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Davison and Neale’s classic text Abnormal Psychology intro-
duced the fi eld of abnormal psychology to over one million 
readers over several decades. Kirk Blankstein and Gordon 
Flett responded to calls for a text with a greater focus on 
Canadian issues by adapting this classic work. T e publica-
tion in 2002 of the fi rst edition of Davison, Neale, Blankstein, 
& Flett, Abnormal Psychology, Canadian Edition meant that 
Canadian students could now benefi t from the structure and 
principles of the classic text but within the context of exten-
sive Canadian content that highlighted the unique aspects of 
the people of Canada. T e publication of this new volume, the 
fi fth edition, represents a substantial change because it coin-
cides with the publication of the new Diagnostic and Statistical 
Manual of Mental Disorders and has been thoroughly revised 
to refl ect the key changes in the DSM-5. An equally impor-
tant catalyst for revising the text was our ongoing attempts 
to not only keep abreast of new developments in the fi eld and 
in Canadian society, but also provide a book that meets the 
emerging learning needs of students. T is new version of the 
text is shorter and more focused than the previous edition. 
T ese changes were made in light of our ultimate goal of pro-
viding broad coverage of key themes and issues in a way that 
is highly engaging for today’s student.

GOALS OF THE BOOK
Our other main goals in writing Abnormal Psychology, 
Fifth Canadian Edition, were to continue to build upon the 
strengths of a classic text and present abnormal psychology 
from a unique Canadian perspective with a contemporary 
emphasis. Acknowledged strengths are as follows:

A SCIENTIFIC, CLINICAL APPROACH T e study of abnor-
mal psychology is a science and this edition, like its predeces-
sors, retains a strong commitment to the scientifi c approach 
and Davison and Neale’s goal of encouraging readers to think 
critically and consider the merits of various viewpoints. Tough 
choices have to be made when selecting from among the vast 
literature and these choices are guided by the need to accu-
rately represent the fi eld and continue to make a fair and com-
prehensive presentation of the various conceptualizations in 
contemporary psychopathology.

PARADIGMS AS AN ORGANIZING PRINCIPLE One of the 
reasons we have used the Davison text over many years and 
sought to use it as a base for our Canadian text is that it has 
always been consistent with our orientation toward abnormal 
psychology and with our teaching philosophy. A recurrent 
theme in the book is the importance of major points of view 
or, to use Kuhn’s (1962) phrase, “paradigms.” Our experience 
in teaching undergraduates has made us very much aware of 

the importance of making explicit the unspoken assumptions 
underlying any quest for knowledge. In our handling of the 
paradigms, we have tried to make their premises clear. Long 
after specifi c facts are forgotten, the student should retain a 
grasp of the basic problems in the fi eld of psychopathology and 
understand that the answers one arrives at are constrained by 
the questions one poses and the methods employed to ask 
those questions. T roughout the book we discuss four major 
paradigms: psychoanalytic, learning (behavioural), cognitive, 
and biological (neuroscientifi c). 

AN AUTHORITATIVE, CONTEMPORARY APPROACH 
Abnormal Psychology, Fifth Canadian Edition furthers its reputa  -
tion as one of the most current, authoritative overviews of the 
theories and research in psychopathology and intervention. It 
maintains the widely praised scientifi c clinical approach that 
blends the clinical and empirical/experimental, as the authors 
examine each disorder from multiple perspectives. T e fi eld 
of abnormal psychology continues to evolve and expand at 
a phenomenal rate. As always, additions and modifi cation 
to this text are signifi cant and not merely cosmetic. Why? 
Because it is vitally important to incorporate a wide range 
of new fi ndings in this edition to ensure that this text is an 
accurate source of contemporary developments. T is is most 
clearly exemplifi ed by the changes made in the fi fth edition 
of the Diagnostic and Statistical Manual of Mental Disorders 
(DSM-5), which appeared in May 2013. Most chapters in this 
book were modifi ed to incorporate these changes. More gen-
erally, however, four primary questions continue to guide our 
writing: What causes psychopathology? Which treatments are 
most eff ective in preventing or reducing psychological suff er-
ing? What are the key implications for Canadian society and 
Canada’s mental health system? And, what will students fi nd 
particularly meaningful and engaging? We tried to not only 
present theories and research in psychopathology and inter-
vention, but also to convey the intellectual excitement that is 
associated with the search for answers to some of life’s most 
puzzling questions.

NEW TO THIS EDITION
Preparation for the new edition starts as soon as the previ-
ous edition is published. It begins with an exhaustive eval-
uation of the contents of the previous edition by several 
reviewers, including current users of the text. We have been 
responsive to their insightful feedback while remaining con-
sistent with the sage approach and framework used histori-
cally by Davison and Neale. Typically, suggestions focus on 
incorporating new research developments and modifying 
how much focus is placed on various theoretical orientations. 
For instance, reviewers suggested placing less emphasis on 
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the classical psychoanalytic orientation and instead placing 
greater emphasis on the cognitive-behavioural orientation 
and the biological/physiological orientation. T e book is also 
assessed by various individuals on an ongoing basis to ensure 
that we retain a high level of readability and continue to high-
light the relevance of the material by incorporating case stud-
ies and case vignettes of interest to our readers. Key additions 
and changes to the book are outlined below.

CONTEMPORARY FOCUS
As a refl ection of the important new developments, over 
800 new references have been integrated throughout the 
text, with the vast majority of these references published in 
the last three years. New material was added only if it repre-
sented important new research or key themes. A trend that 
continued with this volume is to continue to emphasize new 
research conducted in Canada, but placing increasing empha-
sis on international developments in order to provide a con-
temporary representation of the current state of the fi eld.

Historically, with each revision of this text, three or more 
chapters are selected and extensive changes and updates 
are made. However, in this instance, in light of the DSM-5 
changes, extensive changes have been made throughout the 
text. T e most comprehensive updates occurred in Chapter 4, 
“Classifi cation and Diagnosis” and in Chapter 15, “Disorders 
of Childhood.” One key change is that the sequencing of 
Chapters 3 and 4 is now switched to refl ect the tendency in 
the clinical world for assessment issues to come before diag-
nostic considerations and to enable the use of material intro-
duced in Chapter 3 to explicate material in Chapter 4.

CONTENT REVISION
Content areas have been considerably strengthened. Our 
decision to update and expand the biological perspective that 
began in the second edition has continued in this edition and 
this continuing emphasis refl ects key advances in the fi eld. 
Any book purporting to be representative must have increased 
coverage of advances in neuroscience and genetic research 
but it is also important to consider these developments 
within broad conceptual frameworks such as the biopsycho-
social model that is outlined later in the book. Accordingly, 
new groundbreaking research is incorporated. For instance, 
Chapter 11 has been updated to include new biological and 
genetic advances that have enhanced our understanding of 
schizophrenia, and to report on new research on the phar-
macological treatment of schizophrenia. Another example 
is the extended summary of new genetic breakthroughs in 
Alzheimer’s research in Chapter 16.

A central aim in revising the content was to provide 
expanded descriptions of several “hot topics.” We further 
explored those topics already included in the previous edi-
tion, but also added emerging issues, including key issues 
specifi c to Canada. T ese issues cover various themes, includ-
ing the federal government’s attempt to stop harm reduction 
eff orts to treat addiction in Vancouver. Other key emerging 

themes of growing signifi cance and new developments dis-
cussed at length in this edition include the latest eff orts to 
combat mental health stigma in Canada (Chapter 1), the 
fate of assisted suicide legislation in Canada (Chapter 8), 
Canadian eff orts to address homelessness and mental illness 
(Chapter 11), excessive use of OxyContin and other painkill-
ers in Canada (Chapter 12), the mental health crisis facing 
our children and adolescents (Chapter 15), and Bill C-54 and 
the treatment of people who have engaged in violent attacks 
but were deemed not criminally responsible due to mental 
disorder (Chapter 18). 

FOCUS ON DISCOVERY
While a few new Focus on Discovery boxes have been added to 
the fi fth edition (such as a discussion of hoarding disorder in 
Chapter 4), our focus was primarily on signifi cant updates to 
existing boxes. Signifi cant additions include:

• Focus on Discovery 4.2: Ethnic and Cultural Considerations 
in DSM-5

• Focus on Discovery 12.2: Our Tastiest Addiction: Caff eine 
and the Rise of Energy Drinks

• Focus on Discovery 16.1: T e Nun Study: Unlocking the 
Secrets of Alzheimer’s?

CANADIAN PERSPECTIVES
• Updated Canadian Perspectives 5.1 on early risk factors and 

psychological disorders and the role of abuse
• Updated Canadian Perspectives 8.1 on postpartum, perina-

tal, and prenatal depression in Canadian women
• Updated Canadian Perspectives 10.1 on the prevention of 

eating disorders in Canada
• Updated Canadian Perspectives 16.2 to refl ect emerg-

ing issues and concerns involving home care for elderly 
Canadians

CANADIAN CONTRIBUTIONS
• Updated Canadian Contributions 9.2 on Norman Endler 

and the interaction model of anxiety, stress, and coping
• Updated Canadian Contributions 15.1 on Richard Tremblay 

and the GRIP Research Unit
• Updated Canadian Contributions 16.1 on Charles Morin 

and the treatment of insomnia in older adults

SUPPLEMENTARY MATERIALS
• A collection of CBC videos has been compiled to accompany 

Abnormal Psychology, Fifth Canadian Edition.
• The Brief Student Guide to DSM-5 is packaged with this 

text at no additional cost. T is handy guide lists selected 
DSM-5 criteria to some of the disorders mentioned in the 
text. Further, there are two case studies in the booklet that 
help show the reader how the DSM criteria are used in real-
life situations.

• T e Test Bank, Instructor’s Manual, PowerPoint slides, and 
Study Guide have also been thoroughly revised.
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ORGANIZATION OF THE TEXT
In Part 1 (Chapters 1–5), we place the fi eld in historical con-
text, present the concept of paradigms in science, describe 
the major paradigms in psychopathology and intervention, 
discuss the role of cultural factors in a Canadian setting, and 
introduce our readers to Canada’s mental health care system. 
A central focus is our extensive overview of the fi fth edition of 
the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) 
and the process used to arrive at it. T e order of chapters in 
this segment has been changed so that assessment is now the 
focus of Chapter 3 and classifi cation and diagnosis are now 
the focuses of Chapter 4.

Specifi c disorders and their treatment are discussed 
in Parts 2 and 3 (Chapters 6–16). Chapter 16 on aging pro-
vides comprehensive coverage of this important topic from a 
uniquely Canadian perspective. Note that we have retained a 
change that was made in the order of the chapters in the fourth 
edition. Mood disorders is now covered in Chapter 8 and 
Chapter 9 is now “Psychophysiological Disorders and Health 
Psychology.” T is change was made in order to more meaning-
fully discuss the role of mood disorders in health problems in 
Chapter 9. Here it should be noted that certain disorders, such 
as the ones in the DSM-5 that have now been distinguished 
from disorders that they were grouped with previously (e.g., 
obsessive-compulsive disorder and post-traumatic stress dis-
order vs. the anxiety disorders), are still included in the anx-
iety disorders chapter since they involve strong links with 
anxiety. We will explore whether these topics merit their own 
chapters in future editions. 

T e fi nal section, Part 4, consists of Chapters 17 and 
18. Chapter 17 discusses process and outcome research on 
treatment and controversial issues surrounding the therapy 
enterprise. Chapter 17 was rewritten, in part, to highlight the 
non-specifi c factors (e.g., client motives and beliefs) that infl u-
ence and impact on the eff ectiveness of treatment. Indeed, 
there is now extensive discussion with new sections focused 
on client factors and factors related to the client–therapist 
relationship. In Chapter 18, legal and ethical issues are dis-
cussed and extensive Canadian content is provided. T is clos-
ing chapter is devoted to an in-depth study of the complex 
interplay between scientifi c fi ndings and theories, on the one 
hand, and the role of ethics and the law on the other hand.

FEATURES OF THIS BOOK
In addition to the content and organization, a variety of ped-
agogical features support the approach of this text. T ese fea-
tures were introduced in the fi rst edition and are designed to 
make it easier for students to master and enjoy the material.

CANADIAN FOCUS BOXES
T ere are two types of boxes in the text that focus solely on plac-
ing the material in a Canadian context and on highlighting past 
and current practices in the treatment of abnormal psychology 
in Canada as well as the research contributions Canadians have 

made in the fi eld. T ey are Canadian Perspectives and Canadian 
Contributions. Several of these boxes have been updated with 
recent anecdotes and key developments from news reports to 
illustrate important mental health issues in Canada today.

STUDENT PERSPECTIVES BOXES
In addition to representing the DSM-5, the most substantial 
revision in this edition is the addition of Student Perspectives 
boxes in almost all of the chapters in this book. T is material 
was added to further increase students’ engagement with the 
material by illustrating the relevance of mental health issues to 
the experiences of university and college students in Canada 
and elsewhere. A wide range of issues is explored, including 
the prevalence of anxiety and depression in students and the 
growing problem of the abuse of attention-defi cit/hyperactivity 
disorder medication as a type of study aid. Other topics that 
are addressed include binge drinking on university campuses, 
internet addiction disorder on campus, and the prevalence and 
prevention of depressive disorders among students.  T e addi-
tion of these boxes distinguishes this book from other abnormal 
psychology books and this change was made primarily in recog-
nition of the growing concern about the mental health issues 
facing college and university students and the importance of 
examining issues within the context of campus settings. 

FOCUS ON DISCOVERY BOXES
T ere are many in-depth discussions of selected topics encased 
in Focus on Discovery boxes throughout the book. T is fea-
ture allows us to involve the reader in topics that are some-
times very specialized, in a way that does not detract from 
the fl ow of the regular text. Sometimes a Focus on Discovery 
box expands on a point in the text; sometimes it deals with 
an entirely separate but relevant issue, often a controversial 
one; and often it presents material of particular interest to the 
Canadian student. Reading these boxes with care will deepen 
understanding of the subject matter.

CHAPTER-OPENING CASES AND IN-TEXT CASES
Several chapters open with extended case illustrations. T ese 
accounts provide a clinical context for the theories and research 
that occupy most of our attention in the chapters and help make 
vivid the real-life implications of the empirical work of psycho-
pathologists and clinicians. We have reintroduced a fi ctional 
case used in previous editions of this textbook (the case of 
Ernest H.) to illustrate how he would be diagnosed with the old 
DSM-IV approach versus the contemporary DSM-5 approach.

New case examples and case vignettes have been added 
throughout the chapters to further illustrate key concepts. We 
have also retained most of the compelling cases introduced in 
earlier versions of this text, including the horrible abusiveness 
of Joseph Fritzl (see Chapter 2) and the case of Donald S., 
who suff ered from psychopathy and who once claimed to have 
worked as a research assistant for Robert Hare (see Chapter 13). 
Detailed case studies have been added to illustrate hoarding 
disorders (Chapter 4: the man with clinical hoarding who 
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had to be saved by emergency response workers in Burnaby, 
B.C.); depression in students (Chapter 8: Billy, the depressed 
20-year-old); psychosocial factors that contribute to eating 
disorders (Chapter 10: the case study of the blind Dutch 
woman who used her sense of touch from a Barbie doll to feel 
a pressure to conform to body image ideals); the onset of fi rst 
episode psychosis (Chapter 11: the symptom expression of 
Peter, an adolescent boy); and the remarkable personal story 
of the battle with borderline personality disorder by a famous 
clinical psychologist (Chapter 13: Marsha Linehan’s personal 
account). T is incredible story should provide a sense of hope 
to students facing their own challenges.

CHAPTER SUMMARIES
A summary appears at the end of each chapter. We suggest 
that the student read it before beginning the chapter itself to 
get a good sense of what lies ahead. Rereading the summary 
after completing the chapter will enhance the student’s under-
standing and provide an immediate sense of what has been 
learned in just one reading of the chapter. T ese summaries 
are presented in bulleted format to enhance student retention.

KEY TERMS
When an important term is introduced, it is boldfaced and 
defi ned or discussed immediately. Most such terms appear 
again later in the book, in which case they will not be high-
lighted in this way. All of these terms are listed after each 
chapter summary as key terms and are defi ned in the end-of-
text glossary. T e page number on which the term is defi ned 
appears in this list.
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1                                INTRODUCTION: 
DEFINITIONAL AND 
HISTORICAL CONSIDERATIONS, 
AND CANADA ’S MENTAL 
HEALTH SYSTEM 

 Every day of our lives we try to understand other people. 
Acquiring insight into what we consider normal, expected 

behaviour is diffi  cult. It is even more diffi  cult to understand 
human behaviour that is beyond the normal range. 

 T is book deals with abnormality as it applies to psy-
chological disorders, including their description, causes, and 
treatment. As you will see, we know with certainty much less 
about our fi eld than we would like. As we approach the study 

   “We are all born mad. Some remain so.”  
  —Samuel Beckett,    Waiting for Godot   , II   

   “There can be no question though that where the 
insane are concerned the public are not only indiffer-
ent, but terror stricken and very often heartless.”  

  —C. K. Clarke, Canada's fi rst professor of psychiatry 
(Greenland, 1996)   

   “More than seven million Canadians will experience 
mental health problems this year and the sad reality 
is that many of them will fi nd the stigma they face is 
actually worse than the illness itself.”  

  —Michael Pietras, Director of the Mental Health Commission 
of Canada's anti-stigma initiative    Opening Minds    (June 6, 
2012, at the 5th annual International Stigma Conference, 
Ottawa)    

of  psychopathology  , the fi eld concerned with the nature and 
development of abnormal behaviour, thoughts, and feelings, 
we do well to keep in mind that the subject off ers few hard and 
fast answers. 

 Another challenge we face in studying abnormal psy-
chology is the need to remain objective. Our subject matter is 
personal and it is powerfully aff ecting, making objectivity dif-
fi cult but no less necessary. T e disturbing eff ects of abnormal 

    

Self , 1960, Oil on untempered Greg Curnoe, Canadian 1936–1992,  
hardboard, 91.0 × 60.8 cm, Art Gallery of Ontario, Toronto. Gift of 
the Bick Family, 2001.     © Estate of Greg Curnoe/SODRAC (2013) 
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behaviour intrude on our own lives. Who has not experienced 
irrational thoughts, fantasies, and feelings? Who has not felt 
profound sadness that is more extreme than circumstances 
can explain? Most of you will have known someone whose 
behaviour was upsetting and impossible to fathom, and real-
ize how frustrating and frightening it is to try to help a person 
suff ering psychological diffi  culties. 

 T is feeling of familiarity with the subject matter adds 
to its intrinsic fascination—undergraduate courses in abnor-
mal psychology are among the most popular in psychology 
departments and indeed in the entire university or college 
curriculum. But it has one distinct disadvantage. All of us 
bring to our study preconceived notions of what the subject 
matter is. We have developed certain ways of thinking and 
talking about behaviour, certain words and concepts that 
somehow seem to fi t. 

 As scientists, we have to grapple with the diff erence 
between what we may feel is the appropriate way to talk about 
human behaviour and experience and what may be a more 
productive way of defi ning it in order to study and learn about 
it. T e concepts and labels we use in the scientifi c study of 
abnormal behaviour must be free of the subjective feelings 
of appropriateness ordinarily attached to certain human 
phenomena. As you read this book and try to understand 
the mental disorders it discusses, you may be asked to adopt 
frames of reference diff erent from those to which you are 
accustomed. 

 We will now turn to a discussion of what we mean by the 
term “abnormal behaviour.” T en we will look briefl y at how 
our view of abnormality has evolved through history to the 
more scientifi c perspectives of today. Chapter 1 concludes 
with a discussion of current attitudes toward people with psy-
chological problems and with an introduction to the system of 
mental health care in Canada. 

 Before we embark on this journey, it is important to note 
that this is an exceptionally good time to be a student learning 
about abnormal psychology, especially in Canada. Important 
research discoveries continue to emerge, in part fuelled by 
developments in neuroscience. T e fi eld is also under great 
scrutiny as a result of the introduction in May 2013 of the 
next edition of the diagnostic system, the  Diagnostic and 
Statistical Manual–Fifth Edition  ( DSM-5 ; see www.dsm5.org). 
Moreover, mental health issues are very much at the fore-
front of the public consciousness at present, and this is partly 
due to the eff orts of heroic famous Canadians such as Clara 
Hughes and the many individuals and corporations who are 
determined to make a diff erence. Arguably, there has been 
no time in our past when public interest and determination 
to make positive changes has been higher. Another impor-
tant development is that due to the exceptional eff orts of the 
Mental Health Commission of Canada and individuals across 
our nation, Canada fi nally has its fi rst comprehensive Mental 
Health Strategy (see http://strategy.mentalhealthcommis-
sion.ca/). And even politicians seemed poised to do their part. 
For instance, Canada is now seriously considering a national 

suicide prevention strategy as a result of public support for 
a nonpartisan motion put forth in October 2011 by then-
Liberal leader Bob Rae.  

 T ese eff orts and initiatives are important because the 
challenges still facing us are very signifi cant ones. We can 
talk about challenges in terms of fi lling key gaps in knowl-
edge, but more importantly, we can talk about remaining 
challenges in terms of the sheer prevalence of psychological 
problems among people of various ages in Canada and else-
where. We will see that the number of people who require 
treatment and other services for mental health issues far 
outweighs the services that are available. Ideally, we will 
get to the point that, collectively, we will have all of the 
resources needed to put timely preventions in place and 
thereby substantially decrease the suff ering that accompa-
nies mental illness. 

   WHAT IS ABNORMAL BEHAVIOUR? 
 One of the more diffi  cult issues facing us is how to defi ne 
abnormal behaviour. Several characteristics have been pro-
posed as components. No single one is adequate, although 
each has merit and captures some part of what might be a 
full defi nition. Consequently, abnormality is usually deter-
mined by the presence of several characteristics at one 
time. Our best defi nition of  abnormal behaviour   includes 
such characteristics as statistical infrequency, violation 
of norms, personal distress, disability or dysfunction, and 
unexpectedness. 

  STATISTICAL INFREQUENCY 
 One aspect of abnormal behaviour is that it is  infrequent  in 
the general population. T e  normal curve  , or bell-shaped 
curve, places the majority of people in the middle as far as any 

   

The Canadian Press Images/Dominic Chan

Clara Hughes, Olympic champion, also champions awareness of 
mental health issues and has been open about her own bouts with 
depression. She is shown here in October 2012 speaking to gradu-
ates when receiving an honorary Doctor of Laws degree from York 
University for her tireless efforts.
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abnormal in another. T is subtle issue is addressed through-
out the book (see especially chapters 2 and 4). 

   PERSONAL SUFFERING 
 Another characteristic is  personal suffering ; that is, behaviour 
is abnormal if it creates great distress and torment in the 
person experiencing it. Personal distress clearly fi ts many of 
the forms of abnormality considered in this book—people 
experiencing anxiety disorders and depression truly suff er 
greatly—but some disorders do not necessarily involve dis-
tress. T e psychopath, for example, treats others cold-heart-
edly and may continually violate the law without experiencing 
any guilt, remorse, or anxiety whatsoever. And not all forms 
of distress—for example, hunger or the pain of childbirth—
belong to the fi eld. 

   DISABILITY OR DYSFUNCTION 
  Disability —that is, impairment in some important area 
of life (e.g., work or personal relationships) because of an  
abnormality—can also be a component of abnormal 
behaviour. Substance-use disorders are defi ned in part by 
the social or occupational disability (e.g., poor work per-
formance, serious arguments with one ’s spouse) created by 
substance abuse and addiction. Similarly, a phobia can pro-
duce both distress and disability; for example, a severe fear 
of fl ying may prevent someone from taking a job promotion. 
Like suff ering, disability applies to some, but not all, disor-
ders. Transvestism (cross-dressing for sexual pleasure), for 
example, which is currently diagnosed as a mental disorder 
if it distresses the person, is not necessarily a disability. Most 
transvestites are married, lead conventional lives, and usu-
ally cross-dress in private. Other characteristics that might 
in some circumstances be considered disabilities—such 
as being short if you want to be a professional basketball 
player—do not fall within the domain of abnormal psychol-
ogy. We do not have a rule that tells us which disabilities 
belong and which do not.   

   UNEXPECTEDNESS 
 We have just described how not all distress or disability falls 
into the domain of abnormal psychology. Distress and dis-
ability are considered abnormal when they are  unexpected  
responses to environmental stressors (Wakefi eld, 1992). For 
example, an anxiety disorder is diagnosed when the anxiety 
is unexpected and out of proportion to the situation, as when 
a person who is well off  worries constantly about his or her 
fi nancial situation. 

 We have considered here several key characteristics of a 
defi nition of abnormal behaviour. Again, none by itself yields 
a fully satisfactory defi nition, but together they off er a useful 
framework for beginning to defi ne abnormality. In this vol-
ume we will study a list of human problems that are currently 
considered abnormal. T e disorders on the list will undoubt-
edly change with time, for the fi eld is continually evolving, 

particular characteristic is concerned; very few people fall at 
either extreme. An assertion that a person is normal implies 
that he or she does not deviate much from the average in a 
particular trait or behaviour pattern. 

 Statistical infrequency is used explicitly in diagnosing 
mental retardation. Figure    1.1   shows the normal distri-
bution of intelligence quotient (IQ) measures in the pop-
ulation. T ough a number of criteria are used to diagnose 
mental retardation, low intelligence is a principal one. When 
an individual ’s IQ is below 70, his or her intellectual func-
tioning is considered suffi  ciently subnormal to be designated 
as mental retardation. Although some infrequent behaviours 
or characteristics of people do strike us as abnormal, in some 
instances, the relationship breaks down. Having great ath-
letic ability is infrequent, but few would regard it as part of 
the fi eld of abnormal psychology. Only certain infrequent 
behaviours, such as experiencing hallucinations or deep 
depression, fall into the domain considered in this book. 
Unfortunately, the statistical component gives us little guid-
ance in determining which infrequent behaviours psychopa-
thologists should study. 

    VIOLATION OF NORMS 
 Another characteristic to consider is whether the behaviour 
 violates social norms  or threatens or makes anxious those 
observing it. Violation of norms explicitly makes abnormality 
a relative concept; various forms of unusual behaviour can be 
tolerated, depending on the prevailing cultural norms. Yet vio-
lation of norms is at once too broad and too narrow. Criminals 
and prostitutes, for example, violate social norms but are not 
usually studied within the domain of abnormal psychology, 
and the highly anxious person, who is generally regarded as a 
central character in the fi eld of abnormal psychology, typically 
does not violate social norms and would not be bothersome to 
many lay observers. 

 In addition, cultural diversity can aff ect how people 
view social norms. What is the norm in one culture may be 

    FIGURE 1.1  The distribution of intelligence among adults, illus-
trating a normal, or bell-shaped, curve. 
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and it is not possible to off er a simple defi nition of abnormal-
ity that captures it in its entirety. T e characteristics presented 
constitute a partial defi nition, but they do not equally apply to 
every diagnosis. 

 Focus on Discovery 1.1 describes the education and 
training of professionals who study and treat mental dis-
orders. Goering, Wasylenki, and Durbin (2000) estimated 
that approximately 3,600 practising psychiatrists, about 
13,000 psychologists and psychological associates, and about 
11,000 nurses specialize in the mental health area in Canada. 
T ousands of social workers also work in the mental health 
fi eld. Goering et al. (2000) also noted that, “T e major pro-
portion of primary mental health care in Canada is delivered 
by general practitioners (GPs)” (p. 350). Psychiatrists (who 
are medical doctors) have a great deal of clinical autonomy. 
T e majority are self-employed professionals whose clinical 
income is usually based on billing their provincial health plan. 
As noted by Latimer (2005), “Psychiatrists are essentially free 
to choose the patient population they wish to care for, and 
how” (p. 566).   

 Analyses of the results of the National Population Health 
Survey (NPHS; Statistics Canada, 1995) indicated that approx-
imately 2% of respondents had consulted with a psychologist 
one or more times in the preceding 12 months (Hunsley, 
Lee, & Aubry, 1999)—equivalent to almost 515,000 people 
in the Canadian population aged 12 and older. Hunsley and 
colleagues concluded, however, that psychological services are 
vastly underused. T ey also determined that psychological 
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Although abnormal behaviour is infrequent, so, too, is great athletic talent, such as that of the proud members of the Canadian multiple gold medal- 
winning Olympic women ’s hockey team. Therefore, infrequency is not a suffi cient defi nition of abnormal behaviour. 

   

Abnormal behaviour frequently produces disability or dysfunction, but 
some diagnoses, such as transvestism, are not clearly disabilities. 
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  FOCUS ON DISCOVERY 1.1 
 THE MENTAL HEALTH PROFESSIONS  

  The training of   clinicians       , the various professionals authorized 
to provide psychological services, takes different forms. Here, 
we discuss several types of clinicians, the training they receive, 
and a few related issues. 

 To be a  clinical psychologist   typically requires a Ph.D. 
or Psy.D. degree, which entails four to seven years of graduate 
study. However, in Canada, professional regulation of the psychol-
ogy profession is within the jurisdiction of the provinces and ter-
ritories and, depending upon regulatory statutes, a psychologist 
may have either a doctoral- or a master ’s-level degree (Hunsley 
& Johnston, 2000). In some jurisdictions the title “psychologist” 
is reserved for doctoral-level registrants, whereas master ’s-level 
registrants are referred to as “psychological associates.” Specifi c 
curriculum requirements vary across jurisdictions. Gauthier (2002) 
concluded that there was effectively no consensus among the 
provinces on the minimal academic requirements, the required 
length of supervised practice, and the timing of such practice 
(i.e., before or after the degree is achieved). 

 The 1995 Agreement on Internal Trade stipulated that a 
framework for mobility had to be developed so that the cre-
dentials of professional psychologists from one part of Canada 
would be recognized in other parts of Canada. A Mutual 
Recognition Agreement was signed in June 2001. According 
to Gauthier (2002), this requires a person to obtain fi ve core 
competencies in order to become a registered psycholo-
gist: (1) interpersonal relationships, (2) assessment and eval-
uation (including diagnosis), (3) intervention and consultation, 
(4) research, and (5) ethics and standards. 

 Training for a Ph.D. in clinical psychology requires a heavy 
emphasis on laboratory work, research design, statistics, and 
the empirically based study of human and animal behaviour. 
The Ph.D. is basically a research degree, and candidates are 
required to research and write a dissertation on a special-
ized topic. But candidates in clinical psychology learn skills 
in two additional areas, which distinguishes them from other 
Ph.D. candidates in psychology. First, they learn techniques of 
 assessment   and  diagnosis   of mental disorders. Second, they 
learn how to practise  psychotherapy  , a primarily verbal means 
of helping troubled individuals change their thoughts, feelings, 
and behaviour to reduce distress and to achieve greater life sat-
isfaction. Students take courses in which they master specifi c 
techniques under close professional supervision; then, during 
an intensive internship or post-doctoral training, they gradually 
assume increasing responsibility for the care of clients. 

 Other clinical graduate programs are more focused on prac-
tice. These programs offer the relatively new degree of Psy.D. 
(doctor of psychology). The curriculum is similar to that required 
of Ph.D. students, with less emphasis on research and more 
on clinical training. The Ph.D. approach is based on a scien-
tist-practitioner model, while the Psy.D. approach is based on a 
scholar-practitioner model, which is described below. Note that 
a recent survey of clinical psychology students in Ph.D. programs 

in Canada found that most students enrolled in current programs 
were satisfi ed with their level of science training, and as was the 
case in the United States, students felt that the training received 
was slightly more weighted toward research than toward clinical 
practice (Peluso, Carleton, & Asmundson, 2010). 

 The Canadian Psychological Association (CPA) Psy.D. Task 
Force (1998) described a scholar-practitioner as a “fl exible, 
socially responsible, thinking practitioner who derives his/her skills 
from core knowledge in scientifi c psychology. This comprehen-
sively trained professional is capable of performing in a number of 
roles, and would not be trained simply to be a technician in spe-
cifi c areas” (p. 13). As of 2007 there were two Psy.D. programs in 
Canada, at the Université du Québec and Université Laval, both 
offered in French. Later, Memorial University initiated a Psy.D. pro-
gram in 2009 and in 2013, a Psy.D. program was introduced 
in Vancouver at a campus of the Adler School of Professional 
Psychology. According to the CPA, psychologists are Canada ’s 
single largest group of licensed and specialized mental health 
care providers. Further, psychologists are the primary research-
ers and providers of evidence-based psychological treatments. 

 A  psychiatrist   holds an MD degree and has had postgrad-
uate training, called a residency, in which he or she has received 
supervision in the practice of diagnosis and psychotherapy. By 
virtue of the medical degree, and in contrast with psychologists, 
psychiatrists can also continue functioning as physicians—giving 
physical examinations, diagnosing medical problems, and the 
like. Most often, however, the primary aspect of medical prac-
tice in which psychiatrists engage is prescribing  psychoactive 
drugs  , chemical compounds that can infl uence how peo-
ple feel and think. Nonetheless, a recent study (Hadjipavlou & 
Ogrodniczuk, 2007) concluded that current psychiatry residents 
in Canada have a strong interest in psychotherapy training. 

 A  psychoanalyst   has received specialized training at a 
psychoanalytic institute. The program usually involves several 
years of clinical training as well as the in-depth psychoanaly-
sis of the trainee. It can take up to 10 years of graduate work 
to become a psychoanalyst and there are proportionally fewer 
psychoanalysts in modern times. 

 A  social worker   obtains an M.S.W. (master of social work) 
degree. Programs for   counselling psychologists        are somewhat 
similar to graduate training in clinical psychology but usually have 
less emphasis on research and the more severe forms of psychopa-
thology. How does counselling psychology differ from clinical psy-
chology in Canada? First, they differ in number. A survey reported in 
2012 compared 22 accredited clinical psychology programs and 4 
counselling psychology programs in Canada (see Bedi, Klubben, & 
Barker, 2012). While there are many similarities, there also key dif-
ferences. Another key difference is that counselling programs tend 
to be terminal, meaning that students earn a master ’s degree and 
there is no doctoral progress that follows. Also, clinical psychology 
programs tend to have a large proportion of their faculty members 
registered as clinical psychologists (see Bedi et al., 2012).  
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services are more available in urban areas than in rural areas 
and that psychiatrists tend to practise in major urban centres. 
T us, many areas of Canada are underserved by two impor-
tant mental health professions. 

 T ere has been a lively and sometimes acrimonious debate 
concerning the merits of allowing clinical psychologists with 
suitable training to prescribe psychoactive drugs (see Westra, 
Eastwood, Bouff ard, & Gerritsen, 2006). Predictably, granting 
 prescriptive authority   to psychologists is opposed by psy-
chiatrists for various reasons (see McGrath, 2010). It is also 
opposed by many psychologists, who view it as an ill-advised 
dilution of the behavioural science focus of psychology. Is it 
possible for a non-MD to learn enough about biochemistry 
and physiology to monitor the eff ects of drugs and protect 
clients from adverse side eff ects and drug interactions? T is 
debate will undoubtedly continue for some time; at present, 
prescriptive authority has been granted to psychologists in 
three U.S. jurisdictions (New Mexico, Louisiana, and the U.S. 
territory of Guam) (see McGrath, 2010). 

    HISTORY OF PSYCHOPATHOLOGY 
   “Those who cannot remember the past are condemned 
to repeat it.” 

 —George Santayana,  The Life of Reason    

 T e search for the causes of deviant behaviour has gone on for 
a long time. Before the age of scientifi c inquiry, all good and 
bad manifestations of power beyond the control of human-
kind—eclipses, earthquakes, storms, fi re, serious and dis-
abling diseases, the passing of the seasons—were regarded as 
supernatural. Behaviour seemingly outside individual control 
was subject to similar interpretation. Many early philoso-
phers, theologians, and physicians who studied the troubled 
mind believed that deviancy refl ected the displeasure of the 
gods or possession by demons. 

  EARLY DEMONOLOGY 
 T e doctrine that an evil being, such as the devil, may dwell 
within a person and control his or her mind and body is called 
 demonology  . Examples of demonological thinking are found 
in the records of the early Chinese, Egyptians, Babylonians, 
and Greeks. Among the Hebrews, deviancy was attributed 
to possession of the person by bad spirits, after God in his 
wrath had withdrawn protection. Christ is reported to have 
cured a man with an unclean spirit by casting out the dev-
ils from within him and hurling them into a herd of swine 
(Mark 5:8–13). 

 Following from the belief that abnormal behaviour was 
caused by possession, its treatment often involved  exorcism  , 
the casting out of evil spirits by ritualistic chanting or torture. 
Exorcism typically took the form of elaborate rites of prayer, 
noisemaking, forcing the affl  icted to drink terrible-tasting 
brews, and on occasion more extreme measures, such as fl og-
ging and starvation, to render the body uninhabitable to devils. 

   Trepanning        of skulls (the making of a surgical opening 
in a living skull by some instrument) by Stone Age or neolithic 
cave dwellers was quite widespread. One popular theory is that 
it was a way of treating conditions such as epilepsy, headaches, 
and psychological disorders attributed to demons within the 
cranium. It was presumed that the individual would return to 
a normal state by creating an opening through which evil spir-
its could escape. Trepanning was presumably introduced into 
the Americas from Siberia. Although the practice was most 
common in Peru and Bolivia, three Aboriginal specimens 
have been found in Canada, all on the Pacifi c coast in British 
Columbia. One skull is that of a young male believed to be 
of high rank, since he received a “copper burial” (his forehead 
and chest were covered by thin sheets of copper). Despite the 
extensive focus in Aboriginal cultures on possession by spir-
its, the widely accepted interpretation of the historical data 
has been disputed. Kidd (1946) suggested that the trepan-
nings “were done to relieve pressure resulting from depressed 
fractures caused by war clubs” (p. 515). 

   SOMATOGENESIS 
 In the fi fth century B.C., Hippocrates (ca. 460–377 B.C.), often 
regarded as the father of modern medicine, separated medicine 
from religion, magic, and superstition. He rejected the prevail-
ing Greek belief that the gods sent serious physical diseases and 
mental disturbances as punishment and insisted instead that 
such illnesses had natural causes and hence should be treated 
like other, more common maladies, such as colds and constipa-
tion. Hippocrates regarded the brain as the organ of conscious-
ness, of intellectual life and emotion; thus, he thought that 
deviant thinking and behaviour were indications of some kind 
of brain pathology. Hippocrates is often considered one of the 
very earliest proponents of  somatogenesis  —the notion that 
something wrong with the soma, or physical body, disturbs 
thought and action.   Psychogenesis       , in contrast, is the belief 
that a disturbance has psychological origins.  
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Was trepanning by the Aboriginals of British Columbia performed to 
allow evil spirits to escape the body?
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