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CHAPTER 1 THE SPEAKERS BUREAU AND ITS RHETORICAL CHALLENGE 
 

Like any group of people whose identity includes some hidden element the dominant 

cXlWXUe ZoXld conVideU ³abnoUmal,´ VXch aV VXbVWance abXVe oU a hiVWoU\ of incaUceUaWion, people 

with an undisclosed mental disability have a choice to make.  Do we disclose our difference and 

face the potential of being stigmatized, a condition that can lead to discrimination, disrespect, 

and social exclusion? Or, do we keep the stigma, the differentiating mark, hidden, thereby 

treating an aspect of who we are as a reason for shame?  In his foundational study, Stigma: Notes 

on the Management of Spoiled Identity, sociologist Erving Goffman calls this the decision of 

ZheWheU oU noW Wo moYe fUom being onl\ ³diVcUediWable´ Wo being ³diVcUediWed´ in Whe e\eV of 

one¶V commXniW\ (4). In more recent scholarship on stigma, Lerita Coleman Brown observes that 

³VWigma UepUeVenWV a kind of deaWh²a social death. Non-stigmatized people, through avoidance 

and Vocial UejecWion, ofWen WUeaW VWigmaWi]ed people aV if Whe\ ZeUe inYiVible, none[iVWenW, oU dead´ 

(156). While it would seem unlikely that anyone would willingly choose such fates, there are 

people who risk being discredited or suffering a social death. These people form groups that 

speak publicly about the characteristic that marks them. They believe their openness will lessen 

or even eliminate the stigma they and their compatriots bear. 

In this dissertation, I describe and analyze the rhetoric of one such organization²a local, 

grassroots group of mentally disabled individuals known as the County Health Organization 

Speakers Bureau. I do so to explore how members of this group, fully aware of the negative 

perceptions their audiences may have about them as people and as speakers, approach the task of 

persuading these audiences to alter these perceptions. I define rhetoric as the purposeful use of 

language to persuade an audience to think differently about a given reality. My study assumes we 

can learn something about both stigma and rhetoric by analyzing the spoken presentations, 
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rhetorical motivations, and rhetorical strategies of people who put themselves up in front of 

strangers to persuade them to understand, and therefore accept, Whe VWigmaWi]ed ³oWheU.´ It 

examines how these speaking experiences intersect with and are influenced by the larger cultural 

debates that currently structure rhetorics of mental disability. And it asks what these experiences 

might have to teach us about the rhetorical agency of a group of traditionally marginalized 

people. In this chapter, I introduce the Speakers Bureau, review the scholarly discussion 

regarding the way psychiatric diagnoses challenge the agency of mentally disabled rhetors, and 

present my study methodology.  

 Members of the Speakers Bureau have chosen to walk a path based on self-disclosure for 

over a decade. They regularly make presentations about their experience with mental disability to 

local high school and college psychology classes. Each presentation constitutes a fresh disclosure 

on the part of the speaker, who reveals himself as mentally disabled to a room full of strangers. 

Per its mission statement, Whe SpeakeUV BXUeaX VeekV Wo ³pXW a face on menWal illneVV, 

developmental disabilities, and substance abuse to overcome stigma and discrimination by 

sharing successful stories of hope and UecoYeU\.´ 

 As indicated in its mission statement, the BureaX XVeV Whe WeUm ³menWal illneVV´ Wo UefeU Wo 

the psychiatrically diagnosed mental disorders of its members, disorders such as schizophrenia, 

depUeVVion, bipolaU mood diVoUdeU, and PoVW TUaXmaWic SWUeVV DiVoUdeU. ³MenWal illneVV´ iV a 

highly controversial term, however, one rejected within the field of disability and Mad studies 

becaXVe iW medicali]eV condiWionV WhaW membeUV of WheVe WZo commXniWieV YieZ aV ³a Za\ of 

being or processing that psychiatrists do noW Vee aV µnoUmal¶´ (BXUVWoZ 83) (emphaViV added). 

Following the lead of rhetorician and disability studies scholar, Cynthia Lewiecki-Wilson, I use 

Whe WeUm ³menWal diVabiliW\´ WhUoXghoXW WhiV piece Wo UefeU Wo people ZiWh pV\chiaWUic diagnoVeV.  
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Lewiecki-Wilson argues for this nomenclature because it accounts for both the disability studies 

argument that disability is a social construction and the existence of real impairments 

experienced by people with psychiatrically-diagnosed conditions and developmental disabilities 

(164). Members of the Speakers BureaX, hoZeYeU, all UefeU Wo WheiU condiWionV aV ³menWal 

illneVVeV,´ Vo I honoU WhaW WeUminolog\ in qXoWaWionV aWWUibXWed Wo Whem. 

Speakers Bureau History 

 The Speakers Bureau began its work in the late 1990s. Its founder, Phil, decided in the 

spring of 1998 that he wanted to become a mental health advocate. As someone with a mental 

disability, he felt great compassion for others in similar situations. He wanted to help them, but 

aW fiUVW ZaV noW VXUe hoZ. AW Whe Wime, he paUWicipaWed in Whe coXnW\¶V CommXniWy Mental Health 

(CMH) department as a member of its Consumer Advisory Council. [Since then, CMH has been 

renamed Community Support and Treatment Services (CSTS).] According to Phil, members of 

the Consumer Advisory Council were and still are unsure of the XVe of Whe WeUm ³conVXmeU´ aV a 

deVcUipWoU, feeling WhaW iW ZaV noW qXiWe accXUaWe. ³ConVXmeU´ iV one of Whe WeUmV XVed Wo 

deVignaWe a menWall\ diVabled peUVon. IW UeflecWV Whe peUVon¶V XVe of VXppoUWiYe medical and Vocial 

services and was popularized in the U.S. in the 1980s as a way to overcome the stigma 

aVVociaWed ZiWh calling people ³menWal paWienWV.´ An AXVWUalian adYocac\ and VXppoUW 

oUgani]aWion UXn enWiUel\ b\ conVXmeUV, ³OXU ConVXmeUV Place,´ e[plainV WhaW alWhoXgh Whe WeUm 

can be confusing, and eYen WhoXgh man\ of Whe oUgani]aWion¶V oZn membeUV diVagUee ZiWh iW, 

Whe\ XVe iW becaXVe ³[I]W¶V Whe beVW WeUm Ze haYe aW Whe momenW´ (3-4)! For a while, what used to 

be known as the Consumer Advisory Council called itself the Community Support and 

Treatment Services Advisory Council or CSTSAC. In 2008, a larger County health organization 

took over the Speakers Bureau and renamed it the County Speakers Bureau. 
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 At a meeting in the late 1990s, the Consumer Advisory Council members were 

brainstorming ideas for projects. Phil suggested educational outreach. The group agreed with this 

idea and asked Phil to develop and act as head of a Speakers Bureau. They wanted to do outreach 

within the faith community²to churches, synagogues, and mosques²and to local high schools. 

Phil VWaUWed oXW b\ cold calling Whe leadeUV of Wen faiWh oUgani]aWionV and Va\ing, ³We aUe Whe 

SpeakeUV BXUeaX. WoXld \oX be inWeUeVWed in haYing XV come Vpeak?´ AW fiUVW, one paVWoU and Whe 

head of the local Islamic Center expressed interest, but after some time both withdrew their 

invitations. In the end, members of the Bureau only spoke at two churches. In 2008, the present 

head of Whe SpeakeUV BXUeaX, GloUia, Wook oYeU Phil¶V job and e[pUeVVed inWeUeVW in WU\ing again 

to reach out to churches. She, too, did not meet with success.  

 Phil had much better luck connecting with local high schools. He would call each 

Vchool¶V UecepWioniVW and aVk if Whe Vchool had pV\cholog\ claVVeV and healWh claVVeV. The 

receptionists put him in touch with the teacherV of WheVe claVVeV, and Phil ZoXld Va\ ³Hi. M\ 

name iV Phil. I¶m ZiWh an oXWUeach pUogUam Wo Weach VWXdenWV aboXW menWal illneVV.´ DeVpiWe one 

instructor initially mistaking him for a solicitor, Phil notes that almost every instructor he spoke 

with wanted members of the Speakers Bureau to present to their classes. What started out as a 

few presentations per school year eventually grew to the present rate of approximately 30 

Speakers Bureau class presentations per year. In addition to high schools, presentations at two 

local universities and the local community college were added to the schedule. The presentations 

conViVW of Whe VWoU\ of each indiYidXal membeU¶V e[peUience ZiWh menWal diVabiliW\.  

 Asked to explain the purpose of the Speakers Bureau in his own ZoUdV, Phil Va\V ³Wo 

bring knowledge of mental illness to students, to put a face on mental illness by showing 

VWXdenWV WhaW people ZiWh menWal illneVVeV can do WhingV, like Vpeak, and man\ oWheU WhingV.´  
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On a personal note, he adds:  

I want to help [the VWXdenWV]. ThaW¶V a hXge goal²to inform people about mental 

illness, to help them nip mental illness in the bud if it is in their lives. There is the 

statistic that one in four people will have some sort of mental illness diagnosis in 

their lifetime. So, several students in any class will have some sort of diagnosis. I 

think the accurate statistic is that from the early teens to 24-25 is the time period 

when mental illness first comes about. So, I want to help them. And I tell students 

often that I want them to be able to help their friends and family members. It is so 

important for us to do that. My hope is that they will recognize symptoms, see 

WheUe¶V VomeWhing ZUong, and immediaWel\ geW help. I VomeWimeV ZondeU aboXW 

when my mental illness cropped up. When I was in high school, there were no 

psychology classes.  

Asked about instructor feedback about the presentations, he notes that all the high school 

teachers and some of the college ones want the Bureau members back for the following semester 

and year. He also recalls one instructor telling him that she thought her students would remember 

the presentations long after they had forgotten the things they had learned in her class. Other 

instructors have told Phil that a few days after hearing the presentations, some students have 

opened up to them about mental health difficulties in their own lives. 

 The primary change the Speakers Bureau has experienced over the years is the coming 

and going of various speakers. Currently there are eight standing members. Over time, some 

speakers have left, finding themselves too busy with other work in the mental health field. Some 

haYe lefW dXe Wo Whe demandV of ZoUk aV ³peeU VXppoUW VpecialiVWV,´ menWall\ diVabled people Zho 
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provide support services to other mentally disabled people in the community. Others express 

limits, such as one speaker who enjoys the work but notes that he can only speak twice a month.  

 When the speaking sessions began, the only two speakers were Phil and a well-known, 

local mental health activist.  After a while, however, the Consumer Advisory Council expressed 

its dissatisfaction with having the activist speak, as she did not have a mental disability herself. It 

was decided that only people with mental disabilities, substance abuse issues, or co-occurring 

disorders (mental disability diagnoses combined with substance abuse problems) would do 

presentations. Worried that they might not find enough speakers, the group also agreed that 

professionals, such as doctors and nurses, could participate. (It is not clear why the group did not 

see this decision as a direct contradiction of its desire to limit speaker status to those who had 

mental disabilities.) Currently, though, the group does not include any mental health 

professionals. Through 2007, the Bureau used word-of-mouth to recruit new members. 

 In 2008, the organization began interviewing potential speakers. As the head of the 

Bureau, Gloria had, and still has, the responsibility for finding and vetting newcomers. She meets 

potential speakers through her county job as a peer support specialist. People also refer potential 

speakers to her. She interviews each referred person to see if they match the needs of the 

oUgani]aWion. AVked ZhaW made Vomeone a ³good VpeakeU,´ Phil Ueplied WhaW he oU Vhe haV Wo be a 

good VpeakeU, Vomeone ZiWh Whe abiliW\ Wo Vpeak, he oU Vhe haV Wo haYe ³an inWeUeVWing VWoU\ Wo 

Well,´ and he oU Vhe haV Wo be Vomeone WUXl\ conceUned aboXW menWall\ diVabled people, Vomeone 

ZiWh a VinceUe deViUe Wo help Whem. I deVcUibe GloUia¶V YeWWing process in Chapter Five. 

 Besides finding speakers, finding transportation has been another key issue for the group. 

In the early years, the above-mentioned local activist provided a great service by driving 

members who did not have cars to speaking engagements. Phil used to do some driving but now 



7 
 

 
 

does not drive because the side effects of one of his medications make this impossible. For a 

while, he had a friend who could drive him to presentations. He feels grateful that currently, 

several Speakers Bureau members have cars and can give him a ride on days when they co-

present with him. The presentations often involve two people, which can be useful if each has a 

different diagnosis. In this way, students get a look at more than one disability. But when one 

pUeVenWeU ³flieV Volo,´ WhiV can alVo be a XVefXl Za\ foU Whe VpeakeU Wo pUoYide Whe VWXdenW 

audience with a much greater level of detail about his or her experiences. 

 Due to the chronic nature of mental disability, the other important issue for the group has 

been the wellness of its members. At any given time, a member may fall ill and find himself 

unable to do a scheduled presentation. Although this is true, the current rate of about 30 

presentations a year suggests that the level of wellness in the group has been high. Phil did 

mention one year when the number fell below 30²the year he was hospitalized and could not do 

the necessary legwork to set up speaking engagements at the schools. He does not think that 

anyone else in the group took up the work. Gloria, also, has experienced periods of ill health, 

which affects the recruitment of new speakers. As long as these two group leaders remain 

healthy, however, the organization functions smoothly. 

 By studying membeUV¶ individual classroom presentations, interviewing them about their 

experiences as rhetors, and having them analyze their own speeches to identify rhetorical goals, I 

answer the following questions: If we agree with Goffman that being stigmatized requires a 

peUVon Wo ³manage´ hiV oU heU oZn ³Vpoiled´ identity in interactions with the people Goffman 

callV ³noUmalV,´ how does one group of mentally disabled people²well aware of the negative 

perceptions audiences may have about their capacities as individuals and as rhetors²narrate 

their experienceV ZiWh menWal diVabiliW\ ZiWh Whe goal of ³XnVpoiling´ oU deVWigmaWi]ing WheiU 
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identities? And what might a primarily auto-ethnographic inquiry into their experiences in these 

rhetorical situations teach us about the potential rhetorical agency of mentally disabled 

individuals who act as advocates for the larger group?  

Background 

 Each member of the Speakers Bureau centers his advocacy on the act of publicly 

UeYealing hiV ³maUk´ oU VWigma. DXUing WheVe acWV of diVcloVXUe, he manageV how he talks about 

his experience with mental disability, with the goal of changing the way audiences perceive 

people of ³hiV kind.´ He XVeV UheWoUic Wo WU\ Wo UemoYe Whe VWigma WhaW adheUeV Wo Whe UealiW\ of hiV 

psychiatric diagnosis. Goffman defineV ³Vocial idenWiW\´ aV Whe category into which the public 

expects a given person to fall and the characteristics associated with that category. He explains 

that a person possesses a stigma when her virtual social identity²Whe VWandaUd oU ³noUmal´ 

attributes expected of her²comes into conflict with her actual social identity, which includes an 

attribute that marks her as undesirable and less than fully human (5). Goffman¶V liVW of 

stigmatized categories of people includes ph\Vicall\ diVabled people and a gUoXp he callV ³e[ 

mental patienWV.´ SWigmaWi]ed people, he noWeV, beaU Whe conVWanW bXUden of a deViUe foU 

acceptance by the non-VWigmaWi]ed popXlaWion: ³ThoVe Zho haYe dealingV ZiWh [the stigmatized 

person] fail to accord him the respect and regard which the uncontaminated aspects of his social 

identity have led them to anticipate extending, and haYe led him Wo anWicipaWe UeceiYing´ (8-9). In 

rhetoric designed to win from audiences the respect and regard Goffman speaks of, Speakers 

Bureau members deliberately share details of their menWal diVabiliWieV, Whe ³conWaminaWed´ aVpecW 

of their identities. These disclosures may seem counter-intuitive, as they could heighten audience 

membeUV¶ feaU oU UepXgnance of Whe VpeakeUV. BXW, aV WhiV diVVeUWaWion Zill VhoZ, Whe\ aUe Whe 

gUoXp¶V ke\ VWigma-fighting technique. 
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The uneasiness and interpersonal tension caused by a stigmatized characteristic require 

the person who has one Wo ³manage´ heU idenWiW\, aV Goffman pXWV iW, b\ XVing a YaUieW\ of WacWicV 

deVigned eiWheU Wo pXW ³noUmalV´ aW eaVe UegaUding her adjustment to her situation or to make the 

argument that the stigmatized group she belongs to is fully human and does not deserve 

discrimination. Members of the Speakers Bureau do the latter. B\ ³managemenW of idenWiW\´ 

Goffman refers to measures taken to adjust the face one presents to the world. While many of the 

management strategies he mentions can be considered rhetorical in that they involve spoken 

attempts to intervene in awkward social interactions²joking self-depUecaWingl\ aboXW one¶V 

stigma before others have a chance to comment on it, for example²one relates to the classic 

rhetorical situation of presenting a speech to an audience in order to persuade them towards 

action or a change in perception.  

 Goffman noWeV WhaW VWigmaWi]ed people haYe gUoXpV oU indiYidXal ³agenWV´ What represent 

them as advocates, trying to influence public opinion through the media and public policy 

through legislation. These agents sometimes work in the classic rhetorical capacity:  

  Another of their usual tasks is to appear aV µVpeakeUV¶ befoUe YaUioXV audiences of  

  normals and of the stigmatized; they present the case for the stigmatized and,  

  when they themselves are natives of the group, provide a living model of fully- 

  normal achievement, being heroes of adjustment who are subject to public awards 

  for proving that an individual of this kind can be a good person. (24-25)  

B\ VXggeVWing WhaW ³noUmalV´ need pUoof WhaW WheiU felloZ hXman beingV aUe ³good,´ Goffman 

here, as elsewhere in his text, pokes gentle fun at them for stigmatizing their brethren. Members 

of Whe SpeakeUV BXUeaX do pUeVenW WhemVelYeV aV ³liYing modelV of fXll\-noUmal achieYemenW´ 

and ³heUoeV of adjXVWmenW´ in Whe VenVe WhaW Whe\ pUesent stories of mental disability that follow a 
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similar arc: initial onset of the mental disability, recognition that something is wrong even if this 

recognition takes a long time to achieve, attempts to get help, provision of help, and eventual 

recovery and achievement, which runs the gamut from simple day-to-day functioning, to 

employment, to the pursuit of higher education, to taking on the role of counselor and service 

provider for fellow mentally disabled people. AV Whe BXUeaX¶V miVVion VWaWemenW UeqXires, the 

stories all strike a note of hope for people with psychiatric diagnoses. 

 Goffman¶V VWaWemenW WhaW VpeakeUV Zin aZaUdV foU pUoYing WhaW Whe VWigmaWi]ed people 

can be conVideUed ³good´ VXggeVWV WhaW Vpoken UheWoUic can UeYeUVe Whe effecWV of VWigma and lift 

the stigmatized up to the same social level as the ³noUmal´ who previously considered them 

³bad.´ WhaW iV pUeVXppoVed heUe, hoZeYeU, iV an aXdience WhaW Zill Wake ZhaW stigmatized 

speakers have to say seriously. Catherine Prendergast argues that such an audience does not exist 

for mentally disabled people. According to Prendergast, audiences dismiss the rhetoric of the 

mentally disabled person automatically because her diagnosis marks her as irrational and 

therefore not capable of producing meaningful discourse. Prendergast assesses the rhetorical 

output of a friend with schizophrenia in Whe folloZing Za\: ³[G]iven the present configuration of 

discourses on mental illness, the writing of schizophrenics can only be seen as arhetorical, the 

test, the record of symptoms, Exhibit A . . . some personal expression that has no bearing outside 

itself, no transactional worth. That the mentally ill are devoid of rhetoric would seem to me to be 

and obvious point. If people Whink \oX¶Ue cUa]\, Whe\ don¶W liVWen Wo \oX´ (³On Whe RheWoUicV´ 

57). The ke\ phUaVe in PUendeUgaVW¶V aVVeVVmenW of Whe UheWoUic of menWall\ diVabled people iV 

WhaW people ³don¶W liVWen´ Wo WhoVe Zho aUe deemed ³cUa]\.´  RheWoUical agenc\, WhaW foUce WhaW 

achieves persuasion in any rhetorical situation, depends not just on the skill of the person who 

speaks but on the willingness of an audience to truly listen. If Prendergast is right, Speakers 
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Bureau members encounter a rhetorical impasse before they even enter the classroom. The 

students knoZ Whe people YiViWing aUe ³cUa]\´ and WhXV ma\ be pUimed Wo diVUegaUd WheiU 

presentations, no matter what persuasive methods these include. Speakers in this situation would 

lack rhetorical agency. 

Karlyn Campbell describes rhetorical agency, in its most baVic foUm, aV ³Whe capaciW\ Wo 

act, that is, to have the competence to speak or write in a way that will be recognized or heeded 

b\ oWheUV in one¶V commXniW\.´  She addV WhaW ³VXch compeWenc\ peUmiWV enWU\ inWo ongoing 

cultural conversations and is the sine qua non of public participation, much less resistance as a 

counter-pXblic´ (3). But Campbell does not consider rhetorical agency something that the rhetor 

poVVeVVeV on hiV oZn.  InVWead, Vhe deVcUibeV Whe ZUiWeU oU VpeakeU aV a ³poinW of aUWicXlaWion´ 

through which historical and cultural forces, as well as the inventive powers of the writer or 

speaker, act (5). One of cultural forces that contributes to rhetorical agency in a speaking 

situation, then, is the force exerted by the complex elements that make up any given audience, 

including the history and viewpoints its members bring to the rhetorical situation. But this 

audience might be one that, at least initially, denies the credibility of the stigmatized person, as 

Prendergast suggests. The stigmatized speaker, the Speakers Bureau member, has extra work to 

do, rhetorically, because they bear a stain that discredits them in the eyes of the audience.  

 In later work, Prendergast indicates her understanding that some mentally disabled 

people, like members of any stigmatized group, do take steps to develop and raise a rhetoric to 

combat the stigma that circulates in the communities where they live and amongst the institutions 

with which they interact. They expect their words to have what she refers to as ³WUanVacWional 

ZoUWh´ (³On Whe RheWoUicV´ 57). AV e[ampleV of WhiV UheWoUic, Vhe mentions New York City 

Voices and Schizophrenia Digest, magazines containing articles written by people Prendergast 
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deVcUibeV aV ³Xne[cepWional Vchi]ophUenicV,´ people Zho fiW neither the mass killer nor the Nobel 

prize-Zinning VWeUeoW\peV of people ZiWh Vchi]ophUenia (³Pa\ing AWWenWion?´ 243). The ediWoU of 

the initial version of New York City Voices celebUaWeV Whe facW WhaW Whe ZUiWeUV of Whe maga]ine¶V 

personal narratives include their own names as bylines and often allow the inclusion of the 

ZUiWeU¶V phoWogUaph. He callV WhiV foUWhUighWneVV ³a bold bXW neceVVaU\ moYe´ becaXVe disclosure 

must happen in order to begin the fight against stigma (PUendeUgaVW, ³Pa\ing AWWenWion´ 242). 

Members of the Speakers Bureau are even bolder with their disclosures, in that they appear in 

person to audiences to reveal ZhaW ³cUa]ineVV´ can look and VoXnd like. AlVo ³Xne[cepWional,´ in 

WhaW Whe\ don¶W maWch eiWheU Whe VWeUeoW\peV of YiolenW cUiminals at one end of the spectrum or the 

brilliant artists at the other, they use their presence and speeches to promote an alternative 

perception of mental disability. A question remains, however: What exactly can speakers do to 

encourage student audiences Wo ³heed,´ i.e. Wo Wake Whe anWi-stigma message they are hearing 

seriously? 

 Discussing the steps some mentally disabled writers take to increase the agency of their 

work, Katie Rose Guest Pryal describes the successful use of rhetorical resources in her 

diVcXVVion of ³mood memoiUV,´ book-length narratives of mental disability experience written by 

people with disabilities such as depression and bipolar mood disorder. She concludes that the 

narrators she discusses work carefully to construct ethos for themselves by using four rhetorical 

techniques: the presentation of an apologia that offers the desire to help fellow mentally disabled 

people as the reason for focusing attention on one¶V pain; description of a moment of awakening 

to the reality of having a disability and seeking treatment; criticism of doctors, to exert authority 

oYeU one¶V oZn healWh; and ³la\ing claim´ b\ making UefeUence Wo oWheU, ofWen famoXV people 

with mental disabilities, with the goal of making the disability seem less exotic (499). By using 
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these techniques, Pryal explains, the narrators bolster their credibility and authority in the eyes of 

their readers.  

 The commentary of Prendergast, Campbell, and Pryal raises issues pertinent to the 

rhetorical endeavors of the Speakers Bureau. Considering their discussion of agency, the biggest 

obstacle the mentally disabled rhetor faces is absent ethos, or at least severely weakened ethos as 

compaUed Wo WhaW of a UheWoU Zho Whe aXdience doeV noW deem ³iUUaWional´ befoUe he eYen openV 

his mouth to speak.  Given this weakened ethos, Bureau members must carefully craft 

presentations that generate the credibility necessary to persuade audiences of two things²that 

the speaker has the competence necessary to represent his reality of living with mental disability 

and, based on the nature of that representation, that the speaker is, indeed, fully human.  In order 

to understand how members of the Speakers Bureau attempt to influence the rhetorical agency of 

their own public presentations²the means they employ to get aXdienceV Wo ³Uecogni]e and heed´ 

their two concurrent messages--I employ the following methods.    

Methods 

To keep the study manageable in size, I chose not to attempt empirical measurement of 

the effect of our speeches on individual student audience members in the multiple classrooms the 

study participants visited. Instead, I focused on how rhetors up against a wall of stigma try to 

find ways through and around that wall, based on our assessments of how stigma operates in our 

cXlWXUe. BecaXVe I ZanWed Wo VWXd\ Whe UheWoUic of people ZiWh ³menWal illneVVeV,´ I only chose 

VWXd\ paUWicipanWV fUom Whe SpeakeUV BXUeaX¶V WoWal membeUVhip Zho have a standing diagnosis 

of ³menWal illneVV´ UaWheU Whan deYelopmenWal diVabiliW\ oU VXbVWance abXVe. B\ ³UheWoUic´ I UefeU 

to the purposeful use of language to persuade an audience to think differently about a given 

reality. My psychiatric diagnosis, bipolar mood disorder, allowed me to join the group¶V stigma 
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fighting work as a participant-observer. I did so to contribute to the collective effort and to 

develop research insights I believed could be gained only by undertaking the same rhetorical 

work as other study participants. Because I share the experience of mental disability with my 

fellow group members, I chose auto-ethnography as my study methodology. Auto-ethnography 

allows me to provide one particularly in-depth perspective to add to the others gathered in the 

attempt to answer my overriding research question²In what ways do people who are highly 

aware of themselves as stigmatized approach the task of using persuasive speech to fight that 

stigma?  

There is a strong history and lineage of auto-ethnographic research in disability studies 

because the question of the personal offers the disabled researcher a particularly rich set of 

resources to draw upon in answering her research questions.  Thomas Couser contrasts disability 

autobiography and disability autoethnography by explaining that the latter inYolYeV ³Whe 

depiction of individuals as involved in a community of people with disabilities and/or a 

distinctive disability-baVed cXlWXUe.´ He addV WhaW aXWoeWhnogUaph\ ³[e[ploUeV] Whe poViWiYe Za\V 

in which identity and life narrative are shaped by disability, the ways in which disability may 

create cXlWXUe.´ CoXVeU UejoiceV WhaW: 

[a]lready there are a number of narratives whose authors address their 

membership in a larger community or culture of disability²The Body Silent 

(1987) by Robert Murphy, and anthropologist who had a spinal tumor that slowly 

paralyzed and finally killed him; Lessons in Laughter: The Autobiography of a 

Deaf Actor (1989), by the deaf mime, Bernard Bragg; Missing Pieces: A 

Chronicle of Living with a Disability (1982), by Irving Zola, a sociologist and 
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polio VXUYiYoU; and Anne FingeU¶V Past Due: A Story of Disability, Pregnancy and 

Birth (1990). (³EmpiUe of Whe NoUmal´ 308) 

He calls these auto-eWhnogUaphieV ³fiUVW-person plural accounts of disability because they all 

involve the authorV¶ gUoZing conVcioXVneVV of WhemVelYeV aV diVabled (³EmpiUe of Whe NoUmal´ 

309). My dissertation, too, addresses the extent to which study participants, myself included, 

identify with their disabilities. 

CoXVeU noWeV WhaW ³[a]XWo-ethnography is a slippery, ambiguous, but useful, and indeed 

indiVpenVable WeUm´ aV moUe diVabiliW\-focused autoethnographies have been published 

(³DiVabiliW\ and AXWoeWhnogUaph\´ 126). He claUifieV WhaW WeUm b\ ciWing DeboUah Reed-

Danaha\¶V conWenWion WhaW: 

[a]uto-ethnography stands at the intersection of three genres of writing which are 

incUeaVingl\ YiVible: (1) ³naWiYe anWhUopolog\,´ in Zhich people Zho ZeUe 

formerly the subjects of ethnography become the authors of studies of their own 

gUoXp. . .; (2) ³eWhnic aXWobiogUaph\,´ personal narratives written by members of 

eWhnic minoUiW\ gUoXpV; (3) ³aXWobiogUaphical eWhnogUaph\,´ in Zhich 

anthropologists interject personal experience into ethnographic writing. (qtd. in 

³DiVabiliW\ and EWhnogUaph\´ CoXVeU 127)   

I argue that my description and analysis of the rhetorical production, motivations, and felt 

e[peUience of WhiV VWXd\¶V paUWicipanWV, m\Velf inclXded, meeWV Whe deVcUipWion of 

autoethnography that Couser presents in his discussion of the connection between this research 

method and diVabiliW\: ³Like oWheU poVWcolonial VXbjecWV, diVabled people aUe beginning Wo 

produce texts that are autoethnography in the senses of ethnographic autobiography and native 

anthropology²that is, texts that explore the creation of identity within particular subcultures and 
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We[WV WhaW conWeVW Whe Za\ Whe aXWhoU¶V commXniW\ iV chaUacWeUi]ed fUom Whe oXWVide´ (³DiVabiliW\ 

and EWhnogUaph\´ 128). I choVe Wo pXUVXe aXWo-ethnography because questions of identity stand 

at the center of auto-ethnographic research and questions about the discursive presentation of 

idenWiW\ VWand aW Whe cenWeU of m\ VWXd\ of Whe SpeakeUV BXUeaX¶V VWigma fighWing effoUWV. (SmiWh 

17). As a method in disability rhetoric, autoethnography allows me to gain deep insight into the 

rhetorical labors of Speakers Bureau members by examining these labors through the lens of 

personal experience.  

My study seeks to understand the rhetorical strategies mentally disabled people employ in 

their aWWempW Wo ³manage their Vpoiled idenWiWieV´ befoUe aXdiences in ways that circumvent the 

obstacles they face as rhetors operating under the constraints of stigma. The particulars of that 

identity management, as I explain in Chapter Two, depend on which of two competing models of 

mental disability a Speakers Bureau member subscribes to²the medical model or the 

consumer/survivor/ex-patient (c/s/x) model. 

By investigating both the classroom presentations and the thinking of Bureau members, I 

contribute to rhetorical studies a view from inside a relatively high stakes endeavor. Scenes of 

mental illness disclosure are fraught with both possibility and potential danger. My study 

examines how speakers work to contribute to the fight against stigma through their classroom 

presentations, but I have also been alert for any negative repercussions of these efforts, both to 

individual speakers and to the stigma-fighting effort overall.  

My autoethnography involved the following research activities: As noted, I joined the 

Bureau as a participant-observer.  To capture what it means to try to persuade others to respect 

one¶V idenWiW\ Zhile highl\ aZaUe WhaW WhaW idenWiW\ iV ³Vpoiled,´ b\ Whe pUeVence of a pV\chiaWUic 

diagnosis, I took ethnographic field notes about my speaking experiences and my interactions 
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with Bureau members. To this auto-ethnographic data I added tape-recordings of the classroom 

presentations of five other speakers, which I used to rhetorically analyze how they managed their 

identities before audiences. I also tape-recorded interviews with each speaker, interviews whose 

open-ended questions were designed to help me understand how speakers experienced the act of 

narrating their stories of mental disability (See Appendix A).   To investigate the rhetorical 

motivations of the speakers in the study, I asked each participant to analyze a transcript of their 

taped classroom presentation, following these directions: 

Please read over the transcript carefully and either circle or highlight any words,  

 phrases, sentences, or paragraphs that seem significant to you for any reason.   

 Number the circled or highlighted word, phrase, etc. On a separate sheet of paper,  

 write down that number. Then please answer the following questions for each  

 passage/sentence/etc. that you marked as significant. If the answer to any of the  

 qXeVWionV iV ³I don¶W knoZ,´ feel fUee Wo Vkip WhaW qXeVWion:  Wh\ did \oX Va\ WhiV? 

 What effect were you aiming for? What did you feel like when you said this? 

 How do you think the audience responded when you said this?  

I used the data gathered from this exercise to develop an understanding of strategies individual 

speakers used to achieve their goal of fighting stigma. 

 The five speakers I recruited are people who present at schools regularly. I chose them 

for the study because Phil introduced them to me as potential participants, and they each agreed 

to take part when contacted by phone. They represent a cross-section of psychiatric diagnoses:  

schizo-affective disorder, paranoid schizophrenia, bipolar mood disorder, Post Traumatic Stress 

Disorder, and bipolar mood disorder/substance abuse.  
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Per IRB requirements, all participants received and signed consent forms that indicated 

they were comfortable with the potential research participation risks noted on the forms. The 

risks were outlined as follows: 

By taking part in this study, you may experience the following risks:  

o Emotional--(e.g., feelings of sadness or anxiety related to discussing experiences 

with mental illness.) This risk is likely, although it may be lessened by the fact 

that participants are accustomed to talking about their illnesses in public settings. 

Participants will also have the opportunity to skip any interview question they are 

not comfortable with or to stop answering a question part way through if doing so 

becomes uncomfortable in any way.) 

o Social²If the participant has not disclosed their illness in social settings outside 

of the community speaking sites, loss of confidentiality could lead to social 

stigma. This risk is less likely because the investigator will take every reasonable 

and appropriate protection to make sure risks related to invasion of privacy and 

breach of confidentiality are no greater than minimal.  

o Economic--(e.g., a loss of confidentiality could possibly effect employment 

status or the ability to procure employment.) This risk is less likely because the 

investigator will take every reasonable and appropriate protection to make sure 

risks related to invasion of privacy and breach of confidentiality are no greater 

than minimal.  

I have taken steps to maintain the confidentiality of each participant. These include the use of 

pseudonyms and the storage of all study materials (tapes, transcripts, notes) on a password-

protected computer stored in a locked file cabinet in my home.  
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During the study, the participants had enough psychiatric stability to be speaking to 

classrooms of high school students. Hearing the content of their presentations assured me that 

each person has a great deal of insight into the workings of their individual mental disabilities. 

Therefore, I trusted that they would inform me if they are not well enough to participate in an 

interview at any given time. While I could not be certain that the acW of Walking aboXW one¶V 

mental disability in the interviews would not trigger a negative emotional reaction in a 

participant, I entered the interviews with the idea that the benefit of participating in the 

research²the chance to contribute to an in-depth study of the workings of their own 

organization²outweighed the risks. In addition, I came to each interview with the understanding 

that I would not probe a participant regarding a specific question if they showed any signs of 

emotional or physical discomfort with or prior to that question. I also planned to end any 

interview if a participant began to show discomfort. I believed that my prior training as a mental 

health service provider would help me to recognize signs of such discomfort. Fortunately, all the 

interviews proceeded without complications. I cannot, of course, account for emotions they may 

have raised after the interviews ended, but no one contacted me to report a problem.  Gloria did 

mention to me one other study risk that concerned her²the risk that my research would reveal 

Whe SpeakeUV BXUeaX¶V ZoUk fighWing VWigma Wo be ineffecWiYe. 

Chapter Descriptions: 

In Chapter Two, I narrate my experiences as a first-time speaker with the Speakers 

Bureau. My description and analysis emphasize my reactions to the questions and emotions 

raised for me by the act of talking about my mental illness in a highly public way I was not used 

to.  The chapter also turns to outside sources to provide needed background on the larger mental 

disability-related debates touched on by my personal reactions to speaking and especially my 
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interactions with one speaker whose views about mental disability contrasted sharply with my 

oZn. I pUoYide anal\ViV of hoZ a VpeakeU¶V adheUence Wo one of WZo cXlWXUall\ compeWing modelV 

of menWal diVabiliW\ inflXenceV Whe naWXUe of WhaW peUVon¶V UheWoUic in Whe VWigma-fighting 

endeavor. 

In Chapter Three, I focus on the rhetoric of two Speakers Bureau members, Phil, and 

Ruth. Like all my study participants, they offer their audiences what I call ³deep diVcloVXUe,´ Whe 

presentation of the sometimes-disturbing details of their disability-related experiences. Deep 

disclosure can make both speakers and their audience members vulnerable in distinct ways, 

which I cover in the chapter. Vulnerability in these rhetorical situations need not only be viewed 

as threatening, however. Rather, I argue, it has the potential to be highly productive, even 

condXciYe Wo UheWoUical agenc\, Zhen iW encoXUageV Whe VpeakeU and aXdience membeU¶V openneVV 

Wo each oWheU¶s influence. 

Chapter Four takes up a moment when the stigma that adheres to mental disability 

intersected with my work as a writing teacher. I examine an incident in my classroom to 

XndeUVWand m\ inabiliW\ Wo UeacW pUodXcWiYel\ Wo m\ VWXdenWV¶ appaUenW VWigmatization of bipolar 

mood disorder. After providing analysis of this pedagogical failure, I describe and analyze a 

lesson plan I developed to guide how I would proceed in the face of future instances of mental 

disability stigma in the classroom.  

In Chapter Five, I contrast the argument implied by the five group members who speak 

fUom ZiWhin Whe medical model of menWal diVabiliW\ ZiWh Whe aUgXmenW implied b\ Whe gUoXp¶V 

leader, who speaks from within the alternative consumer/survivor/ex-patient model. I explore the 

stigma-fighting implications of the two differing arguments. The former asks audiences to 

recognize that mentally disabled speakers are mostly ³jXVW like Whem´ while the latter insists 
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aXdience membeUV e[pand WheiU concepW of ZhaW kindV of idenWiWieV conVWiWXWe ³XV.´ In Whe 

chapter, I also look ahead to the possibility of future research linked to my concern about the 

BXUeaX¶V pUacWice of YeWWing poWenWial VpeakeUV.  
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CHAPTER 2 THE MODELS BEHIND SPEAKERS¶ RHETORICAL CHOICES 

As Tony Adams, Stacy Jones, and Carolyn Ellis explain in their description of auto-

ethnography, theory plays a symbiotic role in an auto-ethnographic text such as this one: 

³TheoU\ aVkV aboXW and e[plainV Whe nuances of an experience and the happenings of a culture; 

story is the mechanism that illustrates and embodies these nuances and happenings. Conceived in 

this way, theory is not an add-on to story. Instead, theory is a way to understand²think with and 

through, ask questions about, and act on²Whe e[peUienceV and happeningV in oXU VWoUieV´ (89-

90). In WhiV chapWeU, I aXWoeWhnogUaphicall\ e[amine Whe acW of pXblicl\ VhaUing one¶V VWoU\ of 

mental disability, using the lens of my experiences and observations as a new member of the 

Speakers Bureau. In telling my/our story, I combine my commentary with that of other scholars 

to understand what drives the rhetorical choices involved in representing experiences of mental 

disability in ways that hold true to their often-disturbing nature but still attempt to produce the 

social acceptance sought from audiences.  

This chapter takes up the ongoing cultural debate about how to think of, and speak of, 

mental disability. After describing two competing visions²the medical model that views mental 

disability as an illness and the alternative consumer/survivor/ex-patient model (c/s/x) that views 

it as simply an alternative way of being human²I e[ploUe hoZ SpeakeUV BXUeaX membeUV¶ 

choices of model influence the terminology we use when representing our identities in 

claVVUoomV. RheWoUical choiceV UegaUding hoZ Wo UepUeVenW, oU manage, one¶V idenWiW\ in VpeecheV 

made Wo VWXdenWV maWWeU becaXVe WheVe choiceV affecW ZhaW ³face´ of menWal diVabiliW\ WhoVe 

students see. Although we speak as individuals, none of the speakers in my study ever said in a 

pUeVenWaWion, ³NoZ, UemembeU, WhiV iV jXVW my e[peUience.´ RaWheU, each of XV offeUed Xp oXU 

story of mental disability as the story of mental disability. Through our rhetoric of narrative 
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diVcloVXUe, each of XV pUeVenWed Whe aUgXmenW: ³WhaW I am deVcUibing Wo \oX iV ZhaW menWal 

disability is.´ GiYen WhaW oXU aUgXmenWV diffeU, Whe qXeVWion of Zhich concepWion of menWal 

disability²medical illness or alternative way of being human²audiences are more likely to find 

persuasive remains open. By examining how stigmatized rhetors navigate terminology to 

persuade audiences to accept them as equal human beings, we can gain insight into the stigma-

fighting endeavor as a rhetorical endeavor.  

As will be noted, through much of this dissertation I refer to the purposes and thinking of 

membeUV of Whe SpeakeUV BXUeaX XVing Whe pUonoXn ³Ze.´ While Whe gUoXp of Vi[ VWXd\ 

participants (myself included) whose rhetorical product and motivations I examined closely do 

not in any way form a monolith in terms of identity, I did notice enough similarities in our 

experiences as rhetors operating under the constraints of stigma to make me feel comfortable 

using that pronoun. In other ways, outside of rhetorical production, Speakers Bureau members 

differ significantly from each other. 

As indicated by the content of the speeches, by interviews with participants, and by 

paUWicipanWV¶ Velf-analysis of transcripts of their presentations, Speakers Bureau members seek to 

secure freedom from stigma for ourselves and all mentally disabled people. We seek the respect 

that comes from finally being considered fully human (Goffman, 5). As noted in Chapter One, I 

XVe Whe WeUm ³menWal diVabiliW\´ Zhen UefeUUing Wo pV\chiaWUicall\ diagnosed mental disorders. I 

UefeU Wo ³menWal diVabiliW\´ inVWead of Whe moUe commonl\ XVed WeUm, ³menWal illneVV,´ Zhich iV 

disapproved within disability and Mad studies circles because it medicalizes conditions that 

scholars and activists in these circles believe should be more broadly considered states of 

³menWal diVWUeVV´ (ReeYe 99). In qXoWaWionV of SpeakeUV BXUeaX membeUV, I haYe kepW in WheiU 
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UefeUenceV Wo ³menWal illneVV´ Wo honoU Whe Za\ oWheU membeUV of Whe SpeakeUV BXUeaX and I 

speak about ourselves.  

 The narratives each speaker shares in the classroom share a similar arc²from initial 

diagnosis to experiences receiving treatment, to eventual recovery, a condition of relative 

wellness achieved, most speakers argue, through the use of medication. Each narrative consists 

of disclosure²first the large-scale disclosure of mental disability, followed by a series of 

disclosures of thoughts, emotions, and behaviors many in the audiences may find unfamiliar and 

quite possibly disturbing.  Speakers Bureau members make these latter disclosures to establish 

our identities as people with mental illnesses and to give our audiences a glimpse into what it 

means to live with mental disability. 

 Asked if presenting at Speakers Bureau events has changed how she thinks about herself 

aW all, Whe BXUeaX¶V diUecWoU, GloUia, anVZeUV in a Za\ WhaW emphaVi]eV Whe link beWZeen menWal 

diVabiliW\ and idenWiW\: ³Yeah I ZoXld Va\ Vo. I Vee m\Velf aV an edXcaWoU, aV a change-agent. . . 

WheUe¶V a big maVV Wo be foUmed and I¶m foUming iW. I¶m noW jXVW ViWWing paVViYel\ b\ and leWWing 

people form who I am. I¶m foUming foU m\Velf Zho I am, forming for myself how people think 

about me´ (emphaViV added). Speakers Bureau narratives are rhetoric we use to form for 

ourselves and our audiences who we are and, consequently, how we want to be perceived. They 

are constructions and presentations of identity. Disability theorist, Tobin Siebers, describes 

identities as ³Whe WheoUieV WhaW Ze XVe Wo fiW inWo and WUaYel WhUoXgh Whe Vocial ZoUld´ (287).  In 

oWheU ZoUdV, idenWiWieV aUe WoolV Ze XVe Wo inWeUacW ZiWh oWheUV. In Goffman¶V WeUmV, BXUeaX 

membeUV XVe naUUaWiYeV Wo UheWoUicall\ ³manage´ oXU idenWiWieV in Whe pUeVence of aXdienceV Ze 

aVVXme conWain moVWl\ ³noUmal´ and Vome menWall\ diVabled membeUV.  GloUia¶V deWeUminaWion 
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noW Wo leW oWheUV foUm Zho Vhe iV illXVWUaWeV Whe ³managemenW´ aVpecW of Whe VpeakeUV¶ 

representations of their identities to external audiences.  

 We Wake on WhiV idenWiW\ managemenW, Whe afoUemenWioned WaVk of ³pXWWing a face on 

menWal illneVV,´ ZiWh a Vpecific pXUpoVe. Intent on fighting our own stigmatization, our goal in 

making rhetorical choices about the narratives we present²choices regarding content, language, 

style, etc.²iV Wo gaUneU ³UecogniWion´ fUom Whe aXdience for our identities as mentally disabled 

people. Patchen Markell describes recognition as a concept often discussed as a solution to the 

identity-based oppression of marginalized groups. Recognition, he notes, is traditionally defined 

as giving respect to a group of people based on their true identity, based on who they really are 

(88-89) (emphasis added). By telling our stories of experience with mental disability, each of the 

VWXd\¶V paUWicipanWV painWV a picWXUe in ZoUdV of Zho Vhe Ueall\ iV, a picWXUe focXsed on the role of 

mental disability her life. We offer these pictures hoping that audiences will see that who we 

Ueall\ aUe doeV noW maWch Whe VWigmaWi]ing imageV of ³Whe menWall\ ill´ WhaW ciUcXlaWe in Whe 

culture. 

But for members of the Speakers Bureau, the question of identity, of who one really is, is 

not negotiated simply. This is the case because, for a mentally disabled person, the public 

representation of the self depends on what that person believes mental disability really is. My 

study revealed that five speakers, myself included, subscribe to one of two major models of 

mental disability, while Gloria subscribes to the other. Which model a speaker uses to explain his 

psychiatrically diagnosed condition²Whe WUadiWional ³medical model´ oU Whe alWeUnative c/s/x 

model²makes a significant difference in how he speaks about himself to audiences. In the data I 

gathered, the depiction of who one really is depended partly on whether the mentally disabled 

rhetor believed mental disability is a brain-based illness that requires medical intervention (the 
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medical model) or, instead, just another way of being on a spectrum of ways of being human (the 

c/s/x model).  

In seeking to overcome the stigma the adheres to our psychiatric diagnoses, one of our 

primary jobs as rhetors is to bolster the damage done to our ethos by the labels we carry. When 

Jennell JohnVon deVcUibeV Whe damage done Wo Whe UepXWaWion of GeoUge McGoYeUn¶V Yice-

pUeVidenWial candidaWe, TeUU\ EagleWon, afWeU leaked UepoUWV of EagleWon¶V WUeaWmenW for 

depUeVVion, Vhe aVkV ZhaW accommodaWionV aXdienceV can make foU ³Whe bad man Vpeaking 

pooUl\´ (476). She XVeV Whe WeUm kakoethos to describe the spoiled ethos Eagleton experienced 

once the public began to see him as a mentally disabled candidate rather than simply a candidate 

(Johnson 462). My observations of the Speakers Bureau reveal the terminology and rhetorical 

poses some speakers resort to in order to overcome the kakoethos that naturally dogs us as 

rhetors before we even open our mouths in classrooms. We turn to these means because we are 

aware of the danger Stephanie Kerschbaum warns of in her discussion of public disclosures of 

disability. We know that our credibility with audiences can often start out as spoiled because, as 

Kerschbaum notes, disability disclosures are often met with automatic assumptions that the 

disabled person is incompetent (69). As noted earlier, the means we use to overcome these 

aspersions of incompetence often depend on which model of mental disability we identify with 

and use in explanations of our lives. 

The Medical Model and its Challengers 

My first point of Speakers Bureau contact involved a meeting with Gloria. After 

describing the group and some of its history, she interviewed me to see if I would be a good fit 

for the Bureau. I had not expected an interview, having assumed that simply having a mental 

disability was qualification enough. My interview consisted primarily of Gloria asking me to tell 
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my story briefly. I also answered questions such as ³HoZ do \oX define UecoYeU\?´ At the time, I 

did not ask her what she or the group meanW b\ ³UecoYeU\.´ Based on what I had been told by the 

two psychiatrists I have worked with over time, it has always been my understanding that people 

do noW ³UecoYeU´ fUom menWal illneVV. While remission, even very long periods of it, is possible 

ZiWh Whe UighW WUeaWmenW, WheUe iV no VXch Whing aV ³being cXUed´ Wo Whe poinW ZheUe WUeaWmenW²by 

which I mean the use of medications to right the chemical imbalance causing the illness²is no 

longer necessary.    

 The issue of medications turns out to be significant to my experience with the Speakers 

Bureau. The nature of my 29 years of mental illness has steeped me firmly in the medical model. 

According to this model, mental disorders are diseases of the brain and therefore require 

intervention through medication.  I came to my strong belief in this model in a few ways, the 

greatest of which is its success in keeping me basically well over the decades. When I was first 

diagnosed with bipolar mood disorder, my psychiatrist started me on a course of medications that 

³did Whe WUick´ aV faU aV I Zas concerned. They kept me above suicidal for the year it took me to 

crawl out of the depression that followed a six-week period of mania.  

 My second major episode of illness also followed the same course, about six weeks of 

mania, followed by a year-long depression. Again, the prescribed medications did not lift me out 

of the depression. Instead, they seemed to keep me just above suicidal for the year it took for my 

mood to stabilize. Some people would look at my initial illness history and say that it does not 

seem that the medications were that helpful, or even helpful at all. But even through the haze of 

depression, I had faith that they were keeping me out of the worst possible and most dangerous 

place²suicidality. Although I have been lucky enough never to get very seriously ill again, in 

the years that followed there have been Vmall ³blipV´ of depression and one of the less than fully 
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manic condition known aV ³h\po-mania.´ In each these cases, I believe, medication intervention 

definitely brought me back to full mental health.  

Disability theorist, Lennard Davis, makes a strong case against the medical model, which 

he callV ³WhiV fUaming of VoUUoZ and VadneVV aV paWholog\´ (60). He pUeVenWV VcienWificall\-based 

arguments against the contention that the standard form of anti-depressant medications²SSRIs 

(selective serotonin uptake inhibitors)² work to alleviate the symptoms of what psychiatrists 

call depression. His argument indicates he would consider my report of successful medical 

treatment a legitimate but uninformed opinion that ignores the lack of true scientific support for 

the usefulness of medications:  

InYolYed in Whe ³ZoUkV foU me´ appUoach aUe Whe many people who take SSRIs 

and respond with their own narratives. These personal narratives, in print and 

online, are very compelling, although they cut both ways. Some people report 

life-saving effects and relief from personal suffering from taking SSRIs. Other 

people UepoUW deYaVWaWing ³Vide´ effecWV, inclXding VXicidal impXlVeV and Whe 

actual suicides of relatives or friends. (Davis 57) 

ThUee oXW of Whe Vi[ SpeakeUV BXUeaX paUWicipanWV in m\ VWXd\ pUeVenW YeUVionV of Whe ³ZoUkV foU 

me´ aUgXmenW UegaUding their own success with medications. Gloria, however, indicates to 

audiences that medications are not necessarily a cure-all, noting that even if they do eventually 

work, they may require patience from the person taking them.  

In her classroom presentation, her interview, and her speech transcript self-analysis, 

Gloria identifies herself as a member of the Recovery Movement. In the Recovery model of 

mental disability, the person with the disability is primarily in control of their treatment. As 

FUedeUick FUeVe III eW. al. pXW iW: ³The locXV of conWUol WhXV becomeV leVV e[WeUnal. MenWal healWh 
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interventions are designed to be empowering, enabling the persons themselves to take 

UeVponVibiliW\ foU deciVionV aboXW WheiU liYeV´ (1463). In contrast to this model, Frese et. al. 

pUeVenW MXneW] and FUeVe¶V deVcUipWion of Whe medical model: 

.  .  .the evidence-based, medical model has been highly paternalistic, 

emphasizing illness, weakness, and limitations rather than the potential for 

growth. . . the evidence-based medical model has been perceived as stamping out 

hope by implying that biology is destiny and emphasizing an external locus of 

control. . . some consumer advocates view the physician as a powerful and 

oppUeVViYe figXUe Zho µaW beVW iV acWing oXW of miVgXided beneficence¶ and aW 

ZoUVW foVWeUV µhelpleVVneVV and chUoniciW\.¶ (qWd. in FUeVe eW. al. 1463-64) 

My personal experiences with psychiatry have not shown it to me in this light. But in saying this, 

I must acknowledge the moderate nature of my psychiatric condition. Not being severely 

disabled by my illness and having a doctor willing to work with me as a partner have both 

allowed me to be primarily in control of my treatment. I have never experienced what some other 

mentally ill people have²being forced to take medication and/or being committed to psychiatric 

hospitalization against my will.  
 The medical model, which does argue that chemical imbalances in the brain cause many 

mental disabilities and that some disabilities have a clear genetic component, began with the 

introduction of psychotropic medications in the 1950s. In the 1960s, the use of such medications 

increased, and they provided symptom relief for many people who had previously had no hope of 

such improvement. Stephen Hinshaw outlines the clinical significance of these results, the 

discovery of warranted genetic sources for several disabilities, and the ways in which 

neuroimaging has been used to illustrate significant physical differences in the brains of mentally 
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diVabled people. He VWaWeV: ³SXch YiYid poUWUa\alV of Whe neXUobiological XndeUpinningV of 

serious psychopathology make it hard to believe that mental illness is either imaginary or the 

pUodXcW of Zeak Zill´ (HinVhaZ 85). AW Whe Vame Wime, he doeV aUgXe WhaW aWWUibXWing menWal 

disability solely to biology or genetics fails to acknowledge the effect of environmental factors 

on the brain, an organ known for its plasticity. He supports what he identifies as the 

developmental psychopathology model (DP), which includes the role of biology and genetics but 

also takes environmental influences, including experience, into consideration when describing 

the origin of mental disability (Hinshaw 86).  

Some powerful mental health advocacy groups, such as the National Alliance on Mental 

Illness (NAMI), have adopted the medical model in the hope that focusing on mental disability 

as a brain disorder will fight the societal tendency to blame mentally disabled people and their 

family members for their conditions (Hinshaw 85).Within this model, a person with a mental 

disability takes medication to manage symptoms²aberrant thoughts, emotions, and behaviors, 

ones which are found to be debilitating and which the people who experience them, and their 

pV\chiaWUiVWV, do noW conVideU a paUW of ³noUmal´ e[iVWence.   

 The conWUoYeUV\ oYeU ZhaW conVWiWXWeV ³menWal illneVV´ conWinXeV, eYen aV man\ people 

receive care based on the medical model. That controversy plays itself out in a much greater 

number of texts than can be covered in this exploration. I will limit this look to a brief 

description of three positions on mental disability: a critique of the medical model¶V cenWUal We[W, 

the Diagnostic and Statistical Manual of Mental Disorders (DSM), the c/s/x model of mental 

diVabiliW\, and a VXggeVWed ³hXman UighWV appUoach´ Wo menWal diVabiliW\ WhaW WakeV iWV cXe fUom 

the larger field of disability studies. I examine the controversy because it directly influences 
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some of the rhetorical choices the participants in my study make about how to represent 

themselves to audiences. 

 In Making Us Crazy--DSM: The Psychiatric Bible and the Creation of Mental Disorders, 

Herb Kutchins and Stuart Kirk take on all incarnations of the DSM, including the most recent 

two which are supposed to have made significant improvements. The DSM is a guide of 

symptoms and disorders that psychiatrists use as a diagnostic aid. Kutchins and Kirk argue that 

the diagnostic criteria for mental disorders include too many states and behaviors that could just 

as easily be classified as normal or non-disordered. They claim that the DSM uses the rhetoric of 

science, specifically claims for scientific validity (that the diagnoses arrived at using the criteria 

are accurate) and reliability (that all clinicians would arrive at the same diagnoses using the 

criteria) to cloak its arbitrariness and its susceptibility to the influence of advocacy groups and 

other powerful entities.  

 I find their argument reasonable but limited in that the only examples they provide of 

potentially non-disordered but still diagnosed conditions are on the fringes of present day 

psychiatric assessment and do not include the major mental disabilities, such as depression, 

bipolar mood disorder, and schizophrenia, whose impairing effects I find hard to consider 

³noUmal´ oU non-disordered. They do give historical examples that greatly support their case, 

which include the diagnosis of homosexuality as a psychiatric condition and the inclusion in the 

DSM of a diagnoViV foU Zomen called ³maVochiVWic peUVonaliW\ diVoUdeU.´ BoWh diagnoVeV ZeUe 

removed, the first after an outcry from gay activists and the second after protests from feminist 

groups. 

 Another challenge to the medical model comes from the c/s/x community, also known as 

the Mad Pride movement.  This group has its origins in the anti-psychiatry movement that started 
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in the 1960s with support from writers including psychiatrists, Thomas Szasz, and R.D. Laing. 

These anti-psychiatrists argue, in varied ways, that mental disability is a myth, not a pathology 

bXW, UaWheU, ³a Za\ of coping in a mad ZoUld´ (LeZiV 120). The Mad PUide moYemenW conVideUV 

what psychiatrists refer to as menWal illneVV ³menWal diffeUence.´ IW aUgXeV againVW Whe medical 

model¶V emphaViV on conVideUing menWal diVabiliW\ an indiYidXal defecW, Whe pV\chiaWUic 

eVWabliVhmenW¶V pUimac\ in deciding ZhaW WUeaWmenW Whe menWall\ diVWUeVVed indiYidXal needV, and 

what Whe moYemenW conVideUV an aUWificial diVWincWion beWZeen ³noUmal´ and ³abnoUmal´ menWal 

states (Lewis 116-17).  

 The Mad Pride movement originated in the negative experience its founders had within 

the psychiatric system. Its initial focus was a fight against involuntary commitment statutes and 

the reality that mentally disabled people can be legally forced to take medications (Mulvaney 

594). Once highly radical in its challenge to the very definition of mental disability and the role 

of psychiatrists, Mad Pride has moderated its stance over time as its success with developing 

peer-run support services for people in mental distress (a term the movement prefers to the term 

³menWall\ ill´) haV Zon iW a VeaW aW Whe menWal healWh polic\ Wable. In Whe inWeUeVWV of coalition 

bXilding, Whe moYemenW moYed aZa\ fUom S]aV]¶V black and ZhiWe YieZ of pV\chiaWU\ WoZaUdV 

Whe inclXVion of ³conVXmeUV,´ people Zho VWill haYe iVVXeV ZiWh pV\chiaWU\ bXW alVo chooVe Wo 

receive services from the psychiatric system (Lewis 121). As David Oaks, one of the leaders of 

Whe moYemenW pXWV iW: ³We UeVpecW Whe UighW of people Wo chooVe Whe opWion of pUeVcUibed 

psychiatric drugs. Many of us have made this personal choice.  .  .However, choice in the mental 

health field is severely limited. One approach dominates and that is a belief in chemical 

imbalances, genetic determinism, and psychiatric drugs as the treatment of choice. Far too often 

WhiV limiWed choice haV been e[ceedingl\ haUmfXl Wo boWh Whe bod\ and Whe VpiUiW´ (qWd. in LeZiV 
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124) In ³A Mad FighW,´ BUadle\ LeZiV e[plainV WhaW be\ond Whe poliWical VWUXggle, Whe c/V/[/ 

moYemenW VWill caUUieV on an epiVWemological VWUXggle aboXW ZhaW VWaWeV of ³VeYeUe menWal and 

emoWional cUiVeV´ Vignif\. The AdbXVWeUV ediWoUV¶ VWaWemenW ZiWh Zhich he closes his article 

VXggeVWV WhaW ZhaW Whe medical model ZoXld call ³menWal illneVVeV´²³oXU deep VoUUoZ, oXU 

manic hope, oU fieUce an[ieW\, oXU impeUfecW Uage,´²are, instead, natural reactions to a 

disordered and unjust world (qtd. in Lewis 128). This view clearly challenges my contention 

aboYe WhaW Whe effecWV oU ³V\mpWomV´ of majoU menWal diVabiliWieV cannoW be conVideUed a paUW of 

normal living. 

 The claim that posits mental distress states as reactions to cultural factors such as 

isolation and materialism resonates with the views of those disability studies theorists and 

activists who argue for the social model of disability, the idea that disability is a social 

construction rather than a primarily material fact. The social model, Tom Shakespeare explains, 

claims that over and above physical impairment, disability results from structural and 

institutional forces that lead to the societal exclusion of disabled people (215). For example, a 

person who is blind has a clear physical impairment, but a lack of assistive devices, such as 

³Walking´ cUoVVZalkV in heU WoZn, iV Whe e[WeUnal UealiW\ WhaW diVableV heU. ShakeVpeaUe pUoYideV a 

critique of this model which includes the contention that in arguing against the medical model of 

disability, the social model goes Woo faU in VXggeVWing WhaW Whe diVabled peUVon¶V impaiUmenW iV 

³noW a pUoblem´ (217-18).   

 Medical VociologiVW, JXlie MXlYane\, alVo cUiWiqXeV ZhaW Vhe callV Whe ³Vocial appUoach´ 

to what she notes are the very real impairments that constitute mental disability. While she hails 

the way the conception of mental disability as a social construction challenges the traditional 

medical model of Whe bod\ aV Whe onl\ VoXUce of illneVV, Vhe cUiWici]eV VociologiVWV¶ aYoidance of 



34 
 

 
 

³Whe dilemmaV of confUonWing Whe implications that may follow from an acknowledgement that 

some people experience severe pain and discomfort as a result of disorganized thinking, racing 

thoughts, fixed paranoid delusions, inability to control thought processes, or perceptions of 

external thought control. This makes their work increasingly irrelevant for many people 

e[peUiencing VeUioXV menWal diVWUeVV.´ She aUgXeV WhaW VociologiVWV ZoXld do Zell Wo folloZ Whe 

lead of disability theorists who are working to re-inject concepts of impairment into the 

definiWion of diVabiliW\ (589). Helen SpandleU and Jill AndeUVon call impaiUmenW ³Whe elephanW in 

Whe Uoom,´ ignoUed in Whe ZoUk of Vome diVabiliW\ and ³Uadical menWal healWh acWiYiVWV´ becaXVe iW 

does not fit with the attribution of all disability to the effect of social forces such as 

discrimination (14). 

 In pUeVenWing a ³hXman UighWV appUoach´ Wo dealing ZiWh menWal diVabiliW\, pV\chiaWUiVW 

Kenneth Burns also speaks to the need to go beyond the purely social model of disability, 

specifically when thinking about mental disability. He cites his support for a model that includes 

both biological and genetic causes for mental disability in interaction with environmental factors: 

³InnaWe oU acqXiUed geneWic oU biological facWoUV aVVociaWed ZiWh Whe oUigins of serious mental 

disabilities are not fixed impairments in the sense that blindness and spinal paralysis are. Rather, 

WheVe facWoUV e[iVW aV µYXlneUabiliW\ facWoUV¶²rendering the individual susceptible to psychosocial 

and environmental factors within socieW\.´ BXUnV poinWV Wo incUeaVeV in menWal diVabiliWieV VXch 

as anxiety, depression, and substance abuse in relation to structural factors such as poverty, 

homelessness, and unemployment (22). He calls for actions to address these factors and 

concludes hiV piece ZiWh Whe conWenWion WhaW Whe medical eVWabliVhmenW¶V UeVeaUch focXV on 

stigma misses the real problem of discrimination (Burns 26-27). While I agree that addressing 
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discrimination is crucial, I believe a continued focus on stigma is also necessary because stigma 

makes discrimination possible and probable. 

The Challenge to the Medical Model Hits Home 

A few weeks after our initial meeting, Gloria and I traveled together to an adjacent 

county for a workshop she had arranged for mentally disabled people Zho ZoUk aV ³peeU 

supports.´ From a rhetorical standpoint, I was especially interested in the workshop as it focused 

on hoZ Wo Well one¶V VWoU\ in pXblic pUeVenWaWionV.  I met the peer supports group and was 

introduced around as someone who was researching the Speakers Bureau. Meeting people, I felt 

initial discomfort because a few of the people at the meeting appeared visibly distressed in a way 

I have come to associate with a certain level of mental disability through my work experience as 

someone who provided support to mentally disabled people in low-income housing. My 

diVcomfoUW VWemmed fUom a Vpecific (and familiaU) feeling of being noW ³aV ill´ aV Whe oWheU 

people in the room. What I experienced felt like a form of stigmatization, abhorrent, but still 

there²a desire to distance myself from identification with these more obvious presentations of 

mental disability.  

 I remember in particular a very nice woman seated next to me who repeatedly interrupted 

GloUia¶V pUeVenWaWion ZiWh bUeaWhleVV e[clamaWionV about how excited she was to be participating 

in the training. She said that she was excited about the opportunity to share her story so that 

people can Vee Vomeone ZiWh a ³VcaU\ diagnoViV´ (Vchi]ophUenia) Zho iV VWill able Wo ³be YeU\ 

functional and lead a noUmal life.´ I UemembeU ZondeUing hoZ ³noUmal´ WhiV peUVon¶V life coXld 

be, given her behavior.  At the same time as I felt deeply connected to her desire to send that 

message of normalcy, I wondered about the ways in which her self-presentation, especially her 
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highly nervous affect, would reinforce certain stereotypes²such aV Whe ³VcaWWeUed´ naWXUe of a 

mentally disabled peUVon¶V thought processes²when she told her story.  

 Gloria presented a text-YeUVion of a PoZeUPoinW called ³CUafWing YoXU SWoU\: GXidelines 

and RecommendaWionV foU ShaUing YoXU MenWal HealWh E[peUienceV.´ She offered advice about 

the steps to creating one¶V VWoU\, ZiWh Whe folloZing goalV: to fight stigma, to educate, to help 

others come forward, to create trust. She also mentioned the concepW of WailoUing one¶V meVVage 

Wo YaUioXV ³poZeU gUoXpV,´ diffeUenW VeWV of people Zho coXld affecW life foU menWally ill people, 

such as policymakers, landlords, and medical professionals. I learned much from the suggestions 

she made about narrating one¶V menWal healWh e[peUienceV, bXW heUe I ZanW Wo noWe Whe WhingV Vhe 

said that gave me pause.  

UndeU ³Do¶V, Don¶Ws and Be CarefulV´ heU PoZeUPoinW VWaWed: ³Don¶W oYeUgeneUali]e 

medication, prayer, specific support groups, or anything else as a cure-all.´ Gloria told the group 

to stress to audiences that whatever helped ³helped foU me.´ She added WhaW Zhen Walking Wo 

people about medication, we should remember that taking it is a personal choice, not the only 

way to approach mental disability. Although I am fully aware that medication does not always 

work for people in the ways that it has successfully worked for me, this caution about how to 

discuss medication made me uncomfortable. As a direct care worker serving people with mental 

disabilities, I had seen Whe highl\ negaWiYe effecWV of indiYidXal deciVionV Wo VWop Waking one¶V 

medications. I was not familiar at the time with the arguments made by people within Mad 

studies who strenuously oppose the efforts by medical and social service systems to force 

menWall\ diVabled people Wo Wake medicaWionV and XndeUgo hoVpiWali]aWion againVW an indiYidXal¶V 

will. I also was essentially unaware of the adverse experiences some people have had taking 
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medications.  For example, Irit Shimrat, a Canadian Mad studies scholar, writes in a book 

chapWeU enWiWled ³The TUagic FaUce of µCommXniW\ MenWal HealWh CaUe´: 

As I write this, a dear friend who was locked up on a suburban psych ward earlier 

this year is being coerced to attend her local Care Team. The Care Team injects 

her with an atypical neuroleptic that is already causing dystonic and cognitive 

difficulties, and tests her blood to ensure that she is maintaining what they call 

therapeutic levels of several other psychiatric drugs they make her take.  

Her outpatient committal order²eXphemiVWicall\ called µe[Wended leaYe¶ in 

BUiWiVh ColXmbia¶V MenWal HealWh AcW²obliges her to subject herself to this 

ongoing damage and humiliation, on pain of reincarceration if she fails to comply. 

She and far too many others are receiving community mental health services 

because they have no choice (Fabris 2011). 

Reading such a description, I have to admit that when I worked in direct service to people 

ZiWh menWal diVabiliWieV, I ZaV aZaUe of ZhaW ZaV locall\ knoZn aV an ³aVVeUWiYe WUeaWmenW 

oUdeU,´ a legal UeqXiUemenW WhaW Vomeone Wake WheiU pV\chiaWUicall\-prescribed medications or 

face hoVpiWali]aWion [ZhaW Mad VWXdieV VcholaUV ZoXld call ³incaUceUaWion´ (BXUVWoZ 83)]. AW Whe 

time, I did not question the validity of these orders and certainly did not view them as the human 

rights violations Mad Pride activists and scholars consider them (Costa 206). I only saw them as 

necessary means to get people the medical treatment they needed in order to stop suffering from 

ZhaW Whe medical model callV Whe ³V\mpWomV´ of menWal illneVV. In heU claVVUoom pUeVenWaWionV, 

Gloria refers instead to ³ZhaW aUe knoZn aV V\mpWomV´ Zhen Vhe WalkV aboXW heU menWal diVWUeVV 

e[peUienceV, Zhich Vhe callV ³VWaWeV of diVWUeVV.´   
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 The next statement on GloUia¶V speakers training PowerPoint was the kicker, however: 

³Don¶W pUomoWe µbUoken bUain¶ WheoU\.¶´ I UaiVed my hand and asked what that caution meant. 

Gloria explained that speakers should not promote the theory that mental disabilities arise from 

chemical imbalances in the brain. She said she did not want to devalue one side of the debate 

about mental disability and its causes, but ³these are human beings suffering.´ GloUia¶V 

affiliation with the Recovery Movement clearly places her on the c/s/x side of the debate. 

Addressing the workshop audience, she described power issues brought up by the primacy of the 

medical model, noting that she had been put in hospitals because of her condition and ³WUeaWed aV 

Vick.´ She deVcUibed Whe ³Vick Uole´ aV VomeWhing WhaW had been ³pXW on me.´ She conWinXed b\ 

saying that the issues of psychiatric labeling and medical opinions provide good opportunities for 

dialogue, arguing for a balance between respecting the experience of experts ZiWhin Whe ³V\VWem´ 

and peoples¶ lived experience with mental disability. She brought up the idea WhaW ceUWain ³VWaWeV 

of being´ can be conVideUed life e[peUienceV UaWheU Whan ³V\mpWomV,´ and noWed WhaW WheUe aUe 

varying opinions as to what mental disability is: IV iW a medical illneVV, oU iV iW a ³paUW of liYing?´  

 Regarding these statements, she told the group that they could mention how medications 

haYe helped Whem bXW VhoXld noW Va\, ³YoX mXVW Wake \oXU medV!´ Some people ph\Vicall\ 

cannot take them due to side effects, she noted, and some choose not to and find other ways to 

manage their ³symptoms.´ She mentioned that one of the members of the Speakers Bureau has 

bipolar mood disorder and does not take medications. When this person speaks to groups, she 

makes it clear that this is her personal decision. 

 GloUia¶V commenWaU\ UaiVed m\ hackleV. I found myself wanting to argue forcefully 

against the idea that mental disability could be considered just another way of being. This idea 

rang false against my experience of mania and especially depression, where I found a depth of 
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sadness and hopelessness unrelated to anything going on in my external reality. ³Depression 

feels like an aberration,´ I thought, ³noW a µpart of living,¶´ a deVcUipWoU WhaW VeemV Wo VXggeVW that 

what I consider an illness is an acceptable state rather than one that needs medical intervention.  I 

should note here I do not approach the topic neutrally. My father committed suicide after a long 

period of untreated depression.  

 I raised my concern about Whe adYice Wo aYoid ³bUoken bUain WheoU\´ ZiWh GloUia on Whe 

way home from the training described above. She explained her view of mental health as a set of 

behaYioUV WhaW e[iVW on a VpecWUXm of ³being hXman´ CeUWain VWaWeV, Vhe Vaid, aUe noW V\mpWomV 

of illneVV Vo mXch aV ³Za\V of being.´ She added WhaW WhiV view of mental illness is the peer 

support model, the model associated with the above-noted movement that trains mentally 

disabled people to provide support services for other mentally disabled people. She also briefly 

deVcUibed Whe ³pV\chiaWUic VXUYiYoU´ moYemenW noting that it has what she called the extreme 

view of mental illness. Mad scholar, Bonnie Burstow, refers more broadly to the antipsychiatry 

movement and argues, in the words of a Mad organization known as the Phoenix Rising 

CollecWiYe, WhaW ³pV\chiaWUic WUeaWmenW iV a foUm of social control´ (84). 

 I told Gloria that my experiences of deep depression included a level of anguish and 

hopelessness that was incommensurate with anything going on in my life. I aVked, ³DoeVn¶W that 

suggest that the cause must be biological?´ She turned to me and said, ³The pXUiVWV ZoXld Va\ 

that you had not looked hard enough foU a VoXUce foU \oXU VadneVV.´ Slap! I politely expressed 

my dissatisfaction with this response, and we let the matter rest there. But inside I was seething, 

not at Gloria, who I had alUead\ come Wo like and UeVpecW, bXW aW Whe ³pXUiVWV´ Zho ZoXld daUe la\ 

their interpretation over my crystal-clear experience. (It has not escaped my notice that I am 

doing the same thing through my interpretation of their mental health experiences.) In an 
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example of looking harder for non-pV\chiaWUic VoXUceV foU one¶V VadneVV, JennifeU Poole and 

JennifeU WaUd deVcUibe ZhaW Whe\ call ³pV\chiaWUic encUoachmenW´ Zhen it comes dealing with 

indiYidXal e[peUienceV of gUief afWeU Whe deaWh of a loYed one: ³IW folloZV WhaW Whe medicali]aWion 

of gUief haV been on Whe UiVe, Woo, ZiWh moUe and moUe µW\peV¶ of gUief making WheiU Za\ inWo Whe 

psychiatric manual known as the DSM. With inclusion come medical diagnoses and treatments, 

inclXding µtherapeutic¶ phaUmaceXWicalV meanW Wo eaVe, nXmb, and conWUol µV\mpWomV¶ of gUief´ 

(98). Poole and WaUd challenge Whe medical model¶V Wendenc\ Wo affix a clinical diagnosis to 

mood states. 

Terminology and Identity/Seeking Rhetorical Distance 

 AV m\ VWUong UeVponVe Wo GloUia¶V negaWion of ³bUoken bUain WheoU\´ indicates, I did not 

want that medical model challenged. Why? At that moment, I only knew I feared a challenge 

because I had thus far negotiated my sense of identity within the context of this model. I had 

viewed myself as a person with a menWal illneVV, noW a ³menWall\ ill peUVon.´ The latter wording 

suggested to me that the illness formed the primary part of my identity, subsuming all other 

aspects of the roles through which I interact with others. As something wholly biological, 

however, I believed bipolar mood disorder did not affect my true identity in any way. The 

disease affected how I had to live my life, the precautions I had to take, the limits I had to be 

conscious of²but it did not have anything to do with who I really am. My sense of having a 

³WUXe idenWiW\´ iV echoed b\ HXWchins and Kirk. They argue in the following way for the 

importance of their critique of the way the DSM is used to label certain mental states: "In short, 

diagnoses for physical ailments rarely have the social consequences that diagnoses for mental 

illnesses do. This is because how you think, feel, and behave is what you believe constitutes your 

"real" self: it is your essence as a human being" (262).  
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If one believes in the medical model, however, it is possible to distance oneself 

conceptually and rhetorically from one¶V psychiatric diagnosis. It can be considered something 

one ³haV´ UaWheU Whan VomeWhing one ³iV.´ FoU e[ample, Phil, Whe SpeakeUV BXUeaX foXndeU, once 

adamanWl\ Wold me ³I am noW Vchi]ophUenic. I have Vchi]ophUenia.´  When he pUeVenWV to high 

Vchool aXdienceV, he Va\V, ³I haYe a menWal illneVV²paUanoid Vchi]ophUenia.´ And each Wime I 

giYe a claVVUoom pUeVenWaWion, I VWaUW oXW b\ Va\ing ³I haYe a bipolaU mood diVoUdeU,´ UaWheU Whan 

³I am bipolaU.´ IdenWif\ing m\Velf in WhiV Za\ iV a conscious choice, one designed to put distance 

between my ³Ueal´ self, my essence as a human being, and my psychiatric condition. Ultimately, 

both Phil and I suggest that our identities would remain unchanged today if our disabilities 

somehow suddenly disappeared. By verbally creating distance in the classroom between our 

selves and our psychiatric diagnoses, we attempt to counter the mark we bear because of those 

diagnoses.  

In rhetorical terms, we try to add to our ethos as speakers by distancing ourselves from 

condiWionV Ze knoZ mXch of Whe pXblic WendV Wo YieZ aV ³bad.´ IW iV noW WhaW Ze are bipolar or 

paranoid schizophrenic, i.e. bad, people. We are simply people who have these conditions. They 

are a part of our lives, our wording argues, but they do not define who we are. One of the 

BXUeaX¶V VpeakeUV, Megan, makeV WhiV aUgXmenW diUecWl\. She VWaUWed Whe pUeVenWaWion I Waped b\ 

Va\ing, ³I can Well \oX a liWWle biW of m\ hiVWoU\, and I¶ll WhUoZ Vome diagnoVeV aW \oX. I hope that 

doeVn¶W define me in \oXU mind. BXW I liYe ZiWh ZhaW¶V called PoVW TUaXmaWic SWUeVV DiVoUdeU.´ 

(emphasis added). Another speaker, Ben, tells students early in his presentation, ³WhaW I¶Ye goW 

iV called ³Vchi]oaffecWiYe diVoUdeU.´ Johnson underscores the need for such rhetorical distancing 

Zhen Vhe noWeV WhaW EagleWon¶V deWUacWoUV did noW conVideU hiV ethos rehabilitated even when 

WUeaWmenW had Uid him of all V\mpWomV of hiV menWal diVabiliW\. AV Vhe e[plainV, ³A diagnoViV of 
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mental illness, no matter how far in the past, no matter the severity of the condition, no matter 

Whe ciUcXmVWanceV, iV a peUmanenW idenWiW\. One µhaV,¶ oU µVXffeUV fUom,¶ heaUW diVeaVe. One iV 

peUceiYed µWo be¶ menWall\ ill even after successful treatment´ (JohnVon 468). SpeakeUV BXUeaX 

members face this exact challenge to our ethos even as we tell our audiences we have achieved 

ZellneVV WhUoXgh Whe XVe of medicaWionV. The medical model¶V conWenWion WhaW one mXVW Wake 

medicaWion foU Whe UeVW of one¶V life Wo mainWain WhaW ZellneVV doeV noW help XV cUeaWe an image of 

people free from the initial stigmatizing diagnosis. 

I conVideU Whe deVcUibed YeUbal diVWancing, Whe VWaWemenW ³I haYe X´ YV. ³I am X,´ a 

necessary rhetorical move on the part of Speakers Bureau members. We need to be perceived by 

audiences as Quintillian¶V ³good man Vpeaking Zell.´ We knoZ VWigma haV likel\ maUked XV aV 

³bad,´ in Whe YieZV of a VignificanW poUWion of oXU aXdience. ThoVe of XV Zho VXbVcUibe Wo Whe 

medical model of menWal illneVV ³come oXW VZinging´ in oXU pUeVenWaWionV b\ XVing a Veemingly 

small rhetorical choice designed to guide audience perceptions in our favor. 

In contrast to the five other participants in my study, who all begin our presentations 

using such tropes of the medical model to describe ourselves, Gloria opens in the following way: 

³I¶m heUe becaXVe I haYe a loW of e[peUience ZiWh what is known as mental illness. I have a lot of 

experience dealing with the mental health system, and I have a lot of experience with pain and 

human conditions of distress.´ B\ menWioning haYing had painful and distressing experiences 

rather than giving the name of a specific illness, Gloria discloses more of her self than the other 

speakers do. She does not use clinical terminology that can put distance between life events and 

the person presenting Whem. ThUoXghoXW heU Walk, Vhe UefeUV Wo ³e[peUienceV´ Vhe haV had in heU 

life UaWheU Whan Wo ³V\mpWomV´ of heU menWal diVabiliW\. She alVo aUgXeV WhaW ZhaW Whe medical 

model ZoXld call heU ³illneVV´ iV, UaWheU, an aVpecW of heU indiYidXaliW\: 
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TheUe¶V no normal life. We¶Ue all indiYidXalV. I think that concept of being an 

indiYidXal and haYing diffeUenceV, diYeUViW\ in geneUal, WhaW Ze¶Ue all different in 

some aspect although there are many parts of us that make us human. . . There are 

many parts of us that make us different fUom each oWheU. ThaW¶V ok. We don¶W haYe 

Wo be Whe Vame. DiYeUViW\ iV beaXWifXl and diffeUenceV aUe beaXWifXl. The\ don¶W 

always have to be medicated or diagnosed. I think sometimes that can be helpful. 

I¶Ye e[perienced ways in which it is not helpful, too.  

By describing her diagnosed disability as an aspect of diversity rather than a defect, a veering 

fUom ³noUmal,´ GloUia pXWV leVV diVWance beWZeen WhaW diagnoViV and heU Velf Whan Whe oWheU 

speakers do. In a second interview, she did mention that she does not go as far as to say, ³I am 

Vchi]ophUenic´ in claVVUoom pUeVenWaWionV, aV Vhe belieYeV doing Vo Zill be Woo VWigmaWi]ing in 

front of relatively unsophisticated audiences. She reserves this assertion of identity for times 

Zhen Vhe iV in Whe compan\ of oWheU people ZiWh Whe Vame diVabiliW\, Whe ³in-gUoXp´ ZheUe VXch a 

UefeUence feelV Vafe becaXVe iW Zill noW be miVinWeUpUeWed. She added WhaW Vhe Zill alVo Va\ ³I am 

Vchi]ophUenic´ in conYeUVaWionV ZheUe Vhe Zants to invoke her own Mad Pride, such as at times 

when she feels threatened by doctors or nurses. 

The idea that the mentally disabled speaker needs to rhetorically distance himself from 

his condition also meets a challenge when examined in light of certain disability studies 

discussions of identity.  As Shakespeare explains, proponents of the social model of disability do 

not call WhemVelYeV ³diVabled people´ (UaWheU Whan ³people ZiWh diVabiliWieV´) to suggest an 

³eVVence´ of diVabiliW\, aV I feaU Whe WeUm ³menWall\ ill peUVon´ ZoXld do. RaWheU, Whe\ do Vo to 

indicate that, while they have real impairments, they have only been disabled by the structures 

and e[clXVionV impoVed b\ an ableiVW VocieW\. FoU WheVe adYocaWeV, ³[l]ike gendeU, diVabiliW\ iV a 
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culturall\ and hiVWoUicall\ Vpecific phenomenon, noW a XniYeUVal and Xnchanging eVVence´ 

(Shakespeare 216). Seen in this light, Whe Za\ I YieZ m\ diVabiliW\ WhUoXgh Whe medical model¶V 

lens²as an individualized defect²does suggest it is part of my essence, part of who I am. 

 Siebers contributes to the view of disability identity as something other than an essence in 

his argument for the importance of identity politics for people with disabilities. He challenges the 

contention that politics based on identities that deal with pain and suffering should be considered 

narcissistic (286). He states instead that identity politics are the best way to fight injustice against 

minoUiW\ gUoXpV and conWUibXWe WheiU e[peUienceV Wo Whe conVWUXcWion of ³pUogUeVViYe, democUaWic 

socieW\´ (SiebeUV 283). RaWheU Whan being pXUe eVVenceV WhaW deWeUmine oXU indiYidXaliW\, he 

noWeV, ³idenWiW\´ UefeUV Wo ³Whe VWUXcWXUe b\ Zhich [a] peUVon idenWifieV and becomeV idenWified 

with a set of social narratives, ideas, myths values, and types of knowledge of varying reliability, 

usefulness and verifiability. It represents the means by which a person, qua individual, comes to 

join a paUWicXlaU Vocial bod\´ (SiebeUV 283-84).  

 SiebeUV¶ deVcUipWion of idenWiW\ aV Whe inWeUVecWion beWZeen an indiYidXal¶s consciousness 

and a set of cultural elements such as social narratives links to the rhetorical labor of the 

Speakers Bureau.  Each VpeakeU¶V pUeVenWaWion of WheiU VWoU\ of menWal diVabiliW\ hingeV on the 

intersection of personal disability experience with either the medical narrative of mental illness 

or the alternative c/s/x narrative of states of mental distress.  Speakers Bureau members all use 

our rhetoric to fight back against the stigmatized cultural narrative of mental disability. By 

attempting to change the way our audiences perceive mentally disabled people, by selling them 

on alternative versions of what it means to have a mental disability, we try, through language, to 

change the way in which, as Siebers puts it, we join the social body from which our disabilities 

may have excluded us. But each of us make a choice regarding whether to speak of ourselves as 
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³ill´ oU aV e[peUiencing a ³diffeUenW Za\ of being hXman´ on a VpecWUXm of Za\V of being 

human. 

 Susan Gabel asserts her right to define herself in relationship to her disability rhetorically, 

as Bureau members do. She aVVeUWV heU UighW Wo Whe claim ³I am diVabled´ aV iW UelaWeV Wo heU 

experience with depression. She refers to the medication she must take daily and the rest she has 

to get as indices of her disability. She needs both in order to function (Gabel 39). Gabel brushes 

aVide Whe WeUm ³peUVon ZiWh a diVabiliW\´ aV one WhaW makeV iW XncleaU ZheWheU oU noW Whe diVabiliW\ 

iV paUW of Whe peUVon¶V identity. Unlike the five speakers who subscribe to the medical model, she 

clearly sees her diVabiliW\ aV paUW of heU idenWiW\.  She alVo UejecWV Whe deVignaWion ³menWall\ ill,´ 

she notes, because she experiences her illness physically as well as mentally and because the 

illneVV onl\ occXUV inWeUmiWWenWl\. ³MenWall\ ill,´ Vhe aUgXeV, VXggeVWV a conVWanW VWaWe of 

VXffeUing. (Gabel 40).  PUimaUil\, Vhe callV foU ZhaW Vhe callV a ³bod\-centered interpretation of 

idenWiW\ aV an e[peUience,´ e[plaining:  

  In saying µI am diVabled¶, I am conVWUXcWing m\ bod\ WhUoXgh e[peUience and I am 

  interpreting my body and experience to my self and others in a certain way.  

  Disabled-neVV holdV paUWicXlaU meaning foU me and µdiVabiliW\¶ UefeUV Wo   

  experiences of my body that contribute to the meanings I construct of the self. I  

  may use other words to represent concepts that describe other meanings   

  associated with my experiences, and those, too, will have value for me, but when I 

  XVe µdiVabled¶ Wo deVcUibe m\Velf, I am valuing disability and the disabled parts of  

  me. I am saying that experiences of disability are important in the struggle to  

  knoZ m\ Velf and Wo make VenVe of m\ bod\¶V e[peUienceV .  .  . I am making a  

  place for my self in the world and in relation to other people. (Gabel 44) 
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Like Gabel, the Speakers Bureau rhetors interpret our experiences with mental disability to 

student audiences. We do so to win acceptance for people with these disorders in the larger 

cXlWXUe of ³noUmalV.´ In WhiV UheWoUical struggle, how we describe our selves in relation to our 

conditions matters. 

 While iW mighW Veem like a fine poinW, I find Gabel¶V diVmiVVal of Whe WeUm ³menWall\ ill´ 

particularly helpful in terms of thinking of my own sense of identity as it relates to what I have 

not yet called m\ ³diVabiliW\.´ M\ UefXVal Wo idenWif\ aV ³menWall\ ill´ deUiYeV fUom m\ foUWXnaWe 

health history. After two major episodes of illness in my early 20s, I have remained relatively 

healWh\ Vince, ZiWh onl\ a feZ ³dipV´ noZ and again. When I haYe e[peUienced V\mpWomV of my 

illness, I readily identified as sick. But in the intermittent years, feeling well has given me the 

abiliW\ Wo pXW aW leaVW Vome diVWance beWZeen m\Velf and m\ diagnoVWic label. Reading Gabel¶V 

argument, however, I have to come to grips with the fact that my experiences, even down to 

having to take medication daily in order to maintain my emotional stability, do indicate the 

presence of disability. Like her, I require assistive measures in order to function well. And 

whereas she monitors her thought processes to determine if her illness is having an impact on 

others, I regularly monitor my mood to watch for telltale signs of a recurrence of illness that 

needV pUompW (medical) aWWenWion (Gabel 39). So, folloZing heU lead, I Zill WU\ on Whe phUaVe ³I 

am diVabled´ aV a way to speak about myself in public settings.  

Rhetorical Poses in the Classroom 

 The decision to join the Speakers Bureau put my disability front and center. I had to 

reflect on it significantly in order to make my contribution to the group. My next encounter with 

a member of the Bureau came when I drove with Phil to tape his presentation at a local high 

school. As the only speaker that day, he had an entire hour to present. When we arrived at the 
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school, Phil went up to the front desk and announced that we were there to speak in Ms. 

HendeUVon¶V claVV. I ZaV alUead\ feeling self-conscious as a middle-aged person walking into a 

building full of high school students rushing up and down the halls.  But when Phil announced 

us, I felt a different kind of self-consciousness. Specifically, I wondered if the woman working 

the front desk knew that we were the mentally disabled speakers. I tried to read her face to see if 

she was covering up any discomfort with politeness. This did not seem to be the case, but in 

retrospect I am struck by the way even the slightest possibility of stigma made me feel ill at ease. 

 After putting on visitor badges, Phil and I made our way to the classroom. The teacher 

inWUodXced XV and e[plained WhaW I ZoXld be Waping Phil¶V pUeVenWaWion foU m\ UeVeaUch. BefoUe he 

started speaking, Phil spent a while at the chalkboard writing down four phone numbers, hotlines 

for mental health crisis help. He began his presentation not by introducing himself but by 

explaining the numbers. Regarding the Psychiatric Emergency Services line, he said, ³Say 

\oX¶Ue VXicidal. We ZanW Wo help \oX. The\ can Walk \oX WhUoXgh \oXU difficXlW\.´  His initial use 

of ³Ze´ made me wonder how he viewed his role as a member of the Speakers Bureau. Did he 

identify himself as part of the spectrum of support services available locally to people with 

mental disabilities? If Vo, Phil Veemed Wo aVVXme Whe UheWoUical poVe of ³e[peUW´ UighW fUom Whe 

beginning of his speech. 

  I listened to his presentation carefully for assistance in considering how to develop my 

own. Only after describing the hotlines, the services they offered, and informational resources 

available through NAMI did Phil introduce himself by name.  He immediately followed by 

saying that he had a mental illness, specifically paranoid schizophrenia. I had made the error of 

ViWWing behind Whe VWXdenWV foU Phil¶V pUeVenWaWion, Vo I did noW caWch WheiU UeacWion Wo hiV 

disclosure. I do remember wondering what they might be thinking as they listened to someone 
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say he had one of the decidedly ³VcaU\´ diagnoses. The public sphere representations of paranoid 

Vchi]ophUenia I haYe encoXnWeUed aUe UaUel\ kind and XVXall\ UefeU Wo Whe peUVon¶V poWenWial foU 

violence. Journalist Rob Wipond also notes the common media conflation of mental disability 

with violence and crime (254) The matter-of-fact way Phil named his illness impressed me. It 

reminded me that in certain moments of self-disclosure, if I am not particularly close to the 

person with whom I am speaking, I Zill omiW Whe ³bipolaU´ paUW of m\ diagnoViV and just say I 

suffer from depression. After all, bipolar mood disorder, with its attached images of wild mood 

swings, also falls on the scary side of the diagnosis spectrum, although perhaps not as scary as 

paranoid schizophrenia.  

 Phil¶V style of speaking was both teacherlike and methodical. He may have chosen this 

style to shore up his ethos by highlighting his competence to provide information about mental 

illness. Phil presented many statistics about the national rates of various mental illnesses and 

stopped intermittently to qXi] Whe VWXdenWV, aVking ³Who heUe knoZV Vomeone ZiWh a menWal 

illneVV? Who heUe can name Vome of Whe majoU menWal illneVVeV?´ By speaking like an 

expert/teacher, he may have been seeking to distance the identity he was constructing for the 

VWXdenWV fUom Whe fUighWening imageV Whe ZoUdV ³paUanoid Vchi]ophUenia´ ma\ haYe bUoXghW Xp 

for them. I connected his style of presentation with the goal he stated partway through his 

speech: ³I ZanW \oX Wo XndeUVWand menWal illneVV Wo Whe beVW of \oXU abiliW\.´ Spandler and 

AndeUVon offeU WZo definiWionV of ³XndeUVWanding´ aV iW UelaWeV Wo menWal diVabiliW\: 

³compUehending Whe naWXUe of madneVV oU diVWUeVV´ and ³V\mpaWheWic aZaUeneVV, compaVVion and 

WoleUance (of oneVelf and oWheUV)´ (24). The fiUVW paUW of Phil¶V Vpeech Veemed Wo aim foU eliciWing 

the former kind of understanding from its audience. 
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 Unlike Gloria, whose speech mentions her participation in the Recovery Movement, 

Phil¶V pUeVenWaWion pXW him fiUml\ in Whe medical model camp. He stated that he has made it his 

peUVonal pUojecW Wo XndeUVWand ³Whe biological UooWV of menWal illneVV´ b\ doing Google VeaUcheV 

related to neurobiology. He deVcUibed Whe ³V\mpWomV´ of hiV illneVV in clinical WeUmV and onl\ 

then followed up by giving brief examples of occurrences of those symptoms in his life. Phil¶V 

presentation did not contain any suggestion that there might be other ways of perceiving mental 

disability outside of the medical model. Strangely, this omission made me uncomfortable even 

though, only a few weeks earlier, I had VWUXggled ZiWh GloUia¶V e[planaWion of Whe ³UecoYeU\´ and 

³pV\chiaWUic VXUYiYoU´ models. Now, it struck me as limiting to present high school students with 

only one view of mental disability, albeit the dominant one, without at least mentioning that 

others do exist. As participants in psychology classes, these students had probably only 

encountered the medical model. I wondered about the consequences of lacking access to 

alternative conceptions of mental disability. If the alternative vision of the workings of mental 

disability proves, in the end, more powerful in the fight against stigma than the traditional one, 

would it not be important for students to have access to that vision?  

 Later in the week, as I prepared for my first presentation, the nervousness hit. While 

comfortable with self-disclosure to intimates, the idea of standing in front of a group of 

strangers, young people especially, and identifying myself as someone with a mental illness 

suddenly seemed daunting. I had planned my anecdotes carefully to convey the reality of my 

experience, but what would the students think of me after hearing them? And what did they 

think, what did they expect, before I even stepped in the room? Very conscious that the audience 

might be made up of people with preconceived notions²from media images, from textbooks, 

and possibly from personal experience with ill family or friends²I wondered what I could 
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achieve in the space of 20 minutes to counteract all that conditioning. The qXeVWion ³WhaW Zill 

Whe\ Whink of me?´ ceUWainl\ VXggeVWV Whe e[iVWence of Vhame, alWhoXgh I can Va\ ZiWh confidence 

that I do not feel any shame about my illness, at least on a conscious level. Caring about the 

VWXdenWV¶ opinion of me, though, does suggest that shame lurks somewhere, at least 

subconsciously.  

The idea of Vhame accompan\ing a menWal healWh diagnoViV fiWV Whe medical model¶V 

contention that mental illnesses are individually-based, medical defects. If I held to the c/s/x 

YieZ of m\ condiWion, Whe acWion of diVcloVing m\ e[peUience ZiWh ³VWaWeV of menWal diVWUeVV´ 

could be a matter of pride, as it is for membeUV of Whe IcaUXV PUojecW, ³a support network and 

education project by and for people who experience the world in ways that are often diagnosed 

as mental illness.´ AccoUding Wo Whe pUojecW¶V Zeb page: ³SenViWiYiWieV, YiVionV, and inVpiUaWionV 

are not necessarily symptoms of illness, they are gifts needing cultivation and care. When 

honored and nurtured, these gifts can lay the foundation for a wiser and more compassionate 

society.´  
 Coming fUom Whe medical model, Zhich caVWV m\ ³illneVV´ aV a defecW in need of 

remediation, I felt no such sense of pride. Instead, I remember almost regretting the decision to 

participate in Whe SpeakeUV BXUeaX¶V regular exercises in self-disclosure. Feeling the moment 

approaching, I realized how much I enjoyed what PhebeAnn Wolframe callV ³Vane pUiYilege,´ 

the ability of sane people to behave in certain ways, such as ³[VhoZing] Woo mXch an[ieW\, oU 

Vocial aZkZaUdneVV, oU eccenWUiciW\´ in a medical eVWabliVhmenW without being subjected to a 

psychiatric evaluation the way a person with a mental health history would be (8). As someone 

Zho doeV noW beaU YiVible VignV of being ³diffeUenW´ fUom Whe noUm, I, like the other study 

participants, have sane privilege. This privilege brings with it a great sense of safety.  Even 
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though I knew the Speakers Bureau involved minimal risk²it was unlikely I would see any of 

the students again²disclosure about a still-stigmatized condition felt dangerous.  

Specifically, letting strangers know about my illness felt like a threat to my image of 

myself. I had spent almost 25 years without a severe episode of illness, almost 11 without a 

VignificanW one, and aboXW a \eaU Vince ZhaW m\ hXVband and I call a ³blip.´ I liked the distance I 

could at least attempt in my mind between my day-to-day experiences and the potential time 

bomb of my biological reality. Preparing to speak, I started to worry: What would it be like to 

talk about difficult experiences, regardless of how far in the past, to a classroom full of eyes and 

ears? If I shared the wrong detail, would I lose control of my self-image? Would the circulating 

stigma about mental disability adhere to me the minute I opened my mouth? Would discourse 

keep an uncomfortable reality constantly in the present? And would ³Walking aboXW´ lead Wo ³Ue-

liYing´ in Vome Za\? 

  Driving to my first presentation, I experienced significant nervousness. As I entered the 

classroom, where I had been earlier in the day to tape another speaker, Ruth, I met friendly 

smiles from some of the girls in the class. The students¶ deVkV, arranged in a horseshoe shape, 

faced the front, where I perched on a small stool. As latecomers filed in, I found my hands 

shaking from a combination of nerves and strong coffee. I had forgotten to bring along the 

handkerchief I always keep around due to often sweaty hands, so my notes started to get wet. 

Nonetheless, I jumped in after pressing the button on the digital recorder and hearing the teacher 

say, ³Go foU iW!´ 

 I started off in a way designed to block the possibility that the audience might reduce my 

idenWiW\ Wo m\ ³defecW.´ I stated my name and When Vaid, ³Just like you, I wear many hats. By this 

I mean I pla\ man\ UoleV in m\ life. RighW noZ, m\ pUimaU\ Uole iV WhaW of a Ph.D. VWXdenW. I¶m 
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also a teacher, a wife, a sister.  BXW Woda\ I¶m heUe Vpeaking Wo \oX becaXVe I am a person with a 

mental illness²bipolaU mood diVoUdeU.´ I When laXnched inWo a deVcUipWion of ZhaW mania and 

depression feel like. I realize now that I made confident, definitive statements about my illness 

VXch aV ³The hallmaUk of depUeVVion iV an abVolXWe lack of hope. You feel like there is no way the 

deVpaiU WhaW \oX feel iV eYeU going Wo end.´ I did Whe Vame when describing the highs of mania, 

even adding that the first time one experiences mania, it can almost be enjoyable because of the 

sensory enhancemenW and Veemingl\ bUillianW Whinking iW bUingV inWo one¶V life. I deVcUibed Whe 

two poles of my illness as if the way I experienced them was the way that everyone who has my 

diagnosis experiences them. I believe this rhetorical choice comes from my attachment to the 

clinical model of mental illness²where symptoms seem to be described as standardized. I had 

heaUd enoXgh deVcUipWionV of ³Uacing and/oU WangenWial WhoXghWV, delXVionV of gUandeXU, enhanced 

perception of colors and sounds, etc.´ to be able to reproduce the language for the students. 

 As I continued to talk, describing my worst symptoms, my treatments, the healing 

process, the things that can help a person with a mental illness have a good quality of life, I 

found that my nervousness did not lessen. I did however experience a new sensation, the feeling 

of being an expert. The students seemed very attentive. I noticed no one yawning or talking to a 

classmate, so I chose to believe that they were paying relatively close attention. I started to feel 

like I had the ability to tell them what mental illness is like, while at the same time being aware 

of the huge amount of detail I had to leave out due to lack of time. I had the sensation of being 

the expert speaking the truth, not my truth but the truth about bipolar mood disorder. In 

retrospect, I believe this rhetorical pose allowed me the same kind of distance from my diagnosis 

that Phil may have been aiming for by staring off his presentation with a listing of mental health 

resources and statistics. Perhaps we felt the distance made possible by the expert pose aided our 
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damaged ethos. Ben began his presentation with a brief history lesson of the ways in which 

mental illness has been conceptualized and treated over the centuries. While decidedly useful in 

orienting students, this choice of content also strikes me as an attempt by Ben, too, to bolster his 

ethos by establishing himself early on as an expert on mental disability.  

Gloria did not position herself as an expert through her speeches. Instead, she spoke to 

the students in ways that indicate her stance as a rebel against the medical model. She spoke with 

excitement about the Recovery Movement, comparing it to other struggles for social justice: 

I consider myself a part of a movement known as the Recovery Movement.  .  . 

And the Recovery Movement says that despite these experiences being, um, 

WUeaWed aV medical condiWionV, WhaW WheUe¶V a diffeUenW Za\ of looking aW WhingV. 

That opposed to labeling differences as disorders, people in the Recovery 

Movement look at mental health and health in general as part of a continuum, 

where people move along, everyone, whether you have a mental health diagnosis 

or not. Everyone kind of moves along this continuum, that parts of their life they 

feel better than other paUWV of WheiU life. TheUe¶V all VoUWV of UeaVonV foU moYing 

back and forth on this continuum .  .  . To me iW¶V a ciYil UighWV moYemenW. I don¶W 

know if you guys are familiar. But people used to be diagnosed as homosexuals. 

And it was not doctors who sat aroXnd and decided WhaW homoVe[XalV aUen¶W a 

different kind of people. It was a gay movement that came about``. They said we 

don¶W ZanW Wo be diagnoVed, Ze ZanW Wo be accepWed aV Ze aUe. And Whe\ aUe VWill 

fighting but they are gaining rights at this point. So, I see this as a movement like 

that, and I hope WhaW Ze¶ll continue to develop so that people will accept people 

WhaW aUe ma\be diffeUenW. And WhaW¶V noW Wo Va\ WhaW I am againVW Whe medical 
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movement or against medication or against any form of mental health treatment. 

IW¶V jXVW Wo Va\ WhaW people VhoXld haYe a choice about whether to take these 

medications of get these treatments. Because a lot of times, these things are forced 

on people. A loW of WimeV Whe\¶Ue Veen aV Whe onl\ opWion and Whe onl\ coping 

strategy. That I disagree with.  

GloUia¶V UheWoUical poVe of Uebel againVW Whe medical model WhaW VWXdenWV haYe been VWXd\ing ma\ 

strengthen her ethos for some members of her audience, although others may find themselves 

wary of embracing a seemingly radical perspective. 

At certain points of my talk, I did not feel the comfort of seeming like an expert.  When I 

offered students examples of my aberrant behavior while ill, I felt the very uncomfortable 

sensation of having my skin peeled away from my body²of losing my protective coating, so to 

speak. I believed I had to tell the story of my psychotic break, even though it lasted only a day, 

because I wanted the students to understand how bad mental illness can be. Looking back, I also 

wonder if I was seeking a certain amount of mental illness ³VWUeeW cUed´ b\ deVcUibing WhaW time I 

walked around town in my pajamas at 3 am, carrying a glass pop bottle to break and use as a 

weapon in case I was atWacked. I Wold Whem hoZ I goW inWo Whe caU of a man I didn¶W knoZ Zho 

offered to help me out by giving me a ride. I told them how incredibly lucky I was that the man 

Wook me Wo a fUiend¶V hoXVe, aV I had aVked, UaWheU Whan being someone who meant me harm.  

UVing Whe WeUmV ³pV\choViV´ and ³pV\choWic bUeak´ aV Zell aV ³delXVional Whinking´ felW 

extremely scary as I sat in front of the students because I could not read their minds to know how 

they might be shifting their opinion of me. Could my choice of anecdotes lead to the opinion: 

³Once a delusional thinker always a delusional thinker?´ I did not know, and I found myself 
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searching the faces in front of me for any clue of audience reaction. Only polite and attentive 

faces looked back, with the occasional, greatly appreciated, supportive smile.  

ThaW I caUed aboXW Whe VWXdenWV¶ opinion of me UeYeals my sense of the potential for them 

to make a leap between my diagnosis and a judgement of who I am as a person. Besides the 

³e[peUW´ UheWoUical VWance, I haYe noWiced I aim for a chronologically distanced positioning from 

my illness as well. It is very important to me to stress to audiences that my two main experiences 

with mental illness occurred decades ago and that I have been essentially well since. Establishing 

this distance through the content of my speeches allows me to present myself in a way I feel is 

less open to stigma. I am aware that I invoke this distancing pose in this text as well with my 

e[planaWionV of noW haYing had an\Whing bXW Whe occaVional ³blip´ of illneVV foU \eaUV. 

  Sitting on my perch in front of the students on that first day, I felt like a bug brought in 

for inspection by a class that had recently studied the bodily workings of that bug in textbooks. 

Unlike a bug, however, I did have the use of words to try to describe my experience. During my 

time of speaking to classrooms, I have wondered what kinds of words, what combinations, what 

content, what styles of speaking will get the bug to seem fully human to its observers. I should 

stress that I felt human sitting up front that first day and on following ones. That was never in 

question. But I have wondered what I could say that would reveal me as fully human, as fully 

capable goods rather than damaged ones.  

 This chapter examines the rhetorical representation of identity as practiced by members 

of the Speakers Bureau and links that representation to where each rhetor stands with respect to 

two competing views of the nature of what is known as mental illness or mental disability. In 

termV of Whe phenomenon of naUUaWing one¶V menWal illness experience in public, examining my 

own experience has helped me discover the existence of a strong sense of self-stigma. I attribute 
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WhiV Wo Whe medical model¶V concepWXali]aWion of ³menWal illneVV´ aV a defect, even as I retain my 

belief in that model and depend on medication for maintenance of my psychiatric stability. For 

e[ample, I ZondeU befoUe and dXUing each pUeVenWaWion ³WhaW Zill Whe\ Whink of me?´ At the 

very beginning of each talk, before even mentioning illness, I make sure to mention that I am 

pursuing a Ph.D. I do so to counterbalance the presumption that a mentally ill person is incapable 

of a high level of achievement.  

Before undertaking this study, I had not considered my illness a primary part of my 

identity. I had not expected to care deeply how anonymous groups of high school students might 

assess me as a person. I also did not expect that sharing the details of my story would begin to 

grow tiresome, even over the course of just four presentations. I found myself longing to get 

away from that picture of myself and back to the life I now lead. While exciting as something 

potentially useful in the fight against stigma, each speaking opportunity reminds me that, at least 

according to medical and public standards, I am ³noW noUmal,´ aV a former co-worker once 

remarked when she said I should work in a flower shop rather than in the social work setting we 

shared.  

Nonetheless, I find that after conducting my research and participating in the rhetorical 

ZoUk of Whe SpeakeU¶V BXUeaX, I haYe emeUged ZiWh a gUeaWeU accepWance of m\ idenWiW\ aV 

menWall\ diVabled. AV noWed, I haYe WUied on Gabel¶V VWaWemenW ³I am diVabled,´ and haYe foXnd 

that it fits comfortably. Yes, sharing the details of my disability on a regular basis reminds me 

WhaW indeed, I am noW ³noUmal,´ oU, Wo XVe a moUe accXUaWe WeUm, ³neXUoW\pical.´ BXW aV I heaUd a 

SpeakeUV BXUeaX membeU Va\ UecenWl\, ³NoUmal ain¶W noWhing bXW a VeWWing on Whe dU\eU!´ 

Despite my growing comfort with my identity as someone with a mental disability, each 

classroom speaking opportunity with the Bureau still feels risky. In Chapter Three, I examine the 



57 
 

 
 

UiVkV SpeakeUV BXUeaX membeUV Wake b\ paUWicipaWing in ZhaW I call ³deep diVcloVXUe´ of oXU 

experiences with mental disability. I move from a discussion of those risks to an assessment of 

the benefits that deep disclosure can hold, in the right circumstances, for both mentally disabled 

rhetors and our audiences.  
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CHAPTER 3 DEEP DISCLOSURE, VULNERABILITY, AND RHETORICAL AGENCY 

In Chapter Two, I explored the rhetorical means Speakers Bureau members use to 

represent the relationship between our personal identities and our mental disabilities. I argued 

that our self- representations depend on the model of mental disability to which a speaker 

subscribes. In an attempt to bolster an ethos which psychiatric diagnoses have damaged, each 

speaker uses the rhetorical moves I described to frame our individual classroom presentations. In 

this chapter, I tXUn Wo Whe ³meaW´ of Whe pUeVenWaWionV, Whe naUUaWion of ³ZhaW iW iV like´ Wo haYe a 

mental disability. These descriptions of the sometimes-disturbing symptoms or effects of mental 

disability haYe Whe poWenWial Wo damage a VpeakeU¶V ethos. Nonetheless, members of the Speakers 

Bureau rely on these narratives as our primary stigma-fighting tool. In this chapter, I argue that 

rather than having a counterproductive effect, disclosure of the troubling details of mental 

disability might influence speaker credibility in ways that lead to potentially generative 

vulnerabilities, ones that aid the fight against stigma in the classroom context. 

In conVideUing Whe SpeakeUV BXUeaX¶V VWUXggleV ZiWh Whe iVVXe of ethos, I find myself 

repeatedly drawn to the challenge posed b\ PUendeUgaVW¶V aVVeVVmenW of Whe menWall\ diVabled 

peUVon¶V baVic lack of cUedibiliW\ in Whe e\eV of Whe pXblic--³If people Whink \oX¶Ue cUa]\, Whe\ 

don¶W liVWen Wo \oX´ (57). FoU e[ample, in WeUmV of jXdgemenWV paVVed b\ WhoVe in poViWionV of 

authority, such as psychiatrists or court officials, she observes that the writing of schizophrenic 

people haV no ³WUanVacWional ZoUWh´ (57). IW iV langXage WhaW iV noW Waken VeUioXVl\ oXWVide of 

itself. To break through stigma and achieve the full dignity we seek, Speakers Bureau members 

need our audiences to listen to and take seriously what we have to say about ourselves and our 

place in the culture. Accordingly, we take rhetorical measures to construct the ethos Prendergast 

notes that our diagnoses deny us. 
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The cultural stigmatization of mental disability guarantees that the challenge to a 

VpeakeU¶V cUedibiliW\ begins as soon as she reveals her condition, something each Bureau member 

does at the beginning of each classroom presentation. Like Prendergast, other scholars emphasize 

the risk to ethos inheUenW in Whe diVcloVXUe of ZhaW aUe deVcUibed aV ³inYiVible diVabiliWieV´ 

(Pilling 5). In ChapWeU One I deVcUibed JohnVon¶V aVVeVVmenW of Whe negaWiYe UepeUcXVVionV 

experienced by vice-presidential candidate Terry EagleWon Zhen neZV of EagleWon¶V WUeaWmenW 

for depression became public. Johnson uses the term kakoethos in UefeUUing Wo EagleWon¶V 

immediate loss of credibility in the public eye despite his disability being a thing of the past 

(468). Kimberly Myers expresses the need for caution in presenting information about chronic 

illneVVeV Wo VWUangeUV Zho do noW alUead\ knoZ one¶V pUofeVVional and Vocial compeWence, 

becaXVe negaWiYe jXdgemenWV of one¶V abiliW\ in WheVe aUenaV ma\ folloZ (258). And SWephanie 

Kerschbaum preVenWV Whe folloZing impoUWanW obVeUYaWion: ³The UealiW\ iV WhaW diVabiliW\ Wo man\ 

still signals disqualification. Thus, because identity and agency are rhetorically constructed 

through mutual interaction and because many audiences still understand disability as 

incompeWence, diVcloVXUeV UXn Whe UiVk of XndeUmining one¶V eWhoV´ (69). 

While these assessments of the vulnerability inherent in disability disclosure certainly 

ring true in a culture that stigmatizes disability to the extent that ours does, what I have not seen 

is discussion of the potentially positive impact of mental disability disclosure. Members of the 

Speakers Bureau all base our attempts to persuade audiences to accept us as equals on the 

sharing of specific details of our experiences with mental disability. We offer student audiences 

YaU\ing leYelV of ZhaW I call ³deep diVcloVXUe,´ pUeVenWaWion of inWimaWe deWailV of Whe WhoXghWV, 

emoWionV, and behaYioUV WhaW maUk ZhaW pV\chiaWU\ ZoXld call oXU ³epiVodeV´ of menWal 

disability. As noted above, we take a significant risk in choosing this rhetorical tactic. 
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IllXVWUaWionV of pV\chological bUeakV fUom ZhaW Whe dominanW cXlWXUe callV ³UealiW\´ can affecW an 

aXdience¶V peUcepWion of a VpeakeU¶V abiliW\ Wo accXUaWel\ depicW hiV oU heU diVabiliW\. And Whe 

presentation of the disturbing effects of those disabilities can turn at least some members of any 

audience off. By choosing deep disclosure, Speakers Bureau members make ourselves 

vulnerable to these outcomes. Nonetheless, we turn to deep disclosure seeking a specific payoff. 

As the speakers I worked with indicated in both interviews and rhetorical analyses of transcripts 

of their speeches, the goal is to get the audience to believe our individual depictions of how 

mental disability affects our lives. We want that belief to help audience members reach through 

the barrier thrown up by stigma and draw closer to us as human beings. 

In what follows, I examine the work of two Speakers Bureau members, Phil and Ruth, 

chosen because their presentations offer listeners varying degrees of deep disclosure. By paying 

close attention to rhetorical choices these two speakers make, I seek to extend research that 

theorizes ethos in terms of vulnerability, thereby calling into question the idea that disability 

disclosure should always be thought of in terms of risk. Instead, I make the argument that 

through deep disclosure, a mentally ill speaker can add to rather than damage his ethos. Yes, 

deep disclosure does leave that ethos vulnerable to damage, but vulnerability can be something 

beneficial in inVWanceV Zhen iW moYeV Whe VpeakeU cloVeU Wo Whe aXdience¶V abiliW\ Wo embUace oU 

reject his plea for acceptance. By understanding the benefits of deep disclosure in the fight 

against stigma, both rhetorical and disability studies can gain a needed weapon in the struggle to 

make the truths of some of the still marginalized members of our culture meaningful to those 

Zhom VociologiVW IUYing Goffman long ago WeUmed Whe ³noUmalV´ (24). ThiV poVVibiliW\ VeUYeV 

not only a goal of both disciplines but a crucial community need as well. 
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As rhetors operating under the constraints of stigma, Speakers Bureau members have a 

hXge VWake in PUendeUgaVW¶V aVVeVVmenW² ³If people Whink \oX¶Ue cUa]\, Whe\ don¶W liVWen Wo \oX.´ 

We want audiences to listen to us because Ze aUe ³cUa]\,´ cUa]\ bXW alVo UheWoUicall\ aWWXned. B\ 

this I mean that while we all experience periods of disconnection from what the dominant culture 

ZoXld call ³UealiW\,´ peUiodV of YaU\ing lengWh, oXU e[peUienceV haYe alVo giYen XV a VWUong 

awareness of the ways in which the stigma surrounding mental disability may have damaged our 

credibility. In what follows, I show both how we have internalized this awareness and how we 

attempt to bolster our credibility through the rhetorical stance of deep disclosure. Ours is a 

paradoxical task, however. At the same time as we need to persuade the audience that we are 

indeed ³cUa]\,´ WhUoXgh cUedible naUUaWiYe conVWUXcWionV of menWall\ diVabled VelYeV, Ze haYe Wo 

imbue those selves with the ethos or believability that can contradict the cultural notion that the 

crazy are not to be believed. Without this, our anti-stigma message will miss the mark.  

The body of this chapter begins with an elaboration of three key concepts: ethos, deep 

disclosure, and vulnerability. I follow with description of how two speakers navigate the use of 

disclosure in their classroom presentations, emphasizing how one person makes no effort to 

shore up the credibility that deep disclosure can damage while the other does take steps to protect 

himself from that potential outcome. I follow this exploration of speaker vulnerability with one 

focused on ways in which the audiences of our presentations might find themselves vulnerable in 

ways both seemingly negative and potentially positive. Finally, I move to an explanation of how 

vulnerability on the part of both the speakers and their audience members, positively reimagined, 

can reap benefits in the form of lessening the perceptual distance between the two. Through my 

explanation of the workings of deep disclosure, I make the overarching argument that mentally 

disabled speakers should push for the greater vulnerability inherent in this technique because 
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doing so creates an opportunity for at least some audience members to better understand and 

WheUefoUe moUe fXll\ accepW a VWigmaWi]ed ³oWheU.´ 

Throughout the essay, in discussing what I imagine might take place in the classrooms 

we enter, I offer images of symbolic, rhetorical movement. I describe Ruth and Phil as offering 

varying degrees of narrative disclosure in the hope that at least some in the audience may choose 

to ³move closer to,´ oU empaWhi]e ZiWh, Whem aV hXman beingV. In heU diVcXVVion of naUUaWiYeV in 

poliWical ZoUk, FUanceVca PoleWWa deVcUibeV a legal WheoUiVW¶V e[planaWion of Whe Zorkings of 

empathy: 

.  .  . Henderson argues that effective narratives produce an empathetic 

understanding in their audiences. They make it possible for audiences to put 

WhemVelYeV in Whe naUUaWoU¶V VhoeV and Wo XndeUVWand heU e[peUience 

³phenomenologicall\,´ and in all iWV paUWicXlaUiW\. When WhaW happenV, HendeUVon 

goes on, it becomes impossible to stereotype the narrator or her experience. 

Instead, audiences find themselves obliged to think about the law not abstractly 

but in terms of its effects on real people. Empathetic narratives have the same 

effect on legal decision makers, Henderson argues, pushing them to jettison the 

stereotypes that inhibit just decisions. (126) 

If Ze VXbVWiWXWe ³VWigma´ foU ³Whe laZ´ aboYe, and ³WhoVe Zho VWigmaWi]e´ foU ³legal decision 

makeUV,´ Ze can Vee hoZ WhiV deVcUipWion of Whe UelaWionVhip beWZeen naUUaWiYe and empaWh\ 

applies equally to the anti-stigma work of the Speakers Bureau. 

Ethos, Deep Disclosure, Vulnerability 

In keeping with our understanding that students may expect people with certain diagnoses 

to exhibit erratic speech or behavior, Bureau members are careful to speak calmly and coherently 
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during our presentations. For example, I know that after I tell students I have a bipolar mood 

disorder, they may expect me to speak in the rapid-fire, highly tangential way associated with 

that diagnosis. Instead, I make sure my speech is measured and my presentation well-organized. 

RaWheU Whan being Whe ³bad man Vpeaking pooUl\´ WhaW JohnVon Va\V aXdienceV need Wo leaUn hoZ 

to accommodate in instances when the speaker has a disability such as mental disability, 

SpeakeUV BXUeaX membeUV ZoUk haUd Wo come acUoVV aV Whe ³good man Vpeaking Zell´ (476). 

At the same time as we convey this image, which in and of itself has stereotype-fighting 

power, we have to persuade our audiences that the person in front of them at times experiences a 

complete breakdown of the full rationality currently on display. Our madness has to be credible. 

We haYe Wo achieYe WhiV UheWoUical effecW becaXVe each of XV VeekV Wo conYe\ Whe meVVage: ³I am 

a face of mental disability. I represent what mental disability looks like although I am not 

e[peUiencing ZhaW aUe knoZn aV µV\mpWomV¶ UighW noZ.´ We conVWUXcW this message carefully 

through deep disclosure of the details, the emotions, thoughts, and behaviors we experience 

Zhen Ze ³e[peUience an epiVode.´  

AV GloUia e[plainV: ³YoX haYe Wo Well Whem Whe WhingV \oX go WhUoXgh.  ThaW¶V ZhaW Ueall\ 

captures audienceV, Zhen \oX¶Ue Ueall\ good aW Welling Whem ZhaW \oX go WhUoXgh . . . Invite them 

in and be gUacioXV. ShoZ Whem ZhaW iV ZhaW. I¶m Vpeaking YeU\ V\mbolicall\ heUe. ShoZ Whem 

this is what depression is. This is what it looks like. This is what it smells like.´ B\ Va\ing one 

must be gracious, Gloria refers to the need to generously share what we have to give²the 

intimate details of difficult periods in our lives. We should invite the listener into our experiences 

by recreating them vividly, so the audience is ³capWXUed.´ In oWheU ZoUdV, Whe VpeakeU Zho e[celV 

at this kind of deep description hopes to get members of the audience to draw closer to the 

thoughts, emotions, and behaviors being described. If the audience cannot WoXch Whe VpeakeU¶V 
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experience, so to speak, it might at least begin to imagine and therefore recognize a human 

reality different from its own.  

As soon as a speaker has convinced audience members of the existence of her mental 

disability through deep disclosure, however, she runs into the problem described by 

Kerschbaum²many people still equate a disclosure of disability with incompetence. Disclosure 

of mental disability can make Speakers Bureau members vulnerable to a damaged ethos because 

our disabilities are thought to affect our connection to reality. Even though mental disabilities 

express themselves episodically, with sometimes very long periods of wellness in-between 

episodes, Whe m\Wh of ³Once mad, alZa\V mad´ peUViVWV (Johnson 468). If successful in our 

efforts to represent ourselves as people who experience mental disability, Speakers Bureau 

members then face that possibility that audience members will doubt the accuracy of our careful 

attempts to represent the vicissitudes of our conditions through speech.  

For example, autistic rhetorician, Melanie Yergeau, writes about the frustration of having 

non-autistic scholars conclude that autistic people cannot understand or accurately represent their 

oZn Whinking. She e[plainV, ³[A]utistic people exemplify inherent unreliability. Whether in 

published autobiographies or in the blogosphere, autistic narratives are regarded as questionable 

(Xn)WUXWhV´ (14). Kerschbaum also attests to the potential loss of credibility that can accompany a 

diVcloVXUe of diVabiliW\ (in heU caVe, deafneVV) Zhen Vhe noWeV: ³[I]W iV onl\ Zhen I find m\ 

interlocutors willing to respond to me and take seriously my version of things that I can speak to 

Whem´ (68) (emphaViV added). AV Whe diVcXVVion of RXWh and Phil¶V pUeVenWaWionV Zill VhoZ, a 

speaker can take steps to bolster this damaged credibility or simply count on the audience to take 

her seriously. 
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Of course, not all disclosures of disability, even those of mental disability, signal a 

damaged ethos to audiences. Peter Wayne Moe examines a speech given by actor, Michael J. 

Fo[, Wo membeUV of CongUeVV. Fo[ gaYe Whe Vpeech Zhile noW Waking hiV PaUkinVon¶V medicaWionV 

and Vo ³peUfoUmed´ hiV neXUological diVabiliW\ foU Whe aXdience. Moe aUgXeV WhaW Fo[¶V YiVible, 

physical symptoms helped to establish his ethos aV a UepUeVenWaWiYe of people ZiWh PaUkinVon¶V 

disease. By putting his body on display, he got the audience to consider which of his personas 

VhoXld be conVideUed Whe ³noUmal´ one, a leYel of meVVage conWUol deeper than that usually 

afforded to disabled people and one Moe attributes to the credibility Fox gained as a speaker 

inhabiting the physical effects of his disability (355).  

It is also possible that being the people who live the realities students have been studying 

in their psychology classes may grant Speakers Bureau members extra credibility rather than 

decUeaVing iW. AV GloUia pXWV iW: ³We¶Ue in a XniqXe poViWion. Onl\ Ze can Weach iW fUom oXU 

angle. I mean, iW¶V one Whing foU a WeacheU Wo geW Xp Where and say, µThiV iV ZhaW menWal illneVV iV.¶ 

This is us saying who we are .  .  . taking control of the message we send about ourselves. I think 

a loW of WeacheUV mighW Weach iW aV µWheVe pooU people¶ oU µWheVe hoUUific enigmaV¶ \oX knoZ, Wo 

VocieW\. BXW Ze¶Ue pXWWing a face on iW. We¶Ue Va\ing, µNo, this is who we are. We are just like 

you, oU Ze¶Ue noW mXch diffeUenW fUom \oX.¶´ In noWing WhaW VpeakeUV Wake conWUol of Whe meVVage 

we send about ourselves, Gloria assumes a credible speaker ethos that will guarantee the positive 

reception of that message.  

RXWh¶V RheWoric²Seeking ³connecWion´ Through Deep Disclosure 

DXUing one of RXWh¶V pUeVenWaWionV, a VWXdenW aVkV if people eYeU impl\ WhaW Vhe iV 

³VWXpid,´ UefeUUing angUil\ Wo Whe ³Wh\ doeVn¶W Vhe jXVW eaW?´ commenWV he heaUV aboXW an 

anorexic friend. When she responds by commiserating with the VWXdenW¶V fUXVWUaWion aW VXch 
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unsympathetic remarks, Ruth illustrates an internalized sense of the damaged ethos that can 

accompany disclosures of mental disability. She expresses her frustration at not being believed: 

³People don¶W .  .  . If Whe\ haYe neYeU e[peUienced iW, Whe\ don¶W geW Whe legiWimac\ paUW of iW.´ 

Her entire presentation, with its detailed description of the thoughts, emotions, and behaviors that 

accompany her disability, clearly seeks to establish the legitimacy of bipolar mood disorder. 

DeVcUibing oWheUV¶ UeVponVeV Wo heU e[peUience of noW being able Wo geW oXW of bed Zhen Vhe ZaV 

depressed, Ruth explains: ³Cause it looks like you have a choice. It looks to people like you are 

being la]\. And people Zill Va\ µWh\ don¶W \oX jXVW go back to work?¶ or µWh\ don¶W \oX go foU 

a Zalk? Wh\ don¶W \oX geW a dog?¶ YoX knoZ? µWh\ don¶W \oX go Wo fXnn\ moYieV?¶´  

In her analysis of a transcript of her speech, RXWh ciUcleV WhiV VecWion and ZUiWeV: ³I Va\ 

this to fight stigma about mental illness, the unfairness of not being understood. I feel angry 

Zhen I Va\ WhiV, UeVenWfXl. I Whink Whe aXdience VeeV hoZ WhiV haV happened Wo Whem, hoZ Whe\¶Ye 

been Whe peUVon in deVpeUaWe WUoXble oU Whe peUVon noW accepWing Vomeone elVe¶V WUXWh.´ The ke\ 

phrase heUe iV ³noW accepWing Vomeone elVe¶V WUXWh.´ Ruth comes to her speaking engagements 

with this bitter experience of not being considered credible when she tries to tell others about her 

experience of mental disability.  

In the classroom, Ruth offers the audience deep disclosure about her experiences with 

menWal diVabiliW\. RXWh¶V deVcUipWion of being VXicidal iV one e[ample of Whe UheWoUical inYiWaWion 

that group leader, Gloria, encourages speakers to provide: 

When I¶Ye been VXicidal, Zhen I ZaV moVW dangeUoXs to myself, I ZaVn¶W emoWional, I 

ZaVn¶W µOh I ZanW Wo die!¶ I was very calm. I was in a problem-solving mode . . . just 

kind of like²ZhaW comeV Wo mind iV \oX knoZ \oX¶Ue going Wo haYe a WeVW on FUida\, 

and \eah, \oX make a plan. YoX¶Ue eiWheU gonna ZaiW µWil Whe laVW poVVible minXWe, oU 
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\oX¶Ue gonna do a little bit each day to get ready for the test. Well, I was in this do a 

little bit every day to get ready for the test kind of plan. When you¶Ue VXicidal, Whe\ 

alZa\V aVk, µHave you thought about how you¶d do iW?¶ Well, I thought about how I 

ZoXld do iW. Then Whe\ aVk, µDo you have the means to do it? Do \oX haYe Whe gXn?¶ 

And I had the means to do it.  

By providing vivid and detailed description of her internal thought process during her time of 

depression, Ruth tries to make the audience a part of that process. Her rhetoric seeks to invite 

them in, especially through the surprising analogy between preparing for a test, something any 

student can imagine, and preparing to commit suicide.  She offers play-by-play details in an 

attempt to give the listener necessary proof that she has experienced depression and that 

depression is something real.  

RXWh¶V e[peUienceV ZiWh diVcloVXUe aboXW Whe naWXUe of heU diVabiliW\ haYe VhoZn heU Whe 

risk inherent in this move. She chooses to deal with the ever-present vulnerability to a damaged 

ethos by leaning into that vulnerability. She does this by insisting on speaking extemporaneously 

during each classroom presentation, unlike some other speakers, who carry notes or talk 

primarily from a memorized script. Asked about this rhetorical choice, she explains that speaking 

off Whe cXff alloZV heU Wo be ³pUeVenW´ in Whe Uoom, a WeUm WhaW WUanVlaWeV Wo ³YXlneUable´ aV Vhe 

deVcUibeV Zh\ Vhe aYoidV ³canned´ VpeecheV: 

It is tempting. I can see why people do it .  .  . If I did it, my feelings would be less. I 

ZoXldn¶W be feeling m\ feelingV Zhile I ZaV giYing iW if I ZaV doing iW Whe Vame Za\ 

every time. And why is that?  Because then it would be just like something .  .  . It 

would feel Wo me WhaW iW ZaV jXVW VomeWhing WhaW I Uead, WhaW I Uead in a book, and I¶m 

telling them what I read, instead of, like when I do it, I can recall. I can recall how 
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bad it was or what it felt like to suddenly have it lift and all that. And I think that 

mighW be Zh\.  IW¶V jXVW being genXine. I¶d UaWheU. 

Being genuine or authentic, according to Ruth, involves feeling the emotions associated with 

what one is narrating, i.e., making oneself emotionally vulnerable in the act of speaking, 

vulnerable to re-living the experience being narrated. In an interview, she suggested that feeling 

Whe emoWion of ZhaW one UecoXnWV, aW Whe momenW of UecoXnWing iW, giYeV one¶V ZoUdV gUeaWeU 

connection to the reality they describe and thus a greater ability to reach, or persuade, the 

audience.   

In this way, Ruth does not put up any rhetorical barriers between the way she narrates her 

experience and herself as a person. She does not make attempts to shore up the credibility that 

her clear depiction of herself as mentally disabled might damage. Instead, she deals with the 

vulnerability inherent in deep disclosure by embracing it in the hope that doing so will get 

VWXdenWV Wo, Wo XVe heU ZoUd, ³connecW´ ZiWh heU aV a hXman being. She seeks the trust of the 

audience by portraying heUVelf aV e[WUemel\ honeVW. WiWh a laXgh Vhe aVkV, ³WhaW¶V Whe poinW of 

leaYing an\Whing oXW?´ RXWh¶V Ueliance on Whe aXdience¶V ZillingneVV Wo accepW heU leYel of 

disclosure without the provision of any rhetorical means of bolstering her credibility does leave 

her open to the possibility that some members of that audience will reject her self-representation.  

Some coXld Vide inVWead ZiWh Whe cXlWXUal VWeUeoW\peV WhaW VXggeVW depUeVVed people aUe ³fakeUV,´ 

the very notion Ruth has spent time trying to debunk.  

Phil¶V RheWoric-Seeking ³UnderVWanding´ ThroXgh Holding Back 

Onl\ paUW of Phil¶V pUeVenWaWion conViVWV of ZhaW I am calling deep diVcloVXUe. Unlike 

Ruth, he does attempt to navigate the tension between the need for deep disclosure and the need 

to be found credible as a speaker. He does this to achieve a goal he mentions in his interview and 
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his rhetorical self-analysis²geWWing Whe VWXdenWV in Whe aXdience Wo ³XndeUVWand´ mental 

disability. In other words, he wants audiences to know how mental disability works. In the first 

part of his presentation, he gets around the aXdience¶V poWenWial e[pecWaWion WhaW he iV 

disconnected from reality by aligning himself with medical science, an entity considered highly 

credible by the general public when it comes to discussions of mental disability, even as strong 

opposition to the workings of the psychiatric establishment exists (Price 10-12, 33-37). The 

beginning VecWion of Phil¶V Vpeech conWainV no diUecW deVcUipWion of Whe emoWionV UelaWed Wo hiV 

experience of paranoid schizophrenia.  Rather, it centers on the medical model of mental 

disability and details the biological origins and treatment of what he presents as brain diseases. 

He offers information about the origin, workings, and treatment of his own disability, stressing 

that mental disability has a biological origin, that schizophrenia results from low dopamine 

levels, and that his schizophrenia has been effectively treated with a particular medication.  

Through this linkage to the language of psychiatry, Phil portrays himself as a person 

living a reality that science clearly understands. The contention that science can explain mental 

disability carries with it the somewhat comforting sense that things are under control, that there 

are answers. By presenting his reality within the context of science, Phil attempts to present that 

reality as valid, explicable, and therefore acceptable. In this part of his speech he distances 

himself from deep disclosure, presenting mental disability as a monolithic, comprehensible entity 

rather than an individual experience. 

The fact-based, unemotional rhetoric Phil uses in the beginning of his speech implies 

internalized knowledge of the public perception of schizophrenic people as irrational and 

incoherent. Beyond the desire to inform, I believe his reliance on psychiatric explanation, 

presented in a teacherlike fashion, reflects a desire to combat possible negative perceptions about 
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hoZ a Vchi]ophUenic peUVon VpeakV and behaYeV. In UeVponVe Wo Whe inWeUYieZ qXeVWion, ³Do \oX 

think the Speakers Bureau speeches affect the stigma that surrounds mental disability in any 

Za\?´ Phil UeVpondV: ³B\ giYing VWXdenWV an XndeUVWanding of ZhaW menWal illneVV iV aboXW. I 

ZoXld alVo hope WhaW Whe\ ZoXld haYe a clinical YieZ of menWal illneVV. AVked ³Wh\ a clinical 

YieZ?´ he UeVpondV WhaW he VeekV Wo impaUW ³.  .  . almost a scientific view and a medical view.  If 

Whe\ [haYe] WhaW, I Whink Whe\¶ll be moUe faiU Wo WhoVe WhaW haYe menWal illneVV.´ Phil¶V cleaU, 

unequivocal style of presentation contradicts any unfair expectations an audience may have of 

encountering Whe ³ZoUd Valad´ oU ³YeUbal diaUUhea´ aWWUibXWed Wo VpeakeUV ZiWh Vchi]ophUenia 

(Walters 86). By structuring his speech in the logical fashion listeners expect from rational 

speakers, he seeks to give his words transactional worth. Presented through the persona of 

VcienWific ³e[peUW,´ hiV UheWoUic iniWiall\ VeekV Wo geW Whe aXdience Wo XndeUVWand and accepW Phil¶V 

conception of how mental disability works. 

As his speech progresses, Phil does move from a scientific discussion of mental disability 

into a description of his own experience with paranoid schizophrenia. In the following passage, 

he discloses details many people would find highly embarrassing to reveal:  

DelXVionV aUe one of Whe V\mpWomV of Vchi]ophUenia. YoX ma\ aVk ³WhaW¶V a delXVion?´ 

If I sa\ a delXVion I haYe .  .  . The delXVion Va\V, µThe\¶Ue moniWoUing eYeU\Whing \oX 

Whink, do, and Va\.¶ Well ZhaW am I VXppoVed Wo do ZiWh WhaW? What I do is, I put it in a 

bo[. IW¶V a WheUapeXWic deYice. IW¶V Zhen I can¶W figXUe oXW Whe delXVion. SomeWimeV 

someone may have a delusion about a satellite beaming down on you and monitoring 

\oXU bUain . . . If I don¶W ZanW Wo Whink aboXW iW an\moUe, I pXW iW in a bo[. 

By being willing to disclose these potentially embarrassing details, Phil presents his experiences 

as credible representations of mental disability.  He offers the audience further engaging 
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deVcUipWion Zhen he deVcUibeV hiV e[peUience ZiWh hallXcinaWionV of YaUioXV W\peV: ³SomeWimeV I 

tell myself everything I see is a hallucination. But what do you do about that if you think you 

haYe a hallXcinaWion? I alZa\V Well m\ V\mpWomV, I Va\, µI ZanW Wo Vee ZhaW iV WheUe. I ZanW Wo 

heaU ZhaW iV WheUe. I don¶W ZanW Wo haYe a hallXcinaWion!¶´ Here he speaks about his symptoms as 

entities outside of himself, as WhingV he can fighW b\ ³Welling´ Whem he doeV noW ZanW Wo 

experience them. He rhetorically reaches out to the audience to get them to take on his quandary, 

asking ³WhaW am I VXppoVed Wo do ZiWh WhaW?´ aboXW delXVionV and ³WhaW do \oX do aboXW WhaW?´ 

regarding hallucinations. Although deep disclosure does not constitute his entire presentation, as 

iW doeV RXWh¶V, Phil does use it in instances such as these. In doing so, he takes the chance that 

students in the audience will reject him as corresponding too closely to stereotypes of 

schizophrenic people that correlate the presence of delusions and hallucinations with danger to 

others. This despite his careful attempts to construct his ethos on the basis of the science 

surrounding mental disability.  

The possibility of rejection by the audience is one that Speakers Bureau members 

constantly face as part of the act of representing our realities to the students we address. What 

drives us, I believe, in the hope that some of these students will respond to our disclosures with a 

corresponding vulnerability or openness. We hope they will grant us the credibility we require to 

give our self-representations the power to persuade. 

Deep Disclosure and Audience Vulnerability 

 In providing deep disclosure, Speakers Bureau rhetors create vulnerabilities not just for 

ourselves but for our audiences as well. Some of these vulnerabilities involve exposure and can 

be experienced as threatening. They must be considered in any attempt to assess the value of 

deep disclosure. But some can be experienced by audience members as openings leading to 
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positive rhetorical outcomes such as a greater connection with oneself and between self and 

other. The possibility of such outcomes indicates the value of accepting the risk to speaker ethos 

that deep disclosure necessitates.  In his meditation on vulnerability and rhetoric, Richard 

Marback makes a useful comparison between empathy and vulnerability as they apply to 

aXdienceV foU anoWheU¶V UheWoUic. Empathy involves an openness to the influence of the other but 

inclXdeV Whe poVVibiliW\ of conWUolling one¶V UeVponVe Vo aV noW Wo UiVk one¶V oZn inWegUiW\. 

Vulnerability, however, involves greater risk, a risk to our sense of self, i.e. our integrity, or our 

oZn YieZV. AV MaUback pXWV iW: ³To be YXlneUable iV Wo be e[poVed Wo foUceV be\ond oXU conWUol, 

foUceV WhaW haYe Whe poWenWial Wo diVUXpW Zho Ze aUe´ (6-7). He does not consider vulnerability a 

necessarily negative thing, however, pointing out that certain vulnerabilities that involve positive 

acWionV can be conVideUed ³e[pUeVVionV of inWegUiW\´ (7). The SpeakeUV BXUeaX VWXdenW aXdienceV 

may find themselves made vulnerable by the deep disclosures of the person at the front of the 

room and this vulnerability can take either a threatening or an inviting form, depending on the 

ways in which the listeners respond to what they are hearing. Some of those responses may be 

automatic and others may depend on listener choice. 

Trauma is one potential, automatic response that can affect students if they themselves 

have experience with a mental disability or know friends or family members who do. Hearing 

about the difficult experiences of people with the same conditions as they have or know of in 

loved ones can cause feaU and hopeleVVneVV in liVWeneUV deVpiWe Whe SpeakeUV BXUeaX¶V chaUge Wo 

present our stories in an ultimately hopeful light. Fear may also result from getting the 

information that many mental disabilities strike people in their teens and early twenties, a point 

WhaW Phil VWUeVVeV in Whe infoUmaWion poUWion of hiV pUeVenWaWionV. In heU diVcXVVion of ³WUiggeU 

ZaUningV,´ inVWUXcWoU VWaWemenWV Wo VWXdenWV WhaW Vome coXUVe maWeUialV mighW geneUaWe negaWiYe 
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emotions and even traumatic flashbacks, Alison Kafer refers specifically to the effects of 

diVabiliW\ diVcloVXUe in Whe claVVUoom. She noWeV WhaW WheVe diVcloVXUeV ³ofWen Zill inYolYe 

hiVWoUieV of WUaXma.´ ³GiYen VXch hiVWoUieV,´ Vhe aVkV, ³ZhaW aUe Whe effecWV on, and ZhaW aUe oXU 

obligations to, the people we disclose to in our classrooms, our conference rooms, our 

conYeUVaWionV´ (4)? AW a WUaining foU poWenWial neZ VpeakeUV, GloUia VWUeVVed Whe impoUWance of 

caution when considering what kinds of details to disclose to impressionable, young minds.  

Seeing seemingly rational people talking about their experiences with mental disability 

ma\ alVo pUoYide a challenge Wo aXdience membeUV¶ VenVeV of Velf. If Whe\ peUceiYe WhemVelYeV aV 

³noUmal,´ Whe VpeakeU pUeVenWaWionV mighW WhUeaWen Whe inYiolaWe naWXUe of What perception. For 

students without mental disabilities, choosing to draw closer to the often-disturbing details of a 

VpeakeU¶V e[peUience UeqXiUeV Whem Wo adopW a YXlneUable VWance in Whe UheWoUical ViWXaWion. 

AccepWing Whe YiVibl\ UaWional VpeakeUV¶ naUUated realities means students have to acknowledge 

that mental disability might affect them someday. As Sander Gilman describes it:  

The banality of real mental illness comes into conflict with our need to have the 

mad be identifiable, different from ourselves. Our shock is always that they are 

Ueall\ jXVW like XV. ThiV momenW, Zhen Ze Va\, µWhe\ aUe Ueall\ jXVW like XV¶ iV moVW 

upsetting. Then we no longer know where lies the line that divides our normal, 

reliable world, a world that minimizes our fears, from that world in which lurks 

the fearful, the terrifying, the aggressive. We want²no, we need²Whe µmad¶ Wo 

be different . . . (13) 

Madeline Burghardt also notes this potential source of vulnerability for the students by 

UefeUencing M. ShildUick¶V conWenWion WhaW ³Whe YXlneUabiliW\ eYoked Zhen in cloVe conWacW ZiWh 

diVabiliW\ iV WhUeaWening, noW becaXVe of pUofoXnd diffeUence, bXW UaWheU becaXVe of pUo[imiW\´ 
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(560). In other words, attempting to understand the experiences of the speakers requires many of 

the students in the audience to admit to similarities between themselves and the people they 

mighW pUefeU Wo Whink of aV a comfoUWabl\ diVWanced ³Whem.´ 

 The potential for vulnerability that audiences experience as inviting also exists each time 

a Speakers Bureau member makes a presentation. It is true that faced with deep disclosure about 

anoWheU peUVon¶V menWal healWh VWUXggleV, aXdience membeUV can chooVe Wo moYe aZa\, 

V\mbolicall\, b\ conVideUing Whe diVcloVed deWailV fXUWheU VXppoUW foU VWigma: ³See, WhiV person is 

YeU\ VWUange and WUXl\ haV noWhing in common ZiWh me aV a hXman being!´ BXUeaX membeUV UXn 

this risk every time we narrate our non-normative experiences. As Kerschbaum explains, 

disability disclosures are not one-way streets. The audience for the disclosure must accept the 

UheWoU¶V conVWUXcWed diVabiliW\ idenWiW\ for the disclosure to succeed (62). The audience has this 

power in the rhetorical situation.  

But audiences have another choice. They can make themselves vulnerable to the 

influence of the mentally disabled speaker in a welcoming way, risking their sense of self by 

opening themselves up to the possibility of broadening that sense. If an audience member allows 

the speaker to move towards him or herself through deep disclosure, that person makes possible 

a challenge Wo Whe inWegUiW\ of VomeWhing he oU Vhe holdV deaU. WhaW Whe BXUeaX membeUV¶ 

inWimaWe UeYelaWionV challenge, I VXggeVW, iV Whe neXUoW\pical VWXdenWV¶ faiWh in Whe idea of 

normalcy. To maintain her sense of self, a student approaching Whe VpeakeUV¶ UeYelaWionV ZiWh 

good intentions would need to expand her idea of what it means to be human. She would have to 

accept people who experience strange emotions, thoughts, and behaviors into the fold of what it 

meanV Wo be ³XV.´ The aXdience membeU can UeVpond Wo Whe SpeakeUV BXUeaX membeU¶V 

willingness to make themselves vulnerable through deep disclosure by moving towards that 
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speaker in terms of a new perception of mental disability as, for lack of a better term, a natural 

part of human experience. 

Agency Through Vulnerability 

³If people Whink \oX¶Ue cUa]\, Whe\ don¶W liVWen Wo \oX.´ SpeakeUV BXUeaX membeUV openl\ 

disclose, to varying degrees, the details of our madness and intend that people will listen to us. 

Not only that they will listen to us but that they will accept our message of inclusion. In order to 

show ourselves as credibly mentally disabled, members of the Speakers Bureau make ourselves 

vulnerable through deep disclosure. The vulnerability thus created²vulnerability to the charge 

that as mentally disabled people we are not capable of accurate self-representation²is worth the 

risk. Through that same deep disclosure, we give our audiences the opportunity to respond to us 

with a productive vulnerability of their own.  By making ourselves vulnerable to our student 

audiences in rhetorical situations that encourage them to also make themselves vulnerable, the 

Speakers Bureau participates in scenes with the potential for rhetorical agency.  

Carolyn Miller calls on us to consider rhetorical agenc\ a ³kineWic eneUg\,´ one WhaW iV 

owned neither by the speaker or the audience but by the speaking (or writing) event (147). For 

m\ pXUpoVeV, Whe moVW impoUWanW paUW of MilleU¶V diVcXVVion iV heU aUgXmenW WhaW WhiV kineWic 

energy between speaker and audience can only exist if both the speaker and the audience 

membeUV aWWUibXWe agenc\ Wo each oWheU (150). AV Vhe e[plainV, ³RaWheU Whan haYing Wo haYing Wo 

posit an agent function existing in a totally abstract space, we can position it within the habitual 

or imposed patterns of attributions that rhetor or audience is prepared to make. The agent 

function, then, would be simply an indication of the ability or willingness of participants to 

aWWUibXWe a paUWicXlaU foUm of agenc\´ (MilleU 151). In Whe claVVrooms where Speakers Bureau 
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members appear, the assumption of rhetorical positions of vulnerability plays a role in these 

attributions of agency.  

By assuming the vulnerable rhetorical stance that comes with the provision of deep 

disclosure, members of the Speakers Bureau grant to the students in our audiences the power to 

reject the life narrations put before them. They can hear our deep disclosures and choose to find 

us repulsive. We hope, however, that the detailed descriptions we offer will instead make it 

enticing for audience members to draw closer to the realities being described. And by assuming a 

vulnerable rhetorical stance, the audience members, in turn, grant to the speakers the power to 

affecW Whe aXdience¶V peUcepWionV of people ZiWh menWal diVabilities either positively or 

negatively.  By granting the speakers credibility, they make themselves open to the construction 

of identities that might seem disturbing, especially when that openness includes the 

acknowledgement of the fact that mental disability can touch their own lives in some fashion. 

They open themselves up to believing in the existence and acceptability of realities they cannot 

compleWel\ XndeUVWand. In Whe conWe[W of Whe SpeakeUV BXUeaX¶V aWWempWV Wo fighW VWigma WhUoXgh 

narratives of self-diVcloVXUe, Whe VpeakeU and Whe aXdience membeU¶V ZillingneVV Wo Wake a 

vulnerable stance²to grant potentially change-producing agency to the other²can be seen as 

something necessary to rhetorical success. 

The VXcceVV of a giYen VpeakeU¶V claVVUoom presentation depends, I believe, on the extent 

to which we are willing to deeply disclose potentially embarrassing details about our 

e[peUienceV, making oXUVelYeV YXlneUable Wo Whe aXdience membeUV¶ jXdgemenW. HoZ cloVe aUe 

we willing to move towards the aXdience¶V abiliW\ Wo embUace oU UejecW XV? RXWh iV Zilling Wo 

moYe YeU\ cloVe, Phil leVV Vo. A highl\ YXlneUable VWance on Whe VpeakeU¶V paUW ma\ open Xp Whe 

possibility that at least some audience members will respond with a corresponding act of 
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vulnerabiliW\. ReVponding Wo Whe VpeakeU¶V openneVV, Vome VWXdenWV mighW find WhemVelYeV 

willing to try to imagine experiencing the thoughts, emotions, and behaviors depicted through 

speech. In this way, the students may attribute to the speaker the capacity to change their 

perceptions about mental disability. Moving closer through the act of attempting to understand at 

leaVW VomeWhing of Whe VpeakeU¶V deVcUibed UealiW\ coXld help Whe aXdience Wo Vee SpeakeUV BXUeaX 

membeUV aV paUW of ³XV´ UaWheU Whan aV paUW of ³Whem.´ In Whe claVVUoom, an agenWiYe UheWoUical 

effect might be achieved, not through the actions of one person or group but through the 

inWeUacWion of elemenWV, ZhaW MaUil\n CoopeU callV Whe ³dance of peUWXUbaWion and UeVponVe aV 

agenWV inWeUacW´ (qWd. in Kerschbaum   64).  When Speakers Bureau members speak through the 

vulnerable stance that makes our individual realities more palpable to people who, for the most 

part, do not know them, we open up possibilities for a commensurate and co-occXUUing ³UeWXUn of 

VeUYe´²the acceptance of life truths that need to be heeded in order for the public to better 

recognize all of its citizens.  
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CHAPTER 4 CONSIDERING DISCLOSURE IN ONE¶S OWN CLASSROOM 

As described in Chapter Three, members of the Speakers Bureau rely on the rhetorical 

tactic of deep disclosure to move the stigma-fighting effort forward. We make ourselves and our 

audience members vulnerable in the hope that this vulnerability will prove productive, drawing 

both speaker and listener closer to the other in understanding. In this chapter, I move away from 

the Speakers Bureau, undoing what I did in previous chapters by introducing and interrogating a 

situation in which the vulnerability engendered by deep disclosure may not have productive 

results. I do so to argue that the context of deep disclosure matters and to explore how it matters. 

I make the claim that it is possible, in some contexts, to fight stigma without engaging in public 

disclosXUe of one¶V menWal diVabiliW\. 

Deep disclosure in the Speakers Bureau context comes with risks that each speaker 

accepts²the risks of being considered incompetent, not credible, and simply not fully human. 

But there is safety as well in the relative anonymity of WhiV oUgani]aWion¶V work. Because we do 

not have an ongoing relationship with the young people we address, their influence on our lives 

is limited. When we enter high school and college psychology classrooms, we do not have an 

idenWiW\ oXWVide of ³the mentally ill person who is here to talk about what living with mental 

illneVV iV like.´ EYen Zhen Ze UeYeal oWheU aVpecWV of oXU idenWiWieV Wo encoXUage Whe VWXdenWV Wo 

think of us as complete human beings, the students continue to exist for us as pure audience. We 

enter their classrooms as strangers, disclose troubling aspects of our lives to try to persuade them 

not to stigmatize people with mental disabilities, and leave as strangers. Interaction ends there. 

In other contexts, such as employment situations, members of the Speakers Bureau are 

not strangers and thus do have to consider the possible risks inherent in disability disclosure. For 

example, when I enter my own undergraduate writing classrooms, I have the identity of 
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³WeacheU,´ one WhaW m\ VWXdenWV become familiaU ZiWh aV Whe VemeVWeU pUogUeVVeV. AV a ZUiWing 

teacher, I choose not to make even a limited disclosure of my mental disability to students. While 

deep disclosure serves my stigma-fighting goal as a Speakers Bureau member, I keep the 

mentally disabled aspect of my identity separate from my overt teacher identity. I see the latter as 

composed of a set of functions I perform in and outside the classroom. As long as my state of 

mental health allows me to perform those functions well, I see no reason to risk having my 

workplace competence called into question by a psychiatric diagnosis. A few semesters ago, a 

classroom incident that stigmatized mental disability challenged this decision to keep my 

condition hidden. The incidenW lefW me boWh eageU Wo leW VWXdenWV Vee m\ ³maUk´ and fUighWened of 

doing so. This chapter explores ways in which instances of ableism in the classroom are fraught 

for mentally disabled teachers. In it, I ask which positionality²mentally disabled person or 

neutral instructor²mighW beWWeU VeUYe a WeacheU¶V goal of addUeVVing such ableist incidents 

productively.  

In what follows, I describe what took place in the classroom that day and interrogate the 

pedagogical implications of my immediate reaction²the overwhelming desire to disclose my 

bipolar mood disorder. I explore what is at stake for mentally disabled teachers and students 

when the realities of mental disability stigma and pedagogy intersect. I examine how such 

teachers can get students to engage the issue of mental disability when it arises in the classroom, 

engage it in a way that involves accepting the idea of mental difference rather than rejecting it.  

B\ aVking ³WhaW coXld I haYe done?´ aboXW Whe VWigmatizing incident, I seek to contribute to the 

ongoing discussion about the advisability and potential of teacher disclosures of mental 

disability. As in the previous three chapWeUV, I conWinXe Wo XVe Whe WeUm ³menWal diVabiliW\´ Wo 

UefeU Wo ZhaW pV\chiaWU\ UefeUV Wo aV ³menWal illneVV.´ I XVe Whe foUmeU WeUm in keeping ZiWh Whe 
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disability studies contention that psychiatrically diagnosed conditions, while impairing, are not 

medical defects. 

Like the mostly high school aged students the Speakers Bureau addresses, college 

students are young enough to be still forming their attitudes towards people with mental 

disabilities. Thus, responding pedagogically to instances of mental disability stigma in the 

classroom matters. As Caroline Mann and Melissa Himelein observe about typically popular 

college psychology classes:  

There are few places in society where we have access to such a wide and captive     

audience, where a non-intrusive stigma intervention could be implemented with 

little extra effort or cost. To wait and attempt to reach these young adults after 

their attitudes have solidified and they have scattered throughout the workforce 

would be a major undertaking, with diminishing chances of success. (549) 

The stigmatizing incident in my classroom, which I describe below, involved a highly diverse set 

of students. They were united, however, in amXVemenW aW one VWXdenW¶V commenW aboXW bipolar 

mood disorder. My questions about how a mentally disabled teacher might respond to such 

ableist incidents haYe eYeU\Whing Wo do ZiWh Mann and Himelein¶V deVcUipWion of Whe claVVUoom 

aV a ³capWiYe aXdience.´ I Veek Wo XndeUVWand how to make the most productive use of this 

captivity in which teachers play a significant role. 

Frozen by Laughter 

Like any instructor, I build a classroom persona as each semester of teaching progresses. 

Part of the construction of my persona involves decisions about what details to reveal to students. 

A few semesters ago, I found myself teaching an ambitious, enthusiastic, intelligent group of 

young adults in a service learning class our university calls Writing and Community. Based on 
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the urban justice issues discussed in class, it made sense, at one point in the semester, to tell the 

students about my background as a housing/homelessness activist. I enjoyed their amused 

UeacWionV Wo m\ UeYelaWion WhaW I had been aUUeVWed ³noW once, noW WZice, bXW three times!´ foU ciYil 

disobedience. I felt comfortable making this diVcloVXUe becaXVe m\ ³cUiminal UecoUd´ iV a maWWeU 

of pride for me rather than a matter of shame. 

What I chose not to disclose to that class was the mental disability aspect of my identity. 

While unashamed of my condition, I nonetheless feared the public shaming, the stigma, that can 

attend its disclosure. I did not want my students to consider me dangerous, irrational, or 

incapable of peUfoUming m\ dXWieV in an\ Za\: ³She¶V cUa]\, and Vhe¶V gUading oXU papeUV?!´ If I 

am honest, I can say I chose to enjoy the privileged position of relative respect and human 

digniW\ WhaW ³paVVing´ aV neXUoW\pical allowed me in the classroom (Wolframe 3). 

Despite my regular participation in the activities of the Speakers Bureau, I was 

completely unprepared for the day the topic of mental disability arose in my own classroom. I 

had just finished describing a colleague who experimentally alternated teacher personas from 

semester to semester. One semester, he would approach his class in a very friendly fashion. The 

next semester, he would come in with a much tougher stance. Hearing this, a student, Avi, 

UeVponded ZiWh ³SoXndV like he¶V goW bipolaU mood diVoUdeU!´ The enWiUe claVV bXUVW oXW 

laughing. Mortified, I desperately wanted to say something to counter the swirling derision. 

Instead, I found myself frozen and smiling along. I felt outnumbered and powerless in the face of 

their obvious amusement at the thought of my disability. Their reaction and its seeming 

universality stripped me of my rhetorical agency. I did not feel capable of saying anything that 

would affect the situation. At that moment, I did not have rhetoric that would transform the 

derision into respect or at least empathy. 
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Here was an opportune moment to address stigma, it seemed, if I could just harness its 

potential in the right pedagogical way. I forced down my immediate impulse²to give the class 

pause by coming out the them about my own disability. I wanted to beat back the stigma but 

found my tools limited. All I felt I had was disclosure²Whe abiliW\ Wo Va\, ³He\, pleaVe don¶W 

laugh. I have a bipolar mood disoUdeU, and iW¶V noW VomeWhing Wo laXgh aboXW!´ ThiV ZoXld haYe 

silenced the class, certainly, and would have shamed Avi. But these were not my goals. I wanted 

to permanently end the stigma so clearly on display. Standing in front of the class as they 

laughed, I found my mind a blank. I also encountered a sense of shame, knowing I was letting 

my sisters and brothers in mental disability down by smiling along at bipolar mood disorder 

posited as a joke. 

Despite the overwhelming desire to disclose, I froze in class that day due to the emotions 

and potential consequences the very thought of such an action brought to the fore. Listening to 

Whe VWXdenWV¶ laXghWer, I felt extremely vulnerable and let that sensation keep me silent. I did not 

feel comfortable leaning into my vulnerability in the way I describe Ruth doing through deep 

disclosure in Chapter Three. I did not feel ready to embody Whe VXbjecW of Whe VWXdenWV¶ laXghWeU. 

In the classrooms Speakers Bureau members enter, stigma exists as a potential. We know the 

students live in a culture saturated with images that denigrate us, but we do not usually encounter 

direct instances of stigma. In contrast, Avi brought stigma into the writing classroom that day in 

a concrete way. RheWoUicall\, WhiV inWUXVion UeqXiUed me Wo ³Whink on m\ feeW´ aV a UheWoU rather 

than presenting prepared material the way I was used to doing as part of the Bureau. I found 

myself unable to do so.   

As noted, members of the Speakers Bureau risk rejection by people they most likely will 

never encounter again. If I revealed my mental disability to my class in UeVponVe Wo AYi¶V 
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comment, I risked rejection by people with whom I had an ongoing, working relationship. 

Disclosure could strip me of the respect and concurrent authority I believed I needed to carry out 

the functions of my job.  

My newfound sense of vulnerability created a problem in the classroom because it stood 

in the way of my belief, as a teacher, that I needed to make use of the teaching moment the 

stigmatizing comment had created. As an anti-stigma advocate, I heard an equally strong inner 

Yoice Va\ing, ³Do VomeWhing!´ Among my students, there must have been at least a few, if not 

more, who had experience with mental disability or knew people who did. They, at the very 

least, could have used a discussion of mental disability that did not involve mockery. Despite 

feeling vulnerable, I knew it was my duty as a teacher committed to socially relevant education 

to decide how to proceed. 

What I Had to Lose 

One emotion silenced me in the classroom that day²fear. I felt fear at the thought of 

disclosing a highly-stigmatized aspect of my identity. I did not want to begin wondering what 22 

sets of eyes might now see as they looked at me. It believed it important for my ethos that my 

students see me as capable, a quality that culturally circulating stereotypes of mental disability 

negate. As the teacher, I was used to having significant credibility in the classroom setting. 

Disclosure of mental disability could eradicate that ethos. Worse still, it could leave me with the 

kakoethos, oU ³bad VWaWe´ Johnson describes in her discussion of Senator Terry Eagleton (462). In 

a class focused on rhetoric, a teacher with kakoethos would be open to insinuations about her 

ability to pass unaffected judgment on student writing and student performance in general. 

Standing in front of my laughing students, I did not relish revealing my position as someone 
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whose rationality would be brought into question by kakoethos, not when rationality is the 

XnVpoken ³minimXm qXalificaWion´ of Whe inVWUXcWoU¶V job.  

I know that the symptoms of a mental disability such as mine only occur episodically, 

WhaW Wo be ³menWall\ ill´ doeV noW mean WhaW one iV e[peUiencing V\mpWomV aW all WimeV. Onl\ 

dXUing an ³epiVode,´ Wo XVe pV\chiaWUic paUlance, iV lack of UaWionaliW\ eYen an iVVXe. BXW m\ 

students, steeped in cultural stigma as I assumed them to be, may not hold this view. They may 

Vee Whe ViWXaWion aV ³Once menWall\ diVabled, alZa\V menWall\ diVabled.´  I foXnd m\Velf 

wondering if disclosure would make my students scrutinize my every move, especially because 

bipolar mood disorder remains a highly-stigmatized disorder as compared to, for example, 

depUeVVion. The Zild ³highV´ Whe pXblic aVVociaWeV ZiWh Whe foUmeU diVabiliW\ make iW eaVieU Wo 

mock. I have a hard time imagining a classroom laughing at the mention of depression as a 

condition on its own. 

 I feared losing authority if my students knew I had a disability that from time to time 

could affect my ability to think, feel, and behave rationally. I wanted to maintain my authority to 

set the parameters of a class, to keep discussion moving along, to evaluate student work, etc. 

These endeavors require that students have faith that you, the teacher, know what you are doing 

and are capable of doing it. In a way, the expectation of pervasive teacher authority is an ableist 

paradigm, one that does not account for instructors who may not always be able to meet the 

standard. For example, students expect their teachers to have their thoughts, emotions, and 

behaviors under control at all times. The possibility of my students losing faith in my ability to 

perform in the expected way was terrifying. While the institution grants the teacher her authority, 

the doubt of students can take it away. 
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When I thought later about my students laughing at the mention of bipolar mood 

disorder, I wished I could, through disclosure, get them to put aside their clear stigmatization of 

people with mental disabilities and replace it with the gifts they had in their power, as an 

audience, to bestow on me²the attributions of respect and dignity that all stigmatized people 

seek. In saying this, I clearly give all the power in the rhetorical situation to my students. This is 

what stigma can feel like. Fighting it verbally can involve a stance of supplication, at least when 

using the narrative disclosure tactics of the Speakers Bureau: ³PleaVe UeWXUn XV oXU digniW\ as 

felloZ hXman beingV!´ Standing frozen at the front of the class, however, I felt distinctly 

YXlneUable Wo Whe poVVibiliW\ WhaW I mighW Vpeak oXW, mighW Well a VWoU\ WhaW ³pXW my face on mental 

illneVV,´ and VWill noW UeceiYe Whe UeVpecW I cUaYed foU Whe newly revealed aspect of my identity. 

DXUing a laWeU diVcXVVion of m\ dilemma, a colleagXe aVked blXnWl\, ³Wh\ diVcloVe?´ I 

responded that to do so would be to seize a potentially powerful teaching moment, one which 

would give my students an opportunity Wo engage diUecWl\ ZiWh a VWigmaWi]ed ³oWheU.´ IdenWif\ing 

m\Velf aV WhaW ³oWheU´ coXld haYe opened Whe chance foU me Wo de-stigmatize not just my own 

mental disability but such disabilities in general.  Eager to enact that kind of a perceptual shift 

whenever and wherever possible, I came away from the incident wondering how I could respond 

to a similar incident of stigma: What kind of commentary, what rhetoric, could have turned the 

laughter into a transformative discussion of mental disability? This question has broader 

implications for other mentally disabled teachers who grapple with the issue of disability 

disclosure in the classroom. My scholarship is a small attempt to add to this discussion, with the 

understanding that the pedagogical fight against stigma can, student by student, lead to a more 

progressive and inclusive citizenry. 
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An Initial Pedagogical Response 

 After the incident mentioned above, I set to work coming up with a proper pedagogical 

response²an anVZeU Wo ³WhaW VhoXld I haYe done Vo aV noW Wo loVe a poZeUfXl Weaching 

momenW?´ I made a one-day lesson plan because I knew I could not spare more time for the 

stigma issue in a tightly scheduled, service learning focused writing class. The Speakers 

BXUeaX¶V meWhod of fighWing VWigma WhUoXgh naUUaWiYe diVcloVXUe dUoYe m\ WhoXghWV, aV did m\ 

belief that any classroom intervention would have to involve significant student discussion of the 

stigma that attends psychiatric diagnoses. As disabled college instructor, Deshae E. Lott, 

obVeUYeV: ³AlWhoXgh on one leYel VWXdenW Vilence UegaUding anoWheU¶V diVabiliW\ ma\ VXggeVW an 

embracing of the Other, on another level I know that to truly embrace alternatives and 

differences requires carefully considering them and grappling with the interplay of embedded 

cXlWXUal conVWUainWV´ (149). Like LoWW, I ZanWed m\ VWXdenWV Wo VWUXggle, Wo Whink aboXW and ZUiWe 

about what influences in their lives led them to the perception of mental disability that made 

them burst out laughing at the very mention of it. Like Lott, I wanted to encourage students to 

e[amine Zh\ Whe ³oWheU´ haV been e[clXded in Whe commXniW\ and Veek oXW Za\V Wo change that 

exclusion (151). What follows is my initial thinking and lesson plan for a class session in which I 

ZoXld ³VeW WhingV UighW.´: 

³AfWeU UeflecWion, I belieYe an inVWUXcWoU can destigmatize mental disability in the 

classroom by laying herself open to the very vulnerabilities an initial disability disclosure would 

bring to the fore. By risking through disclosure what there is to lose²specifically, classroom 

authority and the pose of overriding rationality²an instructor with a mental disability can 

create the chance to win a small victory for herself and her mentally disabled compatriots as 

Zell aV offeUing aW leaVW Vome of heU VWXdenWV Whe benefiWV of a bUoadened definiWion of ³XV.´  
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As a start, on the day in question, I could have leaned into my sense of being vulnerable 

to a loss of classroom authority by accepting, if not even welcoming, that loss. First, I would 

have to make my disclosure immediately after the laughter died down. With the benefit of 

hindsight, I imagine saying something like the folloZing: µThiV iV haUd Wo Walk aboXW, bXW I need Wo 

say something because I really like this class, and I respect you as people. I need to say that 

because these things are true, it troubles me to hear you laughing at the idea of bipolar disorder. 

It troubles me because I have that condition. I belong to a group of people that goes around to 

local schools and colleges talking about our experiences with mental disability. We do this to 

fighW Whe VWigma WhaW e[iVWV aUoXnd WheVe condiWionV. NoZ I¶m faced ZiWh an example of that 

VWigma UighW heUe in oXU claVV, and I¶d like XV Wo Walk aboXW menWal disability for a bit²not to 

embarrass you for making a comment or for having laughed at it but to see if we can figure out 

WhiV VWigma Whing WogeWheU. I¶Ye been impUeVVed with the way you guys have discussed other 

Vocial iVVXeV, Vo I¶d like XV Wo Wackle WhiV one, Wo Vee ZheUe Ze can geW in oXU XndeUVWanding of iW. 

And UighW Xp fUonW, I ZanW \oX Wo knoZ WhaW I Zon¶W be jXdging \oX baVed on an\Whing \oX Va\. 

ThaW¶V jXVW VomeWhing \oX¶ll haYe Wo Wake m\ ZoUd foU! So pleaVe feel fUee Wo be honeVW in \oXU 

commenWV dXUing Whe diVcXVVion I ZoXld like XV Wo haYe.¶ 

Next, I would ask students to write for a while about their connection to the issue of 

mental disability. I would do this knowing that it would be likely that some students may have a 

mentally disabled friend of family member or may be struggling with such an issue themselves. 

Although my disclosure may make them feel comfortable to do so, I would not expect or even 

encoXUage an\one Wo ³come oXW.´ RaWheU, I ZoXld aVk people ZUiWe aboXW Whe VoXUceV of WheiU 

perceptions of mental disability including any media sources they cared to name. By using 

writing as a starting point, I would hope to help students lessen the natural vulnerability they 
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might feel addressing such a topic²one that is socially stigmatized and one to which their 

instructor has a strong, personal connection. Next, I would ask those students who felt 

comfortable doing so to share their writing, to which the rest of the class could respond.  

The key here is that my narrative would be just one of several possible ones, rather than 

being the focal point of attention. Several members of the class would provide their own link to 

the issue. Ideally, I would save my speaking for last. To achieve true dialogue on such a sensitive 

topic, especially after a pedagogical intervention enacted by the instructor, students would need 

to feel comfortable joining the conversation from whatever standpoint they had at the moment. 

One of the most interesting moments of my experience with the Speakers Bureau came when I 

asked a gathered group of students what they had expected when they heard that people with 

mental disabilities ZeUe coming Wo Vpeak Wo Whem. One \oXng man Vaid, ³I e[pecWed \oX Wo be 

dUooling and Zheeled in in a ZheelchaiU.´ ThiV commenW ZaV folloZed b\ fXUWheU e[planaWionV 

that the images they had of mentally disabled people came from asylum scenes in the movies and 

on television. If some of my students mentioned similar sources for their impressions of mental 

disability, while others might at least know people with such disabilities, I can envision a spirited 

discussion of stigma ensuing. 

 When it came to my time to speak, I would offer the students an abbreviated version of 

Whe pUeVenWaWion I giYe in pV\cholog\ claVVeV, Wo giYe Whem a glimpVe of one peUVon¶V e[peUience 

with mental disability. Doing this would require me to make myself vulnerable to the fear of 

being judged as irrational based on even brief descriptions of the two poles of my disability²

mania and depression. 

The steps of the lesson plan I propose for use in a classroom where the subject of mental 

disability µpops up¶ unexpectedly begin with the first act²teacher disclosure. I see the disclosure 
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aV XVefXl becaXVe iW ZoXld giYe VWXdenWV an oppoUWXniW\ Wo TXeVWion Whe ³oWheU´ and Wo Vee a 

³face of menWal diVabiliW\´ WhaW does not match stereotypes they may hold. Each step that follows 

²the writing and the unfolding of the ensuing discussion²is based on keeping both the teacher 

and each student open to the vulnerabilities they face as members of a dialogue. The students 

will individually decide whether to embrace those vulnerabilities by entering the discussion in 

certain ways. Their participation is not something the teacher can guarantee or control. All she 

can do is set things in motion through her initial disclosure of a stigmatized identity. It would not 

be the WeacheU¶V job Wo ³Zin´ Whe affiUmaWion of heU aXdience. In facW, Vhe ZoXld ceaVe Wo YieZ 

the class as an audience at all. Instead, the entire group would make themselves individually 

vulnerable to negative outcomes in the search for a positive, stigma-reducing, positive one. All 

involved would encounter the possibility of transformation. Students might know a 

transformation of previously stigmatizing perceptions of mentally disabled people, and the 

teacher may find herself transformed in the act of listening to her students to learn what they can 

teach her about the origins and workings of stigma.  

Consider that day in the classroom. What if, after my initial disclosure statement, I had 

set up a classroom writing and discussion session as described here? What if I had let go of the 

rhetorical stance of disabuse² ³No. You are wrong, and I am going to show you why!´²and 

offeUed Whe opWion of ³LeW¶V appUoach WhiV Wopic of menWal diVabiliW\ and VWigma WogeWheU Wo WU\ Wo 

XndeUVWand iW beWWeU´? I would be putting my students in a vulnerable position in that they might 

worry how honest they could be about some of their opinions about mentally disabled people if 

they were negative ones. Some might also be encouraged to risk coming out about their own 

mental disability. Others might experience the discomfort of hearing that mental disability can 

affecW an\one and WhaW iW ofWen hiWV people in WheiU eaUl\ 20¶V.  
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Meanwhile, I, too, would experience a host of risks. What if the lesson plan met with 

silence despite its best efforts to generate discussion? What if this golden opportunity to fight 

stigma did not pan out, dissolving instead into chaos and washing down the tubes, leaving me 

exposed in front of my class? What if the students did not understand or empathize with mental 

disability, despite my best efforts at inclusive discussion?   I feel comfortable engaging these 

risks for the potential pedagogical and stigma-fighting benefits offered by a lesson based on 

teacher disclosure of disability and the embrace of mutual vulnerabilities in the classroom.  By 

putting the teacher and her students on the same rhetorical footing, a footing dependent on 

vulnerability, such a plan can make truly productive dialogue possible.´ 

The lesson plan above represents my earnest desire to react constructively to an instance 

of stigma in my classroom. To interrogate this plan, I turn now to scholarship on both disability 

disclosure in the classroom and the role of teacher identity. The work of some scholars suggests 

that by making personal disclosure the first part of my lesson plan, I could unintentionally lessen 

the chances of enacting a successful stigma-fighting intervention in the classroom. Brenda 

Brueggemann and Debra Moddelmog discuss risks present for the teacher who undertakes 

disclosure of a hidden element of his or her identity. For both authors, the decision to come out 

to their literature classes²Brueggemann as hard of hearing and Moddelmog as lesbian²

involved serious concerns: 

Even our recognition that naming our identities will improve the functioning of 

our classes .  .  .  . is not enough to eliminate our discomfort and worry about how 

the information will be received, processed, and returned. Brenda worries that 

students might read her disability identity with pity or might question her 

intellectual ability or authority because of WheiU peUcepWion of miVVing µfacXlWieV¶; 
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Debra is concerned that students might react to her lesbian identity with vitriolic 

or even violent homophobia. Moreover, the act of naming our invisible and 

supposedly private identities may be taken as an attempt to turn the classroom 

away from knowledge and toward intimacy, which can be troubling for both our 

students and ourselves, since we have been conditioned to see the classroom as 

only an intellectual space. (314-15) 

While I do XndeUVWand Whe aXWhoUV¶ ZoUU\ aboXW bUinging ZhaW VWXdenWV ma\ conVideU Whe 

³pUiYaWe bXVineVV´ of Whe WeacheU inWo Whe pXblic Vpace of Whe claVVUoom, I do noW Vee inWimaWe 

revelations and the pursuit of knowledge as necessarily dichotomous undertakings. If I simply 

started talking about my mental disability in class one day, not connecting this disclosure to any 

incident or other topic relevant to the class, I would certainly expect my students to scratch their 

heads. Like Hilary Selznick, I would wonder if my disability disclosure in the classroom might 

leave students feeling I was oversharing (10). LoWW¶V memoU\, fUom heU VWXdenW \eaUV, of the 

resentment peers felt towards instructors who seemed to disclose excessively would also give me 

pause. Students viewed such teachers as egotistical and resented being treated as a captive 

audience (143). I would not expect a charge of narcissism from students in the classroom context 

I imagine, however, where I would carefully frame my personal disclosure as the jumping off 

point for helping students explore the concept of mental disability and the stigma that 

accompanies it. I would hope that their recent participation in a stigmatizing classroom incident 

would make the pedagogical need for this exploration clear. True, students may feel like 

³capWiYeV´ Wo VXch a leVVon plan, bXW VXch a feeling can e[iVW UegaUding Whe inWUodXcWion in Whe 

classroom of any topic that makes students uncomfortable. This feeling of discomfort when 

faced with a newly disclosed idenWiW\, an ³oWheU´ in Whe claVVUoom, can be haUneVVed pUodXcWiYel\ 
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if instructors are open to beginning discussion where students are regarding an uncomfortable 

topic, rather than where we might like them to be.  

My suggested lesson plan does ask for a relatively immediate, high level of student 

comfort with a very difficult topic, a level of comfort and familiarity I now realize I would need 

much longer than one class period to establish. Jonathan Cheu describes a class he taught at Ohio 

State University called ³CXlWXUeV and LiWeUaWXUeV of DiVabiliW\.´ AV a YiVibl\ diVabled WeacheU, 

(Cheu uses a wheelchair), he was dismayed one day when faced with student silence regarding 

one of the class texts. He observes that students had three reasons for silence concerning 

diVabiliW\: ³noW being diVabled oU noW knoZing an\one diVabled, neYeU haYing been aVked Wo 

conVideU diVabiliW\, and diVabiliW\ being a µpeUVonal iVVXe¶ no one Walked aboXW .  .  .  . And, 

becaXVe Whe\ ZeUe noW WhemVelYeV µdiVabled,¶ Whe\ felW Whe\ had no authority to speak, write, or 

Va\ an\Whing aboXW diVabiliW\. IW ZaV Whe claVVic ³XV/Whem´ binaU\ aW ZoUk´ (BUXegemann eW. al. 

388). Cheu explains that once he got the students to start talking, their questions were very basic. 

For example, instead of addUeVVing Whe WheoU\ and ³hoW-bXWWon iVVXeV´ he ZanWed Wo diVcXVV, Whe 

class wanted to know if they should hold the door open for people in wheelchairs.  

CheX Ueali]ed WhaW he had Wo VWaUW Whe claVVUoom diVcXVVion fUom Whe VWXdenWV¶ enWU\ poinW 

into the isVXe of diVabiliW\. He obVeUYeV, ³And alWhoXgh [anVZeUing WheiU baVic qXeVWionV] 

peUhapV, XnZiWWingl\, VeW me Xp aV Vome µpaUagon of diVabiliW\,¶ iW alVo, I Whink, cUeaWed a 

common vocabulary and validated their experiences and discomfort. It created for us a place to 

Vpeak´ (BUXegemann eW. al. 389). CheX¶V desire to start discussion at the point of disability theory 

and hot-button issues echoes the intentions of my initial lesson plan. While this plan speaks of 

encouraging students to enter the discussion fUom ³ZhaWeYeU VWandpoinW Whe\ [hold] aW Whe 

momenW,´ iW VWill fXncWionV aV my plan in that it approaches the topic of mental disability by going 
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straight to the theory I want to talk about²the construction of stigma. It does so without 

accounting for the probability that mental disability, in and of itself, is a topic about which young 

adults might only be beginning to think. They may have questions and concerns much more 

baVic Whan ³HoZ doeV oXU VocieW\ conVWUXcW VWigma?´ M\ leVVon plan doeV noW Wake Whe potential 

for student discomfort with mental disability into account. Just as Cheu finds the careful creation 

of ³a place Wo Vpeak´ neceVVaU\ in Whe claVVUoom befoUe hiV VWXdenWV coXld ZUiWe ZiWh depWh and 

passion about disability, I would have to spend many class periods with my students to arrive at a 

place where we could delve comfortably into the topic of mental disability stigma. In a writing 

class not focused on disability, students would probably find themselves at a loss in the face of a 

teacher¶s disclosure of mental disability because they would lack the conceptual tools a 

disability-based course would give them to approach the topic with. 

The teachers mentioned above all manage to disclose their disabilities in the classroom 

and conduct engaged classroom discussions about issues related to disability because they teach 

semester-long classes focused on the topic. Getting to a point of comfortable, or uncomfortable 

but functional, classroom discussion about such a fraught issue takes time. As Brueggemann and 

Moddelmog explain: 

In the classroom, we head toward the continual rather than the momentary, 

turning the naming of our identities from a onetime confession into a process 

linked to a theory about identity. From this perspective, our coming out is not so 

much a functional disclosure as a strategic performance. We subsequently situate 

our named identities as claimed identities and explore the relationships, both 

oppressive and enabling, between what has been named (a positioning of identity 

as absolute) and what has been claimed (a positioning of identity as contingent). 
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Thus, the moment of coming out turns into a movement, a bidirectional process of 

communication in which we and our students must do more than simply 

encoXnWeU a ³VecUeW´: Ze and Whe\ must examine it. That examination is 

sometimes comforting, sometimes discomforting, and sometimes both at once. 

(315) 

A single class period would not give my class enough time to do much more than encounter my 

³VecUeW´ bUiefl\. A pUodXcWiYe e[aminaWion of it, one that could eventually get to the issue of 

stigma and its workings, would require sustained focus. A productive examination of mental 

disability could also open the way, as Brueggemann and Moddelmog suggest, for a larger 

classroom discussion of identity. This might help students engage with the concept of otherness, 

something that could forestall future instances of stigma in my classroom and others. 

Besides its limit in scope, my plan also naively assumes that my students and I need to 

somehow achieve equal power in the classroom for them to feel comfortable enough to openly 

discuss their true perceptions about mental disability and mentally disabled people. Such equality 

would be impossible and, I now believe, unnecessary for us to attain. Even though my disclosure 

could have the immediate effect of making students doubt my competence as a teacher, I would 

still possess significant authority in terms of being the one with the power to grade their 

peUfoUmance aV VWXdenWV.  KaUen KopelVon ciWeV CheU\l JohnVon and ShiUle\ Logan¶V e[peUiences 

aV WeacheUV maUked b\ diffeUence, noWing, ³boWh Logan and JohnVon ZaUn WhaW, in a moVWl\ ZhiWe 

claVVUoom, Whe meUe pUeVence of a Zoman of coloU µaW Whe fUonW of Whe Uoom¶ ofWen µiV Uead aV a 

signal that now oral and written expressions of ideas may need to be suppressed lest they offend 

the person who will evaluate them¶´ (126). AW fiUVW glance, WhiV ZaUning ZoXld Veem Wo pXW a 

damper on my lesson plan. After all, how effective would my students find assurances that I 
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would not judge them for their views about mental disability when I had just revealed myself as 

mentally disabled and had indicated being upset enough by their show of stigma to make stigma 

the topic of class discussion in the first place?   How willing would they be to air negative 

perceptions shaped by stigma, the very airing necessary to fuel a productive discussion?  

I understand KopelVon¶V aVVeVVmenW WhaW Whe YeU\ idenWiW\ of a WeacheU ZiWh a non-

dominant identity might silence the free expression of students who belong to the dominant 

group. However, I believe she puts too much emphasis on visible elements of identity, such as 

Uace, Zhen a WeacheU¶V classroom ethos, heU VWXdenWV¶ WUXVW in heU, iV VomeWhing bXilW oYeU Wime, 

something dependent on elements beyond identity markers.  I build this trust with students 

through our discourse and growing rapport as a semester progresses, through fairness in 

classroom conduct and grading, and through maintaining a sense of humor in the classroom. 

While I cannot in any way guarantee that my students would respond to my suggested lesson 

plan by overcoming the natural fear of offending me, my instinct regarding our nurtured 

relationship as interlocuters suggests that they might do so, especially if I demonstrate my 

openness to questions about my disability in the way that Cheu does about his. 

 Beyond fear, Kopelson also points to resistance as a reason students may not respond 

positively to my attempts to get them to write about and discuss their relationships to mental 

disability, including their connections to stigma. She speaks of the risk run by composition 

teachers whose very identity²as women, as people of color, as gay or lesbian²causes student 

resistance to their attempts to address issues of difference in the classroom (121). The students 

resist such discussions because they view these teachers as too personally invested in the subject 

matter at hand (126). They suspect a political agenda woven into classroom instruction. This 

possibility of student resistance to discussions facilitated by teachers with visible or stated 
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identities that differ from the white, heterosexual, male, able norm has me thinking about the 

resistance my initial lesson plan to combat stigma might encounter because it starts off with my 

disclosure of mental disability. StudenWV ma\ Vee me aV an ³oWheU´ Wo UeViVW UaWheU Whan an ³oWheU´ 

they want to engage. They may resent being made to discuss a topic in which the teacher has so 

obvious a stake.  

Again though, I feel that Kopelson exaggerates the possibility of such student resistance 

or at least neglects to factor in the relationship of trust an instructor can build in the classroom by 

truly illustrating her respect for all the kinds of students present, including those who may 

initially resist discussing difference. My stake in the topic of mental disability stigma would be 

clear, yes, but students would have had experience in my class with discussing issues in which 

Vome claVV membeUV had moUe of a VWake Whan oWheUV. If WUXVW in Whe WeacheU¶V UeVpecW of diYeUVe 

opinions is present, her stake need not loom larger than that of others. Also, the topic at hand, 

mental disability, is one that crosses all other identity lines. People of all races, classes, 

sexualities, genders, abilities, etc. face mental disability or know people who do. This fact might 

motivate class discussion by generating a unified interest in the topic, one that might overcome 

any resistance that might exist. 

Overcoming Student Resistance²The Value of Choosing Not to Disclose 

I developed my one-class lesson plan in the hope of using my personal disclosure of 

mental disability to stimulate lively classroom discussion of how and why people with 

psychiatric diagnoses experience stigma in our culture. Considering the need for a much longer 

period of classroom intervention to adequately address the topic, as well as the possibility that 

disclosure on Whe WeacheU¶V part might lead students to resist discussion in the ways Kopelson 

suggests, I now believe a disclosure of disability, as part of a one-class lesson, would not 
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adequately serve the purpose of pedagogically taking on the stigma circulating in the classroom 

of a mentally disabled instructor. Nonetheless, I consider finding a way to do so part of my duty 

as an anti-stigma advocate, one whose identity as a teacher affords her unique opportunities to 

Ueach a ke\ ³aXdience´ in Whe VWUXggle. A WeacheU¶V diVcloVXUe of diVabiliW\ mighW pUoYe inWUXViYe 

and counterproductive to discussion, but what might happen as the result of a classroom 

intervention that did not involve such a disclosure?  

Let us assume the initial lesson plan I proposed would indeed to fail to produce 

productive discussion that would lessen the stigma that swirls around mental disability. What if I, 

or any other mentally disabled teacher, have not developed the level of trust with our students 

that we think we have, and they resist discussion of a fraught topic? Given this possibility, I turn 

to another option for action for mentally disabled teachers who find themselves confronted with 

an instance of stigma in their writing classrooms. Specifically, I seek a way to lessen the 

possibility of resistance to instructor attempts to encourage students to address their own biases.   

Kopelson makes a controversial and intriguing suggestion as to how teachers with clearly 

³diffeUenW´ idenWiWieV can leVVen VWXdenW UeViVWance Wo Whe diVcXVVion of VXch diffeUenceV in the 

classroom, resistance she believes impedes learning. She argues that teachers who occupy visible 

minority positions in the classroom need to adopt poses of neutrality as instructors, poses that 

emphaVi]e Whe WUadiWional ³WeacheU in conWUol´ d\namic, WhXV de-emphaVi]ing Whe WeacheU¶V 

identity:  

.  .  . if students are indeed shutting down in the face of teaching practices 

peUceiYed aV ³heaY\ handed´ and ³coeUciYe,´ Ze ma\ need Wo deYelop a diffeUenW 

pedagogical focXV Whan Woda\¶V ofWen e[pliciW and emphaWic focXV on diffeUence; 

Ze ma\ need Wo µlook aW VWUaWegieV WhaW pUeclXde long WeUm anWagoniVm¶ bXW WhaW 
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still allow and encourage students to engage critically with sociopolitical issues. 

(121) 

By adopting a pose more distanced from their own identities, Kopelson notes, teachers with 

visibly different idenWiWieV can ³incUeaVe VWXdenWV¶ cUiWical inYolYemenW ZiWh difficXlW iVVXeV b\ 

decUeaVing WheiU pUeoccXpaWion ZiWh Whe WeacheU¶V idenWiW\ poViWion´ (126). While iW makeV VenVe 

WhaW leVV emphaViV on a WeacheU¶V idenWiW\ poViWion mighW incUeaVe VWXdenW Zillingness to engage in 

discussion of issues related to that identity, Kopelson here assumes that teachers with visible 

identity positions always behave antagonistically towards students who might disagree with them 

in classroom discussions. She also assumes that a teacher who engages her identity position in 

the classroom somehow has less authority in the eyes of the students. This could be the case if 

students view identity as equivalent to bias but would not be true if students are sophisticated 

enough to differentiate between the two. 

In m\ ZUiWing claVVeV, I do noW haYe a ³YiVibl\ diffeUenW´ identity position like the ones to 

which Kopelson refers. My long-WeUm ZellneVV alloZV me Wo ³paVV´ aV neXUoW\pical. KopelVon¶V 

advocacy of teaching through a ³peUfoUmance of ³neXWUaliW\´ VXggeVWV Wo me a Yalid UeaVon for 

teachers with mental disabilities who can do so to keep our positionality as mentally disabled 

hidden. From this stance, we could engage students in a discussion of their views on mental 

disability while avoiding the possibility of resistance a personal disclosure might engender. 

When AYi Vaid, ³SoXndV like he¶V goW bipolaU mood diVoUdeU,´ I fUo]e becaXVe I did noW ZanW Wo 

lose my authority as a teacher. The neutral performance Kopelson suggests relies on that 

authority distracting attention aZa\ fUom Whe WeacheU¶s position on the issue at hand. The advice 

to assume a neutral position assumes that students might not grant authority to an instructor they 

consider biased. Citing Kenneth Burke, Kopelson calls performances of neutrality in the 
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claVVUoom XVefXl ³UheWoUic on Whe edge of cXnning´ (130). She conVideUV VXch cXnning pUacWical 

rather than unethical, a masquerade designed to engage students rather than a selling-oXW of one¶V 

identity. With student engagement with the issue of stigma as the overriding goal, I am willing to 

agree that to dissemble about one¶V mental disability identity, in this instance, is indeed not to 

sell out. 

 As indicated by my wording at the beginning of the original lesson plan I developed² 

UegaUding XVing diVcloVXUe Wo ³Zin a Vmall YicWoU\ foU [m\Velf] and [m\] mentally disabled 

compatriots´²I felt guilt for not immediately letting my students know my direct relationship to 

the source of their amusement. This sense of guilt relates to my conviction that individual mental 

disability disclosure, in any context, is an act of courage, undertaken in solidarity with, and thus 

in support of, the many people who stay hidden due to the stigma that adheres to psychiatric 

diagnoses. When the ableist incident occurred in my classroom, my instincts as an activist said 

that to remain silent when an opportunity for action arises is a sign of cowardice. While these are 

deeper issues worth exploring more closely, for my purposes in this chapter, I stick to a 

consideration of individual disability disclosure as it intersects with the needs of pedagogy. 

Having done so, I see the pedagogical potential of holding back on disclosure in the classroom 

Zhen VXch ³inacWion´ can VWill VeUYe Whe goal of fighting stigma.  

A Pedagogical Response Reconsidered 

If a mentally disabled teacher chooses not to come out about her disability because her 

role as the person at the front of the classroom may stymie the value of that choice, how can the 

³oWheU´ Vpeak Wo WhaW WeacheU¶V writing students when they most need to listen? Kopelson 

captures the tricky dynamics of a classroom attempting to deal with issues of difference when 

she observes: 
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WhaW BUodke\ VeYen \eaUV ago called µWhe endleVV VpecWacleV of Whe WeUUoU of 

diffeUence¶ aUe onl\ becoming moUe VpecWacXlaUl\ WeUUif\ing, and VWXdenWV¶ 

frequent embodiment of this terror and their resistance to its interrogation demand 

our continued and continually inventive pedagogical attentions and interventions. 

Certainly, no one knows this more or more acutely than those of us who stand 

before our students as the very subjects/objects of their terror every day. 

However, many of us who are thus positioned have also come to know that the 

representation of our true selves and /or our insurgent politics is both not enough 

and at times is counterproductive. (140) 

M\ VWXdenWV¶ laXghWeU aW Whe WhoXghW of bipolaU mood diVorder certainly indicated a resistance to 

the very thought of mental difference and could easily have also hidden the kind of terror of 

difference Kopelson cites. As an alternative lesson plan, I encourage other mentally disabled 

teachers to lessen and educate that terror by bringing it face to face with people who can tell 

students about the experience of mental disability while not coming from a position of power in 

the classroom. I suggest inviting members of a Speakers Bureau, or, ideally, members of a group 

of mentally disabled students from campus, to class to interact with students. A teacher can 

locaWe a SpeakeUV BXUeaX b\ conWacWing Whe local coXnW\¶V CommXniW\ MenWal HealWh 

organization to see if they sponsor a set of speakers. Local mental health support groups 

composed solely of people who have mental disabilities may also have members who participate 

in advocacy through public speaking. 

 I say invited speakers should interact with rather than simply speak to students because I 

would want the Speakers Bureau members I know to assume a more participatory role than we 

do in our usual classroom presentations. In the presentations I observed, the speakers seemed in 
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many respects to function the way I often felt I was functioning, as a bug brought in for 

inspection by students who had studied the workings of that bug in their textbooks. Presenters 

take questions after their speeches, but the Q and A does not take the form of a dialogue. I only 

experienced dialogue with students during the Q and A period noted in my initial lesson plan, 

when I asked the students what they expected when they heard that mentally disabled people 

were coming to their class to speak. 

 Wanting dialogue between my students and the presenters, I suggest preparing the invited 

Speakers Bureau members to facilitate interaction. For my class, I would ask them to come in 

with the following set of questions, adapted from a list I used to generate discussion in a stigma-

fighting workshop I organized for the Bureau: 

1. How do you think the public views mental disability? To what do you attribute 

this view or these views? 

2. How do you think the public views people with mental disabilities? To what do 

you attribute this view or these views? 

3. Have you or someone you know ever experienced stigma due to mental 

disability? 

4. If you are willing, please describe that experience or those experiences. 

5. How do you want people to perceive you as a person? 

6. Do you think people with mental disabilities and those without them are the same, 

essentially? If so, why so? If not, why not?  

7. HoZ do \oX UelaWe, peUVonall\, Wo Whe WeUm ³noUmal´ aV iW opeUaWeV in oXU cXlWXUe? 
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8. Are there things about mental disability or stigma that you feel you have learned 

today that you did not know before? If so, can you describe what you have 

learned? 

9. Are there things about mental disability or stigma that you feel you do not yet 

understand and would like to learn? If so, what are some of these things? 

10. What additional questions can you come up with together, to ask each other? 

 
I suggest the following set-up in the classroom: Presenters sit with small groups of students. If 

enough presenters are available, a one-to-one student to presenter ratio would be ideal. 

Presenters should take about 15 minutes to narrate their mental disability experience to their 

group of students. Afterwards, the speakers and the students can work together to respond to the 

list of questions, with both the speakers and the students making contributions to the responses 

and taking notes on them.  The instructor collects each gUoXp¶V UeVponVeV aW Whe end of Whe claVV 

and distills them into a document he can share with both students and the presenters who 

attended the class. 

 I base this class design partly on Mann and Himelein¶V UeVeaUch, Zhich Whe\ VXbWiWle ³an 

inWeUYenWion Wo UedXce menWal illneVV VWigma in Whe claVVUoom´ (545). The UeVeaUcheUV compaUed a 

psychology classroom intervention based on the first-person narratives of mentally disabled 

people with a more traditional approach in which students learned about mental disability 

through more distanced, third-person explanations focused on medical diagnoses. Their 

conclusion²that the introduction of first-person narratives into the classroom led to stigma 

reduction while education without the narratives did not²VXppoUWV Whe SpeakeUV BXUeaX¶V XVe of 

narrative as a stigma fighting rhetorical method. What truly intrigued me, however, was the 

folloZing finding: ³ConWacW iV moVW effecWiYe Zhen WheUe iV µeqXal VWaWXV¶ beWween individuals 
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with mental illness and participants, as in the case of students speaking with other students or 

WZo peUVonV coopeUaWing on a WaVk´ (546). The SpeakeUV BXUeaX¶V ³peUVon/bXg in fUonW of Whe 

claVVUoom´ UheWoUical VWance doeV noW cUeaWe an aWmosphere of equal status between the speaker 

and the listening students. By having students in our classes working in small groups with a 

speaker on the task of exploring mental illness and stigma together, as equals outside of the 

power dynamic the teacher¶s involvement would impose, we might create a rhetorical situation 

in which the students and the speakers can learn from each other. By speaking and working 

together across difference, they can begin to break down the barriers caused by stigma. I suggest 

proposing the exercise to a Speakers Bureau or other group of presenters as an opportunity to 

both fight stigma and hone their rhetoric. By working together with students, they might gain a 

deeper understanding of the ways the young minds in their audiences approach both the topic 

and nature of their presentations.  

 It is important that the people who come to speak to students about mental disability are, 

indeed, people who have lived the experience of mental disability. An instructor might be 

tempted to invite a psychiatrist or psychiatric social worker into the classroom to talk about what 

these professionals ZoXld call ³menWal illneVVeV.´ Doing Vo ZoXld be coXnWeU-intuitive to the 

effort to have students hear from ³Whe oWheU´ UaWheU Whan about her. The face that the latter would 

put on mental disability would, by definition, be the face of medical diagnosis, suggestions of 

how the mentally disabled person fits various categories of symptoms rather than the 

presentation of this kind of individual as a whole, human being. 

 I suggest introducing the exercise to students as soon as possible after a stigmatizing 

incident. With the Writing and Community class in question, I would do so in the following way: 

³BecaXVe I like \oX Vo much as a class and have been impressed with the open-minded way you 
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have approached issues of cultural difference before²such as when we have discussed 

homelessness, religious differences, single motherhood, etc.²it surprised me the other day when 

everybody seemed to crack up when it was suggested that my colleague who behaved in 

different ways at the start of each semester had bipolar mood disorder. The laughter reminded me 

how much stigma is still attached to diagnoses of mental disability. I worried about that because 

I¶m VXUe aW leaVW Vome of \oX knoZ people Zho deal ZiWh mental disability and possibly some of 

you deal with it yourselves. So, in keeping with our class focus on listening to and trying to 

understand people different from ourselves, I want to break into our syllabus and explore the 

Wopic of menWal diVabiliW\ WogeWheU, And I WhoXghW, µWhaW beWWeU Za\ Wo VWaUW Walking When Wo bUing 

in Vome e[peUWV, people Zho liYe Whe UealiW\ dail\?¶´  

 During the next class period, some anti-stigma advocates who are part of a local group 

called the Speakers Bureau will come in to engage you in discussion. First, they will talk about 

their experiences with mental disability, and then you will get together with them in teams to 

explore the issue further. Their goal as an organization is to lessen the stigma that exists around 

psychiatric diagnoVeV. I¶m hoping \oX can aVViVW Whem in WhaW WaVk b\ ZoUking WogeWheU Wo anVZeU 

the following questions. (At this point, I would hand out the list given to the Speakers Bureau 

members). We only have one class period, so it will just be a start, but what I hope we can do is 

UaiVe Vome pUodXcWiYe qXeVWionV aboXW menWal diVabiliW\ and VWigma.´ 

 Because the lesson plan described above exists as a response to a single incident in the 

classroom, it will be especially important not to single out the student who made the troubling 

comment. I believe the best way to do this is to explain to the class that while the comment itself 

was a point of concern, it was the class reaction, the laughter, that made mental disability stigma 

something I wanted to bring to their attention. Saying this might take at least some of the 
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attention off the student who made the comment and require the class to think instead about their 

reaction to it. I also suggest presenting students with a mini-lecture about instances of mental 

disability stereotypes as they exist in popular culture. Doing so might help them see that they are 

noW ³gXilW\´ of Vome hXge ZUongdoing but rather have imbibed the stigma that saturates their 

environment. Lessening potential guilt on their part for having participated in laughing at mental 

disability may lower any resistance to talking about the topic that might linger. 

 How does this alternative lesson plan address or fail to address the shame I felt when I 

froze in the classroom, shame engendered by the knowledge that I failed to immediately defend 

my compatriots in mental disability? While the decision not to disclose to a class in need of a 

stigma-fighting intervention may seem like a coZaUdl\ one, I belieYe a WeacheU¶V dXW\ Wo pUoYide 

a pUodXcWiYe e[peUience foU VWXdenWV, Whe dUiYe Wo ³keep VWXdenWV open, keep VWXdenWV leaUning, 

keep students open to learning, so they many engage with rather than shut out difference´ 

supersedes my desire to manifest a baVic ³I am one of Whem, Woo!´ kind of solidarity with fellow 

mentally disabled people (Kopelson 135). But if my lesson plan can indeed help students 

bUoaden WheiU definiWion of ³XV´ Wo inclXde people ZiWh menWal diVabiliW\, iW enacts a different but 

also significant kind of solidarity, a solidarity of effect.  

Within the Speakers Bureau, I can enact my identity as an advocate. Within the 

classroom, I can and will advocate for mentally disabled people, but must do so within my 

identity as a teacher. Within the classroom, I owe that identity my primary responsibility. By 

creating a lesson plan that can keep my students, and those of other mentally disabled teachers, 

open to difference in a way we mighW noW be able Wo if ³oXW´ aboXW our disabilities, I have 

attempted to address Whe dilemma AYi¶V commenW raises in a way useful to both pedagogy and 

advocacy. The lesson plan I suggest involves students and community-based anti-stigma 
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advocates working together to understand stigma in classrooms that do not have disability as a 

semester-long focus. Although brief, this plan can encourage students to engage with the topic of 

mental disability in an open way.  

By proposing a lesson plan that intervenes when ableism occurs in the classroom, a plan 

that does not include a mentally disabled instructor¶s disclosure of her own disability, I make a 

claim about identity. As was implied at the beginning of this chapter, I claim that mentally 

disabled people who can pass can treat our disabilities as irrelevant in certain contexts. As long 

aV Ze aUe ³Zell,´ Ze can hide the stigmatized aspects of our identities. But incidents like the one 

that occurred in my classroom indicate that no context is safe from the stigma that attends mental 

disability. Because this is so, I believe mentally disabled teachers who can pass have a 

responsibility to consider how we will respond to incidents of stigma in the classroom before 

they occur. I have here offered one suggestion of a way to proceed. It is quite possible that other 

instructors may choose to greet classroom ableism head on through deep disclosure even in 

classes that do not focus on disability. And they may meet with great, stigma-fighting success. 

Ultimately, what is necessary is putting students in touch with deep disclosure of some sort. 

Whether it comes from the the instructor, or, as I have argued, through encounters with mentally 

disabled members of the community, such exposure can, I hope, begin to replace the laughter 

engendered by the very thought of mental disability with respect.  

   

  



107 
 

 
 

CHAPTER 5 CONCLUSIONS AND CONCERNS MOVING FORWARD 
 
As both a student of rhetoric and a mentally disabled person, I find myself intrigued by 

the Speakers Bureau because it regularly seeks to attain what Prendergast says mentally disabled 

people lack, ³UheWoUicabiliW\´ oU UheWoUical agenc\ (56). Like an\one elVe, people ZiWh pXblicl\ 

revealed psychiatric diagnoses are free to speak and write. No one will listen to us, however, 

PUendeUgaVW aUgXeV, becaXVe ³noUmal´ people Vee Whe commXnicaWionV of ³cUa]\´ people WhUoXgh 

the lens of stigma. Because they consider us irrational by definition, those who hear what we 

have to say dismiss our communications as meaningless (57). Because we bear what Goffman 

callV ³Vpoiled idenWiWieV,´ membeUV of Whe SpeakeUV BXUeaX face UheWoUical impaVVeV Zhen Ze 

enter classrooms intent on persuading young audiences to let go of negative perceptions about 

mental disability (19). Stigma paints us as incompetent people and incompetent rhetors. I joined 

the organization to understand, through participation and observation, how its members wield 

language in pursuit of the rhetorical agency necessary to get around these impasses. In what 

follows, I describe how the participants in my study approach this challenge, provide further 

analysis of the different messages sent to audiences by speakers who adhere to the two 

competing models of mental disability, and present plans for future research suggested by this 

study. 

For a basic definition of ³UheWoUical agenc\´ I haYe Uelied on Campbell, Zho deVcUibeV iW 

aV ³the capacity to act, that is, to have the competence to speak or write in a way that will be 

recognized or heeded b\ oWheUV in one¶V commXniW\´ (3). I am dUaZn Wo Campbell¶V definiWion b\ 

heU choice of Whe ZoUd ³heeded,´ a YeUb WhaW connoWeV Whe acWiYe, change-producing audience 

XpWake of a VpeakeU¶V meVVage. M\ VWXd\ VeW oXW Wo e[ploUe Whe UheWoUical moYeV SpeakeUV BXUeaX 

membeUV engage in Wo WU\ Wo geW oXU aXdienceV Wo ³heed,´ i.e. Wo agree with our message, through 
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Whe ha]e of menWal diVabiliW\ VWigma WhaW ciUcXlaWeV in Whe cXlWXUe. BaVed on Whe BXUeaX¶V miVVion 

VWaWemenW, WhiV meVVage WUanVlaWeV Wo: ³IgnoUe Whe VWeUeoW\peV fed Wo \oX b\ maVV media. We 

represent what it means to be mentally ill. And because we can provide living proof that people 

with mental illnesses have hope and do recover, you should not stigmatize us or discriminate 

againVW XV.´  

The Vecond half of Campbell¶V baVic definiWion of UheWoUical agenc\ pertains here. She 

noWeV WhaW Whe abiliW\ Wo Vpeak in a Za\ WhaW Zill be heeded ³peUmiWV enWU\ inWo ongoing cXlWXUal 

conversations and is the sine qua non of public participation, much less resistance as a counter-

pXblic´ (3) The Speakers Bureau strives to resist as a counter-public by circulating its texts, or 

VpeecheV, in oppoViWion Wo Whe dominanW pXblic ³conYeUVaWion´ UegaUding ZhaW iW meanV Wo be 

mentally disabled (Warner 119). Conscious of the ways in which we are stigmatized before even 

entering a classroom, Bureau speakers are careful in the way we employ our rhetoric of 

resistance. I define rhetoric here as the purposeful use of language to persuade an audience to 

think differently about a given reality. Through our personal narratives²oXU VWoUieV of ³ThiV iV 

ZhaW iW iV/ZaV like foU me´²we offer audiences an alternative way to view the reality of mental 

disability, one that does not match the dominant narrative peopled with stereotypes. These 

stereotypes suggest that mentally disabled people are dangerous, incompetent, lazy, and 

disingenuous about their suffering, to name but a few public perceptions. As Gloria exclaims 

about the work of the Speakers Bureau, ³ThiV iV us Va\ing Zho Ze aUe!´ an aVVeUWion WhaW implieV 

long experience with being described and categorized by outsiders.  

Edmund Husserl, considered the father of phenomenology, believes only normal people, 

UaWheU Whan WhoVe he deVcUibeV aV ³anoUmalV´ can be inYolYed in Whe VWUXggle Wo inflXence Whe 

perception of realiW\. AV ³anoUmal,´ HXVVeUl VcholaU, Dan ZahaYi, giYeV Whe e[ample of Whe 
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infant, the blind man, and the schizophrenic (135). As Zahavi notes, the motivation of science, 

foU HXVVeUl, iV Whe facW WhaW people don¶W e[peUience Whe ZoUld in Whe Vame Za\. These 

disagreements, he points out, drive the search for what ZahaYi callV ³iUUelaWiYe knoZledge´ (135).  

The iUon\ heUe iV WhaW Whe SpeakeUV BXUeaX, made Xp of onl\ ³anoUmalV,´ ZoXld b\ HXVVeUl¶V 

reckoning not be allowed to do the very thing it exists to do²pUeVenW iWV membeUV¶ VomeWimeV 

different experiences of reality. They would be kept out of the debate Husserl believes can do 

two things: either provide a more comprehensive picture of the world by incorporating differing 

perspectives or determine a version of reality that would have validity for everyone (everyone 

rational, that is) (ZahaYi 135). ThUoXgh WheiU UheWoUic, Whe ³anoUmal´ membeUV of Whe SpeakeUV 

Bureau attempt to truly do the former in the face of societal pressures that push for the latter at 

Whe e[penVe of Whe maUginali]ed, ³iUUaWional´ YoiceV of menWall\ diVabled people.  

In the classrooms where these voices choose to speak, rhetorical choices involve the 

management of risk. Even as each Speakers Bureau member enters the classroom fully prepared 

to disclose her disability and describe the unpleasant details of its manifestation in her life, two 

risk-related questions remain: To what extent should a speaker link her identity to the diagnosis 

she names for the students, and how much disclosure is too much disclosure? As my study 

indicates, individual speakers make rhetorical choices that tell the audience the extent to which 

the speaker identifies with his or her mental disability. Some attempt to distance themselves from 

the negative images attached Wo WheiU diagnoViV b\ claiming Wo ³haYe´ a ³menWal illneVV´ UaWheU 

Whan ³being´ a manifeVWaWion of WhaW illneVV. (I Va\, ³I haYe a bipolaU mood diVoUdeU,´ UaWheU Whan 

³I am bipolaU.´) And Vome adopW UheWoUical VWanceV, VXch aV Whe poVe of e[peUW concerning mental 

disability, in a possible attempt to draw audience attention away from negative images that 

equate such disability with incompetence. (Phil begins his presentations with a list of figures 
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about the percentages of people in the country who have various mental disabilities. He also 

quizzes students, like a teacher, regarding what they know about his own disability, paranoid 

schizophrenia.) 

Speakers also make risk management decisions when it comes to decisions about levels 

of disclosure. The discloVXUe of Woo mXch diVWXUbing deWail aboXW a VpeakeU¶V diVabiliW\ 

experiences may lead members of the student audience to increase rather than decrease their 

negative perceptions of mentally disabled people. At the same time, a speaker must provide 

enough detail to convince listeners that the person in front of them truly is disabled and thus has 

the authority to represent the reality of living with a psychiatrically diagnosed condition. All 

members of the Speakers Bureau do take the risk of offering audiences various levels of what I 

haYe called ³deep diVcloVXUe´ Wo pUoYide liVWeneUV ZiWh a genXine VenVe of Whe emoWionV, WhoXghWV, 

and behaviors mental disability can involve. AV noWed, WhiV iV paUW of Whe oUgani]aWion¶V 

determination to present what they wanW aXdienceV Wo Vee aV Whe WUXe ³face of menWal illneVV.´      

Although Phil mentions wanting students Wo ³XndeUVWand´ pV\chiaWUic condiWionV, and 

RXWh noWeV heU deViUe Wo ³connecW´ ZiWh heU aXdienceV, none of the study participants directly 

mentions using their narrative disclosures to generate empathy. Nonetheless, I believe this goal, 

as much as the desire to disprove stereotypes, underlies the willingness of Bureau members to 

take the huge risk of deep disclosure.  We are generous with our details of the experience of 

menWal diVabiliW\. We ³inYiWe Whem in and [aUe] gUacioXV´ Wo XVe GloUia¶V ZoUdV, in an aWWempW Wo 

get audience members to come as close as possible to emotions, thoughts, and behaviors that can 

definitely seem frightening. Our disclosures indicate great trust in the ability of audience 

members to change their own perspectives about the people who share these details, thereby 

encouraging audience recognition of the humanness behind the narratives.   
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In a comment that could easily refer to the rhetorical efforts of the Speakers Bureau, blind 

poet, Emily K. Michael, describes the relationship between empathy and the fear of difference 

that can generate stigma:  

I think the difference between fear/pity and empathy is a willingness to be 

vulnerable, which may seem counter-intuitive. When someone is afraid of 

diVabiliW\, and I UepUeVenW WhaW diVabiliW\, Whe\¶Ue going Wo WU\ Wo geW aZa\ fUom me 

aV faVW aV poVVible. If Whe\ can¶W geW aZa\, Whe\¶Ue going Wo WU\ and conWUol Whe 

situation. . .Pity iV anoWheU foUm of Waking conWUol. If a peUVon piWieV me, Whe\ don¶W 

have to be on my level. They can look down on my life and call this superiority 

µcompaVVion.¶ EmpaWh\ iV Whe ZillingneVV Wo go there ZiWh Vomeone. IW¶V Whe 

ZillingneVV Wo Va\, µThiV VcaUeV Whe cUap oXW of me, bXW I¶m going Wo ViW heUe and 

leW \oX Well me ZhaW iW¶V Ueall\ like. . .eYen if WhaW UealiW\ iV jXVW aV VcaU\ aV I 

WhoXghW iW ZoXld be.¶ When Vomeone iV empaWheWic, Whe\ aUen¶W WU\ing Wo Walk oYeU 

me oU Vilence me. The\¶Ue noW afUaid Wo stand next to me and ask questions. (4). 

The deep disclosure of Speakers Bureau narratives gives our audiences an opportunity to be go 

to some difficult and disturbing places with us. The risk we take in doing this²the risk that the 

identities we put forth will be rejected²is balanced against the possibility that some listeners 

might make themselves vulnerable to changing the way they see mentally disabled people.

 In ChapWeU TZo I aVk, ³ZhaW [coXld I] Va\ WhaW would reveal me as fully human, as fully 

capable goodV UaWheU Whan damaged oneV [?]´ I alVo menWion feeling dXUing pUeVenWaWionV like a 

bug on display for inspection by the students. But in these instances, the bug does get a chance to 

speak for itself. The encounter is fraught both with peril, as noted by my discussion of the risks 

of diVcloVXUe, and poWenWial. The bXg¶V UheWoUic haV mXch ZoUk Wo do in Whe Vpace of jXVW 20 
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minutes. My study reveals that Speakers Bureau members rely as much on the nature of the 

delivery of their presentations to do this work as they do on the message itself. Knowing that our 

diagnoVeV VWigmaWi]e XV, Ze all VWUiYe Wo be Whe ³good man Vpeaking Zell´ b\ pUeVenWing in Za\V 

that belie student expectations that mentally disabled people cannot speak clearly, coherently, 

and calmly. As instructed, we dress neatly, to counter any expectations of dishevelment or poor 

hygiene. As embodied rhetoric, this contrast between the speakers expected and the speakers 

Zho VhoZ Xp VeemV aV impoUWanW Wo Whe BXUeaX¶s stereotype displacement work as the individual 

narratives. Because my study was not an empirical one, I cannot assume that such displacement 

occurs, of course. I refer here only to our rhetorical aims. 

 AlWhoXgh all membeUV of m\ VWXd\ XVe WheiU peUVonal naUUaWiYeV Wo UepUeVenW ³Whe face of 

menWal illneVV,´ Whe\ diVagUee aV Wo Whe naWXUe of ZhaW Whe\ aUe UepUeVenWing. TZo compeWing 

modelV of menWal diVabiliW\ aUe aW pla\ in Whe SpeakeUV BXUeaX¶V ZoUk: AUe pV\chiaWUicall\ 

diagnoVed condiWionV ³illneVVeV,´ VignV of ³bUoken bUainV´ in need of medication? Or are such 

condiWionV ³VWaWeV of menWal diVWUeVV,´ noW medical defects but merely alternative ways of being 

human? As discussed in Chapter Two, I found that the model of mental disability a speaker 

adheres to affects the way he speaks about himself to persuade students against stigma. The 

medical model alloZV Whe VpeakeU Wo YeUball\ diVWance himVelf, hiV ³WUXe idenWiW\´ aV HXWchinV 

and KiUk ZoXld call iW, fUom ZhaW iV Veen aV an illneVV like an\ oWheU (262). He ³haV´ 

schizophrenia just aV he mighW ³haYe´ diabeWeV. The foUmeU VhoXld noW chaUacWeUi]e him aV ³bad´ 

in the eyes of the audience any more than the latter would. Meanwhile, the speaker who sees her 

WimeV of ³menWal diVWUeVV´ aV paUW of being hXman UefeUV Wo Whem aV Vimpl\ a paUW of her identity, 

something that makes her a proudly diverse individual. Both models of mental disability allow a 
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speaker to cast themselves in the kind of positive light that might challenge stigmatizing 

perceptions.  

The effect of the two competing models extends beyond wording choices to the very 

meVVage pUomoWed b\ Whe VpeakeUV¶ pUeVenWaWionV aV Zell. BXUeaX membeUV Zho deUiYe oXU 

UheWoUic fUom Whe medical model, Whe ³bUoken bUain´ WheoU\ GloUia caXWionV againVW, impl\ 

through our reference to illness thaW Ze aUe, indeed, ³bUoken.´ In oXU pUeVenWaWionV, Ze Walk aboXW 

and describe the effects of chemical imbalances. Then we stress that through medication, these 

imbalanceV can be coUUecWed. In effecW, Ze can be ³fi[ed.´ AV I Uead iW, Ze pUeVenW Whe folloZing 

argument against stigmatizing mentally disabled people: Because we can be fixed, you should 

not consider us less than you. Through medical intervention, we can function normally again, 

with the occasional set-back. Yes, when we are ill, we are different from you, but we can get 

help and change Wo fiW inWo \oXU ZoUld, inWo \oXU definiWion of ³noUmal.´ B\ WhiV Ze mean Ze can 

again be Whe kind of hXman beingV \oX ZoXld conVideU ³capable.´ We can have jobs, maintain 

marriages, go to school, work for organizations such as the Speakers Bureau. You should accept 

XV becaXVe ZiWh help, Ze can be moVWl\ jXVW like \oX.´ ThiV claim Wo haYing Whe abiliW\ Wo UecoYeU, 

to be mostly just like those members of the audience who are neurotypical, plays a crucial role in 

the rhetoric of all but one of the Bureau members who participated in my study. 

As the final part of my research, I produced and facilitated a collaborative, stigma-

fighting workshop with ten members of the organization. Only two workshop participants had 

taken part in my in-depth study. On the day of the event, the gathered participants responded to 

and discussed a set of questions designed to elicit their opinions about the origins and workings 

of stigma as well as information about the specific rhetorical techniques they used in their 

classroom presentations. All the participants mentioned that their narratives include details 
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deVigned Wo peUVXade VWXdenWV WhaW Whe peUVon aW Whe fUonW of Whe Uoom iV ³no diffeUenW Whan 

an\bod\ elVe.´ In UeVponVe Wo Whe qXeVWion ³HoZ do \oX ZanW aXdienceV Wo peUceiYe \oX and 

hoZ do \oX achieYe WhiV effecW in \oXU VpeecheV?´ one \oXng man Vaid: ³I ZoXld Va\ aV a 

capable, functioning individual with hopes and dreams just like everyone else. . .at the end of my 

presentaWion, I Walk aboXW m\ cXUUenW life ViWXaWion. I Well Whem ZhaW I¶m inYolYed in, Vchool, 

work, married life, just like anyone else, and that I hope to graduate from college with a 

BacheloU¶V degUee Vomeda\ and ma\be do pXblic Vpeaking aV a pUofeVVion.´ Another participant 

Vaid he WUieV WhUoXgh hiV pUeVenWaWionV Wo geW aXdienceV Wo Vee ³. . .WhaW people can haYe hope, WhaW 

you can work, can go to school, that you can still have strong ties with your families and friends. 

. . I just want to be seen as a regular person who is battling through something difficult but not 

immoYable.´ 

In conWUaVW Wo Whe ³bUoken bXW fi[able´ naUUaWiYe, GloUia, Zho VpeakV ZiWhin Whe conWe[W of 

the consumer/survivor/ex-patient (c/s/x) model, presents herself not as occasionally defective but 

aV ³diYeUVe.´ She VWaWeV WhaW Vhe doeV noW need Wo be fi[ed and VhoXld be accepWed, with all the 

states of mental distress psychological diversity can imply. Her description of the Recovery 

movement, which falls under the c/s/x/ movement label, illustrates this alternative message about 

mental disability:  

You would never get two people telling you the same thing, but the medical 

model says you have to get fixed by medicine and the Recovery model says we all 

go through ups and downs in life and we deal with extreme distress, extreme 

sadness, happiness, alternative states of being, you know, but we get through 

these things. We sort it out for ourselves. We find out what it is to be human. This 

iV ZhaW makeV XV hXmanV. We¶Ue noW all Whe Vame, like liWWle baU code labelV of 
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people, \oX knoZ? And WhaW Ze¶Ue deWailed organisms that have hopes, fears, 

things like that. And the medical model, to me, seems to say a little bit more that 

\oX¶Ue pUogUammed Wo be WhiV Za\. YoX¶Ue pUogUammed Wo be happ\ bXW noW Woo 

happy, sad sometimes, but not too sad. But if you get a little out of sorts, then 

Ze¶ll giYe \oX Vome medicine and bUing \oX back Wo baVeline. BXW eYeU\one¶V 

baseline is different, you know. 

NoWe hoZ Vhe VkillfXll\ UeplaceV Whe WeUm ³noUmal´ ZiWh ³hXman´ Wo bUoaden Whe VeW of ³being 

VWaWeV´ Vhe ZanWV heU aXdience to accept. From her positioning within the Recovery movement, 

the mentally disabled person is truly no different, essentially, from the neurotypical one. 

 The two competing models of mental illness require different levels of participation from 

rhetors and audiences involved in the stigma fighting endeavor. This occurs because the model 

one adheres to affects the relationship of the speaker to the stigma she is trying to fight. By 

representing ourselves as essentially different from our audiences, the medical model speakers 

take on the stigma that circulates in the culture. We say to audiences, in effect, ³HeUe aUe oXU 

glaring differences. We are going to explain ourselves to you in the hope that you will empathize 

with us and also see that we can be made well, or normal, again.´ GloUia doeV noW do WhiV. She 

rejects the stigma by arguing for a new way of perceiving mental disability altogether. She 

rejects the idea of normalcy. Speakers who stick to the rhetoric and rhetorical stances of the 

medical model take stigma, and the responsibility for mitigating its effects, primarily on 

ourselves. We attempt, through deep and (we hope) moving disclosure, to convince neurotypical 

members of our audiences to accept us into the fold. Audience members do have work to do in 

achieYing WhiV effecW, aV aUgXed in ChapWeU ThUee, bXW menWall\ diVabled UheWoUV¶ Velf-

UepUeVenWaWion aV ³jXVW like \oX´ makeV Whe job eaVieU. GloUia¶V poViWion pXWV greater 
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responsibility for dealing with stigma on the audience. Its members are asked to expand their 

view of who should be considered fully human, rather than passing simply passing judgement, 

no matter how benign, on speakers who work to prove their worth through public speech. 

Despite the above assessment, I do not argue for one or the other model of mental 

disability as the more effective lens through which to filter rhetoric designed to fight stigma. 

During this study, I have found it very tempting to try and adjudicate between the two models, to 

suggest that speaking from one or the other might prove the better way to encourage the public to 

perceive mentally disabled people differently. Such adjudication is not possible, however, 

because convincing a mentally disabled speaker to switch models is highly unlikely, even if one 

was proven more successful at reducing stigma. My secondary research and interaction with 

study participants, as well as my own experience, suggests that a person who believes in the 

medical model will not suddenly decide to embrace a Mad identity. They will not easily be 

peUVXaded WhaW ZhaW Whe\ haYe e[peUienced aV ³V\mpWomV´² the highs of mania, the voices 

heard in schizophrenia, the catatonia of PTSD²UepUeVenWV jXVW a ³diffeUenW Za\ of being hXman´ 

rather than a medical illness. Nor do I envision a person who proudly claims an alternative kind 

of hXman e[peUience eaVil\ deciding WhaW Whe\ aUe ³Vick´ afWeU all. AlVo, adjXdicaWion beWZeen Whe 

modelV haV liWWle YalXe aV faU aV VWigma fighWing iV conceUned becaXVe ZheWheU one YieZV one¶V 

disability as a medical defect or a different way of being human, the public views it as a 

significant difference. Those who live with the impairments concurrent with mental disability 

face stigma due to thaW pXblic¶V fear of and distaste for this difference. 

In my time with the Speakers Bureau, I have come to respect the work they do greatly. 

Taking this work on myself, albeit not as frequently as I could have, gave me a strong sense of 

hoZ difficXlW iW iV Wo, in Michael¶V WeUm, ³go WheUe´ and aVk aXdienceV Wo folloZ \oX in Whe hope 
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of increasing understanding and changing minds. During the study, I in some ways learned the 

most from Gloria, the person whose views about mental disability directly challenged my own. I 

find myself wishing I could view what for me is a frustrating illness instead as a point of 

diversity and pride. I understand completely the emphasis other members of the Speakers Bureau 

pXW on Whe idea WhaW aV people, Ze can be ³fi[ed.´ and VhaUe Whe deViUe Wo be Veen aV ³noUmal´ b\ 

the rest of the world. In future research, however, I intend to examine the potential danger in the 

value that mental disability anti-stigma groups such as the Speakers Bureau put on public 

perceptions of normalcy.  

I want to explore what advocacy and activist roles can be or have been made available to 

the many mentally disabled people who cannot regularly achieve a status close to normalcy, 

people whose conditions debilitate them to the point that they would not be able to make fully 

coherent speeches to classrooms of psychology students. More to the point, I want to investigate 

the repercussions of marginalizing these voices in advocacy settings.  

I mention this because Gloria explained to me early in my research that the Speakers 

Bureau has a vetting process for potential speakers. She said that alWhoXgh ³eYeU\one can haYe an 

impacW, Ze ZoXldn¶W jXVW pXW an\one in fUonW of an\ claVV.´ She noWed WhaW deciVionV aboXW Zho 

should speak are tricky with mental illness. Some people, she said, would be more easily 

misunderstood based on hygiene problems oU cogniWiYe deficiencieV. ³In fUonW of Vome 

aXdienceV´ Vhe Wold me, ³iW¶V moUe impoUWanW Wo Va\, µWe¶Ue jXVW like eYeU\one elVe.¶ SpeakeUV 

Zho come acUoVV aV moUe impaiUed oU moUe diVheYeled, Ze¶d be moUe caXWioXV aboXW ZheUe Wo 

put them, so as not to reinforce stereotypes. . . Mental illness stereotypes are big, and powerful, 

and VWUong, foU e[ample Whe diVheYeled Vchi]ophUenic ZiWh a cap and a big coaW.´ AW Whe Wime 
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Gloria told me this, I let it slide because I was focused on the rhetorical work of my already 

determined set of study participants. But the vetting issue did stick in my craw.  

As my research continued, I wondered how complete a picture of the reality of mental 

disability our group of speakers was offering to students. The disheveled and more highly 

impaired people²the ones not represented by our small group of presentably dressed, well-

spoken Bureau members, whom Goffman would call ³heUoeV of adjXVWmenW,´²are the very 

people who often face the highest levels of stigma and therefore discrimination and poverty in 

Whe commXniW\ (25). HoZ mighW Whe e[clXVion of WheVe YoiceV affecW oXU gUoXp¶V capaciW\ Wo 

really fight stigma at its roots? The situation reminds me of the boy in high school who made 

racist jokes about African-American people while sitting right next to me (Indian-American) and 

my Filipino-American friend, Tricia. I once asked him how he could do that, given that Tricia 

and I ZeUe people of coloU, Woo. HiV UeVponVe? ³Oh, \oX gX\V aUe ok µcaXVe \oX¶Ue docWoUV and 

laZ\eUV, and WhingV.´  

After completing this first portion of my research, questions that I want to pursue in 

fXWXUe UeVeaUch Uemain: When ³pXWWing a face on menWal illneVV,´ ZhaW face VhoXld Ze be WXUning 

to? What harm might we be doing by excluding the most troubled faces? To what extent have we 

truly addressed the stigma surrounding mental illness if the people representing their experiences 

ZiWh menWal illneVV aUe, in WeUmV of Whe capaciW\ Wo UepUeVenW WhemVelYeV WhUoXgh Vpeech, ³docWoUV 

and laZ\eUV and WhingV´? Will oXU ZoUds help remove stigma from people like ourselves, those 

Zho haYe Vane pUiYilege and can ³paVV,´ Zhile doing liWWle Wo alleYiaWe Whe VWigma e[peUienced by 

people who more closely match the cultural stereotypes of what it means to be mentally ill?  

As they will not get chosen to join the Speakers Bureau, at least to speak to audiences of 

high school and college students, where will more severely disabled people have their chance to 
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speak and share their experience with general audiences who might indeed respond by letting go 

of the stigma that separates the two groups? While I do understand the hesitancy to put such 

speakers in front of the public, thereby risking the reinforcement of stereotypes, my initial 

experience with the Bureau suggests to me that such occasions must occur. If only the people 

whose bearing and rhetorical techniques suggest a ³good´ chaUacWeU oU ethos get the chance to 

UepUeVenW ³Whe menWall\ ill´²which is what the individual members of the Speakers Bureau are 

doing²to what extent are we truly fighting the most intransigent stigma? Johnson argues that 

aXdienceV VhoXld make accommodaWionV foU ³Whe bad man Vpeaking pooUl\´ (476). I ZanW Wo 

investigate the stigma-fighting potential of this proposal.  

In relation to this question of who, my research raised a concern with the content of the 

Speakers Bureau presentations I studied, a question of what. The rhetoric of most of my study 

paUWicipanWV, m\ oZn inclXded, mighW be Veen b\ Vome, albeiW qXiWe diVpaUagingl\, aV a ³Vong and 

dance´ in Zhich Whe VpeakeU WellV Whe aXdience, ³See, I ZaV cUa]\, bXW I¶Ye Waken medicaWion, and 

I¶m beWWeU noZ. So, \oX don¶W haYe Wo ZoUU\ aboXW me, and \oX don¶W haYe Wo addUeVV an\ of Whe 

larger issues of oppression, discrimination, and potential human rights violations that come with 

mental disability. YoX don¶W haYe Wo ZoUU\ aboXW all WhoVe people \oX Vee Walking Wo WhemVelYeV, 

or sleeping on benches, or locked up in solitary confinement. Everything is all right. We 

represent mental disability, mental disability contained in this relatively nice, relatively safe 

picWXUe.´  

As all but one of my participants speak from within the medical model and recovery, I do 

wonder what political issues pertinent to mental disability remain obscured by this rhetorical 

choice. For example, Lewiecki-Wilson, suggests that even when people with mental disabilities 

are allowed to participate in the public VpheUe aV eqXal hXmanV, Whe\ can find WhemVelYeV ³being 
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pushed WoZaUd Whe aUgXmenW, µZe jXVW ZanW Wo be WUeaWed like eYeU\one elVe¶ WheUeb\ dilXWing Whe 

WUanVfoUmaWiYe poWenWial of WheiU paUWicipaWion in Whe pXblic foUXm´ (159).  LeZiecki-WilVon¶V 

contention makes me wonder about the demands of people with mental disabilities that extend 

beyond the potentially limited request to be publicly perceived as normal. As my research 

continues, I hope to explore what key issues might be kept from the public eye by what activist 

and Mad VcholaU, V. AUmVWUong, UefeUV Wo aV ³VaniWi]ed´ anWi-stigma campaigns and Brigit 

McWade eW. al. call ³indiYidXali]ed and neaWl\ packaged WaleV of UecoYeU\ WhaW aUe VomeWimeV 

promoted at the expense of stories of oppression, marginali]aWion, and collecWiYe acWiYiVm´ 

(McWade et. al. 307-08).  

In noting these research interests, I do not intend in any way to denigrate the work of the 

SpeakeUV BXUeaX, a gUoXp I UeVpecW foU iWV membeUV¶ coXUageoXV, geneUoXV, and Xnflagging 

commitment to promoting public understanding of mental disability by making their stories 

public. I know that no one group can do everything there is to do in the large-scale effort needed 

to address the stigma faced by people with mental disabilities. Rather, it is my exposure to the 

SpeakeUV BXUeaX¶V powerful work that has inspired me to ask questions about how the fight 

against stigma can take place on an even wider playing field than the one to which its members 

generously granted me access. 
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APPENDIX A (Individual Interview Questions) 

Individual Participant Interview (90 minutes) 

 

1. Tell me about a time you were speaking with the Speakers Bureau that really stands out 
for you in some way. 

2. How do you feel when you are up in front of a classroom talking about your experiences 
with mental illness? 

3. How do you decide what aspects of your experience to include in your presentations and 
what to leave out? 

4. How do you judge how students are responding to your presentations? 
5. Why did you join the Speakers Bureau?  
6. What is your current mental health diagnosis? 
7. In what ways has that diagnosis manifested itself in your life? 
8. Do you have periods when you are completely well? 
9. How have other people (outside your Speakers Bureau activities) responded to your 

illness? 
10. Tell me aboXW a momenW Zhen \oX diVcloVed Wo Vomebod\ WhaW ZaVn¶W dXUing a SpeakeUV 

Bureau event. 
11. Has presenting at Speakers Bureau events changed how you speak about yourself? 
12. What are the other scenes in which you speak about your illness? 
13. Can you think of a time or times when others reacted to you talking about your illness in 

surprising or noteworthy ways? 
14. How is talking about your illness at Speakers Bureau events different from other scenes 

where you speak about it? 
15. Think 15 years down the road. What would you like the Speakers Bureau to have 

achieved? 
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APPENDIX B (Speakers Bureau Collaborative Workshop Questions) 

Questionnaire for the Speakers Bureau Stigma Fighting Workshop 

Directions: Please answer the following questions on a separate sheet of paper, numbering each 
question as you go. Do not put your name on your answer sheet. Please use as much room as you 
need to answer each question to your satisfaction. There are no right or wrong answers, of 
course, just the hope that you will be inspired to provide the insights you have about stigma! 
Thank you in advance, and see you at the workshop - 

 
1. How do you think the general public views mental illness? 
a. To what do you attribute this view or these views? 

2. How do you think the general public views mentally ill people? 
a. To what do you attribute this view or these views? 

3. Have you experienced stigma due to your mental illness? 
a. If you are willing, please describe that experience or those experiences. 

4. Do you see your speeches as an attempt to combat stigma? 
a. If so, what particular aspects of what you say and/or how you say it do you use to 

try and achieve this effect? 
5. How do you want audiences to perceive you as a person? 

a. What do you do in your speeches to try and achieve this effect? 
6. Making the assumption that many of the people in the audience do not have mental 

illnesses:  Do you want them to consider you the same as them, essentially? 
a. If so, why so? 
b. If not, why not?  

7. How do you relate, peUVonall\, Wo Whe WeUm ³noUmal´ aV iW opeUaWeV in oXU cXlWXUe? 
8. Are there things about how to fight stigma that you feel you have learned through your 

participation with the Speakers Bureau, things you did not know before you joined? 
a. If so, can you describe what you have learned? 

9. Are there things about how to fight stigma that you feel you do not yet understand and 
would like to learn? 

a. If so, what are some of these things? 
10. Additional thoughts? 

 
 

 

 

 

 



123 
 

 
 

REFERENCES 

Adams, Tony E., Stacy Holman Jones, and Carolyn Ellis. Autoethnography: Understanding  
 

Qualitative Research. New York: Oxford UP, 2015. Print. 
 
Ben. Personal interview. 10, August 2015. 
 
Ben. Classroom Presentation. 20 April, 2015. 
 
BUoZn, LeUiWa Coleman. ³SWigma: An Enigma Dem\VWified.´ The Disability Studies Reader. Ed. 

Davis, Lennard J. New York: Routledge, 2013. 147-160. Print. 

BUXeggeman, BUenda Jo, and DebUa A. Moddelmog. ³Coming-Out Pedagogy: Risking Identity in  

LangXage and LiWeUaWXUe ClaVVUoomV.´ Pedagogy 2.3 (2002): 311-35. Print. 

Brueggemann, Brenda Jo, et al. "Becoming Visible: Lessons in Disability." College Composition  

and Communication (2001): 368-398. Print. 

BXUghaUdW, Madeline. ³Common FUailW\, ConVWUXcWed OppUeVVion: TenVionV and DebaWeV on Whe  

SXbjecW of VXlneUabiliW\.´ Disability and Society 28.4 (2013). Web. May 25, 2016. 

Burns, Jonathan Kenneth. "Mental Health and Inequity: A Human Rights Approach to  
 

Inequality, Discrimination, and Mental Disability." Health and Human Rights (2009): 19- 
 
31. Print. 

 
BXUVWoZ, Bonnie. ³A Rose by Any Other Name: Naming and Whe BaWWle AgainVW PV\chiaWU\´  
 

Mad Matters: A Critical Reader in Canadian Mad Studies. Ed. LeFrançois, Brenda A.,  
 
Robert Menzies, and Geoffrey Reaume, Toronto: Canadian ScholaUV¶ PUeVV, 2013.  
 
195-209. Print. 

 
Campbell, Karlyn Kohrs. "Agency: Promiscuous and Protean." Communication and  
 

Critical/Cultural Studies 2.1 (2005): 1-19. Print. 
 



124 
 

 
 

CoopeU, MaUil\n M. ³RheWoUical Agenc\ aV EmeUgenW and EnacWed.´ CCC 62.3 (2011): 420-449. 

Print. 

CoVWa, LXc\. ³Mad PaWienWV aV Legal InWeUYenoUV in CoXUW.´ Mad Matters: A Critical Reader in  

Canadian Mad Studies. Ed. LeFrançois, Brenda A., Robert Menzies, and Geoffrey  

Reaume.  Toronto: Canadian ScholaUV¶ PUeVV, 2013. 195-209. Print. 

Couser, G. Thomas. "Disability and (Auto) Ethnography: Riding (and Writing) the Bus with My 
 
Sister." Journal of Contemporary Ethnography 34.2 (2005): 121-142. Print. 
 

---. "The Empire of the" Normal": A Forum on Disability and Self-Representation: Introduction."  
 

American Quarterly 52.2 (2000): 305-310. Print. 
 

Davis, Lennard. The End of Normal: Identity in a Biocultural era. Ann Arbor: U of Michigan  
 

P, 2014. Print. 
 
Frese III, Frederick J., et al. "Integrating Evidence-Based Practices and the Recovery Model."  
 

Psychiatric services 52.11 (2001): 1462-1468. Print. 
 

Gabel, SXVan. ³DepUeVVed and DiVabled: Some DiVcXUViYe PUoblemV ZiWh MenWal IllneVV.´  

Disability Discourse. Ed. Corker, Mairian, and Sally French. Buckingham: Open UP,  

1999. 38-46. Print. 

Gloria. Personal interview. 9 December, 2015.  

Gloria. Classroom Presentation. 7 February, 2015. 

Goffman, Erving. Stigma: Notes on the Management of Spoiled Identity. New York: Simon and  
 

Schuster, 1986. Print. 
 
Hinshaw, Stephen P. The Mark of Shame: Stigma of Mental Illness and an Agenda For Change.  
 

New York: Oxford U P, 2007. Print. 
 
http://theicarusproject.net/mission-vision-principles/  Web. 5 February 2017. 
 
JohnVon, Jenell. ³The SkeleWon on Whe Couch: The Eagleton Affair, Rhetorical Disability, and the 
 

SWigma of MenWal IllneVV.´ Rhetoric Society Quarterly 40.5 (2010): 459-478. Print. 



125 
 

 
 

 
JoneV, Hannah Lee. ³Poetry as Activism, The Rhetoric of Empathy, and The Breaking of  

 
Beliefs: Emily K. Michael on Her Poem µA Phenomenology of Blindness.¶´ InWeUYieZ.  
 
www.primalschool.org. Primal School, n.d. Web. 20 February 2017.  
 

KafeU, AliVon. ³Un/Safe DiVcloVXUeV: SceneV of DiVabiliW\ and TUaXma.´ Journal of Literary and 

Cultural Disability Studies 10.1 (2016): 1-20. Print. 

KeUVchbaXm, SWephanie L. ³On RheWoUical Agenc\ and DiVcloVing DiVabiliW\ in Academic 

WUiWing.´ Rhetoric Review 33.1 (2014): 55-71. Print. 

Kutchins Herb and Stuart A. Kirk. Making Us Crazy--DSM: The Psychiatric Bible and the 

Creation of Mental Disorders. New York: Simon and Schuster, 2003. Print. 

Kopelson, Karen. "Rhetoric on the Edge of Cunning; Or, the Performance of Neutrality (Re)  
 

Considered as a Composition Pedagogy for Student Resistance." College Composition  
 
and Communication (2003): 115-146. Print. 
 

Lewiecki-Wilson, Cynthia. "Rethinking Rhetoric Through Mental Disabilities." Rhetoric Review  
 

22.2 (2003): 156-167. Print. 
 
LeZiV, BUadle\. ³A Mad FighW: PV\chiaWU\ and DiVabiliW\ AcWiYiVm.´ The Disability Studies 

Reader. Ed. Davis, Lennard J. New York: Routledge, 2013. 115-131. Print. 

LoWW, DeVhae E. ³Going Wo ClaVV ZiWh (Going Wo ClaVh WiWh?) Whe DiVabled PeUVon: EdXcaWoUV,  

SWXdenWV, and TheiU Spoken and UnVpoken NegoWiaWionV.´ Embodied Rhetorics: 

Disability in Language and Culture. Ed. Wilson, James C. and Cynthia Lewiecki-

Wilson. Carbondale: Southern Illinois UP, 2001. 135-153. Print. 

Mann, Caroline E., and Melissa J. Himelein. "Putting the Person Back Into Psychopathology: An 

Intervention to Reduce Mental Illness Stigma in the Classroom." Social Psychiatry and 

Psychiatric Epidemiology 43.7 (2008): 545-551. Print. 



126 
 

 
 

MaUback, RichaUd. ³A MediWaWion on VXlneUabiliW\ in RheWoUic.´ Rhetoric Review 29.1 (2010): 1-

13. Print. 

Markell, Patchen. Beyond Recognition. Princeton: Princeton U P, 2003. Print. 

McWade, Brigit, Damian Milton, and Peter Beresford. "Mad Studies and Neurodiversity: a  
 

Dialogue." Disability & Society 30.2 (2015): 305-309. Print. 
 
Megan. Personal interview. 10, August 2015. 
 
Megan. Classroom Presentation. 20 April, 2015. 
 
MilleU, CaUol\n R. ³WhaW Can AXWomaWion Tell UV AboXW Agenc\?´ Rhetoric Society Quarterly  
 

37 (2007): 137-157. Print. 
 
Moe, PeWeU Wa\ne. ³ReYealing RaWheU Than Concealing DiVabiliW\: The RheWoUic of PaUkinVon¶V  
 
 AdYocaWe Michael J. Fo[.´ Rhetoric Review 31.4 (2012): 443-460. Print. 
 
Mulvany, Julie. "Disability, Impairment or Illness? The Relevance of the Social Model of  
 

Disability to the Study of Mental Disorder." Sociology of Health & Illness 22.5 (2000):  
 
582-601. Print. 

 
Our Consumers Place. Speaking Our Minds: A Guide to How We Use Our Stories. 2011. Web.  
 
 27 July, 2015. 
 
Phil. Classroom Presentation. 20 April, 2015. Address. 
 
Phil. Personal Interview.  29 August, 2015. 

Pilling, MeUUick Daniel. ³InYiVible IdenWiW\ in Whe WoUkplace: InWeUVecWional MadneVV and 

PUoceVVeV of DiVcloVXUe aW WoUk.´ Disability Studies Quarterly 33.1 (2013): 1-17 Web. 

April 2, 2016. 

Polletta, Francesca. It Was Like a Fever: Storytelling in Protest and Politics. Chicago: The U of 

Chicago P, 2006. Print. 



127 
 

 
 

Poole, JennifeU M. and JennifeU WaUd. ³BUeaking Open Whe Bone´: SWoU\ing, SaniVm, and Mad  

GUief.´ Mad Matters: A Critical Reader in Canadian Mad Studies. Ed. LeFrançois,  

Brenda A., Robert  Menzies, and Geoffrey Reaume. Toronto: Canadian ScholaUV¶ PUeVV,  

2013. 94-104. Print. 
 

PUendeUgaVW, CaWheUine. ³On Whe RheWoUicV of MenWal DiVabiliW\.´ Embodied Rhetorics: Disability 
 

in Language and Culture. Ed. Wilson, James C. and Cynthia Lewiecki-Wilson, eds.   
 

Carbondale: Southern Illinois UP, 2001. 45-60. Print. 
 
---. ³The Une[cepWional Schi]ophUenic: A PoVW-PoVWmodeUn InWUodXcWion.´ The Disability Studies  

 
Reader. Ed. Davis, Lennard J. New York: Routledge, 2013. 236-245. Print. 

 
Price, Margaret. Mad at School: Rhetorics of Disability and Academic Life. Ann Arbor: The U  
 

of Michigan P, 2011. Print. 
 

Pryal, Katie Rose Guest. "The Genre of the Mood Memoir and the Ethos of Psychiatric  
 

Disability." Rhetoric Society Quarterly 40.5 (2010): 479-501. Print. 
 
ReeYe, Donna. ³PV\cho-emotional Disablism in the Lives of People Experiencing Mental 

DiVWUeVV.´ Madness, Distress, and the Politics of Disablement. Eds. Spandler Helen, Jill 

Anderson, and Bob Sapey. Bristol: Policy Press, 2015. 99-112. Print. 

Ruth. Classroom Presentation. 20 April, 2015. Address. 

Ruth. Personal Interview. 29 July, 2015. 

Selznick, Hilary. "Investigating SWXdenWV¶ Reception and Production of Normalizing Discourses   

in a Disability-themed Advanced Composition Course." Disability Studies Quarterly 35.2 

(2015). Web. 17 April, 2017. 

ShakeVpeaUe, Tom. ³The Social Model of DiVabiliW\.´ The Disability Studies Reader. Ed. Davis 

Lennard J. New York: Routledge, 2013. 214-221. Print. 



128 
 

 
 

ShimUaW, IUiW. ³The TUagic FaUce of µCommXniW\ MenWal HealWh CaUe.¶´ Mad Matters: A Critical  

Reader in Canadian Mad Studies. Ed. LeFrançois, Brenda A., Robert Menzies, and  

Geoffrey Reaume. Toronto: Canadian ScholaUV¶ PUeVV, 2013. 144-157. Print. 

Siebers, Tobin. Disability Theory. Ann Arbor: The U of Michigan P, 2008. Print. 

SmiWh, Phil. ³Wh\ EWhnogUaph\?´ SmiWh, Ed. Both Sides of the Table: Autoethnographies of 

Educators Learning and Teaching With/In [Dis]ability. New York: Peter Lang 

Publishing, 2013. 15-33. Print. 

SpandleU, Helen and Jill AndeUVon. ³UnUeaVonable AdjXVWmenWV? Appl\ing DiVabiliW\ Polic\ Wo 

MadneVV and DiVWUeVV.´ Madness, Distress, and the Politics of Disablement. Eds. 

Spandler Helen, Jill Anderson, and Bob Sapey. Bristol: Policy Press, 2015. 13-25. Print. 

Washtenaw Community Health Organization. Speakers Bureau. Ypsilanti: n.p., n.d. Print. 

Walters, Shannon. Rhetorical Touch: Disability, Identification, Haptics. Columbia: U of South  

 Carolina P, 2014. Print. 

Warner, Michael. Publics and Counterpublics. Brooklyn: Zone Books, 2002. Carolina P, 2014. 

Print. 

Wipond, Rob. ³PiWching Mad: NeZV Media and Whe PV\chiaWUic SXUYiYoU PeUVpecWiYe.´ Mad  

Matters: A Critical Reader in Canadian Mad Studies. Ed. LeFrançois, Brenda  A., Robert  

Menzies, and Geoffrey Reaume. Toronto: Canadian ScholaUV¶ PUeVV, 2013. 253-264.  

Print. 

Wolframe, PhebeAnn Marjory. "The Madwoman in the Academy, or, Revealing the Invisible  

Straightjacket: Theorizing and Teaching Saneism and Sane Privilege." Disability Studies  

Quarterly 33.1 (2012). Web. 2 April, 2016. 

YeUgeaX, Melanie. ³Clinicall\ SignificanW DiVWXUbance: On TheoUiVWV Who TheoUi]e TheoU\ of 

Mind.´ Disability Studies Quarterly 33.14 (2013): 1-25 Web. 16 December, 2014. 

Zahavi, Dan. Husserl's Phenomenology. Redwood City: Stanford U P, 2003. Print. 



129 
 

 
 

ABSTRACT 
 

THIS IS US SAYING WHO WE ARE: SPEAKING THE RHETORIC OF MENTAL 
DISABILITY 

by 

N. RENUKA UTHAPPA 

December 2017 

Advisor: Dr. Richard Marback 

Major: English (Rhetoric and Composition) 

Degree: Doctor of Philosophy 

 

People ZiWh menWal diVabiliWieV, oU ZhaW aUe VomeWimeV UefeUUed Wo aV ³menWal illneVVeV,´ 

face stigma when they interact with the public. To fight this stigma, the members of a small, 

grassroots, advocacy organization known as the Speakers Bureau travel to high school and 

college classrooms narrating their experiences with mental disability. They do so to replace 

culturally circulating stereotypes regarding such disability with more accurate and positive 

images. This dissertation is an auto-ethnographic exploration of the rhetoric of the Speakers 

Bureau. Through rhetorical analysis of members¶ classroom speeches, interviews with each 

speaker, and the speaker¶s self- assessment of their own rhetorical motivations, it identifies the 

moves one group of mentally disabled speakers makes to circumvent the impasses that stigma 

puts in their way of their efforts to persuade audiences to let go of negative perceptions of people 

who bear psychiatric diagnoses.  The VWXd\ of Whe SpeakeU¶V BXUeaX¶V UheWoUic inYolYed Vi[ 

participants including the author. It led to the following conclusions: First, the way in which a 

mentally disabled speaker represents her identity to audiences depends on which model of 

mental disability she accepts²Whe ³medical model,´ Zhich poViWV menWal diVabiliW\ aV an illneVV 
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WhaW medicaWion can VXcceVVfXll\ addUeVV, oU Whe ³conVXmeU/VXUYiYoU/e[-paWienW´ model, Zhich 

considers mental disability not a defect but simply an alternative way of being human. Second, 

the speakers¶ attempts to persuade rely on ³deep diVcloVXUe´ of Whe diVWXUbing naWXUe of WheiU 

experiences with mental disability. Deep disclosure makes the speakers vulnerable to rejection 

by the audience, but may also open the possibility for a reciprocal vulnerability in members of 

the audience, vulnerability to the idea that mental disability can affect them and vulnerability to a 

change in Whe aXdience membeU¶V faiWh in Whe idea of noUmalc\. ThUoXgh WheVe YXlneUabiliWieV, Whe 

speaker and the audience member grant each other agency. The speaker grants the audience the 

agency to accept or reject him, and the audience member grants the speaker the agency to truly 

change Whe aXdience membeU¶V peUcepWion of menWall\ diVabled people. ThUoXgh WheVe mXWXal 

acknowledgments of agency, the agentive potential of each speech comes into being. 
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