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EARLY EFFORTS AT CLASSIFICATION

During the nineteenth century and into the twentieth as
well, there was great inconsistency in the classification of
abnormal behavior, By the end of the nineteenth century
the diversity of classifications was recognized as a serious
problem that impeded communication among people in
the field, and several attempts were made to produce a
system of classification that would be widely adopted. For
example, in the United Kingdom in 1882 the Statistical
Committee of the Royal Medico-Psychological Association
produced a classification scheme. Even though it was re-
vised several times, however, it was never adopted by its
members. In Paris in 1889 the Congress of Mental Science
adopted a single classification system, but it was never
widely used. In the United States the Association of
Medical Superintendents of American Institutions for the
Insane, a forerunner of the American Psychiatric
Association, adopted a somewhal revised version of the
British sysiem in 1886. Then, in 1913, this group accepied
a new classification, which incorporated some of Emil
Kraepelin's ideas (p. 12). Again, consistency was lacking.
The New York State Commission on Lunacy, for example,
insisted on retaining its own system (Kendell, 1975).

DEVELOPMENT OF THE WHO AND D5M
SYSTEMS

More recent efforts at achieving uniformity of classifica-
tion have not been totally successful either. In 1939 the
World Health Organization (WHO) added mental disor-
ders to the hternational List of Causes of Death. In 1948
the list was expanded to become the International
Statistical Classification of Diseases, Injuries, and Causes
of Death (JCD), a comprehensive listing of all diseases,
inchuding a classification of abnormal behavior.
Although this nomenclature was unanimously adopted
at 4 WHO conference, the mental disorders section was
not widely accepted. Even though American psychia-
trists had played a prominent role in the WHO effort, the
American Psychiatric Association published its own
Diagnostic and Statistical Manual (DSM) in 1952,

In 1969 the WHO published a new classification sys-
tern, which was more widely accepied. A second version
of the American Psychiatric Association's DSM, DSM-I
(1968), was similar to the WHQ system, and in the United
Kingdom a glossary of definitions was produced to ac-
company it {General Register Office, 1968). But true con-
sensus still eluded the field. The WHO classifications were
simply a listing of diagnostic categories; the actual behav-
jor or symptoms that were the bases for the diagnoses
were not specified. DSM-I1 and the British Glossary of
Mental Disorders provided some of this crucial information
but did not specify the same symptoms for a given disor-
der. Thus actual diagnostic practices still varied widely. In
1980 the American Psychiatric Association published an
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extensively revised diagnostic manual, DSM-IH. A some-
what revised version, DSM-III-R, appeared in 1987.

In 1988 the American Psychiaric Association ap-
pointed a task force, chaired by psychiaerist Allen
Frances, to begin work on DSM-IV. Working groups,
which included many psychologists, were established to
review sections of DSM-III-R, prepare literature reviews,
analyze previously collected data, and collect new data
if needed. An important change in the process for this
edition of the DSM was the adoption of a conservative
approach to making changes in the diagnostic criteria—
the reasons for changes in diagnoses would be explic-
itly stated and clearly supported by data. In previous
versions of the DSM the reasons for diagnostic changes
had not always been explicit.

DSM-IV was published in 1994, In June 2000, a “text
revision” was published. No changes were made in the
categories and criteria. What was changed were some dis-
cussions bearing on such issues as prevalence rates,
course, and etiology, based on recently published re-
search. As in our previous editions, our examination of
these factors is based on our own analysis of the literature
and not on the DSM. In this chapter we present the major
DSM-1V-TR categories in brief summary. We then evaluate
classification in general and the DSM in particular.

¢ THE DIAGNOSTIC SYSTEM OF
THE AMERICAN PSYCHIATRIC
ASSOCIATION (DSM-IV-TR)

Several major innovations distinguish the third edition
and subsequent versions of the DSM. Perhaps the most
sweeping change is the use of multiaxial classifica-
tion, whereby each individual is rated on five separate
dimensions, or axes {Table 3.1). In this section we
briefly discuss these five axes and then describe the
major diagnostic categories.

FEIVE DIMENSICNS OF CLASSIFICATION
The five axes of DSM-IV-TR are:

Axis I. All diagnostic categories except personality
disorders and mental retardation.

Axis II. Personality disorders and mental
retardation.

Axis 1II. General medical conditions.
Axis 1V, Psychosocial and environmental problems.
Axis V. Current level of functioning.

The multiaxial system, by requiring judgments on each
of the five axes, forces the diagnestician to consider a
broad range of information.

Axis 1 includes all diagnostic categories except the
personality disorders and mental retardation, which
make up Axis II. Thus Axes I and II comprise the clas-

sification of abnormal behavior. A detiled presentation
of Axes I and II appears inside the front cover of the
book. Axes I and 11 are separated to ensure that the
presence of long-tersn disturbances is not overlooked.
Most people consult a mental health professional for an
Axis I condition, such as depression or an anxiery dis-
order. But prior to the onset of their Axis I condition,
they may have had an Axis IT condition, such as depen-
dent personality disorder. The separation of Axes I and
II is meant to encourage clinicians to be attentive to this
possibility. The presence of an Axis 11 disorder along
with an Axis I disorder generally means that the person’s
problems will be more difficult to treat.

Although the remaining three axes are not needed to
make the acal diagnosis, their inclusion in the DSM in-
dicates that factors other than a person’s symptoms
should be considered in an assessment so that the per-
son's overall life situation can be better understoad. On
Axis TII the clinician indicates any general medical condi-
tions believed to be relevant to the mental disorder in
question. For example, the existence of a heari condition
in a person who was also diagnosed with depression
would have important implications for trearment; some
antidepressant drugs could worsen the heart condition.
Axis IV codes psychosocial and environmental problems
that the person has been experiencing and that may be
coniributing to the disorder. These include occupational
problems, economic problems, inierpersonal difficulties
with family members, and a variety of problems in ather
life areas, which may influence psychological functioning.
Finally, on Axis V, the clinician indicates the person’s cur-
rent level of adaptive functioning. Life areas considered
are social relationships, occupational functioning, and use
of leisure time. Ratings of current functioning are sup-
posed to give information abour the need for treatment.

DIAGNOSTIC CATEGORIES

In this section we provide a briel description of the
major diagnostic categories of Axes I and II. Before pre-
senting the diagnoses we should note that the extensive
descriptions of the diagnoses in subsequent chapters
will focus on instances when the cause of the disorder
is not compleiely known. For many of these diagnoses,
the DSM also includes a provision for indicating that the
disorder is due to a medical condition or substance
abuse. For example, depression resulting from an en-
docrine gland dysfunction would be diagnosed in the
depression section of the DSM but listed as caused by a
medical problem. Clinicians must therefore be sensitive
not only to the symptoms of their patients, but also to
the possible medical causes of their patients' conditions.

Finally, it should be noted that beginning with DSM-
IiI there has been a dramatic expansion of the number of
diagnostic categories. Eating disorders, some anxiety dis-
orders (for example, postiraumatic stress disorder), sev-
eral personality disorders (for example, schizotypal
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personality disorder), and many of the disorders of child-
hood were all added in DSM-III or subsequent editions.

pisorders Usually First Diagnosed in Infancy,
Childhood, or Adolescence Within this broad-ranging
category are the intellectual, emotional, and physical dis-
orders that usually begin in infancy, childhood, or ado-
lescence.

e The child with separation anxiety disorder has exces-
sive anxiety about being away from home or parents.

s Children with conduct disorder repeatedly violate so-
cial norms and rules.

e Individuals with aftention-deficit/hyperactivity disar-
der have difficulty sustaining attention and are unable
to control their activity when the situation calls for it.

« Individuals with mental retardation (listed on Axis 1D
show subnormal intellectual functioning and deficits in
adaptive functioning.

« The pervasive developmental disorders include autistic
disorder, a severe condition in which the individual
has problems in acquiring communication skills and
deficits in relating to other people.

» Learning disorders refer to delays in the acquisition of
speech, reading, arithmetic, and writing skills.

These disorders are discussed in Chapter 15.

Substance-Related Disorders A substance-related dis-
order is diagnosed when the ingestion of some sub-
stance—alcohol, opiates, cocaine, amphetamines, and
so on—has changed behavior enough to impair social or
occupational functioning. The individual may become
unable to conirol or discontinue ingestion of the sub-
stance and may develop withdrawal symptoms if he or
she stops using it. These substances may also cause or
contribute to the development of other Axis I disorders,
such as those of mood or anxiety. These disorders are
examined in Chapter 12,

Schizophrenia For individuals with schizopbrenia
contact with reality is faulty. Their language and com-
munication are disordered, and they may shift from one
subject to another in ways that make them difficult to
understand. They commonly experience delusions, such
as believing that thoughts that are not their own have
been placed in their heads. In addition, they are some-
times plagued by hallucinations, in particular, hearing
voices that come from outside themselves. Their emo-
tions are blunted, flattened, or inappropriate, and their
social relationships and ability to work have markedly
deteriorated. This serious mental disorder is discussed in
Chapter 11,

Mood Disorders As the name implies, these diagnoses

are applied to people whose moods are extremely high
or low, ‘

« In major depressive disorder the person is deeply sad
and discouraged and is also likely to lose weight and
energy and to have suicidal thoughts and feelings of
self-reproach.

» The person with mania may be described as exceed-
ingly euphoric, irritable, more active than usual, dis-
tractible, and possessed of unrealistically high
self-esteem.

« Bipolar disorder is diagnosed if the person experiences
episodes of mania or of both mania and depression.

The mood disorders are surveyed in Chapter 10.

Anxiety Disorders Anxiety disorders have some form
of irrational or overblown fear as the central distur-
bance.

« Indivicluals with a phobia fear an object or situation so
intensely that they must avoid it, even though they
know that their fear is unwarranted and unreasonable
and disrupis their lives.

« In panic disorder the person is subject o sudden but
brief attacks of intense apprehension, so upsetting that
he or she is likely to remble and shake, feel dizzy, and
have trouble breathing, Panic disorder may be accom-
panied by agoraphobia, when the person is also fear-
ful of leaving familiar surroundings.

Alcohaol is the most frequently abused substance.’
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Talble 3.1 DSM-IV-TR Multiaxial Classification System

" Axis | Axis Il Axis ML
Disorders Usually First Diagnosed in lnfancy, © 7 ‘Mental Re’tardation R " General Medical CO_nd.i_ti‘dl’.l'S =
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Anxrety Disorders =

Somatoform Drsorders P

Factrtlous Dlsorders -

: Dlssor:]atlve Drsorders R
Sexual and’ Gender. Identlty Drsorders R
Eating D:sorders ._3 L I
:S]ee,:) Disorders . _ D
Impulse Control, Dlsorders Not Efsewhere Classrfred
Ad;ustment Dlsorders L s

Psychosoc:al and Envrronmenta! Problems i

' Check : : - :

Problems Wlth prrmary support group. SpEley
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Problems with - access fo health care servrces Spec:fy

.Problems re[ated to rnteractmn wsth the legal system/crame Specrfy
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80 o symptoms are present, they are transrent and expectab]e reactlon to psychosoclal stressors (e g dlffrculty
| . “concentrating after family argument); no more than slight rmparrment :n socral occupatlona[ or: school
71 __functlomng @g. temporanly falling ¢ behmd in school work). 7" . S BTG IS NP :
70 . Some mild symptoms {e.g.,-depressed mood and mild lnsomnla) OR some dlffrculty in socml occupatlonal or”

] school funct:onmg (e.g.,occasional truancy, or. theft wrthln the household) but genera!ly functlonlng pretty we[l'
Bl _has some. meamngful rmerpersonal relatronshlps : : R




The Diagnostic System of the American Psychiatric Association (DSM-IV)

Table 3.1 (continued)

60 '.Moderate symptoms {e.g.; flat affect and mrcumstant:a[ speech, occasional panlc attacks) OR moderate dlfflculty
| - in 50c1al occupat:onal or schoo[ functlomng (e g., no friends, unable o keep a joh). : :
50 Serious symptoms leg, smmdal |deatton, severe obsessmnal rituals, frequent shop!n‘img} OR any SEFIDUS
| -+ impairment in soc:lal occupailonal or schoo[ functlonmg le. g ‘O fnends, unable to iceep a ]ob)
40 -:Some |mpa|rment in rea[lty testmg or commumcat]on (e g., speech is at times :lloglcai obscure, or irrelevant) OR
~‘major impairment in several areas, such as work or schoal, family relations, judgment, thinking, or mood (e.g.,
- ‘depressed man avoids fnends, neglects famliy, and is unable to work .child frequent!y beats. up younger chlldren
31 s defiant at’ home, and is falhng at school). : : :
300 Behavior i is consnderab]y influenced by delUSmns or hailucmations OR serious tmpalrment in commun:catlon or -
P ;]udgment (e.g., sometimes incoherent; acts grossly inappropriately, suicidal preoccupatlon) OR lnabihty to.
21 function in almost a[l ‘areas (e g stays in bed all day; no job, home, or friends). _ : _
20 . Some danger of hurtmg self or others {e.g., suicide attempts ‘without clear expectatlon of death frequently
| -~ violent, manic excitement) OR occasionally fails to maintain minimal personal hyglene (e. g smears feces) OR
11 - gross impairment in communication (e.g., largely mcoherent or mute). ' :
10 - Persistent danger of severe[y hurtmg self or others (e.g., recurrent wolence) OR persistent |nab|I|ty to rnaintam
| -mlmma[ personal hyglene OR serious smcnda] act with clear expectatlon of death ' S
0 _-_'lnédequate inform'atio’n.

Note: Reprinted with permission from the DSM-IV-TR, 2000, American Psychiatric Association.

« In people diagnosed with generalized anxiety disor- dominates a person’s consciousness, A compulsion is an
der, fear and apprehension are pervasive, persistent, urge 1o perform a stereotyped act with the usually im-
and uncontrollable. They woiry constantly, feel gener- possible purpose of warding off an impending feared
ally on edge, and are easily tired. situation. Attempts to resist a compulsion create so much

« A person with obsessive-compulsive disorder is subject to tension that the individual usually yields to it.

persistent obsessions or compulsions. An obsession is a « Experiencing anxiety and emotional numbness in the
recurrent thought, idea, or image that uncontrollably aftermath of a very traumatic event is called postirau-

Agoraphobia, a fear of leaving familiar surroundings, is one of the Constant checking, for example, to see if doors are locked, is a
anxiety disorders and is often associated with panic attacks. common compulsion in obsessive-compulsive disorder.
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matic stress disorder. Individuals have painful, intro-
sive recollections by day and bad dreams at night.
They find it difficult to concentrate and feel detached
from others and from ongoing affairs,

» Acuite stress disorder is similar to posttraumatic stress
disorder, but the symptoms do not last as long.

The anxiety disorders are reviewed in Chapter 6.

Somatoform Disorders The physical symptoms of so-
matoform disorders have no known physiological cause
but seem to serve a psychological purpose.

» Persons with somatization disorder have a long his-
tory of multiple physical complaints for which they
have 1aken medicine or consulted doctors.

* In conversion disorder the person reporis the loss of
.motor or sensory function, such as a paralysis, an
anesthesia (loss of sensation), or blindness.

» Individuals with pain disorder suffer from severe and
prolonged pain.

s Hypochondriasis is the misinterpretation of minor
physical sensations as serious illness.

» People with body dysmorpbic disorder are preoccu-
pied with an imagined defect in their appearance.

These disorders are covered in Chapter 7.

Dissociative Disorders Psychological dissociation is a
sudden alteration in consciousness that affects memory
and identity.

» Persons with dissociative amnesia may forget their en-
tire past or lose memory for a particular time period.
» With dissociative fugue the individual suddenly and
unexpectedly travels to a new locale, starts a new life,

and is amnesic for his or her previous identity.

» The person with dissociative identity disorder {(for-
merly called multiple personality disorder) possesses
two or more distinct personalities, each complex and
dominant one at a time.

» Depersonalization disorder is a severe and disruptive
feeling of self-estrangement or unreality.

These rare disorders are examined in Chapter 7.

Sexual and Gender Identity Disorders The sexual
disorders section of the DSM lists three principal subcat-
egories.

= In paraphilias the sources of sexual gratification—as
in exhibitionism, voyeurism, sadism, and masochism—
are unconventional.

» Persons with sexual dysfunctions are unable to com-
plete the usual sexual response cycle. Inability to
maintain an erection, premature ejaculation, and inhi-
bition of orgasms are examples of their problems.

*» Peaple with gender identity disorder feel exireme dis-

comfort with their anatomical sex and identify them-
selves as members of the opposite sex.

These disorders are studied in Chapter 14.

Sleep Disorders Two major subcategories of sleep dis-
orders are distinguished in DSM-IV-TR,

» In the dyssomnias, sleep is disturbed in amount (e.g.,
the person is not able to maintain sleep or sleeps too
much), quality (the person does not feel rested after
sleep), or timing (e.g., the person experiences inabil-
ity to sleep during conventional sleep times).

e In the parasomnias, an unusual event occurs during
sleep (e.g., nightmares, sleepwalking). These disorders
are discussed in Chapter 16.

Eating Disorders Eating disorders fall into two major
categories.

e In anorexia nervosd the person avoids eating and be-
comes emaciated, usually because of an intense fear of
becoming fat.

s In bulimia nervosa there are frequent episcdes of
binge eating coupled with compensatory activities such
as self-induced vomiting and heavy use of laxatives.

These disorders are discussed in Chapter 9.

Factitious Disorder A diagnosis of factitious disorder
is applied 10 pecple who intentionally produce or com-
plain of physical or psychological symptoms, apparently
because of a psychological need to assume the role of a
sick person. This disorder is discussed in Chapter 7.

Adjustment Disorders An adjustiment disorder in-
volves the development of emotional or behavioral
symptoms following the occurrence of a major life stres-
sor, However, the symptoms that ensue do not meet di-
agnostic criteria for any other Axis I diagnosis.

Impulse Control Disorder Impulse control disorders
include a number of conditions in which the person’s
behavior is inappropriate and seemingly out of control.

» In intermittent explosive disorder the person has
episodes of violent behavior that result in destruction
of property or injury to another person.

» In kleptomania the person steals repeatedly, but not
for the monetary value of the object or for the use of
the object.

= In pyromamnia the person purposefully sets fires and
derives pleasure from doing so.

» In pathological gambling the person is preoccupied
with gambling, is unable to stop, and gambles as a
way to escape from problems.

» Trichotillomania is diagnosed when the person can-
not resist the urge to pluck out his or her hair, often
resulting in significant hair loss.

-
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Impulse controt disorders include a number of conditions in
which the person's behavior is out of control. Pathological gam-
bling is an exampile.

Personality Disorders Personality disorders are de-
fined as enduring, inflexible, and maladaptive patterns
of behavior and inner experience. They are listed on
Axis 1I of the DSM.

« In schizoid personality disorder the person is aloof, has
few friends, and is indifferent to praise and criticism.

« The individual with a rarcissistic personality disorder
has an overblown sense of self-importance, fantasizes
about great successes, requires constant attention, and
is Jikely to exploit others.

* Antisocial personality disorder surfaces as conduct dis-
order before the person reaches age fifteen and is
manifested in trudncy, running away from home,
delinquency, and general belligerence. In adulthood
the person is indifferent about holding a job, being a
responsible partner or pareni, planning for the future
o even for tomorrow, and staying on the right side of
the law. People with antisocial personality disorder—
also called psychopathy—do not feel guilt or shame
for transgressing social mores.

Chapter 13 covers the personality disorderss.

Other Conditions That May Be a Focus of Clinical
Attention This all-encompassing category COIMPrises
conditions that are not regarded as mensal disorders per
se but still may be a focus of atention or treatment. This
category seems to exist 5o that anyone entering the men-
tal health system can be categorized, even in the ab-
sence of a formally designated mental disorder.

If an individual’s medical illness appears to be caused
in part or exacerbated by a psychological condition, ithe
diagnosis is psychological factors affecting physical con-
dition, Referred to previously as a psychophysiological or

psychosomatic disorder, this condition is reviewed in de-
tail in Chapter 8. Among the other diagnoses in this cate-
gory are the following:

« Academic problem (e.g., underachievement)

« Antisocial behavior (e.g., in professional thieves)

» Malingering (faking physical or psychological symp-
toms to achieve a goal, such as avoiding work)

e Relational problem (e.g., poor relationship with sibling
or spouse)

« Occupational problem (e.g., dissatisfaction with work)

« Physical or sexual abuse

» Bereavement

« Noncompliance with treatment (e.g., refusing medica-
tion)

« Religious or spiritual problem (e.g., questioning one’s
faith) :

« Phase-of-life problem (difficulties created by a life
iransition, such as beginning school)

In this context it is interesting to recall our discussion of
the difficulties of defining mental disorder {p. 3). Should
these life difficulties really be included in a listing of men-
wal disorders? Are mental health professionals qualified, for
example, to “treat” religious doub#? Many of these condi-
tions will not be covered in this book, although malinger-
ing is discussed in Chapter 7, therapy for marital problems
in Chapters 10 and 17, and physical and sexuat abuse in
Chapters 7 and 14.

Delirium, Dementia, Amnestic, and Other Cognitive
Disorders This category covers disorders in which cog-
nition is seriously disturbed.

o Deliriun is 4 clouding of consciousness, wandering at-
tention, and an incoherent stream of thought. It may
be caused by several medical conditions such as mal-
nutrition as well as by substance abuse.

o Dementia, a deterioration of mental capacities, espe-
cially memory, is associated with Alzheimer's disease,
stroke, and several other medical conditions as well as
with substance abuse.

o Ammnestic syndrome is an impairment in memory when
there is no delirium or dementia.

Delirium and dementia are discussed in detail in Chapter
16 because they are often associated with aging.
Amnesiic syndrome is considered in Chapter 12 because
it is often linked to alcohol abuse.

Now that we have briefly described the DSM's diag-
nostic categories and its axes, we returm to the case of
Ernest H. with which the book began. Table 3.2 shows
how Ernest’s diagnosis would look. On Axis I, Ernest is
diagnosed with alcohol dependence, which has also cre-
ated a problem with sexual arousal. His current prob-
tems with his marriage are noted, as is his prior history
of hipolar disorder. In addition, Ernest is diagnosed on
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The frequency of Alzheimer's disease, which severely impairs
cognitive functioning, increases with advanced age.

Axis T as having avoidant personality disorder. His feel-
ings of inferiority, his self-consciousness when around
others, and his avoidance of activities because of fear of
criticism are the basis of this diagnosis. He has no gen-
eral medical condition relevant to his problems, so he
has no diagnosis on Axis HI. His problems with his mar-
riage are noted on Axis IV, and his current level of func-
tioning is rated at 55 on the GAF (indicating a moderate
level of impairment). Though alcohol may be Ernest's
most immediate problem, the multiaxial diagnosis gives
clinicians a fairly full picture of the complex of problems
that will need to be addressed in treatment. Focus on
Discovery 3.1 describes some diagnoses and axes that

nabiez 3.2 DSM—IV—TR Mulnaxml Diagnosis of Ernest H.

Tt

Axis | . -Alcohol Dependence
7 Aleohol-Induced Sexual Problem, w:th
- Impaired Arousal :
~ Bipolar | Disorder, Most Recent Eplsode
.. Manic, in Full Remission’,
'.'% .- Partner Relational Problem
Axis |l “Avoidant Persona[lty DISDTdEI’
: 'Axis I MNone.
L Axis IV Problem with anary Support Group
Axis V _'GAF 55

are not regarded as well-enough established to be in-
cluded in DSM-IV, but are in need of further study.

& ISSUES IN THE CLASSIFICATION
OF ABNORMAL BEHAVIOR

Our review of the major diagnostic categories of abnor-
mal behavior was brief because the diagnoses will be
examined in more detail throughout this text. On the
basis of this overview, however, we will examine here
the usefulness of the current diagnostic system, Among
those who are critical of the DSM, one group asserts that
classification per se is irrelevant to the field of abnormal
behavior, and a second group finds specific deficiencies
in the manner in which diagnoses are made in the DSM.

GEMNERAL CRITICISMS OF CLASSIFICATION

Some critics of diagnosis argue that to classify someone
as depressed or anxious results in a loss of information
about that person, thereby reducing some of the unique-
ness of the individual being studied. In evaluating this
claim, recall our earlier discussions of paradigms and
their effect on how we glean information about our
world. It appears to be in the nature of humankind to
categorize whenever we perceive and think about any-
thing. Those who argue against classification per se
therefore overlook the inevitability of classification and
categorization in human thought.

Consider the simple example of casting dice. Any of
the numbers one through six may come up on a given
toss of a single die. Let us suppose, however, that we
classify each outcome as odd or even. Whenever a one,
three, or five comes up on a roll, we call out “odd,” and
whenever a two, four, or six appears, we say “even.” A
person listening to our calls will not know whether the
cali “odd” refers o a one, three, or five or whether
“aven” refers to a two, four, or six. In classification, some
information must inevitably be lost.

What matters is whether the information lost is rel-
evant, which in turn depends on the purposes of the
classification system. Any classification is designed to
group together objects sharing a common property and
to ignore differences in the objects that are not relevant
to the purposes at hand. If our intention is merely to
count odd and even rolls, it is irrelevant whether a die
comes up one, three, or five, or two, four, or six. In
judging abnormal behavior, however, we cannot so €as-
ily decide what is wheat and what is chaff, for the rele-
vant and irrelevant dimensions of abnormal behavior are
uncertain. Thus when we do classify, we may be group-
ing people together on rather trivial bases while ignor-
ing their extremely important differences.

Classification may also have negative effects on a
person. Consider how your life might be changed after
being diagnosed as having schizophrenia. You might be-
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come guarded and suspicious lest someone recognize
your disorder. Or you might be chronically on edge,
fearing the onset of another episode. The fact that you
are a “former mental patient” could have a stigmatizing
effect. Friends and loved ones might treat you differ-
ently, and employment might be difficult to obtain,

There is little doubt that diagnosis can have such neg-
ative consequences. It is clear from the existing research
that the general public holds a very negative view of men-
tal patients and that patients and their families believe that
such stigmatizing effects are common (Rabkin, 1974; Wahl
& Harrman, 1989). We must recognize and be on guard
against the possible social stigma of a diagnosis.

THE VALUE OF CLASSIFICATION AND
DIAGNOSIHS

Assuming that various types of abnormal behavior do dif-
fer from one another, classifying them is essential, for
these differences may constitute keys 1o the causes and
treatments of various deviant behaviors. For example,
mental retardation is sometimes caused by phenylle-
ionuria. A deficiency in the metabolism of the protein
phenylalanine results in the release of incomplete
metabolites that injure the brain (see p. 440). A diet dras-
tically reduced in phenylalanine prevents some of this in-
jury. As Mendels (1970) noted, however, “had we taken
100, or even 1,000, people with mental deficiency and
placed them all on the phenylalanine-free diet, the re-
sponse would have been insignificant and the diet would
have been discarded as a treatment. It was first necessary
to recognize a subtype of mental deficiency {retardation],
phenylketonuria, and then subject the value of a pheny-
lalanine-free diet to investigation in this specific popula-
tion, for whom it has been shown to have value in
preventing the development of mental deficiency” (p. 35).

Forming categories may thus further knowledge, for
once a category is formed, additional information may
be ascertained about it. Even though the category is only
an asserted, and not a proved, entity, it may stll be
heuristically! useful in that it facilitates the acquisition of
new information. Only after a diagnostic category has
been formed can people who fit its definition be stud-
ied in the hope of uncovering factors responsible for the
development of their problems and of devising treat-
ments that may help them. For example, only a few
decades ago, bipolar disorder (episodes of both mania
and depression) was not typically distinguished from de-
pression. If this distinction had not subsequently been

e ————

' Heuristic is a central word and concept in science, It comes
from the Greek heuriskein, “to discover] or "to find,” and is de-
fined in Webster's as serving to guide, discaver, or reveal, and
more specifically as valuable for stimulating or conducting em-
thcal tesearch. The frequent use of this word and its deriva-
lives underlines the importance scientists place on ideas in
Benerating new knowledge.

made, it is unlikely that lithium would have been recog-
nized as an effective treatment, as it is ioday,

SPECIFIC CRITICISMS OF DIAGNGSIS

In addition to the general criticisms just described, more
specific criticisms are commonly made of psychiatric
classification. The principal ones concern whether dis-
crete diagnostic categories are justifiable and whether
the diagnostic categories are reliable and valid. These
criticisms were frequently leveled at DSM-1 and DSM-II.
At the close of this section we will see how subsequent
editions of the DSM have come to grips with them.

Discrete Entity versus Continuum The DSM repre-
sents a categorical classification, a yes—no approach
to classification. Does the patient have schizophrenia or
not? It may be argued that this type of classification, be-
cause it postulates discrete diagnostic entities, does not
allow continuity between normal and abnormal behav-
ior to be taken into consideration. Those who advance
the continuity argument hold that abnormal and normal
behavior differ only in intensity or degree, not in kind;
therefore, discrete diagnostic categories foster a false im-
pression of discontinuity.

In contrast, in dimensional classification the enti-
ties or objects being classified must be ranked on a quan-
titative dimension (e.g,, 2 1-10-10 scale of anxiety, where
1 represenus minimal and 10 extweme). Classification
would be accomplished by assessing patients on the rel-
evani dimensions and perhaps plotting the location of the
patient in a system of coordinates defined by his or her
score on each dimension. (See Figure 3.1 for an illustra-
tion of the difference between dimensional and categori-
cal classification.) A dimensional system can subsume a
categorical system by specifying a cutting point, or thresh-
old, on one of the quantitative dimensions. This capabil-
ity is a potential advantage of the dimensional approach.

Figure 3.1 Categorical versus dimensional classification.
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Issues in the Classification of Abnormal Behavior

Clearly, a dimensional system can be applied to
most of the symptoms that constitute the diagnoses of
the DSM. Anxiety, depression, and the many personality
traits that are included in the personality disorders are
found in different people to varying degrees and thus do
not seem to fit well with the DSM categorical model.

The choice between a categorical and a dimensional
systemn of classification, however, is not as simple as it
might seem initiatly. Consider hypertension (high blood
pressure), a topic discussed at length in Chapter 8.
Blood-pressure measurements form a contimsum, which
clearly fits a dimensional approach; yet it has proved
useful to categorize certain people as having high blood
pressure in order to research its causes and possible
treatments. A similar situation could exist for the DSM
categories. Even though anxiety clearly exists in differ-
ing degrees in different people and thus is a dimensional
variable, it could prove useful to create a diagnostic cat-
egory far those people whose anxiety is extrerne. There
is a certain inevitable arbitrariness to such a categoriza-
tion (where exactly should the cutoff be?), but it could
be fruitful nonetheless.

It is also possible that a variable that on the surface
appears dimensional actually represents an underlying cat-
egorical, or off-on, process. This is a complex argument,
but some of its flavor can be appreciated by considering a
hypothetical single-gene cause for hyperiension. Blood
pressure might result from a complex interplay between
the gene {(off or on) and a variety of environmental influ-
ences—diet, weight, smoking, stress, and so on. Observed
blood pressure is a dimensional variable, but hypertension
might result principally from the operation of the single
off-on gene, which is a categorical variable. Given that we
can observe only the surface variable, how can we tell
whether there might be an underlying categorical process?
Although well beyond the scope of this book, complex
mathematical procedures have been developed to test
such questions (e.g., Meehl, 1986), and they have been
used to test whether a dimensional or categorical ap-
proach is most applicable to several diagnoses (Tykra et
al, 1995), We will return to this issue in our discussion of
Personality disorders in Chapter 13.

palfrnent in reahl:y testing; for example main-
Lh 4_;resu}r‘5 of r_hree b10951es showmg 4 Cancerous

1 £ the defense mec:hamsms axis has recently
_checL After {raining, two clinicians rated a series of pa-
‘ tely, re!xabshty was not very: good (Perry et al.,

RELIABILITY: THE CORNERSTONE OF A
DIAGNOSTIC SYSTEM

The extent to which a classification system, or a test or
measurement of any kind, produces the same scientific
observation each time it is applied is the measure of its re-
liability. An example of an unreliable measure would be
a fexible, elasticlike ruler whose length changed every
fime it was used. This flawed ruler would yield different
values for the height of the same objject every time the ob-
ject was measured. In contrast, a reliable measure, such as
a standard wooden ruler, produces consistent results.
Interrater reliability refers to the extent to which
rwo judges agree about an event. For example, suppose
you wanted to know whether a child suspected of hav-
ing attention deficit/hyperactivity disorder did indeed
have difficulty paying atiention and staying seated in the
classroom. You could decide to observe the child during
a day at school. To determine whether the observational
data were reliable you would want to have at least two
people watch the child and make independent judg-
ments about the level of attention and activity. The ex-
tent to which the raters agreed would be an index of
interrater reliability (see Figure 3.2 for an illustration}.
Reliability is a primary criterion for judging any clas-
sification system. For a classification system to be useful,

Hellable

. Not
Reliable

Figure 5.2 Interrater reliability.
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Figare 3.3 Construct validity. Some lawful relation-
ships of the construct of schizophrenia.

those applying it must be able to agree on what is and
what is not an instance of a particular category.? A per-
son diagnosed as having an anxiety disorder by one
clinician should be given the same diagnosis by another
clinician as well. After all, if someone is not diagnosed
correctly, he or she may not receive the best reatment
available. Prior to DSM-III, reliability was not accepiable,
mainly because the criteria for making a diagnosis were
not presented clearly and methods of assessing a pa-
tient's symptoms were not standardized (Ward et al.,
1962). As we will soon see, reliability for most current
diagnostic categories is good.

HOW VALID ARE DIAGNOSTIC
CATEGORIES?

Validity is a complex topic. There are several types of va-
lidity, which we will describe in Chapter 4. Here we dis-
cuss the type of validity that is most important for
diagnosis—comstruct validity. The diagnoses of DSM
are referred to as constructs because they are inferred, not
proven, entities. A diagnosis of schizophrenia, for in-
stance, does not have the same status as a diagnosis of di-
abetes. In the case of diabetes, we know the symptoms,
the biological malfunction that produces them, and some
of the causes. For schizophrenia, we have a proposed set
of symptoms, but only very tentative information regard-
ing mechanisms that may produce the symptoms,

2 These two components of reliability—agreeing on who is a
member of a class and who is not—are termed sensétivity and
specificity. Sensitivity refers to agreement regarding the pres-
ence of a4 specific diagnosis; specificity refers to agreement con-
cerning the absence of a diagnosis.

Construct validity is determined by evaluating the
extent to which accurate statements and predictions can
be made about a category once it has been formed. In
other words, to what extent does the construct enter into
a network of lawful relationships? Some of these rela-
tionships may be about possible causes of the disorder,
for example, a genetic predisposition or a biochemical
imbalance. Others could be about characteristics of the
disorder that are not symptoms but occur frequently, for
example, poor social skills in people with schizophre-
nia. Other relationships could refer to predictions about
the course of the disorder or the probable response to
particular treatments. The greater the number and
strength of relationships into which a diagnosis enters,
the greater the construct validity (see Figure 3.3).

We have organized this book around the major DSM
diagnostic categories because we believe that they in-
deed possess some construct validity. Certain categories
have greater validity than others, however, and we will
discuss these differences in the chapters on each of the
major diagnostic categories.

-

THE DSM AND CRITICISMS OF DIAGNOSIS

As we have mentioned, the diagnoses in DSM-IT were not
very reliable, Beginning with DSM-II and DSM-III-R an ef-
fort was made to create more reliable and valid diagnostic
categories. Major improvements include the following:

€p The characteristics and symptoms of each diagnos-
tic category in Axes I and II are now described
much more extensively than they were in DSM-IL
For each disorder there is a description of essential
features, then of associated features, such as labora-
tory findings (e.g., enlarged ventricles in schizophre-
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The core symptoms of depression appear to be similar cross-cul-
turally. However, guilt is less frequent in Japan than in Western
culsures.

nia), and results from physical exams (e.g., elec-
trolyte imbalances in people who have eating disor-
ders). Next are statements drawn from the research
literature about age of onset, course, prevalence and
sex ratio, familial pattern, and differential diagnosis
(i.e., how to distinguish one diagnosis from another
that is symptomatically similar to it).

Much more attention is now paid to how the symp-
toms of a given disorder may differ depending on the
culture in which it appears, For example, it is known
that the core symptoms of both schizophrenia {e.g.,
delusions and hallucinations) and depression (e.g.,
depressed mood and loss of interest or pleasure in
activities) are similar cross-culrurally (Draguns, 1989).
However, guilt is a frequent symptom of depression
in Western society but an infrequent symptom in
Japan and Iran. Similarly, depression in Latinos is
more likely to involve somatic complaints, such as
headaches or “nerves.” (Focus on Discovery 3.2 de-
scribes further efforts by the DSM to be more sensi-
tive to the effects of culture.)

Specific diagnostic criteric—the symptoms and other
facts that must be present to jusiify the diagnosis——
are spelled out more precisely, and the clinical
symptoms that constitute a diagnosis are defined in
a glossary. Table 3.3 compares the descriptions of a

Table 3.3 Description of Manic Disorder in DSM-II versus
DSM-EV

DSM—H (1968 p 36)

Man|c~depresswe illness, manic Lype Thls dlsorder
consists exclusively of manic episodes. These episodes
are characterized hy excessive elation, irritability, '
ta]katweness, flight of: !deas, and accelerated speech and
motor-activity. Brief periods of depression sometimes
oceur;but they are never true ciepresssve epl_so_de_s

DSM 114 (1994 p 332)

: Diagnustlc Crlterla fur a Mamc Eptsode _
A. A distinct penod of abnormally and persnstent!y
elevated, expansive, or irritable mood, lasting at least 1
week (or any duration if hospitalization is necessary)
B. During the penod ‘of mood disturbance, three (or :
more} of the following symptoms have persisted (four if . .
the mood is only |rr|table) and have been present to a
5|gn1f|cant degree: S : :

(1) inflated seli-esteem or grandtosny

2) decreased need for sleep (e. g., feels rested after

" only three hours of sleep) -/ ‘

(3) more talkative than usual or pressure to I(eep

‘tafking : S
_ (4) flight of ideas or SUbJECtIVE experience that
- thoughts are racing

(5) dlstractlb[hty {i.e., attention too ea51[y drawn to
“unimpartant or [rrelevant external stimuli)

(6) increasein goal dlrecteci activity (either socially,
~at work or schdol, or sexua]ly} or psychomotor
agltat:cm ' : .

-(7) excessive mvo]vement in pleasurable actlv:tles
‘that have a high potential for. pamful
consequences (e.g., engaging in unrestrained .
buylng sprees, sexual :ndlscretlons or. fool:sh
- business. mvestments) '

C. The symptoms do not meet crltena for a Mlxed
Episode.. ; - :
1. The mood dlsturbance is sufﬁmently severe to cause
marked impairment in occupational functioning or in
usual social activities or relationships with others, or to
necessitate hospitalization to prevent harm to self or
others, or there are psychotic features.
E. The symptoms are nat due to the direct physiological
~ effects of a substance {e.g., a drug of abuse, a
medication, or other treatment) or a general medical
condition (e.g., hyperthyraidism).

Nete: DSM-TV-TR material reprinted with permission from the DSM-
IV-TR, 2000, American Psychiatric Association.

manic episode given in DSM-IT with the diagnostic
criteria given in DSM-IV-TR. The bases for making
diagnoses are decidedly more detailed and concrete
in DSM-IV-TR.
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The improved explicitness of the DSM criteria has re-
duced the descriptive inadequacies that were the major
source of diagnostic unreliability and thus has led to im-
proved reliability, Another factor in improved reliability
is the use of standardized, reliably scored interviews for
collecting the information needed for a diagnosis. (We
will describe such interviews in the next chapter.) Results
of an extensive evaluation of the reliability of DSM-HI-R
are shown in Table 3.4. The reliabilities vary but are quite
acceptable for most of the major categories. The rela-
tively low figures for anxiety disorders are higher in other
studies that used an assessment interview specifically tai-
lored for them (DiNardo et al., 1993). Although the data
are not afl in yet, the reliability of DSM-IV-TR diagnoses
look comparable to those shown in the mable.

Thus far we have described the DSM in positive
terms. The attainment of adequate diagnostic reliability

igh sc_hb_él énd university students
- pressures. ‘Symptoms include fa-

is a considerable achievement, but a number of prob-
lems remain.

@ The discrete entity versus continuum issue, dis-
cussed earlier, has not been satisfacforily resolved.

€ It is unclear whether the rules for making diagnos-
tic decisions are ideal. Examining Table 3.3, we see
that for patients to be diagnosed as suffering from
mania they musi have three symptoms from 4 list of
seven, or four if their mood is irritable. But why re-
quire three symploms rather than two or five (see
Finn, 1982)7 Just as there is a degree of arbitrariness
about the point at which a person is diagnosed as
having high blood pressure, so there is an element
of arbitrariness to the DSM's diagnostic rules.

& 'The reliability of Axes I and TT may not always be as
high in everyday usage, for diagnosticians may not
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fable 3.4 Reliability of Selected DSM Diagnoses

[yiagnosis

ipolar disorder 1 .
Major dép_re_ﬁyéion L
Schizophrenia *

A]Cb_h_ql_ abuse '. LR
Anorexia nervosa S
Bul_imia'ni_arvbsa-._:=_'.:'_-; o
Panic d_iéur_trl‘é;

Soctal phobia T

Source: Williams et al., 1992.

Note: The numbers here are a statistic called kappa, which measures
the proportion of agreement over and abave what would be
expected by chance. Generally, kappas over .70 are considered good.

adhere as precisely to the criteria as do those whose
work is being scrutinized in formal research studies.

@ Although the improved reliability of the DSM may
lead to more validity, there is no guarantee that it 04l
The diagnoses made according to the DSM criteria
may not reveal anything useful about the patients.

@ Subjective factors still play a role in evaluations
made according to DSM-IV-TR. Consider again the
criteria for manic syndrome in Table 3.3. What ex-
actly does it mean o sdy that the elevated mood
must be abnormally and persistently elevated? Of,
what level of involvement in pleasurable activities

with high potential for painful consequences is ex-
cessive? As another example, on Axis V the clinician
must judge the patent's level of current functioning.
The clinician determines what is adaptive for the pa-
tient and how the patient’s behavior compares with
that of an average person. Such a judgment seis the
stage for the insertion of cultural biases as well as
the clinician’s own personal ideas of what the aver-
age person should be doing at a given stage of life
and in particular circumstances (C. B. Taylot, 1983).
A male clinician might have a considerably different
take on a single, fifty-year-old female patient than
would a female therapist; for example, the female
therapist might view such a patient’s childlessness
more negatively than would the male therapist.

@ Norall the DSM classification changes seem positive.
Should a problem such as difficulty in learning arith-
metic or reading be considered a psychiatric disorder?
By expanding its coverage the DSM seems to have
made too many childhood problems into psychiatric
disorders, without good justification for doing so.

In sum, although the DSM is continually improving, it is
far from perfect. Throughout this book, as we present the
literature on various disorders, we will have further op-
portunities 0 describe both the strengths and the weak-
nesses of the DSM-IV-TR and to consider how it may deal
with some of the problems that still exist. What is most
heartening about the DSM is that its attempis 10 be €x-
plicit about the rules for diagnosis make it easier to detect
problems in the diagnostic system. We can expect more
changes and refinements over the next several years.

¢ SUMMARY ¢

Diagnosis is a critical aspect of the field of abnormal psychal-
ogy. Having an agreed-upon system of classification makes it
possible for clinicians 10 communicate effectively with one an-
other and facilitates the search for causes and treatments for
the various psychopathologies.

The recent editions of the Diagrostic and Statistical Manual
of Menial Disorders, published by the American Psychiatric
Association, reflect the continuing efforts by mental health pro-
fessionals to categorize the various psychopathologies. A novel
fearure of the DSM is its multiaxial organization; every time a di-
agnosis is made the clinician must describe the patient's condi-
tion according to each of five axes, or dimensions. Axes [ and T
make up the mental disorders per s&; Axis Il Hists any physical
disorders believed to bear on the mental disorder in question;
Axis 1V is used to indicate the psychosocial and enviroamental
problems that the person has been experiencing; and Axis V

rates the person's curfent tevel of adaptive functioning. A rnukti-
axial diagnosis is believed t©@ pravide a more multidimensional
and useful description of the patient's mental disorder.

Several general and specific issues must be considered
when evaluating the classification of abnormality. An important
one is whether the categorical approach of the DSM, as op-
posed {0 a dimensional classification syste, is best for the
field. Because recent versions of the DSM are far more concrete
and descriptive than was DSM-1I, diagnoses based on these ver-
5ions are more reliable, that is, independent diagnosticians are
now likely to agree on the diagnosis they make of a particular
case. Construct validity—how well the diagnasis relates 10 other
aspects of the disorder, such as prognosis and response o treal-
ment—however, remains mare of an open question. In chap-
ters dealing with specific disorders we will see that validity
varies with the diagnostic caiegory being considered.

& KEY TERMS ¢

Diagnostic and Statistical Manual
of Mental Disorders (DSM)

multiaxial classification
categorical classification

interrater reliability
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