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Differential Labeling of 
Mental Illness by Social Status: 
A New Look at an Old Problem*

PEGGY A. THOITS
University of North Carolina at Chapel Hill

Journal of Health and Social Behavior 2005, Vol 46 (March): 102–119

Whether the higher rates of mental hospitalization and involuntary treatment for
marginal social groups are due to differential labeling or simply to the occur-
rence of higher rates of disorder in these groups remains unresolved. I reexamine
this issue with data from the National Comorbidity Survey (N = 5,877) that allow
comparisons between disturbed individuals living in the community untreated
and disturbed persons who have been hospitalized or seen a professional for
their mental health problems under pressure or voluntarily. Contrary to labeling
theory, members of lower status groups are not consistently overrepresented
among those who have been hospitalized or seen a professional against their
will. Consistent with self-labeling theory, persons with greater education and
those not in poverty are disproportionately present among individuals who sought
treatment by choice. Additional analyses show that factors that predict service
utilization are important determinants of mental health service use but do not
account systematically for status disparities in hospital or outpatient treatment,
especially disparities by poverty status. Although I do not confirm a central tenet
of labeling theory here, the negative consequences of labeling and stigma continue
to be well-supported in the literature.

102

Labeling or societal reaction theory (Becker
1963; Erikson 1962; Kitsuse 1962; Lemert 1967;
Scheff 1984) refers to two analytically separable
theories of deviance, joined at the point of
deviant labeling. What I will call “labeling
theory” proper describes a process culmi-
nating in the off icial designation of a rule
breaker as a deviant. “Societal reaction
theory” outlines the consequences of having
been formally labeled; in particular, it details
the self-fulfilling prophecy that unfolds from
the effects of a stigmatized status and from
stereotyping by other people. A central tenet in

both theories is that biased perceptions of and
behavioral discrimination toward particular types
of persons are determinants of official adjudi-
cation and societal reaction, respectively.
Labeling theory posits that individuals who lack
social power, status, or resources relative to
agents of social control are more likely to be
categorized as deviant (e.g., mentally ill, crim-
inal) and assigned to a special role based on that
social definition (e.g., mental patient, convict)
(Becker 1962; Erikson 1966; Scheff 1984).
According to societal reaction theory, labeled
individuals are then treated differently by
other people on the basis of cultural beliefs about
the attributes and behaviors of such persons,
or deviant individuals themselves anticipate
others’ negative reactions and defensively adapt
to them, thus lessening their life chances
(Goffman 1961; Link et al. 1989).

Although considerable evidence supports the
claim that deviant categorizations have negative
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consequences (Link and Phelan 1999a, 1999b),
study findings have been mixed regarding the
proposition that differential labeling occurs on
the basis of marginalized status, especially with
respect to mental illness labeling (Gove 1975,
1980, 1982; Phelan and Link 1999; Scheff
1984). Controversy has surrounded the obser-
vation that rates of mental hospitalization and
involuntary commitment are higher among
members of lower status or marginalized groups,
such as racial minorities, the unmarried, the
uneducated, and the poor (e.g., Rosenfield 1984;
Rushing 1971, 1978; Rushing and Esco 1977).
Labeling theorists cite these patterns as evidence
that categorizations made by mental health
professionals and legal authorities are biased
(e.g., Krohn and Akers 1977; Scheff 1974).
Critics, most notably Walter Gove (1970,
1975, 1982), refute this interpretation. Gove
(1975) argues that lower status group members
are hospitalized more frequently not because
they lack the resources to resist the imposition
of official labels but because they are in fact
more often mentally ill.  This is so for a
number of reasons. Lower social status exposes
individuals to more negative life events and
chronic strains, which in turn precipitate higher
rates of disorder (Gove 1982; Mirowsky and
Ross 2003; Turner, Wheaton, and Lloyd 1995).
Because disadvantaged individuals lack the
economic resources to seek psychiatric services,
their symptoms worsen over time until hospi-
talization becomes necessary, sometimes coer-
cively (Gove 1975). Further, because those of
lower status often have less schooling, making
them less apt to recognize and label symptoms
of mental disorder, they delay seeking treatment
(Horwitz 1982). Socially marginalized persons
also avoid treatment because they view mental
illness and mental hospitalization as more
stigmatizing and feel more distrustful of psychi-
atric professionals and institutions than members
of dominant groups (Diala et al. 2000; Horwitz
1982; Pescosolido and Boyer 1999), once again
prolonging the period without psychiatric inter-
vention until illness becomes debilitating and
hospitalization is required. All of these factors
contribute to treatment delay, so that when those
of lower status are finally hospitalized, mental
institutions become disproportionately popu-
lated with patients whose disorders are more
severe and who are also more often committed
involuntarily (Gove 1975; Gove and Howell
1974).

The debate about whether differential labeling

or differential cultural, social, and material
resources for treatment seeking better account
for the overrepresentation of lower status persons
in psychiatric treatment has never been resolved,
despite strenuous efforts by theorists to marshal
evidence for or against each position (e.g., Gove
1970, 1975, 1980, 1982; Horwitz 1982; Krohn
and Akers 1977; Scheff 1974, 1984). Findings
remain inconclusive and contradictory because
results depend on which status attributes
investigators examine (gender, race, socioeco-
nomic status, marital status), which indicators
of “official labeling” they employ (e.g., being
diagnosed, receiving a severe diagnosis, being
admitted to a public mental hospital, being adju-
dicated mentally incompetent, being committed
involuntarily), and how those official indicators
are interpreted (as evidence of biased processing,
or of cultural, social, or material disadvantage
that puts individuals at higher risk of serious
disorder). Generally speaking, African Ameri-
cans, unmarried individuals, and those with less
education and income are more likely to be
hospitalized in public institutions and committed
against their will than their higher status coun-
terparts (Barker et al. 2004; Krohn and Akers
1977; Lindsey and Paul 1989; Milazzo-Sayre et
al. 2001; Rosenfield 1984; Sanguineti et al.
1996; Snowden and Holschuh 1992). These
sociodemographic patterns are consistent with
labeling predictions and with arguments
regarding differential risks of disorder and
thus do not help to resolve the controversy.1

Although women obtain outpatient psychiatric
treatment more frequently than men, consistent
with both labeling and with differential risk
propositions, men are more often admitted to
state and country mental hospitals (Barker et al.
2004; Milazzo-Sayre et al. 2001), more often
involuntarily committed (Rushing 1979;
Sanguineti et al. 1996), and more rapidly hospi-
talized than women (Gove and Howell 1974),
contrary to labeling expectations.

Investigators have been stymied in their
attempts to settle definitively the question of
differential labeling in part because they have
had to rely on data about people who have
already come to the attention of mental health
professionals at competency hearings or through
hospital admissions. In fact, the majority of
studies of differential labeling have relied on
mental hospital data, so researchers have exam-
ined the characteristics of people who have
already been labeled informally in the commu-
nity, formally by authorities, or both. It is
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difficult to demonstrate differential labeling
when individuals have already been socially
selected (or perhaps selected themselves) into
psychiatric settings. Because of this problem,
most investigators resorted to assessing differ-
ential adjudications of incompetency, admis-
sions to treatment, or involuntary commitments
on the basis of social status for persons who
differed in the severity of their presenting symp-
toms. According to theory, when individuals’
symptoms are frequent, visible, or severe,
categorization as mentally ill is highly probable
regardless of social status (Scheff 1984).
However, when individuals’ symptoms are
moderate or mild in severity, those with higher
social standing, power, or resources should be
better able to resist labeling and hence will be
less likely to be found incompetent, less likely
to be hospitalized, and less likely to be hospi-
talized involuntarily. These predictions have been
supported for married persons and those with
higher education (Rushing 1971, 1978; Rushing
and Esco 1977).

However, even studies that control for severity
of disorder fail to address the key contention
of labeling theorists, which is that lower
status, marginalized individuals are dispropor-
tionately likely to be labeled. The issue here is
“disproportionately” compared to what? Implicit
in the theory is the answer: compared to their
disturbed counterparts in society as a whole.
Labeling theorists have argued that primary rule-
breaking (the experience of psychiatric symp-
toms) is very common in the general population
and that only some of many primary rule
breakers will be singled out for categorization
as deviant (i.e., as mentally ill) (Scheff 1984).
Obviously, people whose symptoms are repeated,
disruptive, or debilitating are more likely to
come to the notice of social control agents and
to be classified as ill. But more importantly,
primary rule breakers in the community who
lack status, power, or resources relative to agents
of social control will be labeled more often than
higher status primary rule breakers in the
community who exhibit the very same symptoms.
Labeling theory is at heart a theory of social
victimization in which powerful people impose
deviant identities on the relatively powerless in
the interests of maintaining the social order
(an order which, not coincidentally, tends to be
structured in ways that promote the interests
of the powerful) (Becker 1963). Thus, one needs
to compare the proportions of relatively powerful
and relatively powerless individuals who have

been hospitalized or entered treatment invol-
untarily to the proportions of relatively powerful
and powerless persons who are equally disturbed
but who have remained unlabeled and untreated
in the community. Labeling theory predicts, in
other words, that treatment rates, especially
involuntary treatment rates, will be significantly
higher for lower status compared to higher status
individuals who have a disorder (i.e., for women,
minority group members, unmarried persons,
and those of low socioeconomic status).

Data that would allow comparisons of
untreated to treated persons have not been avail-
able until relatively recently. Two epidemio-
logical studies, the Epidemiological Catchment
Area studies (Robins and Regier 1991) and the
National Comorbidity Survey (NCS) (Kessler
et al. 1994), now provide information on both
treatment and community prevalence rates of
mental disorders. I employ the NCS data set here
because it is more recent and based on a nation-
ally representative sample. The NCS used a
survey instrument that converted the criteria that
define the most common and serious mental
disorders described in the Diagnostic and Statis-
tical Manual of Mental Disorders, Third Edition-
Revised (DSM-III-R) (American Psychiatric
Association 1987) into structured sets of ques-
tions that could be asked by trained lay inter-
viewers in face-to-face interviews. Computer
algorithms then assembled patterns in respon-
dents’ answers into diagnoses of disorder (thus
eliminating the problem of unreliable clinician
judgments that had weakened earlier commu-
nity prevalence studies).2

In addition to DSM-III-R diagnoses, questions
in the NCS interviews asked about psychiatric
treatment—whether individuals had been hospi-
talized for mental, emotional, alcohol, or drug
problems, whether they had seen a professional
for such problems, and whether “other people”
exerted pressure on the respondent to get treat-
ment. In short, the NCS data enable compar-
isons of the social characteristics of persons who
are ill but untreated (i.e., the unlabeled), persons
who are ill and have obtained treatment (i.e., the
labeled), and persons who are ill and have
been treated against their will (i.e., the invol-
untarily labeled).

Labeling theory predicts that lower status
persons will be overrepresented among those
who have been hospitalized or pressured into
treatment, relative to their unlabeled counter-
parts in the community. However, the theory
offers no guidance regarding the social charac-
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teristics of persons who seek inpatient or outpa-
tient treatment voluntarily, although voluntary
treatment seeking is very frequent (Gove 1975).
Indeed, Scheff (1984) deliberately restricted his
theoretical goal to that of explaining “career
deviance” (p. 69)—chronic mental illness that
is produced by the imposition of a mental patient
identity on rule breakers by psychiatric author-
ities. In response to this gap in the theory, some
have explicated types (Rotenberg 1974) and
processes of “self-labeling” (Thoits 1985). For
example, I have argued that most people share
widespread cultural understandings of the kinds
of symptoms that indicate psychological prob-
lems: recurrent, prolonged, or overly intense
emotions (deviations from feeling norms),
usually caused by stressful circumstances. When
experiencing emotional distress, individuals
identify themselves as having psychological
difficulties. The distressed person is motivated
to seek emotion management assistance, first
from signif icant others, and, if that proves
ineffective, then from mental health profes-
sionals. Because they enter treatment will-
ingly, place trust in therapists’ ability to help,
and cooperate in the process of receiving help,
most voluntary patients find treatment benefi-
cial, unlike those who have been forced into
hospitals and are dubious about what is being
done to them (Goffman 1961). Thus, self-
labeling rarely results in deviant identification
or the adoption of a mental patient career (Thoits
1985).

Obviously, self-labeling processes apply
primarily to persons with mild to moderate levels
of disturbance who are capable of self-obser-
vation and self-categorization; psychotic
disorders typically interfere with such processes.
Obviously, too, self-labeling requires knowledge
of and acceptance of basic psychological
dynamics that underlie the etiology of mental
disorder (Kadushin 1966), knowledge charac-
teristic of highly educated persons in Western
nations. Even more patently, individuals who
pursue psychiatric services voluntarily must have
sufficient material resources to pay for them. In
effect, self-labeling processes describe those
who are least likely to delay treatment—
people with less severe symptoms who are
able to recognize incipient mental disorder and
who possess the economic resources to pursue
psychiatric interventions (Kadushin 1966;
Veroff, Kulka, and Douvan 1981).

In short, self-labeling and classic labeling
theories suggest that different groups will be

overrepresented in psychiatric treatment,
depending on their social and cultural (espe-
cially educational) attributes, their material
resources, and the severity of their problems.
Self-labeling theory suggests that among those
with less severe disorders, culturally and
economically advantaged individuals (those with
higher education and income) will dispropor-
tionately enter treatment and do so on their own
initiative, relative to their representation among
comparably disturbed but untreated individuals
in the community. Classic labeling theory, in
contrast, predicts that lower status individuals
(including those who are educationally and
economically disadvantaged, as well as women,
racial/ethnic minorities, and the unmarried) will
be disproportionately represented among those
who entered treatment unwillingly, relative to
members of the general population who are
disturbed but untreated. Thus, this article returns
to an old problem in the literature, that is,
whether differential social labeling processes
explain the unequal treatment rates found across
sociodemographic groups. I attack this problem
in a new way, by contrasting unequal treatment
rates with the unequal distributions of untreated
mental disorders in the general population. If
the proportions of social groups in treatment
mirror their representations among people with
mental disorder in the untreated, unlabeled
community, this would constitute clear discon-
f irming evidence for both the differential
labeling and self-labeling propositions and signal
the need to consider alternative explanatory
factors found in models of service utilization
and treatment seeking (e.g., Andersen 1995;
Mechanic 1968, 1975).

METHODS

Sample and Design

The National Comorbidity Survey adminis-
tered a structured psychiatric interview to a
representative national sample in the United
States. It assessed the lifetime and 12-month
prevalence of 15 psychiatric disorders defined
by DSM-III-R criteria, along with a variety of
risk factors. The study, conducted between 1990
and 1992, was based on a stratified, multistage
area probability sample of noninstitutionalized
persons aged 15 to 54 living in the 48 contiguous
states (Kessler 2002). A total of 8,098 respon-
dents were interviewed in person, with a
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response rate of 82.6 percent (Kessler et al.
1994). A subsample of 5,877 participants (all
respondents ages 15 to 24, all who screened
positive for any lifetime diagnosis in Part I, and
a random subset of other respondents from the
larger sample) were administered Part II of the
NCS instrument, which measured a variety of
risk factors for psychiatric disorder as well as
the use of mental health services (Kessler et
al. 1994). This article relies only on the data
from the subsample of 5,877, weighted to adjust
for differences in probabilities of selection
into this sample and for variations from national
population distributions cross-classified by age,
sex, race/ethnicity, marital status, education,
living arrangements, region, and rural/urban resi-
dence. To correct variances and standard
errors affected by survey design effects, I used
the tabular and logistic regression procedures
of Stata/SE 8.0 (StataCorp 2003), which rely on
the Taylor series linearization method.

A modified version of the Composite Inter-
national Diagnostic Interview (CIDI) (World
Health Organization 1990) was used in the
survey to ask about respondents’ experiences of
various cognitive, emotional, and behavioral
symptoms, classified by algorithms into 15
psychiatric diagnoses: major depression, mania,
dysthymia, panic disorder, agoraphobia, social
phobia, simple phobia, generalized anxiety
disorder, post-traumatic stress disorder (PTSD),
alcohol abuse, alcohol dependence, drug abuse,
drug dependence, antisocial personality disorder,
and nonaffective psychosis (a summary cate-
gory comprised of schizophrenia, schizo-
phreniform disorder, schizoaffective disorder,
delusional disorder, and atypical psychosis).
Measures of most disorders had acceptable inter-
rater reliability, test-retest reliability, and validity,
with the exceptions of acute psychotic disorder
and mania (Kessler et al. 1994). Respondents
who reported any symptoms of psychosis were
reinterviewed by clinicians using an instrument
with established reliability in the diagnosis of
schizophrenia (Williams et al. 1992); diagnoses
of nonaffective psychotic disorders are based
on these clinical reinterviews rather than the
CIDI scores. Another study showed that assess-
ments of mania and bipolar disorder in the NCS
identified primarily individuals with highly
chronic and impairing symptoms (Kessler et al.
1997), so these disorders are categorized below
as “severe.”

Measures of Disorder

Because pressure to obtain mental health
treatment was assessed with reference to the past
12 months only, I examine respondents’ psychi-
atric disorders and treatment experiences for the
year prior to the NCS interview.

I constructed a dummy variable for having
had any disorder during the past 12 months (1
= yes, 0 = no) from the presence or absence of
the diagnoses listed earlier (excluding antiso-
cial personality disorder, which was assessed
only for lifetime and not 12-month occurrence).3

Of the total sample (N = 5,877), 30.6 percent
had one or more psychiatric disorders in the past
year.

To measure severe disorder I summed nonaf-
fective psychosis and mania that occurred during
this time period, so this variable ranged in value
from 0 to 2. To measure moderate functional
disorder I summed generalized anxiety disorder,
agoraphobia, social phobia, simple phobia, panic
disorder, major depression, dysthymia, and
PTSD for the 12-month period; values on this
variable could range from 0 to 7. For addictive
disorder I summed alcohol abuse, alcohol
dependence, drug abuse, and drug dependence
disorders for the 12-month period; values could
range from 0 to 4. For interaction terms, I
dichotomized each of the severe, moderate, and
addictive disorder variables (where 1 = one or
more disorders of this type during the past 12
months, 0 = none). Of those with a disorder (N
= 1,798), 5 percent had at least one severe
disorder, 78 percent had at least one moderate
functional disorder, and 37 percent had at least
one condition of drug or alcohol problems
(percents sum to more than 100 because 18
percent of those with a disorder had more than
one of these broad types).

Measures of Treatment Experience

Respondents were asked, “have you ever in
your lifetime been admitted for an overnight stay
to a hospital or other facility to receive help
for problems with your emotions, nerves, mental
health, or your use of alcohol or drugs?” A ques-
tion about when the individual had last been
admitted allowed the construction of a dummy
variable for hospitalization in the past 12 months
(1 = yes, 0 = no). Hospitalization overnight or
longer was rare; only 2.2 percent of those with
mental health conditions in the past 12 months
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had been hospitalized. Respondents were not
asked whether hospitalization was voluntary
or involuntary.

The interviews also asked respondents
about having seen various providers: “(Not
counting the times you were an overnight patient
in the hospital), did you ever in your lifetime go
to see any of the professionals on this list for
problems with your emotions or nerves or
your use of alcohol or drugs?” The list included
minister/priest/rabbi, general practitioner/family
physician, cardiologist/gynecologist/other physi-
cian, psychiatrist, psychologist, social worker,
counselor, nurse/occupational therapist/other
health professional, and spiritualist/herbalist/
natural therapist/faith healer. I coded saw profes-
sional (1 = yes, 0 = no) if the respondent had
seen one or more of these providers during the
past 12 months.4 Of those with a psychiatric
condition, only 23 percent had seen a profes-
sional; 77 percent had not.

For treatment under pressure or by choice,
respondents were asked, “You saw a professional
about your emotions or nerves or use of alcohol
or drugs during the past year. Was this some-
thing you wanted to do, or did you go only
because someone else was putting pressure on
you?” I coded responses so that 1 = respon-
dent wanted to do this and 0 = respondent
went only because pressured. A few (N = 33)
volunteered that they wanted to go but also were
pressured; these persons were coded as “pres-
sured.” Of those who saw a professional (N =
420), 80 percent did so by choice and 20 percent
because they were pressured.

It is important to note that this voluntary treat-
ment question was asked only of people who
had seen a practitioner during the past year
and not those who had been hospitalized, so I
cannot determine whether respondents had been
involuntarily committed to a mental hospital.
Thus, the voluntary treatment variable is a “soft”
indicator of self-labeling versus social labeling
in several ways. It does not signify legal commit-
ment status, it leaves open the question of who
did the labeling (e.g., family members or an
authority figure such as a judge or mental health
practitioner), and it fails to distinguish “posi-
tive” pressures (persuasion and inducements)
from “negative” ones (threats and force). Indi-
viduals are more likely to report that they have
been coerced into treatment if they have been
legally committed or subjected to negative pres-
sures from family members or professionals
(Lidz et al. 1995; Monahan et al. 1995).

Measures of Social Characteristics

Sociodemographic characteristics include
female (0,1), age (in years), race/ethnicity (white,
black, Hispanic, and other race/ethnicity),
marital status (married, previously married, and
never married), education (in years of schooling
completed), family income (coded ordinally
from 0 = no income to 21 = $100,000 or
more), and poverty status (1 = at or under the
1989 Census-defined poverty threshold for the
respondent’s family size, 0 = above the poverty
threshold).

Control Variables

Variables indicating structural access to treat-
ment, attitudes toward psychiatric treatment, and
perceived need for treatment are controlled in
the multivariate analyses.

Factors that can enable or block structural
access to care (Andersen 1995; Mechanic 1968)
are indicated by the respondent’s rural/urban
residence, possession of health insurance, and
student status. Rural areas have fewer mental
health services, distances to services are greater,
and public transportation is usually lacking.
Rural/urban residence was coded: 1 = living
in a county within a metropolitan statistical area
(MSA) of 250,000 or more, 2 = living in a
county with an MSA of less than 250,000 resi-
dents, and 3 = living in a county that is not in
an MSA. A higher score thus indicates more
rural. Of respondents with disorder, 45 percent
lived in large urban counties, 34 percent lived
in small urban counties, and 21 percent lived
in rural areas. Access to treatment is also a func-
tion of whether the respondent has health insur-
ance. Mental health insurance was coded 1 =
has a private health insurance plan or Medicaid
that covers inpatient or outpatient psychiatric
treatment in full or in part, 0 = otherwise. Of
those with disorders, 56 percent had mental
health insurance. Student status (1 = yes, 0 =
no) is also employed here as an indicator of
access, as most school and college institutions
provide counseling services for their student
bodies. About 14 percent of those with a 12-
month disorder were students.

Attitudes and beliefs about treatment are
factors that predispose individuals to seek or
avoid care (Andersen 1995; Mechanic 1968).
Two questions assessed the respondent’s attitude
toward mental health treatment seeking (asked
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of all respondents, regardless of their psychi-
atric status or previous treatment experience):
“People differ a lot in their feelings about profes-
sional help for emotional problems. If you had
a serious emotional problem, would you defi-
nitely go for professional help, probably go,
probably not go, or definitely not go for profes-
sional help?” (coded 1 = definitely not go to 4
= definitely go), and “How comfortable would
you feel talking about personal problems with
a professional?” (coded 1 = not at all comfort-
able to 4 = very comfortable). These variables
were correlated .54 (p < .001) and their sum
(ranging from 2 to 8) indicates a protreatment
attitude. The average score among respondents
with a 12-month disorder was 5.8 (SD = 1.5, SE
= .04), indicating a moderately positive protreat-
ment orientation. The degree of stigma attached
to mental health treatment was measured by a
question asked of all respondents: “How embar-
rassed would you be if your friends knew you
were getting professional help for an emotional
problem?” (1 = not at all embarrassed to 4 =
very embarrassed). Of all individuals with a
psychiatric disorder in the past year, 43
percent said they would be somewhat to very
embarrassed. Stigma was correlated –.22 (p <
.001) with protreatment attitude.

Finally, models of help-seeking (Mechanic
1968; Zola 1973) and medical utilization
(Andersen 1995) suggest that perceived need
impels treatment seeking. Stress experiences
and interpersonal crises generate physical and
emotional symptoms that prompt individuals to
visit doctors or therapists (Mechanic 1975;
Greenley and Mechanic 1976; Thoits 1985; Zola
1973). I employ an index of ongoing strains that
sums the following difficulties: have one or more
serious and chronic health problems, have one
or more serious marital problems, relationship
with your children is fair or poor, one or more
problems at work, one or more experiences of
work-family conflict, one or more serious
ongoing tensions, conflicts, or arguments with
someone (other than spouse), and one or more
chronic financial difficulties. The range for
strains was 0 to 7. The mean number of strains
among disturbed respondents was 2.0 (SD = 1.3,
SE = .05).

Other indicators of perceived need are the
degree of disruption in everyday activities
caused by illness and the recognition that one is
ill. Disability days due to mental health prob-
lems were the number of days in the past month
that the respondent was “totally unable to

work or carry out normal activities” due to
“emotions, nerves, mental health, or use of
alcohol or drugs” (from 0 to 30). For individ-
uals with a 12-month disorder, the average
number of disability days in the past month was
less than one (M = .4, SD = 2.4, SE = .05). Poor
mental health was assessed with responses to
the following question, “How would you rate
your overall mental health?” (1 = excellent, 2
= very good, 3 = good, 4 = fair, 5 = poor). On
average, people with one or more recent psychi-
atric disorders viewed their mental health fairly
positively (M = 2.4, SD = 1.0, SE = .03),
although less positively than those with no disor-
ders (M = 1.9, SD = .8, SE = .02, p < .001). Only
18.5 percent of persons with a disorder rated
their mental health as “excellent” in contrast
to 36 percent of those with no disorder.

RESULTS

Social Characteristics of Individuals with
Psychiatric Disorder

The first set of columns in Table 1 describe
the social attributes of individuals who have had
one or more psychiatric disorders in the past 12
months, compared to those who were condition-
free during that time period. About 31 percent
of the sample had one or more disorders
during the past year (including new, continuing,
or reoccurring conditions).5

Consistent with the f indings of previous
epidemiological studies and studies employing
symptom screening scales (e.g., Link and
Dohrenwend 1980; Mirowsky and Ross 2003),
women, younger respondents, formerly married
and never married persons, and those with less
education and income, including the poor, were
significantly more likely than their sociode-
mographic counterparts to have had one or more
psychiatric conditions in the past year. There
were no racial/ethnic differences in rates of
disturbance.

Disorder and Hospitalization

The second set of columns in Table 1 focus
attention only on individuals who have had
one or more psychiatric disorders in the past
year (i.e., it excludes the clinically well) and
juxtaposes the sociodemographic characteris-
tics of respondents who were hospitalized during
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that time period with those of respondents
who were not.

Hospitalization rates are particularly relevant
for evaluating the differential labeling hypoth-
esis because hospital admissions require formal,
official labeling of symptomatic individuals
by mental health professionals. If differential
labeling by social status occurs, we would expect
to see consistently higher rates of hospitaliza-
tion in lower status, disadvantaged groups in
Table 1. Note that age is an ambiguous status
indicator because it is unclear whether young or
middle-aged adults have higher status in
American society. Consequently, I will refrain
from interpreting age patterns as support for
or against the differential labeling hypothesis.

Contrary to differential labeling predictions,
the second set of columns in Table 1 shows
that there are no significant differences in hospi-
talization rates by gender, race/ethnicity, marital
status, family income, or poverty status. Consis-
tent with the differential labeling argument,

however, people with less schooling are over-
represented in 12-month hospital admissions
(note that there are no age differences in
hospitalization). In short, hospitalization rates
are higher only among people with less educa-
tion, offering minimal support for the classic
labeling argument, which points to higher
rates for all lower status groups.

Disorder and Pressured versus Voluntary
Treatment

The next analyses examine involuntary and
voluntary treatment rates by disturbed respon-
dents’ sociodemographic characteristics. Table
2 contrasts the social characteristics of untreated
individuals with those who saw a practitioner
only because of pressure (excluding voluntary
treatment seekers) and with persons who sought
out treatment by choice (excluding those who
were pressured).
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TABLE 1. Characteristics of Persons with Any Psychiatric Disorder in the Past 12 Months and Persons
with Any Disorder Who Were Hospitalized

No Any Not
N Disorder (%) Disorder (%) p < N Hospitalized Hospitalized p <

All respondents 5,877 69.4 30.6 — 1,798 97.8 2.2 —

Male 2,938 72.4 27.6 .000 0,812 97.7 2.3 NS
Female 2,939 66.5 33.5 0,986 97.8 2.2

15–24 1,456 61.2 38.8 .000 0,565 97.9 2.1 NS
25–34 1,797 68.9 31.1 0,560 98.3 1.7
35–44 1,623 73.3 26.7 0,434 98.2 1.8
45–54 1,001 76.0 24.0 0,240 95.2 4.8

White 4,441 68.9 31.1 NS 1,381 98.0 2.0 NS
Black 0,683 73.9 26.1 0,178 96.0 4.0
Hispanic 0,551 67.8 32.2 0,177 98.1 1.9
Other 0,201 69.1 30.9 0,063 97.2 2.8

Married 3,175 74.4 25.6 .000 0,811 98.3 1.7 NS
Formerly married 0,813 63.1 36.9 0,300 96.7 3.3
Never married 1,890 63.6 36.4 0,687 97.6 2.4

< High school 1,268 62.1 37.9 .000 0,481 96.2 3.8 .05
High school 2,060 66.8 33.2 0,684 97.8 2.2
Some college 1,362 70.7 29.3 0,398 98.8 1.2
College degree 
or more 1,188 80.2 19.8 0,235 99.0 1.0

$0–$19,999 1,495 60.6 39.4 .000 0,590 97.0 3.0 NS
$20,000–$34,999 1,440 70.6 29.4 0,423 97.2 2.8
$35,000–$69,999 2,105 72.3 27.7 0,583 98.7 1.3
$70,000 or more 0,837 75.7 24.3 0,203 98.3 1.7

In poverty 0,675 55.7 44.3 .000 0,299 97.7 2.3 NS
Above poverty line 5,202 71.2 28.8 1,499 97.9 2.1 

Note: Chi-square tests were conducted. Percents sum to 100 across the rows. NS = not significant.

 at Bayerische Staatsbibliothek on April 22, 2011hsb.sagepub.comDownloaded from 

http://hsb.sagepub.com/


According to the differential labeling hypoth-
esis, lower status group members should be
consistently overrepresented among those who
were pressured into treatment. In the first set of
columns in Table 2 we see that women, unmar-
ried persons, those with lower education and
income, and poor persons did not differ from
their higher status counterparts in having seen
a mental health professional unwillingly,
contrary to expectations. Age was unrelated to
unwilling treatment as well. Although there were
significant differences by race/ethnicity, these
differences provide mixed support for differ-
ential labeling—African Americans were less
likely but Hispanics were more likely to have
seen a professional due to pressure, compared
to whites. In sum, there is almost no support for
classic labeling expectations in the first set of
columns in Table 2.

The self-labeling hypothesis would be
confirmed if individuals with more education
and income were overrepresented among
those who entered treatment by choice. Looking
only at education, income, and poverty status in
the second set of columns in Table 2, we see
no educational or income differences in volun-
tary treatment seeking, but persons with incomes
above poverty level and those with more than
high school education (when education is
dichotomized) were significantly more likely to
have talked to a mental health professional by
choice. Thus, there is some support for the self-
labeling hypothesis in Table 2.

The self-labeling argument is silent regarding
the expected effects of statuses other than educa-
tional level and income. Table 2 shows that
women, older adults, and formerly married indi-
viduals were significantly more likely to have
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TABLE 2. Persons with Any Disorder in the Past 12 Months: Untreated Respondents Contrasted with
Those Who Saw a Mental Health Professional under Pressure or by Choice

Saw
Professional Saw

No under No Professional by
N Treatment (%) Pressure (%) p < N Treatment (%) Choice (%) p <

Males 0,707 93.4 6.6 NS 0,766 86.2 13.8 .000
Females 0,754 95.1 4.9 0,948 75.7 24.3

15–24 0,496 93.9 6.1 NS 0,534 87.2 12.9 .000
25–34 0,462 94.5 5.5 0,534 81.7 18.3
35–44 0,326 93.6 6.4 0,413 74.0 26.0
45–54 0,177 96.2 3.8 0,233 73.1 26.9

White 1,120 94.3 5.7 .07 1,317 80.2 19.8 NS
Black 0,136 97.8 2.2 0,174 76.3 23.7
Hispanic 0,152 90.9 9.1 0,164 84.6 15.4
Other 0,053 94.6 5.4 0,059 83.9 16.1

Married 0,661 94.7 5.3 NS 0,776 80.6 19.4 .010
Formerly married 0,222 93.4 6.6 0,285 72.7 27.3
Never married 0,587 94.1 5.9 0,652 83.4 16.6

< High school 0,407 92.6 7.4 NS 0,451 83.5 16.5 NSa

High school 0,559 95.2 4.8 657 81.0 19.0
Some college 0,309 95.0 5.0 0,383 76.8 23.2
College degree or more 0,185 94.3 5.7 0,223 78.4 21.6 

$0–$19,999 0,486 94.1 5.9 NS 0,561 81.5 18.5 NS
$20,000–$34.999 0,347 93.8 6.2 0,401 81.1 18.9
$35,000–$69,999 0,463 94.7 5.3 0,557 78.6 21.4
$70,000 or more 0,166 94.8 5.2 0,194 80.8 19.2

In poverty 0,259 94.3 5.7 NS 0,284 85.8 14.2 .010
Above poverty line 1,202 94.1 5.9 1,430 79.3 20.7

Note: Chi-square analyses were conducted. Percentages sum to 100 across the rows. NS = not significant. The
social characteristics of untreated individuals are contrasted with persons who saw a practitioner because of pressure
(excluding voluntary treatment seekers) and with persons who sought treatment by choice (excluding those who were
pressured).
a When education is dichotomized (0 = high school or less, 1 = more than high school), the difference is significant
(p < .05; one-tailed).
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sought out mental health treatment by choice.
There were no racial/ethnic differences in volun-
tary treatment seeking.

In general, most distributions in Table 2
fail to confirm the differential labeling hypoth-
esis and only partially support self-labeling
expectations.

Effects of Social Characteristics Controlling
for Disorder

Thus far I have not controlled for the severity
of individuals’ disorders when examining
sociodemographic differences in treatment rates.
In Table 3, mental hospitalization, seeing a
professional due to social pressure, and seeing
a professional by choice are regressed on respon-
dents’ sociodemographic characteristics, their
number of severe, moderately severe, and
substance use disorders during the past 12
months, and interactions between respondents’
types of disorder (severe, moderate functional,
or substance use) and their social characteris-
tics.6 Neither the differential labeling nor the

self-labeling hypothesis predicts strong social
status effects among individuals who have severe
disorders, because gravely dysfunctional indi-
viduals are especially likely to receive mental
health attention, regardless of their status or
resources. Both arguments, however, suggest
that there should be significant status or socioe-
conomic status differences, respectively, among
persons with disorders of moderate severity (i.e.,
moderate functional and alcohol/drug disorders).
Only significant interactions were retained in
each equation and are shown in Table 3.

The first column of Table 3 examines socio-
demographic differences in the probability of
having been hospitalized, with disorders
controlled. (Note that having a severe disorder
or a substance use disorder elevates the proba-
bility of hospitalization significantly.) Older
individuals were more likely to have been hospi-
talized for their psychiatric condition in the past
year. Consistent with the differential labeling
hypothesis, African Americans and less educated
individuals were overrepresented among those
who had been hospitalized, compared to
whites and those with more years of schooling.

DIFFERENTIAL LABELING OF MENTAL ILLNESS 111

#2102—Jnl of Health and Social Behavior—Vol. 46 1—46108-thoits

TABLE 3. Hospitalization, Saw Professional under Pressure, and Saw Professional by Choice as a
Function of Social Characteristics and Disorder (Logistic Regression Coefficients)

Saw Saw
Professional Professional

Hospitalized under Pressure by Choice

Social Characteristics
—Female (0,1) .27 –.21 .53***
—Age .06** –.00 .03***
—Black (0,1) .81* –.93** .01
—Hispanic (0,1) –.41 .47 –.22
—Other race/ethnicity (0,1) .43 .13 –.10
—Formerly married (0,1) .31 .14 .37*
—Never married (0,1) .87 .03 –.80**
—Educationa –.47*** –.13 .34*
—Family income –.08 –.04 –.02
—Poor (0,1) –1.33* –.55 –.68*

Disorder
—Number of severe disorders 1.17* –1.07 .94***
—Number of moderate functional disorders .18 .25* .23***
—Number of substance use disorders 1.27*** .55** .12

Education * moderate disorder .44* .— .—
Education * severe disorder .— 1.16*** .—
Never married * moderate disorder .— .— 1.36***

Constant –1.29 –1.09 –3.11***
Chi–square 152.46*** 91.14*** 142.38***
df 14 14 14
N 1,798 1,461 1,714

* p < .05; ** p < .01; *** p < .001 (one-tailed tests) 
Note: Unstandardized coefficients are presented; df = degrees of freedom.
a In the third equation, education is dichotomized (0 = high school or less, 1 = more than high school).
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However, contrary to the labeling hypothesis,
several other lower status groups were not over-
represented in mental hospital treatment:
women, Hispanics, other minority group
members, unmarried persons, those with lower
incomes, and the poor. In fact, the probability
of hospital admission was significantly lower
for persons with incomes under the poverty line.
Moreover, highly educated persons suffering
from a moderately severe functional disorder
(see the interaction coeff icient in the f irst
column) were significantly more likely to have
been hospitalized than less educated persons
with similar conditions, again contrary to the
hypothesis. In general, there is inconsistent and
very limited evidence for the differential labeling
hypothesis with respect to mental hospitaliza-
tion.

In the second column of Table 3, I examine
entrance into treatment due to pressure from
other people, with disorders controlled (note that
respondents with moderate functional and
substance use disorders were significantly more
likely to see a practitioner at others’ insistence).
In these analyses, members of lower status
groups should experience higher rates of treat-
ment against their will. However, this is not what
appears for gender, age, marital status, educa-
tion, family income, or poverty level, where there
are no significant differences in rates of seeing
a professional under pressure. Also counter to
the hypothesis, highly educated persons with
severe impairments were more (rather than less)
likely to have been urged by others into mental
health care (see the significant interaction coef-
ficient in the second column). Still contrary to
the differential labeling hypothesis, African
Americans had signif icantly lower rates of
contact with professionals against their will
compared to whites, while other minority groups
did not differ from whites. In short, with respect
to entering treatment under pressure from other
people, the results in Table 3 offer no support
for the differential labeling hypothesis.

In the third column of Table 3, voluntary treat-
ment seeking is the dependent variable. Here,
the self-labeling proposition suggests that volun-
tary treatment seeking will be more frequent
among persons with greater education and
income, especially for those with less serious
disorders. Consistent with these expectations,
Table 3 shows that people with greater than high
school education are significantly more likely
to see a professional by choice while those in

poverty are less likely to pursue professional
assistance.7

The results in the third column of Table 3 also
show that voluntary treatment seeking varies by
other status attributes (as seen in Table 2).
Women, older adults, and those who have previ-
ously been married were significantly more
likely to see a professional for their mental health
problems on their own initiative than men,
younger adults, and married individuals, respec-
tively. Singles were generally less likely than
married persons to seek out assistance, but had
a higher probability of talking willingly to a
practitioner when they had a moderately serious
functional disorder (see the significant posi-
tive interaction coefficient in the third column).
In short, a number of social characteristics are
related to treatment seeking by choice, in addi-
tion to socioeconomic status variables. Note that
having a moderately severe psychiatric condi-
tion was positively associated with voluntary
treatment seeking, as expected, but contrary to
the self-labeling argument, people with the most
severe disorders were also more likely to consult
a professional by choice.

In sum, the results reported in Table 3 offer
very little support for the differential labeling
hypothesis8 but some confirmation for self-
labeling expectations.

The Effects of Structural Access, Treatment
Attitudes, and Perceived Need

Given that differential labeling and self-
labeling theories do not account adequately
for the over- and underrepresentations of
lower status individuals shown in Table 3, can
these distributions be explained systematically
by factors that are known to influence the utiliza-
tion of medical and mental health services more
generally? To answer this question, I added sets
of variables hierarchically to the Table 3 logistic
equations: first, variables indicating structural
access to treatment, then indicators of attitudes
toward treatment, and, f inally, measures of
perceived need for treatment. For simplicity, I
report only the results of the last step for each
outcome in Table 4.

Not surprisingly, each subset of service
utilization variables affected the likelihood of
receiving or pursuing mental health treatment.
Table 4 shows that structural barriers mattered:
People living in rural counties were significantly
less likely to enter into treatment at the insis-
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tence of others, disturbed individuals who had
mental health insurance had significantly higher
probabilities of being hospitalized and seeing
a professional voluntarily, and students were
significantly more likely to consult a practitioner
by choice. Attitudes also had important
effects: A positive orientation toward treat-
ment seeking significantly raised the likelihood
of mental hospitalization and of talking will-
ingly to a professional. Conversely, perceived
stigma decreased the probability of seeking
professional help on one’s own. Finally,
perceived need variables also affected utiliza-

tion: Those who thought that they had mental
health problems were significantly more likely
to have been hospitalized, to have been nudged
into treatment by others, and to have consulted
a professional by choice. Recent ongoing
difficulties prompted individuals to seek assis-
tance on their own initiative, as did high numbers
of disability days caused by psychiatric prob-
lems.

Do these factors explain social status differ-
ences in treatment experiences, documented in
Table 3? In general, the answer is “no.” When
we compare the status coefficients across Tables
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TABLE 4. Hospitalization, Saw Professional under Pressure, and Saw Professional by Choice as a
Function of Social Characteristics, Disorder, Structural Access, Treatment Attitudes, and
Perceived Need (Logistic Regression Coefficients)

Saw Saw
Professional Professional

Hospitalized under Pressure by Choice

Social Characteristics
—Female (0,1) –.02 –.34 .33*
—Age .03 –.01 .02*
—Black (0,1) .64 –1.13** .01
—Hispanic (0,1) –.13 .27 –.20
—Other race/ethnicity (0,1) 1.05** .11 .04
—Formerly married (0,1) .19 .13 .32*
—Never married (0,1) 1.06 .08 –.71*
—Educationa –.40*** –.12 .33 
—Family income –.12 –.06 –.04
—Poor (0,1) –1.83* –.69 –.93**

Disorder
—Number of severe disorders .95 –1.23 .87***
—Number of moderate functional disorders .06 .16 .10
—Number of substance use disorders 1.22*** .47* .07

Education * moderate disorder .27 .— .—
Education * severe disorder .— 1.11*** .—
Never married * moderate disorder .— .— 1.30***

Structural Access
—Rural county .05 –.36** –.09
—Have mental health insurance (0,1) .90* .41 .45**
—Student (0,1) –.81 .27 .48*

Attitudes toward Treatment:
—Protreatment attitude .24* .08 .38***
—Is stigmatizing –.27 .06 –.14*

Perceived Need
—Number of ongoing strains .05 .10 .19***
—Number of disability days .01 .04 .05*
—Poor mental health .80*** .50*** .42***

Constant –3.81 –2.28 –5.64***
Chi–square 443.08*** 265.10*** 352.44***
df 22 22 22
N 1,795 1,459 1,712

* p < .05; ** p < .01; *** p < .001 (one-tailed tests)
Note: Unstandardized coefficients are presented; df = degrees of freedom.
a In the third equation, education is dichotomized (0 = high school or less, 1 = more than high school).
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3 and 4 for each outcome, it is clear that only a
handful of estimates changed substantially in
size or significance, most with respect to hospi-
talization. Four previously significant determi-
nants of hospitalization (age, black, number of
severe disorders, and the interaction of educa-
tion with moderate disorder) became smaller
and nonsignificant; one (other race/ethnicity)
became larger and significant. Most changes
occurred when protreatment attitudes were
controlled in the hierarchical analyses described
earlier. Higher rates of mental hospitalization
among older adults, African Americans, and
highly educated respondents with moderately
severe disorders (Table 3) disappeared when the
attitude variables were held constant. These
groups held signif icantly more favorable
views than younger, white, and less educated
respondents, respectively (not shown; see also
Diala et al. 2000). A significantly elevated hospi-
talization rate for “other” minority group
members (see Table 4) was uncovered at the
same step in the analysis, indicating that this
ethnic difference had been suppressed without
treatment attitudes controlled. Finally, the
hierarchical analyses showed that the positive
association between severe mental illness and
hospitalization (Table 3) was a function of
perceived need for treatment. Severely disturbed
individuals rated their mental health as poor,
and this perception was linked to a greater prob-
ability of mental hospitalization (not shown).

When we compare status coefficients across
Tables 3 and 4 for consulting a professional
under pressure and by choice, only two coeffi-
cients became noticeably smaller and nonsignif-
icant, both for “moderate functional disorders.”9

Perceived need was the explanatory mechanism
in both cases. Individuals suffering from moder-
ately severe disorders were more likely to see
a practitioner either willingly or unwillingly
when they believed themselves in poor mental
health, experienced many ongoing life diffi-
culties, or had lost days of productive activity
due to impairment (not shown).

In sum, Table 4 verifies that factors identi-
fied by theories of treatment seeking indeed
determine mental health service utilization.
However, these factors do not systematically
explain patterns of over- and underuse by social
status, although protreatment attitudes do play
a role in explaining the hospitalization decisions
of older adults, African Americans, and persons
with greater education who are suffering from
moderately severe psychiatric disorders.

One other pattern evident in Tables 3 and 4
deserves comment. People living in poverty were
significantly less likely to be hospitalized and
less likely to pursue treatment by choice, find-
ings which suggest that the poor are unable to
obtain care for their psychiatric conditions more
generally. Table 4 shows that structural barriers,
treatment attitudes, and perceived need variables
did not explain why poor persons were under-
represented among those receiving treatment. It
is possible that medical and mental health agen-
cies actively repel those who cannot pay or who
have Medicaid insurance, for example, by
treating a crisis episode in a brief emergency
room visit and then neglecting to set an appoint-
ment for follow-up care (e.g., Abraham 1993).
In sum, disturbed poor persons are not over-
represented in psychiatric treatment, as labeling
theory suggests, but, instead, are underserved.10

CONCLUSIONS

I have approached an old problem (whether
lower status, marginal individuals are more often
labeled mentally ill than higher status persons)
in a new way, by comparing disturbed individ-
uals who have been in mental health treatment
to their counterparts with equivalent problems
who have remained unlabeled and untreated in
the community. Earlier studies were not able
to resolve the question of whether disturbed and
socially marginal individuals are dispropor-
tionately hospitalized or treated relative to their
representation in the community as a whole.

The evidence was fairly clear, both in bivariate
and in multivariate analyses, that lower status
group members were not overrepresented
systematically among those who had been hospi-
talized or pressured into treatment, contrary to
the predictions of the differential labeling
hypothesis. Instead, consistent with service
utilization models, inpatient or outpatient treat-
ment for the 23 percent who obtained it was a
function of the severity and nature of their symp-
toms, their ability to get to and pay for services,
their willingness to talk to a mental health
professional, and their perception that assistance
was needed. But these factors did not system-
atically explain observed status differences in
treatment rates either (with the exception of
protreatment attitudes which fostered greater
hospitalization among older, black, and highly
educated respondents with moderately severe
conditions). However, the self-labeling
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contention that educated and well-off individ-
uals would dominate among those who used
services voluntarily was partially supported,
given higher rates of consulting a practitioner
by choice among those with more years of
schooling, among the nonpoor, and among those
possessing health insurance.

Although this is the first time, to my knowl-
edge, that labeling propositions have been tested
with direct comparisons to disturbed individ-
uals in the general community, there are a
number of limitations to the data that warrant
some caution about these conclusions. First, the
data are cross-sectional, so that one could argue,
for example, that achieved statuses (e.g., marital
status, education, income) are a function of prior
mental health treatment rather than its predic-
tors, or that protreatment attitudes are a product
of therapeutic experiences rather than their
precursors. Sorting out these causal orderings
requires longitudinal data, so firmer causal state-
ments will have to await further study.

Second, the survey excluded individuals in
jails and prisons. Minority group members are
vastly overrepresented in these institutions, and
mentally ill members of minority groups,
especially those who have alcohol or drug prob-
lems, may be labeled “criminal” more often than
“disturbed.” Thus, there are biases in the
sample—exacerbated by the selection only of
English-speaking respondents—that dampened
the chances of discerning differential labeling
by race/ethnicity. Data on criminal institution-
alization would be needed to better estimate the
use of labeling for the social control of disturbed
poor or minority individuals.

Third, people in mental hospitals were
excluded from the study as well. Because indi-
viduals with severe disorders were more likely
to have been formerly married and have less
education compared to those without disorder
(not shown), and because having a severe
disorder escalates the probability of hospital-
ization (Table 3), this sample restriction also
makes it more difficult to detect status differ-
ences in mental illness labeling. However, the
average number of days that individuals were
hospitalized for psychiatric problems during the
prior year was 22 (SD = 18.3, SE = 3.4),
which suggests that a return to the community
was usually rapid and therefore that the proba-
bility of under- or misestimating the social char-
acteristics of persons who are at greatest risk of
mental hospitalization may be small.

Fourth, my indicators of “voluntary” and

“involuntary” treatment are weak because they
do not incorporate legal commitment status
(which was not ascertained in the NCS), and
because they do not distinguish other people’s
attempts to persuade or reason with the disturbed
individual from displays of threat or force. Coer-
cion research shows that legal status is an inexact
indicator of voluntary or involuntary treatment;
individuals are more likely to believe they
have been coerced when others make threats
or when they view admission procedures as one-
sided and unjust (Lidz et al. 1995; Monahan et
al. 1995). More detailed questions would be
necessary to assess involuntary, forced treatment
definitively. Relatedly, my indicator of treatment
due to pressure does not distinguish between
informal and formal labelers; that is, there is no
way to know whether individuals were pushed
to seek services by laypersons or psychiatric
authorities (again, this was not asked in the
survey). The most appropriate test of the differ-
ential labeling proposition would compare the
social characteristics of those who were pressed
into treatment by authorities with individuals
who were left untreated, because official labeling
is the mechanism believed to generate nega-
tive societal reactions. Future work will need to
distinguish and contrast the effects of official
versus lay labeling.

Finally, one might argue that because these
data were collected relatively recently (in the
early 1990s), labeling theory no longer applies.
Because mental illness is no longer as stigma-
tized by the public and community mental health
centers have made services more accessible to
minorities and the poor, disadvantaged indi-
viduals will seek treatment with more alacrity,
thus erasing status differentials in hospitaliza-
tion and involuntary treatment. However, find-
ings from the 1996 General Social Survey indi-
cate quite clearly that Americans are more likely
than they were in the 1950s to view the mentally
ill as dangerous (Phelan et al. 2000), a large
majority want to maintain social distance from
persons with drug dependence, and almost
half want to avoid someone with schizo-
phrenia (Martin, Pescosolido, and Tuch 2000).
Moreover, the percentage of Americans without
health insurance has gone up over time
(Holahan, Winterbottom, and Rajan 1995;
Kronick and Gilmer 1999). The conditions
that promote treatment delay by those with lower
status have not dissipated.

Alternatively, one could argue that differen-
tial labeling still occurs but the rise of managed
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care since the 1980s has altered the overall
direction of labeling biases. Professionals are
urged to contain escalating costs of care and
offered economic incentives to keep disturbed
individuals out of hospitals and outpatient
clinics, particularly if patients lack insurance
or sufficient income to pay out of pocket. These
system changes suggest that persons without
health insurance or adequate incomes should
be underrepresented in hospitals and the offices
of mental health personnel, not overrepre-
sented. Indeed, this is what appears in my
results. Thus, changes in market forces that
have occurred since classic labeling statements
were published in the mid-1960s may account
for the general lack of support found here for
the status biases predicted by the theory. One
way to assess this alternative hypothesis might
be to conduct parallel analyses to those I have
done here with data from the Epidemiolog-
ical Catchment Area studies; those data were
collected in the early 1980s, before managed
care insurance plans began to dominate the
market.

If further research should confirm that differ-
ential labeling by social status does not account
adequately for the social attributes of persons
found in hospitals or outpatient practices, does
this conclusion invalidate labeling/societal reac-
tion theory as a whole? Absolutely not.
Labeling theorists assert that primary deviance
is widespread and that most primary deviants
never come to the attention of agents of
social control, assertions conf irmed here
(and in many other studies) in the high preva-
lence of psychiatric disorder in the general
population (31 percent) and the very high
percentage of disturbed persons (77 percent)
who have not been hospitalized or seen a
professional about their conditions. Labeling
theorists argue that labeling is probable when
individuals’ symptoms are severe, visible, or
frequent, a claim supported by the positive rela-
tionships between the number and severity of
individuals’ disorders and inpatient and outpa-
tient outcomes found here. Labeling theorists
claim that clinicians’ diagnoses and treatment
recommendations are biased by patients’ social
characteristics, an assertion sustained by the
f indings of studies of clinician diagnostic
behavior (e.g., Horwitz 1982; Loring and
Powell 1988; Dixon et al. 1995). Moreover,
societal reaction theorists posit that a stigma-
tizing label generates self-fulfilling prophecy
effects that damage deviants’ self-images and

life chances, a proposition undergirded by
considerable research over the past two decades
(Link and Phelan 1999a, 1999b). The findings
reported here simply contest the claim that
entry, especially pressured entry, into mental
health treatment is a function of lower status
or power. This does not appear to be so. Instead,
entry is determined by serious symptoms,
differential willingness to seek assistance,
perceived need for assistance, and possession
of the structural means to obtain care. The liter-
ature shows that what happens after entry, in
encounters between providers and patients and
later between ex-mental patients and commu-
nity members, is indeed a function of devalued
social status, or stigma.

NOTES

1. Studies do show that there are systematic
biases in psychiatrists’ assessments of indi-
viduals who differ in their social attributes,
in directions that tend to reinforce gender
and racial stereotypes (e.g., Loring and
Powell 1988; Dixon, Gordon, and Khomusi
1995). However, such biases may not be
suff iciently strong or diagnostic errors
sufficiently frequent to account for unequal
rates of mental hospitalization and invol-
untary commitment by gender,
race/ethnicity, marital status, and socioe-
conomic status found in treatment statis-
tics.

2. Psychiatric diagnoses were not made during
the interviews. Thus, the NCS study did not
label study participants.

3. All indicators of disorder used in this article
are those which ignore diagnostic hierarchy
rules.

4. The inclusion of alternative therapists in
the list of “professionals” was for exhaus-
tiveness and because some respondents
view them this way. Only 11 respondents
reported seeing an alternative therapist; four
consulted an alternative therapist exclu-
sively while the remaining seven saw
conventional providers as well.

5. The 12-month prevalence rate of 31 percent
is higher than estimates obtained in prior
epidemiological studies, which have clus-
tered around 20 percent. It may be due to
design features of the survey that strength-
ened respondents’ commitment to accurate
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recall and to the reordering of contingency
questions to reduce the underreporting of
symptoms (Kessler et al. 1994). The distri-
butions in Table 1 are based only on the risk
assessment sample (N = 5,877) but are quite
similar to those reported for the full sample
(Kessler et al. 1994; Kessler and Zhao
1999).

06. I f irst conducted separate analyses for
respondents experiencing one or more
severe, moderate functional, or addictive
disorders, respectively, then pooled these
groups and tested for significant interac-
tions.

07. Education is dichotomized in the third equa-
tion because analyses showed that treatment
seeking did not vary by continuous years of
schooling.

08. These conclusions remained unchanged
when I categorized psychiatric disorders
more specifically into psychoses, mood
disorders, anxiety disorders, and substance
use disorders, and when I analyzed only
younger respondents (ages 15 to 24), a time
in life when onset of disorders first occurs
and differential labeling should be especially
evident.

09. The education coefficient in Table 4 for
voluntary treatment just misses significance
at p = .06.

10. Even within that subset of people who had
public or private health insurance, poor
persons were significantly less likely to be
hospitalized or to have seen a professional
by choice, perhaps because their insurance
plans provide inadequate reimbursement to
psychiatric agencies.
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