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TO BE CONSIDERED
UNETHICAL ORIMMORAL
ISNOWOFTENBLAMED
ONILLNESS ANDNOTTHE
INDIVIDUAL. WHAT'S
THELINE BETWEEN
BEING WRONG AND BEING
ILL? WHEN DO THE
BAD GUYS TURNINTO

THE SICKGUYS?
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PSYCHOLOGY
V/ /4

By MELVIN KONNER MD

hen I heard that Wade Boggs, the

Boston Red Sox third baseman, had

publicly declared himself a sex addict,

it get me to brooding about responsi-
bility.

Now, I admit I'm inherently lezy.
Not enough to avoid thought altogether, but enough
to keep it within certain channels. Bopgs, however,
got me thinking about some questions I had not taken
an interest in since college. For 20 years or so I've
been thinking about human behavior scientifically —
first in anthropology, later in medicine. I was inter-
ested in the causes of behavior—normal or abnormal.
If you could explain what caused a behavior, you
could, if you wanted to, try to change it with some
sort of treatment.

But the notion of Wade Boggs as a sex addict
brought me up short. I knew about sex addiction, but
(like most health professionals, including most psy-
chiatriats) I was dubious about the category. I asso-
ciated compulsive sexuality as an abnormality with
women who were allowing themaseives to be widely
and consistently used. I knew that there were com-
pulsively promiscuous men, but I just thought of
them as bad guys. In a world where the risk of sex is
so mich greater for women, and where men typically
have more power, my natural immpulse didn’t lean to-
ward medical sympathy for fellows like Boggs. I sup-
pressed the possibility that a medical explanation ex-
isted.

Of course, this was naive; in a few minutes I myself
could have chosen a label {from the American Psychi-
atric Assn.’s official diagnostic manual—probably
something in the range of impulse-control disorders,
although a more pervasive personality disorder might
produce the same symptoms. But in the case of
Boggs' celebrated affair with Margo Adams, for some

- reason I tried to avoid labeling. I thought back on
others who have come, at & certain point in life, to
regret the sexual excesses of their youth —St. Augus-
tine, for instance, and Leo Tolstoy. But here some-
thing was missing. They were saying words like, I did
something very wrong. I repent of it now. You should
think ill of me, and you probably should punish me—
with censure, if nothing worse— but please, nltimate-
ly, forgive me. I tried to understand why this both-
ered me; it was not merely the spectacle of a powerful
man abusing his power and then requesting sympa-
thy. What troubled me was the medical question at
the heart of the spectacle: How much can the concept
of illness expand at the expense of the idea of respon-
sibility? When do the bad guys turn into sick guys?

Although the question ranges far beyond that of il-
legal acts and into the realm of the pucely moral, most
Americans have had this issue brought to their atten-
tion in the 19808 by two celebrated criminal cases.
First John Hinckley, who had attempted to assassi-
nate President Reagan, was determined by some
court psychiatrists to be / Continued on Page 36
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mentally ill—and more important, to be mental-
ly ill in a way that meant he was not guilty as
charged. Interestingly, a then-new technique
known as computed tomography—CT scan-
ning—was used to study his brain, and it showed
what some experts called an abnormal shape,
.pointing to a greatly expanded future—even fu-
turistic—role for technology in answering moral
questions. Second, Dan White, who had killed
the mayor of San Francisco and one of his aides,
claimed in his defense that he had eaten a junk
food diet high in refined sugar, and that this diet
had diminished his ability to restrain his viclent
impulses—the celebrated “Twinkie defense.”
This suggested that almost any medical fad,
however poorly supported by evidence, could in-
fluence the judicial process.

Both defenses convinced the courts, and there
are similar cases all the time. They come up
within a framework of legal reasoning that
emerged in the 19th Century, often referred to as
the M’'Naghten Rule (pronounced “MikNAW -
tn") . Daniel M’Naghten, in a crime foreshadow-
ing the Hinckley case, had attempted to kill the
English Prime Minister in 1843. M’Naghten had
been in the grip of paranoid delusions, but his ex-
culpation produced a public outcry as well—de-
spite the fact that he was committed permanent -
ly to an asylum. A committee convened by Queen
Victoria arrived at the first formal rules for an

insanity plea: The accused had to not know ei«
ther “the nature and quality of the act” or the
fact that “he was doing what was wrong.” Later
an emotion-based defense was added to the es-
sentially knowledge-based approach of
M'Naghten. Although it is usually called “irre-
sistible impulse,” the emotion does not have to
be sudden for this defense to work. The main
point has to do with the loss, due to “mental dis-
ease or defect,” of the power to choose.

‘Together these rules made it possible for men-
tal illness to bring a person under the protection
of two ancient legal concepts: ignorance and co-
ercion, either of which, in certain circumstances,
could limit guilt for crime. In the legal tradition
that has come down to us today, mental de-
rangement—temporary or long term—can be
used as evidence that the defendant was in the
grip of an “irresistible impulse,” or that the ill-
ness so clouded his judgement that he was igno-
rant of the moral meaning of what he did as he
did it—in the common phrase, “he couldn’t tell
right from wrong.”

Wade Boggs' self-confessed “sex addiction” is
no crime, but a wide spectrum of acts of ques-
tionable morality—whether legal or not—are
now falling under the rubric of “‘illness.” Even as
certain categories of human behavior—homo-
sexuality in America, for instance, and perhaps
now political nonconformity in the Soviet Un-

ion—are being “delisted’ from the ranks of psy-
chiatric categories, new diagnases are being add-
ed. Increasingly, doctors —rather than pastors or
prosecutors—are taking charge of these acts by
labeling them with a new kind of language. And
with these labels they are shaping our emotional
reactions to deeds that we once would have said,
quite simply, were wrong.

Consider three cases. Once, in a medical school
psychiatry clerkship, I attended a hearing in
which the state was trying to show that a man
convicted of homicide but found to be mentally
ill should continue to be kept in a prison hospital
for the criminally insane. His family retained a
lawyer who presented a theory of why the young
man had gone on a rampage assaulting a series of
people with an ax. The lawyer had read some
studies claiming to show that too much copper
was a cause of irrational violence. Now, the
young man was said to have drunk enormous
amounts of milk as a child. According to other
studies, milk reduced the abgorption of copper.
Since, went the theory, an excess of copper could
cause violence, probably a deficiency of copper
could too.

This extremely far-fetched argument was not
successful—indeed, it was difficult to see its
purpose, since the young man was already
deemed mentally ill, and was being given treat-
ment rather than (merely) being / Continued
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imprisoned. Yet I was
stunned: a completely base-
less and self-contradictory
“scientific” argument was
politely heard by all con-
cerned, with no form of rep-
rimand to the lawyer, who
had no basis for a claim of
expertise.

A year later, returning to
the same prison hospital
with a psychiatrist-teacher,
I helped him interview a
young man who had con-
fessed to killing a woman
when she reprimanded him
for urinating on her lawn.
He had been working for a
lawn-care company, and
was apparently exposed to
large quantities of organic
phosphates, which he was
required to handle as fertil-
izer. The psychiatrist was
preparing a case based on
the notion that the organic
phosphates in the fertilizer
had given the man an un-
characteristic violent im-
pulse. I pored through the
doctor’s stack of copied re-
search papers. Organic
phosphates in large doses
certainly could cause nerve
damage, which the young
man did not have. Rarely,
they had apparently caused
brain damage too, but al-
most always in association
with nerve damage. No-
where in the literature was
there a case of brain damage
caused by organic phos-
phates and resulting in vio-
lence.

I couldn’t help thinking
that 30 years earlier a psy-
chiatrist with a Freudian
orientation would have
seized on the interpersonal
situation—a young man
urinating in the wrong place
is surprised and reprimand-
ed by an older woman—and
related the violent outburst
to deep problems stemming
from his childhood, com-
plete with Oedipus complex
and castration anxiety.
Now, in the '80s—the era of
biological psychiatry—we
had instead an equally tor-
tuous, and equally unsup-
ported, biochemical theory.

The third case came clos-
| est to home. I was ap-
| proached by a criminal de-
| fense lawyer and asked to

testify on behalf of his cli-
ent. This was a man who,
under supposedly extreme
- provocation, had killed his
" lover in a fit of jealousy. The

lawyer had read a book of
mine about human nature,
in which (among many oth-
er things) I described situa-
tions similar to his client’s
as occurring in cultures
throughout the world, and
indeed as having parallels
in many animal societies.
He wanted me to testify to
these facts of anthropology,
which he would then argue
diminished his client’s re-
sponsibility for the homi-
cide. This was not an insan-
ity defense, but intended
instead to show that the
man did not have ‘“mens
reus’’ —the criminal intent
needed for complete guilt.

I wrestled with the ethics
of this gambit: Would I be
wrong to lend myself to it?
Or, in our advocacy system
of justice, would I be wrong
to refuse to state what 1
knew?. But then I was let
off the hook by the lawyer,
who had found another de-
fense. This too was instruc-
tive: his client had taken
barbiturates by prescrip-
tion before the crime, and
they had found a psychia-
trist who would testify that
this could have impaired his
capacity to act in accord
with the law. The lawyer
did not want to confuse the
jury by invoking two sorts
of exonerating expert testi-
mony, and he was more
comfortable with a psychi-
atric theory of an abnormal
state of mind than with an
anthropological theory of a
passionate, predictable one.

ither way, and in

every one of these

cases, the decision

should be made by a

judge and jury. Only

the common sense
exercised by the jury and
the common law interpreted
by the judge should count,
not the expert testimony.
But in reality judges and
juries are influenced by ex-
perts—including those who
go far beyond scientific
knowledge in their testimo-
ny. And in the cases like
Boggs’ noncriminal ques-
tions of moral judgement,
we as a society, and even
ethical advisers like minis-
ters, priests, rabbis and
teachers are inevitably in-
fluenced by changing cul-
tural concepts of illness and
responsibility. The ex-
tremes in this controversy



were staked out by many
years ago. Karl Menninger,
a distinguished psychiatrist
for whom (among other
physician family-mem-
bers) the famous clinic in
Topeka, Kansas is named,
has been a longtime advo-
cate of the use of medical
diagnoses of criminals. He
wrote as early as 1928, “the
time will come when steal-
ing and murder will be
thought of as a symptom,
indicating the presence of a
disease, a personality dis-
ease.” And almost a half-
century later, in response to
the notion that wicked peo-
ple exist, he said, “I don’t
believe in such a thing as
the ‘criminal mind.” Every-
one's mind is ‘criminal’;
we're all capable of criminal
fantasies and thoughts.”
By the late 1950s psychi-
atry was at the peak of its
power. Freudian psychoan-
alytic theory, in a modified
American form, appeared to
have won the day, and the
courts were showing signs
of accepting Menninger’s
thesis. Clergy, for their
part, were mastering the art
and science of psychothera-
py. We seemed, as a culture,
to have gone well down a
path toward defining—
medically —wickedness out
of existence, and with it,
punishment. There would
only be illness, treatment,
and ultimate reintegration
of the normalized individual
into society. The courts and
the churches alike were
scrambling to avoid being
left behind as the new sci-
ence led the community in a
race out of the sphere of
moral judgement, having
jettisoned outmoded con-
cepts like responsibility.
Just at this moment
Thomas Szasz—a psychia-
trist who has been his own
profession’s most severe
critic—appeared on the in-
tellectual landscape. His
1961 book, “The Myth of
Mental Illness,” challenged
almost every aspect of psy-
chiatry and publicly de-
clared its legal authority to
be illegitimate. The book’s
subtitle, “Foundations of a
Theory of Personal Con-
duct,” was significant.
‘“Human behavior,”” he
wrote, ‘‘is fundamentally
moral behavior.” He argued
that individuals must be al-
lowed to take / Continued
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drugs, commit suicide, and
do harm to others without
prior restraint and talke the
consequences of their
acta-—addiction, death, or
the full force of the law—
regardless of psychological
conditions. “The conc¢ept of
mental illness,” he wrote
elsewhere, “is betrayal of
common sense and of an
ethical view of man.”

summary added
to the book in
1974 stated,
“Pgychiatric di-
agnoses are stig-
matizing labels,
phrased to reaemble medi-
cal diagnoses and applied to
persons whose behavior an-
noys or offends others' and,
‘“The introduction of psy-
chiatric considerations into
the administration of the
criminal law—for example,
the insanity plea and ver-
dict, diagnoses of mental
incompetence to stand trial,
and so forth—corrupt the
jaw and wvictimize the sub-
ject on whose behalf they
are ostensibly employed.”
Szasz, like Menninger, has
been consistent over the
course of a long career. In
1972, he wrote an article in
the British medical journal,
The Lancet, called “Bad
Habits Are Not Diseases.”
And in a letter to the New
York Times published on
June 12, 1989, he wrote that
even the most severe crack
addicts, if wviolent, are
“criminals first and pa-
tients second, if at all.”

Partly under his goad,

and further stimulated in
the '80s by the Hinckley
case and the “T'winkie de-
fense,” a public outcry has
altered the insanity plea as
it stood in common law and
in the Model Penal Code of
the prestigious American
Law Institute. The penal
code in the 19503 helped
standardize the common
law traditions and affected
law in many states but its
influence has weakened
since Hinckley. The Ameri-
can Bar Assn. and the
American Psychiatric Assn.
both proposed an elimina-
tion of the '‘irresistible im-
pulse’” rule. In 1984 the
Federal Criminal Code
adopted this suggestion,
and also abandoned the
wording “substantial inca-

pacity” in favor of “com-

plete incapacity.” In practi-
cal terms very few cases
were affected —most crimes
are tried under state law—
but the message was influ-
ential. More than half the
states, including California,
have followed suit on “irre-
gigtible impulse.” In addi-
tion, several states have
adopted a mew verdict:
“guilty but mentally ill,”
which defense lawyers feel
destroys the insanity plea,
undermining a traditional
pillar of justice.

This public reaction
against the insanity plea

was understandable; highly -

publicized cases had begun
to make it seem as if the
very idea of right and wrong
wasg being abandoned. Yet
the reaction was based in
part on major misconcep-
tions, which could swing the
pendulum too far away from
the psychiatric concept of
criminal actions—a highly
legitimate approach in cer-
tain situations. But before
one passes judgement on
the insanity defense, three
things should be consid-
ered. First—contrary to
Menninger's sweeping pre-
diction, and despite the fa-
moua cases—only a fraction
of criminal defenses invoke
the insanity plea, and only a
fraction of that fraction
suceeed. Also, studies of ar-
rests show that few crimes,
and even fewer violent

crimes—under 59 —are

accounted for by former
mental patients. Popular
fears aside, few mental pa-
tients are dangerous. Sec-
ond, experts are not in
charge of the decision—a
jury and judges are in
charge. They review the ev-
idence, hear the expert tes-
timony on both sides, and
make the kind of judgement
that courts have made for
centuries before psychiatry
was invented. Third, a suc-
cessful insanity defense
need not ‘“‘get the guy off
the hook and out on the
street” promptly, a8 many
fear. On the ¢ontrary, this
outcome is8 rare. In almost
all states a verdict of “not
guilty by reason of insani-
ty’” requires at least the
consideration of commit-
ment, and in some, commit-
ment is mandatory.

The recent near-release
of Arthur Jackson from

prison shows what can hep-
pen if a sick criminal is not
medically labeled. Jackson
was convicted of attempted
murder in the 1982 assault
of actress Theresa Saldana
outside her West Holly-
wood apartment. Though he
attacked her with excep-
tional brutality—stabbing
ber so hard and so many
times that his hunting knife
bent—and then, while in
prison, repeatedly threat-
ened to kill her upon re-
lease, Jackson was about to
be released early from an
ordinary criminal sentence,
for good behavior. In June,
however, the California
Board of Prison Terms de-
layed his parole for 270 days
for breaking prison win-
dows and resisting guards’
efforts to subdue him. Jack-
son had a long history of
mental illness before the
assault Ironically, if he had
been found guilty by reason
of insanity, his continuing
psychosis would have al-
lowed authorities to keep
him behind bars in a prisen
mental hospital indefinite-
ly.

The idea of using the con-
cept of illness to lengthen
detention beyond what the
criminal sentence would
have dictated is anathema
to civil libertarians. Yet it
was narrowly supported by
the Supreme Court in 1983,
and it may be the most ap-
propriate response in many
cases. Some violent crime js
the result of mental illness.
If detention and deterrence
are two of the goals of jus-
tice, then they may some-
times be attained more ef-
fectively through a medical
approach.

In the heyday of paychi-
atric exoneration, psychia-.
trists claimed to know more
than they knew. They
claimed to be able to predict
future behavior, and to be
able to cure the mental ill-
nesses that cause crime. As
is pointed out by Szasz and
by Jonas Robitscher, who
was doubly trained in psy-
chiatry and law, these
claims were greatly exag-
gerated. Robitscher’s 1980
book, “The Powers of Psy-
chiatry,” showed some of
the limits of the claims, and
studies over the past decade
have proven him right. Pre-
diction is almost impossible,
cure is always partial at



best, and even diagnosis
cannot be agreed upon by
experts in conflict. In Rob-
itscher’s words, “the medi-
cal basis for psychiatric au-
thority must continue to be
questioned.”

Nevertheless, such au-
thority must also continue
to be considered. If cures for
most mental illnesses elude
us, diagnosis is in a more
advanced state—much bet-
ter, in fact, than it was even
in 1980. Judgements must
somehow be both moral and
medical. If a jury identifies
a crime, it can, with the
consultation of experts, also
identify an illness. Whether
the illness is treatable, re-
sulting in a shorter period of
incarceration than simple
imprisonment, or untreata-
ble, resulting in a longer de-
tention, a fair approach to
wrongdoers cannot omit
this consideration.

Yet medical labeling
must not result in the elimi-
nation of punishment. This
threat must enter the
mind —however diseased —
of every person who con-
templated a wrongful act.
In a world of uncertainties,
only capital punishment
seems unacceptable; it ob-
viously differs from institu-
tionalization in a way that
imprisonment does not. In
fact, our frequent inability
to rule out mental illness is
one of the best arguments
against the death penalty.
That penalty aside, the de-
cision as to who shall be in-
carcerated for detention
and punishment, and who
for detention and treat-
ment, can tolerate a certain
amount of ambiguity.

Two stories, one true and
one apocryphal, give
glimpses of the balance be-
tween impulse and blame as
it may have appeared at the
dawn of human conscious-
ness.

The true one comes from
observations by anthropol-
ogist Richard Lee of the
!Kung San of Botswana—a
hunting and gathering peo-
ple whom I also lived with
and studied for two years.
These are people without
lawyers or judges —without
any legal forms or authori-
ty—and certainly without
psychiatry. Lee showed
that homicides occur among
them in a frequency not
very different / Continued
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from our own; there is sometimes re-
venge but there is no legal recourse.
However, in one case of a man who
killed three times, the community
concluded that he was incurably vi-
olent. This, in a sense, was a primi-
tive psychiatric diagnosis, but the
response in this society without po-
lice or prisons, hospitals or psychia-
trists, was not and could not be in-
carceration or medical treatment.
With no other choice open to them,
three men premeditated his homi-
cide, lay in ambush for him, and
killed him.

‘The second story comes from a
Midrash—a rabbinic legend —about
the conversation between Cain and
God in Genesis, regarding Cain's
crime of fratricide. According to the
Midrash, the argument goes on for
some time after Cain asks insolent-
ly, “Am I my brother’s keeper?” His
final challenge to God is the most
intriguing one: “You made me as I
am. You put the evil inclination in
me, Therefore I am not responsible.”
Thus, without mentioning mental
illness, an ancient legend raised the
same philosophical problem: If evil is
built into some personalities, how
can we confront them with blame?
But the rabbis were not much im-
pressed by Cain’s challenge. The

Talmud says, “Who is strong? He
- who conquers his inclination.” Cain,
they conceded, was—like the rest of
us—endowed with an evil inclina-
tion, but also with a good one, and
| with a rational ethical faculty de-
signed to set and keep the balance
tipped against evil.
As we enter the 1990s, we as a so-
l ciety will have to accept more and
I more evidence that a large part of

what we call wickedness is also
mental illness. Not only psychoses
and depressions with delusional fea-
tures, but also certain impulse con-
 trol disorders, adjustment disorders,
sexual disorders, and personality
disorders are legitimate psychiatric
diagnoses that might tend to cause
‘ crime or non-criminal wrongdoing.
And the frontier of diagnosis is mov-
ing fast.
‘ Consider an instance of sexual ha-
rassment of a female employee by
" her male boss, while he is under the
influence of alcohol. He may blame
the alcohol, and this tactic would
- work if he were involuntarily intoxi-
cated. But we expect him to know
that drinking may lead to such
- wrongs, and so we hold him ac-
i countable. Now suppose he is an al-
‘ coholic. He has a diagnosable sub-
' stance-abuse disorder. Do we
\ exonerate him because of this ill-
' ness? Probably not; he should have
“known better than to drink himself
“into it. But now we have one last,
new twist: in the '80s it has been de-

cisively shown that some individu-
als are genetically predisposed to
the development of alcoholism. Qur
man turns out to be one of them (in
a few years time, a test of his DNA
may be available to prove it.) What
do we say now? Do we blame him for
an immoral act at the end of a chain
of events that began with a heredi-
tary defect? I suspect that the an-
swer is yes—that we help him and
blame him both—but clearly the
judgement is not easy.

In the realm of crime, a substan-
tial minority of criminals has what
in the past was called psychopathy
or sociopathy and is currently called
antisocial personality disorder. Such
personalities have been extensively
studied by psychologists. Compared
to average people, they are sensa-
tion-seekers whose attachments to
others are shallow, who experience
little guilt, and who are relatively
unresponsive to the threat of pun-
ishment. Strictly speaking, such
people have a diagnosable mental
illness. But the courts have been
properly reluctant to accept an in-
sanity plea from someone whose
main symptom is repetitive antiso-
cial behavior. Along the same line,
the short-lived Durham rule, or
“product test,” of insanity was ap-
plied in the District of Columbia for
a decade beginning 1954. It stated
that the insanity plea was valid if
the crime was the product of the
person’s mental illness. This rule
was dropped because it threatened
to widen the insanity plea to encom-
pass most crimes. The courts have
thus essentially rejected Menning-
er’s view in “The Crime of Punish-
ment” that all crime is evidence of
mental illness. “Blame and punish-
ment,” says one recent law text, “are
central to the criminal law.” They
are also central to the moral fabric of
society.

There are limits to punishment; a
society as complex and capable as
ours only humiliates itself when it
resorts to the same tactic—removal
by death—that the otherwise help-
less {Kung were forced to apply. Yet
neither can we pretend that we have
advanced very far in remediating
the illnesses that partly cause crime.
And if we can’t cure mentally ill
criminals, then we need to separate
them from potential victims. To re-
fuse to grant them treatment while
they are incarcerated is simply in-
humane to them; but to release them
in essentially the same disordered
state of mind in which they commit-
ted crimes before is inhumane to
their victims—past and future.

In the realm of the moral, addic-
tions to substances such as alcohol
or habits like promiscuity do plenty
of damage within the bounds of the
law. Say what we like / Continued
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about the people with these prob-
lems—they certainly may have di-
agposable mental illnesses—there
must, as in criminal cages, be some
sense of accountability. Even if
these individuals have weaknesses
that are greater than average, or im-
pulses stronger than average, or ra-
tional ethical faculties less capable
than average, we as a soclety must
strengthen their seif-control—and
our own—by insisting that we all
give an account of ourselves as mor-
al agents. No amount of explanation
can be allowed to stand in the way of
this accounting. It i8 true, as Men-
ninger said, that we are all capable
of criminal fantasies and thoughts;
but only some of us carry them ont.
Whether we are talking about a
presidential assassin, a child abuser,
a-street-wise crack addict, a com-

pulsively promiscuous man, of an-

alcoholic celebrity drying out at a
famouzs clinic, some expectation of
maoral restraint is always applicable.
The tension between these two
views of unwanted behavior is far
from new. Aristotle’s ethics include
the observation that “foolish people
whose folly arises (rom disease, e.g.
from epilepsy. or from insanity, are
in a morbid state.” and implies that

Dan White, above feft, utilized “Twinkie defense" to explain his action. Pa-

role of Arthur Richard Jackson, was denied due to threats voiced in prison.

they are not responsible for their
acts; yet apeculates that it is per-
haps wrong to say that actions
which are due to passion or desire
are inveluntary.” The Mishnah,
which contains much of the founda-
tion of Jewish ethics, observes, “An

encounter with a deafl-mute, an idi-
ot, ot a minor is bad, for you are lia-
ble and they are not;”’ but it also
says, “Man is always responsible,
whether his act is intentional or in-
advertent, whether he is awake or
asleep.”

And James M. Gustafson, one of
the leading Christian ethicists of our
time, elthough widely known for his
compassionate liberal theology, said
recently: “If all actions for which we
might be held responsible are classi-
fied as addictions or illnessés, then
we totally surrender the sense of
moral accountability.”

A famous phrase of Freud's is
usually translated as “Where id was,
there ego shall be,” implylng a ren-
dering of the irrational to make it
accessible to reality. But the pas-
sage may really mean "“"Where ‘it
was, there ‘T’ shall be.” This mes-
sage, something like the opposite of
psychelogical exculpation, is a far
superior legacy for Freud to have
left us. We would all like to point at
an illness—a psychiatric label—and
say of our weak or bad actions,
“That thing, the illness, it did it. not
me. It.”” But at some point we must
draw ourselves up to our fult height,
and say in a clear voice what we
have done and why it was wrong.
And we must use the word “1,” not
“1t” or “illness."" 1did it, 1. I

Konner, an anthropologist and a
nonpracticing physician, is the
Samue! Candler Dobbs Professor of |

Anthropology at Emory Unjversity. |






