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Preface
The field of abnormal psychology is well served by several competent textbooks—so much so that in my 
first years of teaching in the area I was not immediately aware of the need for an innovative approach. 
Indeed, this impetus was initially provided through feedback from my students, who expressed their 
frustration with the lack of local content in the available texts, most of which were American, so that the 
content tended to distance them from, rather than more fully engage them with, the material. Having thus 
been encouraged to take a closer look at the range of available texts, I became aware of the additional need 
to have specialists presenting the current body of knowledge in their respective areas of expertise if students 
were to be provided with material that most accurately reflects contemporary theorising and research.

Both of these innovative aspects of the book—that is, the local content and reliance on specialist 
authors—require some elaboration. The local content is most obviously reflected in the selection of authors 
from Australia and New Zealand; the inclusion of research from this region when such studies constitute 
the best exemplars in the field; the presentation of topics of regional relevance; and the application of 
concepts using regional examples, most notably in the ‘Australasian Focus’ pieces that introduce each 
chapter. While these sections refer predominantly to Australian people and governmental policies, this 
material was selected so as to be highly recognisable and pertinent in the New Zealand context as well. 
Clearly, abnormal psychology is an international discipline, the knowledge base of which is informed by 
theoretical and empirical work worldwide. Yet, by presenting this information in a manner that is also 
sensitive to the reader’s cultural context, this text aims to generate maximum relevance and hence interest 
and engagement on the part of the reader. Indeed, approximately 80 per cent of students in an undergraduate 
abnormal psychology course that I taught stated that they appreciated the inclusion of local content in the 
first edition of this book. We have sought to ensure that this local content remains highly current by, for 
example, including new Australasian Focus pieces at the beginning of each chapter in this fourth edition.

Aside from its Australian and New Zealand content, this book is noteworthy for the high calibre of its 
authors. The chapters have been written by eminent researchers and practitioners who continue to make 
a significant contribution to understanding the disorders in which they have expertise. As such, they are 
ideally placed to impart to the reader highly contemporary perspectives on the various disorders. While it 
is common practice for undergraduate students to be availed only of textbooks written by generalists, the 
use of specialist authors is intended to present readers with the most current scholarship from the time 
of their earliest engagement with the subject matter of abnormal psychology. Given our commitment to 
currency, we have introduced this fourth edition of the book only three years after the previous edition 
so that readers can be acquainted with the most recent research across the various domains of abnormal 
psychology, while also anticipating future challenges and innovations. Thus, while the book received its 
initial inspiration from students, its state-of-the-art approach aims, in turn, to inspire the next generation 
of leading researchers and clinicians by informing them of the limits of what is currently known and what 
remains to be understood in the field of abnormal psychology.

Elizabeth Rieger
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CASE STUDY: AVOIDANT/RESTRICTIVE FOOD INTAKE DISORDER (ARFID)

Rachel is a 32-year-old woman who was admitted to a general medical hospital ward after she presented to the 
Emergency Department. She was referred to the Emergency Department by her family doctor, who was concerned 
about her low weight (a BMI of 16) and very low blood pressure during a routine yearly consultation to renew her oral 
contraceptive pill prescription and for a ‘pap smear’. Blood tests taken in the Emergency Department found that she had 
severe anaemia and she reported that she had lost an extreme amount of weight (30 kg) during the past year.

Rachel said her weight loss started when she choked while eating a beef steak about a year previously. She was eating 
dinner in a restaurant when this occurred and she became very distressed, both because of the physical discomfort of 
coughing and gagging for several minutes and the intense embarrassment she felt for causing a scene in public. Since 
this event she had avoided eating in public and had become very restrictive in her eating habits. Initially she cut out 
all red meat, then all meat. Over time, she eventually eliminated all solid foods so that she consumed only liquid dairy 
products or vegetables (e.g., carrot juice).

While Rachel accepted that she was now underweight, was unhappy with her appearance at such a low weight and 
was no longer losing weight, she reported a terror of eating solid foods and that she struggled to drink enough to regain 
weight. So she agreed to nasogastric tube feeding in the hospital.

Rachel has no past history of an eating disorder or major mental illness. She described being anxious as a child, 
beginning when she experienced high distress during her first weeks at school as a result of being separated from 
her mother. Due to this anxiety, her school entry was delayed for six months and she was eventually enrolled in an 
alternate school where her mother could join her each day at school during her first year. Rachel has been otherwise 
well and, even though she was previously moderately well-built (she described herself as ‘chubby’), she has not dieted 
or restricted her food intake in the past as a way to reduce her weight.

A psychiatrist at the hospital diagnosed Rachel as having ARFID. A barium swallow test revealed no physical 
impediments to swallowing. As a result of finding no physical obstructions, Rachel was commenced on a ‘swallowing’ 
rehabilitation program, with swallowing exercises, anxiety management training and gradual increases in the consistency 
of her oral intake, starting with semi-solids such as baked custard and iron supplements given for anaemia. She made a 
good recovery over the next three months, by which time she had resumed a solid diet with the exception of red meat, 
which she did not want to eat ever again. She had also regained a healthy amount of weight and was no longer anxious 
about eating in public.

barium swallow
A test that is used 
to determine 
the cause of 
difficulty with 
swallowing. The 
patients drinks 
a preparation 
containing barium 
sulphate, which 
is a metallic 
compound that 
shows up on 
X-rays and is 
used to see 
abnormalities in 
the oesophagus 
and stomach. 

intake disorder, namely, ‘other specified feeding or eating disorder’ and ‘unspecified feeding or eating 
disorder’. Compared to the DSM-IV, the DSM-5 entails using less strict criteria for anorexia nervosa 
and bulimia nervosa and includes binge eating disorder in its own right. These changes reduce the 
number of people who are likely to fall into the residual eating/feeding disorder categories. This 
is an important development as the former residual DSM-IV category was relatively neglected by 
researchers despite evidence from many studies that between a third and a half of individuals with 
disturbances regarding their eating, shape and weight did not meet the DSM-IV criteria for anorexia 
nervosa or bulimia nervosa and thus fell into the residual category (Fairburn & Harrison, 2003). In 
other words, a substantial number of people with significant eating and body image disturbances were 
being neglected.

There are five ‘other specified feeding or eating disorder’ (OSFED) types described in the  
DSM-5. These are atypical anorexia nervosa (where all criteria are met for anorexia nervosa, except 
low weight); bulimia nervosa and binge eating disorder of low (less than weekly) frequency and/or 
duration of binge eating/compensatory episodes; purging disorder (purging behaviours in the absence 
of binge eating); and night eating syndrome (excessive eating after the evening meal or eating at 
night after awakening from sleep). The ‘unspecified feeding or eating disorder’ category is to be 
used when the feeding or eating disorder causes significant distress and/or impaired psychosocial 
functioning but there is insufficient information to specify the type of disorder (e.g., in emergency 
hospital settings).

Two final conditions are listed among the DSM-5’s feeding and eating disorders, that is, pica 
and rumination disorder. Pica refers to the eating of one or more non-food substances (e.g., soap, 
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CHAPTER 6

Bipolar disorder
Philip B. Mitchell
Greg Murray

LEARNING OBJECTIVES (LO)

6.1 Differentiate bipolar I disorder, bipolar II disorder and cyclothymic disorder.
6.2 Understand the epidemiological aspects of bipolar disorder.
6.3 Describe the possible causes of bipolar disorder.
6.4 Describe the medical and psychological interventions used to treat and prevent bipolar disorder.

BIPOLAR DISORDER: AN AUSTRALASIAN FOCUS

Bipolar disorder refers to a group of conditions where people typically experience the two poles of mood disturbance—
that is, episodes of depression and episodes with manic or hypomanic symptoms (such as an excessively agitated or 
euphoric mood). ABC News journalist Jane Ryan, who had been living with bipolar disorder for a decade before she 
made her condition publicly known, provided a vivid description of her most recent episode of this condition: 

First I became severely depressed. The strength went out of my arms and legs and it was hard to 
walk . . . Everything became grey and hazy and hard to focus on. My brain slowed down to a snail’s pace . . . 
I fixated on death—not because I wanted to kill myself, but because it seemed like the only way I could get 
some rest. I knew it couldn’t last forever and that I’d survived it before, but somehow in the depths of that 
despair I convinced myself that I would never be better, I would never recover, I would stay like this forever.

Then a switch was flicked . . . I became agitated . . . I stopped listening when people were talking because 
my thoughts were racing and I couldn’t concentrate. I talked loud and fast without realising it, I felt so funny 
and clever. Then I became irritable. Deeply irritable . . . Soon after, I became psychotic. I lost my grip on reality 
and started to imagine the natural environment harboured terrible dangers [such as] a group of cyclists 
approaching from behind was a swarm of buzzards swooping to peck me to death. It’s hard to describe the 
terror you feel when you know your mind has become totally unhinged and you can’t tell what’s real and 
what’s not. During that time I experienced incredible fear and anxiety that people at work might discover 
the truth.

It was Jane’s fear of negative attitudes and discrimination from others regarding her bipolar disorder that led her to keep 
her condition a secret. Fortunately, the stigma around the condition is decreasing as more people such as Jane are opening 
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REVIEW QUESTIONS
LO 1.1
 1.1 What are the four main criteria that are used to differentiate abnormal behaviour from normal behaviour?

 1.2 How does Wakefield’s notion of ‘harmful dysfunction’ help to differentiate the concept of mental disorder from 

the concepts of medical disorder and social deviance?
 1.3 In what ways does the classification of psychological disorders (e.g., depression) differ from the classification of 

medical disorders (e.g., cancer)? LO 1.2
 1.4 What were the main changes in behaviourism that allowed the development of the cognitive-behavioural 

perspective? 1.5 How is the behavioural approach to understanding mental disorders fundamentally different from the 

psychoanalytic approach? 1.6 If an individual inherits a biological vulnerability for a mental disorder, does this mean that he/she is destined to 

develop a disorder? Explain using the biopsychosocial model of mental disorders. 
LO 1.3
 1.7 What were the main limitations of the DSM-I and DSM-II?
 1.8 How can the reliability of a mental disorder diagnosis be improved?
 1.9 In what ways did the DSM-III differ from its predecessors?
 1.10 List the main limitations of the categorical system of classification reflected in the DSM-III and beyond.REFERENCES
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up about their experience of bipolar disorder. She describes her 

decision to speak out about her condition as follows: 

Lying on that hospital bed waiting for the anti-psychotics 

to kick in, I began to think. Why am I so afraid of people 

finding out? One in 100 Australians lives with this illness, so 

why the secrecy? I work hard—really hard—to manage it so 

that it doesn’t impact on my work or relationships, so what’s 

the problem here? I decided it was time to come clean. It 

was liberating, but I also felt pretty sick about it. I had held 

this secret so close to my chest for so many years that the 

prospect of coming out was really frightening. But I wanted 

to do it for all the other people out there who feel the need 

to keep their diagnosis a secret, and to let the rest of the 

world know you can live a normal life with bipolar. 

Reproduced by permission of Australian Broadcasting 

Corporation—Library Sales © ABC

This chapter focuses on bipolar disorder, providing a brief overview regarding historical approaches, a description of 

the diagnostic criteria, information regarding epidemiology and a discussion of current biopsychosocial understandings 

regarding aetiology and treatment. The chapter also aims to continue the work of Jane Ryan and many others around 

the world—taking the stigma out of this diagnosis, and underlining that good quality of life is possible for people with 

bipolar disorder.

LO 6.1  Historical and current approaches  

to the diagnosis of bipolar disorder

The history of bipolar disorder

Bipolar disorder has a long history (Mitchell, 2017). The earliest descriptions of mania and melancholia 

can be traced back to classical Greek times. Throughout most of history, mania and depression were 

viewed as separate illnesses. However, a turning point for the contemporary view of bipolar disorder 

took place in the nineteenth century in France when Jean-Pierre Falret (1851) referred to the condition 

as ‘la folie circulaire’ (the cycle of madness), thus describing a single entity involving the sequential 

change between mania and melancholia.

It was also during the late nineteenth century that Emil Kraepelin formally made the landmark 

distinction between ‘manic depressive insanity’ and other forms of severe mental illness, particularly 

‘dementia praecox’ (an early term for schizophrenia). Kraepelin (1896) observed that patients with 

dementia praecox generally experienced ongoing symptoms of cognitive impairment and social 

withdrawal whereas manic-depressive patients tended to experience better functioning between 

episodes of mood disturbance. The next landmark occurrence in the classification of mood disorders 

was made by Karl Leonhard (1957), who argued that the term ‘manic depressive insanity’ was too 

inclusive. He coined the term bipolar disorder to refer to a condition where individuals experience 

both depressive and manic episodes, and distinguished this condition from one involving depressive 

episodes alone.
The treatments for bipolar disorder have changed dramatically, as illustrated by historical 

records of the lives of some great artists. For example, the composer Robert Schumann was struck 

down by manic-depressive psychosis and admitted to an asylum in the mid-1800s. He succumbed 

bipolar disorder

Mood disorder 

marked by manic/

hypomanic 

episodes and 

depressive 

episodes 

(previously 

called manic-

depression).

In recent years, the stigma around bipolar disorder 

has been decreasing as more people open up 

about their experience of living with the disorder.
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CHAPTER 1

Conceptual issues in  
abnormal psychology
Marianna Szabó

CHAPTER OUTLINE
	●	 The definitions of abnormal behaviour and mental disorder
	●	 Perspectives on the classification, causation and treatment of mental disorders	
	●	 The classification and diagnosis of mental disorders
	●	 Summary

LEARNING OBJECTIVES (LO)

1.1	 Describe the difficulties inherent in defining abnormality and mental disorder.
1.2	 Distinguish among the main theoretical approaches to understanding the classification, aetiology and treatment 

of mental disorders.
1.3	 Evaluate the changes made in psychiatric classification over time.

ABNORMAL PSYCHOLOGY: AN AUSTRALASIAN FOCUS

In 1929, Henry Tasman Lovell, whose interest was in abnormal psychology, became the first Professor of Psychology in 
Australia at the University of Sydney. A more recent, yet also momentous, milestone for the field of abnormal psychology 
occurred in November 2006 when the Federal Government introduced the Better Access to Mental Health Care program, 
which, for the first time in Australia, allowed people to receive Medicare rebates for psychological treatment provided 
by trained mental health professionals. As a result of this program, access to psychological services is now available to 
people who would not otherwise be able to afford it. The introduction of the Better Access initiative signalled a significant 
recognition of the effectiveness of psychological treatments. 

A 2017 report by the Australian Psychological Society entitled ‘Ten Years of Better Access’ provides a review of the 
first decade of the Better Access program (Littlefield, 2017). The report highlights the program’s success in providing 
accessible, effective and affordable treatment for psychological problems to many Australians. For example, by 2013 
psychological services provided through Better Access had been accessed by more than three million people. In 
addition, while only 35 per cent of Australians with mental disorders sought treatment prior to the introduction of Better 
Access, this rate had increased to 46 per cent by 2010. Researchers attributed this increase in the treatment rate to the 
availability of affordable psychological services through the Medicare system, and the de-stigmatisation of help-seeking 
for mental health encouraged by this system (Pirkis, Harris, Hall, & Ftanou, 2011). A client satisfaction survey of more 
than 2000 clients indicated that psychological treatment provided through Better Access resulted in significant or very 
significant improvement for 91 per cent of clients, thus supporting the program’s effectiveness. 

Nevertheless, the ‘Ten Years of Better Access’ report also highlights important limitations and challenges associated 
with the program. For instance, it was announced in the 2011–2012 Federal Budget that the number of Medicare-
supported psychological consultations would be reduced from a possible maximum of 18 to 10 sessions per calendar year. 

continued
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Unfortunately, this number of sessions is inadequate to treat many 
psychological disorders. A study investigating mental health outcomes 
found that among individuals receiving psychological treatment, 
65 per cent continued to have severe symptoms after 10 treatment 
sessions, but that only 22 per cent continued to report severe symptoms 
after receiving up to 18  sessions (see Littlefield, 2013). As many 
individuals do not improve sufficiently after receiving the 10 treatment 
sessions available under Better Access, psychologists and clients alike 
experience difficulty in achieving adequate client care. Among the less 
than optimal options available to psychologists and their clients when 
the maximum 10 sessions per year has been reached are: postponing 
further treatment until the following year, when the client can once again 
access Medicare-supported sessions; extending the interval between 
sessions so that treatment can be available for a longer period of time, 
even though more frequent sessions might be beneficial; or receiving 
treatment from a public mental health service, which often entails long 
waiting periods. 

As well as summarising some of the key achievements and 
difficulties of Better Access to date, the ‘Ten Years of Better Access’ 
report also highlights future potential challenges for the program. 
Among these is the Federal Government’s proposal to limit access 
to Better Access to those with moderately severe mental disorders, 
while directing those with milder and more severe disorders to other 
programs. However, these alternative programs raise concerns about 
those with milder disorders having services delivered by inadequately 
trained practitioners and about those with more severe and complex 
disorders receiving sufficient funds to meet their needs. The ability to 
address the mental health needs of all groups in society therefore remains a significant challenge.

This chapter traces the development of abnormal psychology and the mental health professions from their beginnings to 
the present and looks at possible future directions. Abnormal psychology is commonly defined as the field of psychology that 
aims to understand and modify abnormal behaviours. Most of the field of abnormal psychology today, however, is concerned 
only with a special subset of abnormal behaviours, a subset labelled ‘mental disorders’ or ‘psychological disorders’. Indeed, 
most of the following chapters focus upon a specific category of mental/psychological disorder. The present chapter serves 
as an introduction to some of the fundamental concepts of abnormal psychology. First, definitions of abnormality and mental 
disorder will be discussed. The bulk of the chapter will focus on the main theoretical perspectives that have shaped current 
knowledge in abnormal psychology. In this section, the biological perspective (the oldest and currently dominant approach 
to understanding mental disorders) will be contrasted with various psychological perspectives to underline the differences 
in their approaches to the conceptualisation, classification, explanation and treatment of mental disorders. The chapter will 
end with a description of one of the major systems for diagnosing mental disorders, and a consideration of the directions for 
future developments in the field of psychiatric classification.

Henry Tasman (Tassie) Lovell (pictured 
with his son) was the first Professor of 
Psychology in Australia, taking up his 
position in the Department of Psychology at 
the University of Sydney in 1929.

LO 1.1 � The definitions of abnormal behaviour 
and mental disorder

Abnormality
Although the distinction between ‘normal’ and ‘abnormal’ behaviours seems intuitively clear to most 
people, a more careful consideration reveals that this distinction is often difficult to make. Although 
no clear rules have yet been identified to differentiate normality and abnormality, several elements 
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have been proposed. The most common ones 
are statistical rarity and the ‘three Ds’: deviance, 
distress and dysfunction.

STATISTICAL RARITY
Statistical rarity is one criterion that has been used 
to define abnormality. Individuals who possess a 
characteristic that is rarely found in society can be 
said to be abnormal, in the sense that they deviate 
from the average to a large extent. This element 
of abnormality, of course, can include positive 
deviations as well. So, according to this definition, 
people who are known for their musical or scientific 
genius, for example, can be considered abnormal. 
Clearly, the field of abnormal psychology cannot 
be defined on the basis of statistical rarity alone, 
otherwise individuals such as Wolfgang Amadeus 
Mozart or Albert Einstein would be prime candidates 
for treatment!

DEVIANCE OR NORM VIOLATION
Unlike the criterion of statistical rarity, the criterion of ‘deviance’ includes a value component. 
According to this criterion, a behaviour is considered to be abnormal if it is negatively evaluated by 
society. The ‘abnormal’ abilities of famous musicians, sportspeople or scientists are positively valued 
by society and thus would not be defined as abnormal according to this criterion. On the other hand, 
being unable to socialise because of extreme anxiety, avoiding all forms of public transport, hearing 
voices, physically assaulting one’s spouse, or making a living by armed robbery are generally seen as 
violating social expectations.

While adding the element of norm violation to statistical rarity can give a more precise definition of 
abnormality, it still leaves a very broad class of behaviours for abnormal psychology to be concerned 
with. Norm-violating behaviours encompass a diverse range of behaviours. These may include 
instances of harmless eccentricity and serious criminal acts, as well as instances of mental disorder. 
Moreover, using norm violation as a sole requirement to define abnormality can be dangerous as it 
can be used to oppress any non-conformist behaviours. For example, homosexuality and a range of 
other sexual behaviours such as masturbation were seen as both statistically rare and unacceptable by 
society only a few decades ago. Therefore, people engaging in these behaviours were viewed as in 
need of either punishment or treatment (Szasz, 1961).

DISTRESS
A third important element in defining abnormality, which is sometimes used to differentiate the 
field of abnormal psychology from that of forensic psychology or criminology, is that the abnormal 
behaviour causes distress to the person. At first sight, this would appear to be a necessary element in 
defining psychological abnormality. In addition, this element allows the individual to self-define their 
behaviours as abnormal or not, rather than allowing society at large to make that decision. People 
who are happy and content with their lives tend to consider themselves normal, while those who are 
distressed by their own thoughts, feelings or behaviours tend to seek treatment.

Unfortunately, this element also has its limitations and dangers in attempting to define abnormality. 
On the one hand, some individuals cause themselves a great deal of personal suffering, for example, 
by starving themselves to near death for religious, political or other reasons. Should these individuals 
(e.g., great national leaders such as Mahatma Gandhi) be considered abnormal and requiring treatment? 
On the other hand, many people whose behaviours come to the attention of mental health professionals 
do not experience distress. For example, one of the defining features of a manic episode in bipolar 
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disorder (as discussed in Chapter 6) is abnormally elevated mood, self-esteem and creativity, all of 
which are experienced as very pleasant by the individual.

DYSFUNCTION
The fourth element in defining abnormality asks whether the behaviour is dysfunctional or maladaptive. 
In other words, does the behaviour interfere with the person’s ability to meet the requirements of 
everyday life? For instance, is s/he able to have a job, a family, a social network and a necessary level 
of financial security? This element is widely accepted among mental health professionals as crucial 
in defining abnormality and is often incorporated in the diagnostic criteria for the various mental 
disorders. So, the person who experiences a manic episode with abnormally elevated mood, self-
esteem and creativity may not be distressed but may be making decisions that interfere with his/her 
ability to function effectively in everyday life. During manic episodes, individuals often make risky 
financial investments or engage in sexual or aggressive behaviours that they would normally see as 
foolhardy and dangerous. In that sense, the behaviour is maladaptive or dysfunctional. On the other 
hand, according to the dysfunction criterion, a person with an extreme snake phobia who never leaves 
the city would not be considered abnormal because his/her fear of snakes does not interfere with the 
ability to meet the requirements of everyday life.

The maladaptiveness criterion is highly practical and liberal in that it can accommodate an 
individual’s life circumstances (as in the case of the urban-dwelling person with a fear of snakes). 
However, it also has its limitations. Most importantly, it greatly overlaps with the concept of norm 
violation: how functional an individual is considered to be is often based on how well s/he meets 
social expectations. It is a social expectation that individuals should have a job, a family, financial 
security and a social network, and not to do so is seen as dysfunctional. As such, this criterion suffers 
from the same limitation as the criterion of norm violation: it may be the social expectations that are 
wrong rather than the individual’s failure to adapt to these.

A commonly cited illustration of how a particular society’s values influence the idea of what 
is dysfunctional is the mental disorder drapetomania (Szasz, 1971; Wakefield, 1992). Drapetomania 
was described by Dr Samuel Cartwright in 1851 as a mental disorder. It was used to describe 
African American slaves who repeatedly attempted to run away from slavery, even though running 
away resulted in severe punishment for those who were caught. So, this behaviour was thought to be 
causing distress to the individual (as it elicited punishment), as well as being ‘dysfunctional’ (as it was 
inconsistent with what was thought to be the normal function of African Americans in society, that is, 
to be a slave). Therefore, running away was seen as a type of insanity requiring treatment.

Clearly, neither rarity, norm violation, distress or dysfunction on its own is sufficient or necessary 
for the definition of abnormality. Therefore, a common approach is to consider all of these elements 
together: it is the accumulation of these elements that assists in defining behaviour as abnormal. 
Nevertheless, it is important to remember that each of the criteria suffers from being closely tied with 
societal norms and expectations that change over time and cultures. No clear, universally accepted 
definition of ‘abnormality’ has yet been established.

Mental disorder
The field of abnormal psychology concerns itself with a wide range of behaviours that are considered 
‘abnormal’. However, not all of them are currently defined as mental disorders. For example, much 
research effort has been focused on understanding the reasons behind domestic violence or the eating 
behaviours leading to obesity. Yet neither domestic violence nor obesity is currently classified as a 
mental disorder. 

Unfortunately, similar to the concept of abnormality, a precise definition of the general concept 
of mental disorder continues to be elusive.  Several theorists have offered their views on how to 
differentiate mental from physical disorders (Brülde & Radovic, 2006), while others have concentrated 
on attempting to clearly define the concepts of disease, illness and disorder (Wakefield, 1992). 
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One  of the most contentious issues has been whether disease, illness and disorder are purely 
factual, medical terms, or whether they are purely value judgments based on social norms.

The label ‘mental disorder’ in its most common usage today implies that the abnormal behaviour is 
not only statistically rare, unacceptable to society, causes distress and/or is maladaptive, but that it also 
stems from an underlying dysfunction or illness. For example, the current edition of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-5) defines mental disorder as follows:

A mental disorder is a syndrome characterized by clinically significant disturbance in an 
individual’s cognition, emotion regulation, or behavior that reflects a dysfunction in the 
psychological, biological, or developmental processes underlying mental functioning. Mental 
disorders are usually associated with significant distress or disability in social, occupational, or 
other important activities. An expectable or culturally approved response to a common stressor 
or loss, such as the death of a loved one, is not a mental disorder. Socially deviant behavior 
(e.g., political, religious, or sexual) and conflicts that are primarily between the individual and 
society are not mental disorders unless the deviance or conflict results from a dysfunction in the 
individual, as described above. 

American Psychiatric Association (APA), 2013, p. 20

Each specific mental disorder identified in the DSM must meet this general definition. 
Wakefield (1992; 1999) proposes that the concept of mental disorder, as stated in the DSM, 

involves both a factual component (there is an underlying dysfunction) and a value component (it 
is seen by society as harmful). The factual component specifies that there is an internal dysfunction 
present: that a psychological mechanism has failed to carry out its natural evolutionary function. For 
example, the evolutionary function of anxiety may be to warn the individual of objective danger. 
When anxiety occurs in the absence of objective danger, this psychological mechanism has failed to 
perform its natural function. Therefore, the individual’s fear of harmless objects can be said to occur 
as a result of an internal dysfunction. It is important to note that the meaning of the term ‘dysfunction’ 
in Wakefield’s approach is different from its usage in relation to the ‘three Ds’ above, where it refers 
to an individual’s inability to carry out his/her social roles.

The ‘internal dysfunction’ specification helps demarcate instances of mental disorder from 
instances of social deviance, non-conformity or crime. For example, individuals who go on hunger 
strikes and starve themselves for political reasons do not do so as a result of an internal dysfunction 
but as a means of effecting social change. On the other hand, individuals with anorexia nervosa may 
be said to severely limit their food intake as a result of an internal psychological dysfunction: the 
internal mechanisms that contribute to maintaining a minimum healthy weight do not perform their 
natural function. Similarly, individuals who carry out violent, illegal or otherwise antisocial acts may 
do so as a result of an internal dysfunction (e.g., a lack of impulse control or an inability to feel 
empathy for others) and thus they may qualify for the diagnosis of a mental disorder (in this case, 
antisocial personality disorder). Some of these individuals, however, may engage in such acts as a 
result of belonging to a gang so as to protect themselves in a violent neighbourhood or simply because 
they find it easier and more acceptable to earn a living by illegal means. Such cases would not qualify 
for a diagnosis of mental disorder as no internal dysfunction is present.

However, according to Wakefield’s approach, for a behaviour resulting from an internal dysfunction 
to qualify as a mental disorder it needs an additional value component: it needs to be causing harm to 
the individual. So, hallucinating that results from an internal dysfunction is not necessarily seen as a 
disorder in societies where hallucinating is evaluated positively, perhaps as a sign of psychic abilities. 
In these societies, hallucinating causes no harm or social disadvantage to the person.

According to Wakefield’s analysis, therefore, mental disorders are best conceptualised as lying 
somewhere between the concept of physical disorder, which involves mainly a factual component 
(e.g.,  having a broken leg or a viral infection are facts that exist in nature, independent of any 
evaluations) and the concept of social deviance, which involves mainly a value component (e.g., being a 
nudist, taking recreational drugs, living in a commune or running away from slavery can be considered 
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instances of social deviance, as they are evaluated as right or wrong in relation to changing social 
norms). The concept of mental disorder involves a bit of both. 

Wakefield’s conceptualisation of mental disorder has received several criticisms, most of which 
concentrate on the difficulty in ascertaining the normal evolutionary function of psychological 
processes and the consequent difficulty in identifying when such processes are not carrying out their 
functions (Lilienfeld & Marino, 1995; McNally, 2001). For example, while the function of anxiety is 
likely to be to warn the organism of impending danger, the possible evolutionary function of sadness is 
the subject of ongoing debate. It is difficult, therefore, to offer a conceptualisation of major depression 
in terms similar to that of anxiety disorders. Further, some cognitive abilities, such as reading, have 
been acquired too recently in human history to be regarded as natural functions designed by evolution. 
According to an evolutionary analysis, therefore, reading disabilities such as dyslexia could not be 
classified as a disorder. Although Wakefield’s analysis and the subsequent responses to it have made 
important contributions, the ongoing debate regarding the most appropriate definition of mental 
disorder continues to pose a fundamental conceptual challenge to the field of abnormal psychology 
(Rounsaville et al., 2002).

LO 1.2 � Perspectives on the classification, causation 
and treatment of mental disorders

To appreciate how the understanding of mental disorders has developed to its current stage and in what 
directions it may be developing in the future, an introduction to the main theoretical perspectives for 
mental disorders is needed. These perspectives propose different conceptualisations of what a mental 
disorder is, how many and what kinds of different mental disorders there are, what their primary causes 
may be, and what the best treatments are. 

The discussion will begin with the currently dominant (and oldest) biological/medical perspective, 
followed by the main psychological perspectives, the sociocultural perspective and the integration of 
these various perspectives in the biopsychosocial model. Such integration emphasises that the various 
perspectives on mental disorders are not mutually exclusive. There is not one right way of explaining 
mental disorders. Rather, the various perspectives emphasise different levels of explanation and are 
best seen as complementing, rather than competing with, each other.

The biological perspective
HISTORICAL BACKGROUND OF THE BIOLOGICAL PERSPECTIVE
Before the emergence of psychoanalytic thinking and behaviourism in the early twentieth century, 
the concept of mental illness was virtually identical with the concepts of madness or insanity. These 
terms were applied to individuals with extremely severe disturbances involving hallucinations and 
delusions, or severe disorganisation of speech, affect (emotion), thinking or behaviour. Most of these 
symptoms would today be summarised under the term ‘psychosis’ (as discussed in Chapter 7), while 
others might resemble dementia (as discussed in Chapter 15).

Patients who displayed such severe disturbances were treated in mental asylums by ‘mad doctors’ 
or ‘alienists’, the forerunners of today’s psychiatrists. Until the early nineteenth century, a large 
proportion of those treating the mentally ill were not even medically trained, let alone specialists in the 
study of mental illness—some were general physicians or surgeons, but others were simply charlatans. 
Madness was seen as a state that anyone could recognise, and often it was left to local magistrates to 
certify a person’s sanity or lack thereof (Routh, 1998).

Psychiatry became recognised as a legitimate speciality within medicine only about 150 years ago 
(Barton, 1987). The forerunner of the American Psychiatric Association—the Association of Medical 
Superintendents of American Institutions for the Insane—was established in 1844. The American 
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Journal of Insanity, later called the American Journal of Psychiatry, was also first published in 1844, 
and remains one of the leading journals in psychiatry to this day. By the end of the nineteenth century, 
most of those treating mentally ill people were medically trained physicians who believed that symptoms 
of madness arose from underlying biological diseases affecting the brain or the nervous system.

CLASSIFICATION AND CAUSATION FROM THE BIOLOGICAL PERSPECTIVE

There is only one kind of mental disease, we call it insanity.

Heinrich Neumann, 1859, cited in Hecker, 1871/2004, p. 351

Prior to the twentieth century, the symptoms of the various mental disorders (as currently defined) 
were not usually seen as indicators of separate disorders. Instead, many doctors in the nineteenth 
century agreed with Heinrich Neumann, believing insanity to be a single disease that progressed from 
one major symptom to another over time, with the symptoms becoming increasingly severe. Thus, 
the first symptom of insanity was thought to be depression, followed by agitation, then confusion, 
paranoia and finally dementia (Misbach & Stam, 2006).

Others, however, believed that there were in fact several different mental diseases. The basis for this 
belief was the observation that some individuals displayed groups of symptoms (called syndromes) 
that others did not, or that people with certain types of symptoms got better while others with different 
symptoms got worse, or that some symptoms began early in life and others began later, or that some 
symptoms were more often seen in men while others were more often seen in women. The ultimate 
aim of such observations was to identify symptoms that clustered together to form syndromes because 
they had a common cause. Once the causal agents underlying these symptom clusters were identified, 
it was hoped that it would become possible to discover an effective treatment that targeted those 
underlying causes. In other words, the ultimate aim of psychiatric classification was, and still is, 
to describe symptom clusters that have common causes and respond to common treatments. Such 
symptom clusters are then labelled as ‘disorders’ or ‘diseases’.

An example of a similar process in the history of physical illnesses pertains to the treatment of 
‘the fevers’. Such treatment had limited success. This was partly because people did not understand 
that a high fever was not a disease in its own right, but that it could be a symptom of a diverse 
range of disorders, caused by a diverse range of underlying pathologies that were unknown at the 
time. However, once doctors noticed that some fevers were accompanied by red spots on the body, 
while others were accompanied by abdominal pain, they were in a position to describe two different 
syndromes or categories of illness (e.g., measles and appendicitis, respectively). They could then 
begin to look for the specific causes and treatments of these different illnesses.

Unfortunately, the causes of most diseases were unknown for much of human history so that 
classification of illnesses into separate categories was often based on hypothesised causes. The earliest 
known attempt at such classification was offered by the ancient Greek physician Hippocrates (c. 460–
377 BCE), who is often referred to as the father of modern medicine given his emphasis on natural 
(rather than supernatural) causation. He hypothesised that mental and physical health required the 
balance of four ‘humours’ or fluids in the body: blood, yellow bile (choler), black bile (melancholer) 
and phlegm. Too much of any of these was believed to result in certain personality types, such as a 
melancholic or depressed personality arising from excessive black bile. An extreme imbalance of the 
humours was thought to result in mental illness. 

Another mental illness identified at the time was ‘hysteria’, which was thought to be caused by a 
detached womb wandering in the body (and which, therefore, by definition, could afflict only women). 
About 2000 years later, in the sixteenth century, the famous Swiss physician Paracelsus proposed that 
there were three classes of mental illnesses: vesania, thought to be caused by poisons; lunacy, believed 
to be influenced by phases of the moon; and insanity, a disease believed to be caused by heredity 
(Charney et al., 2002). Unfortunately, because the assumed causation underlying these proposed 
disorders was manifestly wrong, the treatments targeting the presumed causes also had limited success.
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However, by the end of the nineteenth century the medical profession was optimistic that it was 
only a matter of time before the biological causes of mental illnesses would be precisely known. 
A number of important scientific discoveries gave impetus to this optimism. Foremost among 
these were Louis Pasteur’s germ theory of diseases, which stated that tiny creatures, invisible 
to the naked eye, could invade the body and cause illness. This seemingly strange idea received 
empirical support in the late nineteenth century and was followed by the discovery of various 
bacterial microorganisms.

Concerning mental illness specifically, one of the most important early discoveries within the 
biological perspective was the identification of the cause of a mysterious mental illness: ‘general 
paralysis of the insane’, also known as general paresis (Routh, 1998). In many respects, general paresis 
was similar to other types of ‘insanity’: it included bizarre behaviours, persecutory delusions and 
hallucinations. However, it had a steadily deteriorating course, while most other types of insanity 
tended to remain stable. Patients with general paresis almost invariably got worse, eventually becoming 
paralysed and dying within about five years of disease onset. 

This suggested that general paresis might be a specific disease category with its own causation and 
treatment, different from other types of insanity. Additional descriptive information was then used to 
hypothesise about and test various ideas about causation. As the condition was observed more often 
in men, especially in sailors, it was initially thought that smoking, drinking alcohol or being in contact 
with sea water might cause the illness. Experimental studies were conducted to discover the biological 
disease process underlying the syndrome. 

To test one hypothesis, in 1897 Richard von Krafft-Ebing, a German neurologist, injected 
discharge from syphilitic sores into patients suffering from general paresis. None of the patients 
developed symptoms of syphilis, suggesting that they were already infected. This finding gave support 
to the notion that general paresis might be caused by syphilis. Indeed, the bacterium Treponema 
pallidum was discovered as the causal agent of syphilis in 1905 and it was found in the brains of 
patients with general paresis in 1913, confirming the hypothesis. On the basis of this underlying 
biological causation, the syndrome general paresis was identified as a part of the last stage of syphilis, 
rather than being a separate category of mental illness with its own specific cause. Of course, after the 
invention of antibiotics, it also became possible to treat it.

Other important discoveries at the time included the identification of associations between certain 
syndromes and localised damage to the brain. The French physician Pierre P. Broca (1824–1880) 
identified the area of the brain damaged in patients with expressive aphasia (an inability to produce 
meaningful speech) and Carl Wernicke (1848–1905) later found damage in a different part of the brain 
associated with receptive aphasia (an inability to understand speech).

Following such discoveries, the idea that all mental disorders were caused by biological factors 
became increasingly accepted. Many doctors believed that all mental disturbances would eventually 
be identified as having a biological origin, for instance, in the form of some bacterial or viral infection, 
contact with toxic agents or structural brain abnormality.

An enduring contribution to the classification of mental disorders at this time was made by the 
German psychiatrist Emil Kraepelin (1856–1926), one of the most influential thinkers to challenge 
the single-disease concept of insanity in the nineteenth century. In the first edition of his great work 
of psychiatric classification, the Compendium of Psychiatry in 1883, he initially distinguished two 
main mental illnesses: manic-depressive psychosis and dementia praecox. These historical definitions 
are close to today’s concepts of bipolar disorder and schizophrenia, respectively. After a further 
30 years of work, in the final edition of his Compendium published in 1915, Kraepelin distinguished 
13 categories of mental illness.

A crucial feature of Kraepelin’s classification system was that mental illnesses were either 
categorised according to their known causes (e.g., intoxication psychosis or infectious psychosis) or 
remained at the level of description (e.g., manic-depressive insanity or dementia praecox). Kraepelin 
expected that biological causes would eventually be identified for each mental illness. Where such 
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