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viewed as a spectrum disorder? What arguments—scien-
tific, political, and practical—lie behind DSM-5’s decision 
to include new diagnoses like binge eating disorder and 
temper dysregulation disorder? Has DSM-5 taken the 
descriptive approach too far, too literally grouping diag-
noses together based solely on appearance (such as pica 
and anorexia nervosa)? What does (and doesn’t) DSM-5 
say about the causes and treatment of mental disorders—
and why?

Our goal in writing the Thinking Critically About DSM-
5 features was, first, to teach students about the DSM-5, 
and, second, to help students think about DSM-5. We want 
students to understand the principles behind classification 
and diagnosis in general. We want them to grapple with 
the conceptual and empirical uncertainties concerning par-
ticular disorders. We also want students to recognize at 
least some of the practical and political agendas that influ-
ence what, in the context of our culture and times, we 
decide is or isn’t a mental disorder.

In fact, we have highlighted the theoretical issues 
behind various diagnoses in every edition of our text. We 
are proud to note that many contemporary controversies 
surrounding the DSM-5 have been highlighted in our text 
for a long time. To offer just one example: Should abnor-
mal behavior be classified along dimensions or into catego-
ries? This issue has been a key theme of Oltmanns and 
Emery, Abnormal Psychology, since the first edition. 
Questions like this are not just about the DSM-5. Debates 
about topics like dimensions versus categories are about 
critical thinking in general. Consider this question: Where 
does an instructor set cutoffs, turning the dimension of test 
score averages into the category of letter grades? Now, 
that’s a debate about dimensions and categories that a stu-
dent can understand!

Critical Thinking
Abnormal Psychology teaches students vital and lasting les-
sons about critical thinking. We believe that critical think-
ing is essential for science, for helping people in need, and 
for the intellectual and personal development of our stu-
dents. Today’s students are overwhelmed with information 
from all kinds of media. Critical thinking is indispensable, 
so students can distinguish between information that is 
good, bad, or ugly (to borrow a phrase from our favorite 
Western movie). We want students to think critically about 
abnormal psychology—and everything else.

We encourage the readers of Abnormal Psychology to 
be inquiring skeptics. Students need to be skeptical in 

Emotional suffering touches all of our lives at some point 
in time. Psychological problems affect many of us directly 
and all of us indirectly—through our loved ones, friends, 
and the strangers whose troubled behavior we cannot 
ignore. Abnormal psychology is not about “them.” Abnor-
mal psychology is about all of us.

Scientific thinking and inquiry are essential to a better 
understanding of abnormal psychology, a field full of 
pressing and often unanswered questions. In this nineth 
edition of our text, once again, we bring both the science 
and the personal aspects of abnormal psychology to life. 
We answer pressing intellectual and human questions as 
accurately, sensitively, and completely as possible, given 
the pace of new discoveries. Throughout this course, we 
offer an engaging yet rigorous treatment of abnormal psy-
chology, highlighting both the latest research and theory 
and the urgent needs of the people behind the disorders.

Content Highlights
This edition has many new and exciting material for stu-
dents and teachers!

DSM 5 is integrated everywhere in 
this edition
The new version of the Diagnostic and Statistical Manual 
includes many changes. A great many of the revisions 
incorporated into DSM-5 are a step forward. Others, well, 
not so much. . . .

We eagerly awaited the final publication of the DSM-5, 
as did other mental health professionals and textbook 
authors. We were curious to see what much-discussed and 
debated changes made it into the final DSM-5, and what 
diagnoses and diagnostic criteria remained the same. 
Naturally, we wanted Abnormal Psychology to focus on 
DSM-5, so that students and instructors could have up-to-
date information on this influential diagnostic system. Yet, 
we wanted to do more than just include tables with DSM-5 
diagnostic criteria. We integrate and evaluate DSM-5 into 
the fabric of every chapter. Of course, you will find a great 
many tables of DSM-5 diagnostic criteria in this text. But 
you will find much more. The most visible is our inclusion 
of Thinking Critically About DSM-5. Appearing in every 
chapter, Thinking Critically About DSM-5 asks and answers 
questions like these: How does the DSM-5’s categorical 
diagnostic system deal with dimensional variations in 
abnormal (and normal) behavior? Is autism really best 

Preface



xiv  Preface

evaluating all kinds of claims. We help them to do so by 
teaching students to think like psychological scientists. Yet, 
we also want students to be inquiring, to be skeptical not 
cynical. Pressing human needs and fascinating psychologi-
cal questions make it essential for us to seek answers, not 
just explode myths.

In this ninth edition of our text, we emphasize critical 
thinking in several ways. As noted, we include the feature, 
Thinking Critically About DSM-5. We also have continued to 
revise and expand our “Critical Thinking Matters” discus-
sions. These features address some timely, often controver-
sial, and always critically important topics, for example, the 
purported link between vaccines and autism. Critical think-
ing matters because psychological problems matter deeply 
to those who suffer and to their loved ones. Good research 
tells us—and them—which treatments work, and which 
ones don’t, as well as what might cause mental illness, and 
what doesn’t. Critical thinking matters because students in 
abnormal psychology surely will not remember all the 
details they learn in this course. In fact, they shouldn’t focus 
exclusively on facts, because data will change with new sci-
entific developments. But if students can learn to think crit-
ically about abnormal psychology, the lesson will last a 
lifetime and be used repeatedly, not only in understanding 
psychological problems, but also in every area of their lives.

Our “ Critical Thinking Matters” features help stu-
dents to think about science, about pseudo-science, and 
about themselves. For example, in Chapter 2 we address 
the mistaken belief, still promoted widely on the Internet 
and in the popular media, that mercury in widely used 
measles/mumps/rubella (MMR) vaccinations in the 1990s 
caused an epidemic of autism (and perhaps a host of other 
psychological problems for children). “Critical Thinking 
Matters” outlines the concerns of the frightened public, but 
goes on to point out (1) the failure to find support for this 
fear in numerous, large-scale scientific studies; (2) the sci-
entific stance that the burden of proof lies with the propo-
nents of any hypothesis, including speculations about 
MMR; (3) the widely ignored fact that 10 of the original 13 
authors who raised the theoretical possibility publicly with-
drew their speculation about autism and MMR; (4) the fact that 
the findings of legal actions, sadly, do not necessarily reach 
conclusions consistent with scientific knowledge; and (5) 
recent discrediting of the scientists, journal article, and 
legal findings that originally “supported” this false claim. 
As we discuss in Chapter 15, moreover, the apparent epi-
demic of autism very likely resulted from increased aware-
ness of the disorder and loosened criteria for diagnosing 
autism, not from an actual increase in cases.

Real People
We want students to think critically about disorders and to 
be sensitive to the struggles of individuals with 

psychological problems. As scientist-practitioners, we see 
these dual goals not only as compatible, but also as essen-
tial. One way that we underscore the personal nature of 
emotional problems is in our “Getting Help” features 
found in every chapter. In “Getting Help,” we directly 
address the personal side of psychological disorders and 
try to answer the sorts of questions that students often ask 
us privately after a lecture or during office hours. The 
“Getting Help” sections give responsible, empirically 
sound, and concrete guidance on such personal topics as

•	 What treatments should I seek out for a particular dis-
order? (See Chapters 2, 6, 10, and 12)

•	 What can I do to help someone I know who has a psy-
chological problem? (See Chapters 5, 9, 10, and 16)

•	 How can I find a good therapist? (See Chapters 3, 5, 
and 12)

•	 Where can I get reliable information from books, the 
Internet, or professionals in my community? (See 
Chapters 1, 5, 7, and 11)

•	 What self-help strategies can I try or suggest to friends? 
(See Chapters 6, 11, and 12)

Students can also find research-based information on 
the effectiveness and efficacy of various treatments in 
Chapter 3, “Treatment of Psychological Disorders.” We 
cover treatment generally at the beginning of the text but 
in detail in the context of each disorder, because different 
treatments are more or less effective for different psycho-
logical problems.

Videos
One of the best ways to understand the needs of the people 
behind the disorders is to hear their stories in their own 
words. We worked in consultation with Pearson and NKP 
Productions to produce (and expand) a video series on peo-
ple with various disorders. These interviews give students a 
window into the lives of people who in many ways may not 
be that different from anyone else, but who do struggle with 
various kinds of mental disorders. In many cases the video 
cases include a segment which features interviews with 
friends and family members who discuss their relationships, 
feelings, and perspectives. We introduce students to each of 
these people in the appropriate chapters of our title, using 
their photos and a brief description of relevant issues that 
should be considered when viewing the video cases.

We are especially proud of the Speaking Out videos 
and view them as a part of our text, not as a supplement, 
because we were intimately involved with their produc-
tion. We screened video cases, helped to construct and 
guide the actual interviews, and gave detailed feedback on 
how to edit the films to make the disorders real for stu-
dents and fit closely with the organization and themes in 
our ninth edition.
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•	 New evidence regarding the frequency of overdose 
deaths attributed to opioid pain-killers, which has 
increased dramatically in recent years as well as 
expanded coverage of gambling disorder, which is 
now listed with Substance-Related and Addictive 
Disorders in DSM-5 (Chapter 11)

•	 Markedly revised section on Gender Dysphoria as 
well as a new discussion of the distinction between 
hypoactive sexual desire and asexuality, a concept that 
has received greatly increased attention in the litera-
ture since 2004 (Chapter 12)

•	 Updated discussion of new evidence regarding the 
impact of specific genes on the origins of schizophrenia 
as well as careful consideration of the proposed diag-
nostic construct “Attenuated Psychosis Syndrome,” 
including its potential benefits as well as likely nega-
tive consequences (Chapter 13)

•	 Explanation of the change to neurocognitive disorders 
as the overall diagnostic term for this chapter as well as 
the deletion of the term amnestic disorder (Chapter 14)

•	 More questions about the autism spectrum, the so-
called epidemic of autism, and estimates of the preva-
lence of autism spectrum disorder (Chapter 15)

•	 Further questions about the DSM-5’s elimination of 
childhood disorders and evidence on new trends in 
the psychological treatment of children; (Chapter 16)

•	 Updated research on successful aging, including psy-
chological, social, and economic considerations 
(Chapter 17)

•	 Updated discussion of how diagnostic thresholds are a 
matter of life and death in the case of intellectual dis-
abilities, including new Supreme Court rulings about 
IQ thresholds (Chapter 18)

Still the Gold Standard
We see the most exciting and promising future for abnor-
mal psychology in the integration of theoretical approaches, 
professional specialties, and science and practice, not in the 
old, fractured competition among “paradigms,” a split 
between psychology and psychiatry, or the division 
between scientists and practitioners. We view integration 
as the gold standard of any forward-looking abnormal 
psychology text, and the gold standard remains unchanged 
in the ninth edition of our text.

Integrating Causes and Treatment
For much of the last century, abnormal psychology was 
dominated by theoretical paradigms, a circumstance that 
reminds us of the parable of the seven blind men and the 
elephant. One blind man grasps a tusk and concludes that 
an elephant is very much like a spear. Another feels a leg 

New Research
The unsolved mysteries of abnormal psychology challenge 
all of our intellectual and personal resources. In our ninth 
edition, we include the latest “clues” psychological scien-
tists have unearthed in doing the detective work of 
research, including references to hundreds of new studies. 
But the measure of a leading-edge text is not merely the 
number of new references; it is the number of new studies 
the authors have reviewed and evaluated before deciding 
which ones to include and which ones to discard. For every 
new reference in this edition of our text, we have read 
many additional papers before selecting the one gem to 
include. Some of the updated research and perspectives in 
this edition include:

•	 Updated discussion regarding the general definition 
of mental disorders, as employed in DSM-5, and new 
estimates regarding the number of mental health pro-
fessionals delivering services (Chapter 1)

•	 Enhanced coverage of genetic contributions to abnor-
mal behavior, including discussions of epigenetics and 
replication strengths and concerns (Chapter 2)

•	 Evidence on what makes placebos “work,” on dissem-
inating evidenced-based treatments, and “3rd wave” 
CBT (Chapter 3)

•	 Revised discussion of the reliability of diagnosis, 
based on new evidence from the DSM-5 field trials 
(Chapter 4)

•	 Important updates on our coverage of suicide, includ-
ing description of a new category called Suicidal 
Behavior Disorder, which appears in “Conditions for 
Further Study” (Chapter 5)

•	 Addition of material on hoarding disorder (another 
new diagnostic category added to DSM-5) and 
expanded coverage of the diagnostic features and 
prevalence of obsessive-compulsive symptoms and 
spectrum disorders, which are now listed separately 
from anxiety disorders in DSM-5 (Chapter 6)

•	 Issues and controversies about PTSD among veterans, 
including debates about the appropriateness of expo-
sure therapy (Chapter 7)

•	 New research on the treatment of chronic pain, includ-
ing mindfulness approaches (Chapter 8)

•	 Careful explanation of the two approaches to classifi-
cation of personality disorders that are now included 
in DSM-5 as well as the similarities and distinctions 
between them (Chapter 9)

•	 New information about binge eating disorder and obe-
sity; latest evidence on redefining, treating (the 
Maudsley method), and preventing eating disorders; 
up-to-date consideration of women’s portrayal in the 
media (Chapter 10)
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Sometimes a study or problem suggests a departure 
from current thinking or raises side issues that deserve to 
be examined in detail. We cover these emerging ideas in 
features identified by the topic at hand. One example of 
an emerging issue we discuss in this way is whether the 
female response to stress might be to “tend and befriend” 
rather than fight or flight (Chapter 8). Other topics 
include the common elements of suicide (Chapter 5) 
and a system for classifying different types of rapists 
(Chapter 12).

New to This Edition
•	 In Chapter 1: We added a brief introduction to our dis-

cussion of gender differences in the prevalence of 
mental disorders, highlighting recent focus on terms 
and concepts associated with this issue. Sex refers to 
male and female biological factors and physical anat-
omy while gender is a social construct that refers to the 
person’s subjective sense of being a man or a woman. 
This topic and related issues now receive more atten-
tion in our opening chapter, and it is again featured in 
our chapter on Sexual Disorders and Gender 
Dysphoria (Chapter 12).

•	 In Chapter 2: We put special emphasis on genetic con-
tributions to abnormal behavior, including new dis-
cussions of epigenetics and replication concerns; 
enhanced discussion of systems perspective; stream-
lined yet thorough coverage of many factors involved 
in causing abnormal behaviour.

•	 In Chapter 3: We included new evidence on the com-
plexity of placebos, stigma and treatment seeking, 
meta-analyses of efficacy of medication versus 
psychotherapy.

•	 In Chapter 5: Our coverage of suicide has been 
expanded and updated. We added material regarding 
a new category called Suicidal Behavior Disorder 
which appears in DSM-5 under “Conditions for 
Further Study.” Risk for suicide is a cross-cutting 
theme for all mental disorders in the diagnostic man-
ual. It is mentioned in several of our chapters on spe-
cific disorders (e.g., substance use and schizophrenia) 
as well as in our chapter on childhood disorders. 
Special issues associated with assisted suicide are dis-
cussed in our chapter on life-cycle transitions.

•	 In Chapter 6: Our coverage of OCD-related disorders 
has been refined and expanded, including Hoarding 
and Excoriation Disorder (skin-picking). OCD-related 
disorders were separated from Anxiety Disorders with 
the introduction of DSM-5. That important change has 
stimulated additional interest in the study and treat-
ment of these challenging problems.

and decides an elephant is like a tree, and so on. Our goal 
from the first edition of Abnormal Psychology has been to 
show the reader the whole elephant. We do this through 
our unique integrative systems approach, in which we focus 
on what we know today rather than what we used to think. 
In every chapter, we consider the latest evidence on the 
multiple risk factors that contribute to psychological disor-
ders, as well as the most effective psychological and bio-
medical treatments. Even if science cannot yet paint a 
picture of the whole elephant, we clearly tell the student 
what we know, what we don’t know, and how psycholo-
gists think the pieces might fit together.

Pedagogy: Integrated Content  
and Methods
We also continue to bring cohesion to abnormal psychol-
ogy—and to the student—with pedagogy. Each disorder 
chapter unfolds in the same way, providing a coherent 
framework. We open with an Overview followed by one or 
two extended Case Studies. We then discuss Symptoms, 
Diagnosis, Frequency, Causes, and, finally, Treatment.

Abnormal psychology is not only about the latest 
research, but also about the methods psychologists use 
(and invent) in order to do scientific detective work. Unlike 
any other text in this field, we cover the scientific method 
by offering brief “Research Methods” features in every 
single chapter. Teaching methods in the context of content 
helps students appreciate the importance of scientific pro-
cedures and assumptions, makes learning research meth-
ods more manageable, and gives the text flexibility. By the 
end of the text, our unique approach allows us to cover 
research methods in more detail than we could reasonably 
cover in a single, detached chapter. Many of our students 
have told us that the typical research methods chapter 
seems dry, difficult, and—to our great disappointment—
irrelevant. These problems never arise with our integrated, 
contextualized approach to research methods.

Abnormal psychology also is, of course, about real peo-
ple with real problems. We bring the human, clinical side of 
abnormal psychology alive with detailed “Case Studies.” 
The case studies take the reader along the human journey 
of pain, triumph, frustration, and fresh starts that is abnor-
mal psychology. The cases help students to think more 
deeply about psychological disorders, much as our own 
clinical experience enriches our understanding. (We both 
have been active clinicians as well as active researchers 
throughout our careers.) In extended cases near the begin-
ning of each chapter, in briefer cases later, and in first-
person accounts throughout, the student sees how ordinary 
lives are disrupted by psychological problems—and how 
effective treatment can rebuild shattered lives. The case 
studies also make the details and complexity of the science 
concrete, relevant, and essential to the “real world.”
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•	 In Chapter 13: We added consideration of new evi-
dence regarding the impact of specific genes on the 
origins of schizophrenia. Knowledge in this area of the 
field is changing at a rapid pace, reflecting new meth-
odological advances and the creation of extremely 
large datasets that were previously considered impos-
sible to achieve. It is now clear that no specific gene 
accounts for a major proportion of the heritability of 
schizophrenia. Rather, investigators have found con-
vincing evidence that more than 100 specific genes 
have a very small but measurable impact on risk for 
the disorder.

•	 In Chapter 16: We introduce new trends in the psycho-
logical treatment of children; ADHD diagnosis influ-
enced by age relative to classmates; longer term 
outcomes from the CAMS study.

•	 In Chapter 17: We updated our discussion on success-
ful aging, including psychological, social, and eco-
nomic considerations; the transition to parenthood is 
more good than bad; confronting ageism.

•	 In Chapter 18: We discuss how diagnostic thresholds 
can be a matter of life and death, including new 
Supreme Court rulings about IQ thresholds for intel-
lectual disability diagnoses; Tarasoff revisited; 
national need for better treatments for the seriously 
mentally ill.

Supplements
The following resources are available for instructors. These 
can be downloaded at http://www.pearsonhighered.com/
irc. Login required.

PowerPoint—provides a core template of the content 
covered throughout the text. These can easily be custom-
ized for your classroom.

Instructor’s Manual—includes approaches to teach the 
course and chapter-by-chapter suggestions for lessons, 
class discussions, and exercises.

Test Bank—includes additional questions beyond the 
REVEL in multiple choice and open-ended—short and 
essay response—formats.

MyTest—an electronic format of the Test Bank to custom-
ize in-class tests or quizzes.

Visit http://www.pearsonhighered.com/mytest

•	 In Chapter 7: We discuss controversies about PTSD 
among veterans, including the appropriateness of 
exposure therapy; the (limited) benefits of hypnother-
apy; new research on depersonalization and illness 
anxiety disorder.

•	 In Chapter 8: We added new research on the treatment 
of chronic pain, including mindfulness approaches; 
new discussion of palliative care; optimism and life 
expectancy following heart attack.

•	 In Chapter 9: We now attend closely to the relative sta-
bility and longevity of social impairment and physical 
health problems associated with maladaptive person-
ality characteristics, especially those associated with 
the diagnosis of Borderline Personality Disorder. 
Although the traditional symptoms of these disorders 
do, in fact, change quite a bit over time, their conse-
quences on the person’s quality of life can be quite per-
sistent. Of course, it is important to view this discussion 
from the perspective of the new “alternative dimen-
sional model” in DSM-5 as well as that of the tradi-
tional PD categories.

•	 In Chapter 10: We included new research on eating dis-
orders among dancers; latest evidence on the Maudsley 
method; culture and the prevalence of eating disorders.

•	 In Chapter 12: Asexuality is a concept that has received 
considerable attention in the recent professional litera-
ture, which includes discussion of the notion that asex-
uality might be considered a form of sexual orientation. 
The options might be that some people are sexually 
attracted to members of their own sex, some to mem-
bers of the opposite sex, some to members of both sexes, 
or some to no others. We have added a discussion of the 
distinction between hypoactive sexual desire and asex-
uality and its implications for understanding the origins 
and treatment of sexual dysfunctions.

•	 Also in Chapter 12: Our material covering Gender 
Dysphoria has been dramatically revised. New mate-
rial includes coverage of intersex individuals (people 
who were born with sex characteristics that do not fit 
typical or expected male or female patterns as well as 
evolving concepts regarding gender identity (such as 
recognition of nonbinary genders). This is one of the 
most fascinating and rapidly changing topics in psy-
chopathology, and our chapter covers the most current 
developments and controversies in the field.

http://www.pearsonhighered.com/irc.
http://www.pearsonhighered.com/mytest
http://www.pearsonhighered.com/irc.
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Chapter 1

Examples and Definitions 
of Abnormal Behavior

Mental disorders touch every realm of human experi-
ence; they are part of the human experience. They can dis-
rupt the way we think, the way we feel, and the way we 
behave. They also affect relationships with other people. 
These problems often have a devastating impact on peo-
ple’s lives. In countries such as the United States, mental 
disorders are the second leading cause of disease-related 
disability and mortality, ranking slightly behind cardio-
vascular conditions and slightly ahead of cancer (Lopez, 
Mathers, Ezzati, Jamison, & Murray, 2006). The purpose of 
this information is to help you become familiar with the 
nature of these disorders and the various ways in which 
psychologists and other mental health professionals are 
advancing knowledge of their causes and treatment.

Many of us grew up thinking that mental disorders 
happen to a few unfortunate people. We don’t expect them 
to happen to us or to those we love. In fact, mental disor-
ders are very common. At least two out of every four peo-
ple will experience a serious form of abnormal behavior, 
such as depression, alcoholism, or schizophrenia, at some 
point during their lifetime. When you add up the numbers 
of people who experience these problems firsthand as well 
as through relatives and close friends, you realize that, like 
other health problems, mental disorders affect all of us. 
That is why, with this discussion we will try to help you 
understand not only the kind of disturbed behaviors and 
thinking that characterize particular disorders but also the 
people to whom they occur and the circumstances that can 
foster them.

Most importantly, this book is about all of us, not 
“them”—anonymous people with whom we empathize 
but do not identify. Just as each of us will be affected by 
medical problems at some point during our life, it is also 
likely that we, or someone we love, will have to cope with 
that aspect of the human experience known as a disorder 
of the mind.

The symptoms and signs of mental disorders, includ-
ing such phenomena as depressed mood, panic attacks, 
and bizarre beliefs, are known as psychopathology. 
Literally translated, this term means pathology of the mind. 
Abnormal psychology is the application of psychological 
science to the study of mental disorders.

We will look at the field of abnormal psychology in 
general. We will look at the ways in which abnormal 
behaviors are broken down into categories of mental disor-
ders that can be more clearly defined for diagnostic pur-
poses, and how those behaviors are assessed. We will also 
discuss current ideas about the causes of these disorders 
and ways in which they can be treated.

The information will help you begin to understand the 
qualities that define behaviors and experiences as being 
abnormal. At what point does the diet that a girl follows in 
order to perform at her peak as a ballerina or gymnast 
become an eating disorder? When does grief following the 
end of a relationship become major depression? The line 
dividing normal from abnormal is not always clear. You 
will find that the issue is often one of degree rather than 
exact form or content of behavior.

Learning Objectives

1.1	 Explain the process of identifying a mental 
disorder

1.2	 Analyze the evolving definitions of mental 
health

1.3	 Assess the demographics of mental  
illness

1.4	 Describe the functions of mental health 
professions

1.5	 Summarize the history of mental illness 
treatments

1.6	 Compare methods for studying mental 
disorders
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The case studies we present will describe the experi-
ences of two people whose behavior would be consid-
ered abnormal by mental health professionals. Our first 
case will introduce you to a person who suffered from 
one of the most obvious and disabling forms of mental 
disorder, schizophrenia. Kevin’s life had been relatively 

unremarkable for many years. He had done well in 
school, was married, and held a good job. Unfortunately, 
over a period of several months, the fabric of his normal 
life began to fall apart. The transition wasn’t obvious to 
either Kevin or his family, but it eventually became clear 
that he was having serious problems.

Case Study
A Husband’s Schizophrenia  
with Paranoid Delusions
Kevin and Joyce Warner (not their real names*) had been 
married for eight years when they sought help from a  
psychologist for their marital problems. Joyce was  
34 years old, worked full time as a pediatric nurse, and 
was six months pregnant with her first child. Kevin, who 
was 35 years old, was finishing his third year working as a 
librarian at a local university. Joyce was extremely worried 
about what would happen if Kevin lost his job, especially 
in light of the baby’s imminent arrival.

Although the Warners had come for couples’ therapy, 
the psychologist soon became concerned about certain 
eccentric aspects of Kevin’s behavior. In the first session, 
Joyce described one recent event that had precipitated 
a major argument. One day, after eating lunch at work, 
Kevin had experienced sharp pains in his chest and had 
difficulty breathing. Fearful, he rushed to the emergency 
room at the hospital where Joyce worked. The physician 
who saw Kevin found nothing wrong with him, even after 
extensive testing. She gave Kevin a few tranquilizers and 
sent him home to rest. When Joyce arrived home that 
evening, Kevin told her that he suspected that he had 
been poisoned at work by his supervisor. He still held 
this belief.

Kevin’s belief about the alleged poisoning raised serious 
concern in the psychologist’s mind about Kevin’s mental 
health. He decided to interview Joyce alone so that he 
could ask more extensive questions about Kevin’s behav-
ior. Joyce realized that the poisoning idea was “crazy.” 
She was not willing, however, to see it as evidence that 
Kevin had a mental disorder. Joyce had known Kevin 
for 15 years. As far as she knew, he had never held any 
strange beliefs before this time. Joyce said that Kevin 
had always been “a thoughtful and unusually sensitive 
guy.” She did not attach a great deal of significance to 
Kevin’s unusual belief. She was more preoccupied with 

* Throughout this text we use fictitious names to protect the identities of 
the people involved.

the couple’s present financial concerns and insisted that it 
was time for Kevin to “face reality.”

Kevin’s condition deteriorated noticeably over the next few 
weeks. He became extremely withdrawn, frequently sitting 
alone in a darkened room after dinner. On several occa-
sions, he told Joyce that he felt as if he had “lost pieces 
of his thinking.” It wasn’t that his memory was failing, but 
rather he felt as though parts of his brain were shut off.

Kevin’s problems at work also grew worse. His supervi-
sor informed Kevin that his contract would definitely not 
be renewed. Joyce exploded when Kevin indifferently 
told her the bad news. His apparent lack of concern was 
especially annoying. She called Kevin’s supervisor, who 
confirmed the news. He told her that Kevin was physi-
cally present at the library, but he was only completing 
a few hours of work each day. Kevin sometimes spent 
long periods of time just sitting at his desk and staring off 
into space, and was sometimes heard mumbling softly to 
himself.

Kevin’s speech was quite odd during the next therapy 
session. He would sometimes start to speak, drift off into 
silence, then re-establish eye contact with a bewildered 
smile and a shrug of his shoulders; he had apparently lost 
his train of thought completely. His answers to questions 
were often off the point, and when he did string together 
several sentences, their meaning was sometimes 
obscure. For example, at one point during the session, 
the psychologist asked Kevin if he planned to appeal his 
supervisor’s decision. Kevin said, “I’m feeling pressured, 
like I’m lost and can’t quite get here. But I need more 
time to explore the deeper side. Like in art. What you see 
on the surface is much richer when you look closely. I’m 
like that. An intuitive person. I can’t relate in a linear way, 
and when people expect that from me, I get confused.”

Kevin’s strange belief about poisoning continued to 
expand. The Warners received a letter from Kevin’s 
mother, who lived in another city 200 miles away. She 
had become ill after going out for dinner one night and 
mentioned that she must have eaten something that 
made her sick. After reading the letter, Kevin became 
convinced that his supervisor had tried to poison his 
mother, too.
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Disorganized Thinking

Who were the first people to notice changes in Kevin’s behavior? 
How did his suspicions about being poisoned influence his social 
relationships and work performance? What was the core of his delu-
sional belief system? Did he exhibit other symptoms of psychosis 
beyond this delusional belief?

The response entered here will appear in the performance 
dashboard and can be viewed by your instructor.

Submit

1.1:  Recognizing  
the Presence of a Disorder
OBJECTIVE: 	�Explain the process of identifying a mental 

disorder

Some mental disorders are so severe that the people who 
suffer from them are not aware of the implausibility of 
their beliefs. Schizophrenia is a form of psychosis, a 

When questioned about this new incident, Kevin 
launched into a long, rambling story. He said that his 
supervisor was a Vietnam veteran, but he had refused 
to talk with Kevin about his years in the service. Kevin 
suspected that this was because the supervisor had been 
a member of army intelligence. Perhaps he still was a 
member of some secret organization. Kevin suggested 
that an agent from this organization had been sent by his 
supervisor to poison his mother. Kevin thought that he 
and Joyce were in danger. Kevin also had some concerns 
about Asians, but he would not specify what these wor-
ries were in more detail.

Kevin’s bizarre beliefs and his disorganized behavior 
convinced the psychologist that he needed to be hospi-
talized. Joyce reluctantly agreed that this was the most 
appropriate course of action. She had run out of alterna-
tives. Arrangements were made to have Kevin admitted 
to a private psychiatric facility, where the psychiatrist 
prescribed a type of antipsychotic medication. Kevin 
seemed to respond positively to the drug, because he 
soon stopped talking about plots and poisoning—but 
he remained withdrawn and uncommunicative. After 
three weeks of treatment, Kevin’s psychiatrist thought 
that he had improved significantly. Kevin was discharged 
from the hospital in time for the birth of their baby girl. 
Unfortunately, when the couple returned to consult with 
the psychologist, Kevin’s adjustment was still a major 

general term that refers to several types of severe mental 
disorders in which the person is considered to be out of 
contact with reality. Kevin exhibited several psychotic 
symptoms. For example, Kevin’s firm belief that he was 
being poisoned by his supervisor had no basis in reality. 
Other disorders, however, are more subtle variations on 
normal experience. We will shortly consider some of the 
guidelines that are applied in determining abnormality.

1.1.1: Features of Abnormal Behavior
Mental disorders are, typically, defined by a set of charac-
teristic features; one symptom by itself is seldom sufficient 
to make a diagnosis. A group of symptoms that appear 
together and are assumed to represent a specific type of 
disorder is referred to as a syndrome. Kevin’s unrealistic 
and paranoid belief that he was being poisoned, his pecu-
liar and occasionally difficult-to-understand patterns of 
speech, and his oddly unemotional responses are all symp-
toms of schizophrenia. Each symptom is taken to be a fal-
lible, or imperfect, indicator of the presence of the disorder. 
The significance of any specific feature depends on 

concern. He did not talk with Joyce about the poison-
ings, but she noticed that he remained withdrawn and 
showed few emotions, even toward the baby.

When the psychologist questioned Kevin in detail, he 
admitted reluctantly that he still believed that he had been 
poisoned. Slowly, he revealed more of the plot. Immediately 
after admission to the hospital, Kevin had decided that his 
psychiatrist, who happened to be from Korea, could not be 
trusted. Kevin was sure that he, too, was working for army 
intelligence or perhaps for a counterintelligence operation. 
Kevin believed that he was being interrogated by this clever 
psychiatrist, so he had “played dumb.” He did not discuss 
the suspected poisonings or the secret organization that 
had planned them. Whenever he could get away with it, 
Kevin simply pretended to take his medication. He thought 
that it was either poison or truth serum.

Kevin was admitted to a different psychiatric hospital 
soon after it became apparent that his paranoid beliefs 
had expanded. This time, he was given intramuscu-
lar injections of antipsychotic medication in order to 
be sure that the medicine was actually taken. Kevin 
improved considerably after several weeks in the hospi-
tal. He acknowledged that he had experienced paranoid 
thoughts. Although he still felt suspicious from time to 
time, wondering whether the plot had actually been real, 
he recognized that it could not really have happened, and 
he spent less and less time thinking about it.



4  Chapter 1

Andy Warhol was one of the most influential painters of the  
20th century. His colleague, Jean-Michel Basquiat, was also an 
extremely promising artist. His addiction to heroin, which led to a 
fatal overdose, provides one example of the destructive impact of 
mental disorders.

JOURNAL 

As Wretched as You Can Be

Feliziano provides a compelling description of his subjective 
experience of depression. What does he think about? How does he 
feel physically when he is depressed? What other symptoms of 
depression does he mention? When he experiences auditory 
hallucinations, what do the voices say to him? How does he feel 
when he goes through a phase of hypomania?

The response entered here will appear in the performance 
dashboard and can be viewed by your instructor.

Submit

Bipolar Disorder: How Does It Impact a Life?
Most people who meet the criteria for bipolar disorder 
experience distinct episodes of mood disturbance, some 
involving mania or hypomania and some involving serious 
depression. A manic episode is a period of time lasting at 
least one week in which the person feels abnormally and 
persistently happy and energetic, with noticeably less 
need for sleep. At other times, the person may experience 
prolonged periods of severe depression, lasting weeks or 
months. Some depressed people experience psychotic 
symptoms that match their mood, such as the voices that 
Feliziano heard. Notice the range of different symptoms 
that are associated with the different phases of his disor-
der, and consider the impact that these symptoms had on 
his ability to function, both academically and socially.

whether the person also exhibits additional behaviors that 
are characteristic of a particular disorder.

The duration of a person’s symptoms is also important. 
Mental disorders are defined in terms of persistent mal-
adaptive behaviors. Many unusual behaviors and inexpli-
cable experiences are short lived; if we ignore them, they go 
away. Unfortunately, some forms of problematic behavior 
are not transient, and they eventually interfere with the 
person’s social and occupational functioning. In Kevin’s 
case, he had become completely preoccupied with his sus-
picions about poison. Joyce tried for several weeks to 
ignore certain aspects of Kevin’s behavior, especially his 
delusional beliefs. She didn’t want to think about the pos-
sibility that his behavior was abnormal and, instead, chose 
to explain his problems in terms of lack of maturity or lack 
of motivation. But as the problems accumulated, she finally 
decided to seek professional help. The magnitude of 
Kevin’s problem was measured, in large part, by its 
persistence.

Impairment in the ability to perform social and occu-
pational roles is another consideration in identifying the 

presence of a mental disorder. Delusional beliefs and dis-
organized speech typically lead to a profound disruption 
of relationships with other people. Like Kevin, people who 
experience these symptoms will obviously find the world 
to be a strange, puzzling, and perhaps alarming place. And 
these individuals often elicit the same reactions in other 
people. Kevin’s odd behavior and his inability to concen-
trate on his work had eventually cost him his job. His 
problems also had a negative impact on his relationship 
with his wife and his ability to help care for their 
daughter.
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1.1.2: Diagnosis and Definitions
Kevin’s situation raises several additional questions about 
abnormal behavior. One of the most difficult issues in the 
field centers on the processes by which mental disorders 
are identified. Once Kevin’s problems came to the atten-
tion of a mental health professional, could he have been 
tested in some way to confirm the presence or absence of a 
mental disorder?

Psychologists and other mental health professionals do 
not at present have laboratory tests that can be used to con-
firm, definitively, the presence of psychopathology, because 
the processes that are responsible for mental disorders have 
not yet been discovered. Unlike specialists in other areas of 
medicine, where many specific disease mechanisms have 
been discovered by advances in the biological sciences, 
psychologists and psychiatrists cannot test for the presence 
of a viral infection or a brain lesion or a genetic defect to 
confirm a diagnosis of mental disorder. Clinical psycholo-
gists must still depend on their observations of the person’s 
behavior and descriptions of personal experience.

Is it possible to move beyond our current dependence 
on descriptive definitions of psychopathology? Will we 
someday have valid tests that can be used to establish 
independently the presence of a mental disorder? If we do, 
what form might these tests take? The answers to these 
questions are being sought in many kinds of research stud-
ies that will be discussed.

Before we leave this section, we must also mention 
some other terms that are commonly used to describe 
abnormal behavior.

Insanity  One term is insanity, which years ago referred to 
mental dysfunction but today is a legal term that refers to 
judgments about whether a person should be held respon-
sible for criminal behavior if he or she is also mentally dis-
turbed. If Kevin had murdered his psychiatrist, for example, 
based on the delusional belief that the psychiatrist was try-
ing to harm him, a court of law might consider whether 
Kevin should be held to be not guilty by reason of insanity.

Nervous Breakdown  Another old-fashioned term that 
you may have heard is nervous breakdown. If we said that 
Kevin had “suffered a nervous breakdown,” we would be 
indicating, in very general terms, that he had developed 
some sort of incapacitating but otherwise unspecified type 
of mental disorder. This expression does not convey any spe-
cific information about the nature of the person’s problems.

Crazy  Some people might also say that Kevin was acting 
crazy. This is an informal, pejorative term that does not 
convey specific information and carries with it many 
unfortunate, unfounded, and negative implications.

Mental health professionals refer to psychopathologi-
cal conditions as mental disorders or abnormal behaviors. 
We will define these terms in the discussion that follows.

JOURNAL 

Testing

On what basis does a mental health professional decide if a person is 
suffering from a mental disorder? Is there a laboratory test that can be 
used to confirm the presence of a disorder, such as schizophrenia?

The response entered here will appear in the performance 
dashboard and can be viewed by your instructor.

Submit

1.2:  Defining Abnormal 
Behavior
OBJECTIVE: 	�Analyze the evolving definitions of 

mental health

Why do we consider Kevin’s behavior to be abnormal? By 
what criteria do we decide whether a particular set of 
behaviors or emotional reactions should be viewed as a 
mental disorder? These are important questions because 
they determine, in many ways, how other people will 
respond to the person, as well as who will be responsible 
for providing help (if help is required).

Many attempts have been made to define abnormal 
behavior, but none is entirely satisfactory. No one has been 
able to provide a consistent definition that easily accounts 
for all situations in which the concept is invoked (Kinghorn, 
2013; Phillips et al., 2012).

Subjective Discomfort  One approach to the definition of 
abnormal behavior places principal emphasis on the indi-
vidual’s experience of personal distress. We might say that 
abnormal behavior is defined in terms of subjective discom-
fort that leads the person to seek help from a mental health 
professional. However, this definition is fraught with prob-
lems. Kevin’s case illustrates one of the major reasons that 
this approach does not work. Before his second hospitaliza-
tion, Kevin was unable or unwilling to appreciate the extent 
of his problem or the impact his behavior had on other peo-
ple. A psychologist would say that he did not have insight 
regarding his disorder. The discomfort was primarily expe-
rienced by Joyce, and she had attempted for many weeks to 
deny the nature of the problem. It would be useless to adopt 
a definition that considered Kevin’s behavior to be abnor-
mal only after he had been successfully treated.

Statistical Norms  Another approach is to define abnor-
mal behavior in terms of statistical norms—how common 
or rare the behavior is in the general population. By this 
definition, people with unusually high levels of anxiety or 
depression would be considered abnormal because their 
experience deviates from the expected norm. Kevin’s para-
noid beliefs would be defined as pathological because they 
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thought and problem solving. The dysfunctions in mental 
disorders are assumed to be the product of disruptions of 
thought, feeling, communication, perception, and motivation.

In Kevin’s case, the most apparent dysfunctions 
involved failures of mechanisms that are responsible for 
perception, thinking, and communication. Disruption of 
these systems was presumably responsible for his delu-
sional beliefs and his disorganized speech. The natural 
function of cognitive and perceptual processes is to allow 
the person to perceive the world in ways that are shared 
with other people and to engage in rational thought and 
problem solving. The natural function of language abilities 
is to allow the person to communicate clearly with other 
people. Therefore, Kevin’s abnormal behavior can be 
viewed as a pervasive dysfunction cutting across several 
mental mechanisms.

Element 2  The harmful dysfunction view of mental 
disorder recognizes that every type of dysfunction does 
not lead to a disorder. Only dysfunctions that result in 
significant harm to the person are considered to be disor-
ders. This is the second element of the definition. There 
are, for example, many types of physical dysfunctions, 
such as albinism, reversal of heart position, and fused toes, 
that clearly represent a significant departure from the way 
that some biological process ordinarily functions. These 
conditions are not considered to be disorders, however, 
because they are not necessarily harmful to the person.

Kevin’s dysfunctions were, in fact, harmful to his 
adjustment. They affected both his family relationships—
his marriage to Joyce and his ability to function as a 
parent—and his performance at work. His social and occu-
pational performances were clearly impaired. There are, of 
course, other types of harm that are also associated with 
mental disorders. These include subjective distress, such 
as high levels of anxiety or depression, as well as more 
tangible outcomes, such as suicide.

THE DSM-5  The definition of abnormal behavior 
employed by the official Diagnostic and Statistical Manual of 
Mental Disorders, published by the American Psychiatric 
Association and currently in its fifth edition—DSM-5 
(APA, 2013)—incorporates many of the factors that we 
have already discussed. The following list summarizes this 
definition and identifies a number of conditions that are 
specifically excluded from the DSM-5 definition of mental 
disorders (Stein et al., 2010). A mental disorder is:

1.	 A syndrome (groups of associated features) that is 
characterized by disturbance of a person’s cognition, 
emotion regulation, or behavior.

2.	 The consequences of which are clinically significant 
distress or disability in social, occupational, or other 
important activities.

are idiosyncratic. Mental disorders are, in fact, defined in 
terms of experiences that most people do not have.

This approach, however, does not specify how unusual 
the behavior must be before it is considered abnormal. 
Some conditions that are, typically, considered to be forms 
of psychopathology are extremely rare. For example, dis-
sociative identity disorder, the presence of two or more 
distinct personality states in the same person coupled with 
recurrent episodes of amnesia, occurs so infrequently that 
its prevalence cannot be estimated accurately. In contrast, 
other mental disorders are much more common. Mood 
disorders affect one out of every five people at some point 
during their lives; alcoholism and other substance use dis-
orders affect approximately one out of every six people 
(Kessler et al., 2005; Moffitt et al., 2010).

Another weakness of the statistical approach is that it 
does not distinguish between deviations that are harmful 
and those that are not. Many rare behaviors are not patho-
logical. Some “abnormal” qualities have relatively little 
impact on a person’s adjustment; for example, being 
extremely pragmatic or unusually talkative. Other abnormal 
characteristics, such as exceptional intellectual, artistic, or 
athletic ability, may actually confer an advantage on the indi-
vidual. For these reasons, the simple fact that a behavior is 
statistically rare cannot be used to define psychopathology.

1.2.1: Harmful Dysfunction
One useful approach to the definition of mental disorder 
has been proposed by Jerome Wakefield of Rutgers 
University (Wakefield, 2010). According to Wakefield, a 
condition should be considered a mental disorder if, and 
only if, it meets two criteria:

1.	 The condition results from the inability of some inter-
nal mechanism (mental or physical) to perform its nat-
ural function. In other words, something inside the 
person is not working properly. Examples of such 
mechanisms include those that regulate levels of emo-
tion, and those that distinguish between real auditory 
sensations and ones that are imagined.

2.	 The condition causes some harm to the person as 
judged by the standards of the person’s culture. These 
negative consequences are measured in terms of the 
person’s own subjective distress or difficulty perform-
ing expected social or occupational roles.

A mental disorder, therefore, is defined in terms of 
harmful dysfunction.

Element 1  The definition incorporates one element that is 
based as much as possible on an objective evaluation of per-
formance. The natural function of cognitive and perceptual 
processes is to allow the person to perceive the world in ways 
that are shared with other people and to engage in rational 
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3.	 The syndrome reflects a dysfunction in the psychologi-
cal, biological, or developmental processes that are 
associated with mental functioning.

4.	 Must not be merely an expectable response to common 
stressors and losses or a culturally sanctioned response to 
a particular event (e.g., trance states in religious rituals).

5.	 That is not primarily a result of social deviance or con-
flicts with society.

The DSM-5 definition places primary emphasis on 
the consequences of certain behavioral syndromes. 
Accordingly, mental disorders are defined by clusters of 
persistent, maladaptive behaviors that are associated 
with personal distress, such as anxiety or depression, or 
with impairment in social functioning, such as job perfor-
mance or personal relationships. The official definition, 
therefore, recognizes the concept of dysfunction, and it 
spells out ways in which the harmful consequences of the 
disorder might be identified.

The DSM-5 definition excludes voluntary behaviors as 
well as beliefs and actions that are shared by religious, 
political, or sexual minority groups (e.g., gays and lesbi-
ans). In the 1960s, for example, members of the Yippie 
Party intentionally engaged in disruptive behaviors, such 
as throwing money off the balcony at a stock exchange. 
Their purpose was to challenge traditional values. These 
were, in some ways, maladaptive behaviors that could 
have resulted in social impairment if those involved had 
been legally prosecuted. But they were not dysfunctions. 
They were intentional political gestures. It makes sense to 
try to distinguish between voluntary behaviors and mental 
disorders, but the boundaries between these different 
forms of behavior are difficult to draw. Educated discus-
sions of these issues depend on the consideration of a 
number of important questions.

In actual practice, abnormal behavior is defined in 
terms of an official diagnostic system. Mental health, like 
medicine, is an applied rather than a theoretical field. It 
draws on knowledge from research in the psychological 
and biological sciences in an effort to help people whose 
behavior is disordered. Mental disorders are, in some 
respects, those problems with which mental health pro-
fessionals attempt to deal. As their activities and explana-
tory concepts expand, so does the list of abnormal 
behaviors. The practical boundaries of abnormal behav-
ior are defined by the list of disorders that are included in 
the official Diagnostic and Statistical Manual of Mental 
Disorders. The DSM-5, thus, provides another simplistic, 
although practical, answer to our question as to why 
Kevin’s behavior would be considered abnormal: He 
would be considered to be exhibiting abnormal behavior 
because his experiences fit the description of schizophre-
nia, which is one of the officially recognized forms of 
mental disorder.

1.2.2: Mental Health Versus Absence 
of Disorder
The process of defining abnormal behavior raises interesting 
questions about the way we think about the quality of our 
lives when mental disorders are not present. What is mental 
health? Is optimal mental health more than the absence of 
mental disorder? The answer is clearly yes. If you want to 
know whether one of your friends is physically fit, you would 
need to determine more than whether he or she is sick. In the 
realm of psychological functioning, people who function at 
the highest levels can be described as flourishing (Fredrickson 
& Losada, 2005; Keyes & Westerhof, 2012). They are people 
who typically experience many positive emotions, are inter-
ested in life, and tend to be calm and peaceful. Flourishing 
people also hold positive attitudes about themselves and 
other people. They find meaning and direction in their lives 
and develop trusting relationships with other people. 
Complete mental health implies the presence of these adap-
tive characteristics. Therefore, comprehensive approaches to 
mental health in the community must be concerned both with 
efforts to diminish the frequency and impact of mental disor-
ders and with activities designed to promote flourishing.

1.2.3: Culture and Diagnostic Practice
The process by which the Diagnostic and Statistical Manual 
is constructed and revised is necessarily influenced by cul-
tural considerations. Culture is defined in terms of the val-
ues, beliefs, and practices that are shared by a specific 
community or group of people. These values and beliefs 
have a profound influence on opinions regarding the dif-
ference between normal and abnormal behavior (Bass, 
Eaton, Abramowitz, & Sartorius, 2012).

The impact of particular behaviors and experiences on a 
person’s adjustment depends on the culture in which the 
person lives. To use Jerome Wakefield’s (1992) terms, “only 
dysfunctions that are socially disvalued are disorders” 
(p. 384). Consider, for example, the DSM-5 concept of female 
orgasmic disorder, which is defined in terms of the absence 
of orgasm during occasions of sexual activity if it is accompa-
nied by subjective distress that results from this disturbance. 
A woman who grew up in a society that discouraged female 
sexuality might not be distressed or impaired by the absence 
of orgasmic responses. According to DSM-5, she would not 
be considered to have a sexual problem. Therefore, this defi-
nition of abnormal behavior is not culturally universal and 
might lead us to consider a particular pattern of behavior to 
be abnormal in one society and not in another.

There have been many instances in which groups rep-
resenting particular social values have brought pressure to 
bear on decisions shaping the diagnostic manual. The 
influence of cultural changes on psychiatric classification 
is, perhaps, nowhere better illustrated than in the case of 
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Thinking Critically About DSM-5: Revising an Imperfect Manual
The official diagnostic manual for mental disorders is revised by 
the American Psychiatric Association on a regular basis, about 
once every 15 to 20 years. You might be surprised that the clas-
sification system changes so often, but these updates reflect the 
evolution of our understanding regarding these complex prob-
lems. Even more well-established and widely accepted classifica-
tion systems change. You may remember when Pluto was 
removed from the list of planets, or recall that new elements have 
been added to the Periodic Table as a result of nuclear science. 
Classification systems change as knowledge expands.

The fifth and latest version, DSM-51, was published in 2013, 
an event surrounded by excitement as well as heated controversy. 
More than a dozen workgroups concerned with specific disor-
ders (e.g., mood disorders, psychotic disorders) were composed 
of expert researchers and clinicians who had been appointed to 
represent current knowledge in their respective areas. Each 
group produced a series of proposals that were subjected to 
public comments as well as field trials that were intended to gen-
erate data regarding the reliability of the new definitions. In the 
end, some experts considered the final product to be a major 
step forward while others viewed it as a serious step back 
(Frances & Widiger, 2012; Kendler, 2013).

Thinking Critically About DSM-5 is designed to help you 
understand ways in which this diagnostic manual has evolved, 
criteria that are used to judge its progress, and issues that are 
most controversial following publication of its latest edition. We 
don’t want you to accept the DSM-5 definitions simply because 
they were published on the authority of the American Psychiatric 
Association. On the other hand, we also don’t want you to reject 
the manual because everything in it isn’t perfect. Above all else, 
remember that DSM-5 is a handbook, not the Bible (Frances, 
2013). There are no absolute truths to be found in the classifica-
tion of mental disorders.

The debates about DSM-5 generate considerable emotion 
from people on both sides, because changes in the manual 
affect so many people’s lives. Crucial economic resources are 
clearly at stake. Adding a diagnostic category can create or 
expand a market for specific treatments (e.g., medications to 
treat a new disorder may reap enormous profits) while also rais-
ing challenging issues about whether insurance companies 
must pay for those treatments, whether schools will be expected 
to provide special services, and whether the government must 
pay disability claims. There are also pressures on the other side. 

Deleting an existing category, or narrowing the criteria that are 
used to define it, can create serious hardships for individuals 
and families who are then unable to find or afford suitable 
services upon which they depend. Mental health professionals, 
research scientists, and patient advocacy groups all play a 
crucial role in these debates.

Everyone agrees that the classification system must evolve, 
but what principles should guide this process of change? When 
DSM-IV (APA, 1994) was being produced, the process was 
designed to be conservative. Changes were, presumably, 
allowed only when there was substantial evidence to support a 
shift in the diagnostic criteria for a particular disorder. A few years 
later, when discussions about DSM-5 began, the process was 
designed to be more open. Workgroups were encouraged to 
make changes that would bring the system in line with contem-
porary thinking, even if hard evidence was not available to indi-
cate that the change was empirically justified. Reasonable 
arguments can be made for both approaches to the revision pro-
cess. Ultimately, the value of these changing definitions will be 
judged by the outcomes. Are the new definitions meaningful? 
Can they be used to improve people’s lives?

In the midst of public debates about the DSM-5 process, 
another issue has taken center stage. What group is best posi-
tioned to manage this system? The American Psychiatric Asso-
ciation clearly owns DSM, having launched the original version in 
1952. Given the fact that other mental health professions also 
play important roles in treating and studying mental disorders, 
does it make sense for this one organization to be the sole 
owner and manager of the classification system that governs so 
many aspects of our lives? Should decisions to change the sys-
tem be guided, even in part, by the enormous economic bene-
fits that have fallen to one professional organization? Some 
critics have argued that the classification system for mental dis-
orders should be governed by some type of government organi-
zation, such as the National Institutes of Health, rather than a 
profit-making professional association. This issue will, undoubt-
edly, be debated and explored in coming years.

1Previous editions of the manual have been identified using roman 
numerals; e.g., DSM-III, DSM-IV. The current edition uses Arabic numer-
als in the hope that more frequent revisions of the text (e.g., DSM-5.1 
and so on) can be produced easily and labeled clearly, much like 
updates to computer software packages.

homosexuality. In the first and second editions of the DSM, 
homosexuality was, by definition, a form of mental disor-
der, in spite of arguments expressed by scientists, who 
argued that homosexual behavior was not abnormal. 
Toward the end of the 1960s, as the gay and lesbian rights 
movement became more forceful and outspoken, its lead-
ers challenged the assumption that homosexuality was 
pathological. They opposed the inclusion of homosexual-
ity in the official diagnostic manual. After extended and 
sometimes heated discussions, the board of trustees of the 

American Psychiatric Association agreed to remove homo-
sexuality as a form of mental illness. They were impressed 
by numerous indications, in personal appeals as well as 
the research literature, that homosexuality, per se, was not 
invariably associated with impaired functioning. They 
decided that in order to be considered a form of mental 
disorder a condition ought to be associated with subjective 
distress or seriously impaired social or occupational func-
tioning. The stage was set for these events by gradual 
shifts in society’s attitudes toward sexual behavior 
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of several forces, cultural as well as political. These delib-
erations are a reflection of the practical nature of the man-
ual and of the health-related professions. Value judgments 
are an inherent part of any attempt to define “disorder” 
(Sedgwick, 1981).

(Bullough, 1976; Minton, 2002). As more and more people 
came to believe that reproduction was not the main pur-
pose of sexual behavior, tolerance for greater variety in 
human sexuality grew. The revision of the DSM’s system 
for describing sexual disorders was, therefore, the product 

Critical Thinking Matters: Is Sexual Addiction a Meaningful Concept?

Stories about mental disorders appear frequently in the popular 
media. One topic that once again attracted a frenzy of media atten-
tion in 2010 was a concept that has been called “sexual addiction.”

Tiger Woods, the top-ranked golfer in the world and wealthi-
est professional athlete in history, confessed to having a series of 
illicit sexual affairs and announced that he would take an indefinite 
break from the professional tour.

At the time, Woods was married to former Swedish model Elin 
Nordegren, who had given birth to their second child earlier that 
same year. More than a dozen women came forward to claim pub-
licly that they had sexual relationships with Woods, and several 
large companies soon cancelled lucrative endorsement deals that 
paid him millions of dollars to endorse their products. Newspapers, 
magazines, and television programs sought interviews with profes-
sional psychologists who offered their opinions regarding Woods’s 
behavior. Why would this fabulously successful, universally 
admired, iconic figure risk his marriage, family, and career for a 
seemingly endless series of casual sexual relationships?

Many experts responded by invoking the concept of mental 
disorder—specifically, sexual addiction (some called it “sexual com-
pulsion,” and one called it the “Clinton syndrome” in reference to 
similar problems that had been discussed in the midst of President 
Clinton’s sex scandal in 1998). The symptoms of this disorder pre-
sumably include low self-esteem, insecurity, need for reassurance, 
and sensation seeking, to name only a few. One expert claimed that 
20 percent of highly successful men suffer from sexual addiction.

Most of the stories failed to mention that sexual addiction 
does not appear as an officially recognized mental disorder in 
DSM-5. That, by itself, is not an insurmountable problem. 
Disorders have come and gone over the years, and it’s possible 
that this one—or some version of it—might eventually turn out to 
be useful. In fact, the work group that revised the list of sexual 
disorders for DSM-5 did consider but ultimately rejected adding a 

new category called “hypersexual disorder” (Campbell & Stein, 
2016). We shouldn’t ignore a new concept simply because it 
hasn’t become part of the official classification system (or accept 
one on faith, simply because it has). The most important thing is 
that we think critically about the issues that are raised by invoking 
a concept like sexual addiction.

At the broadest possible level, we must ask ourselves, “What 
is a mental disorder?” Is there another explanation for such 
thoughtless and damaging behavior? Tiger Woods received sev-
eral weeks of treatment for sexual addiction at a residential men-
tal health facility. Has that treatment been shown to be effective 
for this kind of behavioral problem? Is it necessary? Does the 
diagnosis simply provide him with a convenient excuse that might 
encourage the public to forgive his immoral behavior?

Another important question is whether sexual addiction is 
more useful than other, similar, concepts (Moser, 2011). For 
example, narcissistic personality disorder includes many of the 
same features (such as lack of empathy, feelings of entitlement, 
and a history of exploiting others). What evidence supports the 
value of one concept over another? In posing such questions, we 
are not arguing for or against a decision to include sexual addic-
tion or hypersexual disorder as a type of mental disorder. Rather, 
we are encouraging you to think critically.

Students who ask these kinds of questions are engaged in a 
process in which judgments and decisions are based on a careful 
analysis of the best available evidence. In order to consider these 
issues, you need to put aside your own subjective feelings and 
impressions, such as whether you find a particular kind of behavior 
disgusting, confusing, or frightening. It may also be necessary to 
disregard opinions expressed by authorities whom you respect 
(politicians, journalists, and talk-show hosts). Be skeptical. Ask 
questions. Consider the evidence from different points of view, and 
remember that some kinds of evidence are better than others.
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Addicted to Sex

The popular media frequently publish stories about famous people 
who are presumably addicted to sex. Think of a recent story of this 
type that you have read, and ask yourself whether it might be just as 
reasonable to explain the person’s behavior in terms of narcissistic 
personality disorder. In other words, is this a person who feels 
entitled to special privileges, lacks empathy with others, and has a 
history of exploiting and manipulating others? What does the concept 
of addiction (or hypersexual disorder) add to this conversation?

The response entered here will appear in the performance 
dashboard and can be viewed by your instructor.

Submit

Many people think about culture primarily in terms of 
exotic patterns of behavior in distant lands. The decision 
regarding homosexuality reminds us that the values of our 
own culture play an intimate role in our definition of 
abnormal behavior. These issues also highlight the impor-
tance of cultural change. Culture is a dynamic process; it 
changes continuously as a result of the actions of individu-
als. To the extent that our definition of abnormal behavior 
is determined by cultural values and beliefs, we should 
expect that it will continue to evolve over time.




