist even as it offers an ac-
count of their internalisation.

Second, this foreclosure informs feminist critiques of psychoanalysis that
target its failure to explain how we become raced and classed. Elizabeth Abel
writes that the “traditional indifference of psychoanalysis to racial, class, and
cultural differences, and the tendency of psychoanalysis to insulate subjectivity
from social practices and discourses all run contrary to a feminism increasingly
attuned to the power of social exigencies and differences in the constitution of
subjectivity.” If psychoanalysis is to be useful for contemporary feminism, she ar-
gues, it “needs some infusion of the social — whether the ‘social’ is construed as
the technologies that regulate desire or ... as the roles of race and class in a diver-
sified construction of subjectivity.”40

Abel’s remark is somewhat ironic, given that it was the perceived over-
sociality of psychoanalysis that gave rise to its eventual exclusion from main-
stream psychiatry since DSM-III. Still, she has a point: Informed by a bourgeois
sensibility, psychoanalysis reflects class ideals (crystallised by the requirement

that patients pay a fee for this service as a condition of treatment). But I would
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not characterise its silence on race and class, as Abel puts it, as (merely) a sign of
“indifference.” The impact of “indifference,” as I have already tried to show in the
section on African Americans above, is that a silent or absent discourse still
“speaks a thousand words.”

Similarly, given the powerful associations between race and disease that
were commonplace when Freud was writing (and — disturbingly — still today), it
is arguable that he, as both a medical scientist and a Jew, needed to construct
psychoanalysis as racially neutral in order to eclipse the racial ‘truth’ of medicine
and psychiatry.1#* Emil Kraepelin'42 for example, as a leading 19th century Ger-
man psychiatrist and a major influence on the biopsychiatric turn following
DSM-III, “spoke with authority about the ‘domestication’ of the Jews, their isola-
tion from nature and their exposure to the stresses of modern life.” In this re-
spect, Jews were the modern medical subject par excellence, and Sander Gilman
writes that even “Jewish physicians themselves accepted the premise of their own
potential mental collapse because of the stress of the ‘modern life’ into which they
entered simply by becoming part of the medical establishment.”*3 And since
most early analysts were Jews, “the lure of psychoanalysis for them may well have
been its claims for a universalization of human experience and an active exclu-
sion of the importance of race from its theoretical framework” and, I add, from its
conception of social order. 4+

In spite of its subversive potential within the realm of medicine, as a cen-
tral force in the larger transformation of the West into a “therapeutic culture”,4s
psychoanalysis has nonetheless been criticised as a normalising episteme. Fou-

cault, of course, is the most well-known exponent of this particular line of think-
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ing, and has characterised psychoanalysis as a regime of truth through which in-
dividuals become subjects of (its) knowledge and through which social cohesion
could be maintained. He argued throughout his work against psychiatry as a non-
autonomous human science involved with power, and in particular against psy-
choanalysis as a discourse (and practice) of normalisation. As he wrote in The
History of Sexuality v. 1:
...the least glimmer of truth is conditioned by politics. Hence, one cannot
hope to obtain the desired results simply from a medical practice, nor from
a theoretical discourse, however rigorously pursued. Thus, one denounces
Freud’s conformism, the normalizing functions of psychoanalysis [...] and
all the effects of integration ensured by the ‘science’ of sex and the barely
equivocal practices of sexology.146
Even though psychoanalysis challenged dominant biogenic notions of mental ill-
ness — “it assumes an adversary position with respect to the theory of degeneres-
cence™” — Foucault contended that the personality should be understood as a
style of behaviour and not as an objective theory of a totality of functional com-
ponents.s8 As he wrote in The Order of Things, “nothing is more alien to psycho-
analysis than anything resembling a general theory of man.”49
In later work, Foucault focused on the social effects of the human sciences,
locating the conditions of possibility for pathology within the social world (and
even sociology). As he wrote: “The analyses of our psychologists and sociologists,
which turn the patient into a deviant and which seek the origin of the morbid in
the abnormal are ... above all a projection of cultural themes.”s° Thus psycho-
analysis was not liberating but represented, rather, the zenith of a “normalizing

confessional technology” developed by early Christians.’s* Foucault was inter-

ested in “truth-effects” and argued that the individual with desires — the focus of
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psychoanalytic theory — was produced first by Catholic confessional practices that

imposed “meticulous rules of self-examination” and
attributed more and more importance in penance ... to all the insinuations
of the flesh: thoughts, desires, voluptuous imaginings, delectations, com-
bined movements of the body and the soul; henceforth all this had to en-
ter, in detail, into the process of confession and guidance. According to the
new pastoral, sex must not be named imprudently, but its aspects, its cor-
relations, and its effects must be pursued down to their slenderest ramifi-
cations ... everything had to be told.'s2

Desire (forbidden) was an “evil that afflicted the whole man,” and one had to al-

ways be suspicious, and always work to understand the true motivations behind

it. Foucault quotes from a confession manual to show the remarkable resonance

with Freud’s psychoanalytic method:

‘Examine diligently, therefore, all the faculties of your soul: memory, un-
derstanding, and will. Examine with precision all your senses as well ...
Examine, moreover, all your thoughts, every word you speak, and all your
actions. Examine even unto your dreams, to know if, once awakened, you
did not give them your consent. And finally, do not think that in so sensi-
tive and perilous a matter as this, there is anything trivial or insignifi-
cant.'s3

Contra what Foucault calls “the repressive hypothesis,” sex was
driven out of hiding and constrained to lead a discursive existence. [...] It
may well be that we talk about sex more than anything else; we set our
minds to the task; we convince ourselves that we have never said enough
on the subject [...] It is possible that where sex is concerned, the most
long-winded, the most impatient of societies is our own.!5+
Like confessional practices, psychoanalysis was a technique for the deployment of
sexuality , having “the task of alleviating the effects of repression (for those who
were in a position to resort to psychoanalysis) that this prohibition [on incest]
was capable of causing” and allowing “individuals to express their incestuous de-

sire in discourse.”ss The danger in this, however, was that psychoanalysts were

thus the arbiters of lifestyle and the self-inspection of psychoanalysis/confession
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had become a way of life, seeping out past the limits of a period of therapy and
the examination of a specific problem, and manifesting as norms based on an al-
leged science of human nature,'s® the “philosophical status of man."s7 Bio-power
and normative social control, effected through the production of psychoanalytic
truth, permeated every aspect of people’s lives, turning everyone into self-
normalising subjects, with each person striving to ensure that all their actions
and thoughts conform to what science had shown to be normal, healthy and pro-
ductive.'s® As Dreyfus writes:
The ultimate form of alienation in our society is not repression but the
constitution of the isolated individual subject to which all psychiatries
contribute. Just as an individual ... comes to have a one-dimensional,
normalizing understanding of reality, which every anomaly must finally be
made to yield to its truth and confirm his systematic interpretation, so our
culture, in its pursuit of objective truth and the total ordering of all beings
for the sake of efficiency, health, and productivity, focused in the para-
digms of the panopticon and the confessional couch, has reached a stage in
which human beings can only show up as sexual individuals, each striving
to be a normal subject 50 as to maximize his [sic] human potential.ts9
Moreover, the threat of sexuality, produced as dangerous by psychoanalysis, was
accessible only in the context of “the calm violence” 60 of the analyst-patient rela-
tionship, that is, with the guidance of an authority - the analyst — whose expert
knowledge provided the necessary remedy for the psychical danger circling
(from) within. ! In other words, empirical knowledge of the individual was made
possible by “the regulated organization of persons under the gaze of authority.”162
Of all the psychiatries Foucault was most critical of psychoanalysis, but by

comparison, it was much more explicitly social than the positivistic work of late.

Indeed, the recent (re)turn to positivism epitomises the authoritative gaze Fou-
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cault describes — the privilege and power of the DSM to “regulate” and “organise”

the "normal” and the “mentally ill” is a testament to this.

The (Re)turn to Positivism Part II: The Death of the Social Revisitted

Evidence-based medicine as we have seen it in the most recent literature is not
new to this period. Parisian P.C.A. Louis, considered to be the founder of “nu-
merical medicine”, analysed two thousand cases of tuberculosis in 1825, long be-
fore the concept of probability and the field of statistics had been fully devel-
oped.*3 Subsequently, the transition from “natural” to “normal”, traceable to
statistical medicine of the 1850s, manifested most obviously in the ways that phy-
sicians recorded their thoughts about patients’ disorders and how they repre-
sented them quantitatively and graphically.'é+ But insofar as

words reflect and mold thinking, this alteration in clinical language

marked an important change in cognition. The shift in the way physicians

thought about disease — from a disruption of natural balance to a deviation
from fixed norms — had fundamental implications for medical theory

[and] epistemology ...165
The shift from “natural” to “normal” had important implications for how physi-
cians conceptualised treatment and its objectives, that is, the restoration of pa-
tients to a “normal” state of health.

As for statistics on the mentally ill, by the 19th century, the confinement of
individuals in asylums provided a “mountain of information” (that the pre-DSMs
sought to organise) based on observations of patient behaviour. This information
could be used in support of new models and classifications of mental diseases,

which in turn enabled diagnosticians to develop categories of psychiatric diseases

capable of being recognised on the basis of their symptoms.:¢¢ Thus while statisti-
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cal medicine is not new, what is new is the obsession with empirical research.
With the decline of psychoanalysis and especially since the release of DSM-III,
the embrace of positivism has wholly transformed psychiatry. And although it
had a relatively slow start, recent cognitive-behaviourism has benefited greatly
from this transformation insofar as it has been willing to play by the rules, bun-
dling its own normative take on agoraphobia (and social order) in a scientific
format acceptable within the mainstream.

Psychiatry’s (re)turn to positivism and biopsychiatric explanation, along
with shifting cultural terrain, have added to the existing canvas a notably func-
tionalist hue. Medical ideas about agoraphaobia, inasmuch as they are based on
patients’ functionality, reflect a certain vision of society that overlaps considera-
bly with a functionalist view of social order. To be sure, as much as the DSM was
intended to guide psychiatrists in the practice of diagnosis (however successful it
has or has not been in this endeavour), it has served historically — like function-
alism — as a kind of moral and ideological prescription for how people should live
if society is to operate smoothly. Consider, for example, this passage from Par-
sons, written nearly 50 vears ago:

[TThe marriage bond is, in our society, the main structural keystone of the

kinship system [...] Very definite expectations in the definition of role,

combined with a complex system of interrelated sanctions, both positive
and negative, go far to guarantee stability and maintenance of standards of
performance, [...]

To be the main “breadwinner” of his family is a primary role of the
normal adult male in our society. The corollary of this role is his far
smaller participation than that of his wife in the internal affairs of the
household. Consequently, “housekeeping” and the care of children is still

the primary functional content of the adult feminine role in the “utilitar-
ian” division of labor. 167
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Now let us compare this with a passage from the DSM: “Individuals’ avoidance of
situations may impair their ability to travel to work or carry out homemaking re-
sponsibilities (e.g., grocery shopping, taking children to the doctor).”68 (Amaz-
ingly, the “homemaking” criterion was a new addition to the DSM published in
1994.)169

Given this criterion, agoraphobia has the potential to cause a real disrup-
tion to the normal order of things.'7° Apart from the obviously gendered defini-
tion of disease that the DSM-IV deploys and through which it draws from and
reinforces a Parsonian conception of society, the notion that health can be meas-
ured by the ability to work is interesting to think about insofar as productivity
and pathology are being articulated together. Granted, homemaking has had a
longstanding history of not being valued as much as paid work per se, but the
point I wish to make here is that in the DSM, the agoraphobic person is defined
(at least in part) through their decreased productivity and consumption. We
might recall from Chapter 8 the papers that examined the economic and social
costs of having this disease. Agoraphobia is bad for the economy, and while on
one hand not working (for pay) may still pass today as consistent with ideal gen-
der behaviour, the resistance to shopping, on the other hand, might just be a sign
that a woman is crazy. This has been demonstrated time and again in the behav-
iourist literature insofar as shopping alone was set frequently as a desirable goal
of behavioural treatment. When doctors sanction this as a goal by incorporating it
into treatment programmes (that nurses subsequently carry out more often than
not), they are transmitting — reproducing, supporting ~ an ideological cultural

imperative to their patients. This imperative reflects dominant ideals of feminin-
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ity and consumption (and as in the case of “Mr. Prince,” masculinity and work) as
they should be occurring normally.'*

Signifying a collective denial of science’s cultural basis, and in striking
concert with Parsons’ assertion that “our occupational system” requires “ration-
ality...universalistic norms, and ... functional specificity,”7> the DSM has always
conceived of society as systematic, classifiable, and orderly. (Of course, it has had
to assume this because operating on this principle has served to guarantee legiti-
macy to its claims to medical truth.) By deeming pathological those people who
do not conform to its prescribed limits of “normal” (working, homemaking), the
DSM and the literature it has generated has constructed as transgressive the pos-
sibility of living outside the assumed boundaries of modern society. Thus func-
tionalist (economic) assumptions are woven into the DSM and the medical lit-
erature it has generated, shaping the lens through which individual psychiatrists’
gaze at their patients.

But make no mistake: I am not suggesting that the transmission is simply
one-way. Medical notions both draw from and reinforce the social fabric and in
so doing, reflect an ethical agenda alongside its social/moral prescriptions. Each
standard and category in the DSM “valorizes some point of view and silences an-
other,” seamlessly obscuring the politics and contestations surrounding its as-
sembly. Yet we rarely see such “artifacts [as] embodying moral ... choices that in
turn craft people’s identities, aspirations, and dignity.” 173 It is in this respect that
the DSM, an information artifact fraught with normative dimensions, converges

with the social world. 74
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To be sure, the kind of social order that the DSM espouses informs the vast
empiricist literature that has been generated since the 1980s. Whereas the early
physicians and theorists assumed that at bottom social disorder and agoraphobia
came from the changes of modern society,7s I argue that lately the assumption
has been — as reflected in the medical literature — that social disorder comes from
the refusal of rationalism and the scientific method.'6 A rejection of society is
implied by the very symptoms of agoraphobia and the colonisation of its pre-
sumed irrationality by the agoraphobia industry provides an avenue to reclaiming
these individuals to the modern world, thereby restoring social order through
reason and science.'77 But the rationality being so vociferously defended through
psychiatric scientific practice is a masculine rationality that appears to be gender
and race-neutral (if it names a subject at all), even though most of the represen-
tations are of women. At once celebrating and repudiating as pathological the still
so-called private sphere, the scientification of agoraphobia “negates what is truly
‘social’ in social life.”178 As the imperative of standardised evidence collection has
become the central feature of contemporary psychiatry, the laboratory — not the
street — has become the “real” context for agoraphobia, thereby naturalising the
social and effectively severing the patient from ownership of her own condi-
tion.'” Amounting to a hyper-rational “science of social order,” the collectively
constructed theory of society implicit in recent psychiatric literature assumes an
“objective” understanding of bodies and disease and claims to be un-
problematically extracted from social life. Patients are reified by science as “Ss” —

as nonpersonal, medicalised, identities to be experimented upon.8o
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Science has thus become an exercise that presumes to exclude the social,
that is legitimated by research and reporting in which the social is nowhere to be
found - indeed, such extraction from the social is integral to the scientific stance.
In contrast, this is essentially what has been perceived by mainstream psychia-
trists to be wrong with psychoanalysis — it is intensely personal, disdainful of the
DSM classification system, and therefore deeply unscientific.!8t Written (ironi-
cally) in a passive and profoundly disinterested voice, as if to suggest that the al-
leged absence of researchers somehow makes the work they do more objective,
the “new” literature constitutes a discourse that seems “to rise above uncertainty,
power struggles, and the impermanence of the compromises.”82 It is a narrative
informed by a DSM that “enforces a certain understanding of context, place, and
time ... [and] makes a certain set of discoveries {which validate its own frame-
work) much more likely than an alternative set outside of the framework.” To
clarify, the issue is not that the definitions contained within the DSM are good or
bad, so much as they are dangerous and “arbitrary ways of cutting up the world”
that is “always slightly out of reach.”183

These dangerous divisions are heavy with social, ethical, and political
meaning and “do not describe the world as it is in any simple sense {but rather]
model it."'84 Insofar as classifications of all kinds are ubiquitous and invisible in
society, and given that “we stand for the most part in formal ignorance of the so-
cial and moral order created by these invisible potent entities,”85 it is arguable
that this search for knowledge about agoraphobia is not “undirected.” Evelyn Fox
Keller asks “how the very framing of the questions” that scientists ask might “al-

ready commit us to the possibility” of certain social initiatives. She focuses in
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particular on eugenics'86 but her argument can be applied equally here since she
goes on later to say that
...our confidence in the purity of scientific knowledge — even, or especially,
at that historic moment which finds science at its most impure — works ...
to foreclose the questions we would otherwise ask about the aims of sci-
ence, about the ways in which both the form and content of scientific
knowledge have been shaped by the motivations driving it (either from
below, in the consciousness or unconscious of individual scientists, or
from above, in the programs of the sponsoring agencies). Most crucially,
such confidence prevents us from thinking about the possibility of redi-
recting science, of doing it differently.!87
Keller’s insights are quite compelling when read against the following excerpts
from a 1988 article by Robert Spitzer and Janet Williams, long-time Chair and
member respectively of the APA Work Group to revise DSM-III. Briefly, the arti-
cle argued for a new structured diagnostic interview schedule (the “SCID") that
could be used to make DSM-III-R Anxiety Disorders diagnoses in adults. As they
write:
We believe that the inclusion of revised diagnostic criteria and the fact that
it is modelled on the clinical diagnostic interview will make this instru-
ment a valuable tool for diagnosing patients with Anxiety Disorders for
psychopharmacologic research. This instrument is already being used for
patient selection in a multinational study of the efficacy of alprazolam in
the treatment of Panic Disorder and Agoraphobia, sponsored by the Up-
john Company.:88
In this case, Upjohn’s research agenda literally preceded - indeed, created the
need for — a new interview schedule that could better differentiate between anxi-
ety disorders and that would allow investigators to maximise the homogeneity of
their patient samples.’89 Most important, though, is the fundamental assumption
embedded in the act of revising the interview schedule, namely that people can

be sorted out, that they can be ordered — and more accurately at that.
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This kind of thinking is what gives rise to the “standardized form,” one
type of “boundary object” described by Susan Leigh Star and James R. Griesemer.
Whereas Bruno Latour argued in 1987 that the collective construction of scien-
tific knowledge, that is, the production and stabilisation of scientific facts, derives
from networks of alliances between interested individuals, Star and Griesemer
seek to go beyond this. Their concept of the “boundary object” denotes objects of
scientific inquiry that inhabit multiple and intersecting social worlds. They “are
produced when sponsors, theorists, and amateurs collaborate to produce repre-
sentations of nature” with “different worlds” sharing the goal “of making an or-
derly array out of natural variety.”190

The DSM can be seen as a boundary object since it inhabits “several com-
munities of practice” (such as the insurance industry, the courts, the world of so-
cial work, government and judicial bodies, research funding agencies, pharma-
ceutical companies, and of course psychiatry) and is able to “satisty the informa-
tion requirements of each of them.”9t “Standardized forms” of boundary objects
remain stable across social boundaries allowing for “common communication”
and eliminating “local uncertainties.” 192

Joan Fujimara takes things one step further because she is doubtful that
the boundary object is a concept strong enough to handle the collective work
across social worlds necessary for fact stabilisation to occur. She proposes some-
thing she calls “standardized packages,” which includes both “a scientific theory
and a standardized set of technologies adopted by many members of multiple so-
cial worlds to construct a new and at least temporarily stable definition of [agora-

phobia] as well as a thriving line of ... research.”93 In other words, the collective
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action of science has to be managed across social worlds in order to achieve
enough agreement to get work done and to produce relatively stable facts. “Stan-
dardized packages and other such crafted tools” also enable scientists “to define
their areas of expertise and power.”'9¢ Star and Griesemer’s concept of the
“boundary object”, in its elasticity and adaptability in different contexts, allows
for the management of collective scientific work across social worlds. But it also
may, according to Fujimara, actually hinder the “fact stabilisation” necessary if
scientific knowledge is going to fly. As she writes:

... although boundary objects promote collective action and coherence of

information from different sites because they are more easily recon-

structed (re-represented) in different local situations to fit local needs,
they are equally disadvantageous for establishing the kind of ‘stabilization’
of allies behind ‘facts’ [...] That is, while boundary objects can promote
translation for the purpose of winning allies, they can also allow others to
resist translation and to construct other facts.!95
Thus Fujimara proposes a model that includes both Star and Griesemer’s concept
of “boundary objects” that, through their local adaptability facilitate collective
work by members of different social worlds, and Latour’s interest in fact stabili-
sation. But what does this all mean for agoraphobia?

The combined effect of a “standardised package” — consisting in the case of
agoraphobia of biopsychiatric theory and a standardised set of technologies in-
cluding the DSM, the various fear and phobia inventories, pharmaceuticals, jour-
nal discourse, as well as empirical evidence and so forth ~ is “what builds band-
wagons. 96 This notion of bandwagons is certainly one we could use to describe
the activities of mainstream psychiatry and all other social groups having a vested

interest in subscribing to the DSM framework since the release of its 3 edition

in 1980. We have seen, for example, that cognitive-behavioural psychologists
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have been reluctant to subscribe wholesale to the biological approach to mental
illness so prevalent in contemporary psychiatry. It is evident that they recognise
that if they are to have any hope of staying in the research game, they must adopt
psychiatry’s “conventionalized ways.”97 In fateful contrast, by refusing to climb
aboard, psychoanalysts have demonstrated equally clearly through their excom-
munication the important need to conform.

Indeed, the DSM and the literature it has generated have been very suc-
cessful in “enrolling many members of multiple social worlds in constructing a
new and at least temporarily stable definition” of agoraphobia.'98 Participants in
many different social worlds work with agoraphobia and all assume a certain
conception of social order. And, through their work, they see to it that social or-
der will happen. The very goal of all the various forms of treatment — restoring a
patient to a “normal” state — flags this assumption as a central organising princi-
ple of medicine. Thus the science of psychiatry as we know it — motivated by this
desire for social order(ing) - can only work with the standardised DSM classifi-
cation system in place, bolstered and reinforced as it is by research designed very
much in its own image. Moreover, the construction of agoraphobia as a mono-
lithic entity is necessary for different social worlds to be able to talk about the
disorder among themselves. We may recall that the Work Groups responsible for
the DSM, even in its earliest incarnations, stated openly that standardisation
across military and mainstream psychiatry was their central objective in creating
(and subsequently revising) the DSM.

Yet the sensibility of order that we have been discussing turns on another

assumption, that is, besides the notion that people and diseases can be classified
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and ordered. What I am referring to now is the fundamental — and problematic —
assumption that diseases and their causation can be apprehended with certainty.
Working from the premise that diseases can be defined amounts in effect to what
Bruno Latour calls a “black box,” or something used to represent the established,
the taken for granted, the certain-but-too-complex-to-unpack scientific knowl-
edge that is unnecessary-to-unpack.'9 Notions of disease qua black boxes ensure
the efficacy of medicine as a form of organised knowledge about the werld and
enable it to proceed as a form of collective action. As a corollary to scientific
practice, to paraphrase Simon, diseases as black boxes can even be seen as the
basis of social order in medicine, and their closure as the goal of medical activity.
Their opening can only spell disorder and controversy.2e¢ Thus, as the very basis
of all medical transactions, diseases are of central importance in the doctor-
patient relationship; it is imperative, then, that everyone concerned, especially
the doctors, know what they are dealing with. But the fact is, as several attempts
to define disease demonstrate, they do not. [ turn to some of these discussions
now, focussing on the problems of defining disease and their causation, and the
importance of cultural context. [ begin with Talcott Parsons.

Parsons predictably approached the concept of disease from the perspec-
tive of social roles and social action. He emphasised illness rather than disease,
defining it as an impairment of the individual’s “teleonomic” capacities, that is
the individual’s capacity to maintain equilibrium of his organic and action level
subsystems and “to undertake successful goal-oriented courses of functioning,

especially behavior.”20t Both the DSM and all the literature it has generated are
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consistent with this view; as the DSM-III stated, for example, one sign of agora-
phobia was the “increasing constriction of normal activities.”202

Illness for Parsons was dysfunction, and something that gave rise to what
he called the “sick role”. This included both the status and the treatment of indi-
viduals whose normally expected levels of health were impaired.203 Parsons’ defi-
nition is notable for its having gone beyond the internal anatomical-physiological
components to present sickness as a socially sanctioned form of deviance, subject
to medicine as an agent of social control.20¢ Parsons illuminates the sociality of
illness, but as we began to see earlier, his ideas are not only prescriptive (and
ideological), they are circular as well. He fails to explain the interdependence of
the various parts of the body/society but only asserts it; what is health is simply
not disease and what is disease is simply not health. This begs the question of
when exactly someone is “sick”. Parsons also equates the individual body’s sub-
systems with those of the larger society but it is difficult to discern with certainty
what each needs to be considered “healthy.” Moreover, if the system (corporeal or
social) is self-correcting (as the concepts of teleonomy and equilibrium suggest),
then is somebody ever really sick in this model? The chicken pox, for example,
may not in fact qualify as disease according to Parsons’ logic. While it does set the
individual back in all the ways we think of as “being sick,” it also represents the
body’s internal mechanisms for enhancing health — by virtue of having the
chicken pox, the body immunizes itself. This suggests that the individual is actu-
ally even healthier with the disease than without it. Finally, Parsons takes for
granted the stability of social norms from which diseases deviate. As we shall see

in the next chapter, the norms of disease are not so stable, for, as Hunter writes:
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each patient is potentially abnormal, an anomalous instance of disease.

‘Normal’ science in medicine is like ‘normal rhythm’ in Shakespeare’s

blank verse: the meter, we know, is iambic pentameter, but we are often

hard pressed to find a classic invariant line. 205

Outside of sociology, the question of disease causation, as we have already
seen in Chapter 4, has been understood mainly in terms of two theories: the on-
tological and the physiological. To review briefly, the ontological theory of disease
locates pathology outside the body, as an invader, such as tuberculosis. The
physiological theory attributes causation to the disturbance of functions already
operating within the individual, such as genetic or auto-immune diseases.

These theories help to illuminate the ways in which medical knowledges
are constructed simply by virtue of the fact that they often appear simultaneously
in one disease picture. Thus trying to demarcate the two theories of causation
may be a red herring insofar as diseases usually do not fit within any one cate-
gory. As Lester King has argued, disease causation must be understood not as a
singular phenomenon, but as the outcome of interactions between several causal
factors.zo6 [ would depart from this somewhat and argue (as I have tried to thus
far) that diseases are better understood as “effects” enabled by social and physical
conditions of possibility. Still, King’s point serves us well inasmuch as it is diffi-
cult if not impossible to pin a disease down to any one cause.

A theory of causation aside, the notion of disease also largely depends on
what is considered “normal” culturally. For example, epidemiological research
that looks at the “why” and the “when” of diseases depends on the range of nor-
mal within the given population. In other words, if in a particular group everyone

is afraid to go outside, it may not be considered a problem per se. As Rose states,
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“What is common is all right, we presume.”207 Certainly the fear many women
have of going out (alone at night) would not be considered pathological — agora-
phobic - but, rather, prudent.2°8 Thus diagnosis is not value-free, nor is it im-
mune to cultural constraint. What passes for “normal” has political implications,
and it matters very much who is doing the looking.209

In light of these issues, I contend that disease concepts are historically and
culturally contextual shifting forms of knowledge, better understood as social
processes -- as scientific and popular representations of illness, of causation
theories, and of cultural imperatives. Rosenberg argues that a disease can be said
not to exist until it is agreed that it does by naming it and responding to its
symptoms that are identified, categorised, and linked.2¢ Indeed, we have seen
that disease classifications are not naturally given and the collation of symptoms
into discrete categories comes with a risk of overemphasising some symptoms at
the expense of others.2* Thus what may be viewed as worthy of mention at one
time and place, may not be in another, so that the same phenomenon may be
considered pathological in the first instance, and normal in the second, as was the
case with homosexuality (eventually eliminated from DSM-III-R).22

The especially intriguing thing about disease concepts and their indefi-
niteness, is that we (doctors especially) proceed as though we really know what is
meant by the concept of disease, when what we are really doing is operating on
the basis of ideas of disease and causation. Garfinkel’s ethnomethodology brings
this type of conventionalised behaviour into sharp relief. As he wrote in 1967:
“For the purposes of conducting their everyday affairs persons refuse to permit

each to understand ‘what they are really talking about’ in this way.” The “antici-
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pation that persons will understand” is a sanctioned property of discourse.z3
Thus the concept of disease presumes a “seen but unnoticed’ background of
common understandings.”24

But arguably, every single entry in the DSM is merely a hypothesis about
how the individual is expected to — should — act when s/he is mentally ill. Moreo-
ver, since absolute precision regarding the concept of disease is not possible, it
seems especially significant that mental/emotional symptoms have proved par-
ticularly difficult to name. As we have seen throughout this dissertation, “panic”
and “agoraphobia” are conflated regularly, while words like “syndrome,” “disor-
der,” “illness,” and “symptom” are used interchangeably even though they all
technically refer to different aspects of un-health, and despite the fact that causa-
tion cannot technically be known.2s If the symptoms of agoraphobia have not
really changed over the years, but yet we do not know what the concept of disease
really means -~ or whether the panic component of agoraphobia is primary or
secondary — then where does the idea of agoraphobia get its stability from?

To borrow from Latour again, as long as all the elements of a (disease)
black box “act as one”, the only thing that seems to matter is its “input and out-
put.”2¢ Failing to provide us with a definitive framework by which to define dis-
ease both generally and particularly, theories of disease are at best tools that
force us to make sense of the ways that these ideas known as diseases — these
knowledges — are socially constructed.

But the black boxiness of disease and its causation is also suggestive of the
possibility that medical actors unwittingly — through their professed objectivity —

subvert the boundary between fiction and non-fiction. If we accept this point,
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then it becomes possible to destabilise the conventions within which medical and

social theoretical texts are differentiated and read.2\

Conclusion

In this chapter we have seen that underpinning the disease concept of ago-
raphobia has been a normative conception of sacial order evident in both socio-
cultural and psychiatric discourses. [ have called into question the gendering and
re-gendering of agoraphobia, as well as its racialisation. I have also looked at how
recent psychiatric discourse, despite its pretensions to objectivity, has in some
respects been more social than ever before. By reading the psychiatric and cul-
tural texts together, I have tried to demonstrate that they have never been far
apart. What remains to be examined is how, despite a powerful classification
system, a multiplicity of agoraphobias persists. In the next and final chapter I ex-
plore the problem of agoraphobic embodiment and attempt to account for the

uncontainable plurality of this disease.
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Chapter 10
Conclusion: Doing Agoraphobia(s)

In The Birth of the Clinic, Foucault posits an epistemic shift in how diseases
“were given to be seen,” contending that with the advent of modern medicine,
the diseased body was radically and conceptually transformed into a discursive
site.2 With the development of the “Clinic,” diseases changed from being con-
ceptualised as dwellers in to conditions of the human body, which thereby be-
came both subject and object.3 The body was — is — the object of positive medical
knowledge, the “clinic”, the medical gaze,+ and it was — is — also the living body,
embodied humanness, the “fleshy condition for, or, better, the fleshy situatedness
of, our modes of living.”s As Foucault wrote:
The gaze is no longer reductive, it is, rather, that which establishes the in-
dividual in his irreducible quality. And thus it becomes possible to organ-
ize a rational language around it. The object of discourse may equally well
be a subject, without the figures of objectivity being in any way altered. It
is this formal reorganization, in depth, rather than the abandonment of
theories and old systems, that made clinical experience possible...6
Foucault's “archaeology of medical perception” demonstrates that patients have
historically been both subjects of disease theories and objects of the clinical gaze
deployed according to a standard of “normal” functioning —~ according to the bi-
nary of health and morbidity, the normal and the pathological.”
In the literature on agoraphobia we have seen repeatedly at least two
forms of this dualistic ontology. The construction (and reification) of individuals
who are ill as “cases” and “Ss” to repair and to write about has rendered agora-

phobic bodies as subject-objects of psychiatric discourse and its gaze. As well, the

attention of physicians historically has been directed not to the (whole) patient,
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but to the signs that differentiate one disease from another — that is, their classi-
fication (engendered most explicitly in the DSM) — again, enabled by the clinical
gaze. Indeed, the gaze, productive as Foucault describes it, has been central to the
carrying out of psychiatry, be it treatment or research.

Although productive, the gaze is nonetheless a limiting concept. Specifi-
cally, it posits bodies as docile and monolithic subject-objects of the psychiatric
and cultural order. Perhaps the best example of this view of bodies is found in
Susan Bordo’s work on anorexia. She locates the aetiology of eating disorders in
the distorted body images contained within popular representations of women.#8
What troubles me about Bordo’s thesis is that it presumes that women (in par-
ticular) are cultural dupes, that they are profoundly victimised by merciless me-
dia. It also presumes that all anorexic women respond to these images in the
same way and for the same reasons, and fails to account for those women who do
not become anorexic in response to what they see. While the gaze is immensely
useful for understanding the power relations of medicine and psychiatry (and in
Bordo’s case culture as well), it cannot explain the diverse agoraphobic bodies
that emerge in seeming defiance of the norms intended or assumed to constrain
them. Thus a persistent question that emerges from my research is how to ac-
count for the multiplicity of agoraphobic bodies (and by implication non-
agoraphobic bodies) encountered in the clinical articles.

At this point, I see two related theoretical responses. First, the body is
never simply a body, but is rather, an enacted body whose meaning ~ in this case
agoraphobia - is always shifting. And a theory of the body as meaningfully en-

acted destabilises not only the apparent uniformity of agoraphobia, but also the
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presumed distinction between the discursive and the material. This involves a
challenge to the divide between “words and things” that has, especially within re-
cent feminist literature, caused so much “perplexity and irritation.”9 Specifically,
the privileging by feminists of materialist explanations for women’s oppression
has been seriously challenged by more contemporary feminist arguments that the
“importance of meaning” has been ignored.'© Materialist feminists have been re-
sistant to this turn to culture and discourse, seeing it as “an ideologically suspect
attempt to deny material reality.”' But, to borrow from Hortense Spillers’ work
on slavery, “We might concede, at the very least, that sticks and bricks might
break our bones, but words will most certainly kill us.”2 I turn now to what this
might mean for a theory of agoraphobic bodies.

In their work, Annemarie Mol and John Law replace the dualistic question
of what it means to have or be a body with the question of what it means to do a
body. They propose a theory of the body as enacted by the various practices asso-
ciated with it. The notion that diseased bodies — in their case hypoglycaemic and
in my case agoraphobic - are enacted may be illuminated, for example, by the
case literature. There we see patients who do things like panic, avoid crowds, stay
at home, lie about their problem, walk with a companion, take medication, attend
clinics, and so forth. One early physician remarked that agoraphobics were easily
recognisable for they often suddenly grabbed railings or walls, and could often be
seen carrying a stick or umbrella to increase their base line of support as they
walked. 3 Following from this we could similarly argue that the DSM is effectively
a compendium of actions identifiable with mental pathologies, offering us a list of

things that patients with various disorders can be expected to do. So to follow
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Mol and Law, the actions that patients engage in enact their agoraphobic em-
bodiment. Bodies are “enacted” and my focus here is what they might describe as
“doing agoraphobia.”

Having identified that agoraphobic patients engage in certain practices
that can be characterised as “doing agoraphobia,” I hasten to point out that cer-
tainly patients do not do agoraphobia on their own, indeed, patients and doctors
do agoraphobia together. For example, doctors examine, measure, test, and listen
to their patients talk about their experiences — and they represent agoraphobia by
writing the disease in the form of articles (and DSMs). I would expand Mol and
Law’s concept of enactment a bit further to include, then, the writing and pub-
lishing that psychiatrists do. As Berg and Bowker write, “knowing in the practice
of medicine is ... dependent on writing” and medical literature “mediates the re-
lations that it organizes [and] the bodies that are configured through it."+ Like
the medical records that interest Berg and Bowker, clinical literature is funda-
mental to the production of modern diseased bodies. Indeed, “the patient’s body
becomes its representation.™s

Given this dissertation’s focus on published representations of agorapho-
bia, and since agoraphobia is so fundamentally connected with the body, it seems
important (if obvious) to acknowledge the connection between representations of
agoraphobia and the agoraphobic bodies they help to enact. We could see, then,
“convergences” between the body and its representation(s), insofar as represen-
tations inscribe themselves in the bodies they represent.¢ To summarise, agora-
phobic bodies are enacted by the practices engaged in by both patients and doc-

tors. These practices include doctors’ writing and publishing about agoraphobia.
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Over the 130 years of this writing and publishing there has certainly been
compelling continuity in the symptoms of agoraphobia that patients present, and
an unmistakable effort {4 la the DSM) to contain the agoraphobic body within “a
single time and space.” This singularity, however, is belied by much difference
insofar as each patient has been fundamentally inimitable (even if we usually do
not have access to that inimitability). To paraphrase Mol, agoraphobia is “per-
formed in a variety of ways, or better ... the name [“agoraphobia”] is used for dif-
ferent objects — which also have names of their own.”:8

As we have seen throughout the dissertation, agoraphobia has indeed been
many things: a disease of men, a disease of women, as well as panic, panic disor-
der, agoraphobia with/without panic, space phobia, claustrophobia, neurosis,
anxiety, symptom, syndrome, disease, and so forth. Agoraphobia’s multiple on-
tologies are, through a lot of effort, mobilised as aspects of some monolithic en-
tity and projected as a virtual object (“agoraphaobia”) behind the variety of agora-
phobias that are performed.! In reality, however, every examination, conversa-
tion, designation - every publication — constitutes a different “enactment” of this
kind of body. As Mol writes: “The material manipulated, the concerns addressed,
the reality performed, all vary from one place to another. The ontology incorpo-
rated ... in the diagnesis, treatment, and prevention of [agoraphobia] is multi-
ple."2¢ So not only do doctors and patients enact agoraphobia, they enact many
agoraphobias through a range of necessarily unique practices.

But something is still missing from this formulation because the multiple
enactments of agoraphobia cannot be understood as a matter of decontextualised

ontology. Representations of agoraphobia become meaningful through the grid of
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culture. Bodies may be something that we do, but the doing is rendered intelligi-
ble and relevant through normative categories, in this case, the category (and
subcategories) of disease. When doctors make claims about agoraphobics, they
invoke certain knowledges formulated in the language of disease, including as we
saw in Chapter 9, ideas about gender, race and class as well as aetiology. These
knowledges constitute the normative conceptual structure through which agora-
phobic bodies are enacted, and bodies can be said, in Judith Butler’s words, to
“only appear, only endure, only live within the productive constraints of certain ...
regulatory schemas.” A body is never just a body. but a body with normative
meaning,
Ian Hacking captures this in his discussion of the causation of multiple
personality disorder:
Psychiatry did not discover that early and repeated child abuse causes
multiple personality. It forged that connection, in the way that a black-
smith turns formless moiten metal into tempered steel. [...] [ am pursuing
a ... profound concern, namely, the way in which the very idea of the cause
was forged. Once we have that idea, we have a very powerful tool for
making up people, or indeed, for making up ourselves.22
Hacking’s remarks illuminate the ontological and epistemological process of how
these particular material subjectivities — agoraphobic bodies — are apprehended
through normative structures called up in the symptoms, diagnosis, treatment,
and representation of this disease. “A seemingly innocent theory on causation ...
becomes formative and regulatory.”22 This means, as Bowker and Star write, that
“classifications and standards are material, as well as symbolic. [...] [TThey have

material force in the world.” To recapitulate, doctors and patients together en-

act multiple agoraphobic bodies, and these enactments derive their meaningful-
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ness from cultural ideas and categories. Enactments are both material and dis-
cursive. That is, enactments are inextricable from meaning structures.

In Chapter 9, the cultural categories to which I attended were those of dis-
ease, gender, race, and class, and Judith Butler shows how such (particular)
kinds of bodies are the outcomes of power relations. Focusing on the sexing of
bodies, Butler contends that the performance of gender is a performance to the
extent that gender is a repetition of conventions and norms, and power relations
so “cited” and concealed. The “reiteration” of norms is a process that creates, ex-
cludes and maintains abjected Others — bodies that fall outside the shifting
boundaries of normalcy - bodies that “don’t matter.” Social norms make the
material constitution and cultural intelligibility of certain bodies ~ those that do
matter - possible. In other words, bodies that don’t matter provide a constitutive
outside for those that do. Thus abnormal bodies — in her case homosexual and in
my case diseased — are the materialisation of norms — an ongoing structure of ex-
clusion which, in their reiteration, create and recreate relations of power.

Yet, although it may appear to be, the process of reiteration that Butler de-
scribes is not closed or stable. The lines of inclusion and exclusion upon which
normative classifications depend are always shifting because people interpret and
reiterate the norms in particular contexts. Norms are not solid or unwavering,
and, as we have seen repeatedly in the medical literature, agoraphobia has not
successfully mobilised as a single complete identity. In other words, each reitera-
tion of agoraphobic norms (the DSM criteria imply that these exist) reflects a
different disease. Here we might revisit something that Mol and Law said (quoted

above): Agoraphobia is “performed in a variety of ways, or better ... the name
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[“agoraphobia™] is used for different objects — which also have names of their
own.”? Thus, while enactments necessarily reiterate cultural meaning structures,
which, when “cited,” affirm relations of power, “different {medical articles and]
different practices of reading and writing are intertwined with the production of
different patient’s [sic] bodies, different bodies politic, and different bodies of
knowledge.™

Indeed, the concept of reiteration illuminates an understanding of agora-
phobic bodies as multiple in three respects. First, the materiality of agoraphobic
bodies is constituted in and through disease categories that are normative and
regulative. This has implications in and for the bodies so produced because bod-
ies are unintelligible outside of these meaning structures. Certainly, agoraphobic
bodies could not be understood as such outside the essential conceptual frame-
work of medicine —the bifurcation of normal and pathological. But the concept of
reiteration demonstrates that it is in and through this conceptual framework that
multiple agoraphobic bodies have historically materialised. In this respect, social
discourses such as that of medicine - through the positioning of pathology as the
constitutive outsider to health — have shaped the social world through the nor-
mative frameworks that they create and deploy vis-a-vis the social and intellec-
tual authority of (medical) science.

Second, reiterations are necessarily open and this is confirmed by the vari-
able images of agoraphobia that manifest in the literature, including the various
editions of the DSM. To be sure, the DSM presents agoraphobia as a “done deal”
— again, an agoraphobic norm is suggested — but agoraphobia has always been

emergent, open-ended and on-going. Each reiteration of agoraphobia has been
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different and particular — in terms of socio-historical context, the patient pre-
senting, the doctor diagnosing, the method of apprehension and treatment, the
DSM in vogue, the theory of causation, and so forth. That several theories of cau-
sation and classifications of this disease have been in circulation over time and
often at the same time - that the discourse of agoraphobia has been fragmented
in this respect — destabilises the notion of an agoraphobic body, as well as the
notion that agoraphobia has been a unified production. This sense of friction and
plurality calls into question the popular and clinical notions of what agoraphobia
is and also has implications for how other pathologies are understood. The proc-
ess of classification, as it relates to ontologically variable phenomena, is disrupted
and the problem of social order that is imposed by the categorisation of “symp-
toms that matter” is exasperated.27 Psychiatric and cultural categories taken up in
particular clinical reports are called up in particular bodies in ways that actually
reveal both the power of the categories and their vulnerability as each embodied
agoraphobic person takes them up — reiterates them — differently.

Third, the concept of reiteration also helps to situate the sorts of practices
that are implied by the concept of “enactment” within their linguistic, symbolic,
and normative contexts. Practical actions — enactments — can only be understood
in terms of the normative categories of knowledge that are called up in their exe-
cution. We could say that agoraphobic bodies have been the outcome of knowl-
edgeable practices in that they represent the enactment of knowledge categories.
To be sure, medical classifications guarantee these symptomatic beings a recog-
nisable and enduring social existence28 by imposing stability on their variable

and unstable bodies. These discursive categories have been necessary for mean-
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ingful material existence and at the centre of this process has been the social dif-
ferentiation of these bodies through the process of abjection. Agoraphobic bodies
enacted by clinical articles are given intelligibility through the regulative and
normative meaning structures of medical discourse.

Thus the embodied mobilisation of agoraphobia is a material-discursive
mobilisation in that theories, ideologies, and structures of cultural-medical cate-
gories are reiterated and enacted by physicians who treat and publish literature
about their agoraphobic patients and necessarily call up these categories in the
process. In fact, borrowing from Karen Barad’s “epistemontology,” we could say
that doing agoraphobias reflects an “intra-action” of enactments and reiterations.
Enactments and reiterations are similarly pluralistic, but still indistinguishable to
the extent that enactments of agoraphobia can make no sense outside of a nor-
mative conceptual order that designates which aspects of agoraphobia shall be
“given to be seen.”29

To sum up, Butler emphasises the exclusionary reiterative and normative
power of discourses. Abjection is central to the Othering that is the basis of clas-
sifications. This was especially reflected in cases where, for example, causation
was traced to reproductive organs in women, or DSM-IV, where the failure to
complete homemaking responsibilities is taken as a marker of pathology (and
thereby Othering women not only on the basis of their mental health but their
gender too). A theory of the body as normative reiteration elucidates these exam-
ples as constitutive exclusions. By the same token, Mol and Law’s theory of the
body as enacted gives an account of the practical and active material component

of embodiment. We could theorise practices associated with agoraphobia, not the

365



least of which has been the publication of clinical literature, as central elements
of its enactment. But, as I have tried to show, actions are necessarily attached to
meaning structures established through the matrix of history and the symbolic
order — through the politics of culture embedded within medical literature. It is
in this respect that agoraphobias are at once reiterated and enacted. In other
words, the body is not simply where a disease happens, but is, also, the material-
discursive instantiation of deeply social contestations. We could even say that the
enactment of bodies through particular practices involves as well the enactment
of certain exclusions of bodies, and of diseases not enacted. Indeed, this is the es-
sence of classification. In this dissertation [ have tried to show that agoraphobic
bodies are mobilised - inter alia - in and by medical literature. The theories of
disease and the ideas about culture and the social that are invoked in writing
about agoraphobia amount to the deployment of discursive structures of abjec-
tion that regulate the material intelligibility of this disease. Clinical literature is a
productive and performative material-discursive apparatus that knowledgeably
enables a range of embodied agoraphobic subjectivities.

Still, practitioners’ scrutinise agoraphobia — and every other disease for
that matter — in a very particular way that is the driving force, the essential ideol-
ogy, of psychiatric practice. This way of knowing the body marks a crucial differ-
ence between the “person presenting symptoms” of agoraphobia and “The agora-
phobe”, or the sense in which any corporeal pathological condition essentiaily
defines an individual’s very identity. The most recent articles especially — and
most certainly the DSM - intensify this sensibility by compromising the subjec-

tivity of the unique person who presents with her/his unique and highly per-
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sonal(ized) set of agoraphobic symptoms. At the nexus of contradictory norma-
tive demands is a particular individual, yet the psychiatric gaze, unfazed by the
range of ways to “do agoraphobia(s),” is directed to The pathology that is named.
A material-discursive account of agoraphobia enhances our understanding
of the multiplicity of agoraphobic bodies, but it is important not to lose sight of
psychiatry as a set of power relations that incorporate notions of gender, race,
and class. I maintain that these relations are central in the history of psychiatry in
general and agoraphobia in particular. Practitioners, as active proponents of the
normal/pathological dualism have yet to demonstrate an interest in adopting a
more critical and socio-cultural epistemology in its stead. Were it so, the discur-

sive practices of agoraphobia might come to matter in altogether new ways...
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Notes

' Rajchman, 1991.

: The chronological innacuracies and generalisations of Foucault’s medical historical work have
been the subject of much criticism and debate. Still, the point he makes is useful to consider in
light of the psychiatric literature we have been looking at throughout this dissertation because
“the gaze” he describes has become a dominant point of departure for critiques of medicine.
3 From Mol and Law, 1999.

4 Foucault, 1973:197.

5 Mol and Law, 1999. See also Foucault, 1973:196.

6 Foucault, 1973:xiv

7 Foucault, 1973:35; see also Canguilhem, 1991.

8 Bordo, 1993.

9 Barrett, 1999:18.

o Barrett, 1999:19.

u Barrett, 1999:25.

12 Spillers, 1987:68.

13 Headley Neale, 1898:1323.

4 Berg and Bowker, 1996.

's Berg and Bowker, 1996.

16 Star and Bowker, (1994) cited in Berg and Bowker, 1996.

17 Berg and Bowker, 1996.

18 Mol, 1998:161.

9 Cf. Mol, 1998:150.

20 Mol, 1998:161-2.

= Butler, 1993:xi.

= Hacking, 1995:94-5.

13 Hacking, 1995:95.

= Bowker and Star, 1999:39.

25 Mol, 1998:161.

26 Berg and Bowker, 1996.

7 [ owe this insight to Bart Simon.

28 See Butler, 1997:20.

9 Rajchman, 1991. (See note 1).
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