
PsychoPolitics



‘One of the most prolific, versatile and scholarly of this country’s 
socialist writers.’
—The Times

‘A unique voice, politically committed but always balanced,  
urgent but always laced with humour.’
—New Statesman



PsychoPolitics

Peter Sedgwick

New Introduction by Tad Tietze



First published 1982; this edition published 2022 by Pluto Press
New Wing, Somerset House, Strand, London WC2R 1LA

www.plutobooks.com

Copyright © the Estate of Peter Sedgwick 1982, 2022

The right of Peter Sedgwick to be identified as the author of this work has been asserted in 
accordance with the Copyright, Designs and Patents Act 1988.

British Library Cataloguing in Publication Data
A catalogue record for this book is available from the British Library

ISBN 978 0 7453 4725 7 Hardback
ISBN 978 0 7453 4722 6 Paperback
ISBN 978 0 7453 4724 0 PDF
ISBN 978 0 7453 4723 3 EPUB

This book is printed on paper suitable for recycling and made from fully managed and 
sustained forest sources. Logging, pulping and manufacturing processes are expected to 
conform to the environmental standards of the country of origin. 

Typeset by Riverside Publishing Solutions, Salisbury, England

Simultaneously printed in the United Kingdom and United States of America



Contents

Introduction to the New Edition vii
About the Author xvii
Acknowledgements xix

Part One: Anti-Psychiatry
 1. Anti-Psychiatry, Illness and the Mentally Ill 3
 2. Psycho-Medical Dualism: The Case of Erving Goffman 38
 3. R.D. Laing: The Radical Trip 58
 4. R.D. Laing: The Return to Psychiatry 89
 5. Michel Foucault: The Anti-History of Psychiatry 109
 6. Psychiatry and Politics in Thomas Szasz 130

Part Two: Psychiatry and Liberation 
 7. Mental Health Movements and Issues:  

A Survey and Prospect 163

References 225
Index 263



Introduction to the New Edition

MENTAL HEALTH POLITICS, 40 YEARS LATER

When PsychoPolitics first came out in 1982, the year before Peter Sedg-
wick took his own life, the politics of mental illness and the wider polit-
ical world were in a very different place to where they are now. Sedgwick, 
who had identified with revolutionary marxism, working-class struggle, 
and the radical left for most of his adult life, was swimming against two 
interconnected tides when the book was assembled.

The first of these tides was the rise of a new biomedical psychiatry 
as embodied in the publication of the Diagnostic and Statistical Manual 
of Mental Disorders, 3rd Edition (DSM-III) in 1980. This was generally 
seen as a ‘paradigm shift’ ushering in a new, more rational and rigorous, 
approach to mental disorders, one which rebutted accusations that 
psychiatry was an anti-scientific enterprise whose true purpose was the 
coercive control of behaviours deemed deviant by society.

The second tide Sedgwick swam against was the impasse of the social 
and political movements that had swept the West, including his native 
Britain, from the late 1960s. These movements had, as one of their 
consequences, inspired activism and experimentation around issues of 
mental health and illness. When they went into decline, not only was 
the door opened to political reaction – in Britain exemplified by Thatch-
erism  – but to defensiveness and retreat by those involved in radical 
mental health politics. Nevertheless, in 1982 their residue still hung in 
the air, leaving open the prospect of future clashes between a resurgent 
biomedical psychiatry and its anti-psychiatric critics.

Forty years later, neither of these conditions obtains.
Biomedical psychiatry has foundered on its own contradictions, 

after the attempt to unite around a new neuroscientific paradigm with 
the DSM-5 provoked theoretical divisions, professional turf wars and 
criticism from leaders of the earlier DSM-III revolution.1 The new 
manual – finally released amid fierce public controversy in 2013 – was 
seen as little different from its predecessors. And psychiatric research 
has stagnated, eschewing aspirations of further far-reaching innova-
tion and instead focusing on tinkering at the edges of existing theories 
and treatments.2

Meanwhile, political struggles and theoretical perspectives critical of 
psychiatry have also waned, paralleling the decline of working-class and 
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social movement activity and a concomitant retreat and fragmentation 
of the left. Socially transformative demands around mental health have 
given way to narrower questions of ‘consumer participation’, ‘rights’, 
‘lived experience’, ‘identity’ and ‘trauma’ that have largely been incorpo-
rated by mainstream, bureaucratic healthcare systems.

This double impasse of mainstream psychiatry and its militant critics 
has created a fitting moment for the republication of PsychoPolitics. This 
is because Sedgwick developed his ground-breaking critique of modern 
psychiatry via a concurrent critique of anti-psychiatric thinkers and 
movements. His key move in this respect was to broaden the scope of 
his inquiry to the concepts of health and illness in general – physical as 
well as mental – thereby opening up new and different ways of tackling 
the debates swirling at the time rather than forcing them into mutually 
hostile, pro- and anti-psychiatry, camps.

My own engagement with Sedgwick’s ideas started when I read 
PsychoPolitics for the first time soon before I completed my psychiatric 
training. Sedgwick had an unusual ability – even among marxists – to 
interrogate a wide range of critical concepts without once allowing them 
to become disconnected from their basis in material social relations and 
the political economy of healthcare. Thus grounded, the polarisation 
between psychiatry and its detractors became more apparent as Sturm 
und Drang that obscured real power structures more than it exposed or 
challenged them.

What’s more, having been a generalist doctor for a decade before 
commencing postgraduate training, I was struck by Sedgwick’s refusal 
to single psychiatry out as qualitatively different to (and worse than) the 
rest of medicine. This was not only a clearsighted riposte to the dualism 
that shapes perceptions of both, but one thoroughly supported by the 
medical realities I’d experienced. Sedgwick was by no means letting the 
mad doctors off the hook; rather, he was exposing their physical health 
counterparts to much-deserved scrutiny at a time their authority was 
still near its historical peak.

WHAT IS ILLNESS?

The dual nature of Sedgwick’s critique also helps explain why his argu-
ments have been taken seriously by activists and writers generally 
inclined to be sharply critical of psychiatry, as well as within the psychi-
atric profession itself as it grappled with its own upheavals in the 1970s 
and 1980s.3 Today they can help us comprehend the exhaustion of main-
stream psychiatry and its anti-psychiatric opponents, and what alterna-
tives to this state of affairs might be possible.
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The first part of PsychoPolitics is dominated by richly detailed crit-
ical analyses of the ideas of prominent thinkers associated with anti- 
psychiatric movements of the late 1960s and early 1970s, in particular 
the American sociologist Erving Goffman, the Scottish psychiatrist  
R.D. Laing, the libertarian Hungarian-American psychiatrist Thomas 
Szasz, and the French philosopher Michel Foucault. These theo-
rists, as well as more mainstream authors, provide the counterpoints  
against which Sedgwick’s theoretical innovations are elaborated and 
refracted.

Although ‘anti-psychiatry’ refers to a heterogeneous and at times 
contradictory range of ideas, politics and activities, common themes 
emerge: that psychiatry relies on low-quality or absent ‘scientific’ 
evidence when compared with physical healthcare professions; that 
mainstream mental healthcare is basically repressive, structured 
around detention and forced treatment; and that psychiatric diagnosis 
is fundamentally value-laden, labelling certain types of social deviancy 
as ‘mental illness’.4

Sedgwick congratulated anti-psychiatric thinkers for expressing ‘a 
consistent and convergent tendency of opposition directed against posi-
tivist method in the study of abnormal human behaviour’. Positivism 
was defined in the medical context as ‘an approach towards the inves-
tigation of human pathology which, modelling itself upon antecedents 
it believes to be characteristic of the natural sciences, (a) postulates  
a radical separation between “facts” and “values” (declaring only the 
former to be the subject matter of the professional investigator) and (b) 
suppresses the interactive relationship between the investigator and the 
“facts” on which she or he works’.5

For all their scrutiny of psychiatry’s positivist claims about mental 
disorder, the profession’s critics smuggled positivism back in when they 
came to contrast psychiatry with physical medicine, which they tended 
to treat as an area of human activity that could indeed proceed on ‘objec-
tive’, value-free scientific lines. Thus, ‘Anti-psychiatry can only operate 
by positing a mechanical and inaccurate model of physical illness and 
its medical diagnosis’.6

This contradiction emerged from what Sedgwick saw as the anti-psy-
chiatrists’ failure to interrogate not just mental illness but the logically 
prior and more inclusive concept of illness in general.

[I]t appears to me that none of these thinkers have begun by 
asking the question: What is illness? Only in the light of an answer 
to this question could we determine our answer to the question:  
Is mental illness really illness in the ‘medical’ sense?7
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Sedgwick drew on medical epidemiologist René Dubos’s descriptions  
of how social and political measures had produced the vast bulk of 
effective responses to ill-health in human history and how modern 
medicine – focused on the biotechnical treatment of sick individuals –  
was only a small part of the story. Medicine was just one way that 
humans had tried to explain and manage ill-health within historically 
specific circumstances. The medical enterprise is, on this view, ‘from its 
inception value-loaded; it is not simply an applied biology, but a biology 
applied in accordance with the dictates of social interest’.8

From this came Sedgwick’s radical conclusion about the status of all 
health and illness:

If we examine the logical structure of our judgements of illness 
(whether ‘physical’ or ‘mental’) it may prove possible to reduce the 
distance between psychiatry and other streams of medicine… not 
by annexing psychopathology to the technical instrumentation of 
the natural sciences but by revealing the character of all illness and 
disease, health and treatment, as social constructions. For social 
constructions they most certainly are.9

Sedgwick contended that ‘Outside the significances that we voluntarily 
attach to certain conditions, there are no illnesses or diseases in nature’.10 
By this he did not mean that there are no biological or other material 
correlates of what humans refer to as illness, but that it is a human – 
indeed social – decision as to what is defined and treated as ‘illness’.

Understood this way, ‘all sickness is essentially deviancy’ from social 
norms, because ‘no attribution of sickness to any being can be made 
without the expectation of some alternative state of affairs [i.e. health] 
which is considered more desirable’.11 By this Sedgwick did not mean 
that all social deviancies will be labelled illnesses and therefore fall 
within the remit of healthcare processes. To understand why such attri-
butions are made – why some problems and not others are treated as 
forms of sickness or disease – requires a concrete analysis of the inter-
ests and conflicts at play within a given society at a given time. The 
same is true of situations in which there are unresolved disputes over 
whether a particular social problem should fall within a health/illness 
framework; for example, over whether the diagnosis of ‘psychopathy’ 
or ‘antisocial personality disorder’ should be grounds for diminished 
criminal responsibility.

Post-traumatic stress disorder (PTSD) provides a striking example 
of a psychiatric diagnosis ‘invented’ due to the assertion of certain 
social interests. Emerging from a campaign by American Vietnam War 
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veterans and their health worker allies to have their wartime suffering 
officially recognised rather than written off as personal failing, the diag-
nosis was effectively a product of anti-war radicalisation.12 Over time, 
however, it has become integral to the rise of ‘trauma’ as a professional 
and lay concept explaining why people suffer emotional distress and 
dysfunction after exposure to certain types of triggering events, with 
a resulting expansion of PTSD diagnoses. The rise of PTSD has thus 
come to fit with the interests not only of people who have had such 
experiences and health professionals who want to provide them with 
help, but such disparate groups as insurers needing clear guidelines for 
reimbursement, bosses wanting to deal with their employees’ reactions 
to work stress, and activists pursuing recognition of past wrongs within 
a medicalised framework.13

Sedgwick also deployed this approach to explain the devaluation of 
mental when compared to physical illness in modern times. Because 
the concept of illness had grown up in close association with the social 
practice of treatment, as therapies became more technologically based, 
so too did concepts of illness become more tied up with biotechnical 
models, alienated from the social relationships in which they had orig-
inated. Mental disorder, less amenable to biotechnical explanations and 
interventions, became ever more open to the accusation that it was not 
a true illness, putting pressure on psychiatrists to adhere to a positivist 
biomedical frame.14

INDIVIDUALISING, PRIVATISING AND ATOMISING

Identifying the implicit acceptance of a positivist, narrowly biotech-
nological view of physical health and illness among both psychiatry’s 
defenders and critics, Sedgwick transcended that dualism to forge a 
critique of modern medicine in toto, which could evaluate the common 
features of physical and mental healthcare.

For example, in a 1974 article on ‘medical individualism’ Sedgwick 
took aim at its ‘consistent bias towards individualizing, privatizing, 
and atomizing concepts and practices in treatment which ought to 
be interpreted and produced socially, collectively, and integrally’, by 
examining how these tendencies undermine care in the very different 
medical specialties of surgery and psychiatry. The real-world failures of 
individualist and contractual forms of healthcare lead inexorably to the 
bureaucratic state stepping in to provide a mass-produced and institu-
tional alternative, but with the result that the two forms come to be in 
permanent competition with each other without a true ‘socialisation’ 
of care, let alone its rational integration into collective human action.15
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Physical medicine has repeatedly displayed flaws akin to those that 
psychiatry’s critics have often implied are specific to mental healthcare. 
For example, all of medicine (and not just psychiatry) has been wracked 
by scandals exposing the corrupting influence of the pharmaceutical 
industry, leading to the popular impression that the profession can’t be 
trusted to do what is best for patients.16 Alongside this have been revela-
tions that many doctors were prescribing ineffective or dangerous treat-
ments despite there being no evidence supporting their use, resulting in 
embarrassing ‘medical reversals’ in which therapies had to be withdrawn.17

Even if we put aside such improprieties, a major 2012 statistical 
comparison of psychiatric versus general medicine drugs showed that, 
apart from a few exceptions, many of the most commonly used medi-
cations for physical illnesses had effect sizes little different from their 
psychiatric counterparts. While this data was used by some defenders of 
mainstream psychiatry to extol the virtues of psychotropic medications, 
in fact what the study revealed was the relatively limited effectiveness of 
medicines for physical illness, very far from their portrayal as miracles 
of modern science.18

It is similarly untenable to see psychiatry as qualitatively different 
from physical medicine because its determinations of health and illness 
are directly bound up with its role in coercive treatment. As I have 
written elsewhere, such a perspective ignores how the vast majority 
of psychiatric treatment today occurs on a voluntary basis in private 
or public outpatient settings, as well as eliding how many practices in 
contractually based physical medicine involve elements of coercion 
certified by doctors’ value judgements:

From the impossibility of ‘informed consent’ when there are 
large asymmetries of knowledge and power between doctors and 
patients, to the informally non-consensual treatment of severely 
ill patients in emergency and acute medical settings, to the use of 
various legal instruments such as ‘guardianship’ orders to impose 
treatment and control on patients found to lack decision-making 
‘capacity’, the individual freedom of patients being treated by 
physicians and surgeons is often only apparent and partial.19

Most strikingly, the governments of liberal democracies around the 
world have just spent two years imposing extraordinary restrictions on 
their citizens’ lives, justified on the basis of expert medical consensus that 
deemed these measures necessary to combat the COVID-19 pandemic. 
Medical authority was mobilised by governments, with many health 
experts rising to prominence arguing the official line, in order to justify 
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unprecedented state coercion, often on the basis of terrifying modelling 
projections of health system collapse and mass death – most of which 
turned out to be wildly inaccurate20 – if the public didn’t obey.

It’s hard to imagine a cruder application of a narrow, positivist medical 
rationality on the panoply of divergent (and often competing) interests 
that make up modern societies. Moreover, many of the restrictions 
represented a sudden reversal of previous expert consensus contained 
in pandemic planning documents, one that cannot be explained by the 
emergence of new scientific evidence.21

Yet if it was an unsustainable proposition that politicians were merely 
‘following the science’ in imposing lockdowns, border closures and 
other controls, such measures were made possible – as was the margin-
alisation of dissenting voices arguing for a more holistic view of their 
social impacts – precisely because most of the public had voluntarily 
withdrawn to the presumed safety of an atomised private sphere. This 
retreat gave a material weight to government-imposed restrictions that  
would have been considered intolerable just months earlier. Perversely, 
this was often justified in terms of saving health systems from having to 
deal with too many sick patients, a logic accepted even by many of those 
on the left who had previously campaigned for more and better healthcare.

The almost unimaginably costly suppression of large swathes of 
economic and social life was in effect prioritised over mobilising socie-
ty’s resources towards better care and protection of those most vulner-
able to the virus’s ravages. Rather than simply accepting the hegemonic 
narrative that all this was scientifically grounded and socially necessary, 
Sedgwick’s approach encourages us to inquire which actors were acting 
in whose interests, as well as considering the effects of such unprec-
edented actions not just on select COVID-19-related health outcomes 
but on the wider social fabric in which health and illness are embedded.

THE CENTRAL PROBLEM OF THE ASYLUM

PsychoPolitics also helps us comprehend how struggles over diagnosis 
and treatment are themselves embedded in social relations and can 
express (even if in distorted form) conflicts between determinate social 
interests. Sedgwick’s critique historicises these issues and forces us to 
think about the problems with modern healthcare in general, and the 
society that spawns it, rather than to focus on the problems of psychi-
atry in isolation.

This conception of illness (including that of mental illness) was, for 
him, essential to placing demands on health services. Moreover, because 
questions of health and illness are based in and inseparable from real 
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social relations and struggles, ‘Mental illness, like mental health, is a 
fundamentally critical concept: or can be made into one provided that 
those who use it are prepared to place demands and pressures on the 
existing organisation of society’.22 Such demands should not be limited 
to the reallocation of resources to overcome disparities in access to 
healthcare but should also posit what type of care would be needed. As 
Mark Cresswell and Helen Spandler have noted, this goes beyond the 
bounds of narrow biotechnical conceptions of treatment:

Sedgwick is pro-medicine precisely to the extent that he envisages 
a radically socialized medicine applicable equally to physical and 
mental health. Such examples of socialized medicine include,  
‘[t]he insertion of windows into working-class houses’ and ‘the 
provision of a pure water supply and an efficient sewage disposal’.23

This is very far from calls for ‘parity’ or ‘parity of esteem’ between mental 
and physical health. These concepts emerged in the United States in the 
1990s and have more recently been taken up in Britain as a way of shining 
a light on gross deficits in healthcare access and outcomes suffered by 
people with mental illness. They rest on the notion that a health system 
dominated by profit-motivated insurers and/or government bean-coun-
ters should apply the same accounting rules to ‘value’ both varieties of 
problems equally. While they might represent a step forward in terms of 
funding, such measures also further imbricate care in cold cost-benefit 
calculations and systems of rationing. Because parity doesn’t eliminate 
the separate status of mental and physical disorders, solutions tend to be 
posed in terms of competition over limited healthcare resources rather 
than provision according to patients’ needs.

Also conspicuous over the last 40 years has been the incorporation 
of much of even the most radical mental health activism into chan-
nels that leave existing healthcare hierarchies intact. This is not only a 
result of the decline of social struggles that previously gave energy to 
militancy around mental health. Activists’ one-sided opposition to the 
entire enterprise of psychiatry allowed many of them to be assimilated 
by existing power structures and used as a cudgel to manage health 
systems. In an address to the Royal College of Psychiatrists soon before 
his death, Sedgwick presciently warned how the ‘libertarian’ critique of 
psychiatric authority emanating from sections of the ascendant Thatch-
erite right – criticisms that strongly overlapped with anti-psychiatric 
attacks – would underpin assaults on ‘collective’ government provision 
of care without challenging the repressive power of the state.24
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Concepts and practices drawn from activist and reform demands – 
such as ‘consumer participation’, ‘human rights’, ‘trauma-informed care’, 
and ‘patient-centred care’ as well as a place within systems for the ‘lived 
experience’ of consumer representatives and peer workers – have not 
been an uncomplicated boon. Rather, for all the ways they formally 
recognise patients’ needs, existing hierarchies also use them to perfor-
mance-manage clinicians, bureaucratically restructure workplaces, 
and cut costs by replacing highly trained clinical care with lower-paid, 
ex-patient staff.25 Meanwhile, changes to mental health law purported 
to enshrine greater patient rights have increased the legal-bureaucratic 
pressures on clinicians while doing little to arrest upward trends in 
involuntary treatment – or have had the perverse but predictable effect 
of extruding patients out of psychiatric care and into custodial settings.

In the second part of PsychoPolitics, Sedgwick surveys activism, polit-
ical demands, and radical therapeutic experimentation around mental 
health. His sobering conclusion is that such struggles have had minimal 
impact on the institutions that deliver psychiatric care, and that they 
have often created as many problems for people suffering from mental 
disability as they intended to solve:

The civil-libertarian stance, the corporate trade-union response, 
the hyper-politicised annexation of anti-psychiatry by the far 
left, the ‘alternative therapies’ which cater only for the milder and 
the acuter forms of distress all stand as glib, guilt-discharging 
displacements of the central problem of the asylum: how to create 
the economic means of employment, the material apparatus of 
housing, the ethical structures of fellowship and solidarity, for 
those who through various forms of mental disability cannot 
purchase these benefits as commodities in the market-place. It will 
not suffice to reverse the long historical process of hospitalising 
the mentally disabled by despatching them back to their families.26

The politicisation of medical goals must not, therefore, be limited to 
the reform (or replacement) of psychiatry or the hospital carried out 
in isolation from more fundamental social change. The embryonic 
efforts by patients, their supporters, clinicians, and other social forces 
to expand, improve and transform mental healthcare can only prop-
erly unite and come to fruition in the context of society revolutionising 
itself. Sedgwick’s was a deeply humanist orientation, one that demanded 
the greatest possible care for the suffering individual, indissolubly tied 
to a profoundly critical social practice.




