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THE NOTION OF MENTAL ILLNESS IN COGNITIVE BEHAVIORAL THERAPY 
FROM A CRITICAL POINT OF VIEW*

 
Anna Lindqvist 

 
 

In cognitive behavioral therapy (CBT), the definition of mental illness is 
associated with the level of functionality of the patient. The level of 
functionality is in turn related to present norms about illness in society, 
which can be put in relation to the existing norms in the society. In addition, 
the latter are discussed in relation to social constructivism theory. Here, 
Fromm and Marcuse are the most important theorists. On the basis of 
interviews with four patients in CBT, the aim of this study was to examine 
how the patients’ notions of mental illness and their problem definitions 
differed from the therapists’ view, and if the functionality focus was of any 
significance for the patients’ experiences of CBT. In the results, it is 
noticeable that the interviewees’ notion of mental illness affected the 
therapy outcome. Thus, the present study illustrates the importance of 
discussing what definition of mental illness is applied – not just in clinical 
cases, but also in a social context – and why.  

 
 

I n t r o d u c t i o n 
 
There is an on-going debate in the media regarding people being put on the sick-list; one is 
talking about who is being reported ill and for what reasons, about the fact that numerous 
people are suffering from anxiety and insomnia, among other things, and what is to be done 
about it. The patients, are often suggested CBT (Cognitive Behavioral Therapy). CBT is 
usually presented as the most efficient therapy for curing mentally ill patients, and often 
together with some statistical evidence (Bojs, 2005). A quick search of “cognitive behavioral 
therapy” in Pressarkivet and Mediearkivet (dated 03.12.05) shows that 47 of the 50 most 
recent articles, are undividedly positive to CBT. CBT is described as “the most effective 
therapy”, for example: “[If suffering from insomnia:] Seek assistance at your care centre. 
Request a health check-up. Ask for cognitive behavioral therapy, the only treatment which 
effectiveness is being proved” (Jonsson, 2005, p. 17). Among the three (3) articles that are not 
solely positive to CBT, one report (Nordgren, 2005) points out the difficulty to evaluate the 
effectiveness of CBT: “How good is the treatment, then? There are no easy answers to that 
question, though several of evaluations have been made. Even though many studies report 
good results […] the most studies are so insufficient in that they cannot bear a scientific 
inspection” (p. 15). Despite this statement, the reporting of the effectiveness of CBT is 
nevertheless very frequent. At SBU (The Swedish state’s working committee of medical 
evaluation), CBT is recommended: “Cognitive behavioral therapy, CBT, is what is most 
helpful against panic syndrome, social phobia and specific phobias, according to SBU. […] 
Still, in three cases out of four the individuals get inadequate or wrong treatment against their 
anxiety syndromes. One of the great impediments is the dearth of psychotherapists with CBT 
alignment. Most of the people working in the public psychiatric care have a psychodynamic 
alignment, and research supporting psychodynamic methods is missing in the SBU report” 
(Lagerkrantz, 2005, p. 22). The overall message is, figuratively speaking, as clear as glass – 
that CBT and no other therapy is the most applicable treatment.  
                                                 
* I want to express my thanks to Maria Sandgren for her patience and extra-ordinary guidance. 
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       This very one-sided presentation of different forms of therapy makes CBT particularly 
compelling to examine. Everything highly topical is of course legitimated to study – if for no 
other reasons to compensate for a possible “file drawer” effect, where only constructive 
attitudes of CBT tend to emerge.  “[T]hanks to international research, [we] know that every 
kind of psychotherapy have effect. Future research has to refine the methods in order to show 
which form of therapy that is suitable for whom and under what circumstances” states Bo 
Sigrell in Dagens Nyheter (Zaar, 2005). 
 
Who is Mentally Ill? 
Parallelly to the fact that CBT receives much positive attention, the question of who is healthy 
and who is not is running – a question which takes us as far as the theory of knowledge and its 
maxims concerning truth, and thereby proving the importance of reflection on the 
presumptions which the theory of knowledge brings us. The two main groups stating maxims 
of truth are realistic theory and nihilistic (or non-realistic) theory (Hartman, 1998). They show 
that the question of who/what is healthy manifests itself in a very evident manner: The 
realistic view implies that there is an objective truth independently of us who observes it or 
seeks to find it, whereas the nihilistic view means that there is no such truth – the truth is 
created by us (the human beings) which makes it dependent upon us. 
 
Mental Health as a Social Construction 
The nihilistic view implies that the truth can vary over time and place, i.e. that the truth of 
today does not have to be the same as the truth of tomorrow, or that your truth will not 
necessarily be the same as mine. Social constructivism, which is a part of nihilism, indicates 
that the human being creates everything; every knowledge is socially constructed in a 
particular historical context, and the context is socially constructed as well (Johansson, 2004). 
This makes, to speak metaphorically by using the Baumanian vocabulary, the knowledge 
“liquid” – it is not constant but changes and floats with the human being because of the 
human being.  
       Foucault, one of the most referred Nietzscheans, explicitly connects the nihilistic social 
constructivism with the question of who is mentally healthy and who is mentally unhealthy 
(Foucault, 1983). The notion of what behavior and of who is regarded to be mentally ill has 
changed during history. Foucault exemplifies this in a very distinctive way by showing how 
descriptions of “the madman”, i.e. the mentally unhealthy person, depend on values in the 
historical context: Who is considered as ill varies from time to time. “The structure of 
classical madness” is associated with ”a domain which psychology and morality […] occupy 
together” (p. 158). While having Foucault’s social constructivism in mind, the meaning of the 
quotation becomes particularly clear: Both the notion of psychology and morale are result of 
the specific social context in which they are created. Consequently, the notion of madness 
also depends on social constructions. How the social constructions are created, regarding to 
Foucault, is in turn controlled by the human being’s inherent wish for power (Foucault, 1971). 
According to this view, the purpose of all discussion and interaction between individuals is 
for every individual to gain more power and to work for making one’s view of truth generally 
valid. Foucault talks about those in power’s desire for (more) power as the major force for the 
division into mentally healthy and unhealthy aspects. According to Foucault, the history 
shows us that people classified as “ill” frequently have been separated from the “healthy” 
people and confined to gaols (even though the gaol was called “hospital”). That these people, 
and no others, have been marked as ill is due to the one, simple fact that “mad” (mentally ill, 
crazy, foolish) means the same as “not functional for society according to those in authority”. 
The governing classes in society want to keep their powerful positions. The functional 
individuals do not challenge the order of power and are therefore no threat to the governing 
classes. Following this argumentation, dysfunctional people would then constitute an indirect 
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threat to the authority, as they will not adapt to the current system. This can be seen as an 
implicit questioning of this system, and consequently the dominion classifies the 
dysfunctional individuals as mentally ill. The classification of an individual’s “mental illness” 
would in this respect be equivalent to be “of no function for the society. 
       Another and more contemporary theorist who discusses the definitions of mental illness is 
Maddux (2002). In line with Foucault, he notes that the view of illness changes over time and 
states that ”disorders do not ’exist’ […] in the same manner that artifacts and viruses do” (p. 
16). Accordingly, regarding to Maddux the concept of mental disorders varies over time and 
is consequently nothing lasting, nothing universally existing.  
 
Mental Health as an Objective Truth 
Similar views on the concepts of mental disorders have been presented by Fromm (1956) and 
Marcuse (1968). However, they have a basis very different from Foucault, and therefore their 
views have quite a different content. Fromm and Marcuse belong to the realistic wing in the 
ontological sphere (Hartman, 1998); In contrast to Foucault, Nietzsche and other nihilists, 
they believe that truth do exist independently of the human being. Of course, such a belief 
leads to very different conclusions compared to the nihilistic view. While nihilism speaks of 
truth and morale as socially constructed phenomena, i.e. the phenomenon does not exist 
independently of the human being since the phenomena are created by us!), realism speaks of 
an objective truth. Fromm (1956) speaks of his and Marcuse’s view as normative humanism 
(which nearly is just the same as realistic theory of truth). This assumption of a universal truth 
asserts that there is something objectively truth/false, but also something objectively 
right/wrong and likewise something objectively healthy/unhealthy. According to this line of 
thought, the foremost desire of the human being cannot be power. 
       Nevertheless, the society defines mental illness in a different manner compared to the 
universal mental illness (Fromm, 1956; Marcuse, 1968). The human being is considered to be 
in good health if he can function well without disorder: ”[this] is identical with ’health’, and 
the various deviations from it are to various degrees of ’disease’” (Marcuse, 1968, p. 249) and 
”[w]hether or not the individual is healthy, is primarily not an individual matter, but depends 
on the structure of his society” (Fromm, 1956, p. 72). The three theorists Foucault, Marcuse 
and Fromm mean that an individual will be classified as mentally ill by the extant power 
structure. 
       When Foucault speaks of truth as a notion being constructed by the human being and his 
desire for power (Foucault, 1971), Marcuse and Fromm have a completely different approach 
in mind: A truly healthy individual, a person displaying the universal criterions of mental 
health will in this kind of society be classified as mentally ill since the society itself is ill. ”A 
sane society is that which corresponds to the needs of man – not necessarily to what he feels 
to be his needs” (Fromm, 1956, p. 20). According to Fromm, we do not live in a society that 
corresponds to the inborn universal needs of the human being; ”An unhealthy society is one 
which creates mutual hostility, distrust, which transforms man into an instrument of use and 
exploitation for others, which deprives him of a sense of self, expect inasmuch as he submits 
to others or becomes an automaton” (p. 73). The same idea is stated by Freud (1941) and 
Maddux (2002), both indicating that the problems or behaviors defined as “illness” in the 
society are not real disorders at all. ”These problems in living are located not inside 
individuals but in the interactions between the individual and other people, including the 
culture at large [my italic]” (Maddux, 2002, p. 15) and the purpose of extant pathology is 
“maintaining social order, as defined by those in power” (p. 16). 
       ”The fact that millions of people share the same forms of mental pathology does not 
make these people sane”, says Fromm (1956, p. 15) and alludes to his standpoint that an 
objectively healthy person will be conceived as ill in an insane society: ”[T]he person who is 
normal in terms of being well adapted is often less healthy than the neurotic person in terms 
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of human values” (Fromm, 1965, s. 138). Marcuse follows this line when he speaks of the 
normally and functional individual of our society as ”a distortion and mutilation of a human 
being” (Marcuse, 1968, p. 251). A truly ill person would, according to this view, be someone 
who functions in this sick society. Psychotherapy could regarding to Marcuse be seen as a 
sign of disobedience; By means of psychotherapy the problem with the mutilated man could 
be solved, “but then psychiatry would be a subversive undertaking” (p. 254). If the ill 
(mutilated) man was cured (objectively healthy, that is) by psychotherapy, it would probably 
result in his cease of being functional. This would consequently be a threat to the existing 
power structure of society, as the kind Foucault speaks of. The difference is merely that 
Foucault did not consider neither those in power nor the dysfunctional individuals to be more 
essentially correct – compared to Fromm and Marcuse who interpret dysfunctionality as 
healthy in that they interpret the society as ill. 
 
Mental Health and CBT 
According to Foucault, Fromm, Marcuse and Maddux the type of psychotherapy that CBT 
represents cannot be seen as subversive. Following the “cognitive approach”, the capability of 
adapting social norms and to be well functioning in the society is of essential value to be 
characterized as “healthy” (Palm & Unnerstad,1994). The purpose of CBT is therefore to 
direct the unhealthy behavioral pattern into a pattern of more functional value. The case in 
question is to help the individual manage his anxiety so that he can become accurately 
functional. 
       Functionality as a definition of health along with dysfunctionality as a definition of 
unhealth seems to be a general feature for diagnoses in the field of CBT. The literature 
suggests “learning more functional responses on dysfunctional thoughts” (Perris, 1996, p. 
194) as a possible solution to mental illness, an idea that is expressed frequently: ”The goal of 
therapy is to help patients uncover their dysfunctional and irrational thinking […] and build 
more adaptive and functional techniques” (Freeman, 1987, p. 20). Moreover, to be 
dysfunctional in life (workday, society) is tantamount to be mentally disordered (Beck & 
Freeman, 1990). The patients’ diagnoses are discussed from their level of dysfunctionality, 
and the task of the therapist is to ”provide a framework for understanding the patient’s 
maladaptive behavior and modifying dysfunctional attitudes [my italic]” (p. 59). Focus is on 
the behavior per se; by changing the non-functional attitudes and ideas of the patient and 
about his environment, and by learning to act more functionally, the patient will be cured. The 
severity of the dysfunctional behavioral patterns is judged by the patient’s incapability of 
integrating with other people or external tasks, in other words his incapability of being 
functional in society: ”They [the patients] often describe being victimized […] by ’the 
system’” (p. 6). Thoughts like those are usually described as “core beliefs” (Beck, 1995) and 
these “beliefs” should, if they are negative, be modified if they are interfering with the 
patients efforts to have a functional life. 
       If society is ill, as Fromm and Marcuse claims, strivings for functionality become nothing 
but of negative value: ”Today the function of psychiatry, psychology and psychoanalysis 
threatens to become the tool in the manipulation of men” (Fromm, 1956, p. 168). Marcuse’s 
line of thought is fundamentally of the same kind: The cause of most symptoms of mental 
illness can be found in the nature of work/everyday life/family life (Marcuse, 1968). 
Following this view, if the individual gets rid of his symptoms, nothing is shown about his 
true mental health. The only thing it shows is his increased ability to adapt him to the values 
of the society. In contrast, a therapy aiming at self-understanding would imply the opposite to 
social adaptability – “[u]nlike the behavioral therapist the psychoanalyst does not aim to 
adapt the patient to an often mendacious society, but to give her/him self-knowledge by 
understanding […] the story of himself” (Alvesson & Sköldberg, 1994, p. 150). 
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       As the antithesis of normative humanism, Fromm (1956) presents sociological relativism 
(which practically is very similar to nihilism or relative theory of truth), which is defined as 
follows: “Each society is normal inasmuch as it functions, and that pathology can be defined 
only in terms of the individual’s lack of adjustment to the ways of life in his society” (Fromm, 
1956, p. 12). As we can see, the aim of CBT (Freeman, 1987; Beck & Freeman, 1990) is 
compatible with Fromm’s definition of sociological relativism; there is no universal truth and 
therefore no universal healthy/unhealthy. Instead, these particular definitions are created by 
society, something we are well acquainted with thanks to Foucault. 
 
 

A i m 
 
Initially, I indicated that the basic assumptions of the theory of knowledge are very important. 
In this respect, it is essential to analyse where to place CBT. Without such a classification, we 
simply do not know what suppositions we have to do with concerning the human being and 
truth, which means that we actually would not know anything about the subject we comment. 
The view concerning the individuals’ increased ability to adapt themself to the contemporary 
society while displaying behavior that is of more functional value implies naturally an 
acceptation of the realistic theory of truth, along with a rejection of the prevailing social 
definition regarding mental illness. It is evident that an adherent of CBT would not comply 
easily to this view – such thing would signify an impossible paradox. 
       According to CBT (Freeman, 1987; Beck, 1995), an individual is mentally healthy if he 
displays behavior that is said to be healthy and functional in society. However, several 
theorists mean that “dysfunctional” behavioral is just a symptom and that “covering up a 
symptom does not do away with the conditions which produce it” (Fromm, 1956, p. 203). 
       The aim of this study is to examine the definitions of the problems according to CBT that 
the patient is treated for, and how the problem is related to the patient’s experience of therapy. 
The point of departure is the patients’ experiences of CBT. What is considered to be the 
problem is of course dependent on what is considered to be a symptom of being ill. As we 
have seen, the problem definition of CBT is focusing on functionality, as dysfunctional 
behaviors are signs of illness. By asking the participants of the present study to tell about their 
problems and their experiences of CBT, it will be possible to understand how the definition of 
their problem according to CBT has affected them and their opinion about CBT. The 
questions are as follows: How is the theoretical problem definition of CBT shown in the 
practice of CBT? Is this definition in accordance with the patient’s own notion of what the 
problem is? How does the shared or not shared notion of the problem with the therapist affect 
the patient’s experience of CBT? 
       In the data analyses, and most explicitly in the concluding discussion, conclusions are 
drawn, mainly regarding the importance of taking the theoretical problem definition of a 
psychotherapeutic method into consideration. 
 
 

M e t h o d 
 
Participants 
The present study included four participants who have been in CBT treatment. I got into touch 
with all of them by friends of mine, i.e. a convenience sample. For two of them, Jenny and 
Johanna, the therapy was successful in so far they no more had the problems they wished to 
cure. The other two, Elin and Erik, the therapy did not result in solving their problems. The 
main reason for including patients with both successful and unsuccessful treatment outcomes 
was to gather various treatment experiences of CBT. Regarding other factors which 
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commonly are taken into consideration (such as gender and age) I have, for the sake of 
convenience, simply decided to disregard them. Anyhow, both genders (female and male) as 
well as various ages are represented. See description below: 
 
Jenny is 22 years old. She went to CBT when she was 15, in other words from autumn 1998 
and to spring 1999, when she suffered from eating disorders. No diagnosis was stated; she did 
not fulfil the criterion for “bulimia” although her main problem was that she vomited. She met 
a therapist once a week for about a year and succeeded in getting rid of the vomiting 
symptom, which was the original problem she sought help for. 
 
Johanna is 42 years old. She recently ended the CBT. Johanna went to CBT when she had 
been put on sick-leave for 1½ year due to nervous tension and a so-called “burn out” 
syndrome. The therapy started in autumn 2004 and finished when Johanna was declared as 
healthy in May 2005. Since then, Johanna has had a few “booster meetings” (follow-up 
meetings) autumn 2005. The last booster meeting had not taken place when the interview for 
this study was conducted. 
 
Elin is 28 years old and went to CBT three years ago, in other words spring 2002. Her original 
problem was vaginismus, a sexual disorder including symptoms of vaginal cramp when 
penetration. The therapy proceeded during four months with sessions once a week. In spite of 
the therapy, Elin is still not capable of having sexual intercourse involving penetration. 
 
Erik is 31 years old and went to CBT during February 2005 to August 2005, because of a 
depression which resulted in being on sick-leave for several months. Erik had therapy 
sessions about once a week. In consultation with his therapist, Erik discontinued the therapy 
when both of them considered it being of no result. 
 
All the participants were diagnosed with depression. It is, however, unclear if the depression 
was attributed to the patients during therapy, or if they actually felt depressed before the start 
of therapy..  
 
In the quotations from the interviews, Jenny is referred to as JE, Johanna is referred to as JO, 
Elin is referred to as EL, Erik is referred to as ER, and me (the interviewer) is referred to as X. 
 
Data Collection 
Data were collected from four interviews, one interview with each of the interviewees 
introduced above. Each interview lasted for about an hour and was taped. They took place, 
according to the wish of respective interviewee, either at my home or theirs. The interviews 
were semi-structured (Kvale, 1997) in so far as the interview guide (see Appendix I) involved 
themes and relevant questions, and at the same time I, the interviewer, was open to new 
themes that the interviewees might introduce. 
       Before the interview, each participant received written information about the study where 
they were told about confidentiality and that they were allowed to withdraw from the study at 
any time (see Appendix II). The participants also received short information about the overall 
purpose of the study – the study of their experiences of CBT. Only towards the end of the 
interview, they were informed about the specific purpose, since I wanted to eliminate the risk 
of having their answers to be influenced by the general notions of health respectively unhealth 
and by similar notions defined by CBT.  
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Data Analyses 
Inductive thematic analyses were used in accordance with the definition of Patton (1990): ”An 
evaluation approach is inductive to the extent that the researcher attempts to make sense of the 
situation without imposing preexisting expectations on the phenomenon or setting under 
study” (p. 44). The mode of procedure has followed the directions for inductive thematic 
analyses presented by Hayes (2000): 
       The interviews were entirely transcribed by the author. Since the aim of this study was 
not to analyse the interviews linguistically but to examine their content, the transcriptions 
were made in compliance with the conventions of the written language rather than being 
adjusted to spoken language (Norrby, 1996). By means of removing personal data from the 
transcriptions, the interviews were re-identified. As an example, one interviewee’s hometown 
is referred to as [my hometown] instead of the real place name. 
       The transcriptions were thoroughly read, whereupon I went through them again and 
marked specifically sections relevant for my inquiry (Hayes, 2000). By grouping these 
sections into overall conceptions, the themes of this study took shape. Subsequently, the 
transcriptions were read through once again, and quotations were sorted into chosen themes. 
The themes are presented and discussed in Results following below.  
 
 

R e s u l t s 
 
The foregoing literature could not provide any obvious or generally applicable definition of 
mental illness. In the interviews, this is manifested in a very flagrant way when the opposites 
“normative humanism” and “sociological relativism” (Fromm, 1956) sometimes confront 
each other, i.e. when the patient and the therapist have different approaches to what is healthy 
and what is ill. At other occasions, there is no such clash or conflict in the interviews at all.  
       CBT constitutes (see Introduction) an example of sociological relativism because of its 
view of mental health as being functional where the functionality is dependent on the values 
of the society (Marcuse, 1968). Simultaneously, we find the normative humanistic view of 
illness among the interviewees. One example is when mental illness is described in terms of 
an experience of some kind rather than in terms of defective behavior. Some of the subjects 
have a notion of mental health that emphasises how they feel – and not how functional they 
are. In the interview data, four distinct themes can be found concerning the opinion (both 
regarding therapists and patients) about mental health and mental illness. Three of them 
describe different aspects of the functionality focus relating to CBT, whereas the fourth theme 
describes a diversion from it and therefore only is represented in the interviewees’ views – not 
in their therapists’. Firstly, I will present these four themes, and then discuss each theme more 
deeply illustrated by examples and quotations from the interviews. There are no sharp 
dividing lines between these themes. Both their content and meanings overlap to some extent.  
       The order, in which the themes are presented below, illustrates the importance that the 
interviewees attached to each theme. Since the four subjects attached unequal importance to 
each theme, the theme order is nothing but an attempt to interpret the relative importance to 
each theme. In spite of this arbitrary sorting, this type of order is used because of its 
readability.  
 

1. Behavioral defect; 
According to CBT, mental illness is manifested in a defective behavior. In order to 
cure the individual the behavioral defect has to be removed. By some of the 
interviewees, this is referred to as “to only consider the symptoms”. The much sought-
after problem according to CBT is a concrete symptom, often of a practical kind or a 
defective pattern of thoughts. Important is that the defective behavior is shown in 
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tangible actions; if the person functions in everyday life (according to existing social 
standards and norms), the person is healthy. 
 

2. Absence of a deeper understanding; 
The aim of CBT is not to treat experiences from the past or the issue that might have 
resulted in the current problem. Instead, it is essential how the problem is manifested 
today. Theme 2 is thus connected to Theme 1; the focus of CBT is to change the 
behavioral defect as it appears today. The view of mental health is equivalent to 
practical functioning implying that the behavior and not the underlying reasons for 
that behavior are in focus. CBT’s treatment of mental illness does not take the life 
course of the patient into consideration; Consequently, a deeper understanding of the 
problem cannot be obtained which some of the interviewees found problematic. 
 

3. Biological defect; 
If the problem in question is not (only) due to defective behavior or pattern of 
thoughts, it might be a matter of biological defects, like a shortage of some signal 
substance or similar. The approach of taking medical substances in order to treat 
mental problems, or the approach of using medication as a complement to therapy, are 
common features in CBT. Apart from giving up a defective behavioral or pattern of 
thoughts, antidepressant or tranquillizer can help the patient to get on to the right tack 
again. 
 

4. Experience of mental illness; 
All the interviewees mentioned that mental problems are not only displayed in 
external behavior or in physical, practical or concrete symptoms. Mental problems can 
also be a matter of an experience of not feeling healthy; it can be a question of ”a 
diffuse gut-feeling” as Erik describes it, or consist of a more concrete experience of not 
being able to understand and interpret one’s own feelings and thoughts. Of importance 
is that CBT does not touch upon this; The experience of not being able to master one’s 
life can be seen as a practical problem where the individual is making efforts to get the 
command back, but the more vague sensation of ”not feeling well” seems, according 
to the interviewees, difficult to treat with CBT. 
 

 
Behavioral defect 
 

ER It seemed as one must have something more concrete, like a specific phobia or such. 
 
Cognitive behavioral therapy is a treatment which aims at changing how a person feels by 
altering how this person thinks and acts in ordinary situations (Beck, 1976). CBT is ”goal 
oriented and problem focused” (Beck, 1995, p. 6). The human being can be compared to a 
machine whose purpose is to function as the CBT theorist Blenkiron puts it: 
 

Human beings are akin to machines, needing fuel and regular servicing in order to work properly. 
What is the best course of action to take when a person’s car develops a major problem? Give up 
and stop using it altogether, blame the vehicle, punish it for a few more weeks on the road till it 
breaks down totally, or take it in to the garage (cf. therapy) to be repaired? (Blenkiron, 2005, p. 51) 
 

Marcuse (1968) compares the human being in the society of today to a machine as well. Since 
he concludes that the view on the normally functional human being as a functional machine 
means the ”mutilation of a human being” (p. 251), his metaphor however gains a different 
meaning than the one above. For the individual, the simile to a machine results in his 
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reduction into a repressed and unfree being. ”The machine: the word suggests that an 
apparatus consisting of human beings may be substituted for the mechanical apparatus: the 
bureaucracy, the administration, the party, or organization is the responsible agent” (p. 264). 
Following this, Erik says: “It is really so, one should learn how to fit into the mechanical 
society of today ”. 
       “Functionality” in CBT means the capacity to live a normal life (Freeman, 1987; Beck & 
Freeman, 1990), in other words a life adjusted to the constructions of this society: ”The 
normal functioning of the mind […] is that which enables the individual to perform, to 
function in accord with his position” (Marcuse, 1968, p. 249). This point of view is 
sometimes clearly and explicitly stated, but is more often unuttered: ”[T]he patient is helped 
to recognize patterns of distorted thinking and dysfunctional behavioral. […] [T]he main goal 
of therapy is to help patients bring about desired changes in their lives” (Hawton et al, 1989, 
p. 11-12). Accordingly, taking the existing social norms for granted when speaking of 
“dysfunctional behavioral” is a non-formulated but existing fundamental assumption on 
which the aim of CBT is based. It is sick not to function well in everyday life, an opinion that 
also can be found in some of the statements of the interviewees: 
 

X Did you regard yourself as ill when you were put on the sick-list? 
JO Yes, I felt that I wasn´t able to work, you know. 

 
According to the sociological relativism, the normal – in Johanna’s case the same as being 
able to work – is  ”identical with ’health’, and the various deviations from it are to various 
degrees of ’disease’” (Marcuse, 1968, p. 249). The capability to work as a definition of being 
healthy indicates an almost over-explicit example of the idea of functionality as synonymous 
with mental health. We find this in Jenny as well: 

 
X Do you think that you were ill during your therapy? 
JE Yes, I do think so. 
[…] 
X In what way were you ill, then?  
JE Oh my god, in many ways! No, but I had a kind of  serious eating disorder. 
 

Important in this case is that even though the eating disorder and vomiting are symptoms of 
illness according to CBT because of the dysfunctionality in these symptoms, it should 
probably be judged as illness by normative humanists like Fromm and Marcuse as well, yet of 
another reason; the human being has a number of natural, basic needs where the capacity to 
eat and assimilating nourishment is one of those needs (Fromm, 1956). Therefore, seen 
objectively, eating disorder is unhealthy since it is unhealthy when some of the human basic 
needs fail. 
       In Erik, we find a contrary opinion to functionality as definition on illness. He describes 
his experience in the following way: 
 

ER What it is more all about is that CBT will help you to deprogram your symptom, or how 
should I describe it.. It is totally focused on symptoms, that you should overcome the 
external problem, you should transform your behavior but it doesn’t matter how you feel and 
that you feel, but what you do and how you act, that is what it’s all about. 

 
Here, an enormous contrast between the views of CBT and of Erik is evident. Obviously, Erik 
has grasped the aim of CBT. Nonetheless, he does not share its view on the behavior. Erik’s 
therapist describes activity as being the opposite to depression: ”As long as you are 
preoccupied, you do not feel bad. […] You should take it easy, have something to drink, be 
with some chicks, take each day as it comes”. Fromm (1956) indicates that this constant 
preoccupation, often by focusing on social interaction (”to be with some chicks” and ”to have 
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something to drink” – if we can assume that the therapist not only means that Erik in his 
loneliness should lessen his sorrows with alcohol), implies another aspect of the social 
adjustment – namely ”the complete lack of privacy” (p. 157). Modern man tries to eliminate 
his moments of loneliness; if he is not surrounded by other people (“some chicks”), he 
eliminates the loneliness by watching TV (Marcuse, 1968). ”We have reduced the average 
working hours […] But what has happened? We do not know how to use the newly gained 
free time; we try to kill the time we have saved [my italic]” (Fromm, 1956, p. 5-6). This, 
because modern man cannot face his problems (p. 157) since the existing society does not 
offer any opportunity for confrontation. 
       The focus on functionality is also found in Elin, however stating a different experience: 

 
EL In this case the question was more like… Well, maybe it didn’t help just sit down and talk 

about things, but you need to train the body as well, so to speak. A bit like that. Honestly, in 
fact I do not remember what she said. But it sounded reasonable, that it should be focused on 
practical stuff. My problems are undeniably pretty much related to the body, so to speak. So 
of course it sounds very reasonable, than just talking about. I really think it does. 

 
In Elin’s case, the focus was on the explicit penetration problem, and subsequently involved 
practical problem solving as recommended by Beck (1995). Women who suffer from 
vaginismus often have a distorted understanding of the vagina, its capacity and nature 
(Duddle, 1977). Despite this, most women with this sexual disorder have a normal sexuality. 
It seems like Elin’s therapist has worked from this conception, which partly resulted in a 
positive reaction from Elin: 
 

X Do you think the therapy helped you?  
EL Yes, in a sense it actually did. I had no idea at all, you know, to me I could have been empty 

hole-less as well. So it has, in the way that I know in fact I can [be penetrated] if I really want 
or have to. 

 
Elin, however, make a reservation to this positive result and says that it the emphasis on 
concrete problem solving was exaggerated: 
 

EL As I have quite bad body awareness, we did more of physical training so that I could grasp 
that there was nothing physically wrong with me. And that was very good, for that matter, 
but maybe it was too much emphasis on just the physical part, and the rest was neglected, I 
think. […] The therapy has helped physically seen, but not so much mentally, that is what I 
see now. 

X In what way? 
EL I do feel just the same about the penetration itself. I don’t want to, so to speak. I know that, 

okay, maybe it works, but I still don’t want to. 
 
We find almost the same kind of reasoning in Jenny, who initially appreciated the functional 
focus of CBT, but experienced a lack later on: 

 
JE [In the beginning of therapy] you are very focused on quit vomiting and start to eat. As I 

wanted be able to do that, one is very open to it, so to speak, to do something more practical. 
 […]  

It [the therapy] helped me to remove the symptoms, but not the reason for them. And the 
symptoms might return just at any time, but maybe in different shapes. But I also believe 
there is a great risk, yes I am very afraid of becoming ill again, to get eating disorders again. 
It is still there, you know. And I don’t think they have resolved it. Many people in the 
medical service do not think it’s possible to cure the disorder. In the therapy, I felt it as well, 
it wasn’t important to cure it but to learn how to manage it. Because that’s the main idea, you 
know, that this… well, you have to learn to live with it. That was what they said, so to speak, 
that it probably will be there forever, and you just get to learn how to manage it. […] You 
work on stop vomiting, you know, and then you have to tackle the rest by yourself, somehow. 
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Concerning eating disorders like bulimia, one aim of CBT is to change the behavior regarding 
food intake (Fairburn & Cooper, 1989), but the therapy should not end there. Vomiting might 
be seen as a reaction to stress, therefore it is not only important to make the patient stop 
throwing up – it is also important to ”change their […] more fundamental cognitive 
’distortions’” (p. 281). It is stressed that “the patient’s problematic thoughts are identified and 
that she successfully modifies them [my italic]” (p. 185). When these “problematic thoughts” 
have been identified, the task of the therapist is to stimulate more flexible and less extreme 
apprehensions and values in the patient about herself. As an example, it is recommended to 
help the patient to have a permissive relation to food, which Jenny found difficult: 

 
JE  I need to have some kind of unconstrained relationship to food, and only do what feels great. 

And that may not be… Maybe I do not want to live totally in that way. I would like to be able 
to tell myself that “now, now you have eaten too much candy this weak, stop eating candy 
this weak”. But I can’t, it drives me mad if I do. I’ve tried several times. The problem is 
under control as long as I don’t make anything that jeopardizes the situation. 

 
An essential point in the reasoning of Jenny and Elin is that they during CBT certainly wanted 
to get rid of their symptoms and they were in favour of CBT because of its functional focus. 
Both Jenny and Elin defined their problems as defective behavior and that they wanted to 
relearn. In Jenny’s case, the therapy succeeded in stopping the vomiting. However, she still 
had a feeling of being unfree when it came to food. Elin still suffers from her sexual disorder 
in spite of her therapist’s assiduous attempts and her own homework with penetration tasks. 
Despite a very different outcome of CBT to Jenny and Elin, they experienced that CBT with 
its functional focus were not efficient enough for them. How CBT defines the focus of 
therapy and what the problem in fact was, did not match the definitions of Jenny and Elin. In 
the case of Jenny, this view emerged several years after the therapy. In the case of Elin, the 
view appeared already during the therapy. 
       Johanna gave examples of CBT’s focus on defective behavior and functionality from 
another point of view: 

 
JO What he [the therapist] should do, was to focus on getting me started, in some way. To make 

a decision. Go back to work or do something else. And he succeeded. Of course, some private 
issues were brought up there, but that’s nothing he wanted to focus on. And that’s nothing I 
wanted to discuss there, either. […] He had the issue I should handle in a practical way, 
initially, the issue that was tangible, so to speak. If you are active and work and the self-
esteem is better, the private issues gradually fall into place. That’s how I’ve thought about it. 

 
As seen in the quotation, Johanna was content with the practical problem solving that CBT 
offered her. 
 
 
Absence of a deeper understanding 
 

JO I realized that I actually didn’t want to get into the relationship to my parents, or how my 
childhood was, and such things, but I wanted to find out how I could find way out of this. 

 
CBT implies a focus on problems and specific situations that are troublesome for the patient 
in the present (Beck, 1995). When the patient changes the approach to troublesome situations, 
the symptom (i.e. the problem as it is expressed in practical terms) is expected to be reduced. 
Importance is usually not attached to issues and events in a patient’s past, which was clearly 
manifested in Erik’s therapy: 

 
ER I once tried to talk about my childhood. They meant it wasn’t important what had happened 

to me earlier in life; the future was the important thing, because future is possible to have an 
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influence on. But if you hade some vices or traumas from earlier in life, that… “There’s 
nothing you can do about it”. 

 
However, the application of CBT does not suggest to neglect the patient’s wish to relate the 
present situation to his past. In CBT, the therapist can pay attention to the past ”when the 
patient expresses a strong predilection to do so” (Beck, 1995, p. 7). The focus in such case is 
not the past in general terms, a retrospective stance would involve an attempt to identify how 
different defective patterns of thoughts or behavior have occurred. In some cases, it can be 
enough to correct the behavior to solve the patient’s problem (Beck et al, 1979). In other 
cases, it is important to find the roots of the problem. By doing so, the patient will be able to 
understand that his response to the present incident was incorrect. Thanks to this, different 
dysfunctional strategies can be identified and modified (Beck & Freeman, 1990). Considering 
depression, which is the case for Erik, the CBT therapist Barton (2000) says that ”cognitions 
concerning specific losses, failures or stressors can easily become obscured in the cloud of 
resulting negative thoughts” (p. 3). If Erik’s therapist had not been so zealous concerning the 
ignorance of Erik’s past, it might have been possible to make an identification of important 
events in Erik’s life such as described in the quotation. Another interviewee Jenny depicts the 
experience of trying to identify such events: 

 
JE I guess we talked a bit about it [what can be the cause of the eating disorder]. But then it was 

more  concrete questions, like “have your parents made so or so?” or “have you been under 
pressure because of them?” And when it wasn’t so obvious, it wasn’t further analyzed. So if I 
said “no” it was enough of that. And the answers to the questions were “no”, because there 
isn’t anything obvious and there is no obvious, and that’s in a way the problem! Or, they say I 
am too achievement-oriented and strive too much to be a good girl, but that’s no answer. 
Then, why has it turned out like this? 

 
Jenny feels that the therapist already has some kind of notion about events in her past leading 
to the eating disorder. When Jenny replied in the negative to this tentative effort to find 
primary causes, the therapist did not continue, but simply left the subject. Today, this 
characterizes Jenny’s experience of CBT: 
 

JE I don’t know why I got ill, we did never reach an answer to that. We never really talked about 
it. I have quite an uncomplicated childhood, and my parents did not get divorced, or I didn’t 
have another great trauma… […] With me, it is very unclear, and it was not discussed any 
further. And I believe that… For me this is tough. I want to know why I got ill. I can’t let it 
go, I’m not… Or, I’m not actively ill right now, but I can’t get completely rid of it, so to 
speak. 

 
The focus on functionality made Jenny lack of a deeper understanding of her problem: ”Even 
though you during the treatment get healthy, so to speak, a several years later you might… 
Maybe you are healthy, but you feel it’s really not treated, so to say”. Because of this, Jenny 
thinks that in CBT’s definition of mental illness there was no room for a deeper understanding 
of her problem. Elin gives evidence of the same lack: 
 

EL Maybe you needed to work on those issues as well, to look into why I didn’t want to do it. I 
mean, if I wanted to put in things down there, to begin with I think I didn’t have had a 
problem to start with, so to speak. […] In my case, one tried to solve the physical problems 
but not the underlying unwillingness or displeasure itself. And if I look back, I think to look 
for the underlying cause is the right way to go. 

 
Beck (1995) means that past experiences can be taken into account, not only ”when the 
patient expresses a strong predilection to do so” (p. 7) but also if therapy gains no or small 
effect, which Elin’s therapist had in mind, but not in CBT: ”She thought I had tried 
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everything now, and then she suggested psychoanalysis since she believed that it may help 
me”. 
      To focus on the present, to make the individual function in a normal way without giving 
him a deeper understanding of himself or his past is described by Fromm (1956) as follows: 
”The function of psychology was to discover the self, to understand the individual, to find the 
’truth that makes you free’. Today, the function of psychiatry, psychology and psychoanalysis 
threatens to become the tool in the manipulation of men” (p. 168). This line of thought is also 
expressed later by Foucault (1971) indicating that those in power positions want to shape the 
people in accordance with their own definition of normality. According to this view, CBT 
would be a treatment where the patients are manipulated. The only situations, where their past 
is observed, are when this can support the modification of the dysfunctional behavior (Beck, 
1995). 
       But, the individual can of course accept the existing values of society and – in fact – 
merely want to adjust his dysfunctional behavior rather than “poke into […] my childhood” as 
Johanna describes it. ”If the individuals find themselves in the things which shape their life, 
they do so, not by giving, but by accepting the law of things – not the law of physics but the 
law of their society” (Marcuse, 1964, p. 7). Johanna gives proof of this striving: 
 

JO At first, I tried […] conventional psychotherapy, so to speak. And then found that the focus 
was on the past, they focused more on, well one was looking back in time more. And I had 
problems that needed to be solved at present time. Very concrete issues. Like “what shall I do 
to sleep better?” and ” how shall I be able to work again?” […] and such things. And then it 
didn’t work, I found, with conventional psychotherapy. 

 
Fromm (1965) describes this wish for social adjustment as follows: “[The individual] adopts 
entirely the kind of personality offered to him by cultural patterns; and therefore becomes 
exactly as all others are and as they expect him to be” (p. 184) whereas Johanna says, as we 
have seen above (see Theme 1), that a prerequisite of feeling healthy is being able to work, 
which increases the self-esteem. Johanna thinks that CBT has taught her to focus on the 
present situation and problems, “to live in the present” as she describes it; ”it is okay that it 
isn’t always okay […] and then it’s okay if the day won’t be so efficient”. Consequently, 
Johanna is very satisfied with the focus on the problems at present, as she wished for practical 
problem solving – not a deeper understanding of her past. 
       In contrast to Johanna who says that she “probably thought about CBT since I realized I 
wanted to deal with the problems here and now, I did not want to poke into what has already 
happen”, Jenny means that she in the beginning of therapy was of that opinion as well (which 
we already know, see Theme 1), but she changed her views later on: 

 
JE They thought it was enough, so to speak, to focus intensely on that I should eat, and then 

everything was going to be fine. And it got better, you know, but it wasn’t… Anyway, I don’t 
believe it was enough. Because I think, you can’t let it go of it if you don’t know why it 
occured, if you don’t understand… […] CBT might be a good first step, but I think it needs 
some other kind of complement. […] It’s good to treat your symptoms, but if you want to go 
further with your life, you need something more. 

 
Erik, Jenny and Elin shared the experience that, as already seen, the focus on the present 
situation, on concrete problems as they appear today, result in an opinion about CBT as a 
therapy that disregards important issues in their life. ”It is totally focused on the symptoms” 
as Erik described it, an approach his therapist defended when commenting Erik’s attempt to 
find reasons in his past: 
 

ER ”They’ve been writing a lot, that experiences from earlier in life might influence you. But I 
don’t know” he said. ”Several people believe it” he said, looked at me and nodded interested, 
”but I don’t know”. 
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In the case of Erik, we can assume that his dissatisfaction with CBT partly arose from the fact 
that ”my problem was never properly defined. I tried to define it, but as there was nothing 
concrete to work on [it failed]”. Erik’s wish did not match the CBT focus on the practical 
problems, whereas Johanna describes it as “I think me and my therapist had pretty much the 
same view on what the problem was. I think he saw it quite distinctly”. 
       On the other hand, Jenny and Elin initially appreciated the functional focus on the 
problems as they appeared at present. When realizing that CBT was not helping them in a 
desirable way, their opinions altered. Jenny expresses her frustration of not having received 
any help to handle her past and experiences. She is lacking in understanding of what caused 
her eating disorders: ”I don’t understand! I’m still wondering why! And I don’t know… At 
present, I’m angry with my sister, since my latest theory is that she’s the root of all evil, and 
that’s very tough when you are alone in the analysis”. Elin expressed ambivalence; she says 
”it was a relief that it didn’t matter why, but the approach was like ’oh well, it can be solved 
anyway’” while she at the same time evaluated the therapy as follows: ”well, we did solve a 
part of it, but the fundamental issue remained”. The fundamental issue – unwillingness for 
penetration – was never treated. By focusing on present problems, by practicing penetration 
with sticks, the idea was to solve the penetration problem. However, the outcome was 
another, as we have seen. Both Jenny and Elin were initially of the opinion that focus on the 
practical problem was a valid way in which their problems could be handled, but later on both 
of them changed their opinions.  
 
 
Biological Defect 
 

ER They thought that the problem was identified when they took a blood test from me […] and 
found that I, that the homocystein values were elevated. Then, they put me on folic acid and 
BB12. And then, they believed that they had solved it, why I was feeling bad thought my 
problem of why I didn’t felt good was located. 

 
CBT is to a large extent built on early behavioral theory according to Skinner – even though 
many CBT theorists point out that this behaviorism is a noncognitive psychological theory 
(Alford & Beck, 1997). Despite this, his theories constitute an important ground for CBT. 
Theses about the human being concerning his behavioral and faculty for learning behavior are 
still developed from a post-Skinnerian foundation (Hayes et al, 2001). However, Skinner did 
not only assert that behavior is a result of learning; he and other Skinnerian theorists ”have 
applied the Darwinian principles of genetic survival to include evolutions of complex 
behavior or cognitive systems” (Alford & Beck, 1997, p. 27). Human behavior can also have 
a biological foundation. ”Skinner does not neglect genetic endowment. In order to render his 
position correctly, one should say that apart from genetic endowment, behavior is determined 
entirely by reinforcement” (Fromm, 1973, p. 35). One common denominator between Skinner 
and CBT is the idea of behavioral defects and problems caused by biological diseases. Often, 
one speaks of lack of signal substances or other defaults in the brain, that might cause 
depressions and other mental disorders: 

 
ER “Don’t you notice how I try to cheer you up?” he said. “Don’t you notice how I try to make 

you laugh?” Then he said: It’s dopamine, it’s dopamine”. He said that frequently, well all the 
time: “It’s dopamine”. […] dopamine is that signal substance which is released and has to do 
with well-being. […] It’s released when laughing, and then you feel good, he told me. 

 
Erik’s therapist gives explicitly evidence of an important view in CBT, that the key of 
depression can be a biological one. Just laughing as a possible solution of depression might be 
an overstatement. However, it is assumed in CBT that depression and behavioral defects can 
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be cured by ataractic drugs. CBT combined with anti-depressants is, according to the SBU 
report (Lagerkrantz, 2005) referred to above (see Introduction), considered to end in good 
results (Wright, 1987). ”The medication is given in sufficient doses to obtain therapeutic 
plasma levels” (p. 39). Most of the interviewees describe the experience of the approach that 
depression is treated with sedatives, something Jenny expresses as follows: 

 
 X The solution of depression was therefore…? 

JE Well, it was antidepressant. And it was quite explicitly, I think, that is how you solve it. I 
don’t know why they didn’t treat it. Or… No, I don’t know why they chose not to treat it. 

 
There are several possibilities to combine antidepressants with CBT (Wright, 1987), and it 
seems like the ultimate combination is quite individual. Erik describes this experience in the 
following: 

 
ER The only medicine that made me feel better was a medicine I got in low doses, that they 

normally give to schizophrenic persons. It’s the only medicine that has helped me just a little 
with anxiety and so on. It’s not like it made me feel fine, but after all it gave me some relief.  

X How did you come to the conclusion that you should take that medicine? 
ER Well, it seems like it was the last straw for them, since I had tried half the possible 

medications. I think I’ve been taking, well I think they’ve prescribed me nine different kinds 
of medicine during the therapy. 

 
Johanna shares the opinion of CBT, that a combination of therapy and antidepressant might 
be very efficient (cf. Wright, 1987): ”I don’t think you should go for medication in the first 
place, but I think it’s a good combination, like most of them say today: therapy and 
medicine”. She describes her experience as follows: 

 
JO I was very critical to take medicine. Well, for 1½ year I was very much against it and I  

thought one should not repress the troubles, the troubles needed to come to the surface. But 
then I came to a dead end and there was no chance I could get away. Then I said “well, okay, 
it’s time to try antidepressant”. I took it for about half a year, it was the same autumn as I 
went to therapy. And it made me in some way sleep better and made life a bit easier. 

 
Johanna, however, pinpoints that ”they do not impute the medicine on you. You should not 
accept it without thinking about it, you have to decide by yourself if it is okay”. Wright 
(1987) inclines to the same approach; to discuss medical treatment rather than inflict it to the 
patient, since it ”can enhance the formation of good patient/therapist relationships” (p. 43). 
However, if we listen to Erik it seems doubtful whether such a situation can exist where the 
therapist does not impute psychopharmacological drugs to the patient: ”They assume that you 
take it, and it’s a bit implied that you might get trouble with Försäkringskassan if you do not 
take it”. Erik’s therapist was in favour of combining antidepressants and CBT, but Erik 
disagreed: 

 
ER For depression, the view seems to be that you shall take medicine. […] They think that 

1+1=3, and that therapy combined with medicine is so much better than just therapy without 
medicine. The therapist was very positive to medication. 

 
Erik tells us that ”none of the antidepressants have ever helped me in the end, actually. 
They’ve only made me feel worse”. Nevertheless, he took drugs. Elin is likewise of the 
opinion that antidepressants made her feel worse than before: 
 

EL Already in the beginning, I was sceptical to medication as I think it is like treating the 
symptoms but not the origin. […] Later, while taking antidepressant, you begin to feel worse, 
and that kind of confirmed that I was mad. 

 



 16

Certainly, and this might be an important remark, Elin did not take antidepressants because of 
CBT, although she took medications during the therapy. Her therapist’s attitude towards 
psychoactive drugs ”was more like ‘drugs can be good for you at certain times’”. 
       Furthermore, it occurred in the interviews that the cause for illness was of biological 
origin, but medication would not be useful. An example of that can be found in the problem 
for what Elin seeks help: 

 
EL Most of the time, when one had vestibulit, that is an inflammation in the mucous membranes, 

or similary which makes it hurt when having sex. Then, it did hurt, and you became tense, 
and you continue being tense because you are afraid of having pain. One assumes the pain is 
of physical origin, and then the psyche is affected as well. That’s one theory I’ve heard. Then, 
someone said that if you have had fungus several times in your genitals, after that it easily 
hurts because it is dry, and then you get tense. I never heard about a theory that says the 
psyche comes first, but… well, I don’t know. 

 
If Vaginismus is not caused by inflammation or infection, as illustrated above, it is said to 
often be caused by repeated unsuccessful attempts to insert a tampon (Hawton, 1989). An 
infection might have caused pain when trying to insert a tampon, and the pain results in a 
defective pattern of thoughts regarding penetration; the individual experiences an aversion to 
penetration and thinks it is impossible. The original cause is thus biological, and 
psychological problems are presumed to follow due to errors in learning how to act upon 
current stimulus, in Elin’s case penetration. This focus on learning again shows evident 
connection between Skinner and CBT in that ”Skinner has shown that by the proper use of 
positive reinforcement, the behavior of animals and humans can be altered to an amazing 
degree” (Fromm, 1973, p. 35). Dysfunctional patterns of thoughts can be replaced or modified 
in accordance with a method founded by Skinner (McMullin, 2000). However, Maddux 
(2002) questions if sexual disorders should be seen as something ill at all. ”Human sexual 
behavior comes in such variety that determining what is ’normal’ and ’adaptive’ is a daunting 
task” (p. 17) he says and speaks of these disorders as constructed phenomena. 
       A less evident example of a similar problem is mentioned by Erik. Here, the assumption 
of a biological primary cause is gained after that Erik’s underwent therapy where neither CBT 
nor medicine has helped: 

 
ER As I did not benefit from the medication, just started to feel worse and worse by the 

antidepressants, they began to doubt that I suffered from a depression. They were in contact 
with neuropsychologists in [another town], because they want to do a brain scanning, to see 
that I do not have any organic brain damage as I didn’t benefited from CBT. 

 
Thus, when Elin has problems whose primary cause is supposed to have biological 
explanation, but can be rectified with CBT (by modifying defective behavior), Erik has 
problems whose primary cause is considerably more diffuse. In his case, the supposition of a 
biological cause arises when CBT did not help Erik to recover. Common for both Elin and 
Erik, is that CBT could not help them cure their problems. A difference between them can be 
seen in the fact that Elin is suggested by the therapist that she should try psychoanalysis, 
which is a step away from the biological explanation, whereas Erik is offered brain scanning 
which is a step closer to a biological origin. 
       The experiences of medication are different among interviewees; Erik and Elin are, as we 
have seen, not satisfied with antidepressants, whereas Jenny and Johanna are content: 

 
 X Did the antidepressant help you? Did you get rid of your depression? 

JE Yes, actually I did. […] They helped me in a very concrete way. I remember the morning 
when I woke up after two weeks medication, and they had good effect on me. I remember the 
feeling of “it’s doesn’t feel so fucking hard today”, but simply “I want to live!” 
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Jenny, however, commented the medication; ”it helped me, surely, I can definitely say that. 
So I’m not against antidepressant per se, so to speak. But it would have been great if someone 
instead could have told me why I was feeling so bad”, which connects to Theme 2: Instead of 
medication, Jenny wished for a deeper understanding of her depression. 
       Biology as a possible explanation of mental problems might, as we have seen, foremost 
be manifested in the fact that pharmacological drugs in CBT are not only accepted but even 
strongly recommended. In CBT, there is a notion that illness is the same as learned responses 
according to behavioral theory (Mc Mullin, 2000). Consequently, the patient’s attitude to 
those biological qualities, no matter what they are composed of (minimal brain damage, 
genitals inflammations or other physiological symptoms), should be handled (modified) if 
they result in dysfunctionality. Patients whose problems is caused by biological factors ”need 
to learn to accept and cope with their problems – not deny them” (Mc Mullin, 2000, p. 152). 
 
 
Experience of mental illness 
 

JE When you linger around being angry with yourself in some way and need to punish yourself. 
Moreover, well, you cannot feel good about yourself. In other words not being content with 
yourself. Then, I would say, you are somehow mentally ill. 

 
Irrespectively of the traditional CBT definitions of illness, there is also a theme that cannot be 
directly related to theory of CBT; the interviewees’ descriptions of mental health or mental 
illness. The interviewees share the notion of illness as a state that they can feel inside. This 
feeling is not always shown in behavior, but is still there. Erik expresses this view as follows: 
”To me, mental illness is something you only can experience by yourself. That you find out 
that you are not well or that you experience that you feel bad”. Maddux (2002) asserts that 
this experience of illness does not necessarily imply that the individual is mentally ill; instead, 
this feeling can be due to the individual’s lack of a deeper meaning in life. Such meaning is 
not to be found in therapy sessions; “Strategies and techniques for enhancing the quality of 
lives are educational, relational, social, and political interventions, not medical treatments” (p. 
15). The experience of not having control over one’s life or having balance, – the activities 
lack meaning; the individuals make efforts to balance the practical parts in life but without 
feeling better – seems to be a common denominator for the interviewees. As a part of the 
answer to what Johanna believes is meant by the conception of mentally illness, she describes 
just the lack of balance in life: 

 
JO I guess that is having no control in your life, to feel that you are not in balance. Or, not being 

able to balance different roles you have in life. For instance, your professional role, your role 
as a parent, and well… The private person role and such. 

 
Jenny relates her eating disorders to this feeling of not having control, a feeling deeply rooted 
inside of her rather than only manifested in her behavior: 

 
JE To me, it’s all about putting so heavy demands on people around you, and on yourself, and 

you pressure yourself so that it becomes… Well, you have an enormous need for control. 
And when you do not manage to control things, you know, when you feel that you… Either if 
the environment is chaotic, or if your own need for control is too strong, then you choose to 
also control what you eat. 

 
The feeling of lacking control may also be manifested in insomnia in that the thoughts “are in 
a whirl”. It is important, however, that the thoughts are not the actual disorder but what causes 
them. ”I have had problems of insomnia and my head was spinning, well, to try to understand 
why it didn’t work with the rehab training at my regular work place” Johanna tells, and says 
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”There was a lot of shame and guilt. Like, why was I ill? And when would it end? Could it 
come to an end?”. Johanna’s problem was consequently not only that she was not able to 
work, even though this was the most essential problem for her, or not even the fact that she 
was not able to sleep. To be more exact a feeling of dysfunctionality seems to be the problem, 
rather than an explicit dysfunctional behavior: 

 
JO Not being able to control your life, not having any balance, these are signs of mental illness. I 

could recognize this from earlier on that I wasn’t the boss in my own life, so to speak. And 
that’s what made me so deeply unhappy then, that I did not know where to start off when the 
difficulties begin to pile up. 

 
Fromm (1956) means that “people do worry, feel inferior, inadequate, guilty” (p. 166) as a 
logical consequence of the state in the society, which he defines as ”unhealthy” (p. 73). 
Marcuse says that ”the established society is not sane but insane” (Marcuse, 1968, p. 251), 
which is elaborated in the following words: 
 

[A] society is sick when its basic institutions and relations, its structure, are such that they do not 
permit the use of the available material and intellectual resources for the optimal development and 
satisfaction of individual needs” (p. 251). 
 

To ”feel bad” about lacking balance or control in life, a feeling that resides deeply inside, can 
be related to normative humanism which defines contemporary society as unhealthy, and 
therefore defines this feeling as something healthy, objectively speaking: 

 
[T]he healthy and normal individual [in this society] is a human being equipped with all the 
qualities which enable him to get along with others in his society, and these very same qualities 
are the marks of repression, the marks of a mutilated human being, who collaborates in his own 
repression, in the containment of potential individual and social freedom (p. 254). 
 

The functional human being is defined as unhealthy, but ”[t]he culture provides patterns 
which enable them [the people] to live with a defect without becoming ill” (Fromm, 1956, p. 
16). The individual does therefore experience himself as mentally ill when he is not. 
Consequently, when Erik describes his anxiety as ”a diffuse gut-feeling that my life came to 
nothing, one live like a robot ” following this line, he is not mentally ill – on the contrary! 
People ”sense that they live without living, that life runs through their hands like sand” (p. 
166), this because their actually might run through their hands just as Erik describes it; their 
lives seem to lack a deeper meaning. To live in the present seems to involve a lack of a deeper 
understanding which CBT, as we have seen, does not focus on at all. To not feel unwell and 
lacking of control in a society that ”wants us to make us believe that contemporary Western 
society corresponds to the deepest needs of human nature” (p. 73) – which it according to 
Fromm does not – is the true illness. Fromm asks himself: ”Are people really happy, are they 
as satisfied, unconsciously, as they believe themselves to be? Considering the nature of man, 
this can hardly be so” (p. 161) and asserts that the more social adjusted a human being is, the 
less healthy he becomes. ”But they even have some doubts consciously” (p. 161), which 
Jenny gives example of: 

 
JE Actually, who is healthy? I think most people, the great majority of people, have some kind 

of problem. […] So, even if it shows off in something good, like getting the highest marks on 
every examination, I think it might be something ill. 

 
Thus, Jenny does not share the traditional CBT view that mental illness is shown in 
dysfunctionality. Instead, she seems to think that even a person who is extremely well-
adjusted to the values that are praised in the society – like someone who gets highest marks 
on each examination – may display an unhealthy behavior. The experience of not feeling well 
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does not necessarily have to manifest itself in dysfunctionality, which Erik pointed out as 
well. His problems existed even though his behavior was functional: 

 
ER The therapist gave me homework to do, how to activate myself in the. But I already was 

already quite active before that, I told him that my problem is not, when I was put on the 
sick-leave and so, the problem isn’t that I did not activate myself. The problem is that I feel 
so bad that the activities are meaningless to me. I was not affected by what I was doing, I felt 
more dead than alive. 

 
Another functional behavior is to be able to work, i.e. not being on the sick-leave, that is to 
say practicing functional behavior. For depression, the aim is to return to everyday life. 
”Individuals with depression […] may be encouraged to compare their approach to recovering 
from having a broken leg” (Blenkiron, 2005, p. 51); to re-establish the functionality, 
irrespective of what caused the depression, is just as uncomplicated as putting a broken leg in 
plaster. 
       Elin tells that she dwells on her practical, physical problem when feeling depressed: 

 
EL I guess that [the problems of vaginismus] is a thing that appears when you feel down because 

of some other reason, or when you are especially sensitive, you can always look upon it as a 
cause for your problems. Like “Oh, poor me and my big and awkward problem”. 

 
Even though Elin feels deviant because of her sexual disorder, there are still other inner 
feelings that she also relates to feeling depressed. Moreover, Elin tells us that ”I’ve been on 
sick-leave because of depression, but it was not really clarified what the cause was”: 

  
 X Did you consider yourself as ill when you were on the sick-leave? 
 EL Yes, I did. 
 X How come? 

EL Firstly, I felt extremely sorry for myself, I am very good at that. And then I did felt so down, 
that is I wasn’t really myself. 

 
Mental illness is not necessarily synonymous with dysfunctionality. Certainly, 
dysfunctionality can be equivalent to being on the sick-list. In the case of Elin, feeling low-
spirited seems, however, to be the initial problem of main concern. 
       According to several CBT theorists, it is a misapprehension that CBT solely focus on 
functionality/dysfunctionality and subsequently neglects the patients’ feelings and 
experiences (Gluhoski, 1994). On the contrary, it is very important that the therapist takes the 
patient’s feelings in consideration (Alford & Beck, 1997). These feelings may not be 
indications of mental illness (a view that the interviewees in the present study give proof of), 
nevertheless feelings are very important for the prospect of being cured. ”[S]uccessful 
treatment of delusional beliefs may be facilitated by attending to the more positive feelings 
associated with alternative explanations of events that up to now have been misinterpreted in 
negative delusional terms” (p. 149). Johanna talks about “understanding” during her therapy, 
which is close to the view just mentioned: 

 
JO I guess that’s what you do in CBT, you look at how it really is. Like with the sleep, I wrote 

down how many times I woke up, and I’ve learned that even if I don’t sleep every night, 
because it has turned out that I… Well, I may not recover it, but it gets better some night later. 
Then, I sleep out of pure fatigue. Earlier, if I couldn’t sleep one night, because I was so 
stressed. But now I may think that it will be better the following night. 

 
In this example, the delusional belief should be Johanna’s stressful thinking about failing to 
fall asleep, which she – thanks to CBT – has realized she is able to, later on. The symptom 
insomnia is interpreted as an exaggerated difficulty in her life. The outcome of CBT is that 
she now understands that her anxiety about it was excessive: ”When I began to get burnout 
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symptoms, I wasn’t able to go to work after a night without sleep. But now I know that even 
if I do not sleep well, it is possible for me to go to work”.  
       In CBT, the emphasis is not put on the experience of feeling depressed or the feeling of 
not having balance or a deeper meaning in life, but on what this feeling entails and what the 
behavior results in. Most important is to function well, to be able to work and live the 
everyday life in a normal way. The interviewees in this study express opinions that, as we 
have seen, totally or partly differ from this view. We have also seen that regarding to the 
social critical normative humanism, some experiences of mentally illness described by the 
interviewees actually can be healthy reactions, whereas the unhealthy is to live totally socially 
adjusted. 
 
 

C o n c l u d i n g   D i s c u s s i o n 
 
 
The aim of this study was to understand how the definition of mental illness according to 
CBT has affected the participants and their opinion about CBT. This was examined in four 
themes – “behavioral defect” “absence of a deeper understanding”, “biological defect”, and 
“experience of mental illness” – which showed how the theoretical problem definition of CBT 
was shown in the therapy sessions and if the problem definition was in accordance with the 
patients’ definitions of what their problems were.  
       How the notions of the participants in the present study, concerning what their problem 
is, corresponded to the problem definition of CBT seems to be of vital importance for their 
interpretation of the therapy outcome. To gain a positive treatment outcome, it seems 
important that the patient shares the CBT conception that dysfunctional behaviors are signs of 
illness. The results point at the fact that the more the patient agrees to the CBT’s focus on 
functionality and concrete problem solving methods, the more satisfied the patient is with 
CBT. If the patient disagrees with the functionality focus, he may not be satisfied even if the 
CBT treatment succeeds in reducing defective behavior. Johanna is satisfied, not only because 
CBT helped here but also because she and her therapist shared the same view of what the 
problem was. Jenny is not completely satisfied, in spite of the fact that she no longer vomits, 
as she thinks the concrete problem solving method is not enough. She asks for a deeper 
understanding of her complex relation to food. Elin and Erik are not only dissatisfied with 
CBT as it was inefficient, but mainly because CBT did not help them with the real problems. 
The CBT focus on defective behavior was too limited for them.  
       Yet, which are “the real problems”? Do we get an answer to that question in this study? 
Well, to be honest, probably not. However, it becomes clear that the notiob of mental illness 
found in CBT is no general notion. Of course, this questioning is not only applicable to CBT, 
it is valid for other psychotherapeutic methods as well.  
       The problem formulated as a concrete defective behavior seems to be the major issue in 
CBT, which can be related to what Marcuse (1968) said about the increased adaptability of 
the individual rather than his improved health. This leads us back to the theories concerning 
how illness is defined, as mentioned initially (see Introduction). If the socially accepted 
definition of mental illness involves that the individual functions well, then the CBT focus on 
a concrete problem has more to do with acting (not reacting). As long as the individual 
functions well in society, and as long as he is active and adapts himself to everyday life, he 
gives evidence of functionality. It is not important how he feels, but how he acts. The 
underlying reason for a definition which only takes concrete problems into concern is that it 
clearly means that functionality defines what is healthy or not. This assumption is shown 
when illness is defined as dysfunctionality or, in other words, as some behavioral 
derangement or disorder which disarranges the functional acting.  
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       In the interviews, the ultimate reason for a psychological problem seemed to be attributed 
to the biology of the brain. This can probably show us how the power in society of our 
contemporary time tries to construct not only the truth and definition of illness (Foucault, 
1983) but also declares why some people are classified as mentally ill; i.e. they have organic 
brain damages. Dysfunctionality is then caused by biological errors inside the individuals. 
Human beings are mentally ill in our society, not because the misconstructed society (a very 
common thought in some normative humanists, as we have seen) but because the human 
beings in the society have errors inside themselves. Also in Swedish research, we do find 
similar scepticism to biology as explanatory framework, for instance with its initial position in 
the problems of so called “acronym children” (Kärfve, 2000). Kärfve means that there is no 
evidence for categorizations of non well-adjusted children in terms of ADHD (Attention 
Deficit and Hyperactivity Disorder) and such (which primary cause is said to be in the 
anatomy of the brain). Maddux (2002) shares this view, and declares that labels such as 
ADHD and of similar kinds are due to ”a pattern of behaving […] that deviates from some 
fictional social norm or ideal” (p. 17). Proof of this kinds of mental disorders are consequently 
seen as constructed by, well, those in power (again we can draw a parallel to Foucault) and by 
the social structure we live in. 
       When people show some kinds of absence by having difficulty in adapting themselves to 
society (i.e. by displaying defective behavior), the explanations for this are attributed to the 
individual and not to the society. If the explanation of dysfunctionality is to be found in the 
brains of the dysfunctional individuals, their discrepancies are no threat against existing social 
structure. The main purpose of CBT would be to modify the dysfunctional behavior, either by 
relearning and/or by medication, and not take some social demands into consideration. 
However, the problems might remain unresolved. According to CBT, it is then important that 
the patients, as we have seen above (see Results) ”accept and cope with their problems” 
(McMullin, 2000, p. 152).  
       In the present study, I have argued for the importance of defining what the mental 
problems of the patients are – from both the patient’s view and the theoretical framework of 
therapy. The argumentation has its origin in four individuals’ experience of CBT, but the 
therapeutic method could have been another. One for instance, with reference to Fromm and 
Marcuse, there have been great discussions concerning the aim of psychoanalytic methods 
(Marcuse, 1966). Of importance in this respect is not which kind of therapy we comment on; 
of importance is that we make this comment! It is necessary that we ask ourselves what issue 
is considered to be problematic, why this issue is problematic, and maybe foremost: Who is 
considering this to be problematic? Foucault (1983) shows us that the definition of illness 
changes over time. It is presumably not a bold guess that the present definition will change 
again and for the very same reasons that we should be very critic to the existing definition of 
today. If we do not take the existing society and its norms for granted – what then is 
problematic? Proposals for answers to this question have been presented by Fromm and 
Marcuse. Of course, there are other answers to explore, but because of limited space, they are 
left out. Most importantly, however, is to realize that the dominating definition of illness does 
not necessarily have to be taken as granted. This insight is what I wish my study will 
contribute with.  
       For future research, the notion of illness ideology is of interest. Maddux (2002) asserts 
that ”[i]t is time to change clinical psychology’s view of itself” (p. 13). A new line of thought 
is ”positive psychology” which offers another view on the individual and his environment. 
When traditional psychology is negating, positive psychology is optimistic and constructive 
(Gable & Haidt, 2005), as it takes “conditions that lead to high levels of happiness or civic 
engagement” (p. 103) into consideration. Psychology should be ”concerned with 
understanding what makes life worth living” (Maddux, 2002, p. 21) rather than to declare 
people as ill. The eligible development of psychology is further exemplified as follows: 
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Psychologists need to become aware of both the socially constructed nature of the assumptions of 
psychological disorders that guide their professional activities and the logical and empirical 
weaknesses of these assumptions (p. 23). 
 

Outgoing from Fromm and Marcuse, both having an equal in Maddux, the main aim of further 
psychological research is to analyse and identify in a more thorough way the underlying 
dynamics that influence what we commonly define as mental problems. As mentioned earlier, 
this does not only concern CBT, but also other psychotherapeutic methods. Furthermore, it is 
important that psychology devotes itself to the view of the positive psychology, that is to say 
to try understand what makes life worth living, this without taking existing social structures 
and norms for granted.  
 
 
Generalization and Validity 
When speaking of CBT, I am of course aware of the fact that I cannot actually say anything 
about CBT, more than in general terms according to the major source for my knowledge – the 
literature. Meant by this textual usage is not an attempt to some kind of universal 
generalization of the results. The references to CBT theory are used because of the aim of the 
present study; to show the interviewees’ interpretations of CBT which are related to their 
experiences of the therapy.  
       Although, the interviewees’ experiences of CBT as well as their experiences of whether 
their respective therapist attached importance to functionality focus or not may be the only 
issue I can comment on, strictly speaking. My parallels to the theoretical framework of CBT 
are, accordingly, drawn from a source based only upon four people’s experiences of their 
therapy, which is indeed a limitation. Yet, with reference to the inner generalization 
(Svensson, 1996), the four participants display diverse experiences and opinions, which 
indicates that several different aspects of the experience of CBT are represented. Considering 
the limited scope of the study, the result is probably as comprehensive as possible. However, 
in a more large-scaled study it should be interesting to include a participant who ended his 
CBT several years ago and still is positive. Additionally, it should be interesting to include 
participants treated for depression and sexual disorders with a positive treatment outcome. 
       Since I believe that there is an objective truth independently of the human being (i.e. the 
realistic view), the most essential aspect of validity in qualitative research, as it is discussed in 
Langemar (2005), is that my interpretation has empirical anchorage in the data. According to 
this, I actually venture to say that the present study has good validity. The interpretations of 
the data have been done systematically and accurately as described above (see Method), 
which results in that the information relevant to the questioning of the present study occurs. 
Therefore, the four themes in the results have empirical anchorage in the data. My 
presentation of the interviewees’ experiences of CBT can be directly derived from what is 
said in the interviews, nothing is added. The empirical support in my interpretation is shown 
in the quotations which exemplify my reasoning all along. Moreover, I demonstrate that what 
is known about the main presumptions of the CBT theories is also reflected in the interview 
data, this by using quotations from, along with accounts of, the literature and by that making 
an explicit merging of theory and practice.  
       The aim of the present study was fulfilled; the results make it possible to understand how 
the participants’ definitions of their problems in relation to the problem definition of CBT 
have affected their opinion about CBT. Considering the outer generalization (Svensson, 
1996), it is in all probability possible to apply the results of the present study to other patients 
in CBT: A positive or negative experience of CBT might be dependent on how the patient’s 
notion of illness corresponds with the notion of illness in CBT. In turn, this illustrates the 
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importance of considering what is seen as problematic, which is discussed above. The 
important issue is to understand and focus on whom we try to cure from what and why. 
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