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Preface

The subtitle Perspectives was chosen for this text because it
expresses the essence of its approach. First, since it is a con-
tributed volume, a number of individual perspectives are
discussed. Second, we have taken care to present a balance of
the psychological perspectives by discussing various relevant
paradigms. Although different perspectives are highlighted,
we place greater emphasis on the conceptual approaches
and therapeutic interventions that have garnered the most
empirical support in the research literature. Finally, this text
1s written by Canadian experts. While it does pay tribute
to the best of international research, it does not ignore the
world-class scholarship happening in our own country, and
this gives the book its uniquely Canadian perspective.

We feel that Abnormal Psychology: Perspectives offers a
different approach from many of the abnormal psychology
texts available:

1. Canadian content, from the ground up. Not just an adapta-
tion of an American text, Abnormal Psychology: Perspectives
was written entirely by Canadian authors with Canadian
students in mind. Our universal health care system and
relatively high level of secondary education in Canada
have resulted in mental health issues that are unique in
North America, and they are reflected in this text. As
well, a large number of important issues—legal cases,
laws governing therapists, ethical issues, prevention pro-
grams, ground-breaking research, even the history of
abnormal psychology in this country—are considered
from the perspective of people who will be studying,
living, and working in Canada. Chapter 19 (Mental
Disorder and the Law), for example, covers the topic
most requested by Canadian instructors tired of having
to supplement texts that discuss only the American situ-
ation. Each chapter also highlights many of the impor-
tant contributions that Canadian researchers have made
to the understanding and treatment of psychopathology.

2. Expert contributors. One of the advantages of a contrib-
uted abnormal psychology text is that each disorder
chapter can be written by experts in that field, ensuring
that the research discussed and the approach taken in
each chapter are as accurate and up to date as possible.
The panoply of well-known and highly respected con-
tributors to this volume speaks for itself.

3. A different approach. The organization of the text has
been fine-tuned to reflect the emerging importance
of several areas of abnormal psychology. For example,
an entire chapter i1s devoted to prevention and mental
health promotion in the community because no matter
how adept we become at diagnosing and treating men-
tal disorders, their zncidence will never decrease without
programs designed to prevent them from occurring in
the first place. As the familiar adage states, “An ounce of
prevention is worth a pound of cure.”

4. Chapter organization. The chapters in this text provide an
excellent flow that we believe progresses well, from gen-
eral historical and conceptual issues, to an overview of
issues related to diagnosis and assessment, to a detailed
review of specific disorders, to important issues in the
field—such as mental disorders and aging, the efficacy
of psychological interventions, prevention of disorders
and promotion of mental health, and legal and ethical
issues in mental health.

Although the book is multi-authored, we have striven
at all times for consistency of level, depth, and format across
the chapters. Where applicable, each chapter follows this
pattern:

e Learning objectives

e Opening case

e  Overview/introduction of the disorder

e Discussion of diagnostic issues (with DSM-5 criteria)

e Historical perspective

e  Full description of the disorder

e LEuology (from various theoretical perspectives)

e Treatment (from various theoretical perspectives)

e  Within-chapter critical thinking questions (“Before
Moving On”)

e  Within-chapter Applied Clinical Case

e  Within-chapter Canadian Research Centre box

e Summary

e Key words

We hope that students and instructors alike will benefit
from this collaboration of many individuals who, no doubt
like them, will always find the study of abnormal psychology
endlessly challenging and utterly absorbing.

What’s New in the Sixth Edition

Throughout the text this edition reflects the latest DSM-5
criteria. Our sixth edition was also heavily revised with
updated references and statistics, more Canadian research
and studies, and five new senior authors (Chapters 7, 10, 12,
14, and 18). To provide you with a brief overview of these
changes, we offer some chapter-by-chapter highlights:

CHAPTER 1

e Provides an overview of the strategies used to define
abnormality over the course of history, with updated
Canadian content

e Covers the developments of the Mental Health Com-
mission of Canada

xiii



e Highlights the work of the Canadian Psychological
Association’s task force on evidence-based practice of
psychological treatments and addresses issues related to
access to care, including recent government and corpo-
rate initiatives for ensuring that Canadians get the right
help at the right time.

e Features a Focus box “Treatment and Mistreatment,”
which examines how Hollywood films depict mental
asylums

e Discusses how technology introduces new opportuni-
ties and challenges for mental health care.

CHAPTER 2

e Provides an updated overview of the different theoreti-
cal perspectives on abnormal behaviour

e [llustrates how theorists from biological, psychody-
namic, behavioural, cognitive, humanistic/existential,
and socio-cultural perspectives would view a particular
case of abnormal behaviour

e Discusses new research on gene—environment
interactions

e  Highlights research on self-schemas

e Discusses new “third wave” approaches, including
Mindfulness-Based Cognitive Therapy and Acceptance
and Commitment Therapy

e Addresses the impact of public stigma and self-stigma
and recent anti-stigma campaigns

CHAPTER 3

e Describes why we need a classification system, outlines
the criteria used to define abnormal behaviour, and pro-
vides a history of the classification of mental disorders

e Describes the history of the DSM and the organization
of the DSM-5

e Includes a new Focus box on Howie Mandel and his
struggles with OCD

e Highlights the Research Domain Criteria initiated by
the National Institute of Mental Health

e Discusses the prevalence of mental disorders in Canada

CHAPTER 4

e Updates the literature on psychological and neuropsy-
chological assessment

e Examines the issue of test security in a Focus box on
the posting of the Rorschach Inkblot Test on Wikipedia

e Discusses new research on the MMPI-2 and MMPI-
2_REF including a new sample profile

e Updates the literature on cognitive-behavioural
assessment

e Highlights new Canadian epidemiological research
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CHAPTER 5

Organizes anxiety and related disorders into three dis-
tinct sections within the chapter: Anxiety Disorders,
Obsessive-Compulsive and Related Disorders, and
Trauma- and Stressor-Related Disorders.

e  Updates findings on the etiology of anxiety and related
disorders and describes DSM-5 criteria

e Includes a new Focus box highlighting research on
OCD, memory confidence, and checking

e  Body Dysmorphic Disorder is now included in Chapter 5

e Discusses therapeutic strategies for enhancing exposure
therapy

e [Features a new Canadian Research Centre box describ-
ing the work of Dr. Candice Monson, Ryerson Univer-
sity professor and expert on PTSD

e Discusses the latest treatment and epidemiological
research on anxiety and related disorders

CHAPTER 6

e  Highlights DSM-5 criteria for dissociative and somatic
symptom and related disorders

e Provides updated information regarding the epidemi-
ology of dissociative and somatic symptom and related
disorders

e  Covers updated research on the etiology and treatment
of dissociative amnesia, depersonalization/derealiza-
tion disorder, and dissociative identity disorder

e  Discusses contemporary research concerning the etiol-
ogy and treatment of somatic symptom disorders

CHAPTER 7

e New authors provide an updated historical review of
psychological factors involved in physical illness

e  Highlights changes to the classification of psychological
factors affecting medical conditions in DSM-5

e Includes a review of alternative systems for measuring
and classifying psychological factors affecting medical
conditions

e Includes an expanded breadth of coverage of psycho-
logical factors affecting medical conditions.

e Includes a balanced and comprehensive review of car-
diovascular reactivity, including exaggerated reactivity,
blunted reactivity, and cardiovascular recovery

e Updates and expands upon the association between
depression and cardiovascular disease

e Details an innovative Canadian research centre



CHAPTER 8

e Provides additional information on historical views of
depression

e Highlights changes to the mood disorder diagnoses in
DSM-5

e  Features work by Dr. Daniel Klein on chronic depression

e New Applied Clinical Case focuses on the difficulties
experienced by singer and actor Demi Lovato

e Provides information on the symptoms and causal
models of Premenstrual Dysphoric Disorder (PMDD)

e Provides additional information on information-
processing biases in unipolar depression and bipolar
disorder

e Provides additional information on the role of stress in
bipolar disorder

e Provides additional information on the effects of child-
hood stress on the brain

e Provides additional information on the role of neu-
rotransmitters in bipolar disorder

e  Provides information on the role of the immune system
and stress in depression

e LExamines Mindfulness-Based Cognitive Therapy,
developed by Canadian psychologist Dr. Zindel Segal
and his colleagues

e Reviews recent data on neurostimulation and neurosur-
gical treatments

e Highlights the National Suicide Prevention Strategy
recently approved by the federal government

e Highlights two psychological models of suicide—
the interpersonal model and the motivational-
volitional model

e Introduces information on the pharmacological treat-
ment of suicide with ketamine

CHAPTER 9

e  Showcases common delusions experienced by individu-
als with schizophrenia

e Provides updated information on cognitive subtypes
and genetic markers of schizophrenia

e Reviews findings from functional and structural imag-
ing research on schizophrenia

e Describes the dopamine hypothesis of psychosis and
recent developments in medication

e Clinical Research Centre focuses on the work of
Queen’s University researcher Dr. Christopher Bowie

e Provides new information on CBT, social skills

training, and cognitive remediation programs for
schizophrenia

Introduces a new Clinical Research Centre focusing
on the work of Dr. Sean Kidd at Toronto’s Centre for
Addiction and Mental Health.

CHAPTER 10—NEW

e New additional authors provide updated statistics on
the incidence and prevalence of eating disorders

e Contains new information aimed at dispelling myths
and stereotypes about eating disorders

e Provides additional information on eating disorders in
diverse populations

e Updated research on the role of psychological trauma
and other severe adverse experiences has been included
in the section on the etiology of eating disorders

e Features updated information on “enhanced CBT” and
on family therapy

e Contains new information on integrative etiological
models

e New Canadian Research Centre focuses on the newly
redesigned Eating Disorder Program at the University
Health Network in Toronto

CHAPTER 11

e Provides new prevalence data on substance use and
gambling behaviour

e Provides updated information on the etiology of alco-
hol use disorder

e  Supplies new information on the opioid crisis in Canada

e Contains a discussion on the relationship between can-
nabis and psychosis

e Significant reorganization of hallucinogen and gam-
bling sections

e Provides new information on gambling disorder and its

treatment

CHAPTER 12—NEW

New senior author provides information on the DSM-5
criteria for personality disorders and a fundamentally
different diagnostic model being considered for future
research

Presents updated case examples throughout the chapter

Discusses “The Dark Triad”—a constellation of per-
sonality traits deemed to be socially aversive

Highlights new research on psychopathy, including the
“selective impulsivity theory”

Discusses social media and narcissism

Introduces psychological autopsies as a means to study
suicide
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e Discusses non-suicidal self-injury and its relation to,
and distinction from, borderline personality disorder

e Discusses borderline personality disorder in
adolescence

e Provides an updated overview of borderline personality
disorder and its treatment

CHAPTER 13

e  Updates prevalence rates for sexual dysfunctions

e Expands information related to the treatments for sex-
ual dysfunctions

e Provides the latest information related to gender dys-
phoria and gender affirming procedures

e Includes new discussions on hypersexuality and sexual
sadism/masochism

e Describes new work on the measurement of sexual
arousal

e Includes increased breadth of information about pedo-

philic disorder and rape

CHAPTER 14—NEW

New senior author highlights DSM-5 criteria for the
diagnosis of neurodevelopmental disorders

Discusses the new terminology for intellectual develop-
mental disabilities and learning disorders

Examines changes to genetic testing and the impact of
new screening technologies

Highlights updated profiles of Fetal Alcohol Spectrum
Disorder, Down syndrome, and Fragile X Syndrome.

Describes new developments on the effect of disabilities
on the family and issues related to community integra-
tion and quality of life

Examines community inclusion and attitudes toward
education and sexuality for individuals with disabilities

Provides new information and approaches to individu-
als with dual diagnoses 1.e. intellectual disability and
mental illness; including issues relating to challenging
behaviour and offending behaviour in the community

Highlights diagnostic changes to Autism Spectrum
Disorders and explores advances and challenges in
assessment, intervention and treatment

Provides information about specific learning disabili-
ties and the relationship with mental health, including
implications for intervention

CHAPTER 15

Xvi

Provides new information on the prevalence of child-
hood mental disorders
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e Discusses the impact of bullying on the brain and on
children’s mental health

e  Details DSM-5 criteria for different disorders

e Provides new discussion of the comorbidity of internal-
1zing and externalizing problems

e Discusses the newly added diagnostic category of
Disruptive Mood Dysregulation Disorder

e Provides new discussion of the developmental trajecto-
ries of various childhood problems

e Discusses a proposed disorder: Nonsuicidal Self-injury
Disorder

e A new Focus box highlights the relation of perfection-
ism and mental health

CHAPTER 16

e Reviews evidence that mental health tends to improve
with age, and explores reasons why

e  Highlights ways of preventing mental health problems
in older adults

e Compares the efficacy of psychological and drug
treatments

e Presents new data on the development and treatment of
insomnia in later life

e Updates information on the prevalence and treatment
of anxiety disorders

e Focuses on updates concerning cognitive disorders (e.g.,
delirium) in older adults

CHAPTER 17

e Reviews evidence-based guidelines for the pharmaco-
logical treatment of mental disorders

e  Highlights the recommendations of the Canadian Psy-
chological Association’s Task Force on Prescriptive
Authority for Psychologists in Canada

e Discusses recent trends in cognitive-behavioural ther-
apy and other “third wave” approaches

e A new Canadian Research Centre focuses on Dr. Martin
Antony from Ryerson University

e  Highlights technological advances in the provision of
psychological treatments

e Provides new information on the effectiveness of psy-
chological treatments for different disorders

e Discusses modular and transdiagnostic approaches to
treatment

e Identifies key issues in the development of evidence-

based psychological practice and presents a new model
endorsed by the Canadian Psychological Association



CHAPTER 18—NEW

e New senior author discusses updated research on eco-
logical protective factors and cumulative risk

e Describes a school-based approach to public health,
prevention, and mental health

e Discusses interactionist and constructionist perspec-
tives on resilience

e Highlights issues related to the implementation and
dissemination of prevention programs

e Provides a new subsection on issues related to cultural
competence and anti-racism

CHAPTER 19

e Presents a revised and expanded summary of provincial
civil mental health laws

e Updates the discussion of risk assessment to include
Version 3 of the HCR-20

e Discusses amendments to the Criminal Code related to
the designation of High Risk Accused

e Incorporates the new fourth edition of the Canadian
Code of Ethics for Psychologists

Features

Learning Objectives. Each chapter opens with a set of learn-
ing objectives. These learning objectives focus on student
performance. Each chapter begins with a statement about
what the student should be able to learn. Critical thinking
questions (titled “Before Moving On”) that correspond to
the learning objectives are positioned at appropriate loca-
tions within the chapter to allow the student to pause and
reflect on the material. We believe that this new feature will
better allow students to absorb, reflect on, and integrate the
course material.

“Before Moving On” Critical Thinking Questions. Throughout
each chapter is a series of critical thinking questions positioned
within the text so that students can stop and think about the
content of the chapter before moving on. Each of these criti-
cal thinking questions links to one of the learning objectives
identified at the beginning of the chapter, providing students
with an excellent way to absorb, integrate, and apply the mate-
rial. The questions help promote in-class discussions and small
group work.

Cases. Cases are, without a doubt, what students find most
fascinating about abnormal psychology. Each chapter of
this text opens with a case or cases designed to engage stu-
dent interest. Subsequent cases or clinical examples appear
throughout the remainder of the chapter, highlighted in the
design by a box, to illustrate nuances between related disor-
ders. Clinical examples are used to illustrate the discussion
wherever possible.

Applied Clinical Cases. In addition to the cases that open
each chapter, Applied Clinical Cases focus on celebrities or
other well-known people. These interesting case examples
serve to bring to life some of the concepts outlined in the
text.

Focus boxes. These feature boxes present such interesting
topical subjects as Depicting Mental Asylums in Movies;
The New Classification Framework; OCD; Sex Differences
in Depression; Paul Bernardo and Karla Homolka; Measur-
ing Sexual Arousal, and much more!

Canadian Research Centre. These insightful boxes highlight
Canadian facilities and Canadian psychologists who have
made major contributions in their fields as related to each
chapter.

DSM-5 Coverage. A discussion of the DSM-5, its strengths
and 1its limitations, first appears in Chapter 3, Classifica-
tion and Diagnosis. Thereafter, explanations of the various
disorders are always accompanied by tables listing DSM-5
criteria for the disorder.

Key Terms. These are bolded and clearly defined where
they are first discussed in the chapter. These definitions also
appear in the Glossary at the end of the book.

Summary and Key Terms lists. Each chapter ends with a
concise bulleted summary of the important points of the
chapter. A list of the key terms for that chapter, with page
references, follows.

Instructor Supplements

MyTest from Pearson Canada is a powerful assessment
generation program that helps instructors easily create
and print quizzes, tests, and exams, as well as homework or
practice handouts. Questions and tests can all be authored
online, allowing instructors ultimate flexibility and the
ability to efficiently manage assessments at any time, from
anywhere. MyTest for Abnormal Psychology: Perspectives,
Sixth Edition, includes over 1900 fully referenced multiple-
choice, true/false, and essay questions. Each question is
accompanied by a difficulty level, type designation, topic,
and answer justification. Instructors can access MyTest at
WWW.pearsonmytest.com.

Test Item File. The MyTest questions in multiple-
choice, true/false, and essay formats are also provided in a
Word document.

Instructor’s Manual. The Instructor’s Manual contains
chapter summaries, key points, key terms, important names,
supplementary lecture material, and questions to provoke
class discussion.

PowerPoints. The PointPoint supplement contains a
comprehensive selection of 20 to 25 slides per chapter, high-
lighting key concepts featured in the text. The slides have
been specifically developed for clear and easy communica-
tion of themes, ideas, and definitions.
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The above instructor supplements are available for
download from a password-protected section of Pearson
Canada’s online catalogue (www.pearson.com/higher-
education). Navigate to your book’s catalogue page to
view a list of those supplements that are available. See your
local sales representative for details and access.

LEARNING SOLUTIONS MANAGERS

Pearson’s Learning Solutions Managers work with fac-
ulty and campus course designers to ensure that Pearson
technology products, assessment tools, and online course

xviii Preface

materials are tailored to meet your specific needs. This
highly qualified team is dedicated to helping schools take
full advantage of a wide range of educational resources,
by assisting in the integration of a variety of instructional
materials and media formats. Your local Pearson Canada
sales representative can provide you with more details on
this service program.


http://www.pearson.com/higher-education
http://www.pearson.com/higher-education
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CHAPTER

Concepts of Abnormality
Throughout History

LEARNING OBJECTIVES
AFTER READING THIS CHAPTER, STUDENTS WILL BE ABLE TO:

0 Describe the principles that have been used to define abnormality and then apply them to determine
whether a particular behaviour may meet the definition of abnormal behaviour.

Q Understand how the conceptualization of psychological disorders changed from antiquity to the 1800s.
9 Describe at least two treatments that are associated with the biological approach and outline the cur-
rent status of these treatments.

@) Describe the contributions of at least two influential Canadian individuals in the field of mental health
care.

@ Describe two recent significant developments associated with mental health in Canada and discuss
implications of recent technological advances on the field of psychology.




Lisa appeared at a clinic saying that her husband and two teenage children had persuaded her to

seek treatment for what they saw as dysfunctional behaviour. She told the clinician that after she
took a shower (which she did at least three times a day), she felt she had to wash the floor and
walls of the bathroom in order to ensure that no dirt or bacteria had splashed off her body and
contaminated the room. Lisa also insisted that her family not touch the faucets in the bathroom
with their bare hands because she was sure that they would leave germs. The family members
agreed to use a tissue to turn the taps on and off. Visits to the house by friends and relatives were
not allowed because Lisa felt she could not ask them to follow these instructions and, even if she
could bring herself to ask them, she did not believe they would go along with her request. This,
of course, meant that her husband and children could never invite friends to their house. This
restriction, and various other limits that Lisa imposed upon them, led the family to send her for
treatment. Lisa did not consider her problems to be quite as bad as her family saw them.

kKK

Since childhood, Paul had been sexually aroused by the sight of women’s underwear. This had
caused him considerable distress as a teenager and young adult. The fact that he could become
sexually aroused only in the presence of women’s underwear made him feel different from others,
and he was afraid that people would find out about his secret desires and ridicule him. When Paul
was 26 years old, after years of secrecy, he decided to consult a therapist in an attempt to deal
with his unusual desires.

*k*k

Arnold had begun to develop odd ways of perceiving the world and had begun to have unusual
thoughts shortly after he entered university. After he graduated from high school, his parents put
pressure on him to enrol in an engineering degree program at university so he could earn a large
salary. Arnold resisted this pressure for some time, but finally gave in and took up the program.
However, he was afraid he would fail and let everyone down. He was afraid they would find out he
was really not competent. The pressures from his family, the threat of failure, and the heavy work-
load of his studies soon became too much for Arnold. He began to develop odd interpretations of
world events and of his role in them, and he began to perceive personally relevant messages on
the nightly television newscasts. These unusual thoughts and perceptions quickly escalated until
finally Arnold went to the local police station requesting a meeting with Canada’s prime minister
and the American president so he could give them instructions for solving the world’s problems.

Not surprisingly, Arnold’s grades dropped and he had to leave school. He was placed in hospital.

Clearly, Lisa, Paul, and Arnold all have abnormalities of
behaviour and thought, but they are also very different from
one another. There is no doubt, however, that most people
would agree that each of them displayed very unusual, if not
bizarre, behaviour. Arnold’s problems seriously interfered
with his life and his ambitions. Lisa was not as concerned
about her problems as her family was, but they nevertheless
markedly restricted her social life and interfered with other
aspects of her functioning. Paul’s case, on the other hand,
turned out well. A few months after receiving treatment, he

found a partner who apparently could share in his unusual
sexual actvities, and his life was happy and fulfilled.

What these three cases have in common is that each
meets the criteria outlined in current diagnostic manu-
als for one or another psychological disorder. The current
edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5) of the American Psychiatric Association
(2013) is the most broadly accepted system for identify-
ing particular types of disorders, although the Iurernational
Classification of Mental and Bebavioral Disorders (ICD-10),



issued by the World Health Organization (1992b), is also
used by practitioners, primarily outside North America (for
details of these diagnostic systems, see Chapter 3). Both
of these diagnostic manuals would classify the three cases
described above as disordered: Lisa would be classified as
manifesting obsessive-compulsive disorder, Paul as having a
paraphilic disorder (in this case, a fetishistic disorder), and
Arnold as suffering from schizophrenia.

However, there are many people who engage in behav-
1ours or express thoughts that most of us would consider to
be strange or deviant, and who may cause distress to others,
yet who are not identified in diagnostic systems as disor-
dered. Consider the cases in the following box.

Case Notes

Eileen is a 19-year-old female whose religious beliefs
forbid her to wear makeup or colourful clothes, or to lis-
ten to the radio or watch television. She must only go out
with potential boyfriends in the company of her parents,
and she will not attend dances or parties. Along with the
rest of the people who attend her church, Eileen believes
that the end of the world is imminent, and she has been
peacefully preparing herself for that day. In addition,
and somewhat contrary to her religious teachings, Eileen
believes that the planets and stars control our destiny,
and she subscribes to a monthly astrology magazine and
consults daily astrological forecasts. Eileen also believes
that she can communicate with the spirits of the dead
and occasionally participates in seances with her family
and their friends.

Roger is a professor at a large university. At age 46, he
has never married and lives alone in a house whose win-
dows he has painted black to shut out, as he says, “the
views of his nosy neighbours.” Roger has worn the same
tattered suit for years and he wears a rather dirty base-
ball cap that he says is a family heirloom. He often wears
heavy coats in the summer and sandals in the winter.
His office is cluttered and he never seems able to find
things; in fact, on several occasions he has lost students’
essays. In the classroom, Roger wanders about among
the desks as he lectures, and his lessons are rambling
and difficult for the students to follow. He often intro-
duces odd ideas that seem to have little to do with the
topic on which he is lecturing. However, his research is
greatly admired, and his colleagues do their best to make
up for his teaching inadequacies.

* k%

James has been a career criminal since his early teen-
age years. He has broken into many homes and stolen
property, he has been convicted of selling marijuana
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on several occasions, and he has stolen and then sold
numerous bicycles and cars. Not surprisingly, James
has spent some of his 42 years in prison. Recently, he
was living with a woman whom he had met at a bar one
week prior to moving in with her and her three children.
This was the most recent in a series of relatively short-
lived common-law relationships that James had been
involved in throughout his adult life. He did not have
a job and, despite his promises to his partner, he made
little effort to get one. Instead, he stayed home watching
television and drinking beer. This led to numerous argu-
ments with his partner and, over time, these arguments
became more physical, with each partner hitting the
other. Finally, during one of these clashes, James lost
his temper and beat his partner with his fists so severely
that she lapsed into a coma and died.

Most people would consider Eileen and Roger to be
eccentric and, indeed, some students found Roger scary,
although he never did anything that would suggest he was
dangerous. However, neither Roger nor Eileen has ever been
diagnosed as having a psychological disorder. Many people
think that anyone who murders is insane, at least temporar-
ily. However, careful examination of James by three inde-
pendent psychiatrists led them to conclude that, although
he had a personality disorder, James was otherwise normal,
and the killing resulted from the persistent antagonistic
relationship he had with the victim. Therefore, James was
held responsible for his actions and duly convicted and
imprisoned.

These cases illustrate two problems with defining abnor-
mality. First, eccentric and unusual behaviour or beliefs are
not necessarily abnormal according to diagnostic criteria,
although the boundary between eccentricity and abnormal-
ity is not always clear. Arnold was clearly eccentric but also
obviously disturbed. Both Eileen and Roger were eccentric
but not so obviously disturbed. Second, behaviours that are
repugnant and threatening to others, such as aggression and
murder, are not always signs of an underlying psychological
disorder. James has acted very badly and in a damaging way
to others throughout his life, yet he is not considered to be
seriously psychologically disordered. Neither Paul nor Lisa
caused distress to other people, but they are judged to be
suffering from a disorder.

This book describes our present understanding of the
nature of psychological abnormality, the different forms
such abnormality takes, how people become abnormal, and
what, if anything, can be done to make their functioning
normal. A fundamental issue we will have to consider from
the outset, then, is just what it is we mean when we say that
someone (or a particular behaviour of that person) is psy-
chologically abnormal.

Our notions about abnormality have a long history.
From the time of the earliest written records, and no doubt
long before that, humans have identified some of their fellow



4 Chapter 1

humans as abnormal and offered various explanations and
treatments for their behaviours. It is also clear that, over
time, definitions of what constitutes abnormal functioning
have changed, as have the explanations and treatments for
abnormal behaviour. In this chapter, we first consider the
various ways in which abnormality has been defined, and
then examine the historical developments in the explana-
tions and treatment of abnormality.

First, let us clarify some terms. Psychological abnor-
mality refers to behaviour, speech, or thought that impairs
the ability of a person to function in a way that is generally
expected of him or her, in the context where the unusual
functioning occurs. Mental illness is a term often used to
convey the same meaning as psychological abnormality,
but it implies a medical rather than psychological cause. A
psychological disorder is a specific manifestation of this
impairment of functioning, as described by some set of cri-
teria that have been established by a panel of experts. In this
book, we will use the term psychopathology to mean both
the scientific study of psychological abnormality and the
problems faced by people who suffer from such disorders.
Psychological disorders occur in all societies and have been
apparent at all times in history. However, what is considered
a disorder varies across time and place.

Attempts at Defining Abnormality

Why is there such confusion about normality and abnormal-
ity, and 1s it possible to resolve the issue? Perhaps the answer
to the last part of the question is no, because the concept of
abnormality changes with time and differs across cultures
and subcultures. However, it is also possible that we cannot
easily resolve these problems because, despite the attempts
of many writers to provide clear criteria, the concepts of
normality and abnormality are so vague.

Several principles are commonly considered in attempts
to establish criteria for abnormality. As will become evident,
however, no one principle can be considered sufficient to
define this elusive concept. Rather, depending on circum-
stances, the contribution of several criteria may be necessary.
The following principles, either alone or in combination,
have at one time or another been used to define abnormality.

STATISTICAL CONCEPT

According to this view, behaviour is judged as abnormal if
it occurs infrequently in the population. It would, of course,
make little sense to describe as abnormal ways of func-
tioning that characterize the majority of people. Relative
infrequency, then, ought to be one defining feature of abnor-
mality. However, not all infrequent behaviours or thoughts
should be judged abnormal. For instance, innovative ideas
are necessarily scarce or they would hardly be original, but
most people would not consider the person who had such
ideas as displaying abnormality, at least not in its usual pejo-
rative sense. The same is true of athletic prowess. We admire

people like professional hockey player Sidney Crosby, who
grew up in Cole Harbour, Nova Scotia, and is currently the
captain of the Pittsburgh Penguins (the youngest captain
in NHL history). In 200607 Crosby became the youngest
player in NHL history to win the scoring title and the only
teenager in major North American sports leagues to have
ever done so. In 2009, he became the youngest captain in
NHL history to win the Stanley Cup. Although it is true
that individuals like “Sid the Kid” are abnormal in the sense
that their athletic skills are rare, we would usually describe
such people as exceptional, a term that has no derogatory
overtones.

An additional problem with the statistical criterion is
that it is not clear how unusual a given behaviour has to be
in order to be considered abnormal. For example, a study
of Canadian undergraduate students from a small university
found that 7 percent of males and 14 percent of females met
diagnostic criteria for clinical depression in the preceding
year. Thirteen percent of men and 19 percent of women
also met criteria for one or more anxiety disorders (Price,
McLeod, Gleish, & Hand, 2006). Although the depression
rates reported in this study are higher than other one-year
Canadian prevalence figures (e.g., Patten, 2009; Pearson,
Janz, & Ali, 2013), neither depression nor anxiety can be con-
sidered that statistically infrequent—yet both are thought to
reflect a disorder in need of treatment. Similarly, the com-
mon cold is considered an illness and yet it has a lifetime
prevalence of 100 percent (Lilienfeld & Landfield, 2008).

PERSONAL DISTRESS

Many people who are considered to have a psychologi-
cal disorder report being distressed. Someone who has an
anxiety disorder, for example, will report feeling afraid or
apprehensive most of the time. Depressed patients are obvi-
ously distressed. Yet distress is not present for all people
identified as abnormal. An elderly manic patient who was
evaluated at a local hospital would persistently pace rap-
1dly around the ward, frequently bumping into people in his
rush, despite having no obvious destination. While striding
about quickly, he would keep up a constant conversation
with no one in particular, and he would leap from topic to
unrelated topic. He seemed to be in exuberant spirits, and
he described himself as being extremely happy. Obviously,
he was not personally distressed and yet, just as obviously,
he was suffering from a mental disorder. An individual
with antisocial personality disorder, who violates the rights
of others, breaks numerous laws, and lacks empathy and
remorse is not distressed by his or her behaviour; instead, 1t
1s the individuals this person encounters who are distressed
by this behaviour.

Some people who outwardly appear happy and suc-
cessful may reveal to intimate friends that they feel a
vague sense of dissatisfaction. They may complain that,
despite their apparent success, they feel unfulfilled. There
may even be an associated sense of despair at not having
achieved something significant, and such people may seek



professional help. It is unlikely, however, that they would be
labelled abnormal.

In fact, all of us are distressed, or even depressed, at
times. When someone we love dies, it is normal to be dis-
tressed; indeed, if we do not mourn, our response might be
judged to be abnormal. If this distress passes within a rea-
sonable amount of time, our response would be considered
normal. However, if our grief did not abate with time, and
our depression deepened and persisted for several years,
our suffering would be described as abnormal. Distress,
then, appears to be a frequent, but not essential, feature of
abnormality.

PERSONAL DYSFUNCTION

When behaviour is clearly maladaptive (i.e., it interferes
with appropriate functioning), it is typically said to be
abnormal. Yet the definition of dysfunction itself is not
clear-cut. What is appropriate functioning? What is appro-
priate functioning in a given context? Many of us responded
with feelings of vulnerability, anxiety, anger, and sadness
following the terrorist attacks on the World Trade Cen-
ter and Pentagon on September 11, 2001. Some of us have
become increasingly vigilant about possible threats when
going through airport security or attending large gatherings
such as Canada Day celebrations. Students and faculty have
also become more vigilant at universities and colleges fol-
lowing the Dawson College shootings in Montreal (2006)
that claimed one life and injured 19 people, and the Virginia
Tech massacre (2007) that killed 32. Public schools and reli-
gious institutions have also been on higher alert after some
were the targets of violent incidents. For example, in 2012,
a shooting took place at Sandy Hook Elementary School in
Newtown, Connecticut, that killed 27 individuals. In 2017,
a shooter in a Quebec City mosque killed six individuals
and injured three.

Within reason, such vigilance and anxiety, although dis-
tressing, are not abnormal given the circumstances. In fact,
scanning the environment for such threats 1s, to some extent,
adaptive as it serves a survival function.

Wakefield (1997, 1999, 2014) has concluded that harm-
ful dysfunction is the key notion—where dysfunctions refer
to “failures of internal mechanisms to perform naturally
selected functions.” To conclude that a given behaviour is
disordered “requires both a scientific judgment that there
exists a failure of designed function and a value judgment
that the design failure harms the individual” (Wakefield,
1999, p. 374). By their functions, Wakefield is referring to
what an artifact or behaviour was originally designed to do.
For example, the function of a pen is to write—that is the
purpose of a pen’s design. The fact that we can also use a
pen as something to chew on when we are nervous or as a
weapon for self-defence does not explain why pens were
designed the way they were. Thus, the failure of a pen to
help protect an individual would not entail a failure of its
function (Wakefield, 1997). Wakefield (1997, 1999) argues
that unless there are dysfunctional consequences to the
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individual, in that he or she is unable to perform a natural
function, it makes little sense to call behaviour abnormal.

Using harmful dysfunction as a potental criterion for
abnormal behaviour also creates an interesting link between
abnormal and evolutionary psychology. In terms of evolu-
tionary theory, a trait may be dysfunctional if it harms an
organism’s capacity to reproduce successfully. Antisocial
behaviour, for example, may result in being excluded from
everyday society, thereby hurting such a person’s capac-
ity to reproduce. If the underlying reason for the antisocial
behaviour is a lack of inhibition, this may be seen as abnor-
mal. Certain forms of antisocial behaviour, such as unethical
business practices, may, however, actually increase an indi-
vidual’s wealth and therefore increase his or her capacity to
reproduce (Murphy, 2005).

The boundaries between normal and abnormal and what
specifically constitutes “harmful dysfunction” are therefore
not clear and are a matter of considerable controversy (e.g,
Castel, 2014; Fabrega, 2007; Lilienfeld & Landfield, 2008;
Lilienfeld & Marino, 1995). These fuzzy boundaries notwith-
standing, categorical distinctions between normal and abnor-
mal can be useful. We discuss this issue further in Chapter 3.

VIOLATION OF NORMS

The behaviour and thoughts of many psychologically dis-
ordered individuals run counter to what we might con-
sider appropriate. The thoughts expressed by individuals
with schizophrenia, for example, are often so bizarre that
observers do not hesitate to declare the ideas irrational
and reflecting an extreme departure from what would be
expected in the context. Similarly, a man who dresses in
women’s clothing for the sole purpose of sexual arousal
would be judged by most people to be displaying behav-
1ours that are contrary to socially acceptable ideas. On the
other hand, criminals clearly engage in behaviours that vio-
late social norms, but few of them meet the criteria for any
disorder. No doubt their criminal acts upset others, but dis-
comfort in an observer alone cannot count as the basis for
judging someone’s behaviour to be disordered. For example,
popular Youtube user Felix Kjellberg (a.k.a. Pewdiepie)
whose videos have compiled nearly 14.7 billion views as
of February 2017, was dropped by Disney following pub-
lic outcry over anti-Semitic images Kjellberg included in
several of his videos (Chokshi, 2017). The lyrics of some
songs also make many people uncomfortable. Radio stations
were banned from playing the song “Money for Nothing”
(performed by Dire Straits) for a period of nine months in
2011, because the song included a word that was deemed
to be offensive for homosexual men (CTV, 2011). More
recently, rapper Tyler, the Creator was banned from the
UK for three to five years based on the claim that his lyrics,
which involve the artist taking on a violent alter ego, glam-
orize abusive and illegal behaviour (Kornhaber, 2015). In a
more innocuous example, following the terrorist attacks of
9/11, Clear Channel Communications distributed a list to
the 1000+ radio stations under their corporate umbrella of
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songs that should not be played. The 165 songs on the list
contained lyrics Clear Channel deemed to be “question-
able” and potentially offensive to American citizens follow-
ing 9/11, even though many of the songs on the list had
links to terrorism that were dubious at best (e.g., “In the Air
Tonight” by Phil Collins; It’s the End of the World, 2001).
These examples show that subjective evaluation of lyrics as
containing offensive content would not justify classifying
the artists as psychologically abnormal, although that is a
characteristic response that people often make to ideas and
behaviours they find personally repulsive.

Related to the notion of violating norms is the idea that
psychologically abnormal people are unpredictable and
somehow dangerous. In fact, very few people suffering from
a psychiatric disorder are dangerous to others. Even psy-
chotic patients, who are the most bizarre of all disordered
people, rarely attempt to hurt anyone. Most psychologically
disordered people are no more dangerous, and no more
unpredictable, than are the rest of the population. Con-
versely, while television and movies like to portray all killers
and rapists as “mad”, most are not. Apparently, it comforts us
to think that someone who would do something as repug-
nant as maiming or killing another person must be insane.

Perhaps the most serious flaw in this criterion is that
social norms vary over time and place. In fact, few disorders
are truly universal across different cultures. Depression,
for example, has a much higher prevalence rate in Canada
(12.6%; Statistics Canada, 2013) and the United States
(16.6% lifetime prevalence; Kessler, Petukhova, Sampson,
Zaslavsky, & Wittchen, 2012) than in some other parts of
the world, such as Taiwan (1.2%; Liao et al,, 2012) or Korea
(3.3-5.6%; Park & Kim, 2011). Different cultural and eth-
nic groups also manifest psychopathology differently and
exhibit their own strategies for dealing with psychological
distress. For example, the lower prevalence of depression
in Asian cultures may be due to the emphasis placed on
physical symptoms and avoiding the stigma of mental dis-
orders. Neurasthenia is a condition that includes many of
the physical symptoms of depression and it is still frequently
diagnosed in Asia, but this diagnosis has largely been aban-
doned in the West. It 1s important to bear in mind that how
we define abnormality is culturally relative. The norms
of a particular culture determine what is considered to be
normal behaviour, and abnormality can be defined only in
reference to these norms. Fortunately, the most recent ver-
sions of the DSM (e.g, DSM-5) have been far more explicit
than previous editions were in encouraging clinicians and
researchers to consider cultural diversity.

Society’s criteria for defining behaviour as accept-
able or unacceptable are also not temporally universal;
rather, they reflect the predominant view in society, which
changes over time. Thirty-five years ago, when homosexu-
ality was classified as abnormal, it was also considered to
be a violation of social norms. Is it a reflection of changing
norms that psychologists no longer consider homosexual-
ity to be abnormal? Much earlier, in the late 1800s, mas-
turbation was considered to be a manifestation of a mental

disorder without any consideration of the base rate of this
behaviour in the general population (see Mash & Dozois,
2003). To take a more extreme example, in Germany in the
1930s, individuals who were identified as Jews, homosexu-
als, gypsies, or mentally retarded were persecuted, tortured,
or killed on the basis that they represented inferior speci-
mens of human beings. These views, which are repugnant
to our society, were apparently sufficiently acceptable to the
German populace at the time to allow the Nazis to carry out
their so-called ethnic cleansing. Do we conclude that 1930s
Germany was an abnormal society—and if so, what does it
mean to say that a whole population is abnormal?

DIAGNOSIS BY AN EXPERT

Before we consider this issue, it i1s an opportune time to
identify the professionals involved in the mental health field.
Clinical psychologists are initially trained in general psy-
chology and then receive graduate training in the applica-
tion of this knowledge to the understanding, diagnosis, and
amelioration of disorders of thinking and behaviour. Psy-
chologists have a thorough grounding in research methods,
and some of them spend their careers doing research on
abnormal functioning, although many also provide treat-
ment. The treatment methods of clinical psychologists pri-
marily involve psychological interventions of one kind or
another. Psychiatrists are trained in medicine prior to doing
specialized training in dealing with mental disorders. This
specialized training focuses on diagnosis and medical treat-
ment that emphasize the use of pharmacological agents in
managing mental disorders. Not surprisingly, most psychia-
trists attend to the medical aspects and biological founda-
tions of these disorders, although they usually also consider
psychological and environmental influences.

The identification of a psychological disorder in any
specific individual 1s ultimately left to a professional to
judge. In the final analysis, the opinions of particular men-
tal health workers (usually psychologists and psychiatrists)
determine whether a person is said to suffer from a psycho-
logical abnormality. In this sense, the DSM-5 (or ICD-10)
provides the operational criteria for the various disorders
and thereby defines abnormality. This, of course, does not
clarify the criteria by which such judgments are made, and
an examination of the various criteria for the different dis-
orders suggests that different aspects of the notions outlined
above serve to define different disorders. It is hard to discern
any clear common thread in the different criteria.

Thomas Szasz (1961), in a book entitled The Myth of
Mental lllness, suggested that the idea of mental disorders was
invented by psychiatry to give control to its practitioners to
the exclusion of other people, such as clergymen, who in the
past had greater power over the psychologically disordered
(see also Schaler, 2004). In addition, Szasz (1970) contended
that the institution of the church and the person identified
as, for example, a “witch” were replaced by the institution of
psychiatry and the patient being treated, respectively. Such
criticisms, while perhaps overstating the case (Lilienfeld &



Landfield, 2008), do serve a valuable function by encourag-
ing the generation of evidence to support the existence of
mental disorders. There seems to be little doubt today that
there is overwhelming evidence of the reality of various dis-
orders. Nevertheless, the power held by mental health pro-
fessionals remains an issue.

SUMMARY OF DEFINITIONS

As we have seen, not one of the various criteria that have
been offered for defining abnormality seems satisfactory
on its own. There are many ways to approach defining a
person’s functioning as normal or abnormal, and the crite-
ria discussed above do not exhaust all possible approaches.
Nevertheless, together they represent the core defining fea-
tures of abnormality. To identify a person or a behaviour as
abnormal, no single criterion is either necessary (i.e., must
be present) or sufficient (enough on its own). Typically,
some combination of these criteria is used, with one or more
features having greater relevance depending upon the spe-
cific circumstances or features of the client. Our purpose in
discussing various criteria for abnormal psychological func-
tioning is to alert the reader to the rather elusive nature of
the concept and to suggest that, while such a notion may
have some general value, it has little practical application. In
practice, most diagnosticians avoid the use of the term abnor-
mality and simply prefer to match their clients’ symptoms to
a set of criteria appearing in the latest edition of the diagnos-
tic manual. While this approach does not clarify the nature
of abnormality, it works effectively in practice. Defining
specific behaviours, thoughts, and feelings as representing
particular disorders, as does the fifth edition of the Diagnostic
and Statistical Manual of Mental Disorders (DSM-5), 1s useful
because then we can plan the management and treatment of
the person displaying such problems. Searching for criteria
that will define any and all instances of disordered function-
ing (or abnormality), however, may be pointless. Neverthe-
less, throughout the ages people have held quite different
views, not only about what abnormality is, but also about its
causes.

@ BEFORE MOVING ON

How do you determine when someone’s behaviour is
abnormal? What are the strengths and weaknesses of the four
general attempts at defining abnormality?

Historical Concepts of
Abnormality

We now turn to an examination of the different notions
that have, over time, guided approaches to dealing with
abnormality. Looking at changes in the conceptualization
of abnormal psychological functioning can provide a basis
for understanding how we arrived at our current formula-
tions and responses to abnormality. We will see how societal
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concepts are shaped by the prevailing views of the time
concerning all manner of phenomena. Indeed, as Erwin
Ackerknecht, a historian of psychiatry, has suggested, “The
criterion by which a person in any society is judged to be
mentally ill is not primarily the presence of certain unvary-
ing and universally occurring symptoms. It depends rather
on whether the affected individual is capable of some mini-
mum of adaptation and social functioning within his [or her]
society” (Ackerknecht, 1968, p. 3).

Revolutions in philosophy and science, such as the
Renaissance and the era of Enlightenment, generally
had profound effects on all aspects of society, including a
change in the way that mad people were seen. For example,
Darwin’s radical conceptualization of the mechanism of
evolution, which he called natural selection, had an immedi-
ate influence not only on all the biological sciences but also
on psychology, politics, and economics. Modern evolution-
ary biologists have since rejected the implications that were
drawn from Darwin’s theory by eugenicists (Gould, 1985).
Proponents of this view, who included Darwin’s cousin Sir
Francis Galton (1822-1911), interpreted Darwin’s work to
mean that those whose intellectual, social, or economic func-
tioning was seen as inferior were defective, or maladaptive.
Many further argued that because society and the advance-
ment of medicine now protected these deficiencies from
the forces of natural selection, they ought to be selected by
society for sterilization in order to eliminate their defective
genes. In the hands of the Nazis, eugenics led to the extermi-
nation of millions of people. Our own Canadian history was
also affected by this type of thinking. In 1928, Alberta passed
the Sexual Sterilization Act under which individuals who were
deemed “feebleminded,” “mentally deficient,” or “mentally
ill” were to be involuntarily sterilized to prevent deteriora-
tion of the intellectual level of the general population. A total
of 2832 individuals were sterilized in Alberta alone (British
Columbia passed a similar act in 1933). One case involved a
17-year-old woman from Edmonton who was diagnosed as
a “moron.” The rationale for her sterilization was that she
was “rather bossy and bad tempered” and had a tendency to
go “out alone a lot” and “pick up with anyone and talk and
chat with them” (Park & Radford, 1998, p. 327). In 1999, the
government of Alberta publicly apologized for the suffering
experienced by those who were sterilized under this acr and
negotiated a financial settlement with victims (Government
of Alberta, 1999).

An examination of the historical development of our
ideas about abnormality, then, will reveal that such ideas are
simply one aspect of the general views of the time. This is
important for another reason. When we consider some past
notions about abnormality, we might tend to scoft and treat
them as absurd, and so they may be from the perspective of
the present day. However, they must have seemed correct at
the time because they matched the general ideas of the day.
Reflecting on this may help us to recognize that perhaps our
own conceptualization of abnormality seems so right to us
only because it fits with our current world views and beliefs
(see Mash & Dozois, 2003). Remember that earlier ideas
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about abnormality were accepted not only by those who
made decisions about the insane, but also by many of the
sufferers and their families. Treatments that seem bizarre or
even cruel to us today may have helped sufferers because
they believed that the procedures would be effective. Per-
haps the same is true to some degree of our current ideas
and treatments (Kirsh et al.,, 2008). We encourage the student
of psychopathology to be a critical consumer of research—it
1s possible, after all, that at some point in the future we will
view our current ideas as archaic and ill-founded.

Throughout recorded history, and no doubt long before
that, people have been concerned with identifying and
treating psychological dysfunction. What has been seen
as evidence of madness or of other disturbed thinking or
behaving, however, has changed over the course of evolving
societies. For many years, people who claimed to be able to
foretell the future were revered and frequently given jobs in
royal courts to assist kings and queens in their decision mak-
ing. Today, most people regard with skepticism the claims
of soothsayers and may even doubt the sanity of people
who repeatedly say that they can foresee future events. Not
only have the notions about what constitutes abnormality
changed over time, so too have explanations for the causes
of such behaviour. Likewise, treatments have also differed
across time. They have ranged from compassionate care to
brutal torture, depending upon the type of abnormality and
the accepted account of its origin.

All these changes in the acceptability, treatment, and
theories of etiology of abnormal behaviour have reflected,
and continue to reflect, the values of society at a particular
time. A society that explains everyday events (e.g., weather,
seasons, war, and so on) as a result of supernatural causes—
causes beyond the understanding of ordinary mortals, such
as the influence of gods, demons, or magic—will view mad-
ness similarly. Psychological dysfunction in various histori-
cal periods was thought to result from either possession by
demons or the witchcraft of evil people. Treatment involved
ridding the mad person of these influences by exorcism or
other magical or spiritual means. When worldly events are
seen to have natural causes (i.e,, causes that can be observed
and examined), so too are mental afflictions, and they are
treated in a way that addresses these presumed natural causes.

EVIDENCE FROM PREHISTORY

Paleoanthropologists have discovered Stone Age human
remains that were originally interpreted as providing evi-
dence of supernatural beliefs as early as half a million years
ago. Skulls have been found with circular sections cut out
of them. Since there are clear signs of bone regeneration
around these holes, it was concluded that the operations
(called trephination) were done while the person was still
alive. Apparently a stone tool was used to cut the holes, and
it was originally presumed that this was done to let out evil
spirits that were causing the victim to engage in severely
abnormal behaviour. There may, however, be simpler expla-
nations. Maher and Maher (1985), for example, suggest that

trephination may have been intended to remove bone splin-
ters or blood clots caused by blows to the head during war-
fare. Piek, Lidke, and Terberger (2011) presented evidence
consistent with this medical explanation. Whatever the rea-
son for these neat circular holes in the skulls of Stone Age
people, we know from early written records that demonic
possession was popularly accepted in early human societ-
ies as the cause of madness. Egyptian papyri from almost
4000 years ago describe supernatural explanations for vari-
ous disorders and the use of magic and incantations as treat-
ment procedures. These early Egyptians recognized that the
brain was the site of mental activities, although they believed
that demonic possession disrupted its functioning in mad
people. Thus, their belief was something of a mixture of
natural and supernatural assumptions.

Hunter-gatherer societies that have been examined
over the past 100 years may provide clues to how our own
prehistoric ancestors viewed madness. These societies char-
acteristically do not distinguish mental from physical dis-
orders; both are seen as having supernatural causes. Sadly,
the belief in a demonological view of abnormality still
exists even today. In February 2001, the CBC program The
National broadcast a documentary entitled “The Mentally 111
of Africa’s Ivory Coast.” This documentary featured a man
named Koffi and his struggle with schizophrenia. The peo-
ple in Koffi’s community believed that he was possessed by
demons and chained him to a tree outside of the village for
more than 10 years. Many more people are incarcerated in a
similar way in this area of the continent. Food and water are
provided on occasion, but often such individuals are forced
to go for days without eating anything.

GREEK AND ROMAN THOUGHT

With the rise of Pericles (495—429 BcE) to the leadership of
Athens, the Golden Age of Greece began. Temples of heal-
ing were soon established that emphasized natural causes for
mental disorders and that developed a greater understand-
ing of the causes and treatment of these problems. The great

Trephination, the prehistoric practice of chipping a hole into a
person’s skull, was an early form of surgery, possibly intended
to let out evil spirits.
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physician Hippocrates (460-377 BcE), who has been called
the father of modern medicine, denied the popular belief
of the time that psychological problems were caused by the
intervention of gods or demons. This represented the first
recorded instance of a rejection of supernatural causes for
mental illness. Hippocrates did not distinguish mental dis-
eases from physical diseases. Instead, he thought that all
disorders had natural causes. Although he emphasized the
primacy of brain dysfunctions, Hippocrates argued that
stress could influence mental functioning. He also thought
that dreams were important in understanding why a person
was suffering from a mental disorder, and in this he predated
Freud and the psychoanalysts of the twentieth century. As
for treatment, Hippocrates advocated a quiet life, a vegetar-
ian diet, healthful exercise, and abstinence from alcohol. If
these procedures did not work, and sometimes as a supple-
ment to them, Hippocrates considered induced bleeding or
vomiting to be of value.

This latter claim for the value of vomiting or bleeding
arose primarily as a result of Hippocrates’ idea that psycho-
logical functioning resulted from disturbances of bodily flu-
1ds, or humours, as they were then called. Both vomiting and
bleeding were thought to reduce excesses of one or another
of the humours. Cheerfulness, so Hippocrates thought, was
caused by an excess of blood; ill-temper by an excess of
yellow bile; gloom by an excess of black bile; and listless-
ness by an excess of phlegm. Hippocrates was the first to
describe what he called Aysteria, which is now known as corn-
version disorder. psychologically induced blindness, deafness,
or other apparent defects in perceptual or bodily processes
(see Chapter 6). Hippocrates claimed that hysteria occurred
only in women and was due to a “wandering” uterus. While
Hippocrates’ ideas seem absurd to us now, at the time they
represented a significant advance because they pointed to
natural causes rather than demonic possession and other
supernatural events. As a consequence, Hippocrates’ theo-
ries encouraged the beginnings of a scientific understanding
of disordered behaviour and thought.

Many of Hippocrates’ ideas were taken up by the Greek
philosophers Plato (427-347 BcE) and Aristotle (384-322
BCE). However, Plato placed more emphasis on socio-
cultural influences on thought and behaviour. Elaborating
on Hippocrates’ notions about dreams, Plato suggested that
they served to satisfy desires because the inhibiting influ-
ences of the higher faculties were not present during sleep.
This view foreshadows Freud’s theory of dreams. Plato
declared that mentally disturbed people who commit crimes
should not be held responsible, since they could not be said
to understand what they had done. In this respect, he antici-
pated modern notions of not being criminally responsible
by reason of mental disorder (Bill C-30; see Chapter 19).
Plato also suggested treatment responses that presaged cur-
rent approaches. For example, he said that in most cases, the
mentally 1ll should be cared for at the homes of relatives,
anticipating the present trend toward community care. For
those who must be hospitalized, Plato said their thinking
must be rationally challenged in a conversational style of
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Hippocrates (460-377 BCE).

therapy that was remarkably like some forms of present-day
psychotherapy.

Aristotle wrote extensively on mental disorders and
on other aspects of psychological functioning. He accepted
Hippocrates’ bodily fluids theory and denied the influence of
psychological factors in the etiology of dysfunctional think-
ing and behaving. In keeping with Greek tradition, Aristotle
advocated the humane treatment of mental patients.

After Alexander the Great founded Alexandria, Egypt,
in 332 BCE, the Egyptians adopted and expanded the medi-
cal and psychological ideas of the Greeks. They established
temples to Saturn, which came to be sanatoriums for people
who were psychologically unwell. These temples provided
pleasant and peaceful surroundings, the opportunity for
interesting and calming activities, healthful diets, sooth-
ing massages, and education. The priests who attended to
these disturbed clients also employed bleeding, purges, and
restraints, but only when all other attempts had failed.

After 300 BCE, there emerged in ancient Greece vari-
ous schools of thought that rejected Hippocrates’ theories
of mental illness. The most important and best known of
these was Methodism, its principal advocate being Soranus
of Ephesus (circa c 100). Methodism regarded mental ill-
ness as a disorder that resulted either from a constriction
of body tissue or from a relaxation of those tissues due to
exhaustion. The head was seen as the primary site of this
affliction. Mania, Soranus said, resulted from overexertion,
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