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Passing as Sane,
or How to Get People to
Sit Next to You on the Bus

PETA COX

%" OR THE PAST FIVE YEARS, I have been taking public trans-
“ port in Sydney, Australia. I ride on buses, trains, and the occa-

sional ferry.! My experiences have prompted me to develop the
following rules for appearing sane on public transport:

1. Do not talk to yourself. This includes not mumbling obscen-
ities under your breath about the late arrival of the train or
bus or about the incompetence of the driver. It does not in-
clude pretending to talk on a mobile phone that then rings.
For this you will be deemed a jerk, not mad.?

2. Avoid eye movements that are too fast or too slow. Do not
stare at a person, although staring at the ground or toward
the middle distance is fine. Try not to show your agitation by
looking repeatedly around the vehicle. If you are concerned
about someone or something coming into the vehicle, look up
from your book or focus point every ten seconds, fix your eyes
in the middle distance, and scan, using your peripheral vision.

3. Do not wring your hands or self-soothe. Keep your han.ds
still, though not rigid. Playing a game on your mobile, w1tb
the sound off to indicate an awareness of other passengers, 15
a good middle-ground activity.

4, If you must avoid touching poles, seats, and other surfaces
that could transmit germs, make this avoidance appear casual.
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Where possible, remain seated until the vehicle has stopped
so you do not need to grab anything for balance. If you have
to-stand in a vehicle, do not cover your hands with the sleeve
of your jacket; rather, lean against a wall or balance pole with
a part of your body already covered by clothing.

5. Do not attempt to converse with others. Asking questions
that require one-word answers is OK (“Do you know what
this stop is?” “Can you tell me the time?”), as are rhetorical
questions (“Bloody hot day today, eh?”).

6. Observe the dress code. Try to look unremarkable—avoid
wearing five different shades of pink or a wizard outfit. A
clean appearance always helps.’

As these examples highlight, passing as sane occurs when a person
who is experiencing psychological distress or non-normative emotional
states or cognition manages to avoid displaying these states in the pres-
ence of others. “Passing” therefore occurs when others do not perceive
the person as distressed.! Passing is particularly important for people
diagnosed with a mental illness, because the costs of not passing can be
quite high—including, in some instances, nonconsensual treatment and
involuntary hospitalization.®

This chapter uses feminist accounts of performativity to examine
the complex relationships among acts of passing, experiences of embodi-
ment, and identification as a person with a mental illness. Theories of
performativity destabilize the distinction between “being” and “acting”
and, in so doing, help us understand the experience of passing as sane
as a complex undertaking that can either increase or decrease an indi-
vidual’s distress.

Passing as sane often depends on a person’s embodiment, specifi-
cally how an individual’s body is held, placed, and experienced by that
individual, as well as how others interpret this embodiment. Popular
understandings of embodiment routinely position it either as a mean-
ingless but unavoidable result of having a body or as an expression of
personality. Scholars who use the concept of performativity dispute
these understandings of embodiment and assert that certain repeated
actions become culturally significant because they give the sense, both
to the individual and to observers, that the individual is a particular
type of person.
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Although some feminist accounts position passing as a legitimate
aspect of subjectivity, passing is more routinely considered a negative
pursuit, the unfortunate result of personal shame and social stigma. For
example, Tobin Siebers positions passing as a negative action in which,
at times, people are “locked in the closet” While this is true in some
circumstances, it is equally true that some people find it comforting to
be able to lock the door and protect themselves from the outside world.
Thus, a deeper understanding of passing as sane leads us to understand
such strategic actions in less absolute moral terms and acknowledge
that the actions are legitimate choices regarding when and where attri-
butes or identities are on display.

To understand what it means to pass as sane, a definition of sanity
is required. The definition is culturally represented as the normalized
and nearly invisible opposite of mental illness.” Yet while mental illness
may be entrenched in the cultural imaginary, defining it remains
extremely difficult. The emotional and cognitive states and behaviors
that are understood as “sick” vary significantly over time and place.®
Such changes reflect the morals and norms of a particular period and
location. For instance, the removal of homosexuality from the Diagnos-
tic and Statistical Manual of Mental Disorders (DSM) was, in large part,
a response to activism by gay and lesbian people as part of the gay pride
movement in the 1970s.” Throughout most of the twentieth century, the
moral and social norms regarding sexual orientation supported under-
standing homosexuality as a sickness. Similarly, over the past two mil-
lennia, understandings of extreme sadness have included various expla-
nations, such as an imbalance in the humors, a vice, a sin, a lype of
pathological mourning, and a chemical imbalance in the brain.'® Each
explanation made sense and was consistent with explanatory and moral
frameworks of the period when it was used.

These examples demonstrate how cultural norms both create and
restrict definitions of mental illness. However, this insight does not
negate the lived experience of distress; it simply acknowledges that this
lived experience is influenced by the available explanatory discourses.!!
Emily Martin’s definition of manic depression demonstrates this social
constructionist perspective:

Will I be claiming that manic depression is not “real”? Not at
all. T will claim that the reality of manic depression lies in more
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than whatever biological traits may accompany it. The “reality”
of manic depression lies in the cultural contexts that give par-
ticular meanings to its oscillations and multiplicities. Will I be
claiming that people living under the description of manic
depression do not need treatment? Not at all. I will claim that
whatever suffering attends the condition should be treated by
any means possible. But I will also say that manic depression
is culturally inflected: its “irrational” heights and depths are
entwined in the present-day cultural imagination.!?

Performativity theorists extend social constructionism and argue
that our sense of self is a construct created through repeated and ritual-
ized action. Judith Butler argues that rather than being a gender, we
continuously enact a gender, and through this we construct a sense of a
gendered core that is both continuous and immovable. For Butler there
is no self, no “doer behind the deed”; instead, the stylized repetition of
gendered acts gives the impression that there is such a core. Butler
notes that there are limits to the types of selves that can be constructed
through performativity, as it is a “compulsory repetition of prior and
subjectivating norms, ones which cannot be thrown off at will, but
which work, animate, and constrain the gendered subject”™"*

Similar to the deliberate act of passing, in which a person seeks a
particular type of reaction from others, gender performativity occurs
through relation: “One does not ‘do’ one’s gender alone. One is always
‘doing’ with or for another, even if that other is only imaginary”!* How-
ever, most theorists agree that there is a categorical distinction between
choosing to act in a particular way and repeated enactments of social
norms that create a particular sense of self. Butler makes this distinc-
tion plain when she states:

In no sense can it be concluded that the part of gender that is
performed is the truth of gender; performance as bounded “act” is
distinguished from performativity insofar as the latter consists in
a reiteration of norms which precede, constrain, and exceed the
performer and in that sense cannot be taken as the fabrication of
the performers “will” or “choice.” . . . The reduction of performa-
tivity to performance would be a mistake.®

This differentiation means that many gender studies scholars consider
arguments that merge gender performance and gender performativity
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suspect ot lnaccutate, However, as discussed later, scparating perfor-
mance and performativity is less useful when dealing with passing as
sane, since the experiences of managing emotional distress often disrupt
a distinction between deliberate and ritualized presentations of self.

Another key aspect of performativity theory is that there is no orig-
inal gender or gendered relationship that is “copied” by non-normative
others (e.g., butch lesbians, drag queens, femme gay men). Rather, all
genders are enactments.!® Thus, the concept of performativity implies
that all behavior is a type of performance or enactment.

Thinking of mental illness as performative means that every per-
son, regardless of the perceived “reality” of that individual’s mental state,
passes as sane or insane. In other words, every action is a construction
of self that gives the perception of an internal sane or insane self.

While theories of performativity are useful as a starting point in
examining passing as sane, there are fundamental differences between
gender and mental illness that limit the applicability of this theory. The
link between deliberate performance and successful enactment of self-
hood for gendered presentation differs from that for mental health. In
the case of masculinity, men who feel they are acting masculine often
report that they feel they are failing at being masculine; thus, deliber-
ately “walking like a man” may fee! like a less successful enactment of
masculinity than if such actions were to “come naturally”!” By contrast,
the acting of mental health, even when a person experiences that acting
as a false presentation, is an aspect of being “mentally healthy” Western
culture understands the “ability to continue acting ‘normal’” as part of
the definition, and the experience, of good mental health.

To demonstrate the relationship between acting “normal,” passing
as sane, and experiencing oneself as sane, imagine two people diagnosed
with depression. Both report feeling the same level of sadness and
despair. Yet one goes to work and the other takes the day off. Is it still
reasonable to say that these two individuals are equally unwell? Simi-
larly, imagine the person who hears voices but does not yell back at
them in the street, or the person who has a panic attack but does not
run down the road yelling that the world is ending. Is this performance,
this enactment for self and audience of a lack of distress, not actually
the same as having less distress? Thus, in both the commonsense and the
medical understanding of these experiences, how one reacts to physical
and emotional manifestations of distress (i.e., symptoms) may be under-
stood as a symptom in and of itself.
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Similarly, both laypeople and professionals interpret an individual’s
long-term reactions to symptoms as indicators of how “mentally ill”
that person is. Such assessments are not based on what a person thinks
or feels. Rather, these assessments focus on what one does, and does
not do, with one’s body. For example, some ways of coping with emo-
tional distress are deemed indicators of mental illness (excessive use of
alcohol, self-harm, engagement in crime, forced vomiting, and suicidal
ideation and behavior are, respectively, part of the DSM-IV-TR criteria
for alcohol dependence, borderline personality disorder, conduct dis-
order, bulimia, and depression).!® A person who engages in particular
embodied practices may be classified as mentally ill or may be deemed
more severely mentally ill. In comparison, a person who takes medica-
tion, goes to a psychiatrist, stays at a hospital, does exercise, and prac-
tices meditation is typically considered less mentally ill.?° 1t is thus not
solely a person’s symptoms or internal state but, rather, that individual’s
embodied responses to the symptoms that determine how “mentally ill”
the person is deemed to be,

Mainstream interventions for affective disorders such as desensiti-
zation also focus on reactions to symptoms, with the goal of allowing
the individual to pass as non-symptomatic. Some psychologists use
desensitization to treat anxiety and phobias. Desensitization involves
graded exposure: controlled engagement with the phobic object or situ-
ation, increasing in intensity over time.?? For example, L. J. Gilroy and
colleagues’ system for graded exposure to a spider involves individuals’
relating to a live spider enclosed in a container placed on a table. Step
one is to enter the room; step four is to touch the container in which
the spider is enclosed; and the final step involves holding the spider
with both hands.?! At each stage, the person feels afraid but proceeds
with the required action. In other words, the person acts “normal” (per-
forms “normally”).

Mainstream therapies such as desensitization and cognitive-behav-
ioral therapy are often coupled with skills training. While the aim of
such training is to enable people to function better in their day-to-day
lives, the training also teaches individuals how to pass as sane. Skills
learned might include breathing techniques and ways to remain calm
and continue to function in distressing situations. In these instances,
the practitioner assesses as less impaired the client who can act in ways
that appear normal—the client who does not, for example, obviously
hyperventilate or run out of a confined place. In other words, practitio-
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ners routinely assess impairment as reduced when the client can pass as
sane. However, clients are likely to think of themselves as “cured” of
their anxiety only when they are not experiencing symptoms. Thus, for
many practitioners and their clients, “cure” occurs when the deliberate
performance of being OK can routinely be used as a mechanism to stop
distressing emotional or embodied states. Unlike gender performativity,
in which embodiment, subjectivity, ritual, and performance are typi-
cally considered part of a singular lived experience, the performativity
of mental health may involve more stratification. Specifically, the delib-
erate performance of being OK may at times be either enmeshed within
or very distinct from the subjective embodiment of being OK or asymp-
tomatic. Or to put this in colloquial self-help terms, both mindfulness
and desensitization are therapies based on “fake it ’til you make it.’*2

This use of performance to preempt performativity also occurs in
more everyday situations. For some people, being told by friends or
family members, “You are not going to get upset,” will stop them from
becoming more distressed. In these instances, the first few minutes of
trying not to be upset may involve some form of quivering-lip, teary-
eyed pretending. However, when this type of intervention is successful,
a few minutes later the lips stop quivering, the eyes dry, and the pre-
tense is no longer needed, because the person really is OK. In other
words, the emotional spiral is abated by an approximation of the em-
bodiment of OK-ness. What has been a solely physical shift (stopping
crying) becomes a psychological one (a lack of distress). Thus, the per-
formance has become performativity.

The ability to fake it ’til you make it, or pass as sane, relies heavily
on knowing what behaviors signify mental health in a particular com-
munity. Expectations of sane behavior vary across communities and
identities; most people’s expectation of the “sane” behavior of a middle-
aged white woman differs from their expectation of the “sane” behavior
of a teenage African American male.?* In fact, the ability to pass as sane
does not depend on a singular set of criteria for sanity. Rather, passing
as sane requires that a person refrain from breaking the social norms
regarding other aspects of that individual’s identity; oné’s sanity falls
into question if one does not act appropriately for one’s gender, race,
class, sexuality, religion, and so on.?* In the Australian context, the
identity-dependent nature of passing as sane is apparent when we
examine published accounts of the different coping behaviors of men
and women with depression. Whereas women describe managing their
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symptoms by taking bubble baths, reading quietly, cooking, receiving
affirmation from a lover, and looking after their children, men report
that they manage their symptoms by drinking with “mates” or by
themselves, joking, distancing themselves from family and friends,
and damaging property.?> In these instances, adherence to gender
norms (women doing womanly things and men doing manly things)
is a key aspect of being understood as sane. Had these people devi-
ated from conservative gender norms—if the men had enjoyed bubble
baths or the women had damaged property—it is likely that they would
have been perceived as more mentally ill than they would have been
had they remained appropriately gendered. Passing as sane depends
on a wide range of social markers, such as race, gender, class, and
sexuality.

' f HILE PASSING may be therapeutically useful as a mechanism
30 for encouraging individuals to fake it 'til they make it, for many
people passing as sane remains a deliberate and strategic performance
that is morally devalued because it is considered a signifier of shame.
As the social scientist Kenneth Paterson notes, the person who feels
that it is necessary to “wear a mask” to continue relationships with
friends and family may also feel that this behavior requires universal
rejection of the person’s “true” self.26

This understanding of passing appears to be centered on a belief
that the need to pass is, in itself, an indication that a person is experi-
encing a mental illness. For instance, on an Australian Internet forum
about experiences of depression, an anonymous participant writes: “For
what feels like forever I have been pretending that I'm ok. I go through
everyday with a fake smile just biding my time until I can go home and
curl up in a ball and sleep.”?” In this instance, the “fakeness” of the cop-
ing is presented by the author as evidence of being unwell. Ironically, a
person may interpret the very actions that promote the appearance of
sanity as evidence of insanity, so passing behaviors may augment rather
than diminish distress. In these circumstances—when it remains a
continuous, and self-conscious, “acting”—passing as sane is likely to
be experienced as a destructive or negative behavior.

For people diagnosed with a mental illness, masquerading as insane
may have a variety of benefits. Siebers uses the term “masquerade” to
describe the act of exhibiting an impairment or implying that one has

Passing as Sane ® 107

a different form of disability. He argues, “The masquerade represents
an alternative method of managing social stigma through disguise, one
relying not on the imitation of a dominant social role but on the
assumption of an identity marked as stigmatized, marginal, or infe-
rior”?® In line with Siebers’s understanding of “masquerade;” passing as
insane or intentionally exhibiting insane behavior may grant access to
services that passing as sane would not. As a participant in Paterson’s
study of Australians living with depression notes, “I wouldn't have
bothered applying [for federal aid] if I wasn't just continuing weeping
from the eyes, and just completely dysfunctional. . . . I wouldn't have
been able to get the appointment. What’s the point? They’re not going
to believe me”®® This example depicts a participant who felt compelled
to exhibit mental illness, or masquerade as insane, when applying for
mental-health-related support from the government.

For some, passing as insane provides a valuable sense of commu-
nity and enjoyment, as is the case with the members of a bipolar sup-
port group that the anthropologist Emily Martin observed:

The next moment, a man who had come to meetings week
after week, but who always sat quietly, saying nothing, with a
gloomy expression and dejected appearance said, “I don’t usu-
ally say anything at all, I have been silent here for weeks and
weeks, but tonight I realize I can’t hold it all in. I have to let it
out” Then, he launched into a string of shockingly barbed and
funny jokes. Startled, everyone looked around the table hesi-
tantly. Smiles bloomed as a rapid “eye flash’—eye contact that
moved rapidly around the group—signalled the start of a hilar-
ious session of joke telling that took up the entire rest of the
two-hour meeting.*

Martin describes the support group as engaging in what Siebers defines
as masquerade. Specifically, the group members exaggerate their manic
symptoms deliberately as part of their social interaction.*! This example
counters the characterization of passing as always the shameful or
undesired behavior described earlier in the chapter, as the group mem-
bers appear to enjoy their exaggerated interactions. Moreover, passing
as (in)sane has a surprisingly strong link to pleasure; passing as sane
often helps to reduce distress, while passing as insane, at least in some
instances, can be both amusing and joyful.




108 < Peta Cox

Both passing as sane and passing as insane are cultural and reflex-

ive practices. Passing as sane (or insane) is a constant enactment of self

that depends on knowing social norms of sanity and a range of other
social ‘identities, such as gender, sexuality, class, and race. Passing as
sane plays on the edge between acting and being, which is also the edge
between performance and performativity. At times, people diagnosed
with a mental illness can use the tension between acting and being as
a way to manage their symptoms or to maintain social engagement
despite their distress. However, at other times, such passing may exac-
erbate distress. At its most extreme, passing as (in)sane may collapse
the division between acting and being, so that what was once a deliber-
ate act becomes a ritualized construction of self. In this way, the experi-
ences of those with mental illness suggest a merging between perfor-
mance and performativity that offers us new insight into passing and
other issues of identity presentation.
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o H e,

- Athlete First

A Note on Passing,
Disability, and Sport

MICHAEL A. REMBIS

“*“OR SOME DISABLED PEOPLE, being viewed as an athlete first
is the ultimate compliment, and the ultimate goal. Deborah, for
& example, likes to think of herself as a “sports . . . person—not as a
woman—and not as disabled” She adds, “It’s very hard work, but I like
to feel strong and powerful and that’s how I win gold medals—in the
same way able-bodied people do”! The Major League Baseball (MLB)
pitcher Jim Abbott reportedly once said, “I never told myself that I
wanted to be the next Pete Gray [a physically impaired outfielder who
played one season in 1945]. I always said I wanted to be the next Nolan
Ryan.? This revelation compelled one baseball historian to explain that
Abbott’s comment was not meant as an insult to Gray but was a state-
ment of Abbott’s desire to be seen as a “ballplayer—not a ‘one-armed’
ballplayer”? While on the surface these admissions may seem innocu-
ous or even empowering, a testament to ideas of “inclusion” and “nor-
malization,” I argue that they are a powerful and, in some cases, physi-
cally and psychically debilitating form of passing.

“Athlete First” is the title of a recent monograph on the history of the Paralympics (Steve
Bailey, Athlete First: A History of the Paralympic Movement [Hoboken, N.J.: John Wiley
and Sons, 2008]). My subtitle is (I hope) an obvious play on Erving Goffman’s universally
influential study Stigma: Notes on the Management of Spoiled Identity (New York: Simon
and Schuster, 1963).




»» Disability

and Passing

Blurring the Lines of Identity

EDITED BY

Jeffrey A. Brune
Daniel J. Wilson

%g% TEMPLE UNIVERSITY PRESS
#=2%  Philadelphia




