Chapter 3 – Classification and Diagnosis

Diagnosis: determination/identification of the nature of a disease, condition, or statement of that finding (often confused with assessment)
Diagnostic System: diagnosis made on the basis of this system – is a set of rules for recognizing and grouping various types of abnormalities 
Assessment: procedure through which info is gathered systematically in the evaluation of a condition; yields information that serves the basis for a diagnosis 

-Practicalities preclude us from being able to systematically observe and measure many aspects of functioning in large numbers of people, in a controlled way, over long periods of time 

The History of Classification

-Modern interest in psychological classification: WHO's decision to include mental health disorders in the international list of Causes of Death – in 1948 expanded to the “International statistical classification of diseases, injuries, and causes of death” (ICD) listing all diseases


-Which further branched off to the DSM 

-The first and second DSM editions were highly unsatisfactory (brief and only vague descriptions) 


-DSM-I only 106 categories under 3 major categories 


-Greatly influenced by psychoanalytic theory (focused on unobservable/internal processes, not 
empirically based, few objective criteria) – e.g. Common use of “neuroses” 

-DSM-II & DSM-III-R: to improve reliability field tries conducted, placed greater emphasis on empirical research 


-12500 patients and 550 clinicians involved in trials 


-Moving towards an atheoretical approach (i.e. Not endorsing any one theory) 


-Polythetic: can be diagnosed with subset of symptoms without having to meet all criteria 


-Developed the multiaxial requirement (in addition to primary diagnosis, required substantial 
patient info, evaluating, rating of 5 different axes, or areas of functioning) 

-DSM-IV: Comprehensive literature reviews, 12 multisite field tries conducted to collect new data 


-Tried to represent diverse socio-economic, cultural, ethnic backgrounds


-Assessed validity of diagnoses – improve criteria 



-Minor text revision released in 2000 (DSM-IV-TR)



-To facilitate use of DSM-IV-TR internationally includes diagnostic criteria with ICD-10 

codes

DSM-IV-TR: A Multiaxial Approach

-Clinicians assess patients under five different axes, or aspects, of a persons condition: 
Axis I: psychological disorders that have been recognized for centuries because of bizarre behaviour or difficulty the pose for everyday functioning (e.g. Schizophrenia)
Axis II: less severe, long-term disturbances – problems in this axes usually allow everyday functioning however with significant difficulty 


-Allows for a full range of evaluation: e.g. Without axis II less dramatic behaviour patters were 
often missed by presence of more prominent axis I symptoms (e.g. Alcoholism: did personality 
disorder lead to severe alcohol disorder – without axis II may have missed this whole range of 
symptoms) 
Axis III: any medical disorder that might be relevant to understanding or managing the case (which can cause psychological disorders, or affect treatment/course) 
Axis IV: Patient's life circumstances (trying to capture stressful social circumstances)


-E.g. Two women with anxiety disorder: primary diagnosis same, but one women has abusive 
husband – outcome may be different 
Axis V: how well person can cope with symptoms – assists in treatment and planning interventions 


-E.g. If someone s equipped with better coping skills may not need a rigorous treatment 

Note: DSM-V will include additional info under five axes to facilitate well-rounded diagnostic evaluations

Categories of Disorder in DSM-IV-TR
-groups al disorders listed on either Axis I or Axis II into 15 categories 

Disorders Usually Diagnosed in Infancy, Childhood, or Adolescence
-Includes intellectual, emotional, and physical disorders  

-Attention Deficit and Disruptive Behaviour Disorders: 


Attention deficit/hyperactivity disorder: maladaptive levels of inattention, hyperactivity, 
impulsivity 


Oppositional defiant disorder: negativistic, defiant, disobedient, hostile behaviour toward 
authority – recurring pattern 


Conduct disorder: persistently violate societal norms, rules, basic rights of others

Other categories include: 


Separation anxiety disorder: excessively anxious when separated from caregivers 

Mental Retardation: below ave. IQ, low social adjustment

Autistic disorder: severe impediments in areas of development (e.g. Social/communication) 

Learning disorders: functioning in particular academic skill is sig. Below average 


Motor skills or communication disorders: significant developmental problems with 
coordination or difficulty with language acquisition


Feeding and eating disorders: e.g. Pica's = eating substances that have no nutritional value on 
a regular basis   


Tic disorders: repetitive, quick, sudden, uncontrollable body/vocal movements 


Elimination disorders: repeated passage of urine or feces at inappropriate times and/or places

Delirium, Dementia, Amnesia, and Other Cognitive Disorders

Delirium: clouding of consciousness, wandering attention, incoherent stream of thought (poor diet, substance abuse) 
Dementia: deterioration of mental capacities, typically irreversible (assoc w/ alzheimer's, stroke, substance abuse) 
Amnestic syndrome: impairment in memory when no delirium or dementia (frequently associated with alcohol abuse) 

Substance-Related Disorders use vs. abuse

-When use of substance results in social, occupational, psychological, or physical problems – use becomes a mental disorder 

-On occasion, anxiety, mood disorders can result 

-Includes: alcohol, opioid, amphetamine, cocaine, hallucinogen, and other use disorders 

Schizophrenia and Other Psychotic Disorders

-Severe debilitation in thinking/perception 

-State of psychosis often characterized by delusions (false beliefs, e.g. People are trying to hurt them) and hallucinations (false perceptions, hearing voices that narrate) 

-Demonstrated by incoherent speech, loose associations (unconnected pieces of thought), inappropriate affect (e.g. Laughing at funerals), disorganized behaviour (e.g. Public masturbation) 

Mood Disorders
Major depressive disorder: extremely sad, discouraged, displays marked loss of pleasure from usual activities (also associated weight loss/gain, lack energy, difficulty concentrating, worthless, hopeless, suicidal) 
Mania: extremely elated, more active, less sleep, disconnected ideas, grandiosity, impairment in functioning
Bipolar conditions: both depression and mania 
Dysthymia: more chronic, low-grade depression
Cyclothymia: fluctuation between mild bouts of mania and less severe depressive symptoms 

Anxiety Disorders
-Experience excessive fear, worry, or apprehension; excessive fear usually produces maladaptive pattern of avoidance 

-Can be characterized by intense fear of specific object/situation (phobia), recurrent, unwanted, intrusive thoughts (obsessions), strongly repetitive behaviours if not performed cause extreme distress (compulsions)
Social Phobia: intense fear of social situations 
Panic Disorder: chronic panic attacks with fear of going “crazy” having a heart attack, or dying
Generalized anxiety disorder: difficulty controlling excessive worry

-Different anxiety disorders often comorbid with each other 

Factitious Disorders

-Intentionally produce/complain of either physical/psychological symptoms due to a need to assume the sick person 

Dissociative Disorders

-Sudden/profound disruption in consciousness, identity, memory, perception 
Dissociative amnesia: may forget entire past, or lose memory for particular time period 
Dissociative fugue: unexpectedly leave home and travel to start new life, forgetting previous identity
Dissociative identity disorder: two or more distinct personality states – each w/ own memories, behaviour patterns, preferences, relationships
Depersonalization disorder: severe and disruptive feeling of self-estrangement or unreality 

Sexual and Gender Identity Disorders

-Three main categories: 
Sexual dysfunction: disturbance in sexual desire or psychophysiological changes to sexual responses (inability to maintain erection, premature ejaculation, inhibitions of orgasm)
Paraphilias: sexual urges, fantasies, behaviours that involve unusual objects/activities (exhibitionism, voyeurism, sadism, masochism) 
Gender identity disorder: extreme/overwhelming discomfort with anatomical sex 

Eating Disorders

Anorexia nervosa: refuses to maintain minimally normal weight for age and height (avoid eating, become emaciated – due to intense fear of becoming fat)
Bulimia nervosa: frequent episodes of binge eating coupled with compensatory activities (vomiting or laxatives) 

-Researchers suggest that simple overeating be included as a disorder 

Sleep Disorder 

-Two categories:
Dyssomnias: relate to amount, quality, and time of sleep (e.g. Not feeling adequately rested, unable to sleep during conventional sleep times) 
Parasomnias: abnormal behaviour/physiological events that occurring during process of sleep/sleep-wake transitions (e.g. Sleep terror disorder/sleepwalking disorder) 

Impulse Control Disorders

-Failure or extreme difficulty controlling impulses (despite negative consequences) 
Intermittent explosive disorder: episodes of violent behaviour (e.g. Destruction of property, injury)
Pathological gambling: preoccupied with gambling, unable to stop, escape of problems
Trichotillomania: intense urges to pull out own hair 
Adjustment Disorders

-Emotional/behavioural symptoms within 3 months after major stressful event 

-Distress/impairment in social/occupational functioning

-Other symptoms that one would normally expect to such a stressor 

-Often symptoms that are not severe enough will meet criteria for an Axis I diagnosis 

Personality Disorders

-Enduring, pervasive, inflexible, maladaptive pattern of behaviour, existing since adolescence or early adulthood -Impairs functioning/cause of stress
Antisocial personality disorder: history of continuous and chronic disregard for and violation of rights of others 
Dependent personality disorder: manifests pattern of submissive and clinging behaviour and fear of separation 

-10 distinct personality disorders separate from disorders on Axis II

-Evidence that these disorders do not differ reliably from other the other disorders (perhaps will be grouped together in new edition) 

Other Conditions that May be a Focus of Clinical Attention
-Considered to be mental disorders but may be focus of attention/treatment

-E.g. Medical illness appears to be in part psychological – diagnosis will be “psychological factors affecting physical condition” 

-E.g. Academic problems, marital, occupational, physical or sex abuse 

Issues in Diagnosis and Classification of Abnormal Behaviour
Criticisms against Classification

Medical Model: Medical disorders are legitimate (they argue) because there is a recognizable deviation in anatomical structure – mental disorders involve no such anatomical deviations 


-Mental illness is a de facto means of social control 


-Opposition to these criticisms have pointed out that there are many medical disorders where 
there are no known lesions or anatomical abnormalities – just like mental disorders 
Stigmatization: classification unfairly stigmatizes individuals (e.g. Diagnosed with schizophrenia is often seen as a “schizophrenic” rather than a complex individual with skills and interests) 


-Individual themselves may start to identify with the label – leading to further deterioration and 
impeding rehabilitation/treatments 


-opposition to this criticism suggest that even if stigmatization does occur, flaw lies not in 
classification system but in people's reactions to mental disorders 
Loss of information: any label is a loss of information – how can anyone's uniqueness be summarized in a word or two

-BUT important to note that often information that is lost is irrelevant to diagnostic endeavour 


-Can aid practitioner in focusing on more clinically relevant issues


-Homogeneity also an aid for research in keeping classifications uniform

Criticisms Specific to DSM

 Discrete vs. Continuum: most frequent criticisms is that it takes a categorical approach to classification – i.e. Individual either has or does not, with no in between (mostly historical reasoning – based on medical models) – does not recognize a continuum between normal and abnormal 


-Advocated for a dimensional approach based on continuum for mental disorders from none to 
mind to severe

  
-Disadvantage of dimensional system: many more people would receive a diagnosis (e.g. Many 
people who currently do not meet requirements would possibly be classified as mildly 
depressed 


-Alternative approaches suggest that some disorders be diagnosed through categorical, while 
others be described on a continuum 


-Doesn't eliminate need for categorical decisions but merely shifts decision (i.e. It is ultimately 
up to the clinician to decide weather treatment is warranted) 
Reliability and Validity: any measurement tool must be reliable (must give the same measure every time) and it must be valid (does it measure what it is supposed to measure), must also be inter-rater reliability (extent to which two clinicians agree on diagnosis) – In DSM inter-rater agreement for anxiety, schizophrenia, and sociopathic disturbance was at 54%, for personality disturbance 38%


-Significant cause of this low agreement was different interview techniques /interpretation, etc. 


-Note, a tool that is not reliable cannot be valid -> can be reliable w/o being valid 
-Two important types of validity for diagnostic systems: 


-Concurrent validity: ability of diagnostic category to estimate an individual's present standing 
on factors related to the disorder – other than diagnostic criteria (e.g. People with schizophrenia 
tend to experience significant underachievement in school and a downward drift in socio-
economic status)


-Predictive validity: ability of a test to predict the future course of an individual's development 
Gender Bias:1974 task force to investigate gender bias in mental health assessment and therapy 


-Four categories developed: fostering traditional gender roles, bias in expectations and 
devaluation of women, sexist use of psychoanalytic concepts, treating women as sex objects, 
including seduction of a female patient

-Critics say DSM describes disorders in way that makes diagnosis more probable for women – feminine behaviour considered secondary to mental health and even seen as signs of emotional immaturity or psychopathology 

-Medicalizing normal female behaviour related to reproduction (premenstrual dysphoric disorder) 

-Personality disorders in Axis II criticized because some correspond to exaggerated female stereotypes 
Cultural bias: DSM-IV-TR stresses individuals primary social/cultural reference group along with personal experience 


-But manual created by largely english speaking scientists trained in north america 

-What we consider abnormal may be abnormal behaviour in other cultures – making some 
psychological tests invalid in certain situations (e.g. For the MMPI asian respondents score high 
in certain subscales – not saying that this trait is common in all – rather a difference in culture)
Process issues: decisions about diagnostic criteria are often influenced by factors other than pure empiricism 


-Concerns about individuals selected to panels responsible for revising the editions – i.e. 
Financial ties to the pharmaceutical industry 


-Often forced to sign “confidentiality agreements” about meeting minutes 

Prevalence of Mental Disorders

-Ontario Health Survey = most comprehensive/well-constructed epidemiological study to date 


-19% of health suffer from Axis I over 12 month period 


-Study: if lifetime prevalence was considered for psychological disorders 33% would qualify


-Study: lifetime prevalence of Axis II disorders ~ 50% 


-Study: of those who met diagnostic criteria – fewer tan 40% ever received professional help 

