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ABSTRACT

Focusing on professional knowledge snd occupations and drawing on
institulional, resource depemdence, and ecological theories, reasons why
peychisiric nomenclature has changed sre postulated. The effects that these
changes may have on the division of labor among menta! health professionals
angd organizational forms of service delivery are conceptualized. Through the
development snd control of knowledge and belief systems, professions gain power
by resituating whose professional competence becomes most relevant. In highly
institutionsl environments such pe mental health services settings, where etiology,
techrolegy, and outcomes can be intangible and unclear, attempts to standardize
rules of classification and practice secording to a scientific model of medicine
reduce uncertainty and enhance professional and organizational legitimacy, With
mereasing pressure to rationalize health care, diagnoses can be viewed zs 2
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resource and a commaodity that administrators negotiate with funding
cnvironmenis sid rogubitory agencies, Trestment organizations operating in
conflcting institutional environments will “decouple” their rescarch, clinieal, and
administrative organizational siruciures,

The Diagnostic and Statistical Manua! (DSM), published by the American
Psychintric Association, codifies the rules for making patient diagnostic and
treatinent decisions, Bince 198G, with the third revision of the manual (DSM-
i), it has been the focus of increasing controversy in the professional and
scholarly literature, The DS M-I and HE-R debates have been characterized
by both relutation and polomics among the wental health disciplines of
neyehintey (Kiermsn, Vaillant, Spitzer, and Michels 1984: Klersman 19893,
psychology (Garficld 1986, Meehi 1986; Millon and Klerman 1986}, social work
{Kuichins and Kirk 1988), and sociology (Mirowsky and Ross 1989),

Although these debnies span several disciplines, they Tocus o three ihemes:
the phitosophy of scicnce, paradigm revolution, and measurement theory. This
literature porirays discussions of the tension between the practice of science
versus prolessional politics as the basis of how DEM-UHIL is conceptually
constructed. Second, there are the descriptions of the professional pushing and
shoving in a paradigm shift from the psychodynamic to the biopsychiatric
model, And last, there is a lteralure on measurement theory, with most notably
the issue of making continuous phenomenon into discrete events and the
concomitant trade-off beiween validity and the quest for reliability. In all, this
literature has the flaver of evaluating the DEM-11 as & tool rather than as
an explanation for its existence and continuing development.” These
discussions describe and critique the development of the DEM, but not the
institutional determinanis and organizational conseguences,

Given the focus of this Iiterature as well as the ongoing work in developing
the DSM-1V,” it is important to extend the questioning of the DSM revisions
beyond asking if the proliferation and rationalization of the psychiatric
nomenclature has been substantiated by real growth in scientific knowledge.
It is also crucial to ask what else, on & rational as well as a symbolic and
institutional level, might drive the continuing development and expansion of
the DSM?

This paper will draw upon institutional, resource dependence, and ecological
theories 1o lend insights about how the DEM-1EL may be viewed as a set of
rules {Meyer and Rowan 1977, DiMaggio and Powell 1883), as a resource
{Pteffer and Salancik 1978), as a commaodity and marketing strategy (Abbott
19893, and as an orpanizing strategy Tor the meatal health sector. An attempt
will be made to focus upon this subject in terms of the impheation {or the
professions as well as the cffects on the organizational forms of the service
delivery system.”
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REVIEW OF THE DSM-TIl AND 1l1-R

First, a brief overview of the classification sysiem (DSM-H and {11-R) is useful
bere, This nomenclature has become the official classification system of mental
diserders used by most all mental health professionals in the United States,
It has been translated inio thirteen foreign languages. It has organized the
boundaries and methods of classifving mental illness differently from its
predecessors (DSM 1L-R, 1974, DSM-1, 1968 and DEM |, 1952} in a number
of sigaficant ways, ‘

In DSM I, H, and 1E-R, exphcyt coteria are not provided. The clinician is
largely on his or her own in individually defining the content and boundaries
of diagnostic categories. In DSM-HI and 111-R, intangible psychodynamic
concepls such 88 neurosis are no longer used as definitional and classifying
principles. To improve interjudge reliability, mental disorder is defined by
eategoncal oriteria consisting of observable and reported symptoms.

A multinxisl system, to oblain isformation of value in planning treatment
snd predicting clinical oulcome and prognosis, includes axes {or deseribing
gsychological (mental disorders), biological {physical disorders and
conditions), and social factors (severity of psychosocial stressors and highest
level of adaptive {unctioning) (Spitzer and Williams 1982),

The DSM-1T and 1[I-R include a set of hierarchical decision trees and rules
{or differential diagnosis whereby those cases with co-occurrence of symploms
and syndromes {charactenstic of many cases) can be assigned 1o a dominant
disorder, that is, a single diagnosis (Boyd et al. 1984). For example, a diagnosis
of major depression would rule out a diagnosis of obsessive compulsive
disorder, although the patien? neay experience symploms that indicate gither
diagnosis,

The DEM-11 was designed 1o be atheoretic with regard to the eticlogy of
mental disorders so as to encourage clinicians of varying theoretical
orientations (e.g., social learning, cognitive, behavioral, and biological) to use
the classification system. By avoiding claims concerning etiology, the DSM-
i1} attempis to get around the problem of a lack of consensus among
professionals in the mental bealth field, The DSM-111 and subsequent revisions
are embodied in an underlying philosophy of positivism; which as & unifying
framework is compatible with several theoretical and disciplinary orientations
in the mental health professions. The DSM-1H and 11I-R revisions also appear
to model the scientific paradigin of medicine.

The classification system has been designed by committees and
subcommitiees of the American Psychiatric Association with some liaison from
other professional associations. DSM-111 lists I8 such committees and DSM-
HI-R refers 1o 28, Eighly to ninety percent of the committees have been
composed of psychiatrists or members with medical degrees representing
recognized expertise in diagnosis of specific disorders., For the most part,
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proposals for revision of the DEM-IH and HER and the subdivision of each
diagnostic class into specific disorders were not empirically based oo known
etiology but are constructed on the best judgment of these advisory
subcommitices. The authors view the IDSM as a “still frame” and an ongoing
process of attempting to bester understand and define mental disorders. They
view the goal of fiture revisions as increasing the utility of the classification
categories for making treatment and patient management decisions.

Unlike the DEM-111, the development process of the DEM-IV is attempting
1o base changes in diagnostic categories on systematic literature reviews and
empirical research when available. The “rationalizing” changes made in the
DSM in 1980 have facilitated the growth of empirical research, The National
Institute of Mental Health and private research foundations have funded not
only empirical work on mental disorders, but also research on the reliability
and validity of the DEM diagnostic categories,

Psychiatric diagnoses have diverse, latent, and sometimes conflicting roles
and functions, Using an institutional theory perspective, this discussion wilk
focus first on the DSM's role in rationalizing, legitimating, and providing an
*acconnt” of mental health work, Second, using a set of resource dependence
arguments, the conneclion between diagnostic records and reimbursement
systems, where the product of the DSM can be viewed as an organizaiion
resource, commodity, and marketing strategy will be made. And finally,
through an ecological lens, the implications of the development of the DSM
will be viewed as an organizing strategy for the mental health professions and
the service delivery system.”

MANAGING THE ENVIRONMENT: DIAGNOSIS AS
REDUCING TECHNOLOGICAL UNCERTAINTY

bustitutional theory takes secount of how symbols, ieologies, and rules may
shape ceganizntionsl fovos, 18 provides se slienutive or complementary
waplanation for organizstioned forms aside from technicsl production and
cxchange. Urganizations are charncterized as highly institationalized
cnvironmenis when work is less technical and (angible and organizations
incorporate rational institutionalized rules to goin legitimacy, resources,
stubility, snd enhanced suevival prospeets,

Institutional theory folfows twe lines of argument. Rooted in the work of
Selznick {1957}, Berger and Luckmann (1967), Meyer and Rowan {1977}, and
Scott (1987}, the first branch locuses on the cogrilive processes that construct
a shared delinition of practices that over time become infused with value. The
second vein focuses on 3 macro level with the impact of organizations, agencies
of the state and professional associations, The origing of rational institutional
rules are (1) the claboration of complex relational networks, for example,
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wstitutions and values that make it advaniageous for organizations to
incorporaie new structures; {2y the degree of collective organization of the
envirenment, {or example, the development of legal and regulatory entities,
licensing requirements, and professional organizations that have the capacity
to generate and enforce cognitive and normative belief systems and reward
professions and organizations for conformance to rules; and (3) leadership
efforts of organizational actors, for example, managing the institutional
environment among key organizations such as the American Psychiairic
Association (APA), the Health Care Financing Administration (HCFA), and
the National Institute of Mental Health (NIMH) (Meyer and Rowan. 1977).

Mentai health service delivery seitings have been described as having a strong
institutional and a weak technical environment (Meyer 1986; Scoit 1987),
Organizations theory argues that there is a continuum of organization
environments from those structured by technical criteria (e.g., manufacturing)
to those dominated by institutional criteria (e.g., schools, mental health centers)
{Meyer and Scoit 1983). Technical organizations are evaluated by their product
or service being exchanged in a market setting that rewards effective or efficient
performance. Institutional organizations are assessed by their conformity te
socially legitimate forms, For technical organizations, work processes follow
structure and can be concretely evaluated. For institutional organizations only
structure can be assessed and the work and output are assumed to be
appropriate (Perrow [985).

Mental health service setiings as an institutional environment in an
increasingly “rationalizing”™ world are dependent on a strong set of rules and
beliefs. The DSM as a symbol of professional knowledge is a powerful set of
rules for understanding and managing a highly institutional enviroament,
Mental health trestiment technologios are unceriain and work activities often
are not visible, Through the DSM as sign and symbol, meaning, form, and
continuily are given 1o uncertain and less tangible work activities where
performance eriterin ave not abways ciear. Bven though a disgnosed problem
may remain smbiguous, by identifying an appropriate professional category
for it, the ambiguity is at least professionally contained (Abbott 1988},

Forexample as Brown {1987} states, *Clinicians take the DSM very seriously
and believe in its reality, It provides positive functions of reducing uncertainty
around imprecise treatment technologies ... it gives you the sense that
psychiatric diagnosis is so accurate that you have to use five digits.” One might
then expect that:

Hypothesis 1. As mental health organizations altempt to “manage
unceriainty” they will increasingly adopt visible evidence of
professionally codified forms of providing service such as use of the
DSM.
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Hypoihesis 2. As societal pressure increases toward “ratienalizing”
institutional environmenis (e.g.,, demonstrate technology and
outcomes), then there will be continued effort loward tangible
codification of mental disorders.

DIAGNOSIS AS CREATING PROFESSIONAL LEGITIMACY

Legitimacy and uncertainty ase inversely connecled. “What legitimates
institutionalized orgepizations, coabling them to appear uselul in spite of the
fuck of techaival vadidation, is the confidence and good faith of their internal
participants and their exiernal constituenis™ (Meyer and Rowan 1977).

Particutnily since the work of Gollman's Aspfum (1961, Siase’s The Myl
aof Mentad Hiness (1974), nud the British sad American cross-caliuval studies
on schizephrenia, there have been attacks on the legitimacy of the mental health
profession and n crisis in public sentiments over individual versus collective
responsibility for mental henbth {Meyer 1986},

Kormn and Sharfsictr {1986) bave noted thay there is dissgreemoent on wha
mental ilness is and on the approaches to treating it Klerman {1989 states
that in the past, when the preferred treatment was individual psychoanalysis,
it diddn't mntier what disgaostic eategory was assigned 1o the paticnt becouse
the treatment was nol recognized as legithmately treating an illness, but instead
an individual's intrapsychic conflicts.

Meyer (E986) hins noted that a prominent sapeet of the mental heaith sysiem
has been the bk of consensusily ngreed upon sules for defining people ag
healthy or sick, beiter o worse, or for differentinting between successiul and
unsuccessiul treatment. The construction of & more reliable dingnostic system
(DSM-E, HR) sHows mental Biness (o be visible to thie public sad exteraal
organizations. It fosters a “logic of confidence” thai mental health as a
profession has a scientific method that can do something about mental illness.
Thus one might cxpect that:

Hypothesis 3. As concerns for professional legitimacy increase, the DSM

will become incressingly developed and adopted as the standard

technology for diagnosis.

DSM AS A RATIONALIZING FORCE

There are growing environmental pressures to institutionalize rationality and
efficiency in the health and mental health sectors (Meyer 1986, Bittker 1985
Freedman 1985 Scott 1981 Organizational forms of service delivery are
increasingly conlescing nito systems of large organized purchasers and private
multi-system corporate providers that value standardization and devalue
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professional status and individuality (Light 1988; Bittker 1985, Relman 1987}
There is an increased trend to rationalize the system by corporate planners
{Bcott 1983; Siegrist 1983) and professional managers,

If one looks at the history of the development of the DSM one can also
see a concomitant trend, Tn 1952, with the publication of the first edition, there
was virtually little standardization. Subsequent editions required that diagnosis
be only theoretically informed. And as later editions have developed, they have
become increasingly rationalized by the dominance of decision rules for
manipulating atheoretic lists of categories and criteria.” The institutionalization
of the DSM in clinics and in training physicians, psychologists, and social
workers can function to reduce the cost of clinical staff supervision and
coordingiion. 1 can be thought of as increasing the efficiency of collective
dingnostic work.”

IHAGNOSIS AS AN ORGANIZATION RESOURCE
AND COMMODITY

Resource dependence theory states that organizations are not self-sufficient,
but survive and adapt their forms by exchanging resources with their
environment {Pleffer and Salancik 1978), The necd to acquire resources creates
dependencies among organizations and outside units. To ensure organizational
survival, managers act to aggressively acquire and maintain resources from
their environments, while at the same time attempting to minimize threatening
dependencies (Scoty 1987),

It seems important (o draw the link between the formalization of diagnostic
categorics and the notion of organizational resources and the role of records
i human service organizations. Diagnostic records can be viewed as social
products that become intra- and interorganizational resources. Relationships
?wiih other organizations produce demands for records and record production
mﬂ‘mnees the day-to-day form of providing services and interacting with
paticnts. The clinic and the clinician are dependent on a variety of other
agencies, such as health care and social service agencies, as well as funding
bodies. Until the clinic has created the records, it has not done any identifiable
work activity that can be exchanged for resources or transferred to other
agencies (Olson and Gordon 1984).”

Reimbursement systems in mental health have changed dramatically in
recent years and these changes have aliered the consequences of diagnosis
{Dorwart and Schlesinger 1988; Kirk and Kutchins 1988). Beginning in the
late 1970s, the funding of mental health services shifted from public policy-
driven “programs” 1o reimbursement-driven clinical services. During the era
of public policy-driven programs, services were provided based on professional
and program treatment ideologies (e.g., prevention, accessibility, continuity of
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care, community care, and minimizing use of inpatient services), rather than
on the basis of their marketability as “unbundled” commodities and “product
lines” thai are perceived as clinically legitimate or cost efficient fo
administrators and third party payors. In an increasingly privatizing and
professionalizing delivery system, diagnosis takes on a new meaning of
providing certification of need for services in the health care marketplace.
Diagnosis as a tangible certification for funding by third party payors can be
viewed as an imporiant organizational resource and commodity. As Brown's
{1987) study indicated, “we have to come up with a billable diagnosis on the
first day. . .. Insurance coverage can lead to both the minimization and inflation
of diagnosis.” Following this line of thinking, then one might expect:

Hypothesis 4. 1f resources are contingent on the treatment of certain
diagnostic categories, then growth of diagnoses will tend to be toward
those categories.

For example, paticnts with differential diagnoses may be given the one that
is most likely to be reimbursable.

Hypothesis 5. As connections with reimbursement sources in the
environment shiff, organizational forms will change.

Hypothesis 6. As enviconmental pressures for efficiency increase (reducing
costs), then the work of individual therapists or professionals will
become increasingly dependent on standardized commodities (such as
the DSM) and organizations (Le., administrative systems and
ecomomies of scale).

DXSM AS A MARKETING STRATEGY

Professionands reguledy impnrt chunks of routinized knowledge when they
produce guidebooks of practice. Although this pattern of commaodification is
less prevalent in the medical and psychotherapy realms than for other
professional arens such as fow, engineering, and architecture (Abbott [989),
i atill weems exemplilicd by the development of medien] mupnusls rid the DEM,
If one makes the argument that the DSM defines, and publicly legitimates
calegories of mental disorders snd an array of treatiments, then the DSM can
be viewed s defining an ougoing market for new experts and now services
{Abbott 1989},

‘There may seems to be an inconsistency in the linking of diagnosis and
treatment. Such a matching simplifies professional work and makes it more
easily marketable to the public by health care entreprencurs; but it also may
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make professienal work vulnerable to downgrading and deskilling. One way
to view this phenomenon is through the notion of “elite professionalism”
{Abbott 1989} where by the professions become increasingly stratified or
“decoupled” and a smaller group of expert researchers regularly produce new
knowledpe that is accepted with a “logic of confidence” {Mever and Rowan
1977Y and used to “order, assess, and direct the work of the rank and file”
practitioner in the heaith care moarketplace (Freidson 1984).

For example, the subdivision of psychosexual dysfunctions into seven
specific disorders by the committees in charge of the revision of the DISM-
HE is in response to the expressed needs of clinicians who specialize in the
treatment of these conditions (DSM HI-R, 1987). The DSM also includes
conditions that are not mental disorders, but are considered the “appropriate
jurisdiction of professional attention and treatment” (Spitzer and Williams
1982y, The DEM makes socially visible problems of living that are not
previously codified or formally recognized as such {e.g., developing 2
classification of relational problems and disturbed family units, or a section
on disorders under study for inclusion into ongoing revisions of the DSM,
or the development of a DSM-IV manual for primary care physicians). As
such, the institutionalization of the DSM ensures that there must be experts
to do ongoing revisions and that the realm of mental health work is expansive.®

The D35M can be viewed as a prerequisite io the development of a marketing
strategy. It can be thought of as expert knowledge transformed into a “capital
good™ that is potentially at the disposal of allied professionals, the public, and
health care entreprencurs. Specifications of new disorders allow for
entreprencurs {o expansively create distinctive service “product lines™ and
marketing strategies that in turn lead (o competition among health care
organizations for product service markets.” The DSM facilitates growth in the
mental health market share by legitimating diagnoses and thereby generating
pressure on payors (o eapand the number of billable diagnoses. Given this,
one might expect:

Hypothesin 7. Ax the sysiom of classification of mental disorders (D5 M)
expands or cantracts, markets for new clinical services will aiso expand
or contract.

For example, professional processes set to expand diagnosiic categorics and
admimsirators act to narrow them. The government has conflicting
copstituents in that il is caught between groups interested in expanding and
interest groups concerned with contracting diagnostic categories, for example,
the NIMH and the HCFA'™ The NIMH funds empirical research and
professional work groups to revise old and consider new diagnostic categories
for the DSM. These work groups include collaborative processes with
administrators from HOFA'
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THE DSM AS AN ORGANIZING STRATEGY FOR THE
MENTAL HEALTH PROFESSIONS AND
THE SERVICE DELIVERY SYSTEM

A central question that has been asked about the mental health sector is: Why
is it so disorganized (Meyer 1986; Scott and Black 198637 In less clear domains
such as mental health, the usual means by which technical problems become
organized is to professionalize them, Bul unlike medicine, where physicians
are more clearly the specialty that sets the rules for order (Freidson 1970}, in
the mental health domain there are overlapping authority rules among
professionals that do similar types of meatal health work (Meyer 1986).

Ahbott (1989) adds (o the concepiualization of how social order comes about
by deseribing three ways o institutionalize cxpertise and organize work:
through conumodities, organizations, and professions. Commodities are
producis and materinds thut simplifly and rationalize expert work such as
mnchines, forms, software, and moouals, Cogaizational fonns of expertise
would be excmplilicd by organizations that house professional work such as
hospitals nnd mental health clinics. Professions vepresent the institudionalizg-
ton of expert knowledge i individuals, Professionals hinndle the esoteric,
complen, und intelleetuad aspeets of capert knowledge best, According io
Abbott {1989}, changes in the professions are shaped by the translormation
aned melegation of professional knowledge to aliernative fonms such ag
eeganiartions snd comnmoditios,

Historicnly, profussionsls have been viewed within the contert of

independent nnd often poweriul sssocintions eperating outside the boundarics
of clinical organizations. More current depictions view the role of organizations
s dncressingly powerful onnd oseciprocally  intoriwined  with the role of
professionals (Seoit 1985, The professions are subject 10 condrol by
organizations, ss well as by professions] assoctations thai transcend and
aperile nutenomousty of the arganivation, Ax Seott (FOE9) poinds oul, the opes
systems pasadige locates the professions i the organizations’ envisonment and
suggesis that changes in the way professionsl mssociations orpanize their
expestise produce chinnpes i organizations’ sirucivees,

Abbolt (F98E) cxicnds vur understanding of the historical power and
authority relationships of the mental health professions through an ecological
analysis, The professiony are viewed as dynantically and competitively
interdependent and  their relative “problem jurisdictions™ are shaped by
environmental forces that both help and hinder their position. He argues that
internal differentiation in the work place, changes in knowledge, and new
organizations and technology creaie professional junisdictions vulnerable to
invasion and succession, “Diagnosis, treatment, inference and academic work
provide the cultural machinery of legitimate jurisdiction.”™ It is through the
control of knowledge that professions retain their power in a competitive
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systern of professions. I the knowledge is too abstract, the profession is
vulnerable to claims of illegitimacy because of an unconvinced public, and if
the knowledge is not abstract enough, the profession is akin to a craft and
is susceptible to task encroachment by subordinate or invading groups.
Simularty, if expert knowledge is codified into commodities such as manuals,
fike the DM, it can be subject to deskilling and encroachment by lower-level
professionals (Abbott 1989}

The history of the mental health professions has demonstrated an active
ecology and a recurrent underlying theme of dominance and submission in
relation to competing specialty professions (Abbott 1988). During the period
of large, primarily biclogically oriented mental hospitals and psychoanalyt-
ically oniented outpatieni treatment (Koran and Sharfstein 1986) psychiatey
was aligned with medicine and was clearly the dominant mental healih
profession. In the subsequent era of the community mental health movement,
when the dominant theories of causation were social and environmental
faclars, psychologists und socin] workers greatly encronched upon psychiotey’s
professional boundaries. At that thme psychiatry had f{ailen prey to over-
extending its claim to social coneerns snd an area of tasks that could not be
easily romedied by a medical model (Mechanic 1989), Psychiatry then, was
feft with a precerious jurisdiction among competing professions and an
uncertain knowledge base, Mow as the legitimacy of soctal experiments have
waned snd as brain sciences and biepsychiatric rescarch make remarkable
advances (Heolden 1988), psychiatry aligned again with medicine is gaining
renewed dominance.'’

A number of authors have recopnized the development of the DSM-HH as
a mechanism for restructuring the knowledge claims and work tasks of the
moenlnl boalih professions. The DEM-IH bas been touted as Psychintey’s
attempt 1o once again assume dominance in the meatal health prefession and
reciaim the fichd as a specialty of medicine (Brown 1987; Mirowsky and Ross
P98, Klermmn FORY),

The revision of the diagnostic classification system in 1980 and 1987 (125 M-
HE and HERY delegitimized some problems and arcas of professional
jurisdiction, For cxample the changing criteria of “caseness” for such
classifications as antisocial behavior (Koran and Sharfsiein 1986) or substance
abuse and dependence. Changes {rom DSM-1I1 to HI-R “broadened the
boundaries of substance dependence and narrowed the borders around
substance abuse so that abuse has become a residual category without specific
defining features™ (D5 M-1V Update 1996). This placed groups that specialized
wn treatment programs of those (residualy problems at a disadvantage in
competing for reimbursement and professional legitimacy (Abbott 1988)."
Michels (1984) for example, poinis out how the changes in DSM-11 retained
the biological and social, but shut oul the psychological aspects of mental
iliness. Sinlarly, Mirowsky and Ross (1989) admit in their critique of DSM-



166 PATRICIA B PHORNTOM

HE, that if depression, aleoholism, panie disorder, nnd antisocinl personality
have become illnesses, then only physicians have the right to say what should
be done about i, Suech changes may have the effect of constraining
psychoelogists to practice and compete in organizational setiings traditionally
dominated by physicinns (Freidson 1970) and in medical environments where
they are at a disadvaniage in terms of auiborily structures and the bicrarchy
of staff privileges." Thus, psychiatric diagnoses as a sign of professional
knowledge may serve to define the hierarchy of professionals and to set
organizational boundarics within the service delivery system.

The obverse may also be true as well, DSM-II} may funciion 1o expand
the jurisdiction of some professionals in a symbolic sense (Meyer and Rowan
1977). As Kuiching and Kirk (1988) found in their survey of registered clinical
social workers, the professionally democratic use of DSM-I gives the
impression that social workers’ understanding of mental disorder may be
greater than it really is. In a latent sense, the DEM may provide an expanded
junisdiction for psychiatry's non-physician members. Thus, the DEM may
function to reduce or expand autonomy of allied mental health professionals
by redefining clinical work and the legitimate competencies and organizational
settings of competing mental health service providers.

Hypothesis 8. If control of ihe boundaries of the knowledge base weakens,
then internal atterpis by professional constituencies 1o structure the
knowledge base will increase.

For example, the dissemination of new knowledge or the selective inclusion
of certain knowledge into officlal manuals way weaken or strengthen the
jurisdiction of one specialty profession to another. Expert knowledge and
concomitant treatment activities may be shed o ether or lowerlevel
praciitioners and resituate whose professional competency is most valued or
legitimate, Such interdependency effects (Abbott 1988) may increase activity
to revise what knowledge is ordained legitimate or to generate new knowledge.
One might think about this in terms of why the DSM-HE-R was released in
1987, when the original plans for revisions were to be timed every 10 years
with the revision schedule of the Internationat Classification of Discases (1CD-
9). Did a real growth in science, technology, or new knowledge justify an
additional revision? Or, why were the psychological defense mechunisms {nal
ohservable) relurned to the glossary in the DEM-T-R in 19877 Was tds an
atiempt (o shore up the knowledge base by the peychodynamic camp? Such
examples indicnte the instability of the “official™ cognitive hase ni’ professionad
mental health knowledge, Such g sotion s shndlny to thet of professionsl
dominance (Freidson 1970}, 80 an organizational level of analysis, and is
exemplificd by the jockeying for position by cigsnizations such as Amencan

Poychiatric Diagnosis as an Organizing and Legitimating Strategy 167

Peychiatric Asseciation, American Psychological Association, National
Association of Social Workers, the Workd Health Organization, and so on.

Hypothesis 9. As the form of professional knowledge changes, the form
of professional organizations will also change. A case for the converse
might also be made (Zucker, 1988)."

For example, if the 1XSM continues (o institutionalize mental disorders within
the biological domain, then mental health service configurations around a
hospital setting or medical culture will increase. And as changes in the
institutional environment {reimbursement policy, perceptions of legitimacy}
{orce mental health prolessionals into hospital seitings, the DSM will become
isomorphic with medical nomenclature,

ORGANIZATIONAL CONSTRAINTS ON DIAGNQSIS

A case for a nonrecursive model might also be made. As Byrd's (1981) study
indicated, the structure of the service delivery system can have an influence on
diagnoses. In her analysis of outpatient clinic records in a university teaching
hospital she found that in slack times intake staff will alter patient characteristics
so that therapists can utilize their technical expertise more efficiently.
Conversely, when caseloads were larger, patients were more likely to be
diagnosed as psychotic and therefore inappropriate for outpatient treatment.
She found evidence that available treatment openings affected diagnosis and
patients were redefined based on organizational structural characteristics.

Brown's research {1987} at a university hospital walk-in clinic demonstrated
parallel results. After taping and chsmvmg interviews between patients and
Emmpésts and therapists and supervisors, he found that “creative diagnoses™
were given o allow !"mf a better fit between organizational constraints and
professional autonomy, '*

Given Brown's and Byrd’s findings one might hypothesize:

Hypothesis i, The greater the diversity of treatment goals of “valued”
{e.g., funding, prestige associations, etc.) external referral
organizations the greater the diagnostic conflict and pressure (o use
“ereative dingnoses,”

Hypothesis 11, I conformity to institutionalized rules of therapy conilict
with the “elficiency eriteria™ used in the DSM, then organizations will
become loosely coupled building gaps between their formal
administrative structure and actual clinical work activities (Meyer and
Rowan 19777
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CONCLUSION

What then might organization theory predict about the structure of the service
delivery system from viewing diagnosis as the cadification of professional
knowledge and as an orpanizational resource? Diagnosis serves different
functions for the various organizational constituencies, organizations on the
periphery of the delivery system, patients, professional groups, government
agencies, and private and public insurers. Treatment organizations forced to
operate in heterogeneous environments with multiple referral agencies
representing conflicting goals and with restrictive external funding constrainis
might “decouple™ (Meyer and Rowan 1977} their diagnostic procedures and
organizational structures. Under the most diverse conditions, treatment
organizations might structure a three-lier sysiem of diagnostic and
administrative work activities— administrative, clinical, and research.™ The
administrative component would link o the exterior environment and make
sure that diagnostic activities in the clinical core were transformed into the
proper form of exchange with the envirenment. This organizational level could
also serve Lo bufler and protect ongoing therapeutic work activities from the
dingnostic surveillance of external institutions, The clinical componcnt wonld
represent those constractions that sllow for the best fit between svailnbic
thernpist and puticnts within the confines of the organizations” treatment gonls,
The resenrch component would be most closely allied with academic
Histiintions o vadoes wad would sepiesent (he lenst externally constrained
classification ol puticat pathology, e wseanch kevel would slso be the genesis
of Tormalized changes in the chassification of professional knowledge, that i3,
the revision of the DSM (Koran nnd Sharfstein 1986; Abbott [988). “This
decoupling cunbles orgunizations to musintain standardized, legitimating,
formnl stinctuses while their activities vary o response lo proctiost
considerntions™ {Mever and Rowan 1977}

RESEARCH IMPLICATIONS

The arguments presented here generate implications {or several lines of
research. One approach might view the growth of the DEM as & dependent
vatiable and ok it with a set of covariates or explanatory variables that would
represent changes in the institutional environment, This could be
conceptualized wlong the lines of Hypothesis § and vse network analysis o
fook at the Tactors contributing to the weakening of the knowlodge base and
the “pushing and shoving” among various constituencies 10 shape and clarify
gverlapping “problem jurisdictions.”

A second line of rescarch might attempt to link changes in professional
knowledge (D8 M) with changes in organizational forms, This approach would
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view changes, death, and survival of organizational {forms in the mental health
sector as a dependent variable and link it with a set of independent variables,
one of which would be the poteniial explanatory effect of the DEM. In this
set of equations, independent variables might be both endogencus and
exogenous and represent changes in the internal organizational environment
az well as the external organizations environment. This approach stems {rom
Hypotheses 9 and 5, where one would expect that as the form of professional
knowiedge (DSM) and funding sources change, one would expect the form
of professional organizations to change, '

{ne might conceptualize the DSM as a measure of exiernal legitimacy and
combined with other external and infernal structural change measures describe
mental health organizational change, death, and survival over time. Oither
measures of external legitimacy might be changes in access to environmental
resources such as referral networks snd endorsement by powerful collective
actors such as licensing, accreditation, regulatory, reimbursement, and
program policy making bodies, for example, the Joint Commission on
Accreditation of Hospitals (JCAH), NIMH, HCFA, APA, and so on

Measures of internal organizational change might be conceptualized as
changes in the organizational director, organizational goals, structure, cheni
or pmfie:m groups served, and domain in which services are offered, for example,
sadeitite street dlinics 1o Community Mental Health Centers ({CMHCSs) to
muiti-service medical centers.

Ufw also could test for the effect of “loose coupling” on organizational
survival il persistence (1°Aunno and Price 1988), As Hypothesis 11 indi-
cates, one would expect that loose coupling would enable organizational
survival under conditions of conflicting institutional environments, One could
develop measures such as the degree of conflict in the “cfficiency criteria™ of
the M and sctusd clinical activities, informed from participant observation
work fike that of Hrown (1987). Measures of loose coupling might also be
devc}ag}e‘cé from survey and secondary sources such as comparisons of grant
application or administrative program descriptions with actual clinical iraining
and sell-relerent ideology of first line clinical staff,

Efa {uture studics it would be interesting to understand how the Drocesses
of Yarya&emai organization change may be systematically related to exiernal
legitimacy and organizational survival. Along the lines of the work of Singh
et al. (198¢), who attempt 1o link internal structural changes and the notion
@‘f external legitimacy to predict survival of social service organizations; and
?ui?&eﬁ. and ducker {1983), who have looked at diffusion and institutionai-
ization ;(;af cifazige in formal organization structure, where early adoption of
mmvg&mn 15 related (o inferpal organizational requirements, and later
aiﬁopiwﬁs are related Lo institutional definitions of legitimate structural form.
"hrs;t af_!upaiams of change are for efficiency and as the practice becomes
wmsttutionalized later adoptions are for legitimacy.
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It would be intoresting to tnvestigate how the growth of the DSM is first
rooted in the internal needs of organizations and the professions, and second,
how over time adoption of the DSM becomes mimetic and explained by
conformity to institutional definitions for legitimacy.' As a greater number of
mendal health workers and organizations adopt the use of the DSM it becomes
increasingly undersiood to be a necessary component of the proper way to do
menial health business. The symbalic legitimacy of DSM disgnostic procedures
themselves serve as the impetus for later development and adoption of the DERM,

These hypotheses and arguments suggest the need for both historical and
comparative approaches in research methods. Analyses could be done
cormparatively across different organizational fields in the mental health sector,
for example, those dominated by the NIMH, state policy, and the Veterans
Admimstration, since they represent different chunks of the service delivery
system and have a history of formal record keeping.

Quantitative event history approaches™ (Tuma and Hannan 1984), as weli
a5 validating qualitative data, could be constructed from content analysis of
archival sources such as mental health program policy journals, newsletters,
public correspondence, grant veporiing documents, and ongoing participant
observation in clinical settings.

Such analyses are not without caveais. Causal paths are complex and
nonrecursive. And indeed, several difficult boundary problems make murky
the methods of investigation of the origins and change of any social structure:
the distinction between the professional and organizational; between the
internal and the external environment; and the rational versus the symbolic,

SUMMARY

Some of the key arguments in the literature on the development and uses of
psychiatric diagnosis and the D5M have been summarized very briefly. This
paper, however, has taken a different direction from these arguments by
demonstrating a reasoning and set of hypotheses to explain the growth and
adoption of the DSM from an institutional and organizational perspective.
Using insights from institutional, rescurce dependence, and ecological theories,
Figure 1 summarizes the set of arguments presented here. Indeed, it is
interesting that, given the controversy over the DSM, it continues 1o be
developed and widely adopted.

NOTES

k. As Robert Michels (1984, p. 548) notes, “1 am disturbed io see the proliferation of
ientboaoks, courses, and training programs that are not about people or diseases but rather abowt
the nomenciature, There is something wrong with a field that has turned away from its subiect
mutier in order to study it teols, instead of using those tools Lo study the world.”
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2. The DSM-IV is teo be published sn 993 in coovdination with the revisien of the
Internaitonal Classificasion of Biseases, WE-X

3. This paper was presenied st the scction on medical sociology, Ameriean Sociological
Association, Washington, 2.0, August 1990, 1 would like to acknowledge the helpful advice and
eomaents of [Hek Scots, John Moyer, Hlowaed Goldnsn, Lorris Kornn, Rugh Cronkite, Elizabeth
Ozer, Lyane Zucker, Bernice Pescosolido, and Eliot Freidson.

4, It should be noted early on that this discussion operaies at soveral fevels of analysis, the
sotial psychologicat and the structural. The effects of diagnosis can be conceptualized from the
standpoint of internal and external constraings. This view alse takes an open systems approach
(Scott 1987) such that although the organiation may have iy insulated internal realities in the
“technical core”™ (Thompson [967) the organization i abo “mapping,” Lo, conforming o
eavironmental constraings {Lawrence and Lorsch 1967; Scoit, 1989). Second, as Scots (1989 notes,
professions are not located structerally at the same level as individual organizations. Professional
structures operate both internal to the organizator as well as trans-organizationally through

Cpowerful externad associations mdependent of the sioploying organization. Additonelly, to
paraphrase Lysne Zucker, the boundary defipitions between professions and organizations are
arnbiguous. This points to an imporiant problem that should be addressed in institutional theory
research, and that is boundary definitions, what is inside and what is owiside the organization
(Discussant, Stanford Conference on Organizations, Astloany, Ca., April, 1950).

5 According to Bayer and Spitzer (1985}, “The proposed nomenclature displays 2 geoerous
measure of linguistic and conceplual sterility. DSM-IEL gets vid of the casthes of veurosis and
replaces 3t with a diagnosiic Levittown.” And the developmental process for DEM-IY reguires
formally documented Hiersture reviews, reanalysis of existing dats, {icld trials, the development
of a source book for sany changes, and the formal documentation of the arguments for inclusion,
if empirical evidence is ahsent,

6. This is probably most frae s homogensous treatioent environments wheve thers are not
eanflicting demunds on elinical statf by referrat and funding sourees such that sosodving smbiguoitics
fead to "ereative dingroses.”

T “Reeonds are the clinie’ most imporiant prodhuet, Other agencies do sol want the “whole
prtient,” the entite wiesay chnts they want nfoomation that is readily sdentifiabie sod conformes
fer thels stnndmds of “baet,” thingy thad can be checked sid redone, me the products thst are
retnbursed, ot the serviee”™ (O son and Gordon 984},

H See Bpiteo snd Willeas (19RE “Huoviog o Presne A Bosenech Steniogy for DRMAIY
Areddves of Growrad Foveldaire, vol 4% Reptembes, o the TEM I 1% sew section on "propaed
thggaentie categen don peedbig Basther stondy™ for vew dingoosthe cntegonies that weie sol approved
by the DM subcooumitters prior fo pross tme, O the developiiont of o version of D8MAIV
for primscy vwme physichsns whoe see peticats with “sub-theeshol” combitions that do not megt
Tl eriterin for spoecifie DSM dingrostic cptogorien so st encourage hetler comumunication and
specifivation in clinicsd sedtings (DEM-Y Update newsletior, American Prychintric Associsiion),

B, Murketing stostegios sie chnrsetesisge of the privetiestion of wested boalth services, Hider
akt odede s public moded, service ongasteations competed s response fo reguests for pooponals 8P
driven by public policy-oricnted professionals and bureaucrais, This system was more removed
{romm marked conditions snd fay public view.

1, Commeats swad discussion from Bliot Proidson, session on medion] sociology, Americsn
Revtologiosl Associstion, Aggast 1993,

1 Cormspondence among orgreiations involved o the development of PBRM-1V,

12, According to i discussion with n NIMH stsltf person, “Psychiatry is becoming increasingly
medicalized. Tt wsed 1o be that 1o beeome a chairman of the department of psychiatry, one had
to also have the credentials of an analyst. Now these kind of crodentinds would be the kiss of
death. In addition te the MY o sssume this type of position today, ose hus (o bave credentials
ws o ehoacal sowatst”
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13 For example, residential programs are now thought of as “housing,” and are deseribed
with terms such as “clustered apartment projecis” that are developed and run by “real estate
magnates,” sather than as social psychiatry, therapeutic communities, and residential treatment
as Lamb w1 al, {1969} and others had originally writlen about it. There is a beginning counter
movenent o sepacale housing [rom treptment since successful residential treatment leads to
housing transitions that are too stressful for chronic populations to accommodate. This notion
of enduring communities or subcultures shares some similarities (o a prior era of long-term
instivationalization in state mental hospitals {per discussion with Ken Meinhardt, M.D, and Lasry
Telles, Ph.D., Santa Clars County Memal Healthy, One could make the point that as diagnoses
are described move in medical somenclature there is also growth of local inpatient treatment
services and outpatient mental health services that are centered around a hosptial culture. Dorwart
and Scliesinger {1988) note the conversion of medical surgical beds to psychiatry beds in generat
hospitals, During the community mentaf health era, medical surgical beds often encroached on
peychiatry beds and there were incentives 1o not use inpatient psychiatric services.

4, When professional expertise and work in the meatal health sector become institutionalized
by medical oganizations, then private practice psychologists without *full hospital privileges™ may
lose their patients at the hospital door when inpatient services are indicated. Such examples ase
svidenced by the current restraint of trade complaints to the Federal Trade Commission by
Psychological Associations as well as a recent surge of interest in the literature on psychologisis’
role in hospitals (Enright, Resnick, Deleon, Sciara, and Tanney 1990; Enright, Waish, Mewman
and Perry 1990 In some states, psychologists may avoid conflicts with hospitals and their
psychiatric neighbors by having professional autenomy in private outpatient practice, but this
may have the tmpant of disorganizing occupational identity, professional power, and service
delivery, Conversely, for psychologists to work in an organized hospital or medical setting may
welegate their professional autonomy {o that of an employee or make them subservient o
paychiatrists in the treatment planning progess. At the 1990 annual convention of the American
Psychotogical Associstion, the Council of Reprosentatives voled 118 to 2 to establish a task force
on prescription privileges. It will be intercsting to follow the psychoiogists’ attempts to gain
preseription privileges, since not being able to prescribe medications handicaps their status in
wieicnd ergenissiions,

15, Fymne Focker has soted that hee ddes presents a potestinlly unsolvable problem of
disentangling the coussd paths betwean the prefessions and organizational structure, She reminds
ng o an okl problom asd sandogy from anthropology {Sapir Whor!), ie., is colture defining
Berpsige o vice vers? Ave clinges in o the professions defiuing orgeeientionsl struciure or iv
o et ineed st uctse dediniog chinoges in the professions? We sced mensures of how changes
i professiona wrminelogy produce changes in organizations, This problem is lurther confounded
by wrisinking labhels {or concepts, » critique that Mirowsky and Ross have made,

i, Brown fommd the ase of “creative diagnoses™ was greatest when the organization was depend-
ent on soceping (0.g., through coniracts, social responsibility, ete ) patiests from referving agencies
with vosflicting gosls, such an the cots and soviad service, These patienta did not easily it nto
et gonistional troatiment goals and the professional nomenclature practiced in the hospital clinic,

17, Refer to Weick (1976} Orton and Weick (1990) for a definition of loose coupling. Just
briefly, the term accounts for the existence of nonrational organizational structures. Rational is
meant in the seose that srganizational structures reflect infentional plans. When an organization
is lousely coupled there may be o relative Iack of coordination or there may be an absence of
Haknges that should be present, or an organization’s structure may not be coterminous with its
activity, Glven conflicting clements in organizational environments, loose coupling may be an
sdaptive mechanism to enhance organizational survival,

1. This ides stems from Parson’s (1956) functional analysis of organizationat adaptation io
the envicosment and larges social systems; and from Cook et al. (1983) the theory on organizationat
respoase o regubation.
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19, Mimetic bomorplusm is a notion developed by DiMaggio aod Powell (1983} whe;:ref
organizations tend to mode! themselves after similar organizations in their fickd that they perceive
as more legiiimate and successhul.

0. Anevent history s a data record containing infermation on the timing of the binh and
death of an organizationad form along with a set of explanaiory variables,
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