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their choices are considerably narrowed when considering Raskin’s remarkable achievement in this volume. Every key area of 
psychopathology is covered thoroughly, but that is just the beginning. Rather than being solely tethered to classical classificatory 
rubrics, Raskin brings in the latest perspectives in the field, such as the Hierarchical Taxonomy of Psychopathology (HiTOP). This 
new edition of Raskin’s scholarly and progressive textbook is most welcome, and very likely to have a considerable impact on the 
training of the next generation of students and professionals in diverse mental health disciplines.”

– Dr. Robert F. Krueger, Hathaway Distinguished Professor of Clinical Psychology,  
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“Raskin’s writing style is both enjoyable to read and accessible to students, without sacrificing a comprehensive presentation of the 
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– Dr. Deborah Pollack, Utica University, USA
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questions about mental distress. A valuable resource for psychology students – or anyone interested in mental health!”

– Dr. Alyson Dodd, Northumbria University, UK





PSYCHOPATHOLOGY 
AND MENTAL DISTRESS
CONTRASTING PERSPECTIVES

Second edition

JONATHAN D. RASKIN
STATE UNIVERSITY OF NEW YORK AT NEW PALTZ, USA



BLOOMSBURY ACADEMIC
Bloomsbury Publishing Plc

50 Bedford Square, London, WC1B 3DP, UK
1385 Broadway, New York, NY 10018, USA

29 Earlsfort Terrace, Dublin 2, Ireland

BLOOMSBURY, BLOOMSBURY ACADEMIC and the Diana logo  
are trademarks of Bloomsbury Publishing Plc

First edition published in 2019 by Red Globe Press
First edition reprinted by Bloomsbury Academic in 2022

This edition published 2024

Copyright © Jonathan D. Raskin, 2024

Jonathan D. Raskin has asserted his right under the Copyright,  
Designs and Patents Act, 1988, to be identified as Author of this work.

Cover design: Terry Woodley
Cover image © EschCollection /Getty Images

All rights reserved. No part of this publication may be reproduced or transmitted  
in any form or by any means, electronic or mechanical, including photocopying,  

recording, or any information storage or retrieval system, without  
prior permission in writing from the publishers.

Bloomsbury Publishing Plc does not have any control over, or responsibility for,  
any third-party websites referred to or in this book. All internet addresses given in this  

book were correct at the time of going to press. The author and publisher regret  
any inconvenience caused if addresses have changed or sites have ceased to exist,  

but can accept no responsibility for any such changes.

A catalogue record for this book is available from the British Library.

A catalog record for this book is available from the Library of Congress.

	 ISBN:	 HB:	 978-1-3503-3043-6
		  PB:	 978-1-3503-3038-2
		  ePDF:	 978-1-3503-3153-2
		  eBook:	 978-1-3503-3154-9

Typeset by Integra Software Services Pvt. Ltd.

To find out more about our authors and books visit www.bloomsbury.com  
and sign up for our newsletters.

00_9781350330382_txt_print_FM.indd   4 17-10-2023   16:36:17



BRIEF CONTENTS v

BRIEF CONTENTS

1.	 Conceptual, Historical, and Research Perspectives	 1
2.	 Theoretical Perspectives	 33
3.	 Diagnosis, Formulation, and Assessment 	 67
4.	 Psychosis	 100
5.	 Depression and Mania	 135
6.	 Anxiety, Obsessions, and Compulsions	 174
7.	 Trauma, Stress, and Loss	 210
8.	 Dissociation and Somatic Complaints	 244
9.	 Feeding and Eating Problems 	 278

10.	 Sexual Functioning and Gender Identity	 311
11.	 Substance Use and Addiction 	 347
12.	 Personality Issues	 383
13.	 Disruptive Behavior and Attachment	 415
14. 	 Cognitive, Communication, and Motor Problems	 447
15.	 Sleep and Elimination Difficulties	 471
16.	 Suicide, Ethics, and Law	 489



TABLE OF CONTENTSvi

List of Figures� xviii

List of Tables� xix

List of Diagnostic Boxes� xx

List of Features� xxii

Tour of the Book� xxiii

Online Learning and Teaching  
Resources�  xxvii

Preface� xxviii

About the Author� xxxi

Acknowledgments� xxxii

1.	� Conceptual, Historical, and Research 
Perspectives� 1
	 OVERVIEW� 1
1.1	 Getting Started: Psychopathology and  

Mental Distress� 1
Basic Definitions� 1
Case Examples� 2
The Challenge: Experts often Disagree� 3

1.2	 Basic Terms � 4
Psychiatry vs. Psychology� 4
Mental Illness and Mental Disorder� 4
Harmful Internal Dysfunction� 5
Deviance� 5
Social Oppression� 6
“Abnormal Psychology”� 7

1.3	 Common Criteria of “Abnormality” � 8
Statistical Deviation� 8
Violation of Social Norms and Values� 9
Behavior that Disturbs Others� 10
Harmfulness to Self or Others� 11
Emotional Suffering� 11
Misperception of Reality� 12

1.4	 Three Contrasting Perspectives � 12
	 HISTORICAL PERSPECTIVES� 12
1.5	 From Stone Age to Greek and Roman 

Perspectives � 12
Stone Age Perspectives� 12
Greek and Roman Perspectives� 13

1.6	 Perspectives during the Middle Ages � 13
Avicenna’s Biological Perspective and 
Early Hospitals� 13
Demonological Perspectives in Europe� 14
The Influence of Cultural Context: 
Dancing Mania� 14

1.7 	 Renaissance Perspectives � 14
The Renaissance as One of Europe’s Most 
“Psychically Disturbed” Periods� 14
Early Asylums in Europe� 15

1.8	 Perspectives during the Eighteenth and 
Nineteenth Centuries � 15
Moral Therapy� 15
Larger Asylums and Their Reform� 16

1.9	 Perspectives in the Twentieth and  
Twenty-first Centuries � 17
Early Twentieth-century Mental Hospitals� 17
Antipsychiatry and Desinstitutionalization� 17

	 RESEARCH PERSPECTIVES� 18
1.10	 The Scientific Method � 18
1.11	 Quantitative Research Perspectives � 19

Correlational Method� 19
Experimental Method� 21

1.12	 Qualitative Research Perspectives � 26
Case Studies� 26
Grounded Theory Methods� 27
Phenomenological Analysis� 28
Trustworthiness, Mixed Methods, and the 
Status of Qualitative Methods� 29

	 CLOSING THOUGHTS� 30
1.13	 Caveats before Proceeding � 30
	 CHAPTER SUMMARY� 31

2.	 Theoretical Perspectives� 33
	 OVERVIEW� 33
2.1	 Getting Started: The Importance of 

Theoretical Perspectives� 33
Case Examples� 33
Perspectives as Frameworks for  
Understanding People’s Problems� 34

	 BIOLOGICAL PERSPECTIVES� 34
2.2	 Introducing Biological Perspectives� 34
2.3	 Brain Chemistry Perspectives� 34
2.4	 Brain Structure and Function  

Perspectives� 36
2.5	 Genetic Perspectives� 36
2.6	 Evolutionary Perspectives� 37
2.7	 Immune System Perspectives� 38
2.8	 Evaluating Biological Perspectives� 38
	 PSYCHOLOGICAL PERSPECTIVES� 39
2.9	 Introducing Psychological Perspectives� 39
2.10	 Psychodynamic Perspectives� 41

Freud’s Original Psychoanalytic Theory� 41
Psychodynamic Theories� 46
Evaluating Psychodynamic Perspectives� 47

TABLE OF CONTENTS



TABLE OF CONTENTS vii

2.11	 Cognitive-Behavioral Perspectives� 48
Behavioral Perspectives� 48
Cognitive Perspectives� 50
Combining Cognitive and Behavioral 
Perspectives� 54

2.12	 Humanistic Perspectives� 54
Rogers’ Person-Centered Therapy� 55
Existential Therapy� 56
Constructivist Perspectives� 56
Evaluating Humanistic Perspectives� 57

	 SOCIOCULTURAL PERSPECTIVES� 58
2.13	 Introducing Sociocultural Perspectives� 58
2.14	 Multicultural and Social Justice  

Perspectives� 58
Multicultural Perspectives� 58
Social Justice Perspectives� 59

2.15	 Service User Perspectives� 61
2.16	 Systems Perspectives� 62

Minuchin’s Structural Family Therapy� 62
Bowen’s Multigenerational Family Therapy� 62

2.17	 Evaluating Sociocultural Perspectives� 63
	 CLOSING THOUGHTS� 64
2.18	 So Many Perspectives!� 64
	 CHAPTER SUMMARY� 65

3.	� Diagnosis, Formulation, and  
Assessment � 67
	 OVERVIEW� 68
3.1	 Getting Started: Defining Diagnosis� 68

Case Examples� 68
Perspectives on Diagnosis� 68

	 DIAGNOSTIC PERSPECTIVES:  
DSM AND ICD� 69

3.2	 DSM and ICD� 69
Who Writes Them?� 69
Historical Perspectives on ICD and DSM� 70
Current Versions� 70
Definition of Disorder� 71
Guidelines, Criteria, and Codes� 71
Reliability� 73
Validity� 73
Evaluating DSM and ICD� 75
Trends and Future� 78

	 DIAGNOSTIC PERSPECTIVES: 
ALTERNATIVES TO DSM AND ICD� 79

3.3	 Psychodynamic Diagnostic Manual  
(PDM)� 79
Distinguishing PDM from DSM and ICD� 79
PDM Axes� 79
Evaluating PDM� 81

3.4	 Research Domain Criteria (RDoC)� 82
Toward a Diagnostic System Based on 
Biomarkers� 82
RDoC’s Six Domains� 82
Evaluating RDoC� 83

3.5	 Hierarchical Taxonomy of  
Psychopathology (HiTOP)� 83
Defining HiTOP and Distinguishing it  
from DSM and ICD� 83
HiTOP and RDoC� 85
Evaluating HiTOP� 85

3.6	 Power Threat Meaning Framework  
(PTMF)� 86
A Psychosocial Framework for Identifying  
and Assessing Mental Distress� 86
Evaluating PTMF� 87

	 FORMULATION� 88
3.7	 Formulation vs. Psychiatric Diagnosis� 88

Two Examples of Formulation� 88
Evaluating Formulation� 89

	 ASSESSMENT� 90
3.8	 Introducing Assessment� 90
3.9	 Clinical Interviews� 90

Unstructured Interviews� 91
Structured Interviews� 91
Interviews in DSM Diagnosis� 91

3.10	 Personality Tests� 91
Objective Tests� 92
Projective Tests� 93
Cognitive-Behavioral Assessment� 94
Humanistic Assessment� 95

3.11	 Intelligence Tests� 96
3.12	 Neuropsychological and Neurological  

Tests� 96
Neuropsychological Tests� 96
Neurological Tests� 97

	 CLOSING THOUGHTS� 97
3.13	 Beware of Culture Bias� 97
	 CHAPTER SUMMARY� 98

4.	 Psychosis� 100
	 OVERVIEW� 100
4.1	 Getting Started: What Is Psychosis?� 100

Case Example� 100
Psychosis and Reality Contact� 101

	 DIAGNOSTIC PERSPECTIVES� 101
4.2	 DSM and ICD� 101

Five Symptoms of Psychosis� 101
Specific Psychotic Disorders in DSM  
and ICD� 103
Evaluating DSM and ICD Perspectives� 106

4.3	 Other Diagnostic Perspectives on  
Psychosis� 107
PDM� 107
HiTOP� 108
PTMF� 108

	 HISTORICAL PERSPECTIVES� 108
4.4	 From Dementia Praecox to  

Schizophrenia� 108
Morel, Kraepelin, and Dementia Praecox� 108



TABLE OF CONTENTSviii

Bleuler Coins the Term “Schizophrenia”� 109
4.5	 Early Twentieth-century Treatments� 109
	 BIOLOGICAL PERSPECTIVES� 109
4.6	 Brain Chemistry Perspectives� 109

Dopamine Hypothesis of Schizophrenia� 109
Distinguishing the Dopamine Hypothesis  
from Antipsychotic Use� 110
Dopamine Hypothesis and Amphetamine 
Psychosis� 110
Aberrant Salience� 110
Dopamine and Antipsychotic Drugs� 110
Second- and Third-Generation  
Antipsychotics� 111
Glutamate Hypothesis� 112

4.7	 Brain Structure and Function  
Perspectives� 112
Ventricle Size� 113
Decreased Brain Volume� 113

4.8	 Genetic Perspectives� 113
Twin Studies� 113
Family Studies� 114
Adoption Studies� 115
Genetic Association Studies� 115

4.9	 Evolutionary Perspectives� 116
Schizophrenia as Evolutionarily  
Advantageous� 116
Schizophrenia and Theory of Mind� 116

4.10	 Immune System Perspectives� 117
4.11	 Evaluating Biological Perspectives� 118
	 PSYCHOLOGICAL PERSPECTIVES� 119
4.12	 Psychodynamic Perspectives� 119

Classic Psychoanalytic and Psychodynamic 
Views of Schizophrenia� 119
Modern Psychodynamic Therapy for 
Schizophrenia� 119

4.13	 Cognitive-Behavioral Perspectives� 120
Cognitive and Behavioral Assumptions  
about Psychosis� 120
Cognitive-Behavioral Therapy for  
Psychosis (CBTp)� 121
Syndrome vs. Symptom Approaches in  
CBTp� 121
Evaluating CBTp� 122

4.14	 Humanistic Perspectives� 123
Psychosis as a Meaningful Extreme State� 123
Pre-therapy� 123
Narrative Therapy� 124
Impoverished Narratives and Difficulty  
with Metacognition� 124

4.15	 Evaluating Psychological Perspectives� 125
	 SOCIOCULTURAL PERSPECTIVES� 125
4.16	 Cross-Cultural and Social Justice 

Perspectives� 125
Inequality and Adversity� 125
Ethnic and Racial Factors� 125

4.17	 Service User Perspectives� 126
Stigma of Psychosis� 126
Consumer Groups vs. Survivor Groups� 126

4.18	 Systems Perspectives� 129
Family Systems and Psychosis� 129
Community Care Approaches� 129

4.19	 Evaluating Sociocultural Perspectives� 131
	 CLOSING THOUGHTS� 132
4.20	 Caring for Those Experiencing Psychosis� 132
	 CHAPTER SUMMARY� 133

5.	 Depression and Mania� 135
	 OVERVIEW� 135
5.1	 Getting Started: The Highs and Lows of 

Mood � 135
Case Examples� 135
Depression and Mania� 136

	 DIAGNOSTIC PERSPECTIVES� 136
5.2	 DSM and ICD � 136

Types of Mood Episodes� 136
Specific Mood and Bipolar Disorders� 138
Evaluating DSM and ICD Perspectives� 142

5.3	 Other Diagnostic Perspectives on  
Mood Problems � 143
PDM� 143
HiTOP� 144
PTMF� 144

	 HISTORICAL PERSPECTIVES� 144
5.4	 Ancient Greece through the Renaissance � 144

Melancholia in Ancient Greece� 144
Acedia and Melancholia in the Early  
Christian Era and Renaissance� 144

5.5	 Evolving Views during the Nineteenth  
and Twentieth Centuries � 145
Industrialization, Depleted Nervous  
Systems, and Neurasthenia� 145
From Kraepelin to Modern Conceptions  
of Depression and Mania� 145

	 BIOLOGICAL PERSPECTIVES� 146
5.6	 Brain Chemistry Perspectives � 146

Monoamine Hypothesis of Depression  
and Antidepressants� 146
Glutamate Hypothesis of Depression and  
New Kinds of Drug Treatments� 150
Herbal Remedies for Depression� 151
Mood Stabilizers and Bipolar Disorder� 151

5.7	 Brain Structure and Function  
Perspectives � 153
Brain Areas Linked to Depression and  
Bipolar Disorder� 153
Non-Drug Brain Treatments for  
Depression� 154

5.8	 Genetic Perspectives � 154
Family and Twin Studies� 154
Genetic Association Studies� 155



TABLE OF CONTENTS ix

5.9	 Evolutionary Perspectives � 155
Depression as Evolved Adaptation� 155
Circadian Rhythms and Bipolar Disorder� 156

5.10	 Immune System Perspectives � 156
5.11	 Evaluating Biological Perspectives � 157
	 PSYCHOLOGICAL PERSPECTIVES� 157
5.12	 Psychodynamic Perspectives � 157

Classic Psychoanalytic and Attachment 
Perspectives� 157
Short-Term Interpersonal and  
Psychodynamic Therapies for Depression� 158
Interpersonal and Social Rhythm Therapy  
for Mania� 159

5.13	 Cognitive-Behavioral Perspectives � 159
Beck’s Cognitive Theory of Depression� 159
Learned Helplessness� 160
CBT Assessment and Therapy for  
Depression� 162
CBT and Mania� 164

5.14	 Humanistic Perspectives � 164
Person-Centered Therapy� 164
Emotion-Focused Therapy (EFT)� 165

5.15	 Evaluating Psychological Perspectives � 165
	 SOCIOCULTURAL PERSPECTIVES� 167
5.16	 Cross-Cultural and Social Justice 

Perspectives � 167
Context and Culture in Mood Problems� 167
Socioeconomic Inequality and Depression� 167
Gender and Depression� 167

5.17	 Service User Perspectives � 168
The Experience of Depression� 168
Stigma� 168

5.18	 Systems Perspectives � 169
Relationship Problems and Expressed  
Emotion� 169
Family Therapies� 170

5.19	 Evaluating Sociocultural Perspectives � 170
	 CLOSING THOUGHTS� 171
5.20	 The Wide-Ranging Relevance of Mood � 171
	 CHAPTER SUMMARY� 171

6.	� Anxiety, Obsessions, and  
Compulsions� 174
	 OVERVIEW� 174
6.1	 Getting Started: Anxiety, Fear,  

Obsessions, and Compulsions� 174
Case Examples� 174
Defining Anxiety, Fear, Obsessions, and 
Compulsions� 175

	 DIAGNOSTIC PERSPECTIVES� 176
6.2	 DSM and ICD� 176

Anxiety Disorders� 176
Obsessive-Compulsive and Related  
Disorders� 180

Evaluating DSM and ICD Perspectives� 180
6.3	 Other Diagnostic Perspectives� 181

PDM-2� 181
HiTOP� 182
PTMF� 182

	 HISTORICAL PERSPECTIVES� 182
6.4	 Ancient Greece through the Renaissance� 182
6.5	 Eighteenth through Twentieth Centuries� 183
	 BIOLOGICAL PERSPECTIVES� 184
6.6	 Brain Chemistry Perspectives� 184

Anxiety� 184
Obsessions and Compulsions� 185

6.7	 Brain Structure and Function  
Perspectives� 186
Anxiety and Fear� 186
Obsessions and Compulsions� 187

6.8	 Genetic Perspectives� 187
Anxiety� 187
Obsessions and Compulsions� 187

6.9	 Evolutionary Perspectives� 188
Anxiety as Adaptive� 188
Prepared Conditioning� 188
Malfunctioning Mental Mechanisms� 188
Group Selection� 189
Evaluating Evolutionary Perspectives� 189

6.10	 Immune System Perspectives� 189
Inflammation� 189
The Gut� 189

6.11	 Evaluating Biological Perspectives� 190
	 PSYCHOLOGICAL PERSPECTIVES� 190
6.12	 Psychodynamic Perspectives� 190

Classic Freudian Case Studies� 190
Unconscious Impulses and Anxiety� 191
Insecure Attachments and OCD� 191
Unified Psychodynamic Protocol for  
Anxiety Disorders (UPP-ANXIETY)� 192

6.13	 Cognitive-Behavioral Perspectives� 192
CBT Conceptualizations of Anxiety and  
Panic� 192
CBT Conceptualizations of Obsessions  
and Compulsions� 194
Common CBT Interventions for Anxiety, 
Obsessions, and Compulsions� 194

6.14	 Humanistic Perspectives� 198
Person-Centered Therapy� 198
Existential Perspectives� 198
Emotion-Focused Therapy (EFT)� 200
Effectiveness of Humanistic-Existential 
Therapies� 200

6.15	 Evaluating Psychological Perspectives� 200
	 SOCIOCULTURAL PERSPECTIVES� 200
6.16	 Cross-Cultural and Social Justice 

Perspectives� 200
Cultural Differences in the Expression of 
Anxiety� 200



TABLE OF CONTENTSx

Economic Conditions and Anxiety� 202
Gender and Anxiety� 202

6.17	 Service User Perspectives� 204
6.18	 Systems Perspectives� 205

Expressed Emotion and Accommodation� 205
Structural Family Therapy for Generalized 
Anxiety� 206

6.19	 Evaluating Sociocultural Perspectives� 207
	 CLOSING THOUGHTS� 207
6.20	 Anxiety and Fear as Uniquely Human� 207
	 CHAPTER SUMMARY� 208

7.	 Trauma, Stress, and Loss� 210
	 OVERVIEW� 210
7.1	 Getting Started: The Impact of Trauma, 

Stress, and Loss� 210
Case Examples� 210
Defining Trauma, Stress, Bereavement,  
Grief, and Dissociation� 211

	 DIAGNOSTIC PERSPECTIVES� 213
7.2	 DSM and ICD� 213

Trauma- and Stressor-Related Disorders� 213
Evaluating DSM and ICD Perspectives� 217

7.3	 Other Diagnostic Perspectives� 219
PDM-2� 219
HiTOP� 219
PTMF� 219

	 HISTORICAL PERSPECTIVES� 220
7.4	 Early Clinical Descriptions of Trauma� 220
7.5	 Traumatic Neurosis� 220
7.6	 War Neurasthenia and Shell Shock� 220
7.7	 The Emergence of PTSD as a Diagnosis� 221
	 BIOLOGICAL PERSPECTIVES� 221
7.8	 Brain Chemistry Perspectives� 221

Posttraumatic Stress� 221
Adjustment� 222
Prolonged Grief� 222

7.9	 Brain Structure and Function  
Perspectives� 223
Hippocampus� 223
Amygdala and Medial Prefrontal Cortex� 223
Autonomic Nervous System and HPA Axis� 223

7.10	 Genetic Perspectives� 224
Heritability of Trauma and Stress� 224
Candidate Genes in Trauma and Stress� 224
Bereavement� 224

7.11	 Evolutionary Perspectives� 224
Trauma and Stress� 224
Bereavement and Grief� 225

7.12	 Immune System Perspectives� 225
7.13	 Evaluating Biological Perspectives� 226
	 PSYCHOLOGICAL PERSPECTIVES� 226
7.14	 Psychodynamic Perspectives� 226

Personality Factors Associated with 
Posttraumatic Stress� 226

Freud and Breuer’s Influence on Modern 
Psychodynamic Perspectives� 226
Posttraumatic Stress� 227
Adjustment and Attachment� 227
Bereavement� 228

7.15	 Cognitive-Behavioral Perspectives� 228
Behavioral Perspectives� 228
Cognitive and CBT Perspectives on 
Posttraumatic Stress� 229

7.16	 Humanistic Perspectives� 233
Person-Centered Therapy� 233
Meaning Reconstruction following  
Trauma and Loss� 233
Posttraumatic Growth� 233

7.17	 Evaluating Psychological Perspectives� 234
	 SOCIOCULTURAL PERSPECTIVES� 235
7.18	 Cross-Cultural and Social Justice 

Perspectives� 235
Sociocultural Factors and Posttraumatic  
Stress� 235
Cross-Cultural Differences in Bereavement� 238

7.19	 Service User Perspectives� 238
Posttraumatic Stress� 238
Adjustment Issues� 239
Prolonged Grief� 239

7.20	 Systems Perspectives� 239
Group Therapy for Posttraumatic Stress� 239
Couples and Family Therapy Approaches� 240

7.21	 Evaluating Sociocultural Perspectives� 241
	 CLOSING THOUGHTS� 241
7.22	 Erase Trauma, Loss, And Grief?� 241
	 CHAPTER SUMMARY� 241

8.	 Dissociation and Somatic Complaints� 244
	 OVERVIEW� 244
8.1	 Getting Started: Dissociation, Somatic 

Symptoms, and Stress� 244
Case Examples� 244
The Posttraumatic Model� 245
Defining Dissociation and Somatic  
Complaints� 245

	 DIAGNOSTIC PERSPECTIVES� 247
8.2	 DSM and ICD� 247

Dissociative Disorders� 247
Somatic Symptom and Related Disorders� 250
Evaluating DSM And ICD Perspectives� 254

8.3	 Other Diagnostic Perspectives� 255
PDM-2� 255
HiTOP� 255
PTMF� 255

	 HISTORICAL PERSPECTIVES� 256
8.4	 Hysteria and the Wandering Womb� 256
8.5	 Sydenham, Briquet, and Charcot on  

Hysteria� 256



TABLE OF CONTENTS xi

Sydenham, Briquet, and Briquet’s  
Syndrome� 256
Charcot, La Belle Indifférence, and  
Hypnosis� 256

8.6	 Janet and Dissociation� 257
	 BIOLOGICAL PERSPECTIVES� 257
8.7	 Brain Chemistry Perspectives� 257

Dissociation� 257
Somatic Symptoms� 258

8.8	 Brain Structure and Function  
Perspectives� 258
Dissociation� 258
Somatic Symptoms� 259

8.9	 Genetic Perspectives� 259
Genetics of Dissociation� 259
Genetics of Somatic Symptoms� 260

8.10	 Evolutionary Perspectives� 261
Evolutionary Explanations of Dissociation� 261
Evolutionary Explanations of Somatic 
Symptoms� 261

8.11	 Immune System Perspectives� 262
Psychoneuroimmunology, Stress, and 
Vulnerability to Illness� 262
The Negative Effect of Stress on  
Lymphocytes� 263

8.12	 Evaluating Biological Perspectives� 263
	 PSYCHOLOGICAL PERSPECTIVES� 264
8.13	 Psychodynamic Perspectives� 264

Primary vs. Secondary Gain� 264
Dissociation as Response to Trauma� 265
Somatic Symptoms due to Unconscious 
Conflicts and Problematic  
Attachments� 265

8.14	 Cognitive-Behavioral Perspectives� 267
Cognitive and Behavioral Perspectives on 
Dissociation� 267
Cognitive and Behavioral Perspectives on 
Somatic Symptoms/Bodily Distress� 268
Biofeedback for Psychosomatic Illnesses� 269

8.15	 Humanistic Perspectives� 270
Dissociation as Meaningful and Adaptive 
Strategy� 270
Somatic Symptoms and the Need to  
Integrate Bodily Awareness� 270

8.16	 Evaluating Psychological Perspectives� 271
	 SOCIOCULTURAL PERSPECTIVES� 271
8.17	 Cross-Cultural and Social Justice 

Perspectives� 271
Cross-Cultural Differences and the Risk  
of Culture Bias� 271
The Sociocognitive Model of Dissociative 
Identity Disorder� 272

8.18	 Service User Perspectives� 273
Dissociation, Abuse, and Stigma� 273
Stigma and Somatic Symptoms� 273

8.19	 Systems Perspectives� 273
Family Systems Perspectives on  
Dissociation� 273
Family Systems Perspectives on Somatic 
Symptoms� 274

8.20	 Evaluating Sociocultural Perspectives� 275
	 CLOSING THOUGHTS� 275
8.21	 Dissociation and Somatic Symptoms as 

Elusive yet Intriguing� 275
	 CHAPTER SUMMARY� 276

9.	 Feeding and Eating Problems � 278
	 OVERVIEW� 278
9.1	 Getting Started: Feeding vs. Eating  

Problems � 278
Case Examples� 278
Can We Distinguish Feeding from Eating 
Problems?� 279

	 DIAGNOSTIC PERSPECTIVES� 280
9.2	 DSM and ICD � 280

Anorexia and Bulimia� 280
Binge-Eating Disorder (BED)� 283
Avoidant/Restrictive Food Intake  
Disorder (ARFID)� 284
Pica� 284
Rumination Disorder� 285
Evaluating DSM and ICD Perspectives� 285

9.3	 Other Diagnostic Perspectives � 287
PDM-2� 287
HiTOP� 287
PTMF� 287

	 HISTORICAL PERSPECTIVES� 287
9.4	 Anorexia, Bulimia, and Binge Eating � 287
9.5	 Pica � 288
9.6	 Rumination � 289
	 BIOLOGICAL PERSPECTIVES� 289
9.7	 Brain Chemistry Perspectives � 289

Monoamine Neurotransmitters� 289
Psychopharmacology for Eating Problems� 290
Psychopharmacology for Feeding  
Problems� 291

9.8	 Brain Structure and Function  
Perspectives � 292
The Hypothalamus and the HPA Axis� 292
Reward Pathway Disturbances� 292
Other Brain Correlates� 292

9.9	 Genetic Perspectives � 293
Family and Twin Studies� 293
Genetic Marker Research� 293

9.10	 Evolutionary Perspectives � 294
Evolutionary Explanations of Anorexia  
and Bulimia� 294
Evolution and Binge Eating� 295
Critique of Evolutionary Perspectives� 295



TABLE OF CONTENTSxii

9.11	 Immune System Perspectives � 295
9.12	 Evaluating Biological Perspectives � 295
	 PSYCHOLOGICAL PERSPECTIVES� 296
9.13	 Psychodynamic Perspectives � 296

Personality Factors Associated with  
Eating Problems� 296
Early Psychoanalytic Conceptualizations  
of Anorexia� 296
Modern Psychodynamic Approaches� 296
Interpersonal Therapy (IPT)� 297

9.14	 Cognitive-Behavioral Perspectives � 298
Behavioral Interventions� 298
Enhanced Cognitive-Behavioral Therapy 
(CBT-E)� 299
Cognitive-Behavioral Therapy for ARFID 
(CBT-AR)� 300
Acceptance and Commitment Therapy  
(ACT)� 300

9.15	 Humanistic Perspectives � 301
Emotion-Focused Therapy (EFT)� 301
Narrative Therapy� 301

9.16	 Evaluating Psychological Perspectives � 302
	 SOCIOCULTURAL PERSPECTIVES� 302
9.17	 Cross-Cultural and Social Justice 

Perspectives � 302
The Western Ideal of Thinness� 302
Socioeconomic Status� 303
Race and Ethnicity� 304
Gender and the Media� 304
Cultural Pica� 306

9.18	 Service User Perspectives � 307
Stigma� 307
Levels of Care� 307

9.19	 Systems Perspectives � 307
Psychosomatic Families� 307
Family-Based Treatment (FBT) for  
Anorexia and Bulimia� 308

9.20	 Evaluating Sociocultural Perspectives � 309
	 CLOSING THOUGHTS� 309
9.21	 Are Feeding and Eating Problems  

Culture-Bound? � 309
	 CHAPTER SUMMARY� 309

10.	� Sexual Functioning and Gender  
Identity� 311
	 OVERVIEW� 311
10.1	 Getting Started: What Is “Normal”  

Sexual Behavior? � 311
Case Examples� 311
Sex, Gender, and Values� 312
Sex and Gender: Basic Terms� 312

	 DIAGNOSTIC PERSPECTIVES� 315
10.2	 DSM and ICD � 315

Sexual Dysfunctions� 315

Paraphilias and Paraphilic Disorders� 318
Gender Dysphoria/Incongruence� 320
Compulsive Sexual Disorder� 321
Evaluating DSM and ICD Perspectives� 321

10.3	 Other Diagnostic Perspectives � 322
PDM-2� 322
HiTOP and RDoC� 322
PTMF� 322

	 HISTORICAL PERSPECTIVES� 323
10.4	 The Medicalization of Sexual Deviance � 323
10.5	 Asking People about Their Sex Lives � 324

The Kinsey Reports� 324
The Hite and Janus Reports� 325

10.6	 Masters and Johnson on the Sexual  
Response Cycle � 325

	 BIOLOGICAL PERSPECTIVES� 326
10.7	 Brain Chemistry (and Hormonal) 

Perspectives � 326
Sexual Dysfunctions� 326
Paraphilias� 328
Gender Dysphoria/Incongruence� 329

10.8	 Brain Structure and Function (and 
Anatomical) Perspectives � 329
Sexual Dysfunctions� 329
Paraphilias� 330
Gender Dysphoria/Incongruence� 330

10.9	 Genetic Perspectives � 330
Sexual Dysfunction� 330
Paraphilias� 330
Gender Dysphoria/Incongruence� 331

10.10	 Evolutionary Perspectives � 331
10.11	 Immune System Explanations � 331
10.12	 Evaluating Biological Perspectives � 331
	 PSYCHOLOGICAL PERSPECTIVES� 332
10.13	 Psychodynamic Perspectives � 332

Classic Freud� 332
Paraphilias as Hostile Fantasies� 333
Interpersonal Therapy (IPT) for  
Transgender Clients� 333

10.14	 Cognitive-Behavioral Perspectives � 334
Behavioral Perspectives on Sexual 
Dysfunctions and Paraphilias� 334
Cognitive Perspectives on Sexual  
Dysfunctions and Paraphilias� 336
Transgender-Affirmative CBT� 336

10.15	 Humanistic Perspectives � 337
Critique of Medicalization of Sexuality� 337
Experiential Sex Therapy� 337

10.16	 Evaluating Psychological Perspectives � 338
Sexual Dysfunctions� 338
Paraphilic Disorders and Sex  
Offenders� 338

	 SOCIOCULTURAL PERSPECTIVES� 338
10.17	 Cross-Cultural and Social Justice 

Perspectives � 338



TABLE OF CONTENTS xiii

The New View Critique and 
Reconceptualization of Sexual  
Dysfunctions� 339
Transgender Affirmative Therapists: 
Gatekeepers or Advocates?� 339

10.18	 Service User Perspectives � 340
Programs for Sexual Offenders� 340
Transgender Support and Advocacy  
Groups� 341

10.19	 Systems Perspectives � 343
Sexual Complaints as Expressions of  
Couple and Family Dynamics� 343
Family Systems Approaches with Sexual 
Minority Youth� 343

10.20	 Evaluating Sociocultural Perspectives � 343
	 CLOSING THOUGHTS� 344
10.21	 Sexuality as Socially Constructed? � 344
	 CHAPTER SUMMARY� 344

11.	 Substance Use and Addiction � 347
	 OVERVIEW� 347
11.1	 Getting Started: Substance Use and  

Other Behaviors as Addictive?� 347
Case Examples� 347
Basic Terms: Addiction, Abuse, and 
Dependence� 348

11.2	 Types of Drugs Common in Substance  
Use Issues� 349
Depressants� 349
Stimulants� 352
Opioids� 354
Hallucinogens� 356
Cannabis� 357

11.3	 Polydrug Use: Using More than One  
Drug� 359
Polydrug Use� 359
Cross-Tolerance� 359
Synergistic Effects� 359

11.4	 Beyond Substances: Behavioral  
Addictions� 359

	 DIAGNOSTIC PERSPECTIVES� 360
11.5	 DSM and ICD� 360

Abuse vs. Dependence: A Distinction only  
ICD Still Makes� 360
DSM-5-TR: Substance Use Disorder� 361
Gambling Disorder and Gaming Disorder� 361
Evaluating DSM and ICD Perspectives� 364

11.6	 HiTOP� 364
11.7	 PTMF� 364
	 HISTORICAL PERSPECTIVES� 365
11.8	 Drug Use throughout Human History� 365
11.9	 Moral vs. Illness Models of Addiction� 365
11.10	 The Founding of Alcoholics Anonymous� 365
	 BIOLOGICAL PERSPECTIVES� 366

11.11	 Brain Chemistry Perspectives� 366
Dopamine Hypotheses of Addiction� 366
Other Neurotransmitters� 366
Comparable Neurochemistry in  
Behavioral vs. Substance Addictions?� 366
Drug Interventions for Addiction� 367
Drugs to Treat Addiction and Prevent  
Relapse� 367
Drug Replacement Therapies� 367

11.12	 Brain Structure Perspectives� 368
11.13	 Genetic Perspectives� 369

Heritability of Addiction� 369
Candidate Genes� 369

11.14	 Evolutionary Perspectives� 370
11.15	 Immune System Perspectives� 370
11.16	 Evaluating Biological Perspectives� 370
	 PSYCHOLOGICAL PERSPECTIVES� 371
11.17	 Psychodynamic Perspectives� 371

The Self-Medication Hypothesis� 371
The Addictive Personality� 371

11.18	 Cognitive-Behavioral Perspectives� 372
Contingency Management� 372
Social Skills Training� 372
Relapse Prevention� 372
Cognitive Therapy� 373

11.19	 Humanistic Perspectives� 373
11.20	 Evaluating Psychological Perspectives� 373
	 SOCIOCULTURAL PERSPECTIVES� 375
11.21	 Cross-Cultural and Social Justice 

Perspectives� 375
Poverty, Discrimination, and Substance  
Use� 375
Prevention and Early Intervention  
Programs� 375
Therapeutic Communities� 376

11.22	 Service User Perspectives� 376
Stigma� 376
Alcoholics Anonymous and Other  
12-Step Programs� 377

11.23	 Systems Perspectives� 379
11.24	 Evaluating Sociocultural Perspectives� 379
	 CLOSING THOUGHTS� 380
11.25	 How Do I Know If I’m Addicted?� 380
	 CHAPTER SUMMARY� 381

12.	 Personality Issues� 383
	 OVERVIEW� 383
12.1	 Getting Started: What Is Personality?� 383

Case Examples� 383
Defining and Measuring Personality� 384
Traits and Personality Disorder� 384
The Five-Factor Model of Personality� 384

	 DIAGNOSTIC PERSPECTIVES� 385
12.2	 DSM and ICD� 385



TABLE OF CONTENTSxiv

DSM-5-TR’s Ten Personality Disorder 
Categories� 385
DSM-5-TR’s Alternative Model of  
Personality Disorders (AMPD)� 390
ICD-11’s Complete Overhaul: A Fully 
Dimensional Approach� 392

	 EVALUATING DSM AND ICD 
PERSPECTIVES� 393

12.3	 HiTOP� 394
12.4	 PDM-2� 394
12.5	 PTMF� 396
	 HISTORICAL PERSPECTIVES� 396
12.6	 Personality and Bodily Humors� 396
12.7	 Moral Insanity and Psychopathic 

Personalities� 396
	 BIOLOGICAL PERSPECTIVES� 397
12.8	 Brain Chemistry Perspectives� 397

Neurotransmitters and Personality  
Disorders� 397
Polypharmacy and Non-Specificity of  
Drug Treatments� 397
Medication for Personality Disorders:  
Debate over Effectiveness and Use� 398

12.9	 Brain Structure Perspectives� 398
Brain Volume in Antisocial, Borderline,  
and Obsessive-Compulsive PDs� 398
Schizotypal Personality Disorder� 398

12.10	 Genetic Perspectives� 399
Heritability of Personality Disorders� 399
Candidate Genes� 399

12.11	 Evolutionary Perspectives� 399
12.12	 Immune System Perspectives� 400
12.13	 Evaluating Biological Perspectives� 400
	 PSYCHOLOGICAL PERSPECTIVES� 401
12.14	 Psychodynamic Perspectives� 401

Attachment and Object Relations  
Approaches� 401
Research on Structured Psychodynamic 
Therapies� 402

12.15	 Cognitive-Behavioral Perspectives� 402
Schema Therapy� 403
Dialectical Behavior Therapy (DBT)� 404

12.16	 Humanistic Perspectives� 405
Recasting “Personality Disorders” as  
Fragile Process� 405
Research Evidence for Person-Centered 
Therapy� 406

12.17	 Evaluating Psychological Perspectives� 406
	 SOCIOCULTURAL PERSPECTIVES� 406
12.18	 Cross-Cultural and Social Justice 

Perspectives� 406
Personality Disorders: Culturally  
Universal or Culturally Relative?� 406
Gender Bias, Trauma, Socioeconomic 
Disadvantage, and Racism� 407

12.19	 Service User Perspectives� 409
Stigma� 409
Service User/Survivor Perspectives� 410

12.20	 Systems Perspectives� 411
Family Systems and Personality Issues� 411
Couples and Family DBT for Borderline 
Personality� 412

12.21	 Evaluating Sociocultural Perspectives� 412
	 CLOSING THOUGHTS� 412
12.22	 Can Personality Be Disordered?� 412
	 CHAPTER SUMMARY� 413

13.	 Disruptive Behavior and Attachment� 415
	 OVERVIEW� 415
13.1	 Getting Started: How Do Developmental 

Problems Impact Behavior? � 415
Case Examples� 415
Externalizing and Internalizing Behaviors� 416

	 DIAGNOSTIC PERSPECTIVES� 416
13.2	 DSM and ICD � 416

Disruptive Behavior� 416
Social Connection and Attachment Issues� 420
Evaluating DSM and ICD Perspectives� 421

13.3	 Other Diagnostic Perspectives on  
Disruptive Behavior and  
Attachment Issues � 425
HiTOP and RDoC� 425
PDM� 425
PTMF� 425

	 HISTORICAL PERSPECTIVES� 425
13.4	 History of ADHD � 425

Eighteenth Century: Identifying “Lack 
of Attention” as a Medical Condition� 425
Nineteenth Century: Hoffman’s “Fidgety 
Philip”� 426
Early Twentieth Century: Attention  
Disorders, Lack of Moral Control, and 
Hyperkinetic Disease� 426

13.5	 History of Autism � 427
Leo Kanner and Autism� 427
Hans Asperger and Asperger’s Syndrome� 427
The Refrigerator Mother Theory of  
Autism� 428

	 BIOLOGICAL PERSPECTIVES� 428
13.6	 Brain Chemistry Perspectives � 428

Disruptive Behavior� 428
Autism� 430

13.7	 Brain Structure Perspectives � 431
Disruptive Behavior� 431
Autism� 432

13.8	 Genetic Perspectives � 432
Disruptive Behavior� 432
Autism� 432

13.9	 Evolutionary Perspectives � 433



TABLE OF CONTENTS xv

Attention-Deficits and Hyperactivity� 433
Autism� 433

13.10	 Immune System Perspectives � 433
Inflammation in ADHD and ASD� 433
Autoimmune Issues in ADHD and ASD� 434
Viral Theory of ASD� 434

13.11	 Evaluating Biological Perspectives � 435
	 PSYCHOLOGICAL PERSPECTIVES� 435
13.12	 Psychodynamic Perspectives � 435

Disruptive Behavior� 435
Autism� 436

13.13	 Cognitive-Behavioral Perspectives � 436
Disruptive Behavior� 436
Autism� 437

13.14	 Humanistic Perspectives � 438
Person-Centered Perspectives� 438
Narrative Therapy� 439

13.15	 Evaluating Psychological Perspectives � 440
Behavior Therapy versus Drugs for  
ADHD� 440
Psychological Therapies for Autism� 440

	 SOCIOCULTURAL PERSPECTIVES� 440
13.16	 Cross-Cultural and Social Justice 

Perspectives � 440
Cultural and Social Influences� 440
Environmental Factors� 441

13.17	 Service User Perspectives � 442
Stigma� 442
Identity and Asperger’s� 443

13.18	 Systems Perspectives � 443
13.19	 Evaluating Sociocultural Perspectives � 444
	 CLOSING THOUGHTS� 444
13.20	 Neurodiversity � 444
	 CHAPTER SUMMARY� 445

14. 	� Cognitive, Communication, and  
Motor Problems� 447
	 OVERVIEW� 447
14.1	 Getting Started: Neurodevelopmental  

and Neurocognitive Issues � 447
	 INTELLECTUAL AND LEARNING 

DIFFICULTIES� 448
Case Examples: Intellectual and Learning 
Difficulties� 448

14.2	 DSM and ICD Perspectives on  
Intellectual and Learning Difficulties � 448
Intellectual Development Disorder� 448
Learning Disorders� 449

14.3	 Historical Perspectives on Intellectual  
and Learning Difficulties � 450

14.4	 Biological Perspectives on Intellectual  
and Learning Difficulties � 451
Intellectual Disabilities� 451
Learning Disorders� 451

14.5	 Psychological Perspectives on  
Intellectual and Learning Difficulties � 452
Intellectual Disabilities� 452
Learning Disorders� 452

14.6	 Sociocultural Perspectives on  
Intellectual and Learning Difficulties � 452
Intellectual Disabilities� 452
Learning Disorders� 453

	 MOTOR PROBLEMS� 453
Case Example: Motor Problems� 453

14.7	 DSM and ICD Perspectives on Motor 
Problems � 453

14.8	 Historical Perspectives on Motor  
Problems � 455

14.9	 Biological Perspectives on Motor  
Problems � 456
Genetics, Brain Chemistry, and Brain  
Structure in Tic Disorders� 456
Tics and Immune System Dysfunction� 456
Biological Interventions� 456

14.10	 Psychological Perspectives on Motor 
Problems � 457
Behavior Therapies� 457
Cognitive Therapies� 457

14.11	 Sociocultural Perspectives on Motor 
Problems � 457

	 COMMUNICATION PROBLEMS� 458
14.12	 DSM and ICD Perspectives on 

Communication Problems � 458
Case Example: Communication Problems� 458

14.13	 Biological Perspectives on  
Communication Problems � 459
Genetics and Stuttering� 459
Dopamine and Drug Treatments� 459

14.14	 Psychological Perspectives on 
Communication Problems � 460
Cognitive-Behavioral Therapy� 460
Constructivist Therapy and Stuttering  
Relapse� 460

14.15	 Sociocultural Perspectives on 
Communication Problems � 461

	 DELIRIUM AND DEMENTIA� 461
Case Example: Delirium and Dementia� 461

14.16	 DSM and ICD Perspectives on Delirium  
and Dementia � 461

14.17	 Historical Perspectives on Delirium and 
Dementia � 463

14.18	 Biological Perspectives on Delirium and 
Dementia � 464
The Amyloid Hypothesis of Alzheimer’s 
Disease� 464
Genetics of Alzheimer’s� 465
Drugs Prescribed for Alzheimer’s� 465

14.19	 Psychological Perspectives on Delirium  
and Dementia � 466



TABLE OF CONTENTSxvi

Cognitive and Behavioral Interventions  
for Alzheimer’s Disease� 466
Other Interventions: Physical Activity,  
Pre-Therapy, and Person-Centered Care� 467

14.20	 Sociocultural Perspectives on Delirium  
and Dementia � 467
Social Factors and Dementia� 467
Day Care and Long-Term Care� 468
Culture, Context, and Dementia� 468

	 CLOSING THOUGHTS� 469
14.21	 The Growing Prevalence of Dementia � 469
	 CHAPTER SUMMARY� 469

15.	 Sleep and Elimination Difficulties� 471
	 OVERVIEW� 471
15.1	 Getting Started: Introducing Sleep and 

Elimination Issues� 471
	 SLEEP DISTURBANCES� 471

Case Examples: Sleep Disturbances� 471
15.2	 DSM and ICD Perspectives on Sleep 

Disturbances� 472
Insomnia, Hypersomnia, and Narcolepsy� 472
Parasomnias� 475
Evaluating DSM and ICD Perspectives  
on Sleep Disturbances� 475

15.3	 Historical Perspectives on Sleep  
Disturbances� 476

15.4	 Biological Perspectives on Sleep 
Disturbances� 476
The Sleep Cycle� 476
Biological Explanations and Drugs for  
Sleep Disturbances� 476
Drug Treatments for Hypersomnia and 
Narcolepsy� 478

15.5	 Psychological Perspectives on Sleep 
Disturbances� 478
Psychodynamic Theory and Nightmares� 478
Cognitive-Behavioral Therapy for  
Insomnia (CBT-I)� 478

15.6	 Sociocultural Perspectives on Sleep 
Disturbances� 479

	 ELIMINATION ISSUES� 480
Case Examples: Elimination Issues� 480

15.7	 DSM and ICD Perspectives on  
Elimination Issues� 481
Enuresis and Encopresis� 481
Criticisms of DSM and ICD Perspectives� 482

15.8	 Historical Perspectives on Elimination  
Issues� 482

15.9	 Biological Perspectives on Elimination  
Issues� 483
Genetics and Enuresis� 483
Drug Treatments for Enuresis� 483

15.10	 Psychological Perspectives on  
Elimination Issues� 484

Behavior Therapy for Enuresis� 484
Cognitive-Behavioral Therapy (CBT)  
for Encopresis� 484
Psychodynamic and Humanistic  
Alternatives� 485

15.11	 Sociocultural Perspectives on  
Elimination Issues� 485
Culture, Stigma, and Socioeconomic  
Impact� 485
Family Systems Approaches� 485
Alternative Therapies� 486

	 CLOSING THOUGHTS� 487
15.12	 Infinite Variety in Presenting Problems� 487
	 CHAPTER SUMMARY� 487

16.	 Suicide, Ethics, and Law� 489
	 OVERVIEW� 489
16.1	 Getting Started: Self-Harm and Other  

Ethical and Legal Dilemmas� 489
	 PERSPECTIVES ON SUICIDE� 490
16.2	 Suicide: Definition, Types, and  

Prevalence� 490
Case Example� 490
Defining Suicide� 490
Subintentional Death (Indirect Suicide)� 491
How Many People Die by Suicide?� 491

16.3	 Historical Perspectives on Suicide� 491
16.4	 DSM and ICD Perspectives on Suicide� 492
16.5	 Biological Perspectives on Suicide� 494

The Search for Suicide Biomarkers� 494
Medication for Suicide Prevention� 494

16.6	 Psychological Perspectives on Suicide� 495
Psychodynamic Perspectives� 495
Cognitive-Behavioral (CBT) Perspectives� 495
Humanistic Perspectives� 496

16.7	 Sociocultural Perspectives on Suicide� 496
Durkheim and the Sociology of Suicide� 496
Demographic Factors and Suicide� 497
Social Contagion and Suicide� 499

16.8	 Preventing Suicide� 499
Suicide Prevention Programs� 499
Can We Predict Suicide?� 502

	 ETHICAL PERSPECTIVES� 503
16.9	 Professional Ethics Codes� 503
16.10	 Informed Consent� 504
16.11	 Confidentiality and Privilege� 504

Case Example� 504
Confidentiality� 505
Privilege� 505

16.12	 Competence� 506
16.13	 Conflicts of Interest� 506
16.14	 Access to Care� 507

Barriers to Care� 507
Enhancing Access via E-Mental Health� 508

	 LEGAL PERSPECTIVES� 509



TABLE OF CONTENTS xvii

16.15	 The Insanity Defense� 509
Insanity and the Insanity Defense as  
Legal Terms� 509
Historical Origins of the Insanity  
Defense� 509
Legal Tests of Insanity� 510
Insanity Defense Reform Act� 511
Guilty But Mentally Ill� 511
The Insanity Defense Around the World� 511
Evaluating the Insanity Defense� 512

16.16	 Competence to Stand Trial� 512
Case Example� 512
What Is Competence to Stand Trial?� 513
Competence to Stand Trial: Practical and 
Ethical Challenges� 513

16.17	 Civil Commitment� 514
Case Example� 514
Temporary Commitment� 514
Extended Commitment� 515
Involuntary Outpatient Commitment  
(IOC)� 516
Debate over Civil Commitment� 516

16.18	 Right to Refuse Treatment� 518
Why Might a Patient Refuse Treatment?� 518

What Happens when a Patient Refuses 
Treatment?� 518
Debate Surrounding Right to Refuse  
Treatment� 518

16.19	 Right to Treatment� 519
16.20	 Duty to Protect� 519

Case Example� 519
The Tarasoff Case and Duty to Protect� 519

	 CLOSING THOUGHTS� 520
16.21	 Ethical and Legal Dilemmas: The Case  

of Suicide� 520
	 EPILOGUE� 521
	 CHAPTER SUMMARY� 521

Appendix: Diagnosing the 
Case Examples� 524

Glossary� 526

References� 547

Name Index� 656

Subject Index� 659



LIST OF FIGURESxviii

LIST OF FIGURES

	 1.1 	 Positive Correlation� 19
	 1.2 	 Negative Correlation� 20
	 1.3 	 No Correlation � 20
	 2.1	 Parts of a Neuron� 35
	 2.2 	� Neurotransmission across a  

Synapse� 35
	 2.3 	 DNA and RNA Structure� 37
	 2.4 	 Freud’s Iceberg Model of Mind� 43
	 3.1 	� The Hierarchical Taxonomy of 

Psychopathology (HiTOP)� 84
	 3.2 	� An Inkblot like the Ones Used on 

the Rorschach� 93
	 4.1 	� The Onset of Psychosis in the 

Integrated Sociodevelopmental-
Cognitive Model  � 132

	 5.1 	� Percentage of Persons Aged 
12 and over Who Took 
Antidepressant Medication in 
the Past Month, by Age and Sex: 
United States, 2011–2014� 147

	 5.2 	� Antidepressant Use around the 
Globe� 148

	 5.3 	� Percentage of U.S. Patients Taking 
Antidepressants by Age and 
Gender, 2019� 168

	 6.1 	� Hierarchical Structure of Social 
Anxiety Symptoms in HiTOP� 182

	 6.2 	� Percent of U.S. Patients Taking 
Benzodiazepines by Age and 
Gender, 2019� 203

	 7.1 	� Average Reported Stress Level 
during the Past Month, on a Scale 
of 1–10� 237

	 11.1 	A Standard Drink in the U.S.� 351
	 11.2 	� Estimated Number of People Who 

Used Cocaine in the Past Year, by 
Subregion, 2020� 353

	 11.3 	� U.S. Overdose Deaths Involving 
Any Opioid—Number among All 
Ages, by Gender, 1999–2021� 355

	 11.4 	� U.S. Overdose Deaths Involving 
Prescription Opioids, by Other 
Opioid Involvement—Number 
among All Ages, 1999–2021� 355

	 11.5 	� The Mesolimbic Dopamine 
(Reward) Pathway� 369

	 11.6 	� Trends in Primary Drug of 
Concern in People in Treatment 
for Drug Use Disorders� 375

	 11.7 	The USAUDIT-C� 380
	 13.1 	� Prevalence of Diagnosed 

Attention-Deficit/Hyperactivity 
Disorder (ADHD) in U.S. 
Children and Adolescents, 
1997–2016� 422

	 13.2	� The Story of “Fidgety Philip” from 
Heinrich Hoffmann’s  
Struwwelpeter� 426

	 14.1 	� The Atrophying Brain in 
Alzheimer’s Disease� 465

	 15.1 	� The Sleep Cycle during an  
Eight-Hour Night of Sleep� 476

	 15.2 	� Percentage of Sleep Spent in Each 
of the Sleep Stages� 477

	 15.3 	� Insufficient Sleep by Race and 
Ethnicity� 480

	 16.1 	� Age-Standardized Suicide Rates 
(per 100,000 Population), Both 
Sexes, 2019� 492

	 16.2 	� U.S. Intentional Self-Harm Deaths 
by Age and Gender, 2020� 498

	 16.3 	Warning Signs of Suicide� 500



List of Tables xix

LIST OF TABLES

	 2.1 	 Five Biological Assumptions� 34
	 2.2 	 Five Psychodynamic Assumptions� 42
	 2.3 	� “The Best Offense Is a Good 

Defense!” Defense Mechanisms� 45
	 2.4 	 Five Behavioral Assumptions� 48
	 2.5 	 Five Cognitive Assumptions� 51
	 2.6 	� “Do You Really Believe That?” 

Common Cognitive Distortions� 52
	 2.7 	 Five Humanistic Assumptions� 54
	 2.8 	 Five Sociocultural Assumptions� 58
	 3.1 	� ICD-11 Diagnostic Guidelines for 

Generalized Anxiety Disorder� 72
	 3.2 	� DSM-5-TR Diagnostic Criteria for 

Generalized Anxiety Disorder� 72
	 3.3 	� DSM and the Lowering of 

Diagnostic Thresholds� 76
	 3.4	� DSM-5-TR’s Cultural Formulation 

Interview� 77
	 3.5 	 The P-Axis in PDM-2� 80
	 3.6 	 Jill’s PDM Diagnosis� 81
	 3.7 	� PTMF’s Functional Groupings of 

Threat Responses� 87
	 3.8 	� Three Formulations of Jill’s 

Presenting Problem� 90
	 4.1 	 Common Antipsychotic Drugs� 112
	 4.2 	 CBTp for Psychosis with Luke� 122
	 5.1 	 Common Antidepressants� 147
	 5.2 	 Common Mood Stabilizers� 152
	 5.3 	� Shirley’s Depression-Producing 

Cognitive Distortions� 161
	 5.4 	� Learned Helplessness and Shirley’s 

Attribution Style� 161
	 6.1 	� Common Benzodiazepines 

Prescribed for Anxiety� 184
	 8.1 	� The Many Names of Dissociative 

and Somatic Symptom Disorders� 247

	 10.1 	� Sex and Gender Terminology: 
General Definitions� 313

	 10.2 	� Transgender and Other LGBQT 
Support and Advocacy Groups� 341

	 11.1 	One Standard Drink by Country� 350
	 11.2 	� Types of DSM-5-TR Substance 

Disorders� 362
	 11.3 	� Types of ICD-11 Substance 

Disorders� 362
	 11.4 	� Most Prevalent Substances among 

Adults Ages 19–30 and 35–50 in 
the United States, 2021� 363

	 11.5 	� Drugs to Treat Addiction and 
Prevent Relapse� 368

	 11.6 	� The Twelve Steps of Alcoholics 
Anonymous� 377

	 12.1 	� PDM-2 P-Axis Personality 
Syndromes and their Closest 
DSM-5-TR Equivalents� 395

	 12.2 	� PDM-2 Levels of Personality 
Organization� 395

	 12.3 	Bodily Humor Personality Types� 396
	 12.4 	� Main Beliefs Associated with 

Specific Personality Disorders� 403
	 13.1 	� Drugs Commonly Prescribed for 

ADHD� 429
	 14.1 	� Common Dementia-Inducing 

Brain Diseases and Injuries� 463
	 14.2 	Dementia Drugs� 466
	 16.1 	Myths about Suicide� 501
	 16.2 	� General Principles of the 

Ethics Code of the American 
Psychological Association� 503

	 16.3 	� Ethics Codes in Psychology� 503
	 16.4 	� Some Arguments for and against 

Civil Commitment� 517



List of Diagnostic Boxesxx

LIST OF DIAGNOSTIC BOXES

	 4.1 	 Schizophrenia� 103
	 4.2 	 Delusional Disorder� 104
	 4.3 	� Brief Psychotic Disorder/Acute 

and Transient Psychotic Disorder� 105
	 4.4 	 Schizophreniform Disorder� 105
	 4.5 	 Schizoaffective Disorder� 106
	 5.1 	 Depressive Episodes� 137
	 5.2 	� Manic, Hypomanic, and Mixed 

Episodes� 138
	 5.3 	� Major Depressive Disorder/

Single-Episode or Recurrent 
Depressive Disorder� 138

	 5.4 	 Bipolar Disorder� 139
	 5.5	 Cyclothymic Disorder� 140
	 5.6 	� Persistent Depressive Disorder/

Dysthymic Disorder� 140
	 5.7 	� Premenstrual Dysphoric Disorder 

(PMDD)� 141
	 5.8 	� Disruptive Mood Dysregulation 

Disorder (DMDD)� 141
	 6.1 	 Specific Phobia� 176
	 6.2 	 Social Anxiety Disorder� 177
	 6.3 	 Panic Disorder� 177
	 6.4 	 Agoraphobia� 178
	 6.5 	 Generalized Anxiety Disorder� 178
	 6.6 	 Separation Anxiety Disorder� 179
	 6.7 	 Selective Mutism� 179
	 6.8 	 Obsessive-Compulsive Disorder� 180
	 6.9 	� Other Obsessive-Compulsive 

Related Disorders� 181
	 7.1 	� Posttraumatic Stress Disorder 

(PTSD)� 214
	 7.2 	� Acute Stress Disorder/Acute Stress 

Reaction� 215
	 7.3 	 Adjustment Disorder� 216
	 7.4 	 Prolonged Grief Disorder� 216
	 7.5 	� Reactive Attachment Disorder and 

Disinhibited Social Engagement 
Disorder� 217

	 8.1	 Dissociative Amnesia� 248
	 8.2 	� Depersonalization/Derealization 

Disorder� 248
	 8.3 	 Dissociative Identity Disorder� 250
	 8.4 	� Somatic Symptom Disorder and 

Bodily Distress Disorder� 251
	 8.5 	� Functional Neurological Symptom 

Disorder and Dissociative 
Neurological Symptom Disorder� 252

	    8.6	� Illness Anxiety Disorder and 
Hypochondriasis� 252

	    8.7 	� Disorders in which Psychological 
Factors Impact Medical Conditions�253

	    8.8 	 Factitious Disorder� 254
	    9.1 	 Anorexia Nervosa� 281
	    9.2 	 Bulimia Nervosa� 281
	    9.3 	 Binge-Eating Disorder (BED)� 283
	    9.4 	� Avoidant/Restrictive Food Intake 

Disorder (ARFID)� 284
	    9.5 	 Pica� 284
	    9.6 	 Rumination Disorder� 285
	 10.1 	Disorders of Desire and Arousal� 316
	 10.2 	Disorders of Orgasm� 317
	 10.3 	Pain during Intercourse� 318
	 10.4 	Paraphilic Disorders� 319
	 10.5 	� Gender Dysphoria and Gender 

Incongruence� 320
	 10.6 	� Compulsive Sexual Behavior 

Disorder (CSBD)� 321
	 11.1 	� Harmful Use and Dependence in 

ICD-11� 360
	 11.2 	� Substance Use Disorder in  

DSM-5-TR� 361
	 11.3 	Gambling Disorder� 363
	 11.4 	Gaming Disorder in ICD-11� 364
	 12.1 	� DSM-5-TR Odd or Eccentric 

Personality Disorders� 386
	 12.2 	� DSM-5-TR Dramatic, Emotional, 

or Erratic Personality Disorders� 389
	 12.3 	� DSM-5-TR Anxious or Fearful 

Personality Disorders� 390
	 12.4 	� DSM-5-TR Alternative Model of 

Personality Disorders (AMPD): 
Five Trait Domains� 391

	 12.5 	� DSM-5-TR Alternative Model of 
Personality Disorders (AMPD): 
Diagnostic Criteria� 391

	 12.6 	� ICD-11 Model of Personality 
Disorders: Five Trait Domains 
Plus Borderline Pattern Specifier� 392

	 13.1 	� Oppositional Defiant Disorder  
(ODD)� 417

	 13.2 	Conduct Disorder (CD)� 418
	 13.3 	� Intermittent Explosive Disorder, 

Pyromania, and Kleptomania� 419
	 13.4 	� Attention-Deficit/Hyperactivity 

Disorder (ADHD)� 419



List of Diagnostic Boxes xxi

	 13.5 	Autism Spectrum Disorder� 420
	 13.6 	� Disorders of Social (Pragmatic) 

Communication� 421
	 14.1 	� Intellectual Developmental 

Disorder (DSM-5-TR)/Disorder 
of Intellectual Development  
(ICD-11)� 449

	 14.2 	� Specific Learning Disorder (DSM-
5-TR)/Developmental Learning 
Disorder (ICD-11)� 449

	 14.3 	Motor Disorders� 455
	 14.4 	Communication Disorders� 459
	 14.5 	Delirium and Dementia� 462
	 15.1 	� Insomnia, Hypersomnia, and 

Narcolepsy� 473
	 15.2 	Parasomnias� 475
	 15.3	 Elimination Disorders� 481
	 16.1	 Suicidal Behavior Disorder� 492
	 16.2 	Nonsuicidal Self Injury (NSSI)� 493



LIST OF Featuresxxii

LIST OF FEATURES

IN DEPTH
Ignorance and Psychology (1)� 30
Myths about Therapy (2)� 39
Sane People, Insane Places, Dishonest 
Researchers (3)� 74
The Sociodevelopmental-Cognitive 
Model of Schizophrenia (4)� 131
Psychedelic-Assisted Therapy for 
Depression (5)� 166
Transdiagnostic Therapy (6)� 197
Critical Incident Stress Debriefing 
versus Psychological First Aid (7)� 235
Psychodynamic Therapy for a Case of 
Conversion (Functional Neurological 
Symptom Disorder) (8)� 266
Social Media and Eating Disorders (9)� 304
Removing Homosexuality from  
DSM (10)� 324
Controlled Drinking versus Total 
Abstinence (11)� 374
Psychopathy and Sociopathy (12)� 386
If You Have One Developmental 
Diagnosis, You Just Might Qualify for 
Another (13)� 423
T﻿﻿﻿﻿﻿he First Documented Case of 
Alzheimer’s Disease (14)� 463
Racial and Ethnic Disparities in  
Sleep (15)� 480
Financial Conflicts of Interest in 
Professional Practice (16)� 506

CONTROVERSIAL QUESTION
Is Shortness a Disorder? (1)� 8
Is Theoretical Integration a Good  
Idea? (2)� 64
Are DSM and ICD Culture-Bound? (3)� 77
Should Attenuated Psychosis Syndrome 
Be in DSM? (4)� 107
Antidepressants as Placebo? (5)� 149
Is COVID-19 Anxiety a Mental 
Disorder? (6)� 201
Can Racism Cause Posttraumatic 
Stress? (7)� 236
Can Your Personality Give You a Heart 
Attack? (8)� 262

Should There Be Warning Labels 
on Unrealistic Images in Fashion 
Magazines and on Social Media? (9)� 306
Are Rapists Mentally Ill? (10)� 332
Should We Be Legalizing  
Marijuana? (11)� 358
Are Personality Disorders Merely Moral 
Judgments? (12)� 405
Do Vaccines Cause Autism? (13)� 434
How Should We Diagnose Learning 
Disorders? (14)� 450
Does Using Disposable Diapers Predict 
Bedwetting? (15)� 486
Can TikTok Tell Me If I Have a Mental 
Disorder? (16)� 508

THE LIVED EXPERIENCE
“Generation Disaster” (1)� 7
What Will Happen in My First Therapy 
Session? (2)� 40
Two of Jill’s TAT Stories (3)� 94
Living with Schizophrenia: Jamie’s  
Story (4)� 127
“The Schizophrenist” (4)� 128
Healing from Depression (5)� 169
A True Story of Living with  
Obsessive-Compulsive Disorder (6)� 204
Grief Ten Years Later (7)� 218
Living with Dissociative Identity 
Disorder (8)� 249
When You Don’t Fit the “Eating 
Disorder” Mold as an African  
American (9)� 282
On Being Trans (10) � 342
Stu W’s Story of Recovery (11)� 378
Being Labeled as “Borderline” (12)� 410
Living with Autism Spectrum  
Disorder: Anita’s Story (13)� 424
Real Stories from People Living with 
Tourette Syndrome: Mike (14)� 458
What I Wish People Knew About Living 
With Narcolepsy (15)� 473
Not Everybody “Outgrows”  
Bedwetting (15)� 481
Involuntary Hospitalization (16)� 517



Tour of the Book xxiii

TOUR OF THE BOOK
Accomplishing the goals outlined above is a difficult task! So, how does this book do so? Key 

features are outlined below. Each one helps students master the material while offering instructors 
ways to assist them in the learning process.

•	 A Perspectives Approach: Chapters are organized by perspectives, allowing students to “try on” 
each way of looking at problems in the field. The perspectives typically covered in comparable 
textbooks (e.g., neurochemical, genetic, cognitive-behavioral, and classic psychoanalytic) are 
given extensive attention, but so are perspectives that often receive less consideration (e.g., 
immunological, evolutionary, modern psychodynamic, humanistic, social justice, cross-cultural, 
and systems). Further, rather than presenting traditional mental disorder categories as givens 
that other perspectives unquestioningly treat, they too are framed as perspectival products—
hence the grouping of DSM and ICD as diagnostic perspectives. This subtle shift allows mental 
disorder categories to be explored more fully and fairly without enshrining them as universally 
accepted (after all, the other perspectives covered have widely divergent opinions about them). 
The idea is to place all perspectives side by side, presenting them (as well as critiques lodged 
against them) in a dispassionate and even-handed manner. In so doing, students should come 
to understand each perspective’s strengths and weaknesses while also developing their own 
educated points of view.

•	 Numbered Sections: Chapters are divided into numbered sections. Instructors can assign these 
sections in the order provided or in whatever order they deem best. Specific numbered sections 
can easily be assigned for different class dates (e.g., “Read Chapter 1, Sections 1.1–1.3”). This 
gives instructors latitude to spend more than one class on a chapter, mix and match material 
across chapters, or omit material from chapters they don’t have the time or inclination to cover.

LEARNING OBJECTIVES
After reading this chapter, you should be able to:

1.	 Explain why contradictory perspectives are common when studying mental distress.

2.	 Define psychopathology, mental illness, harmful internal dysfunction, deviance, and social 
oppression.

3.	 Summarize common criteria for making judgments about what is “abnormal.”

4.	 Describe historical perspectives on mental distress from the Stone Age to the present day.

5.	 Distinguish and explain the many types of quantitative and qualitative research perspectives.

Learning 
Objectives
Each chapter begins 
with clearly defined 
learning objectives. 
By the time they finish 
studying each chapter, 
students should be 
able to fulfill these 
objectives.

Sara and Brian
In the marriage counseling of Sara and Brian, Sara insists that her mother-in-law is “out to get 
her” by putting her down and manipulating Brian to spend more time with her than Sara. Brian 
sees no evidence of this, arguing that his mother only wants what is best for him and Sara. Whose 
perceptions of reality are correct? If we could determine this, would it matter? Is the person whose 
perceptions are less correct more psychologically disturbed? Finally, who is the ultimate authority 
on reality? Is it Sara, Brian, Brian’s mother, their therapist, or someone else altogether?

Case Examples
Each chapter presents 
one or more case 
examples. Typically 
introduced at the 
beginning of the 
chapter, these 
cases are regularly 
revisited to provide 
concrete instances 
of the theories and 
interventions discussed.
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In Depth: Ignorance and Psychology

A 2015 New York Times opinion piece by Jamie Holmes advocates acknowledging that we often know 
less than we claim. In other words, ignorance is a lot more rampant than most of us wish to admit—even in 
academic subjects where we usually are told otherwise. Holmes describes how, in the 1980s, University 
of Arizona surgery professor Professor Marlys H. Witte created controversy when she began teaching a 
class called “Introduction to Medical and Other Ignorance.” She wanted to include ignorance in her class 
because she believed we often ignore or minimize how little we know about many topics (J. Holmes, 2015b). 
In Witte’s view, textbooks often contribute to the problem. For example, she pointed out that surgery textbooks 
usually discuss pancreatic cancer without ever mentioning that our present understanding of it is extremely 
limited. Her goal? Helping students appreciate that questions are as important as answers (J. Holmes, 2015b).

Some might deem it foolish of me to share Holmes’ opinion piece at the very start of a textbook on 
psychopathology and mental distress. Yet my experience teaching this course over the years fits nicely 
with Holmes’ thesis. I once had a student who, several weeks into the class, said she was going back 
to being a math major. “At least in math, there are clear right answers,” she exclaimed. “In studying 
psychology, there are so many conflicting viewpoints that it’s hard to know what the right answer is.” 
Admittedly, despite all the attempts to combine rigorous research into an integrative perspective, all too 
often most psychology textbooks overstate how much we know. But acknowledging our ignorance up 
front potentially opens, rather than closes, possibilities. Holmes notes that we often think of ignorance 
as something to be eliminated, viewing it as simply lack of knowledge. Yet answers don’t put an end to 
questions. They simply give rise to new questions (J. Holmes, 2015b)! As you read this text, here’s to the 
many questions you will hopefully begin to ask.

Critical Thinking Questions
1.	 Do you think Witte’s contention that ignorance is more rampant than we usually admit applies to the 

field of psychology?
2.	 Does recognizing the limits of our knowledge about psychopathology and mental distress help us? 

If so, how?

In Depth
This feature zeros in 
on interesting topics 
to provide detailed 
explorations of areas 
currently garnering 
attention. Going in 
depth on select topics 
affords students the 
chance to gain a richer 
appreciation for the 
kinds of clinical and 
research explorations 
occurring in the field.

Controversial Question: Should There Be Warning  
Labels on Unrealistic Images in Fashion Magazines and  
on Social Media?

Fashion magazines and social media are filled with unrealistic photos. These snapshots are digitally 
altered, airbrushed, and tweaked to present an idealized (and often unattainable) image of the perfect 
body. Because exposure to images that celebrate unrealistically thin bodies is positively correlated with body 
dissatisfaction and eating disorders, it has been suggested that warning labels be added to them to educate 
people about their damaging impact. Unfortunately, there is little evidence this works. Research consistently 
finds that warning labels or disclaimers on unrealistic fashion magazine images are ineffective in reducing 
body dissatisfaction—and sometimes might even make things worse (Bury et al., 2017; Di Gesto et al., 2022; 
Fardouly & Holland, 2018; Kwan et al., 2018; Naderer et al., 2022; Tiggemann & Brown, 2018; S. Weber 
et al., 2022). Studies on warning labels exemplify how research can test whether commonsense ideas hold 
up to scrutiny. Disclaimers on altered media sound like they should work, but they don’t. For better or worse, 
most researchers have reluctantly concluded that warning labels are ineffective at countering the negative 
impact of unrealistic images in magazines and on social media—and that it is time to explore and assess 
other solutions.

Critical Thinking Questions
1.	 Are you surprised by the results of research on warning labels? Why or why not?
2.	 Irrespective of the effectiveness of warning labels, is it ethical for advertisers to digitally alter ads? 

Should they be prevented from doing so?
3.	 What other interventions might we develop to reduce the negative impact of unrealistic magazine 

and social media images? How might you go about testing their effectiveness?

Controversial 
Question
Posing controversial 
questions invites 
students to grapple 
with issues that have 
often bedeviled 
researchers and 
clinicians. The goal 
is to expose students 
to prominent and 
ongoing debates about 
pathology and distress.
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The Lived Experience: Grief Ten Years Later
This September, it will be ten years since my mother died of cancer. It seems as if it were a lifetime ago 

and it seems as if it were yesterday. That is the nature of grief; it has its own rhythm. It is both present and in the 
past and it appears that it continues to stay that way no matter how much time has gone by.

A few years ago when my friend Meghan O’Rourke and I published a series of articles on grief and 
loss in Slate magazine, some criticized the findings because some of the respondents had experienced 
a loss many years before taking the survey. In psychology we call this phenomenon “recall bias,” where 
people filling out surveys wrongly or incompletely remember experiences from the past.

Memory is certainly pliable, and it is possible that people made errors in recalling what their grief 
was really like for them. Methodologically and intuitively that makes sense, but as a griever, I am not so 
sure.

The idea that the more years have passed since a loss, the less likely someone is to recall their grief 
rests on the assumption that grief is a static event in time that will eventually fade. This view is aligned with 
what many researchers in the field of psychology and psychiatry believe: that grief has a starting point, 
a middle point, and an end point. The heated debates in the media and in the field about when grief 
becomes pathological rest on the assumption that at some point, grief becomes “too much” and needs to 
be treated with medication or a mental health professional. If grief is a static event in time, then it certainly 
makes sense that it would be hard for people to remember what their experience was like five or ten years 
after a loss.

Having spent years studying grief, and being a griever myself now entering her tenth year of loss, I 
know that grief does not work this way. It is not an event in time. It is not even just an emotional response to 
a loss. It is a process that changes us permanently but also constantly as we ourselves change and grow. 
In this sense, grief is just like love. It is not something that happens once and goes away—it is something 
that evolves, expands and contracts, and changes in shape, depth, and intensity as time goes on.

Grief is a lifelong, ever-changing companion. It is both in the present and in the past. Moments of 
intense yearning and pain for the deceased can come and go even ten or twenty or thirty years after a 
person we love has died. It is cliché to say it, but it is also true: Grief is the price we pay for love. Grief is 
still with me because my mother is still with me. To deny one is inevitably to deny the other.

Interestingly, between mothers and children, there is a biological correlate to “the being with and in 
each other” called fetal microchimerism. It is an amazing phenomenon where fetal cells from the baby 
make their way into their mother’s bodies and vice versa, mother’s cells become intertwined into the baby’s 
body. In other words, my mother is literally part of me biologically and emotionally and my cells were 
with, and in her when she died.

To be sure, microchimerism is just a metaphor—this being with and part of each other is not just for 
biological mothers and children. It is for everyone who has loved and lost. When I present my professional 
work, I often say I am a grief researcher, but actually, grief is just a stand in for what I am really studying—
love and attachment. One cannot come without the other. Just like love, grief is an experience that evolves 
and changes with time; but one thing is for sure, it is not forgettable, because it never goes away.

By Leeat Granek, Ph.D. Reprinted with permission.

The Lived 
Experience
This feature brings 
topics to life by 
providing first-hand 
(and often deeply 
personal) accounts 
from clients and 
clinicians alike of their 
lived experiences 
dealing with the 
presenting problems 
the book explores.

Diagnostic Box 6.2 Social Anxiety Disorder

DSM-5-TR and ICD-11
•	Disproportionate fear and avoidance of social situation(s) where the person might be scrutinized.
•	Overly concerned about behaving anxiously and being evaluated negatively for it.
•	Symptom duration:

•	DSM-5-TR: At least six months.
•	ICD-11: At least several months.

Information from American Psychiatric Association (2022, pp. 229–230) and World Health 
Organization (2022a).

Diagnostic 
Boxes
Appearing in most 
chapters, these 
succinctly present DSM 
and ICD definitions 
of disorders, helping 
students grasp their 
similarities and 
differences.
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CHAPTER SUMMARY

Overview 
•	Feeding problems involve concern over food preferences.
•	Eating problems are characterized by disturbed body image.

Diagnostic Perspectives 
•	DSM-5-TR and ICD-11 identify three eating disorders (anorexia nervosa, bulimia nervosa, and binge-

eating disorder) and three feeding disorders (avoidant/restrictive food intake disorder, pica, and 
rumination disorder).

•	PDM-2 links eating disorders to the psychological need for care and affection, HiTOP locates them on 
its “Somatoform” spectrum, and PTMF reframes them as responses to mistreatment and trauma.

Historical Perspectives 
•	The term “anorexia” has Greek origins and means “without appetite” and was first used to describe 

patients in 1873.
•	Bulimia was first described in the 1950s but did not gain attention until the 1970s.

Chapter 
Summaries
Brief summaries 
are provided at the 
conclusion of each 
chapter that highlight 
the main themes 
covered. These 
summaries review what 
students have read 
and guide them as they 
begin to study.

NEW VOCABULARY

1.	Abnormal psychology
2.	Analogue experiment
3.	Antipsychiatry
4.	Biological perspectives
5.	Bodily humors
6.	Case study
7.	 Common criteria of 

“abnormality”
8.	Confounding variable
9.	Control group

10.	Correlation
11.	 Correlational research
12.	Deinstitutionalization
13.	Demonological perspective
14.	Dependent variable
15.	Deviance
16.	Double-blind studies
17.	 Empirically supported 

treatments (ESTs)
18.	Epidemiological research
19.	Experiments
20.	External validity
21.	Grounded theory methods

22.	Harmful internal  
dysfunction

23.	Harmfulness to self or 
others

24.	Hypothesis
25.	Hysteria
26.	Incidence
27.	Independent variable
28.	Internal validity
29.	Lobotomy
30.	Malleus Maleficarum 
31.	Medicalization
32.	Mental disorder 
33.	Mental distress
34.	Medical model
35.	Mental illness 
36.	Mixed methods 
37.	Moral therapy 
38.	Phenomenological  

methods 
39.	Placebo control group 
40.	Placebo effect 
41.	Population 

42.	Presenting problems
43.	Prevalence 
44.	Psychological perspectives
45.	Psychopathology
46.	Purposive sampling 
47.	Qualitative methods 
48.	Quantitative methods 
49.	Quasi-experiment 
50.	Random assignment 
51.	Random sample 
52.	Randomized controlled trial 

(RCT) 
53.	Sample 
54.	Single-subject experiments 
55.	Snowball sampling 
56.	Social oppression
57.	Sociocultural perspectives
58.	Trepanation 
59.	Trustworthiness 
60.	Variables
61.	Violation of social norms 

and values
62.	Wandering womb theory 

New Vocabulary 
and Glossary
New vocabulary 
terms are bolded in 
each chapter and 
defined in the margins. 
A comprehensive 
glossary containing 
all new vocabulary 
items is also provided 
at the end of the book. 
Lists of these terms are 
available online too.
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ONLINE LEARNING AND TEACHING 
RESOURCES

Accompanying this book is a full suite of supportive resources to help both students and lecturers 
get the most out of their learning and teaching.

Access the digital resources here: bloomsbury.pub/psychopathology-and-mental-distress-2e

Resources for lecturers include:

•	 Test Bank: Includes multiple-choice, matching, and essay questions. In devising the test bank, 
the goal was to create materials that target key ideas in the book. As a long-time instructor aware 
of how often test banks disappoint, much effort was put into providing test items that effectively 
discriminate student understanding of key concepts.

•	 Instructor’s Manual: For each chapter, detailed lecture notes are provided, along with PowerPoint 
slides to accompany them.

•	 Lecture Slides: MS PowerPoint slides for instructors to use during class lectures.

Resources for students include:

•	 Knowledge Checks: Each chapter has an accompanying online “knowledge-check” quiz that 
students can complete to quickly assess their understanding. Results can easily be sent to 
instructors.

•	 Videos: Relevant YouTube videos and video lectures by the author are available on the online 
companion website.

•	 “Try It Yourself ” Activities: This online feature offers activities that students are invited to 
complete. The techniques, methods, exercises, and other activities provided let students apply 
what they are learning in a more personal way.

•	 Online Study Guide (for students): The online companion site includes a study guide, consisting 
of questions to help students develop study materials. By sketching answers to study guide 
questions, students will be able to concisely summarize content from the chapters as they prepare 
for exams.
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PREFACE

THE CHALLENGE OF CONTRASTING 
PERSPECTIVES

When it comes to psychopathology and mental distress, we can probably agree that there isn’t 
much agreement. On the contrary, there are many contrasting perspectives—different lenses that, 
when looked through, inevitably shape our definitions of psychopathology and mental distress, the 
research questions asked about them, and the clinical interventions undertaken to alleviate them. Are 
pathology and distress mainly attributable to neurochemical imbalances or other brain disorders, 
genetic inheritance, immune system reactions to stress, evolutionary mismatches between our 
ancestral environments and modern society, unconscious conflicts, faulty attachment relationships, 
irrational thinking, conditioned learning, a failure to self-actualize, cultural differences, economic 
adversity, social oppression, or some combination thereof? To students’ dismay, the number of 
explanations can be dizzying!

As we shall see, those advancing these contrasting perspectives on psychopathology and 
mental distress are passionate about their divergent outlooks. This book tries to capture that 
passion by examining how advocates of contrasting perspectives often strongly and loudly disagree. 
The idea is to present these disagreements fully and thoroughly—but without being disagreeable! 
To accomplish this, the book adopts a credulous approach (Kelly, 1955/1991a), in which—rather 
than immediately judging the contrasting perspectives presented—students are encouraged to 
understand and appreciate every perspective on its own. To that end, it sympathetically discusses 
each perspective’s theoretical rationale for viewing various problems in certain ways, and how this 
gives rise to specific intervention strategies. It also examines research on each perspective to help 
students make comparisons. However, rather than me—as your humble guide in this endeavor—
declaring some perspectives as winners and others as losers, my goal is more modest: to provide 
the necessary information, pose challenging questions, and encourage you to draw your own 
conclusions.

Some might question this approach. “Aren’t you the expert? Shouldn’t you be informing students 
about which perspectives are most correct?” The trouble with offering definitive answers is that, 
in my experience, different students inevitably draw different conclusions about the material, no 
matter how hard (or not) I advocate for some perspectives over others. This is so even when exposed 
to the same theories, research, and practice aspects of these perspectives. In many respects, this 
isn’t surprising. Deciding what is pathological and determining what to do about it are not simply 
dry academic endeavors. They touch on people’s core beliefs about what it means to be a person 
and to live a healthy and productive life. They also tap into students’ ideas about themselves and 
their own personal problems. In this regard, student disagreements about what counts as mental 
distress, what should be done about it, and what the research recommends mirror fundamental 
disagreements in the field. This book proposes a modest and exciting (but challenging) goal: After 
digesting the relevant information and trying to understand each perspective fairly and openly, 
students are encouraged to decide which perspectives on psychopathology and mental distress 
they most agree with and why.
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PEDAGOGICAL FEATURES OF THE BOOK
Accomplishing the goals outlined above is a difficult task! So, how does this book do so? Key 

features are outlined below. Each one helps students master the material while offering instructors 
ways to assist them in the learning process.

•	 A Perspectives Approach: Chapters are organized by perspectives, allowing students to “try on” 
each way of looking at problems in the field. The perspectives typically covered in comparable 
textbooks (e.g., neurochemical, genetic, cognitive-behavioral, and classic psychoanalytic) 
are given extensive attention, but so are perspectives that often receive less consideration 
(e.g., immunological, evolutionary, modern psychodynamic, humanistic, social justice, cross-
cultural, and systems). Further, rather than presenting traditional mental disorder categories 
as givens that other perspectives unquestioningly treat, they too are framed as perspectival 
products—hence the grouping of DSM and ICD as diagnostic perspectives. This subtle shift 
allows mental disorder categories to be explored more fully and fairly without enshrining 
them as universally accepted (after all, the other perspectives covered have widely divergent 
opinions about them). The idea is to place all perspectives side by side, presenting them (as 
well as critiques lodged against them) in a dispassionate and even-handed manner. In so doing, 
students should come to understand each perspective’s strengths and weaknesses while also 
developing their own educated points of view.

•	 Numbered Sections: Chapters are divided into numbered sections. Instructors can assign these 
sections in the order provided or in whatever order they deem best. Specific numbered sections 
can easily be assigned for different class dates (e.g., “Read Chapter 1, Sections 1.1–1.3”). This 
gives instructors latitude to spend more than one class on a chapter, mix and match material 
across chapters, or omit material from chapters they don’t have the time or inclination to cover.

•	 Learning Objectives: Each chapter begins with clearly defined learning objectives. By the time 
they finish studying each chapter, students should be able to fulfill these objectives.

•	 Case Examples: Each chapter presents one or more case examples. Typically introduced at the 
beginning of the chapter, these cases are regularly revisited to provide concrete instances of the 
theories and interventions discussed.

•	 In Depth: This feature zeros in on interesting topics to provide detailed explorations of areas 
currently garnering attention. Going in depth on select topics affords students the chance to 
gain a richer appreciation for the kinds of clinical and research explorations occurring in the 
field.

•	 Controversial Questions: Posing controversial questions invites students to grapple with 
issues that have often bedeviled researchers and clinicians. The goal is to expose students to 
prominent and ongoing debates about pathology and distress.

•	 The Lived Experience: This feature brings topics to life by providing first-hand (and often 
deeply personal) accounts from clients and clinicians alike of their lived experiences dealing 
with the presenting problems the book explores.

•	 Diagnostic Boxes: Appearing in most chapters, these succinctly present DSM and ICD 
definitions of disorders, helping students grasp their similarities and differences.

•	 Chapter Summaries: Brief summaries are provided at the conclusion of each chapter that 
highlight the main themes covered. These summaries review what students have read and 
guide them as they begin to study.
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•	 New Vocabulary and Glossary: New vocabulary terms are bolded in each chapter and defined 
in the margins. A comprehensive glossary containing all new vocabulary items is also provided 
at the end of the book. Lists of these terms are available online too.

•	 Online Knowledge Checks: Each chapter has an accompanying online “knowledge-check” 
quiz that students can complete to quickly assess their understanding. Results can easily be 
sent to instructors.

•	 Online Videos: Relevant YouTube videos and video lectures by the author are available on the 
online companion website.

•	 Online “Try It Yourself ” Activities: This online feature offers activities that students are 
invited to complete. The techniques, methods, exercises, and other activities provided let 
students apply what they are learning in a more personal way.

•	 Online Study Guide (for students): The online companion site includes a study guide, 
consisting of questions to help students develop study materials. By sketching answers to study 
guide questions, students will be able to concisely summarize content from the chapters as they 
prepare for exams.

•	 Online Test Bank (for instructors): Includes multiple-choice, matching, and essay questions. 
In devising the test bank, the goal was to create materials that target key ideas in the book. 
As a long-time instructor aware of how often test banks disappoint, much effort was put into 
providing test items that effectively discriminate student understanding of key concepts.

•	 Online Instructor’s Manual (for instructors): For each chapter, detailed lecture notes are 
provided, along with PowerPoint slides to accompany them.
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1
CONCEPTUAL, 
HISTORICAL, AND 
RESEARCH PERSPECTIVES

LEARNING OBJECTIVES
After reading this chapter, you should be able to:

1.	 Explain why contradictory perspectives are common when 
studying mental distress.

2.	 Define psychopathology, mental illness, harmful internal 
dysfunction, deviance, and social oppression.

3.	 Summarize common criteria for making judgments about what is 
“abnormal.”

4.	 Describe historical perspectives on mental distress from the Stone 
Age to the present day.

5.	 Distinguish and explain the many types of quantitative and 
qualitative research perspectives.

OVERVIEW

1.1 Getting Started: Psychopathology and Mental Distress

Basic Definitions
This book examines the field of psychopathology, which studies dysfunctions or disorders that 

lead to cognitive and emotional upset—that is, mental distress. Sad, anxious, or angry thoughts and 
feelings, sometimes accompanied by physical symptoms, are examples of mental distress. Mental 
distress can be caused by psychopathology, but it doesn’t have to be. For instance, mental distress 
over missing a train is expected—there is nothing “wrong” with experiencing it, and we don’t see 
those who do as suffering from a disorder. On the other hand, distress over believing the government 
is monitoring us via radio transponders in our breakfast cereal does seem pathological to most 
people. Nonetheless, in most cases distinguishing psychopathology from normal and expected 
mental distress is no easy task. To illustrate this, consider the case examples below. Which ones do 
you believe are good examples of psychopathology? Of mental distress? Of neither?

Psychopathology: 
Attributes mental distress 
to internal dysfunction 
or sickness inside the 
individual. 

Mental distress: 
Cognitive and/
or emotional upset; 
considered expected/
normal in some cases and 
a sign of psychopathology 
in others.

Photo 1.1
We Are/Getty Images.
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Case Examples

Jim
Jim is a 20-year-old university student studying psychology. Though he is a good student with 
excellent grades, Jim begins to behave erratically a few months before graduation. He claims to hear 
voices, which tell him that his professors are spying on him. He insists that the university police have 
planted listening devices in his bedroom to monitor his activities. He stops bathing and combing 
his hair. His friends start to worry about him and so does one of his instructors, who alerts the 
campus health center. Jim is diagnosed with schizophrenia, sent home to his parents, and placed on 
antipsychotic drugs. After six months on the drugs, Jim gets a part-time job while living at home 
with his parents but does not feel ready to return to his university.

Michelle
Michelle, a 14-year-old girl, has always been outspoken, but recently she has become downright 
rebellious. She initiates arguments with her parents and refuses to obey their eleven o’clock curfew. 
In fact, Michelle stays out all night and when she comes home she ignores her parents entirely or 
yells at them about how unfair they are to her. Exasperated, her parents take Michelle to a local 
psychiatrist, who diagnoses her with oppositional defiant disorder. Michelle is briefly hospitalized, 
and her behavior temporarily takes a turn for the better after she is released. However, within a 
month she returns to her rebellious ways, much to the chagrin of her overwhelmed parents.

Sam
Sam, who is 13 years old and was born biologically female, has recently come out as transgender. 
Sam has stopped using the name assigned them at birth (Sandra) and begun using they, them, and 
their pronouns. Sam’s parents have refused to pay for hormone therapy that will give Sam a more 
masculine appearance, lamenting that their “beautiful daughter” is too young and immature to 
“decide to become a boy.”

Mary
Mary is a 70-year-old grandmother of three. Her husband of thirty years, Phil, recently passed 
away. Mary feels isolated and depressed. She increasingly spends time alone in her apartment, has 
trouble sleeping, and loses her appetite. After several months, Mary tells her family doctor about 
her sadness, and he writes her a prescription for antidepressants. Mary does not fill the prescription 
and instead seeks psychotherapy to talk about her loneliness and depression. The therapy raises her 
spirits some and she establishes a more active daily schedule and social life. However, though she 
is happier than before therapy, her mood remains tinged with occasional sadness, as she continues 
to miss her husband. Her doctor keeps encouraging her to try the antidepressants, but she doesn’t 
want to.

Jesse
Jesse is a 37-year-old Black man living in an urban area of the United States that has recently 
been rocked by racial tension over police profiling and mistreatment of people of color. Jesse goes to 
see a psychotherapist and states that he is worried that the police are monitoring his movements. 
“They’re out to get me,” he says. “I know they’re watching.” Jesse’s therapist, a white woman, is 
unsure what to make of Jesse’s assertions.

Some of the cases above may seem obviously pathological, while the very inclusion of others 
may offend you. Although they all reflect situations viewed, at one point or another, as pathological 
by mental health professionals or the public, do not assume that sharing them here means endorsing 
such interpretations. Rather, the cases are offered to get you thinking about what you consider 
psychopathology versus reasonable distress. Your reactions are welcome and important—and 
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something to discuss (sensitively and respectfully) with your instructor and fellow students. As 
you read this book, you will regularly be asked to distinguish psychopathology (disorder in the 
person) from normal and expected mental distress. But realize that not everyone will agree with 
your assessments—and vice versa.

The Challenge: Experts often Disagree
This lack of consensus isn’t just confined to students. Experts in the field regularly disagree. For 

example, consider the notion of mental illness. Despite this term’s ubiquity in daily life, its definition 
is hotly debated. For instance, the American Psychiatric Association (APA), the professional 
organization of American psychiatry, says:

Mental illnesses are health conditions involving changes in emotion, thinking or behavior (or a 
combination of these) …. Many people who have a mental illness do not want to talk about it. But 
mental illness is nothing to be ashamed of! It is a medical condition, just like heart disease or diabetes. 
And mental health conditions are treatable. We are continually expanding our understanding of how 
the human brain works, and treatments are available to help people successfully manage mental health 
conditions. (American Psychiatric Association, 2018, para. 7)

The APA defines mental illnesses as medical conditions. This sounds quite definitive and that 
may be comforting. The problem is that not all professionals agree with this view. Consider the 
perspective of the Division of Clinical Psychology of the British Psychological Society (BPS), the 
professional association of psychologists in the United Kingdom. It takes a very different stance 
on mental illness, worrying about the medicalization of everyday problems (British Psychological 
Society, 2011). Medicalization occurs when we inappropriately classify non-medical issues as 
medical. The BPS directly challenges the APA’s medical conception of mental distress:

It is often assumed that there is a straightforward dividing line between “mental health” and “mental 
illness” (normality and abnormality) and that discrete, identified disease processes (for example 
“schizophrenia”) are responsible for experiences such as hearing voices. However, recent research 
suggests that this is not the case. Viewing experiences as symptoms of illnesses is only one way of seeing 
them, and one that not everyone finds helpful. (British Psychological Society, 2017a, p. 18)

What’s going on here? We have two mainstream organizations taking completely different—
and contradictory—positions on mental illness! One group says that mental illness is a medical 
condition. The other group says just the opposite, namely that many of the things we call mental 
illnesses are instead reasonable responses to challenging life circumstances and oppressive social 
conditions—and we often incorrectly classify them as medical problems.

At this point, I wouldn’t be surprised to find you flipping a few pages ahead to figure out which 
view is the right one. Realizing that a definitive answer isn’t provided, you might ask your instructor. 
But this merely gives you one person’s opinion (albeit a person who has a big say over your grade!). 
It doesn’t resolve the fact that we have two prominent groups with extensive mental health expertise 
holding seemingly irreconcilable views. While textbooks and professors can (and often do) offer their 
opinions, on many issues there is admittedly no clear consensus. What constitutes “pathology” or 
“distress,” how to best identify each, and how to deal with them effectively are questions that receive 
different answers depending on who is asked. In other words, when it comes to psychopathology 
and mental distress, there are many contrasting perspectives. The goal of this book is to help you 
make sense of them all, so you can decide which you believe are best. Let’s define some basic terms 
to get you started with this task.

Mental illness: Defined 
by the American Psychiatric 
Association as an illness 
affecting or located in a 
person’s brain that affects 
how a person thinks, 
behaves, and interacts with 
other people.

Medicalization: 
Inappropriately classifying 
non-medical problems as 
medical.
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1.2 Basic Terms 
Some of these terms are mainly descriptive. Others have assumptions about psychopathology 

and mental distress embedded within them that reflect broader perspectives encountered throughout 
the book. All are important for navigating the terrain ahead.

Psychiatry vs. Psychology
Students are often confused about the difference between psychiatry and psychology, two 

of the major mental health professions. Psychiatry is a medical specialty concerned with mental 
disorders and their treatment. Psychiatrists are physicians who have completed specialized training 
in psychiatry (American Psychiatric Association, n.d.-d). Not surprisingly, because they are medical 
doctors, psychiatrists generally adhere to a medical model, which views psychiatric problems as 
illnesses (B. J. Deacon, 2013; Huda, 2021; Joyce, 1980; Patil & Giordano, 2010).

Unlike psychiatrists, psychologists don’t have medical degrees. Instead, they have graduate 
degrees (usually doctorates) in psychology, a discipline that studies mental processes and 
behavior. Clinical psychologists and counseling psychologists conduct psychotherapy, which 
involves talking with clients/patients about their problems as a means of remediating their 
distress. Clinical psychologists are typically trained to see mental distress as a dysfunction in 
the individual, usually of a psychological nature (G. J. Neimeyer et al., 2011). Like psychiatrists, 
many but not all clinical psychologists adopt a medical model. This “places a premium on 
assessment, diagnosis, and treatment within a broad range of hospital and community contexts” 
(G. J. Neimeyer et al., 2011, p. 44). Counseling psychologists differ from clinical psychologists 
in that their training tends to focus less on pathology and more on the everyday problems of 
otherwise well-adjusted people (G. J. Neimeyer et al., 2011; Norcross, 2000; Society of Counseling 
Psychology, n.d.).

In practice, clinical and counseling psychologists are often hired to do the same kinds of 
jobs, sometimes making it difficult to discern the difference between them (G. J. Neimeyer et al., 
2011). Compared to clinical psychology, counseling psychology generally places less emphasis 
on assessment and diagnosis and more on the emotional strengths and positive aspects of client 
functioning (G. J. Neimeyer et al., 2011; Norcross, 2000). Like clinical psychologists, counseling 
psychologists work in private practice and mental health agencies. They are somewhat less likely 
to work in hospitals than clinical psychologists and more likely to be employed at university 
counseling centers and other sites where client issues are deemed less severe (G. J. Neimeyer 
et al., 2011).

Mental Illness and Mental Disorder
As alluded to earlier, mental illness and mental disorder are terms rooted in the psychopathology 

perspective. Both imply something wrong inside the person being diagnosed. However, 
distinguishing between them can prove difficult. In public discourse, mental illness usually has a 
more biological connotation than mental disorder. Recall APA’s (2018) definition of mental illness 
as “a medical condition, just like heart disease or diabetes.” This is decidedly more medical than 
the definition of mental disorder that APA gives in its Diagnostic and Statistical Manual of Mental 
Disorders (DSM), a comprehensive book that lists and describes all APA-recognized disorders (see 
Chapter 3). The DSM defines a mental disorder as “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” 
(American Psychiatric Association, 2022, p. 14). Though this definition defines mental disorder 
as psychopathology (i.e., a dysfunction in the person), it leaves room for those who do not see all 
mental disorders as brain diseases. However, as we shall see, even the broader DSM definition is 
sometimes controversial (A. Frances, 2013a; Paris, 2015).

Medical model: Views 
psychiatric problems as 
categorical syndromes 
reflecting underlying 
biological illnesses that must 
be accurately diagnosed 
before they can be 
effectively treated.

Mental disorder: 
Defined by the American 
Psychiatric Association as 
a syndrome characterized 
by clinically significant 
disturbance in a person’s 
cognition, emotional 
regulation, or behavior 
reflecting a dysfunction in 
psychological, biological, 
or developmental 
processes.
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Harmful Internal Dysfunction
The notion of harmful internal dysfunction is central to the psychopathology perspective on 

mental disorder. It holds that mental disorders are best viewed as having two components: (a) a 
mental mechanism that fails to operate according to its naturally designed function (i.e., an internal 
dysfunction), and (b) behavior society deems harmful that is caused by the internal dysfunction (J. 
C. Wakefield, 1992a, 1992b, 1999). Importantly, both harm and dysfunction are necessary conditions 
for something to be a disorder. For example, “a dysfunction in one kidney often has no effect on the 
overall well-being of a person and so is not considered to be a disorder” (J. C. Wakefield, 1992b, p. 
384). At the same time, social deviance in the absence of internal dysfunction is also insufficient 
for something to qualify as a disorder. A biological or psychological mechanism inside the person 
must be malfunctioning—that is, operating in a way nature did not intend. Requiring both social 
judgment and an internal dysfunction is supposed to protect against incorrectly labeling social 
deviance as psychopathology:

The requirement that a disorder must involve a dysfunction places severe constraints on which negative 
conditions can be considered disorders and thus protects against arbitrary labeling of socially disvalued 
conditions as disorders …. Diagnoses such as “drapetomania” (the “disorder” of runaway slaves), 
“childhood masturbation disorder,” and “lack of vaginal orgasm” can be seen as unsound applications 
of a perfectly coherent concept that can be correctly applied to other conditions …. [T]he harmful 
dysfunction view allows us to reject these diagnoses on scientific grounds, namely, that the beliefs 
about natural functioning that underlie them—for example, that slaves are naturally designed to serve, 
that children are naturally designed to be nonsexual, and that women are naturally designed to have 
orgasms from vaginal stimulation in intercourse alone—are false. (J. C. Wakefield, 1992b, p. 386)

Though influential, the harmful internal dysfunction model hasn’t been explicitly incorporated 
into the DSM definition of mental disorder. Further, some people complain that it doesn’t consistently 
identify disorder in everyday life (S. O. Lilienfeld & Marino, 1995, 1999). One explanation for this 
is that it relies on social judgments about harmfulness. When these judgments change, so does 
what counts as a disorder (Sadler & Agich, 1995). Additionally, the concept of “mental mechanism” 
strikes some critics as fuzzy (Houts, 1996; D. Murphy & Woolfolk, 2000). These critics contend 
that the model treats a mental mechanism as something biologically broken in the brain (G. R. 
Henriques, 2002), even though what is “mental” is by definition not physical and therefore can’t 
literally be found in someone’s brain. Something mental also cannot be scientifically observed or 
measured. If a mechanism is mental rather than physical, we can’t see it. Consequently, we can never 
know if mental mechanisms truly exist (Houts, 1996).

Deviance
Not everyone subscribes to the internal dysfunction/psychopathology perspective. Some 

prefer the notion of deviance instead. Deviance, a word often used by sociologists, refers to socially 
unacceptable behavior—but, like the term mental distress, without presuming the behavior is 
disordered (Endleman, 1990). Deviant behavior does not necessarily stem from pathology inside 
individuals. In fact, sociologist Thomas Scheff (1999) famously (and controversially) argued that 
what gets called mental illness is more a product of society labeling behavior as deviant than 
it is a product of internal psychopathology. From this viewpoint, how different social groups 
define suitable behavior is central in determining who is considered pathological. For example, 
in some conservative Muslim countries a woman who does not veil her face in public may be 
acting in a socially deviant manner, but most people would not consider her behavior a sign of 
psychopathology.

Harmful internal 
dysfunction: Definition 
of mental disorder that has 
two components: (a) a  
mental mechanism that 
fails to operate according 
to its naturally designed 
function (i.e., an internal 
dysfunction), and (b) 
behavior that society deems 
harmful which is caused by 
the internal dysfunction.

Deviance: Behavior that 
violates social norms and 
values.
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Social Oppression
Those emphasizing social oppression attribute mental distress to unjust societal conditions. 

Sometimes they accept the notion of individual psychopathology, but they believe it is caused by 
social oppression (i.e., prolonged exposure to economic inequality and discrimination produces 
ongoing stress, which fosters illnesses inside people). However, other times they contend that 
ongoing oppression merely produces deviant behavior (i.e., oppressed people act out not because 
they are ill, but because they can no longer abide by the norms of a tyrannical society). The key point 
to those emphasizing social oppression is that mental distress originates in social conditions, not 
individuals. From this perspective, we too often conceptualize distress as an individual, rather than 
social, problem:

Oppression contributes to mental health problems in the form of depression, suicidal ideation, learned 
helplessness, surplus powerlessness, emotional isolation, and other difficulties. Although the link 
between oppressive societal conditions and psychological health may seem obvious to us now, this has 
not always been the case. Historically, psychology and psychiatry ascribed mental health problems to 
internal mechanisms that were thought to be quite independent from the social circumstances in which 
the person lived. (Prilleltensky, 1999, p. 107)

Social oppression: 
Unjust social conditions, 
which lead to mental 
distress.

Photo 1.2 The English National Opera’s Production of Atwood’s The Handmaid’s Tale at The 
London Coliseum. We can read The Handmaid’s Tale as a representation of oppressed people acting 
out and being perceived as “ill” because they can no longer abide by the norms of a tyrannical 
society.
Robbie Jack/Getty Images.

Some who emphasize social oppression reject the idea of individual psychopathology entirely. 
They question attributing mental distress to disorders inside people. In this view,

services should be based on the premise that the origins of distress are largely social. The guiding 
idea underpinning mental health services needs to change from assuming that our role is to treat 
“disease” to appreciating that our role is to help and support people who are distressed as a result 
of their life circumstances, and how they have made sense of and reacted to them. (Kinderman, 
2014b, para. 14)

Others take a middle ground position in which internal dysfunctions are accepted as real but 
greatly influenced by social and cultural factors like gender, race, and class (López & Guarnaccia, 
2020; Winstead & Sanchez-Hucles, 2020). The degree to which mental distress is caused by internal 
dysfunction versus social oppression is a question we return to repeatedly. The “Lived Experience” 
feature examines the sharp rise in mental distress among teens and young adults and its connection 
to social adversity.
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The Lived Experience: “Generation Disaster”

People in the United States born between 1990 and 2001 have lived through 
the 9/11 attacks, prolonged wars in Afghanistan and Iraq, the 2008 economic crisis, 
an ongoing and worsening climate crisis, regular school shootings, a society rife with 
political and racial divisions, and—to top it all off—the lengthy COVID-19 pandemic. 
That’s a lot to handle! Psychologist Karla Vermeulen (2021), who researches this 
age group, refers to them as “Generation Disaster.” She argues that the historical 
circumstances they faced while growing up have shaped their psychological 
development. Vermeulen (2021) points out that in 2017 (before the COVID-19 
pandemic exacerbated things), nearly 9 million Americans ages 18 to 25 were 
coping with some type of mental distress or substance use issue—a huge number of 
young people!

What sorts of things do members of “Generation Disaster” tell us about their life 
experiences? A sampling of relevant first-hand accounts from Vermeulen (2021) offers 
insights into their psychology. A male born in 2000 complained that his generation is 
too often misconstrued as lazy, when in fact they are merely struggling: “We are not 
lazy—we live in a scary and hard time” (p. 108). Building on this, one of his peers 
contended that the current generation of college students has had to face continual 
anxiety over things prior generations did not, like terrorism and school shootings:

Things like terrorist attacks and school shootings are extremely real and extremely possible to happen to us …. I hear kids talk about how 
when they are bored in class sometimes they think about what they would do if a school shooter came into the building. I don’t think that is 
something my parents ever thought about. And I think it really has an effect on our mental health. (p. 77)

Also affecting Generation Disaster’s mental health is a sense that prior generations have decimated the environment and are 
bequeathing the mess to them: “Climate change does worry me and impact my daily life …. I have had nightmares about it and I try not 
to read any of the apocalyptic articles because I don’t want to stress myself out” (p. 152). This sentiment was echoed by a female born 
in 1999 who lamented that “a big part of the challenges of younger generations is having to deal with the greed and mistakes of the 
previous generations not thinking or caring about the future” (p. 119). But Generation Disaster’s difficulties do not end there. Beyond the 
horrors of terrorism, school shootings, and climate change, many of them feel that the fast-paced interconnected world they reside in 
has only amplified their distress: “With access to the Internet, and having been raised throughout this mess, I feel hyperconnected and 
hypersensitive to what the world holds” (p. 112). A trans man born in 1993 perhaps summed it up best:

My generation is exhausted. We overwork, overstress, and abuse substances to cope. We can’t afford therapy no matter how much 
we all need it …. We are saddled with debt and half the time aren’t sure when our next real meal will be …. Our country is dying and has 
been dying …. You have to be born rich to survive at this point and it’s going to kill us all. (p. 181)

In reflecting on the challenges of Generation Disaster, Vermeulen concludes that “today’s emerging adults are indeed demonstrably 
more anxious, depressed, and addicted than current older groups” but it is unclear “whether these rates reflect an increase in distress 
over previous cohorts moving through this same stage or if this is a developmental rite of passage that all groups go through as they 
move into adulthood” (p. 109). Although the psychological issues of Generation Disaster cannot be directly attributed to the grievous 
events they have endured (because correlation doesn’t prove causation), advocates of sociocultural perspectives are likely to maintain 
that these events have played an important role in their increased levels of anxiety, depression, and mental distress. Do you agree or 
disagree?

Are you a member of Generation Disaster? If so, what has your experience been? Has the era you were raised in contributed to 
whatever mental distress you and your peers have faced? If so, what—if anything—can or should be done about it?

Photo 1.3  People in the United States 
born between 1990 and 2001 have 
lived through a lot—including the 9/11 
attacks, rampant school shootings, and 
the COVID-19 pandemic. Some call them 
“Generation Disaster.”
Yoav Aziz/Unsplash.

“Abnormal Psychology”
Until recently, psychopathology and mental distress were referred to as abnormal psychology. 

This phrase is still sometimes used. It might even be the name of the course in which you are reading 
this book. However, many consider abnormal psychology a problematic term due to its negative 
associations—which is why the Journal of Abnormal Psychology changed its name to the Journal 
of Psychopathology and Clinical Science. As the editors explained, “human diversity is too broad to 
be contained—or constrained—by the metaphor of abnormality” (MacDonald et al., 2021, p. 2). 
Ironically, “abnormal psychology” has become pejorative for the very reason the phrase has also been 

Abnormal 
psychology: Alternative 
name for the study of 
psychopathology and 
mental distress that is 
increasingly considered 
pejorative.
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useful. Calling something abnormal makes judgments about it explicit in a way that using the terms 
psychopathology and mental distress does not. Although it is critical to acknowledge the negative 
connotations that the word “abnormal” carries, considering common criteria of “abnormality” can 
help students clarify their judgments about psychopathology and mental distress. So, let’s turn to 
those criteria next.

1.3 Common Criteria of “Abnormality” 
It may be becoming apparent that psychopathology and mental distress do not come readily 

labeled and identified for all to see. People use common criteria of “abnormality” to distinguish 
them. Though many of these criteria have overlapping elements, each is important on its own. 
None are necessary and sufficient, but all are useful. As you read about them, consider previously 
introduced concepts like psychopathology, deviance, and social oppression. How do criteria for 
“abnormality” help us judge when mental distress is expectable, socially deviant, or triggered by an 
internal dysfunction?

Statistical Deviation
Statistical deviation identifies abnormality by comparing people to statistical norms. For example, 

most of us live with other people, not by ourselves. Anyone who does live alone is, statistically 
speaking, abnormal. Of course, just because something is statistically deviant doesn’t necessarily 
mean it’s pathological. For instance, only a small percentage of people earn doctoral degrees. This 
makes doing so statistically abnormal, but few would argue that holding a doctorate is a sign of 
psychopathology! The “Controversial Question” feature offers another example of the uncertain link 
between statistical deviation and disorder.

Common criteria 
of “abnormality”: 
Statistical deviation, 
violation of social norms 
and values, behavior 
that disturbs others, 
harmfulness to self or others, 
emotional suffering, and 
misperception of reality; 
used to make judgments of 
“abnormality.”

Controversial Question: Is Shortness a Disorder?
In 2003, an advisory panel for the Food and Drug Administration in the United States recommended genetically engineered human 

growth hormone be approved for use in otherwise healthy children (mostly boys) identified as being idiopathically short. Idiopathic 
illnesses are ones that arise unexpectedly without a known cause. Although these very short children were at the bottom of the normal 
growth curve, they showed no hormonal deficiencies (Angier, 2003). The FDA approved the advisory panel’s recommendation and 
now growth hormone can be prescribed for children diagnosed with idiopathic short stature (ISS) (P. Cohen, Rogol, et al., 2008; Inzaghi 
et al., 2019; M. Morrison, 2015). The rationale for this? American men under the average height of 5’ 9“ are more likely to drop out 
of school, drink excessively, date sporadically, get sick, or experience depression (Angier, 2003). In other words, short men develop 
psychosocial problems more often than their taller friends—although whether they are at risk for more serious psychopathology remains 
unclear (P. Cohen, Rogol, et al., 2008).

Consider shortness in relation to the common criteria of “abnormality” discussed in this chapter. A case for shortness as abnormal, 
even pathological, can be made using four of the criteria: statistical deviance, violation of social norms and values, internal dysfunction, 
and emotional suffering:

•	Shortness is statistically deviant. Only a small percentage of men are under the 5’ 3“ height targeted by the FDA.
•	Shortness violates social norms requiring men to be imposing and strong. This perhaps explains why short men earn less money, date 

less often, and have a lot less luck getting elected to higher office (in U.S. presidential elections, for example, the shorter candidate 
usually loses).

•	Shortness is due to an internal dysfunction. Due to hormonal dysfunctions, what some medical specialists call a “growth failure” 
occurs.

•	Shortness is associated with emotional suffering. As mentioned above, short men drink more, date less, get sick, and feel depressed 
more often than tall men.
Of course, the criteria used to discern shortness as “abnormal” can also be challenged.

•	Statistical deviance is not always viewed negatively. LeBron James’ extreme height is statistically deviant but is generally credited as 
helping make him a spectacular basketball player. Singer Bruno Mars is quite short but is often considered a sex symbol.

•	Social norms and values change. Sometimes they are foolish or shallow. In the past, social norms led people to see many things as 
pathological that today we do not. For instance, enslaved people in the United States who ran away from their masters were once 
diagnosed as suffering from a disorder called drapetomania (Cartwright, 1851).
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Statistical deviation is pertinent to prevalence and incidence estimates that tell us about the 
frequency of mental disorders. Prevalence refers to the percentage of people in the population 
currently believed to have a specific disorder, while incidence is the number of new cases reported 
over a specified period (N. Pearce, 2012). Prevalence and incidence rates make clear that mental 
disorders are statistically deviant. For example, the lifetime prevalence rate of schizophrenia has 
been reported to be between 0.3 and 0.7 percent of people (American Psychiatric Association, 2022; 
N. Pearce, 2012). Its annual incidence rate has been estimated to be anywhere between 14 and 42 
out of every 100,000 people (Esan et al., 2012; J. J. McGrath, 2005). This means that a little less than 
1 percent of the world’s population is thought to have schizophrenia and that 14 to 42 people out 
of 100,000 are expected to develop it in any given year. While statistical deviance alone does not 
guarantee something will be identified as “abnormal,” the things that mental health professionals 
consider disordered are statistically atypical.

Violation of Social Norms and Values

Prevalence: Percentage 
of people in the population 
believed to currently suffer 
from a specific mental 
disorder.

Incidence: The number 
of new cases of a mental 
disorder that are diagnosed 
within a specified period.

•	The idea of shortness as internal dysfunction can be challenged, especially given the FDA’s recommendation that short boys with no 
discernible growth hormone deficiency be medicated to cure their shortness. If there is no discernible hormone deficiency, what is the 
internal dysfunction? Maybe it’s not that short people necessarily have an internal dysfunction, but rather that in Western cultures “short 
stature itself is often regarded as an inherently undesirable state” (M. Morrison, 2015, p. 310).

Almost everyone has something about their looks they don’t like. How much emotional suffering must one experience about being 
short before it becomes a problem? Regardless of your opinion, the example of shortness highlights something fascinating, namely that 
almost anything can be talked about in a way that makes it seem functional or dysfunctional. Criteria for “abnormality” can help us in 
thinking about what we consider normal or pathological, but these criteria can never resolve the issue once and for all.

Author disclaimer: I’m 5’ 3” tall. Check out this online list of short statured men (all better known than I am) who may or may not 
have suffered from idiopathic shortness: http://shortguycentral.com/gallery.php. For more general information and support for short 
people, see http://www.supportfortheshort.org.

Critical Thinking Questions
1.	 Using the criteria for “abnormality” discussed in this chapter, do you believe that idiopathic short stature is a disorder? Why or why 

not?
2.	 Choose another physical difference between people besides shortness and apply the criteria for “abnormality” to it. Using the 

criteria as a guide, do you see this difference as a disorder or as normal human variation? Explain.

Sara and Brian
Sara and Brian seek marriage counseling because their marriage is on the rocks. Brian was raised 
in a family where feelings were rarely discussed. Conflict was considered unpleasant, and people’s 
differences were usually ignored or minimized to maintain congenial relationships. Sara, by 
comparison, grew up in a home where people freely expressed emotions; even negative feelings 
were readily communicated, often with a great deal of yelling and screaming. As each blames the 
other for their marital problems, it quickly becomes clear to their marriage counselor that Sara and 
Brian’s different family norms and values lead them to see each other as abnormal.

“Something’s definitely wrong with him,” Sara says of Brian. “He doesn’t seem to have feelings. 
That’s not normal unless he’s a robot!”

“It’s not me, Doc,” Brian retorts. “Sara’s just out of control, always yelling or crying or getting upset. 
Last week she got so mad that she threw a stapler across the room at me. It’s like she’s a crazy 
person!”

Sara and Brian’s assessments of one another demonstrate how violation of social norms and 
values play into judgments of abnormality. Different people have different ideas about how others 
should behave, what is socially appropriate, and what is morally acceptable. Even though violation of 
social norms seems readily applicable to socially deviant behavior, we often infer internal pathology 
in those who consistently violate values we hold dear. Perhaps this is because across families 
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and cultures, varied social norms and values influence what people deem out of the ordinary. 
Not surprisingly, this means that what mental health professionals consider pathological is often 
controversial—and can change over time.

Sexuality is one of the most obvious areas where we see this. Medical experts once considered 
masturbation and other forms of non-procreative sex clear indicators or causes of psychopathology 
(Bullough, 2002). The eighteenth-century Swiss physician S. A. D. Tissot (1728–1797) labeled those 
who masturbate as having a mental disorder called onanism, which he defined as “all non-procreative 
sex” (Bullough, 2002). He described the dangers of those suffering from it:

Onanism  … led to (1) cloudiness of ideas and sometimes even madness; (2) decay of bodily powers, 
resulting in coughs, fevers, and consumption; (3) acute pains in the head, rheumatic pains, and an 
aching numbness; (4) pimples on the face, suppurating blisters on the nose, breast, and thighs, and 
painful itchings; (5) eventual weakening of the power of generation as indicated by impotence, 
premature ejaculation, gonorrhea, priapism, and tumors in the bladder; and (6) disordering of the 
intestines, resulting in constipation, hemorrhoids, and so forth. (Bullough, 2002, p. 29)

While Tissot’s eighteenth-century ideas about masturbation strike most people today as outdated, 
social norms continue to change, often rapidly. Until 1973, the DSM considered homosexuality to 
be a mental disorder (Drescher, 2012; A. V. Horwitz, 2021). However, as homosexuality became 
more socially accepted, people began to question its deviant status and eventually the American 
Psychiatric Association stopped classifying it as a disorder (Drescher, 2012; A. V. Horwitz, 2021). 
Importantly, even when social norms change, it doesn’t mean that everyone agrees. Though the 
American Psychiatric Association (1998, 2000b) and American Psychological Association (2012) 
reject homosexuality as a mental disorder and cite extensive research that therapies to convert 
homosexuals into heterosexuals are ineffective and damaging, a small number of rogue mental 
health professionals stubbornly (and controversially) insist that homosexuality is pathological and 
can be successfully treated (Higbee et al., 2022; Morrow & Beckstead, 2004). Social norms and 
values are one way to determine what is “abnormal,” but conflict always remains because people and 
cultures differ in what they see as acceptable and appropriate.

An important question to ask is whether at least some social norms and values are universal. Do 
certain values cut across all people and cultures—such as taboos against murder and incest? Some 
people maintain that while many social values are relative to time, place, and culture, at least some 
norms are universal. Does this mean that certain forms of psychopathology and mental distress are 
problematic regardless of when and where they occur? Are social values and norms about them 
always culturally relative or at least sometimes universal?

Behavior that Disturbs Others
Behavior that disturbs others is often judged abnormal. For example, people riding in elevators 

usually face toward the doors. Next time you get on an elevator, see what happens when you face 
away from the doors and toward those riding with you. Your fellow passengers may consider your 
actions strange, and a significant number of them may feel uncomfortable. Behavior that disturbs 
others often violates social norms and values, too. Creating a scene in a restaurant, loitering on a 
street corner while talking to oneself, dressing in atypical fashion, and expressing emotions generally 
considered inappropriate to a situation (e.g., laughing during a funeral) violate social norms and, 
consequently, tend to disturb others.

Our responses to people differ depending on how we interpret why they engage in disturbing 
or disruptive behavior. When we conclude that such behavior is a product of mental disorder, 
we often excuse it. In this line of thought, mentally disordered people are suffering from internal 
psychopathology and cannot be accountable for their disturbing behavior. A contrary line of thinking 
holds that those engaging in disturbing behavior freely choose it, thus they are responsible for the 
consequences of their conduct. The “illness versus responsibility” debate occurs prominently in the 
legal arena because the legal system generally presumes that people are responsible for behaving in 
ways consistent with social norms and laws, whereas the mental health system contradicts this by 
arguing that sometimes disturbing or illegal behavior is a byproduct of mental illness. More on this 
when we discuss competency to stand trial and the insanity defense in Chapter 16.



CONCEPTUAL, HISTORICAL, AND RESEARCH PERSPECTIVES 11

Another difficult question arises: When someone else’s behavior disturbs us, does this tell us 
more about us or them? For instance, protesters who engage in civil disobedience may disturb us by 
disrupting our routines and forcing us to examine issues we would rather ignore. However, this does 
not make them mentally disordered.

Harmfulness to Self or Others
Sue repeatedly cuts her arms with a razor blade. Jorge gambles away his life savings. Miwa 

overdoses on painkillers. Gerald abuses his wife. These are examples of behavior that appears 
maladaptive or causes harmfulness to self or others. Harmful behavior is often implicitly assumed 
to indicate psychopathology. So, we might diagnose Sue as suffering from borderline personality 
disorder (see Chapter 12), Jorge as having gambling disorder (see Chapter 11), Miwa as experiencing 
major depressive disorder (see Chapter 5), and Gerald as having intermittent explosive disorder 
(see  Chapter 13). Of course, there are also many cases in which harmful behavior might not be 
attributed to mental disorder. For example, Bill smokes cigarettes, Goran never puts on sunscreen, 
Isabella skydives, Cai drives fast on the freeway, and Gina likes to rock climb without safety gear. In 
these cases, there is clearly potential harm to self or others. However, are these people suffering from 
psychopathology?

Harmfulness to self or others as an indicator of pathology seems most clear in situations 
where there is agreement that the potential harm in a behavior outweighs any possible benefits. In 
psychology, this often applies to circumstances where people are an imminent threat to themselves or 
others—such as in attempted suicide, assault and battery, or attempted murder. Consistent with this, 
most mental disorders explicitly include criteria indicating that impaired social, occupational, or 
other functioning is required before a disorder can be diagnosed (American Psychiatric Association, 
2022). That is, people’s symptoms must harm or interfere with their lives. Harm to self or others is 
important in judgments about pathology and distress, even though people often disagree about what 
constitutes harm or how much is necessary.

Emotional Suffering
Excessive emotional suffering and unhappiness are often judged abnormal. Consistently 

appearing depressed, anxious, angry, or ambivalent is both socially deviant and often thought to 
imply internal pathology. As with other criteria, however, agreeing on how much emotional suffering 
is pathological can prove challenging. Most of us would concur that a suicidally depressed person 
is suffering, but what about less extreme instances? For example, is feeling emotionally down for an 
extended period psychopathological if it does not significantly affect work or relationships? Further, 
do the reasons why someone is suffering matter?

Neil and Sharon
Consider Neil, a successful businessman and husband who suddenly and inexplicably becomes 
extremely depressed. There appear to be no specific environmental triggers for Neil’s sadness and 
only after he is briefly hospitalized and medicated does he begin to feel better. Neil is suffering, but 
for no apparent reason—which leads him and his doctors to view his suffering as due to an internal 
dysfunction rather than life circumstances.

Compare Neil with Sharon, a middle-aged woman who feels extremely depressed, anxious, and 
angry after her 19-year-old son is killed while serving in the military. Sharon clearly is experiencing 
emotional suffering, but does having a good reason for it make it an understandable reaction to 
terrible life circumstances rather than a sign of mental disorder? Or is any extreme emotional 
suffering, even in response to difficult life events, a form of psychopathology?

It is easy to see emotional suffering as a form of mental distress but less clear when it rises to 
the level of psychopathology. This begs two important questions. First, how do we decide what 
constitutes a good reason for suffering? Second, how much suffering is appropriate? Can we be 
confident in a case like Neil’s that there is no reason for his suffering, as opposed to simply not being 
able to find the reason? When and how does suffering indicate psychopathology?
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Sara and Brian
In the marriage counseling of Sara and Brian, Sara insists that her mother-in-law is “out to get 
her” by putting her down and manipulating Brian to spend more time with her than Sara. Brian 
sees no evidence of this, arguing that his mother only wants what is best for him and Sara. Whose 
perceptions of reality are correct? If we could determine this, would it matter? Is the person whose 
perceptions are less correct more psychologically disturbed? Finally, who is the ultimate authority 
on reality? Is it Sara, Brian, Brian’s mother, their therapist, or someone else altogether?

Misperception of Reality
When Burt tells us that the CIA is monitoring his actions via microchips secretly embedded in his 

brain, we are likely to feel he has lost touch with reality and therefore suffers from psychopathology 
of some kind. Misperception of reality is often attributed to faulty perceptions and interpretations. 
Those who misperceive reality are usually considered to be irrational or suffering from some sort 
of perceptual defect (Dryden & Ellis, 2001). The ability to accurately perceive reality is commonly 
considered a critical component of psychological well-being. Conceptually, as with some of the 
other criteria we have been reviewing, misperception of reality is most useful in extreme cases. 
After all, few would question that Burt’s perceptions do not match what is going on around him. 
But what about other situations in which people’s perceptions of reality conflict? Assessing reality 
misperception helps us make judgments about psychopathology and distress—especially in cases 
where someone’s perceptions diverge extensively from most everyone else’s. However, there is often 
disagreement about such determinations and who has the authority to make them.

1.4 Three Contrasting Perspectives 
The contrasting perspectives on psychopathology and mental distress reviewed in this book 

are divided into three types. Biological perspectives emphasize malfunctioning physiology and 
focus on mental illnesses as medical conditions that afflict people. Psychological perspectives, by 
contrast, conceptualize psychopathology in psychological terms as involving problematic thoughts, 
feelings, and behaviors. Finally, sociocultural perspectives attribute mental distress to social causes, 
with factors like socioeconomic conditions, cultural influences, and social oppression as the root 
causes of people’s emotional upset. Your task is to master these perspectives and figure out what you 
agree or disagree with about each as you develop your own personal perspective.

HISTORICAL PERSPECTIVES

1.5 From Stone Age to Greek and Roman Perspectives 

Stone Age Perspectives
Disagreement about mental distress and what to do about it is not new. Humans have tried to 

understand “madness” since the beginning of recorded history (R. Porter, 2002). The first evidence of 
people trying to manage it goes back to the Stone Age. Prehistoric skulls from around the world show 
evidence of trepanation (also called trephination), a process by which holes were drilled in them 
(Sturges, 2013). Historians often view trepanation as evidence of the demonological perspective 
(also called the supernatural perspective), which attributes psychopathology to possession by evil 
spirits (Vadermeersch, 1994). From a demonological perspective, drilling a hole in the skull allowed 
possessing spirits to escape (R. Porter, 2002). At the same time, trepanation has also been viewed 
as an early biological approach (Millon, 2004; Sturges, 2013). After all, drilling a hole in the skull 
constitutes a biological intervention. Trepanning was used for many centuries. There is evidence of it 
during the Greek and Roman periods, the Middle Ages, and the Renaissance (Dreher, 2013; Missori 
et al., 2015; J. Weber & Czarnetzki, 2001).

Biological 
perspectives: Attribute 
mental distress to illnesses 
that afflict people.

Psychological 
perspectives: Attribute 
mental distress to 
psychological conflicts 
involving problematic 
thoughts, feelings, and 
behaviors.

Sociocultural 
perspectives: 
Attribute mental distress 
to social causes (e.g., 
socioeconomic conditions, 
cultural influences, and 
social oppression).

Trepanation: Prehistoric 
treatment of abnormal 
behavior in which holes 
were drilled in the skull to 
free evil spirits; also called 
trephination.

Demonological 
perspective: Views 
abnormal behavior as due 
to possession by evil spirits; 
also called the supernatural 
perspective.
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Greek and Roman Perspectives
Hippocrates’ (Mostly) Biological Perspective

The Greek physician Hippocrates (460–367 bce) is considered the founder of a scientific approach 
to medicine and neurology (Breitenfeld et al., 2014). Many of his views about mental distress therefore 
reflect an early biological perspective (J. R. Matthews & Matthews, 2013; Millon, 2004). Hippocrates 
believed that the world was made of four substances: earth, air, fire, and water. These elements were 
characterized by heat, cold, moisture, and dryness, which through a variety of factors (including the 
weather, heredity, and diet) combined inside each person to form four bodily humors: black bile 
(combining cold and dryness), yellow bile (combining hot and dryness), phlegm (combining cold and 
moisture), and blood (combining heat and moisture) (J. R. Matthews & Matthews, 2013). Hippocrates 
maintained that psychopathology resulted when these bodily humors were out of balance. His effort 
to categorize types of madness based on bodily humor imbalances anticipates later attempts at 
diagnostic classification (Millon, 2004). In keeping with his rejection of supernatural explanations 
in favor of biological humors, many of Hippocrates’ recommended treatments were medicinal. 
Peppermint leaves were used to relieve depression, the herb St. John’s wort was used to ward off evil 
spirits, and peony was worn around the neck to prevent epilepsy (J. R. Matthews & Matthews, 2013).

Hysteria and the Wandering Womb
Hippocrates’ view of hysteria—a malady involving numerous psychological and physical 

symptoms that the Greeks diagnosed exclusively in women—also reflects a biological viewpoint in 
that he attributed it to a woman’s uterus detaching from its natural location and wandering around 
her body (Ng, 1999; Palis et al., 1985; C. Tasca et al., 2012). This explanation—the wandering womb 
theory—seems silly today, but it represents an early effort to understand psychological distress in 
biological (rather than supernatural) terms. Many sociocultural theorists see hysteria as a sexist 
term. They argue that women from Hippocrates’ days onward have often been unfairly diagnosed as 
hysterical (C. Tasca et al., 2012; Ussher, 2013).

Socrates, Plato, and Aristotle
Whereas Hippocrates saw psychopathology as stemming primarily from brain processes, the 

philosopher Socrates (470–399 bce) and his student Plato (429–347 bce) focused less on the brain 
and more on the soul. Their perspectives incorporate supernatural and biological elements, as well 
as psychological ones. Socrates believed that when human passions run amok, emotional distress 
results. His famous plea, “Know thyself,” makes it clear that introspective self-knowledge is the key 
to overcoming our passions (Millon, 2004). Plato offered a similarly psychological perspective, 
arguing that psychopathology originates when there is a problem in the part of the soul that 
controls reason (J. R. Matthews & Matthews, 2013). Interestingly, he distinguished madness instilled 
by the Gods (which is desirable because it endows us with special abilities, such as being able to 
predict the future) from madness caused by disease (which isn’t desirable and requires treatment)  
(J. R. Matthews & Matthews, 2013).

Plato’s student Aristotle (384–322 bce) adopted a more naturalistic perspective like Hippocrates, 
but he saw the heart rather than the brain as the central organ responsible for mental functioning. 
Aristotle influenced modern cognitive-behavioral therapy (CBT) (defined in Chapter 2 and revisited 
throughout the book). His emphasis on using reason and logic to overcome emotional difficulties 
has a cognitive flavor (J. R. Matthews & Matthews, 2013), while his view of learning as the association 
of ideas anticipated classical conditioning (described in Chapter 2), in which learning results from 
repeatedly pairing stimuli so that they become associated with one another.

1.6 Perspectives during the Middle Ages 

Avicenna’s Biological Perspective and Early Hospitals
Avicenna

The Middle Ages roughly cover the period from the fall of the Western Roman Empire in 
476 ce to Columbus’ arrival in North America in 1492 (Papiasvili & Mayers, 2013). The Greeks’ 
scientific perspective flourished most fully in the Islamic Middle East, where the bodily humors 

Bodily humors: Four 
biological substances 
identified by the Ancient 
Greeks and long 
considered important in 
understanding mental 
distress; the four humors 
were black bile, yellow 
bile, phlegm, and blood.

Hysteria: A malady 
involving numerous 
psychological and 
physical symptoms that the 
ancient Greeks diagnosed 
exclusively in women.

Wandering womb 
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theory maintained influence (Millon, 2004; Papiasvili & Mayers, 2013; R. Porter, 2002). The Islamic 
philosopher and physician Avicenna (980–1037 ce) described mania, melancholia, insomnia, 
and hallucinations (Papiasvili & Mayers, 2013). He adopted Hippocrates’ biological perspective, 
hypothesizing that the middle part of the brain is responsible for intellectual dysfunction and the 
frontal areas control reason and common sense (Millon, 2004). Avicenna also noted a relationship 
between emotional states and health (Millon, 2004).

Early Hospitals
Hospitals were established in Baghdad, Cairo, Damascus, and Aleppo between the eighth 

and thirteenth centuries and provided services to those considered mad (Papiasvili & Mayers, 
2013). During this period, various psychological and biological treatments were developed. For 
instance, Cairo’s Mansuri Hospital employed something that resembles today’s bibliotherapy: 
Patients were encouraged to read books and discuss their emotional reactions in groups. Other 
techniques common in the era included hydrotherapy, music, and activities (Papiasvili & 
Mayers, 2013).

Demonological Perspectives in Europe
In Christian Europe during much of the Middle Ages, Hippocrates’ biological perspective 

held less sway than in the Islamic Middle East. Theological approaches dominated, increasing the 
influence of demonological explanations. Christian theology saw madness as a moral struggle 
(Papiasvili & Mayers, 2013). Strategies for overcoming it often involved punishment for sinful 
behavior. Fasting, prayer, and various types of exorcism to expel the devil were employed. Many of 
those deemed possessed were labeled as witches. Two monks, Heinrich Kramer (1430–1505) and 
Jacob Sprenger (~1435–1495), authored the Malleus Maleficarum (also known as the Hammer of 
Witches), a book in which they systematically examined witchcraft and demonic possession (Elkins, 
2016; H. Kramer et al., 1486/2021; Papiasvili & Mayers, 2013; R. Porter, 2002). This book served as 
an early “diagnostic manual” but from a demonological perspective.

The Influence of Cultural Context: Dancing Mania
Some of the syndromes identified during the Middle Ages strike us as strange today. For 

instance, dancing mania was a form of “mass madness” in which people felt an unstoppable urge to 
dance. For instance,

dozens of mediaeval authors recount the terrible compulsion to dance that, in 1374, swept across 
western Germany, the Low Countries, and northeastern France. Chronicles agree that thousands of 
people danced in agony for days or weeks, screaming of terrible visions and imploring priests and monks 
to save their souls …. On a far larger scale was the outbreak that struck the city of Strasbourg in 1518, 
consuming as many as 400 people. One chronicle states that it claimed, for a brief period at least, about 
15 lives a day as men, women, and children danced in the punishing summer heat. (J. Waller, 2009, p. 
624)

Dancing mania illustrates the idea that how people express “madness” is at least partly determined by 
historical context and culture (J. Waller, 2009).

1.7 Renaissance Perspectives 

The Renaissance as One of Europe’s Most “Psychically Disturbed” Periods
The Renaissance in Europe, which lasted roughly from the late 1400s until the early 1700s, 

is considered a period of intense scientific and artistic achievement. However, the changes it 
brought resulted in substantial social upheaval. Consequently, some historians have argued that 
the Renaissance was one of Europe’s most “psychically disturbed” periods, with melancholia (or 
melancholy, an early and somewhat more inclusive term for what today we might call depression) the 
condition warranting the most attention (Dreher, 2013). Long-established and new explanations of 
mental distress flourished, including those that attributed it to “the influence of the moon, the stars, 

Malleus Maleficarum: 
Popular book during the 
Middle Ages that examined 
witchcraft and demonic 
possession; reflected a 
demonological perspective.
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weather, earwigs in the head, and an imbalanced life involving excessive or insufficient drink, diet, 
sleep, exercise, passions, and humors, along with witchcraft and the devil himself ” (Dreher, 2013, 
p. 36). Treatments were as varied as the explanations: whipping, chaining, bloodletting, laxatives, 
exorcisms, herbal medicines, diets of various sorts, and even near-drowning were all employed as 
remedies for madness (Dreher, 2013).

Early Asylums in Europe
Geel

The Church often took on caring for “mad” people, providing them food and shelter. One of 
the best-known examples of humane religious treatment occurred in Geel, Belgium, where rumors 
circulated of miraculous cures of madness (Aring, 1974; J. L. Goldstein & Godemont, 2003). 
Pilgrims from all over Europe descended on the town to receive nine days of religious treatment. At 
the request of the church canons, area residents housed pilgrims before and after their treatments. 
To this day, Geel continues to offer community support services for those diagnosed with mental 
disorders—although no longer under the auspices of the Church (Aring, 1974; J. L. Goldstein & 
Godemont, 2003).

Bedlam
Not all Renaissance treatments for madness were as pleasant as Geel. Asylums for housing 

mad persons began to appear throughout Europe. Despite being founded to treat madness, these 
institutions usually wound up serving more of a custodial function for vagrants, criminals, the sick, 
people without housing, and those who today likely would be identified as psychotic or demented 
(Shorter, 1997). One of the more notorious asylums was Bethlehem Hospital in London. Begun as a 
Church institution, Bethlehem was acquired by the city of London in 1547. During the Renaissance 
and into the 1700s and 1800s, it was known for its deplorable conditions. Treatments included cold 
baths, bloodletting, and rotating patients in chairs for hours at a time (often resulting in vomiting) 
(Devlin, 2014; Elkins, 2016). Many patients were kept in chains and displayed to sightseers visiting 
the gallery (J. C. Harris, 2003). In 1733, the artist William Hogarth famously portrayed these horrific 
conditions as part of his work, A Rake’s Progress (J. Andrews, 2007a; J. C. Harris, 2003). Over time 
the hospital’s nickname, “Bedlam,” became synonymous with “a scene or state of wild uproar and 
confusion” (Dictionary.com, n.d.-a). Interestingly a modern version of the institution, now called 
Bethlehem Royal Hospital, remains an active psychiatric hospital, albeit in a different location and 
minus the notoriety.

1.8 Perspectives during the Eighteenth and Nineteenth Centuries 

Moral Therapy
Alienists and the Development of Moral Therapy

Historical accounts of eighteenth- and nineteenth-century approaches to mental distress 
often focus on several interrelated themes: efforts toward more humane care, the development 
of biological and psychological perspectives, and the increasing reliance on asylums. In the late 
1700s and early 1800s, the first psychiatrists (called alienists back then because they worked with 
people experiencing “mental alienation”) began to see the asylum as critical to effective treatment 
(R. Porter, 2002). They generally viewed psychopathology in biological terms, but many of their 
interventions had a psychological flavor. These interventions often involved talking to inmates about 
their difficulties and providing them a structured schedule and mild discipline within the asylum. 
Even though they hypothesized about biological causes of psychopathology, these alienists were 
simultaneously contributing to the development of moral therapy, an early version of psychotherapy 
with a clear psychological bent—especially compared with more biological perspectives (Elkins, 
2016; R. Porter, 2002). Moral therapy did away with physical coercion. Early alienists—most 
famously Philippe Pinel (1745–1826) in France—began viewing the asylum as a place where gentler 
treatment would allow for more effective therapy. Unchained inmates became “part of a supportive 
social environment” in which they were treated kindly while being asked to participate in activities 

Moral therapy: An early 
treatment for mental distress 
in which providing a warm 
and nurturing environment 
was used to help people 
overcome madness.
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(such as group discussions, chores/work, art, music, reading, and writing) that were “designed to 
enhance their physical, mental, and emotional well-being” (Elkins, 2016, p. 79).

The York Retreat
The traditional asylum was not the only setting where moral therapy blossomed. Independently 

of Pinel and the other European asylum administrators, the English Quaker William Tuke (1732–
1822) developed a version of moral therapy at the York Retreat that grew less from a biological 
perspective and more from a religious one—although it intermingled both (Charland, 2007). Tuke 
was not a doctor, and the York Retreat was a very different kind of asylum—one that emphasized 
Quaker values (such as benevolence, charity, discipline, self-restraint, and temperance) more than 
medicine (Charland, 2007; Elkins, 2016). As Tuke himself wrote, “medicine, as yet, possesses very 
inadequate means to relieve the most grievous of human diseases” (Tuke, as cited in Charland, 
2007, p. 66). Moral treatment spread throughout Europe and the United States. Unlike larger, more 
traditional institutions, asylums providing Tuke’s version of moral therapy were typically small, 
rarely restrained patients, allowed them to wear their own clothes, and tried to foster a family-like 
atmosphere (J. Andrews, 2007b; “Moral Treatment in America’s Lunatic Asylums,” 1976). They also 
encouraged patient participation in activities such as arts and crafts, carpentry, domestic tasks, and 
farming—all consistent with the Quaker emphasis on living a healthy and meaningful life (Charland, 
2007).

Critics of Moral Therapy
Historians generally view moral treatment as a benevolent movement that treated patients 

kindly and was a clear improvement upon previous practices (Bockoven, 1972; Charland, 2007; 
Elkins, 2016). However, in its day moral treatment did have its critics. Members of the Alleged 
Lunatics’ Friends Society, a group concerned with the rights of those deemed mad, attacked moral 
treatment “as an imposition of society’s values on the individual”; they “expressed suspicion of the 
tranquility so frequently admired by the Commissioners in asylums,” suggesting that “patients 
were first crushed, ‘and then discharged to live a milk sop existence in society’” (Hervey, 1986, pp. 
253–254). The issue of whether involuntary hospital treatment is an act of kindness or oppression 
isn’t unique to thinking about moral treatment. It remains something we struggle with to this day 
(see Chapter 16). Nineteenth-century critics notwithstanding, historians still tend to conclude 
that “moral treatment was a new and more humane way of working with the insane” (Elkins, 
2016, p. 84).

Why Did Moral Therapy Decline?
The reasons for the decline of moral therapy in the second half of the nineteenth century have 

been hotly debated. Some historians argue that the movement spread too quickly. They contend 
that, in addition to uninspired leadership after its founders passed on (Bockoven, 1972), the moral 
treatment movement led to the rapid proliferation of asylums, resulting in overcrowding and staff 
shortages. Consequently, asylums became unable to offer the personalized attention moral treatment 
required. This problem was compounded in the United States, where immigration produced a more 
diverse population and the prejudices of those running the asylums interfered with the provision of 
compassionate care (Bockoven, 1972). Other historians assert that moral treatment failed because 
it simply wasn’t effective. In this interpretation, many patients required more stringent, medically 
based treatments than moral treatment provided. This contradicts historians who argue that moral 
treatment was highly successful (Bockoven, 1972)—so successful that physicians turned against it 
because it showed how lay people could cure madness better than doctors could (Elkins, 2016). In 
this analysis, moral therapy disappeared because medical doctors reasserted their authority and 
instituted a more strictly medical model that restored them as the ultimate authorities on mental 
illness and its treatment (Elkins, 2016; Vatne & Holmes, 2006).

Larger Asylums and Their Reform
Moral treatment all but disappeared in the latter 1800s and was replaced by custodial care—

warehousing patients for long periods of time without providing much in the way of treatment. As 
asylums became larger and more custodial in nature, the focus shifted from best treatments to a more 
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basic question: How do we ensure inmates have adequate basic living conditions? Thus, the latter 
1800s focused on reforming oppressive conditions in asylums and other institutions such as jails. The 
most famous asylum reformer was Massachusetts school teacher Dorothea Lynde Dix (1802–1887), 
who for forty years investigated, reported on, and tried to improve the settings where mad people 
were housed (T. J. Brown, 1998; Gollaher, 1995; Millon, 2004; Parry, 2006). In a petition she brought 
before the Massachusetts Legislature in 1843, Dix (1843/2006, p. 622) forcefully made her case: “I 
proceed, Gentlemen, briefly to call your attention to the present state of Insane Persons confined 
within this Commonwealth, in cages, closets, cellars, stalls, pens! Chained, naked, beaten with rods, 
and lashed into obedience!” Through her advocacy efforts in both the United States and Europe, over 
thirty mental hospitals were founded or expanded during the latter half of the nineteenth century 
(Parry, 2006; Viney & Bartsch, 1984). Though Dix was a heroic social advocate whose forty-year 
crusade to build mental hospitals to house and care for the mentally ill marked a humane historical 
turning point, some historians blame her for the rise of large, state-sponsored mental institutions 
that warehoused the mentally ill without providing sufficient treatment (Bockoven, 1972).

1.9 Perspectives in the Twentieth and Twenty-first Centuries 

Early Twentieth-century Mental Hospitals
The first half of the twentieth century saw an expansion in the size of mental hospitals in the 

United States and Europe—partly because collectively housing patients in hospitals was viewed as 
most efficient and effective, but also because families and communities welcomed having hospitals 
relieve their burden of care (M. Knapp et al., 2011). In the United States, for instance, over 400,000 
mental patients were institutionalized by 1940, mainly in large state psychiatric hospitals (Grob, 
1994). Patients were often housed for long periods of time with little treatment provided. Funding 
was lacking, staff shortages were common, and the physical conditions of the hospitals were 
deteriorating (Grob, 1994).

Of the treatments employed, some don’t hold up well to historical scrutiny, though they were 
used because they sometimes worked and few alternatives were available (Lieberman, 2015). 
Controversial twentieth-century treatments include malarial therapy, convulsion therapy, and 
psychosurgery. Malarial therapy was rooted in the assumption that a high fever improves symptoms 
of psychopathology; thus, patients were injected with the malaria virus as a treatment for their ills 
(Elkins, 2016; Lieberman, 2015). Convulsion therapy was used to treat schizophrenia; epileptic-like 
convulsions were induced by injecting patients with insulin (insulin coma therapy) or administering 
electric shocks to their brains (electroconvulsive therapy [ECT]) (Endler, 1988; R. M. Kaplan, 2013; 
Lieberman, 2015; Shorter, 1997). Lastly, psychosurgery (brain surgery for mental disorders) severed 
connections between the prefrontal lobes and other parts of the brain; this was known as lobotomy 
(J. Johnson, 2014; Swayze, 1995). Except for ECT, these treatments are rarely (if ever) used anymore. 
Many of them are revisited in future chapters (e.g., when we discuss psychosis in Chapter 4).

Antipsychiatry and Desinstitutionalization
Antipsychiatry

The second half of the twentieth century saw the birth of an antipsychiatry movement that 
challenged the hegemony of biological perspectives. R. D. Laing (1927–1989) and Thomas Szasz 
(1920–2012) are two figures associated with this movement. Laing (1965, 1967) challenged the idea 
that “mental illness” is best explained in biological terms. He saw “madness” as a meaningful and 
important response to oppressive life circumstances and believed people should be provided an 
opportunity to delve into the meaning of their mental distress instead of simply being prescribed 
drugs to remove their symptoms.

Similarly, Szasz (1974) argued that biological perspectives conflate mind and body. He claimed 
that minds, which are non-physical, can’t be biologically diseased; only brains can be physically 
sick. This explains why the notion of a brain tumor makes sense but a mind tumor doesn’t. Minds 
can’t get tumors because minds aren’t physical things! Therefore, in Szasz’s view, the concept of 
“mental illness” (illnesses of the mind) makes no sense—logic that, interestingly, also applies to 
the term mental distress. Despite rejecting the label “antipsychiatrist,” Szasz spent his career 

Lobotomy: Historical 
form of psychosurgery used 
mainly for schizophrenia 
in which the prefrontal 
cortex was surgically 
disconnected from the rest 
of the brain; also called a 
leucotomy.

Antipsychiatry: 
Movement that challenged 
the medical model of 
psychiatry, arguing that 
mental illnesses are better 
viewed as everyday 
problems in living.


