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American Psychiatric Association

American Psychiatric Association

Logo of the APA

Formation 1844

Headquarters 1000 Wilson Boulevard, Suite
1825
Arlington, Virginia, United States

Membership 36,000 members[]

May 2013–2014 President Jeffrey Lieberman, M.D.

Website www.psychiatry.org [1]

The American Psychiatric Association (APA) is the main professional organization of psychiatrists and trainee
psychiatrists in the United States, and the largest psychiatric organization in the world.[] Its some 36,000[] members
are mainly American but some are international. The association publishes various journals and pamphlets, as well
as the Diagnostic and Statistical Manual of Mental Disorders (DSM). The DSM codifies psychiatric conditions and
is used worldwide as a key guide for diagnosing disorders.
The organization has its headquarters in Arlington County, Virginia.[2]

History
At a meeting in 1844 in Philadelphia, 13 superintendents and organizers of insane asylums and hospitals formed the
Association of Medical Superintendents of American Institutions for the Insane (AMSAII). The group included
Thomas Kirkbride, creator of the asylum model which was used throughout the United States. At the meeting they
passed the first proposition of the new organization: "It is the unanimous sense of this convention that the attempt to
abandon entirely the use of all means of personal restraint is not sanctioned by the true interests of the insane."[3]

The name of the organization was changed in 1892 to The American Medico-Psychological Association to allow
assistant physicians working in mental hospitals to become members.
In 1921, the name was changed to the present American Psychiatric Association. The APA emblem, dating to 1890,
became more officially adopted from that year. It was a round medallion with a purported facial likeness of
Benjamin Rush and 13 stars over his head to represent the 13 founders of the organization. The outer ring contains
the words "American Psychiatric Association 1844." Rush's name and an M.D.[4] The Association was Incorporated
in the District of Columbia in 1927.
In 1948, APA formed a small task force to create a new standardized psychiatric classification system. This resulted
in the 1952 publication of the first DSM. In 1965 a new task force of 10 people developed DSM-II, published in
1968. DSM-III was published in 1980, after a larger process involving some 600 clinicians. The book was now 500
pages long, including many more disorders, and it sold nearly half a million copies. APA published a revised
DSM-III-R in 1987 and DSM-IV in 1994, the latter selling nearly a million copies by the end of 2000. DSM-IV-TR
with minor revisions was published in 2000. APA is currently developing and consulting on DSM-V, which will be
published in May 2013.
In the early 1970s, activists campaigned against the DSM classification of homosexuality as a mental disorder, 
protesting at APA offices and at annual meetings from 1970 to 1973. In 1973 the Board of Trustees voted to remove 
homosexuality as a disorder category from the DSM, a decision ratified by a majority (58%) of the general APA 
membership the following year. A category of "sexual orientation disturbance" was introduced in its place in 1974,
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and then replaced in the 1980 DSM-III with Ego-dystonic sexual orientation. That was removed in 1987.
In 2002, amidst increasing concern to differentiate themselves from clinical psychologists, the APA assembly
membership voted against a proposed name change to the American Psychiatric Medical Association.[5]

Dr. Saul Levin was named on May 15th, 2013 as the new chief executive officer and medical director of the APA,
making him the first known openly gay person to head the APA. [6]

Organization and membership
APA is led by the President of the American Psychiatric Association and a Board of Trustees with an Executive
Committee.
APA reports [7] that its membership is primarily medical specialists who are qualified, or in the process of becoming
qualified, as psychiatrists. The basic eligibility requirement is completion of a residency program in psychiatry
accredited by the Residency Review Committee for Psychiatry of the Accreditation Council for Graduate Medical
Education (ACGME), the Royal College of Physicians and Surgeons of Canada (RCPS(C)), or the American
Osteopathic Association (AOA). Applicants for membership must also hold a valid medical license (with the
exception of medical students and residents) and provide one reference who is an APA member.
APA holds an annual conference attended by a US and international audience.
APA is made up of some 76 district associations throughout the US.[8]

Theoretical position
The APA reflects and represents mainstream psychiatry in the United States. Reflecting larger trends, the APA
members and leaders had been largely psychodynamic in their approaches until recent decades, when the field
became more "biopsychosocial."
The DSM is currently intended to be less theoretical than prior editions, having moved away from psychodynamic
theories to be more widely accepted, and is proposed to not be committed to a particular theorized etiology for
mental disorders. The criteria for many of the mental disorders have been expanded and involve a checklist of
so-called 'Feighner Criteria' to try and capture the varying sets of features which would be necessary to diagnose a
particular disorder.

Publications and campaigns
APA position statements,[9] Psych.org and practice guidelines[10] and description of its core diagnostic manual the
DSM [11] are published.
APA publishes several journals[12] focused on different areas of psychiatry, for example, academic, clinical practice,
or news.
APA recently launched a health campaign[13] with a new PR approach[14]
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Notable figures
• Adolf Meyer rose to prominence as the president of the American Psychiatric Association and was one of the

most influential figures in psychiatry in the first half of the twentieth century.
• Robert Spitzer was a key figure in the development of later editions of the DSM.
• Donald Ewen Cameron is best known for his MK-ULTRA-related mind-control and behavior modification

research for the CIA. Cameron was President of the APA in 1952-1953.
• Current president Jeffrey Lieberman was principal investigator for the NIMH CATIE study.[15]

Drug company ties
In his book Anatomy of an Epidemic (2010), Robert Whitaker described the partnership that has developed between
the APA and pharmaceutical companies since the 1980s.[] APA has come to depend on pharmaceutical money.[] The
drug companies endowed continuing education and psychiatric "grand rounds" at hospitals. They funded a political
action committee (PAC) in 1982 to lobby Congress.[] The industry helped to pay for the APA's media training
workshops.[] It was able to turn psychiatrists at top schools into speakers, and although the doctors felt they were
independents, they rehearsed their speeches and likely would not be invited back if they discussed drug side effects.[]

"Thought leaders" became the experts quoted in the media.[] As Marcia Angell wrote in The New England Journal of
Medicine (2000), "thought leaders" could agree to be listed as an author of ghostwritten articles,[16] and she cites
Thomas Bodenheimer and David Rothman who describe the extent of the drug industry's involvement with
doctors.[17][18] The New York Times published a summary about antipsychotic medications in October 2010.[19]

In 2008, for the first time, Senator Charles Grassley asked the APA to disclose how much of its annual budget came
from drug industry funds. The APA said that industry contributed 28% of its budget ($14 million at that time),
mainly through paid advertising in APA journals and funds for continuing medical education.[]

Controversies
Controversies have related to anti-psychiatry and disability rights campaigners, who regularly protest at American
Psychiatric Association offices or meetings. In 1971, members of the Gay Liberation Front organization sabotaged
an APA conference in San Francisco. In 2003 activists from MindFreedom International staged a 21-day hunger
strike, protesting at a perceived unjustified biomedical focus and challenging APA to provide evidence of the
widespread claim that mental disorders are due to chemical imbalances in the brain. APA published a position
statement in response[20] and the two organizations exchanged views on the evidence.
There was controversy when it emerged that US psychologists and psychiatrists were helping interrogators in
Guantanamo and other US facilities. The American Psychiatric Association released a policy statement that
psychiatrists should not take a direct part in interrogation of particular prisoners [21] but could "offer general advice
on the possible medical and psychological effects of particular techniques and conditions of interrogation, and on
other areas within their professional expertise."
After previous controversy over APA's classification of homosexuality as a mental illness, there is also controversy
regarding the remaining category of "sexual disorder not otherwise specified" which can include a state of distress
about one's sexual orientation, as well as the diagnosis of "gender identity disorder" or gender dysphoria.[22]

The APA's Standard Diagnostic Manual came under criticism from autism specialists Tony Attwood and Simon
Baron-Cohen for proposing the elimination of Asperger's syndrome as a disorder and replacing it with an autism
severity scale. Professor Roy Richard Grinker wrote a controversial editorial for the New York Times expressing
support for the proposal.
The APA president in 2005, Steven Sharfstein, caused controversy when, although praising the pharmaceutical 
industry, he argued that American psychiatry had "allowed the biopsychosocial model to become the bio-bio-bio 
model" and accepted "kickbacks and bribes" from pharmaceutical companies leading to the over-use of medication
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and neglect of other approaches.[23] In 2008 APA became a focus of congressional investigations regarding the way
that money from the pharmaceutical industry can shape the practices of nonprofit organizations that purport to be
independent in their viewpoints and actions. The drug industry accounted in 2006 for about 30 percent of the
association’s $62.5 million in financing, half through drug advertisements in its journals and meeting exhibits, and
the other half sponsoring fellowships, conferences and industry symposiums at its annual meeting. APA is
considering its response to increasingly intense scrutiny and questions about conflicts of interest.[24] The APA
president of 2009-2010, Alan Schatzberg, has also come under fire after it came to light that he was principal
investigator on a federal study into a drug being developed by Corcept Therapeutics, a company Schatzberg had
himself set up and in which he had several millions of dollars’ worth of stock.[25]
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A Message From APA President Dilip Jeste, M.D., on DSM-5 

December 1, 2012 

I am pleased to announce that DSM-5 has just been approved by APA's Board of Trustees. 

Getting to the finish line has taken a decade of arduous work and tens of thousands of pro-bono 

hours from more than 1,500 experts in psychiatry, psychology, social work, psychiatric nursing, 

pediatrics, neurology, and other related fields from 39 countries. We look forward to the book’s 

publication next May. 

The goal of the DSM-5 process has been to develop a scientifically based manual of psychiatric 

diagnosis that is useful for clinicians and our patients. APA’s interest in developing DSM dates 

back to the organization’s inception in 1844, when one of its original missions was to gather 

statistics on the prevalence of mental illness. In 1917, the Association officially adopted the first 

system for uniform statistical reporting called the Statistical Manual for the Use of Hospitals for 

Mental Diseases, which was adopted successfully by mental hospitals throughout the country. It 

was expanded into the first Diagnostic and Statistical Manual (DSM) in 1952 and first revised 

(DSM-II) in 1968. Like the rest of the field in that era, these first two versions were substantially 

influenced by psychoanalytic theories. 

With advances in clinical and scientific knowledge, changes in diagnostic systems are inevitable. 

The World Health Organization’s International Classification of Diseases (ICD)—the standard 

diagnostic tool for epidemiology, health management, and clinical care used around the world, 

which covers all medical diagnoses—has been through 10 editions since the late 1800s and is 

now preparing its 11th edition, due in 2015. Likewise, DSM has undergone changes to take into 

account progress in our understanding of mental illnesses. DSM-III, published in 1980 under the 

leadership of Dr. Robert Spitzer, and DSM-IV, published in 1994 under the leadership of Dr. 

Allen Frances, represented the state of science of psychiatry at those times and significantly 

advanced the field. 

In the two decades since the publication of DSM-IV, we have witnessed a wealth of new studies 

on epidemiology, neurobiology, psychopathology, and treatment of various mental illnesses. So, 

it was time for APA to consider making necessary modifications in the diagnostic categories and 

criteria based on new scientific evidence. But there were, of course, challenges inherent in 

revising an established diagnostic system. 



The primary criterion for any diagnostic revisions should be strictly scientific evidence. 

However, there are sometimes differences of opinion among scientific experts. At present, most 

psychiatric disorders lack validated diagnostic biomarkers, and although considerable advances 

are being made in the arena of neurobiology, psychiatric diagnoses are still mostly based on 

clinician assessment. 

Also, there are unintended consequences of psychiatric diagnosis. Some arise from the 

unfortunate social stigma and discrimination in getting jobs or even obtaining health insurance 

(notwithstanding the mental health parity law) associated with a psychiatric illness. There is also 

the double-edged sword of underdiagnosis and overdiagnosis. Narrowing diagnostic criteria may 

be blamed for excluding some patients from insurance coverage and needed services, while 

expanded efforts to diagnose (and treat) patients in the early stages of illness to prevent its 

chronicity are sometimes criticized for increasing its prevalence and potentially expanding the 

market for the pharmaceutical industry. (It should be noted, however, that DSM is not a treatment 

manual and that diagnosis does not equate to a need for pharmacotherapy.) 

APA has carefully sought to balance the benefits of the latest scientific evidence with the risks of 

changing diagnostic categories and criteria. We realize that, given conflicting views among 

different stakeholders, there will be inevitable disagreements about some of the proposals—

whether they involve retaining the traditional DSM-IV criteria or modifying them. 

The process of developing DSM-5 began in earnest in 2006, when APA appointed Dr. David 

Kupfer as chair and Dr. Darrel Regier as vice chair of the task force to oversee the development 

of DSM-5. The task force included the chairs of 13 diagnostic work groups, who scrutinized the 

research and literature base, analyzed the findings of field trials, reviewed public comments, and 

wrote the content for specific disorder categories within DSM-5. To ensure transparency and 

reduce industry-related conflicts of interest, APA instituted a strict policy that all task force and 

work group members had to make open disclosures and restrict their income from industry. In 

fact, the vast majority of the task force and work group members had no financial relationship 

with industry. 

To obtain independent reviews of the work groups’ diagnostic proposals, the APA Board of 

Trustees appointed several review committees. These included the Scientific Review Committee 

(co-chaired by Drs. Ken Kendler and Robert Freeman), Clinical and Public Health Committee 

(co-chaired by Drs. Jack McIntyre and Joel Yager), and APA Assembly Committee (chaired by 

Dr. Glenn Martin). Additionally, there was a forensic review by members of the Council on 

Psychiatry and Law. Drs. Paul Appelbaum and Michael First were consultants on forensic issues 

and criteria/public comments, respectively. Reviews by all these groups were coordinated in 

meetings of the Summit Group, which included the task force and review committee co-chairs 

and consultants along with members of the Executive Committee of the Board of Trustees. 



There has been much more public interest and media scrutiny of DSM-5 than any previous 

revisions. This reflects greater public awareness and media interest in mental illness, as well as 

widespread use of the Internet and social media. To facilitate this transparent process, APA 

created a Web site (www.dsm5.org) where preliminary draft revisions were available for the 

public to examine, critique, and comment on. More than 13,000 Web site comments and 12,000 

additional comments from e-mails, letters, and other forms of communication were received. 

Members of the DSM-5 work groups reviewed the feedback submitted to the Web site and, 

where appropriate, made modifications in their proposed diagnostic criteria. 

We believe that DSM-5 reflects our best scientific understanding of psychiatric disorders and 

will optimally serve clinical and public health needs. Our hope is that the DSM-5 will lead to 

more accurate diagnoses, better access to mental health services, and improved patient outcomes. 
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FOREWORD 

The American Medico-Psychological Association at its 

meeting held in New York, in May 1917, adopted the report 

of its Committee on Statistics which provided for a system of 

uniform statistics in institutions for mental diseases, and 

appointed a standing Committee on Statistics to promote the 

introduction of the system throughout the country. This 

committee met in New York City on February 7, 1918, and in 

cooperation with the National Committee for Mental Hygiene 

outlined a plan of procedure. 

The National Committee has established a Bureau of Uni- 

^ form Statistics and has received a special gift to defray the 

i initial expenses of the work of collecting statistics from insti- 

tutions for the insane. As close relationships have always 

'.^existed between the American Medico-Psychological Associa- 

tion and the National Committee, it was thought wise for the 

Committee on Statistics to become an advisory committee to 

the Bureau of Uniform Statistics of the National Committee 

and to have the work of introducing the new system and of 

collecting statistics from the institutions carried out by the 

Bureau. 

In accordance with this arrangement the Bureau, with the 

assistance of the Committee on Statistics of the American 

Medico-Psychological Association,, has prepared this manual 

to assist the institutions in compiling their annual statistics 

and has printed a series of forms to be used in preparing 

statistical reports. The manual and duplicate forms will be 

furnished free to all cooperating institutions, and it is earn- 
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estly hoped that they will be generally adopted, so that a 

national system of statistics of mental diseases may become 

an actuality. j! 1 - 
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It is recommended that the standardized tables be used in 

the annual reports of the institutions so far as possible and 

that a duplicate copy of the tables be sent to the Bureau of 

Uniform Statistics of the National Committee for Mental 

Hygiene as soon as possible after the end of the fiscal year of 

the institution. 

Albert M. Barrett, Chairman 

E. Stanley Abbot 

Owen Copp 

George H. Kirby 

James V. May 

Frankwood E. Williams 

Committee on Statistics, American 

Medico-Psychological Association 

Thomas W. Salmon 

Medical Director l National Com- 

mittee for Mental Hygiene 

Eoith M. Fiirbush, Statistician, 

Horatio M. Pollock, 

' Consulting Statistician, 

Bureau of Statistics, National Com- 

mittee for Mental Hygiene 
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STATISTICAL MANUAL FOR THE USE OP INSTITU- 

TIONS FOR THE INSANE 

Statistics of mental disease, to be trustworthy, must be 

based on accurate original data. If the facts first ascer- 

tained concerning the patients are recorded in a haphazard 

way without a clear understanding of the purposes to be 

attained, the statistics compiled therefrom will probably be 

very defective, if not absolutely worthless. 

As a first step in preparing statistics of patients in an 

institution for the insane it is necessary to formulate statis- 

tical data cards with the essential captions arranged in con- 

venient form. Such cards call for the same items of infor- 

mation concerning every patient^ and if properly designed 

and filled out, will furnish data tbat may be classified in 

various ways and tabulated so as to give clear summaries 

of important facts concerning the patients and their diseases 

and the results of treatment 

To facilitate tabulation and filing, it is recommended that 

four distinct statistical cards be used, viz. : 

1. A first admission card, to be filled out for every insane 

patient admitted for the first time to any hospital for the 

treatment of mental diseases, except institutions for tempo- 

rary care only. 

2. A readmission card, to he filled out for every insane 

patient admitted who has been previously under treatment in 

a hospital for mental diseases, excepting transfers and those 

who have received treatment only in institutions for tempo- 

rary care. 

3. A discharge card, to be filled out for every insane 

patient discharged, except transfers. 

4. A death card, to be filled out for every insane patient 

who dies in the hospital. 

It is suggested that first admission cards be printed on 

white cardboard, readmission cards on yellow, discharge 

, v Google 

cards on salmon, and death cards on blue, and that in each 

instance cards for male patients be printed with black ink 

and cards for female patients with red. 

Sample forms for the cards are submitted herewith : 

FIRST ADMISSION MALE (or female) 

State Hospital 

Committed 

Identification No. Legal status — Voluntary 

Psychosis— No. Group Type 

Hativity (state or country) of patient of father of motlier Date of 
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arrival in U. S. 

Citizenship of patient — American foreign of father — American foreign 

Race Marital condition — Single married widowed divorced separated 

Education— None reads only reads and writes common school high school 

collegiate 

Occupation Religion (Denomination) 

Environment— Urban rural Economic condition— Dependent marginal 

comfortable 

Actual residence— County P. 0. 

Time in state 

Etiological factors othei than heredity 

I Tempera meD tally normal, abnormal (specify) 

abnormal (specify! 

Family history of mental diseases 

Family history of nervous diseases 

Family history of mental deficiency 

Family history of inebriety (alcohol or drugs) (specify) 

f Abstinent 

Alcoholic habits of patient J Moderate (specify) 

[ Intemperate (specify) 

Accompanying physical diseases not an integral part of the j 

Duration of present attack before admission yrs. mos. 

Number of previous attacks 

Date of admission 19 Age on admission yrs. 

Presented at staff meeting 19 By Dr. 

Hospital number for the year 

Note — This card for First Admission to any hospital for the i 

[Size of card 5 in. i 8 in.] 
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KEADMI88I0N CARD MALE (or female) 

State Hospital 

Committed 

Name Identification No. Legal status — Voluntary 

Psychosis — No. Group 

Nativity (atate or country) of patie 

arrival in U. S. 

Citizenship of patient— American foreign of father — American foreign 

Race Marital condition — Single married widowed divorced separated 

Education— -None reads only reads and writes common school high school 

collegiate 

Occupation Religion (denomination) 

Environment — Urban rural Economic condition — Dependent marginal 

comfortable 

Actual residence — County P. 0. 

Time in state 

Etiological factors other than heredity 

( Temperamentally normal, abnormal (specify) 
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abnormal (specify) 

Family history of mental diseases 

Family history of nervous diseases 

Family history of mental deficiency 

Family history of inebriety (alcohol or drugs) (specify) 

I Abstinent 

Alcoholic habits of patient ^ Moderate (specify) 

I intemperate (specify) 

Accompanying physical diseases not an integral part of the psychosis 

Duration of present attack before admission yri. mos. das. 

Number of previous attacks 

No. of previous admissions Date and duration of each previous hospital 

residence (exclusive of parole) 

Condition at last discharge Date Hosp 

Date of readmiasion 19 Age on readmission yrs. 

Presented at staff meeting 19 By Dr. 

Hospital number for the year 

Note — This card for cases previously admitted to any hospital for the 

[Size of card 5 in-, x 8 in.] 
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DISCHARGE CARD MALE (or female) 

State Hospital 

Committed 

Hame Identification No. Legal status— Voluntary 

Psychosis — No. Group Type 

Nativity (state or country) of patient of father of mother 

Citizenship of patient — American foreign of father — American foreign 

Age on discharge years 

Residence when admitted— County P. 0. 

No. of previous attacks 

No. of previous admissions Date of last admission 

Date and duration of each' previous hospital residence (exclusive of parole) 

Duration of last psychosis before admisaion years months days 

Duration of last hospital residence (exclusive of parole) years months 

days 

Total duration of hospital life (all admissions, exclusive of paroles) years 

months days 

Condition on discharge — Recovered much improved improved unimproved 

Not insane: Epilepsy alcholism drug addiction constitutional inferiority 

mental deficiency dotage others (specify) 

Date of parole - 19 

Date of discharge 1.9 

Patient was discharged to the custody of 

Address 
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Hospital discharge number for the year 

[Size of card 5 in. x 8 in.] 

DEATH CARD MALE (or female) 

State Hospital 

Committed 

Name Identification No. Legal status — Voluntary 

Psychosis — No. Group Type 

Nativity (state or country) of patient of father of mother 

Citizenship of patient — American foreign of father — American foreign 

Age at death years 

No. of previous attacks No. of previffua admissions 

Date and duration of each previous hospital residence (exclusive of parole) 

Duration of last psychosis before admission years months days 

Date of last admission 

Period of last hospital residence years months days 

Total duration of hospital life (all admissions, exclusive of paroles) years 

months days 

Cause of death (Follow international list of causes and underline principal 

Autopsy No yes Findings of autopsy 

Residence when admitted— County city or village 

Date of death 19 

Hospital discharge number for the year 

[Size of card 5 in. x 8 in.] 
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The facts needed to fill out the admission cards are ob- 

tained from (a) the relatives and friends of the patient, 

{b) the patient himself, (c) the commitment papers, (d) the 

family physician, (e) official documents and records, and 

(f) the mental and physical examination of the patient. 

The nurse or attendant sent from the hospital to bring in 

a patient should be provided with a history blank and should 

note thereon all of the important facts concerning the patient 

and his family history that can be obtained from relatives 

and friends. Additional data should be secured when 

friends come to the hospital to visit the patient. 

The data required to fill out the discharge and death cards 

are obtained from the hospital records. These cards should 

always be consistent with the admission cards. 

It is advisable to have a statistical data sheet, similar to 

the first admission card, filled out and incorporated in the 

case record of the patient 

At the close of the fiscal year when all the cards are filled 

out and checked up, the statistical tables should be made 

therefrom. The tabulation can be easily and accurately 

done by sorting the cards into groups corresponding to the 

table headings and then counting the several groups. The 
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totals should be made after each count is completed, and mis- 

takes rectified before the cards are regrouped. 

When the tables for the year are finished, the cards should 

be systematically filed according to patients' identification 

numbers, all of the cards relating to one patient being brought 

together. 

Filling in Caeds 

Fill in every caption on each card ; if full or accurate in- 

formation can not possibly be obtained, enter " U " (symbol 

for "facts unascertained"). 

If the information is negative, enter " none " or " no ". 

Do not use the interrogation point {?). 

Do not use the dash ( — ) for " unascertained " or for 

" negative ". 

Do not use the term " several " ; as " several years " ; enter 

rather " less than 1 yr.," " between 1 and 5 ym," or " over 10 

yrs.," if exact figures can not be obtained. 

Avoid round numbers ; accept figures ending with 5 or with 

with skepticism and only after close questioning. Avoid, 

> v Google 
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e. g., " 1 yr." for 11 nios., 12y 2 mos., etc., and " 1 mo." for 35 

days, etc. Avoid " 60 yrs." for 59 or 61 yra 

Avoid ambiguous abbreviations; as " lob. pneu." (lobar or 

lobular?), "par." (paranoic or paralytic?), etc., and use 

only standard abbreviations. 

If the place assigned to any caption of the schedule is too 

limited to enter all ascertained data, mark the blank "over", 

and enter the data on the back of the card. 

Entries on all cards should be typewritten. Designate 

items on the cards, by underscoring; as, single. Do not cross 

out items or use check marks. 

CLASSIFICATION OF MENTAL DISEASES 

Explanatory notes of the various groups and clinical types 

follow the classification. 

1. Traumatic psychoses 

(a) Traumatic delirium 

(b) Traumatic constitution 

(c) Post-traumatic mental enfeeblement (dementia) 

2. Senile psychoses 

(a) Simple deterioration 

(b) Presbyophrenic type 

(c) Delirious and confused types 

(d) Depressed and agitated states in addition to de- 

terioration 

(e) Paranoid types 

(f) Pre-senile types 

3. Psychoses with cerebral arteriosclerosis 
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4. General paralysis 

5. Psychoses with cerebral syphilis 

6. Psychoses with Huntington's chorea 

7. Psychoses with brain tumor 

8. Psychoses with other brain or nervous diseases 

The following are the more frequent affections and should 

be specified in the diagnosis. 

Cerebral embolism 

Paralysis agitans 

Meningitis, tubercular or other forms (to be specified) 

Multiple sclerosis 

Tabes 

Acute chorea 

Other conditions (to be specified) 

» by Google 
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9. Alcoholic psychoses 

(a) Pathological intoxication 

(b) Delirium tremens 

(c) Korsakow's psychosis 

(d) Acute hallucinosis 

(e) Chronic hallucinosis 

(f) Acute paranoid type 

(g) Chronic paranoid type 

(h) Alcoholic deterioration 

(i) Other types, acnte or chronic 

10. Psychoses due to drugs and other exogenous toxins 

(a) Opium (and derivatives), cocaine, bromides, 

chloral, etc., alone or combined (to be specified) 

("b) Metals, as lead, arsenic, etc. (to be specified) 

( c ) Gases ( to be specified ) 

(d) Other exogenous toxins (to be specified) 

11. Psychoses with pellagra 

12. Psychoses with other somatic diseases 

(a) Delirium with infectious diseases 

(b) Post-infectious psychosis 

(c) Exhaustion-delirium 

(d) Delirium of unknown origin 

(e) Cardio-renal diseases 

(f) Diseases of the ductless glands 

(g) Other diseases or conditions (to be specified) 

13. Manic-depressive psychoses 
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(a) Manic type 

(b) Depressive type 

(c) Stupor 

(d) Mixed type 

(e) Circular type 

14. Involution melancholia 

15. Dementia praecox 

(a) Paranoid type 

(b) Catatonic type 

(c) Hebephrenic type 

(d) Simple type 

16. Paranoia or paranoic conditions 

17. Epileptic psychoses 

( a) Deterioration 

(b) Clouded states 

(c) Other conditions (to be specified) 
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18. Fsychoneuroses and neuroses 

(a) Hysterical type 

{ b) Psychasthenic type 

(c) Neurasthenic type 

(d) Anxiety neuroses 

19. Psychoses with constitutional psychopathic inferiority 

20. Psychoses with mental deficiency 

21. Undiagnosed psychoses 

22. Not insane 

(a) Epilepsy without psychosis 

(b) Alcoholism without psychosis 

(c) Drug addiction without psychosis 

(d) Constitutional psychopathic inferiority without 

psychosis 

(e) Mental deficiency without psychosis 

(f) Others (to be specified) 

DEFINITIONS AND EXPLANATORY NOTES 

The following explanatory notes and definitions of the vari- 

ous clinical groups were prepared for the Committee by Dr. 

George H. Kirby, Director, Psychiatric Institute, Ward's 

Island, New York City. 

1. Traumatic Psychoses 

The diagnosis should be restricted to mental disorders aris- 
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ing as a direct or obvious consequence of a brain (or head) 

injury producing psychotic symptoms of a fairly character- 

istic kind. The amount of damage to the brain may vary 

from an extensive destruction of tissue to simple concussion 

or physical shock with or without fracture of the skull. 

Manic-depressive psychoses, general paralysis, dementia 

praecox, and other mental disorders in which trauma may 

act as a contributory or precipitating cause, should not be 

included in this group. 

The following are the most common clinical types of trau- 

matic psychosis and should be specified in the statistical rec- 

ord of the hospital : 

(a) Traumatic delirium: This may take the form of an 

acute delirium (concussion delirium), or a more protracted 

delirium resembling the Korsakow mental complex. 

(b) Traumatic constitution : Characterized by a gradual 

post-traumatic change in disposition with vasomotor insta- 

bility, headaches, fatigability, irritability or explosive emo- 
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tionai reactions; usually hyper-sensitiveness to alcohol, and 

in some cases development of paranoid, hysteroid, or epilep- 

toid symptoms. 

(c) Posttraumatic mental enfeeblement (dementia): 

Varying degrees of mental reduction with or without aphasic 

symptoms, epileptiform attacks or development of a cerebral 

arteriosclerosis. 

2. Senile Psychoses 

A well denned type of psychosis which as a rule develops 

gradually and is characterized by the following symptoms : 

Impairment of retention (forgetfulness) and general failure 

of memory more marked for recent experiences; defects in 

orientation and a general reduction of mental capacity; the 

attention, concentration and thinking processes are inter- 

fered with ; there is self-centering of interests, often irrita- 

bility and stubborn opposition; a tendency to reminiscences 

and fabrications. Accompanying this deterioration there may 

occur parauoid trends, depressions, confused states, etc. Cer- 

tain clinical types should therefore be specified, but these 

often overlap : 

(a) Simple deterioration : Retention and memory defects, 

reduction in intellectual capacity and narrowing of interests; 

usually also suspiciousness, irritability and restlessness, the 

latter particularly at night 

(b) Presbyophrenic type: Severe memory and retention 

defects with complete disorientation; but at the same time 

preservation of mental alertness and attentiveness with 

ability to grasp immediate impressions and conversation quite 

well. Forgetfulness leads to absurd contradictions and repe- 

titions; suggestibility and free fabrication are prominent 

symptoms. (The general picture resembles the Korsakow 

mental complex. ) 

(c) Delirious and confused types: Often in the early 

stages of the psychosis and for a. long period the picture is 

one of deep confusion or of a delirious condition. 

id) Depressed and agitated types: In addition to the un- 

derlying deterioration there may be a pronounced depression 

and persistent agitation. 

(e) Paranoid types: Well marked delusional trends, 

chiefly persecutory or expansive ideas, often accompany the 

deterioration and in the early stages may make the diagnosis 

difficult if the defect symptoms are mild. 
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(f) Pre-senile types : The so-called "Alzheimer's disease." 

An early senile deterioration which usually leads rapidly to 

a deep dementia. Reported to occur as early as the fortieth 

year. Most cases show an irritable or anxious depressive 

mood with aphasic or apractie symptoms.- There is apt to he 

general rcsistiveness and sometimes spasticity. 

3. Psychoses with Cerebral Arteriosclerosis 

The clinical symptoms, both mental and physical, are 

varied depending in the first place on the distribution and 

severity of the vascular cerebral disease and probably to some 

extent on the mental make-up of the person. 

Cerebral physical symptoms, headaches, dizziness, fainting 

attacks, etc., are nearly always present, and usually signs of 

focal brain disease appear sooner or later (aphasia, paralysis, 

etc.). 

The most important mental symptoms (particularly if the 

arteriosclerotic disease is diffuse) are impairment of mental 

tension, i. e., interference with the capacity to think quickly 

and accurately, to concentrate and to fix the attention; fatig- 

ability and lack of emotional control {alternate weeping and 

laughing), often a tendency to irritability is marked; the re- 

tention is impaired and with it there is more or less general 

defect of memory, especially in the advanced stages of the 

disease, or after some large destructive lesion occurs. 

Pronounced psychotic symptoms may appear in the form 

of depression (often of the anxious type), suspicions or para- 

noid ideas, or episodes of marked confusion. 

To be included in this group are the psychoses following 

cerebral softening or hemorrhage, if due to arterial disease. 

(Autopsies in state hospitals show that in arteriosclerotic 

cases softening is relatively much more frequent than hem- 

orrhage. ) 

Differentiation from senile psychosis is sometimes difficult 

particularly if the arteriosclerotic disease manifests itself in 

the senile period. The two conditions may be associated; 

when this happens preference should he given in the statis- 

tical report to the arteriosclerotic disorder. 

nigh blood pressure, although usually present, is not essen- 

tial for the diagnosis of cerebral arteriosclerosis. 

4. General Paralysis 

The range of symptoms encountered in general paralysis is 

too great to be reviewed here in detail. As to mental symp- 
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toms. most stress should be laid on the early changes in dis- 

position and character, judgment defects, difficulty about 

time relations and discrepancies in statements, forgetfulness 

and later on a diffuse memory impairment. Cases with 

marked grandiose trends are less likely to be overlooked than 

cases with depressions, paranoid ideas, alcoholic-like episodes, 

etc. 

Mistakes of diagnosis are most apt to be made in those cases 

having in the early stages pronounced psychotic symptoms 

and relatively slight defect symptoms, or cases with few. defi- 

nite physical signs. Lumbar puncture should always be made 
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. if there is any doubt about the diagnosis. A Wassennann 

examination of the blood alone is not sufficient as this does 

not tell us whether or not the central nervous system is in- 

volved. 

5. Psychoses with Cerebral Syphilis 

Since general paralysis itself is now known to be a paren- 

chymatous form of brain syphilis, the differentiation of the 

cerebral syphilis eases might on theoretical grounds be re- 

garded as less important than formerly. Practically, how- 

ever, the separation of the non-parenchymatous forms is 

very important because the symptoms, the course and thera- 

peutic outlook in most of these cases are different from those 

of general paralysis. 

According to the predominant pathological characteristics, 

three types of cerebral syphilis may be distinguished, viz. : 

(a) Meningitic, (b) Endarteritic, and (r) Gummatous. The 

lines of demarcation between these types are not, however, 

sharp ones. We practically always find in the endarteritic 

and gummatous types a certain amount of meningitis. 

The acute meningitic form is the most frequent type of cere- 

bral syphilis and gives little trouble in diagnosis; many of 

these cases do not reach state hospitals. In most cases after 

prodromal symptoms (headache, dizziness, etc.) there is a 

rapid development of physical signs, usually cranial nerve 

involvement, and a mental picture of dullness or confusion 

with few psychotic symptoms except those related to a deliri- 

ous or organic reaction. 

In the rarer chronic meningitic- forms which are apt to 

occur a long time after the syphilitic infection, usually in 

the period in which we might expect general paralysis the 

diagnostic difficulties may be considerable. 
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In the endarteritic forms the most characteristic symptoms 

are those resulting from focal vascular lesions. 

In the gummatous forms the slowly developing focal and 

pressure symptoms are most significant 

In all forms of cerebral syphilis the psychotic manifesta- 

tions are less prominent than in general paralysis and the 

personality is much better preserved as shown by the social 

reactions, ethical sense, judgment and general behavior. The 

grandiose ideas and absurd trends of the general paralytic 

are rarely encountered in these cases. 

6. Psychoses With Huntington's Chorea 

Mental. symptoms are a constant accompaniment of this 

form of chorea and as a rule become more marked as the dis- 

ease advances. Although the disease is regarded as being 

hereditary in nature, a diagnosis can be made on the clinical 

picture in the absence of a family history. 

The chief mental symptoms are those of mental inertia 

and an emotional change, either apathy and silliness or a de- 

pressive irritable reaction with a tendency to passionate out- 

bursts. As the disease progresses the memory is affected to 

some extent, but the patient's ability to recall past events 

is often found to be surprisingly well preserved when the dis- 

inclination to cooperate and give information can be over- 

come. Likewise the orientation is well retained even when 

the patient appears very apathetic and listless. Suspicions 

and paranoid ideas are prominent in some cases. 

7. Psychoses with Brain Tumor 

A large majority of brain tumor cases show definite mental 

symptoms. Most frequent are mental dullness, somnolence, 
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hebetude, slowness in thinking, memory failure, irritability 

and depression, although a tendency to facetiousness is some- 

times observed. Episodes of confusion with hallucinations 

are common; some cases express suspicions and paranoid 

ideas. 

The diagnosis must rest in most cases on the neurological 

symptoms, and these will depend on the location, size and 

rate of growth of the tumor. Certain general physical symp- 

toms due to an increased intra-cranial pressure are present- 

in most cases, viz: headache, dizziness, vomiting, slowing of 

the pulse, choked disc and interlacing of the color fields. 

-a by Google 
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8. Psychoses with other Brain or Nervous Diseases 

This division provides a place for grouping a variety of 

less common mental disorders associated with organic dis- 

ease of the nervous system and not included in the preceding 

larger groups. On the card the special type of brain or 

nervous diseases should be mentioned after the group name. 

The following are the conditions most frequently met with : 

(a) Cerebral embolism (if an incident in cerebral arteri- 

osclerosis it should be placed in group 3). 

(b) Paralysis agitans. 

(c) Meningitis, tubercular or other forms (to be speci- 

fied). 

(d) Multiple sclerosis. 

(e) Tabes (paresis to be carefully excluded). 

(f) Acute chorea (Sydenham's type). Hysterical chorea 

to be excluded. 

(g) Other conditions (to be specified). 

9. Alcoholic Psychoses 

The diagnosis of alcoholic psychosis should be restricted to 

these mental disorders arising with few exceptions in connec- 

tion with chronic drinking and presenting fairly well defined 

symptom-pictures. One must guard against making the alco- 

holic group too inclusive. Over-indulgence in alcohol is often 

found to be merely a symptom of another psychosis, or at 

any rate may be incidental to another psychosis, such as gen- 

eral paralysis, manic-depressive insanity, dementia praecox, 

epilepsy, etc. The cases to be regarded as alcoholic psychoses 

which do not result from chronic drinking are the episodic 

attacks in some psychopathic personalities, the dipsomanias 

(the true periodic drinkers) and pathological intoxication, 

any one of which may develop as the result of a single imbibi- 

tion or a relatively short spree. 

The following alcoholic reactions usually present symptoms 

distinctive enough to allow of clinical differentiation: 

(a) Pathological intoxication: An unusual or abnormal 

immediate reaction to taking a large or small amount of al- 

cohol. Essentially an acute mental disturbance of short dur- 

ation characterized usually by an excitement or furor with 

confusion and hallucinations, followed by amnesia. 

(b) Delirium tremens: An hallucinatory delirium with 

marked general tremor and toxic symptoms. 
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(c) Korsakow's psychosis: This occurs with or without 

polyneuritis. The delirious type is not readily differen- 

tiated in the early stages from severe delirium tremens hut 

is more protracted. The non-delirious type presents a char- 

acteristic retention defect wi,tli disorientation, fabrication, 

suggestibility and tendency to misidentify persons. Hallu- 

cinations are infrequent after the- acute phase. 

(d) Acute hallucinosis: This is chiefly an auditory hal- 

lucinosis of rapid development with clearness of the sen- 

sorium, marked fears, and a more or less systematized per- 

secutory trend. 

(e) Chronic hallucinosis: This is an infrequent type 

which may he regarded as the persistence of the symptoms 

of the acute hallucinosis without change in the character of 

the symptoms except perhaps a gradual lessening of the emo- 

tional reaction accompanying the hallucinations. 

(f) Acute paranoid type: Suspicions, misinterpretations, 

and persecutory ideas, often a jealous trend; hallucinations 

usually subordinate; clearing up on withdrawal of alcohol. 

(g) Chronic paranoid type: Persistence of symptoms of 

the acute paranoid type with fixed delusions of persecution 

or jealousy usually not influenced by withdrawal of alcohol; 

difficult to differentiate from non-alcoholic paranoid states 

or dementia praecox. 

(h) Alcoholic deterioration: A slowly developing moral, 

volitional and emotional change in the chronic drinker; ap- 

parently relatively few cases are committed as the mental 

symptoms are not usually looked upon as sufficient to justify 

the diagnosis of a definite psychosis. The chief symptoms are 

ill humor and irascibility or a jovial, careless, facetious 

mood; ahusiveness to family, unreliability and tendency to 

prevarication; in some cases definite suspicions and jeal- 

ousy ; there is a general lessening of efficiency and capacity 

for physical and mental work; memory not seriously im- 

paired. To be excluded are residual defects due to Kor- 

sakow's psychosis, or mental reduction due to arteriosclerosis 

or to traumatic lesions. 

(i) Other types to be specified. 

10. Psychoses Due to Drugs and other Exogenous Toxins 

The clinical pictures produced by drugs and other exogen- 

ous poisons are principally deliria or states of confusion; 
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although sometimes hallucinatory and paranoid reactions are 

met with. Certain poisons and gases apparently produce 

special symptoms, e. g., cocaine, lead, illuminating gas, etc. 

Grouped according to the toxic etiological factors the follow- 

ing are to be differentiated : 

(a) Opium (and derivatives), cocaine, bromides, chloral, 

etc., alone or combined ( to be specified ) 

(b) Metals, as arsenic, lead, etc. (to be specified) 

(c) Gases ( to be specified ) 

(d) Other exogenous toxins (to be specified) 

11. Psychoses with Pellagra 

The relation which various mental disturbances bear to the 

disease pellagra is not yet settled. Cases of pellagra occur- 

ring during the course of a well established mental disease 

such as dementia praecox, manic-depressive insanity, senile 
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dementia, etc.; should not be included in this group. The 

mental disturbances which are apparently most intimately 

connected with pellagra are certain delirious or confused 

states (toxic-organic-like reactions) arising during the course 

of a severe pellagra. These are the cases which for the pres- 

ent should be placed in the group of psychoses with pellagra 

12. Psychoses with other Somatic Diseases 

Under this heading are brought together those mental dis- 

orders which appear to depend directly upon some physical 

disturbance or somatic disease not already provided for in . 

the foregoing groups. 

In the types designated below under (a) to (e) inclusive, 

we have essentially deliria or states of confusion arising dur- 

ing the course of an infectious disease or in association with 

a condition of exhaustion or a toxaemia. The mental dis- 

turbance is apparently the result of interference with brain 

nutrition or the unfavorable action of certain deleterious sub- 

stances, poisons or toxins, on the central nervous system. The 

clinical pictures met with are extremely varied. The delirium 

may be marked by severe motor excitement and incoherence 

of utterance, or by multiform hallucinations with deep con- 

fusion or a dazed, bewildered condition ; epileptiform attacks, 

catatonic-like symptoms, stupor, etc. may occur. In classify : 

ing these psychoses a difficult problem arises in many cases 

if attempts are made to distinguish between infection and ex- 
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haustion as etiological factors. For statistical reports the 

following differentiations should be made : 

Under (a) "Delirium with infectious diseases" place the 

initial deliria which develop during the prodromal or incuba- 

tion period or before the febrile stage as in some cases of 

typhoid, small-pox, malaria, etc. ; the febrile deliria which 

seem to bear a definite relation to the rise in temperature; 

the post-febrile deliria of the period of defervescence includ- 

ing the so-called " collapse delirium." 

Under (b) " Post-infectious psychoses " are to be grouped 

deliria, the mild forms of mental confusion, or the depressive, 

irritable, suspicious reactions which occur during the period 

of convalescence from infectious diseases. Physical asthenia 

and prostration are undoubtedly important factors in these 

conditions and differentiation from " exhaustion deliria " 

must depend chiefly on the history and obvious close rela- 

tionship to the preceding infectious disease. (Some cases 

which fail to recover show a peculiar mental enfeeblement ) 

In this group should be classed the " cerebropathica psychica 

toxaemica" or the non-alcoholic polyneuritic psychoses fol- 

lowing an infectious disease as typhoid, influenza, septi- 

caemia, etc. 

Under (c) "Exhaustion deliria" are to be classed psy- 

choses in which physical exhaustion, not associated with or 

the result of an infectious disease, is the chief precipitating 

cause of the mental disorder, e. g., hemorrhage, severe phy- 

sical over-exertion, deprivation of food, prolonged insomnia, 

debility from wasting disease, etc. 

Of the psychoses which occur with diseases of the ductless 

glands, the best known are the thyrogenous mental disor- 

ders. Disturbance of the pituitary or of the thymus func- 

tion is often associated with mental symptoms. 

According to the etiology and symptoms the following 

types should therefore be specified under " Psychoses with 

Other Somatic Diseases:" 

(a) Delirium with infectious disease (specify) 
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(b) Post-infectious psychosis (specify) 

(c) Exhaustion delirium 

(d) Delirium of unknown origin 

(e) Cardio-renal disease 

(f) Diseases of the ductless glands (specify) 

■- '(g) Other diseases or conditions (to be specified) 

Google 

13. Manic-Depressive Psychoses 

This group comprises the essentially benign affective psy- 

choses, mental disorders which fundamentally are marked by 

emotional oscillations and a tendency to recurrence. Vari- 

ous psychotic trends, delusions, illusions and hallucinations, 

clouded states, stupor, etc. may be added. To be dis- 

tinguished are: 

The manic reaction with its feeling of well-being (or irasci- 

bility), flight of ideas and over-activity. 

The depressive reaction with its feeling of mental and phy- 

sical insufficiency, a despondent, sad or hopeless mood and 

in severe depressions, retardation and inhibition; in some 

cases the mood is one of uneasiness and anxiety, accompanied 

by restlessness. 

The mixed reaction, a combination of manic and depressive 

symptoms. 

The stupor reaction with its marked reduction in activity, 

depression, ideas of. death, and often dream-like hallucina- 

tions; sometimes mutism, drooling and muscular symptoms 

suggestive of the catatonic manifestations of dementia prae- 

cox, from which, however, these manic-depressive stupors are 

to be differentiated. 

An attack is called circular when, as is often the case, one 

phase is followed immediately by another phase, e. g., a manic 

reaction passes over into a depressive reaction or vice versa. 

Oases formerly classed as allied to manic-depressive should 

be placed here rather than in the undiagnosed group. 

In the statistical reports the following should be specified : 

(ft) Manic attack 

(b) Depressive attack 

(c) Stuporous attack 

(d) Mixed attack 

(e) Circular attack 

14. Involution Melancholia 

These depressions are probably related to the manic-depres- 

sive group; nevertheless the symptoms and the course of the 

involution cases are sufficiently characteristic to justify us in 

keeping them apart as special forms of emotional reaction. 

To be included here are the slowly developing depressions 

of middle life and later years which come on with worry, in- 

somnia, uneasiness, anxiety and agitation, showing usually 

the unreality and sensory complex, but little or no evidence 
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of any difficulty in thinking. The tendency is for the course 

to be a prolonged one. Arteriosclerotic depressions should 

be excluded. 

When agitated depressions of the involution period are 

clearly superimposed on a manic-depressive foundation with 

previous attacks (depression or excitement) they should for 

statistical purposes be classed in the manic-depressive group. 

15. Dementia Praecox 

This group cannot be satisfactorily defined at the present 

time as there are still too many points at issue as to what con- 

stitute the essential clinical features of dementia praecox. A 

large majority of the cases which should go into this group 

may, however, be recognized without special difficulty, al- 

though there is an important smaller group of doubtful, atypi- 

cal allied or transitional cases which from the standpoint of 

symptoms or prognosis occupy an uncertain clinical position, 

Oases formerly classed as allied to dementia praecox should 

be placed here rather than in the undiagnosed group. The 

term " schizophrenia" is now used by many writers instead 

of dementia praecox. 

The following mentioned features are sufficiently well es- 

tablished to be considered most characteristic of the dementia 

praecox type of reaction : 

A seclusive type of personality or one showing other evi- 

dences of abnormality in the development of the instincts and 

feelings. 

Appearance of defects of interest and discrepancies be- 

tween thought on the one hand and the behavior-emotional 

reactions on the other. 

A gradual blunting of the emotions, indifference or silliness 

with serious defects of judgment and often hypochondriacal 

complaints, suspicions or ideas of reference. 

Development of peculiar trends, often fantastic ideas, with 

odd, impulsive or negativistic conduct not accounted for by 

any acute emotional disturbance or impairment of the sen- 

sorium. 

Appearance of autistic thinking and dream-like ideas, 

peculiar feelings of being forced, of interference with the 

mind, of physical or mystical influences, but with retention of 

clearness in other fields (orientation, memory, etc.). 

According to the prominence of certain symptoms in indi- 
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vidua] cases the following four clinical forms of dementia 

praeeox may be 'specified, but it should be borne in mind 

that these are only relative distinctions and that transitions 

from one clinical form to another are common : 

(a) Paranoid type; Cases characterized by a prominence 

of delusions, particularly ideas of persecution or grandeur, 

often connectedly elaborated, and hallucinations in various 

fields. 

(b) Catatonic type : Cases in which there is a prominence 

of negativistic reactions or various peculiarities of conduct 

with phases of stupor or excitment, the latter characterized 

by impulsive, queer or stereotyped behavior and usually hal- 

lucinations. 
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(e) Hebephrenic type: Cases showing prominently a 

tendency to silliness; smiling, laughter, grimacing, manner- 

isms in speech and action, and numerous peculiar ideas 

usually absurd, grotesque and changeable in form. 

(d) Simple type: Cases characterized by defects of in- 

terest, gradual development of an apathetic state, often with 

peculiar behavior, but without expression of delusions or 

hallucinations. 

16. Paranoia or Paranoic Conditions 

From this group should be excluded the deteriorating para- 

noic states and paranoic states symptomatic of other mental 

disorders or of some damaging factor such as alcohol, or- 

ganic brain disease, etc. 

The group comprises cases which show clinically fixed sus- 

picions, persecutory delusions, dominant ideas or grandiose 

trends logically elaborated and with due regard for reality 

after once a false interpretation or premise has been ac- 

cepted. Further characteristics are formally correct con- 

duct, adequate emotional reactions, clearness and coherence 

of the train of thought 

17. Epileptic Psychoses 

In addition to the epileptic deterioration, transitory psy- 

choses may occur which are usually characterized by a 

clouded mental state followed by an amnesia for external 

occurrences during the attack. (The hallucinatory and 

■dream-like experiences of the patient during the attack may 

be vividly recalled. ) Various automatic and secondary states 

of consciousness may occur. 
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According- to the most prominent clinical features the epi- 

leptic mental disorders should therefore be specified as fol- 

lows : 

(a) Deterioration: A gradual development of mental dull- 

ness, slowness of association and thinking, impairment of 

memory, irritability or apathy. 

(b) Clouded states: Usually in the form of dazed reac- 

tions with deep confusion, bewilderment and anxiety or ex- 

citements with hallucinations, fears and violent outbreaks; 

instead of fear there may be ecstatic moods with religious 

exaltation. 

(c) Other conditions (to be specified). 

18. Psychoneuroses and Neuroses 

The psychoneurosis group includes those disorders in 

which mental forces or ideas of which the subject is either 

aware (conscious) or unaware (unconscious) bring about 

various mental and physical symptoms; in other words these 

disorders are essentially psychogenic in nature. 

The term neurosis is now generally used synonymously 

with psychoneurosis, although it has been applied to certain 

disorders in which, while the symptoms are both mental and 

physical, the primary cause is thought to be essentially phy- 

sical. In most instances, however, both psychogenic and phy- 

sical causes are operative and we can assign only a relative 

weight to the one or the other. 

The following types are sufficiently well defined clinically 

to be specified: 

(a) Hysterical type: Episodic mental attacks in the form 
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of delirium, stupor or dream states during which repressed 

wishes, mental conflicts or emotional experiences detached 

from ordinary consciousness break through and temporarily 

dominate the mind. The attack is followed by partial or 

complete amnesia. Various physical disturbances (sensory 

and motor) occur in hysteria, and these represent a conver- 

sion of the affect of the repressed disturbing complexes into 

bodily symptoms or, according to another formulation, there 

is a dissociation of consciousness relating to some physical 

function. 

(b) Psychasthenic type: This includes the compul- 

sive and obsessional neuroses of some writers. The main 
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clinical characteristics are phobias, obsessions, morbid doubts 

and impulsions, feelings of insufficiency, nervous tension and 

anxiety. Episodes of marked depression and agitation may 

occur. There is no disturbance of consciousness or amnesia 

as in hysteria. 

(c) Neurasthenic type: This should designate the fatigue 

neuroses in which physical as well as mental causes evidently 

figure; characterized essentially by mental and motor fatig- 

ability and irritability; also various hyperesthesias and 

paraesthesias ;' hypochondriasis and varying degrees of de- 

pression. 

(d) Anxiety neuroses: A clinical type in which morbid 

anxiety or fear is the most prominent feature. A general 

nervous irritability (or excitability) is regularly associated 

with the anxious expectation or dread ; in addition there are 

numerous physical symptoms which may be regarded as the 

bodily accompaniments of fear, particularly cardiac and 

vasomotor disturbances : the heart's action is increased, often 

there is irregularity and palpitation: there may be sweating, 

nausea, vomiting, diarrhea, suffocative feelings, dizziness, 

trembling, shaking, difficulty in locomotion, etc. Fluctua- 

tions occur in the intensity of the symptoms, the acute exacer- 

bations constituting the " anxiety attack." 

19. Psychoses with Constitutional Psychopathic Inferiority 

Under the designation of constitutional psychopathic in- 

feriority is brought together a large group of pathological 

personalities whose abnormality of make-up is expressed 

mainly in the character and intensity of their emotional and 

volitional reactions. Individuals with an intellectual defect 

(feeblemindedness) are not to be included in this group, 

Several of the preceding groups, in fact all of the so-called 

constitutional psychoses, manic-depressive, dementia prae- 

cox, paranoia, psyehoneuroses, etc., may be considered as aris- 

ing on a basis of psychopathic inferiority because the previ- 

ous mental make-up in these conditions shows more or less 

clearly abnormalities in the emotional and volitional spheres, 

These reactions are apparently related to special forms of 

psychopathic make-up now fairly well differentiated, and the 

associated psychoses also have their own distinctive features. 

There remain, however, various other less well differen- 

tiated types of psychopathic personalities, and in these the 

> v Google 

28 

psychotic reactions (psychoses) also differ from those al- 

ready specified in the preceding groups. 

It is these less well differentiated types of emotional and 

volitional deviation which are to be designated, at least for 

statistical purposes, as constitutional psychopathic inferior- 
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ity. The type of behavior disorder, the social reactions, the 

trends of interests, etc., which the psychopathic inferior may 

show give special features to many cases, e. g., criminal 

traits, moral deficiency, tramp life, sexual perversions and 

various temperamental peculiarities. 

The pronounced mental disturbances or psychoses which 

develop in psychopathic inferiors and bring about their com- 

mitment are varied in their clinical form and are usually of 

an episodic character. Most frequent are attacks of irrita- 

bility, excitement, depression, paranoid episodes, transient 

confused states, etc. True prison psychoses belong in this 

group. 

In accordance with the standpoint developed above, a psy- 

chopathic inferior with a manic-depressive attack should be 

classed in the manic-depressive group, and likewise a psy- 

chopathic inferior with a schizophrenic psychosis should go 

in the dementia praecox group. 

Psychopathic inferiors without an episodic mental attack 

or any psychotic symptoms should be placed in the not insane 

group under the appropriate sub-heading. 

20. Psychoses with Mental Deficiency 

This group includes the psychoses with various types of 

intellectual deficiency or feeblemindedness. The degree of 

mental deficiency should be determined by the history and 

the use of standard psychometric tests. The intellectual 

level may be denoted in the statistics by specifying moron, 

imbecile, idiot 

Acute, usually transient psychoses of various forms occur 

in mentally deficient persons and commitment to a hospital 

for the insane may be necessary. The most common mental 

disturbances are episodes of excitement or irritability, de- 

pressions, paranoid trends, hallucinatory attacks, etc. 

Mentally deficient persons may suffer from manic-depres- 

sive attacks or from dementia praecox. When this occurs 

the diagnostic grouping should be manic-depressive or de- 

mentia praecox as the case may he. 
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Mental deficiency cases without psychotic disturbances 

should go into the group of not insane under the appropriate 

sub-heading. ■ 

/ 21. Undiagnosed Psychoses 

In this group should be placed the cases in which a satis- 

factory diagnosis cannot he made and the psychosis must 

therefore be regarded as an unclassified one. The difficulty 

may be due to lack of information or inaccessibility of the 

patient; or the clinical picture may be obscure, the etiology 

unknown, or the symptoms unusual. Cases placed in this 

group during the year should be again reviewed before the 

annual diagnostic tables are completed. 

Cases of the type formerly placed in one of the allied 

groups should not be put in the undiagnosed group except 

for some special reason. Most of the cases hitherto called 

allied should be placed in the main group to winch they seem 

most closely related. 

/ 22. Not Insane 

This group should receive the occasional case which after 

investigation and observation gives no evidence of having had 

a psychosis. The only difficulty likely to be encountered in the 

statistical reports will arise in the grouping of patients who 

have recovered from a psychosis prior to admission. In such 

cases, if the history, the commitment papers or .the patient's 

retrospective account shows that a psychosis actually existed 
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immediately before admission, that is, at the time of com- 

mitment, then the case should be considered as having suf- 

fered from a mental disorder, and classification under the ap- 

propriate heading should be made. 

If it is determined that no psychosis existed, then the con- 

dition which led to admission should be specified. The fol- 

lowing come most frequently into consideration: 

(a) Epilepsy without psychosis 

(b) Alcoholism without psychosis 

(c) Drug addiction without psychosis 

(d) Constitutional psychopathic inferiority without psy- 

chosis 

(e) Mental deficiency without psychosis 

(f) Other conditions (to be specified) 

Jigitizccty GoOglc 

STATISTICAL TABLES RECOMMENDED 

A series of eighteen statistical tables is recommended for 

the use of all institutions for the insane. These provide for 

the systematic presentation of the data that should be an- 

nually compiled by every such institution and that should 

be available for use by everyone interested in psychiatry or 

the treatment of mental diseases. These tables are: 

Table 1. 

Table 2. 

Table 3. 

Table 4. 

Table 5. 

Table 6. 

General information. 

Financial statement 

Movement of patients. 

Nativity and parentage of first admissions. 

Citizenship of first admissions. 

Psychoses of first admissions, types as well as 

principal psychoses to be designated. 

Table 7. Race of first admissions classified with reference 

to principal psychoses. 

Table 8. Age of first admissions classified with reference 

to principal psychoses. 

Table 9. Degree of education of first admissions classified 

with reference to principal psychoses. 

Table 10. Environment of first admissions classified with 

reference to principal psychoses. 

Table 11. Economic condition of first admissions classified 

with reference to principal psychoses. 

Table 12. Use of alcohol by first admissions classified with 

reference to principal psychoses. 

Table 13. Marital condition of first admissions classified 

with reference to principal psychoses. 
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Table 14. Psychoses of readmissions, types as well as prin- 

cipal psychoses to be designated. 

Table 15. Discharges of patients classified with reference 

to principal psychoses and condition on dis- 

cbarge. 

Table 16. Causes of death of patients classified with refer- 

ence to principal psychoses. 

Table 17. Age of patients at time of death classified with 

reference to principal psychoses. 

Table 18. Duration of hospital life of patients dying in hos- 

pital, classified with reference to principal 
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The National Committee for Mental Hygiene has printed 

a series of forms to be used in preparing the foregoing tables 

and will furnish them free to every institution requesting 

them or that signifies its willingness to cooperate in the gen- 

eral movement for uniform statistics. The forms are num- 

bered to correspond with the tables. In order to secure uni- 

formity in filling out the blanks the following explanations 

and definitions are submitted : 

directions fob the preparation of statistical tables 

Table 1. General Information 

The data relative to hospital plant, medical service, em- 

ployees and patients, called for in this table, should be given 

as of the last day of the fiscal year of the institution. 

Hospital plant: The value of the hospital property 

should be estimated at cost unless its original value has been 

diminished by depreciation. In case a considerable amount 

of depreciation has occurred, a reasonable allowance there- 

for should be made. As the estimates of the value of hospital 

property in different institutions will be subject to compari- 

son, the appraisal in each case should be made with care and 

should represent as nearly as possible the true value of the 

property. 

Medical service: The term " assistant physicians," as 

used in the table, includes all physicians regularly employed 

in the hospital in a grade below that of superintendent and 

above that of medical interne. The term " clinical assist- 

ants " includes physicians and medical students who are em- 

ployed temporarily or permanently in hospital work below 

the grade of medical interne. 

Consulting physicians, eye and ear specialists, dentists, 

and pharmacists, are not to be included ia the report of the 

medical service. 

Employees: The term " graduate nurses " includes only 

those nurses who have graduated from a school of nursing 

maintained by a general hospital or a hospital for the insane 

giving a course covering at least two years. 

The term " social workers " refers to persons regularly em- 

ployed by the hospital to look after the interests of parole 

and other out-patients. Voluntary workers in this field are 

not to be included in the table. 
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Table 2. Financial Statement 

The data should be given in accordance with the headings 

provided in the table so far as possible. If it is impossible 

to supply the data pertaining to any of the items the total 

receipts and disbursements should be given and explanations 

concerning their classification may be submitted in detail on 

a separate sheet. The various terms in the table are used in 

the ordinary sense and are self-explanatory. 

Table 3. Movement of Insane Patient Population 

This table calls for a report of movement of insane pati- 

ents apart from other patients, who may be eared for in the 

same institution. As rates of admission, discharge and death 

'will be computed from the data, submitted from" this table, 

it is important that the directions included therein, be very 

carefully followed. For convenience of reference, the prin- 

cipal terms used in this table are herein defined. These terms 

have the same significance wherever used in the tables de- 

scribed in this manual.' 

" First admissions " includes all insane patients admitted 

for the first time to any institution for the insane, public or 

private, wherever situated, in or outside of state, excepting 

institutions for temporary care only. 

" Readmissions " includes all insane patients admitted 

who have been previously under treatment in an institution 

for the insane, excepting transfers and patients who have re- 

ceived treatment only in institutions for temporary care. 

" Recovered " indicates the condition of patients who have 

regained their normal mental health so that they may be con- 

sidered as having practically the same mental status as they 

had previous to the onset of the psychosis. 

" Improved " denotes any degree of mental gain less than 

recovery, 

A " voluntary patient " is one who is received in an institu- 

tion upon his own application and without commitment 

Table 4. Nativity op First Admissions and of Parents of 

Fikst Admissions 

Care should be taken to ascertain the country of birth of 

every first admission. Changes in national boundaries made 

by the present war should not be recognized until its close 

and until the new boundary lines, if any, are definitely fixed. 
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The following is the list of countries to be used in reporting 

nativity : 

Modified Form of United States Census Classification of Nativity 

Africa 

Fiance 

Porto Rico 

Aeiat 

Qermany 

Portugal 

Australia 
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Greece 

Koumania. 

Austria 

Hawaii 

Russia 

Belgium 

Holland 

Scotland 

Bohemia 

Hungary 

South America 

Can a da J 

India 

Spain 

Central America 

Ireland 

Sweden 

China 

Italy 

Switzerland 

Cub* 

Japan 

Turkey in Asia 

Denmark 

Mexico 

Turkey in Europe 

England 

Full text of "Statistical manual for the use of institutions for the insane" http://archive.org/stream/statisticalmanu00assogoog/statisticalmanu00as...

26 of 31 7/12/2013 4:04 PM



Norway 

Wales 

Europe! 

Philippine Islands West Indies" 

Finland 

Poland 

Other countries 

+ Not otherwise specified. 

t Includes Newfoundland. 

•Except Cuba and Porto Rico. 

Table 5. Citizenship of First Admissions 

Accurate data concerning the citizenship of first admis- 

sions in the several states is highly important as the matter 

has a direct bearing on the policy of the United States rela- 

tive to immigration. 

The following notes pertaining to citizenship may be found 

helpful : 

Foreign-born persons (with few exceptions) are aliens un- 

less naturalized and should be so reported if evidence of their 

naturalization ean not be produced. 

Aliens may be naturalized in several ways, as follows : 

1. By making required declarations and receiving final 

naturalization papers from a court of competent jurisdiction. 

2. A woman, by the naturalization of her husband or by 

marriage to a citizen. 

3. Minors, by the naturalization of their parents. 

All persons (with few exceptions) born in the United 

States are citizens regardless of parentage. 

A woman loses her citizenship by marriage to an alien. 

A declaration of intention does not confer rights of citi- 

zenship; a foreigner is an alien until naturalized. An alien, 

to be eligible for citizenship, must have resided in the United 

States continuously for five years. 

Google 
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Table 6. Psychoses of Fibst Admissions 

In diagnosing the mental diseases of patients, the instruc- 

tions given in this manual (pages 14-29) should be carefully 

studied and followed so far as possible. In making out the 

table, give the total for each numbered group and so far as 

may be determined the number in each subdivision thereof. 

Table 7. Race of First Admissions Classified with Ref- 
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erence to Principal Psychoses 

The race of patients admitted should be designated by the 

terms given in the following list : 

African (Hack) 

Greek 

Scotch 

American Indian 

Hebrew 

Slavonic" 

Armenian 

Irish 

Spanish 

Bulgarian 

Italian* 

Spanish-American 

Chinese 

Japanese 

Syrian 

Cuban 

'Lithuanian 

Turkish 

Dutch and Flemish 

Magyar 

Welsh 

East Indian 

Mexican 

West Indian (except 

English 
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Pacific Islander 

Cuban) 

Finnish 

Portuguese 

Other specific races 

French 

Roumanian 

Mixed 

German 

Scandinavian! 

Race unascertained 

+ Includes " north " and " south." 

t Norwegians, Danes and Swedes. 

■Includes Bohemian, Bosnian, Croatian, Delmatian, Herzegovinian, Mont- 

enegrin, Moravian, Polish, Russian, Ruthenian, Servian, Slovak, Slovenian. 

The " Dictionary of Races " prepared by the Immigration 

Commission should be used as a guide for the determination 

of race. A pamphlet copy of this excellent manual may be 

obtained from the Superintendent of Documents, Washing- 

ton, D. C, for twenty cents. 

The following suggestions relative to race classification 

should be carefully noted : 

African. This term should be applied to all negroes of 

pure or mixed blood, whether coming from Africa, Cuba or 

other West Indian Islands, Europe or North or South 

America. 
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Armenian. Care should be taken not to confuse Armen- 

ians with Syrians. 

Bulgarian. The Bulgarians who come to the United 

States are all from Bulgaria but, with the readjustment of 

boundary lines which may follow the present war, it is likely 

that in the future it will not always be possible to distinguish 

Bulgarians by their starting place in Europe. The language 

should identify them in all cases. 

Cuban. Care must be taken not to include negroes and 

Spanish-Americans among " Cubans." 

Dutch and Flemish. Nearly all the Dutch who come to 

the United States come from Holland. They call themselves 

" Hollanders." The Flemish come principally from Belgium. 
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East Indian. This term refers to the natives of the East 

Indies, including Hindus, and is a very loose term, ethnologi- 

cally. This is a matter of small importance, however, as 

very few immigrants come to the United States from the 

East Indies. 

English. Care must be taken to exclude Hebrews who 

are born in England, also English-speaking people of other 

races. 

Finnish. All natives of Finland are not Finns; many of 

them are Swedes. Of the Finns living in Europe, more than 

1,000,000 live outside of Finland. 

German. Care must be taken to classify Germans from 

Russia as Germans. 

Hebrew. No difficulty will be experienced in identifying 

Hebrews and they should be so classified without regard to 

the country from which they come. 

Italian. Very few Italians come to the United States from 

any country except Italy, although some come from Brazil 

and the Argentine Republic. Care must be taken not to con- 

fuse these with Spanish-Americans. 

Lithuanian. Lithuanians in the United States are quite 

likely to be confused with Poles or Slovaka They are quite 

distinct from the " Slavonic " people and should be enumer- 

ated separately. 
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Magyar. Magyars are often called "Hungarians," 

*' Huns " or " Hunyaks " in popular language in this country. 

Ro u man i an. In reporting patients born in Roumania, 

the only chance for error is the failure to exclude Hebrews 

and Gypsies. There are about half as many Roumanians in 

Hungary as there are in Roumania and so it is necessary to 

consider them in reporting the race of natives of Hungary. 

Slavonic. This is a very important racial division as a 

very large number of Slavonic immigrants have come to the 

United States in recent years. It is believed that the use of 

this term will solve a great many difficulties as it makes it 

unnecessary to distinguish between Poles, Slovaks, etc. The 

only danger to guard against is that of including Lithuanians, 

Finns, Magyars or Roumanians. 

Spanish. Care should be taken not to apply this term to 

Spanish-Americans. 

Spanish- Americans. This term refers only to " the peo- 

ple of Central and South America of Spanish descent" 

Turkish. Armenians and Syrians should not be included 

under this designation. 

West Indian. Care should be taken to exclude negroes, 

Cubans and Spanish-Americans. Only a very small number 

of West Indians not negroes, are admitted to the United 

States. 

Mixed. This term should be used to designate the race 

of a patient whose ancestors were of two or more races. 

The terms "American," " Swiss," and "Austrian," should 

not be used to designate race (see discussion of these terms 

in the "Dictionary of Races:" American, p. 102; Swiss, p. 

138 ; Austrian, p. 20). 

Table 8. Age of First Admissions Classified with Refer- 

ence to Principal Psychoses 

In filling out this table and the other tables in which the 
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principal psychoses are correlated with other items, care 

should be taken to give the same totals for each group in 

every table. 

Age groups as designated in the headings are inclusive, 

e. g., 15-19 years includes the years 15, 10, 17, 18 and 19. 
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Table 9. Degree of Education of First Admissions Clas- 

sified with Reference to Principal Psychoses 

" Illiterate " denotes persons who cannot read and write. 

Under " reads and writes " should be included those who 

have attended a common school but who have not completed 

the work of the fourth grade. Common school, high school, 

and college should be interpreted as meaning graduation from 

such institutions respectively or completion of at least half 

of the prescribed course. Two years of a course taken in a 

professional school, snch as medicine, dentistry and phar- 

macy, should be considered as college education. Business 

schools are principally of common school grade although a 

few are of high school or college grade. 

Table 10. Environment of First Admissions Classified 

with Reference to Principal Psychoses 

" Urban " and " rural " are used in this table as in the 

United States census classification. Places having a popula- 

tion of 2,500 or more are considered as " urban." All other 

places are considered as " rural." 

Table 11. Economic Condition of First Admissions Clas- 

sified with Reference to Principal Psychoses 

The term " economic condition " refers to the patients' cir- 

cumstances before the onset of the psychosis. The terms used 

in classifying " economic condition " are defined as follows: 

Dependent: Lacking in necessities of life or receiving aid 

from public funds or persons outside the immediate family. 

Marginal: Living on daily earnings but accumulating 

little or nothing; being on the margin between self-support 

and dependency. 

Comfortable: Having accumulated resources sufficient 

to maintain self and family for at least four months. 

Patients should not be classed as " dependent " because 

they are not able to reimburse the hospital for their mainten- 

ance provided they were previously able to maintain them- 

selves. Minors and aged people cared for by their families 

> v Google 
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Dementia praecox

An article by Eugen Bleuler on dementia praecox
(1911)

Dementia praecox (a "premature dementia" or "precocious madness")
refers to a chronic, deteriorating psychotic disorder characterized by
rapid cognitive disintegration, usually beginning in the late teens or
early adulthood. It is a term first used in 1891 in this Latin form by
Arnold Pick (1851–1924), a professor of psychiatry at the German
branch of Charles University in Prague.[1] His brief clinical report
described the case of a person with a psychotic disorder resembling
hebephrenia (see below). It was popularized by German psychiatrist
Emil Kraepelin (1856–1926) in 1893, 1896 and 1899 in his first
detailed textbook descriptions of a condition that would eventually be
reframed into a substantially different disease concept and relabeled as
schizophrenia.[2] Kraepelin, regarding the major psychoses as naturally
occurring disease entities, reduced the complex psychiatric taxonomies of the nineteenth century by dividing them
into two classes: manic depressive psychosis or dementia praecox. This division is commonly referred to as the
Kraepelinian dichotomy and it has had a significant and fundamental impact on twentieth-century psychiatry, though
it has also been questioned.[3]

The primary disturbance in dementia praecox was said to be not one of mood, but of thinking or cognition. Cognitive
disintegration refers to a disruption in cognitive or mental functioning such as in attention, memory, and
goal-directed behavior. Kraepelin contrasted this with manic-depressive psychosis, in which he included not just
what would be termed bipolar disorder today but also other forms of mood disorder, including major depressive
disorder. However, Kraepelin himself noted cases in between and eventually accepted that it was not possible to
distinguish his categories on the basis of cross-sectional symptoms.[4] Indeed, a mixed diagnosis of schizoaffective
disorder has also developed.
From the outset, dementia praecox was viewed by Kraepelin as a progressively deteriorating disease from which no
one recovered. The three terms that Kraepelin used to refer to the end state of the disease were "Verblödung"
(deterioration), Schwachsinn (mental weakness) or Defekt (defect). Although "dementia" is part of the name of the
disease, Kraepelin did not intend it to be similar to senile dementia and rarely used this term to refer to the end state
of the disease. However, by 1913, and more explicitly by 1920, Kraepelin admitted that although there seemed to be
a residual cognitive defect in most cases, the prognosis was not as uniformly dire as he had stated in the 1890s. Still,
he regarded it as a specific disease concept that implied incurable, inexplicable madness.
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History
[T]he history of dementia praecox is really that of psychiatry as a whole
—Adolf Meyer[5]

First use of the term

Benedict Augustin Morel (1809-1873)

Dementia is an ancient term which has been in use since at least the time
of Lucretius in 50 B.C.E. where it meant "being out of one's mind".[6]

Until the seventeenth century dementia referred to states of cognitive and
behavioural deterioration leading to psychosocial incompetence. This
condition could be innate or acquired and the concept had no reference to
a necessarily irreversible condition. It is the concept in this popular notion
of psychosocial incapacity that forms the basis for the idea of legal
incapacity.[7] By the eighteenth century, at the period when the term
entered into European medical discourse, clinical concepts were added to
the vernacular understanding such that dementia was now associated with
intellectual deficits arising from any cause and at any age.[8] By the end of
the nineteenth century the modern 'cognitive paradigm' of dementia was
taking root.[9] This holds that dementia is understood in terms of criteria
relating to aetiology, age and course which excludes former members of
the family of the demented such as adults with acquired head trauma or
children with cognitive deficits. Moreover, it was now understood as an

irreversible condition and a particular emphasis was placed on memory loss in regard to the deterioration of
intellectual functions.[10]

The term démence précoce was used in passing to describe the characteristics of a subset of young mental patients by
the French physician Bénédict Augustin Morel in 1852 in the first volume of his Études cliniques.[11] and the term is
used more frequently in his textbook Traité des maladies mentales which was published in 1860.[12] Morel, whose
name will be forever associated with religiously inspired concept of degeneration theory in psychiatry, used the term
in a descriptive sense and not to define a specific and novel diagnostic category. It was applied as a means of setting
apart a group of young men and women who were suffering from "stupor."[13] As such their condition was
characterised by a certain torpor, enervation, and disorder of the will and was related to the diagnostic category of
melancholia. He did not conceptualise their state as irreversible and thus his use of the term dementia was equivalent
to that formed in the eighteenth century as outlined above.[14]

While some have sought to interpret, if in a qualified fashion, the use by Morel of the term démence précoce as
amounting to the "discovery" of schizophrenia,[13] others have argued convincingly that Morel's descriptive use of
the term should not be considered in any sense as a precursor to Kraepelin's dementia praecox disease concept.[10]

This is due to the fact that their concepts of dementia differed significantly from each other, with Kraepelin
employing the more modern sense of the word and that Morel was not describing a diagnostic category. Indeed, until
the advent of Pick and Kraepelin, Morel's term had vanished without a trace and there is little evidence to suggest
that either Pick or indeed Kraepelin were even aware of Morel's use of the term until long after they had published
their own disease concepts bearing the same name.[15] As Eugène Minkowski succinctly stated, 'An abyss separates
Morel's démence précoce from that of Kraepelin.'[16]

Morel described several psychotic disorders that ended in dementia, and as a result he may be regarded as the first 
alienist or psychiatrist to develop a diagnostic system based on presumed outcome rather than on the current 
presentation of signs and symptoms. Morel, however, did not conduct any long-term or quantitative research on the 
course and outcome of dementia praecox (Kraepelin would be the first in history to do that) so this prognosis was
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based on speculation. It is impossible to discern whether the condition briefly described by Morel was equivalent to
the disorder later called dementia praecox by Pick and Kraepelin.

The time component

Karl Ludwig Kahlbaum 1828-1899)

Psychiatric nosology in the nineteenth-century was chaotic and
characterised by a conflicting mosaic of contradictory systems.[17]

Psychiatric disease categories were based upon short-term and
cross-sectional observations of patients from which were derived the
putative characteristic signs and symptoms of a given disease
concept.[18] The dominant psychiatric paradigms which gave a
semblance of order to this fragmentary picture were Morelian
degeneration theory and the concept of "unitary psychosis"
(Einheitspsychose).[19] This latter notion, derived from the Belgian
psychiatrist Joseph Guislain (1797–1860), held that the variety of
symptoms attributed to mental illness were manifestations of a single
underlying disease process.[20] While these approaches had a
diachronic aspect they lacked a conception of mental illness that
encompassed a coherent notion of change over time in terms of the
natural course of the illness and based upon an empirical observation
of changing symptomatology.[21]

In 1863, the Danzig based psychiatrist, Karl Ludwig Kahlbaum (1828–1899), published his text on psychiatric
nosology Die Gruppierung der psychischen Krankheiten (The Classification of Psychiatric Diseases).[22] Although
with the passage of time this work would prove profoundly influential, when it was published it was almost
completely ignored by German academia despite the sophisticated and intelligent disease classification system which
it proposed.[23] In this book Kahlbaum categorized certain typical forms of psychosis (vesania typica) as a single
coherent type based upon their shared progressive nature which betrayed, he argued, an ongoing degenerative
disease process.[24] For Kahlbaum the disease process of vesania typica was distinguished by the passage of the
sufferer through clearly defined disease phases: a melancholic stage; a manic stage; a confusional stage; and finally a
demented stage.[25]

In 1866 Kahlbaum became the director of a private psychiatric clinic in Görlitz (Prussia, today Saxony, a small town
near Dresden). He was accompanied by his younger assistant, Ewald Hecker (1843–1909), and during a ten-year
collaboration they conducted a series of research studies on young psychotic patients that would become a major
influence on the development of modern psychiatry.
Together Kahlbaum and Hecker were the first to describe and name such syndromes as dysthymia, cyclothymia,
paranoia, catatonia, and hebephrenia.[26] Perhaps their most lasting contribution to psychiatry was the introduction of
the "clinical method" from medicine to the study of mental diseases, a method which is now known as
psychopathology.
When the element of time was added to the concept of diagnosis, a diagnosis became more than just a description of
a collection of symptoms: diagnosis now also defined by prognosis (course and outcome). An additional feature of
the clinical method was that the characteristic symptoms that define syndromes should be described without any
prior assumption of brain pathology (although such links would be made later as scientific knowledge progressed).
Karl Kahlbaum made an appeal for the adoption of the clinical method in psychiatry in his 1874 book on catatonia.
Without Kahlbaum and Hecker there would be no dementia praecox.[27]

Upon his appointment to a full professorship in psychiatry at the University of Dorpat (now Tartu, Estonia) in 1886, 
Kraepelin gave an inaugural address to the faculty outlining his research programme for the years ahead. Attacking
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the "brain mythology" of Meynert and the positions of Griesinger and Gudden, Kraepelin advocated that the ideas of
Kahlbaum, who was then a marginal and little known figure in psychiatry, should be followed. Therefore, he argued,
a research programme into the nature of psychiatric illness should look at a large number of patients over time to
discover the course which mental disease could take.[28] It has also been suggested that Kraepelin's decision to
accept the Dorpat post was informed by the fact that there he could hope to gain experience with chronic patients and
this, it was presumed, would facilitate the longitudinal study of mental illness.[29]

The quantitative component
Understanding that objective diagnostic methods must be based on scientific practice, Kraepelin had been
conducting psychological and drug experiments on patients and normal subjects for some time when, in 1891, he left
Dorpat and took up a position as professor and director of the psychiatric clinic at Heidelberg University. There he
established a research program based on Kahlbaum's proposal for a more exact qualitative clinical approach, and his
own innovation: a quantitative approach involving meticulous collection of data over time on each new patient
admitted to the clinic (rather than only the interesting cases, as had been the habit until then).
Kraepelin believed that by thoroughly describing all of the clinic's new patients on index cards, which he had been
using since 1887, researcher bias could be eliminated from the investigation process.[30] He described the method in
his posthumously published memoir:

... after the first thorough examination of a new patient, each of us had to throw in a note [in a "diagnosis box"]
with his diagnosis written on it. After a while, the notes were taken out of the box, the diagnoses were listed,
and the case was closed, the final interpretation of the disease was added to the original diagnosis. In this way,
we were able to see what kind of mistakes had been made and were able to follow-up the reasons for the
wrong original diagnosis.[31]

The fourth edition of his textbook, Psychiatrie, published in 1893, two years after his arrival at Heidelberg,
contained some impressions of the patterns Kraepelin had begun to find in his index cards. Prognosis (course and
outcome) began to feature alongside signs and symptoms in the description of syndromes, and he added a class of
psychotic disorders designated "psychic degenerative processes", three of which were borrowed from Kahlbaum and
Hecker: dementia paranoides (a degenerative type of Kahlbaum's paranoia, with sudden onset), catatonia (per
Kahlbaum, 1874) and dementia praecox, (Hecker's hebephrenia of 1871). Kraepelin continued to equate dementia
praecox with hebephrenia for the next six years.[30]

In the March 1896 fifth edition of Psychiatrie, Kraepelin expressed confidence that his clinical method, involving
analysis of both qualitative and quantitative data derived from long term observation of patients, would produce
reliable diagnoses including prognosis:

What convinced me of the superiority of the clinical method of diagnosis (followed here) over the traditional
one, was the certainty with which we could predict (in conjunction with our new concept of disease) the future
course of events. Thanks to it the student can now find his way more easily in the difficult subject of
psychiatry.[32]

In this edition dementia praecox is still basically hebephrenia, and it, dementia paranoides and catatonia are
described as distinct psychotic disorders among the "metabolic disorders leading to dementia".[33]
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Kraepelin's influence on the next century

Emil Kraepelin c. 1920.

In the 1899 (6th) edition of Psychiatrie, Kraepelin established a
paradigm for psychiatry that would dominate the following century,
sorting most of the recognized forms of insanity into two major
categories: dementia praecox and manic-depressive illness. Dementia
praecox was characterized by disordered intellectual functioning,
whereas manic-depressive illness was principally a disorder of affect or
mood; and the former featured constant deterioration, virtually no
recoveries and a poor outcome, while the latter featured periods of
exacerbation followed by periods of remission, and many complete
recoveries. The class, dementia praecox, comprised the paranoid,
catatonic and hebephrenic psychotic disorders, and these forms are still
found today in the DSM-IV-TR's paranoid, catatonic and disorganized
types of schizophrenia. The ICD-10 still uses "hebephrenic" to
designate the third type.[34] These subtypes may be dropped from the
next edition of the DSM, DSM-V, due to be published in May 2013.[35]

Change in prognosis

In the seventh, 1904, edition of Psychiatrie, Kraepelin accepted the
possibility that a small number of patients may recover from dementia praecox. Eugen Bleuler reported in 1908 that
in many cases there was no inevitable progressive decline, there was temporary remission in some cases, and there
were even cases of near recovery with the retention of some residual defect. In the eighth edition of Kraepelin's
textbook, published in four volumes between 1909 and 1915, he described eleven forms of dementia, and dementia
praecox was classed as one of the "endogenous dementias". Modifying his previous more gloomy prognosis in line
with Bleuler's observations, Kraepelin reported that about 26% of his patients experienced partial remission of
symptoms. Kraepelin died while working on the ninth edition of Psychiatrie with Johannes Lange (1891–1938), who
finished it and brought it to publication in 1927.[36]

Etiology
Though his work and that of his research associates had revealed a role for heredity, Kraepelin realized nothing
could be said with certainty about the etiology of dementia praecox, and he left out speculation regarding brain
disease or neuropathology in his diagnostic descriptions. Nevertheless, from the 1896 edition onwards Kraepelin
made clear his belief that poisoning of the brain, "autointoxication", probably by sex hormones, may underlie
dementia praecox – a theory also entertained by Eugen Bleuler. Both theorists insisted dementia praecox is a
biological disorder, not the product of psychological trauma. Thus, rather than a disease of hereditary degeneration
or of structural brain pathology, Kraepelin believed dementia praecox was due to a systemic or "whole body" disease
process, probably metabolic, which gradually affected many of the tissues and organs of the body before affecting
the brain in a final, decisive cascade.[37] Kraepelin, recognizing dementia praecox in Chinese, Japanese, Tamil and
Malay patients, suggested in the eighth edition of Psychiatrie that, "we must therefore seek the real cause of
dementia praecox in conditions which are spread all over the world, which thus do not lie in race or in climate, in
food or in any other general circumstance of life..."[38]
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Treatment
Kraepelin had experimented with hypnosis but found it wanting, and disapproved of Freud's and Jung's introduction,
based on no evidence, of psychogenic assumptions to the interpretation and treatment of mental illness. He argued
that, without knowing the underlying cause of dementia praecox or manic-depressive illness, there could be no
disease-specific treatment, and recommended the use of long baths and the occasional use of drugs such as opiates
and barbiturates for the amelioration of distress, as well as occupational activities, where suitable, for all
institutionalized patients. Based on his theory that dementia praecox is the product of autointoxication emanating
from the sex glands, Kraepelin experimented, without success, with injections of thyroid, gonad and other glandular
extracts.[38]

Use of term spreads

"Psychiatrists of Europe! Protect your sanctified
diagnoses!" A satirizing cartoon by Emil

Kraepelin based on a famous contemporary
political painting.

Kraepelin noted the dissemination of his new disease concept when in
1899 he enumerated the term's appearance in almost twenty articles in
the German-language medical press.[38] In the early years of the
twentieth century the twin pillars of the Kraepelinian dichotomy,
dementia praecox and manic depressive psychosis, were assiduously
adopted in clinical and research contexts among the Germanic
psychiatric community.[38] German-language psychiatric concepts
were always introduced much faster in America (than, say, Britain)
where émigré German, Swiss and Austrian physicians essentially
created American psychiatry. Swiss-émigré Adolf Meyer (1866–1950),
arguably the most influential psychiatrist in America for the first half
of the 20th century, published the first critique of dementia praecox in
an 1896 book review of the 5th edition of Kraepelin's textbook. But it
was not until 1900 and 1901 that the first three American publications regarding dementia praecox appeared, one of
which was a translation of a few sections of Kraepelin's 6th edition of 1899 on dementia praecox.

Adolf Meyer was the first to apply the new diagnostic term in America. He used it at the Worcester Lunatic Hospital
in Massachusetts in the fall of 1896. He was also the first to apply Eugen Bleuler's term "schizophrenia" (in the form
of "schizophrenic reaction") in 1913 at the Henry Phipps Psychiatric Clinic of the Johns Hopkins Hospital.
The dissemination of Kraepelin's disease concept to the Anglophone world was facilitated in 1902 when Ross
Diefendorf, a lecturer in psychiatry at Yale, published an adapted version of the sixth edition of the Lehrbuch der
Psychiatrie. This was republished in 1904 and with a new version, based on the seventh edition of Kraepelin's
Lehrbuch appearing in 1907 and reissued in 1912.[39][40] Both dementia praecox (in its three classic forms) and
"manic-depressive psychosis" gained wider popularity in the larger institutions in the eastern United States after
being included in the official nomenclature of diseases and conditions for record-keeping at Bellevue Hospital in
New York City in 1903. The term lived on due to its promotion in the publications of the National Committee on
Mental Hygiene (founded in 1909) and the Eugenics Records Office (1910). But perhaps the most important reason
for the longevity of Kraepelin's term was its inclusion in 1918 as an official diagnostic category in the uniform
system adopted for comparative statistical record-keeping in all American mental institutions, The Statistical Manual
for the Use of Institutions for the Insane. Its many revisions served as the official diagnostic classification scheme in
America until 1952 when the first edition of the Diagnostic and Statistical Manual: Mental Disorders, or DSM-I,
appeared. Dementia praecox disappeared from official psychiatry with the publication of DSM-I, replaced by the
Bleuler/Meyer hybridization, "schizophrenic reaction".
Schizophrenia was mentioned as an alternate term for dementia praecox in the 1918 Statistical Manual. In both 
clinical work as well as research, between 1918 and 1952 five different terms were used interchangeably: dementia
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praecox, schizophrenia, dementia praecox (schizophrenia), schizophrenia (dementia praecox) and schizophrenic
reaction. This made the psychiatric literature of the time confusing since, in a strict sense, Kraepelin's disease was
not Bleuler's disease. They were defined differently, had different population parameters, and different concepts of
prognosis.
The reception of dementia praecox as an accepted diagnosis in British psychiatry came more slowly, perhaps only
taking hold around the time of World War I. There was substantial opposition to the use of the term "dementia" as
misleading, partly due to findings of remission and recovery. Some argued that existing diagnoses such as
"delusional insanity" or "adolescent insanity" were better or more clearly defined.[41] In France a psychiatric
tradition regarding the psychotic disorders predated Kraepelin, and the French never fully adopted Kraepelin's
classification system. Instead the French maintained an independent classification system throughout the 20th
century. After 1980, when DSM-III totally reshaped psychiatric diagnosis, French psychiatry began to finally alter
its views of diagnosis to converge with the North American system. Kraepelin thus finally conquered France via
America.

From dementia praecox to schizophrenia
Due to the influence of alienists such as Adolf Meyer, August Hoch, George Kirby, Charles Macphie Campbell,
Smith Ely Jelliffe and William Alanson White, psychogenic theories of dementia praecox dominated the American
scene by 1911. In 1925 Bleuler's schizophrenia rose in prominence as an alternative to Kraepelin's dementia praecox.
When Freudian perspectives became influential in American psychiatry in the 1920s schizophrenia became an
attractive alternative concept. Bleuler corresponded with Freud and was connected to Freud's psychoanalytic
movement,[42] and the inclusion of Freudian interpretations of the symptoms of schizophrenia in his publications on
the subject, as well as those of C.G. Jung, eased the adoption of his broader version of dementia praecox
(schizophrenia) in America over Kraepelin's narrower and prognostically more negative one.
The term "schizophrenia" was first applied by American alienists and neurologists in private practice by 1909 and
officially in institutional settings in 1913, but it took many years to catch on. It is first mentioned in The New York
Times in 1925. Until 1952 the terms dementia praecox and schizophrenia were used interchangeably in American
psychiatry, with occasional use of the hybrid terms "dementia praecox (schizophrenia)" or "schizophrenia (dementia
praecox)".

Diagnostic manuals
Editions of the Diagnostic and Statistic Manual of Mental Disorders since the first in 1952 had reflected views of
schizophrenia as "reactions" or "psychogenic" (DSM-I), or as manifesting Freudian notions of "defense
mechanisms" (as in DSM-II of 1969 in which the symptoms of schizophrenia were interpreted as "psychologically
self-protected"). The diagnostic criteria were vague, minimal and wide, including either concepts that no longer exist
or that are now labeled as personality disorders (for example, schizotypal personality disorder). There was also no
mention of the dire prognosis Kraepelin had made. Schizophrenia seemed to be more prevalent and more
psychogenic and more treatable than either Kraepelin or Bleuler would have allowed.

Conclusions
As a direct result of the effort to construct Research Diagnostic Criteria (RDC) in the 1970s that were independent of 
any clinical diagnostic manual, Kraepelin's idea that categories of mental disorder should reflect discrete and specific 
disease entities with a biological basis began to return to prominence. Vague dimensional approaches based on 
symptoms—so highly favored by the Meyerians and psychoanalysts—were overthrown. For research purposes, the 
definition of schizophrenia returned to the narrow range allowed by Kraepelin's dementia praecox concept. 
Furthermore, after 1980 the disorder was a progressively deteriorating one once again, with the notion that recovery,
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if it happened at all, was rare. This revision of schizophrenia became the basis of the diagnostic criteria in DSM-III
(1980). Some of the psychiatrists who worked to bring about this revision referred to themselves as the
"neo-Kraepelinians".
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Abnormal psychology is the branch of psychology that studies unusual patterns of behavior, emotion and thought,
which may or may not be understood as precipitating a mental disorder. Although many behaviours could be
considered as abnormal, this branch of psychology generally deals with behavior in a clinical context.[1] There is a
long history of attempts to understand and control behavior deemed to be aberrant or deviant (statistically, morally or
in some other sense), and there is often cultural variation in the approach taken. The field of abnormal psychology
identifies multiple causes for different conditions, employing diverse theories from the general field of psychology
and elsewhere, and much still hinges on what exactly is meant by "abnormal". There has traditionally been a divide
between psychological and biological explanations, reflecting a philosophical dualism in regards to the mind body
problem. There have also been different approaches in trying to classify mental disorders. Abnormal includes three
different categories, they are subnormal, supernormal and paranormal.[2]

The science of abnormal psychology studies two types of behaviours: adaptive and maladaptive behaviours.
Behaviours that are maladaptive suggest that some problem(s) exist, and can also imply that the individual is
vulnerable and cannot cope with environmental stress, which is leading them to have problems functioning in daily
life.[3] Clinical psychology is the applied field of psychology that seeks to assess, understand and treat psychological
conditions in clinical practice. The theoretical field known as 'abnormal psychology' may form a backdrop to such
work, but clinical psychologists in the current field are unlikely to use the term 'abnormal' in reference to their
practice. Psychopathology is a similar term to abnormal psychology but has more of an implication of an underlying
pathology (disease process), and as such is a term more commonly used in the medical specialty known as
psychiatry.

History

Supernatural traditions
Throughout time, societies have proposed several explanations of abnormal behavior within human beings.
Beginning in some hunter-gatherer societies, animists have believed that people demonstrating abnormal behavior
are possessed by malevolent spirits. This idea has been associated with trepanation, the practice of cutting a hole into
the individual's skull in order to release the malevolent spirits.[4] Although it has been difficult to define abnormal
psychology, one definition includes characteristics such as statistical infrequency.[5]

A more formalized response to spiritual beliefs about abnormality is the practice of exorcism. Performed by religious
authorities, exorcism is thought of as another way to release evil spirits who cause pathological behavior within the
person. In some instances, individuals exhibiting unusual thoughts or behaviors have been exiled from society or
worse. Perceived witchcraft, for example, has been punished by death. Two Catholic Inquisitors wrote the Malleus
Maleficarum (Latin for 'The Hammer Against Witches'), that was used by many Inquisitors and witch-hunters. It
contained an early taxonomy of perceived deviant behavior and proposed guidelines for prosecuting deviant
individuals.
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Asylums
The act of placing mentally ill individuals in a separate facility known as an asylum dates to 1547, when King Henry
VIII of England established the St. Mary of Bethelem asylum. Asylums remained popular throughout the Middle
Ages and the Renaissance era. These early asylums were often in miserable conditions. Patients were seen as a
“burden” to society and locked away and treated almost as beasts to be dealt with rather than patients needing
treatment. There was scientific curiosity into abnormal behavior although it was rarely investigated in the early
asylums. Inmates in these early asylums were often put on display for profit as they were viewed as less than human.
The early asylums were basically modifications of the existing criminal institutions.[citation needed]

In the late 18th century the idea of humanitarian treatment for the patients gained much favor due to the work of
Philippe Pinel in France. He pushed for the idea that the patients should be treated with kindness and not the cruelty
inflicted on them as if they were animals or criminals. His experimental ideas such as removing the chains from the
patients were met with reluctance. The experiments in kindness proved to be a great success, which helped to bring
about a reform in the way mental institutions would be run.[citation needed]

Continuing institutionalization
Institutionalization would continue to improve throughout the 19th and 20th century due to work of many
humanitarians such as Dorethea Dix, and the mental hygiene movement which promoted the physical well-being of
the mental patients. "Dix more than any other figure in the nineteenth century, made people in America and virtually
all of Europe aware that the insane were being subjected to incredible abuses."[6]Wikipedia:Citing sources Through
this movement millions of dollars were raised to build new institutions to house the mentally ill. Mental hospitals
began to grow substantially in numbers during the 20th century as care for the mentally ill increased in them.
By 1939 there were over 400,000 patients in state mental hospitals in the USA.[7] Hospital stays were normally quite
long for the patients, with some individuals being treated for many years. These hospitals while better than the
asylums of the past were still lacking in the means of effective treatment for the patients, and even though the reform
movement had occurred; patients were often still met with cruel and inhumane treatment.
Things began to change in the year 1946 when Mary Jane Ward published the influential book titled “The Snake Pit”
which was made into a popular movie of the same name. The book called attention to the conditions which mental
patients faced and helped to spark concern in the general public to create more humane mental health care in these
overcrowded hospitals.[7]

In this same year the National Institute of Mental Health was also created which provided support for the training
hospital employees and research into the conditions which afflicted the patients. During this period the Hill-Burton
Acts was also passed which was a program that funded mental health hospitals. A long with the Community Health
Services Act of 1963 helped with the creation of outpatient psychiatric clients, in patient general hospitals, in
addition to rehabilitation and community consultation centers.[citation needed]

Deinstitutionalisation
In the late twentieth century however, the public view on the mentally ill was no longer in such a positive light. A 
large number of mental hospitals ended up closing down due to lack of funding and overpopulation. In England for 
example only 14 of the 130 psychiatric institutions that had been created in the early 20th century remained open at 
the start of the 21st century.[7] 
This trend was not only in the England and the United States but worldwide with countries like Australia feeling the 
pain of too many mentally ill patients and not enough treatment facilities. Recent studies have found that the 
prevalence of mental illness has not decreased significantly in the past 10 years, and has in fact increased in 
frequency regarding specific conditions such as anxiety and mood disorders.[8] 
This lead to a large number of the patients being released while not being fully cured of the disorder they were 
hospitalized for. This became known as the phenomenon of deinstitutionalization. This movement had noble goals of
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treating the individuals outside of the isolated mental hospital by placing them into communities and support
systems. Another goal of this movement was to avoid the potential negative adaptations that can come with long
term hospital confinements. Many professionals for example were concerned that patients would find permanent
refuge in mental hospitals which would take them up when the demands of everyday life were too difficult.
However, the patients moved to the community living have not fared well typically, as they often speak of how they
feel “abandoned” by the doctors who used to treat them. It also has had the unfortunate effect of placing many of the
patients in homelessness. Many safe havens for the deinstitutionalized mentally ill have been created but they are not
as effective as needed. It is estimated that around 26.2% of people who are currently homeless have some form of a
mental illness.[9] The placing of these individuals in homelessness is of major concern as the added stress of living
on the streets is not beneficial for the individual to recover from the particular disorder with which they are afflicted.
In fact while some of the homeless who are able to find some temporary relief in the form of shelters, many of the
homeless with a mental illness "lack safe and descent shelter".[10]

Explaining abnormal behavior
People have tried to explain and control abnormal behavior for thousands of years. Historically, there have been
three main approaches to abnormal behavior: the supernatural, biological, and psychological traditions.[11] Abnormal
psychology revolves around two major paradigms for explaining mental disorders, the psychological paradigm and
the biological paradigm. The psychological paradigm focuses more on the humanistic, cognitive and behavioral
causes and effects of psychopathology. The biological paradigm includes the theories that focus more on physical
factors, such as genetics and neurochemistry.

Supernatural explanations
In the supernatural tradition, also called the demonological method, abnormal behaviors are attributed to agents
outside human bodies. According to this model, abnormal behaviors are caused by demons, spirits, or the influences
of moon, planets, and stars. During the Stone Age, trephining was performed on those who had mental illness to
literally cut the evil spirits out of the victim's head. Conversely, Ancient Chinese, Ancient Egyptians, and Hebrews,
believed that these were evil demons or spirits and advocated exorcism. By the time of the Greeks and Romans,
mental illnesses were thought to be caused by an imbalance of the four humors, leading to draining of fluids from the
brain. During the Dark Ages, many Europeans believed that the power of witches, demons, and spirits caused
abnormal behaviors. People with psychological disorders were thought to be possessed by evil spirits that had to be
exorcised through religious rituals. If exorcism failed, some authorities advocated steps such as confinement,
beating, and other types of torture to make the body uninhabitable by witches, demons, and spirits. The belief that
witches, demons, and spirits are responsible for the abnormal behavior continued into the 15th century.[12] Swiss
alchemist, astrologer, and physician Paracelsus (1493–1541), on the other hand, rejected the idea that abnormal
behaviors were caused by witches, demons, and spirits and suggested that people's mind and behaviors were
influenced by the movements of the moon and stars.[13]

This tradition is still alive today. Some people, especially in the developing countries and some followers of religious
sects in the developed countries, continue to believe that supernatural powers influence human behaviors. In Western
academia, the supernatural tradition has been largely replaced by the biological and psychological traditions.[14]
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Biological explanations
In the biological tradition, psychological disorders are attributed to biological causes and in the psychological
tradition, disorders are attributed to faulty psychological development and to social context.[14] The medical or
biological perspective holds the belief that most or all abnormal behavior can be attributed to a medical factor;
assuming all psychological disorders are diseases.[]

The Greek physician Hippocrates, who is considered to be the father of Western medicine, played a major role in the
biological tradition. Hippocrates and his associates wrote the Hippocratic Corpus between 450 and 350 BC, in which
they suggested that abnormal behaviors can be treated like any other disease. Hippocrates viewed the brain as the
seat of consciousness, emotion, intelligence, and wisdom and believed that disorders involving these functions would
logically be located in the brain.[13]

These ideas of Hippocrates and his associates were later adopted by Galen, the Roman physician. Galen extended
these ideas and developed a strong and influential school of thought within the biological tradition that extended well
into the 18th century.
Medical: The medical approach to abnormal psychology focuses on the biological causes on mental illness. This
perspective emphasizes understanding the underlying cause of disorders, which might include genetic inheritance,
related physical disorders, infections and chemical imbalances. Medical treatments are often pharmacological in
nature, although medication is often used in conjunction with some other type of psychotherapy. http:/ / psychology.
about. com/ od/ abnormalpsychology/ f/ abnormal-psychology. htm

Psychological explanations
Behavioral: The behavioral approach to abnormal psychology focuses on observable behaviors. In behavioral
therapy, the focus is on reinforcing positive behaviors and not reinforcing maladaptive behaviors. This approach
targets only the behavior itself, not the underlying causes.

Multiple causality
The number of different theoretical perspectives in the field of psychological abnormality has made it difficult to
properly explain psychopathology. The attempt to explain all mental disorders with the same theory leads to
reductionism (explaining a disorder or other complex phenomena using only a single idea or perspective).[15] Most
mental disorders are composed of several factors, which is why one must take into account several theoretical
perspectives when attempting to diagnose or explain a particular behavioral abnormality or mental disorder.
Explaining mental disorders with a combination of theoretical perspectives is known as multiple causality.
The diathesis–stress model[16] emphasizes the importance of applying multiple causality to psychopathology by
stressing that disorders are caused by both precipitating causes and predisposing causes. A precipitating cause is an
immediate trigger that instigates a person's action or behavior. A predisposing cause is an underlying factor that
interacts with the immediate factors to result in a disorder. Both causes play a key role in the development of a
psychological disorder.[15]
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Recent concepts of abnormality
• Statistical abnormality – when a certain behavior/characteristic is relevant to a low percentage of the population.

However, this does not necessarily mean that such individuals are suffering from mental illness (for example,
statistical abnormalities such as extreme wealth/attractiveness)

• Psychometric abnormality – when a certain behavior/characteristic differs from the population's normal
dispersion e.g. having an IQ of 35 could be classified as abnormal, as the population average is 100. However,
this does not specify a particular mental illness.

• Deviant behavior – this is not always a sign of mental illness, as mental illness can occur without deviant
behavior, and such behavior may occur in the absence of mental illness.

• Combinations – including distress, dysfunction, distorted psychological processes, inappropriate responses in
given situations and causing/risking harm to oneself.[17]

Approaches
• Somatogenic – abnormality is seen as a result of biological disorders in the brain.[18] This approach has led to the

development of radical biological treatments, e.g. lobotomy.
• Psychogenic – abnormality is caused by psychological problems. Psychoanalytic (Freud), Cathartic, Hypnotic and

Humanistic Psychology (Carl Rogers, Abraham Maslow)[19] treatments were all derived from this paradigm. This
approach has, as well, led to some esoteric treatments: Franz Mesmer used to place his patients in a darkened
room with music playing, then enter it wearing a flamboyant outfit and poke the "infected" body areas with a
stick.

Classification

DSM-IV TR
The standard abnormal psychology and psychiatry reference book in North America is the Diagnostic and Statistical
Manual of the American Psychiatric Association. The current version of the book is known as DSM IV-TR. It lists a
set of disorders and provides detailed descriptions on what constitutes a disorder such as Major Depressive Disorder
or anxiety disorder. It also gives general descriptions of how frequently the disorder occurs in the general population,
whether it is more common in males or females and other such facts.
The DSM-IV TR identifies three key elements that must be present to constitute a mental disorder. These elements
include:
•• Symptoms that involve disturbances in behavior, thoughts, or emotions.
•• Symptoms associated with personal distress or impairment.
• Symptoms that stem from internal dysfunctions (i.e. specifically having biological and/or psychological roots).[20]

The diagnostic process uses five dimensions called "axes" to ascertain symptoms and overall functioning of the
individual. These axes are as follows:
• Axis I – Clinical disorders, which would include major mental and learning disorders. These disorders make up

what is generally acknowledged as a disorder including major depressive disorder, generalized anxiety disorder,
schizophrenia, and substance dependence. To be given a diagnosis for a disorder in this axis the patient must meet
the criteria for the particular disorder which is presented in the DSM in that particular disorders section. Disorders
in this axis are of particular importance because they are likely to have an effect on the individual in many other
axes. In fact the first 3 axes are highly related. This axis is similar to what would be considered an illness or
disease in general medicine.

• Axis II – Personality Disorders and a decrease of the use of intellect disorder. This is a very broad axis which 
contains disorders relating to how the individual functions with the world around him or herself. This axis
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provides a way of coding for long lasting maladaptive personality characteristics that could have a factor in the
expression or development of a disorder on Axis I although this is not always the case. Disorders in this axis
include disorders such as antisocial personality disorder, histrionic personality disorder, and paranoid personality
disorder. Mental retardation is also coded in this axis although most other learning disabilities are coded in Axis I.
This Axis is an example of how the Axes all interact with one another help to give an overall diagnosis for an
individual.

• Axis III – General medical conditions and "Physical disorders". The conditions listed here are the ones that could
potentially be relevant to the managing or understanding of the case. Axis III is often used together with an Axis I
diagnosis to give a better rounded explanation of the particular disorder. An example of this can be seen in the
relationship between major depressive disorder and unremitting pain caused from a chronic medical problem.
This category could also include use of drugs and alcohols as these are oftentimes symptoms of a disorder
themselves such as substance dependence or major depressive disorder. Due to the nature of Axis III it is often
recommended that the patient visit a medical doctor when he or she is being assessed in order to determine if the
problem could potentially require medical intervention such as surgery. When the first 3 axes are used multiple
diagnosis are often found which is actually encouraged by the DSM.

• Axis IV – Psychosocial/environmental problems, which would contribute to the disorder. Axis IV is used to
inspect the broader aspects of a person’s situation. This axis will examine the social and environmental factors
that could affect the person’s diagnosis. Stressors are the main focus of this axis and particular attention is paid to
stressors that have been present in the past year; however it is not a requirement that the stressor had to form or
continued in the past year. Due to the large number of potential stressors in an individual’s life, therapist often
find such stressors via a checklist approach which is encouraged by the DSM. An example of the checklist
approach would be examine the individual’s family life, economic situation, occupation, potential legal problems
and so on. It is crucial that the patient is honest in this section as environmental factors can have a huge impact on
the patient especially in certain schools of therapy such as the cognitive approach.

• Axis V – Global assessment of functioning (often referred to as GAF) or "Children's Global Assessment Scale"
(for children and teenagers under the age of 18). Axis V is a score given to the patient which is designed to
indicate how well the individual is handling their situation at the current time. The GAF is based on a 100 point
scale which the examiner will use to give the patient a score. Scores can range from 1 to 100 and depending on
the score on the GAF the examiner will decide the best course of action for the patient.“According to the manual,
scores higher than 70 indicate satisfactory mental health, good overall functioning, and minimal or transient
symptoms or impairment, scores between 60 and 70 indicate mild symptoms or impairment, while scores between
50 and 60 indicate moderate symptoms, social or vocational problems, and scores below 50 severe impairment or
symptoms”.[21] As GAF scores are the final Axis of the DSM the information present in the previous 4 axes are
crucial for determining an accurate score.

ICD-10
The major international nosologic system for the classification of mental disorders can be found in the most recent
version of the International Classification of Diseases, 10th revision (ICD-10). The ICD-10 has been used by World
Health Organization [22] (WHO) Member States since 1994. Chapter five covers some 300 mental and behavioral
disorders. The ICD-10's chapter five has been influenced by APA's DSM-IV and there is a great deal of concordance
between the two. WHO maintains free access to the ICD-10 Online [23]. Below are the main categories of disorders:
• F00–F09 Organic, including symptomatic, mental disorders
• F10–F19 Mental and behavioral disorders due to psychoactive substance use
• F20–F29 Schizophrenia, schizotypal and delusional disorders
• F30–F39 Mood [affective] disorders
• F40–F48 Neurotic, stress-related and somatoform disorders
• F50–F59 Behavioral syndromes associated with physiological disturbances and physical factors
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• F60–F69 Disorders of adult personality and behavior
• F70–F79 Mental retardation
• F80–F89 Disorders of psychological development
• F90–F98 Behavioral and emotional disorders with onset usually occurring in childhood and adolescence
• F99 Unspecified mental disorders

Perspectives of Abnormal psychology
Psychologists may uses different perspectives to try to get better understanding on abnormal psychology. Some of
them may just concentrate on a single perspective. But the professionals prefer to combine two or three perspectives
together in order to get significant information for better treatments.
•• Behavioral- the perspective focus on observable behaviors
•• Medical- the perspective focus on biological causes on mental illness
•• Cognitive- the perspective focus on how internal thoughts, perceptions and reasoning contribute to psychological

disorders

Etiology

Genetics
• Investigated through family studies, mainly of monozygotic (identical) and dizygotic (fraternal) twins, often in the

context of adoption. Monozygotic twins should be more likely than dizygotic twins to have the same disorder
because they share 100% of their genetic material, whereas dizygotic twins share only 50%. For many disorders,
this is exactly what research shows. But given that monozygotic twins share 100% of their genetic material, it
may be expected of them to have the same disorders 100% of the time, but in fact they have the same disorders
only about 50% of the time[24]

• These studies allow calculation of a heritability coefficient.

Biological causal factors
• Neurotransmitter [imbalances of neurotransmitters like (1) Norepinephrine (2) Dopamine (3) Serotonin and (4)

GABA (Gamma aminobutryic acid)] and hormonal imbalances in the brain
•• Genetic vulnerabilities
•• Constitutional liabilities [physical handicaps and temperament]
•• Brain dysfunction and neural plasticity
•• Physical deprivation or disruption [deprivation of basic physiological needs]
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Socio-cultural factors
•• Effects of urban/rural dwelling, gender and minority status on state of mind

Systemic factors
•• Family systems
• Negatively Expressed Emotion playing a part in schizophrenic relapse and anorexia nervosa.

Biopsychosocial factors
• Illness dependent on stress "triggers".[25]

Therapies
Psychoanalysis (Freud)
Psychoanalytic theory is heavily based on Freudian ideas which were introduced by the famous psychologist
Sigmund Freud. These ideas often represented repressed emotions and memories from a patients childhood.
According to psychoanalytic theory these repressions cause the disturbances that we experience in our daily lives
and by finding the source of these disturbances, we should be able to eliminate the disturbance itself. This is
accomplished by a variety of methods, with some popular ones being free association, hypnosis, and insight. The
goal of these methods is to induce a catharsis or emotional release in the patient which should indicate that the
source of the problem has been tapped and it can then be helped. Freud's psychosexual stages also played a key role
in this form of therapy; as he would often believe that problems the patient was experiencing were due to them
becoming stuck or "fixated" in a particular stage. Dreams also played a major role in this form of therapy as Freud
viewed dreams as a way to gain insight into the unconscious mind. Patients were often asked to keep dream journals
and to record their dreams to bring in for discussion during the next therapy session. There are many potential
problems associated with this style of therapy, including resistance to the repressed memory or feeling, and negative
transference onto the therapist. Psychoanalysis was carried on by many after Freud including his daughter Ana Freud
and Jacques Lacan. These and many others have went on to elaborate on Freud's original theory and to add their own
take on defense mechanisms or dream analysis.[26] While psychoanalysis has fallen out of favor to more modern
forms of therapy it is still used by some clinical psychologists to varying degrees.
Behavioral therapy (Wolpe)
Behavior therapy relies on the principles of behaviorism, such as involving classical and operant conditioning.
Behaviorism arose in the early 20th century due to the work of psychologists such as James Watson, and B.F.
Skinner. Behaviorism states that all behaviors humans do is because of a stimulus and reinforcement. While this
reinforcement is normally for good behavior, it can also occur for maladaptive behavior. In this therapeutic view, the
patients maladaptive behavior has been reinforced which will cause the maladaptive behavior to be repeated. The
goal of the therapy is to renforce less maladaptive behaviors so that with time these adaptive behaviors will become
the primary ones in the patient.
Humanistic therapy (Rogers)
Humanistic therapy aims to achieve self-actualization (Carl Rogers, 1961). In this style of therapy, the therapist will 
focus on the patient themselves as opposed to the problem which the patient is afflicted with. The overall goal of this 
therapy is that by treating the patient as "human" instead of client will help get to the source of the problem and 
hopefully resolve the problem in in effective manner. Humanistic therapy has been on the rise in recent years and has 
been associated with numerous positive benefits. It is considered to be one of the core elements needed therapeutic 
effectiveness" and a significant contributor to not only the well being of the patient but society as a whole. Some say 
that all of the therapeutic approaches today draw from the humansitc approach in some regard and that humansistic 
therapy is the best way for treat a patient.[27] Humanistic therapy can be used on people of all ages; however it is
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very popular among children in its variant known as "play therapy". Children are often sent to therapy due to
outburst that they have in a school or home setting, the theory is that by treating the child in a setting that is similar
to the area that they are having their disruptive behavior, the child will be more likely to learn from the therapy and
have an effective outcome. In play therapy the clinician will "play" with their client usually with toys, or a tea party.
Playing is the typical behavior of a child and therefore playing with the therapist will come as a natural response to
the child. In playing together the clinician will ask the patient questions but due to the setting; the questions no
longer seem intrusive and therapeutic more like a normal conversation. This should help the patient realizes issues
they have and confess them to the therapist with less difficulty than they may experience in a traditional counselling
setting.[28]

Cognitive behavioural therapy (Beck)
Cognitive behavioural therapy aims to influence thought and cognition (Beck, 1977). This form of therapy relies on
not only the components of behavioral therapy as mentioned before, but also the elements of cognitive psychology.
This relies on not only the clients behavioral problems that could have arrised from conditioning; but also there
negative schemas, and distorted perceptions of the world around them. These negative schemas may be causing
distress in the life of the patient; for example the schemas may be giving them unrealistic expectations for how well
they should perform at their job, or how they should look physically. When these expectations are not met it will
often result in maladaptive behaviors such as depression, obsessive compulsions, and anxiety. With cognitive
behavior therapy; the goal is to change the schemas that are causing the stress in a persons life and hopefully replace
them with more realistic ones. Once the negative schemas have been replaced, it will hopefully cause a remission of
the patients symptoms. CBT is considered particularly effective in the treatment of depression and has even been
used lately in group settings. It is felt that using CBT in a group setting aids in giving its members a since of support
and decreasing the likelihood of them dropping out of therapy before the treatment has had time to work properly.[29]

CBT has been found to be an effective treatments for many patients even those who do not have diseases and
disorders typically thought of as psychiatric ones. For example patients with the disease multiple sclerosis have
found a lot of help using CBT. The treatment often helps the patients cope with the disorder they have and how they
can adapt to their new lives without developing new problems such as depression or negative schemas about
themselves.[30]

According to RAND, therapies are difficult to provide to all patients in need. A lack of funding and understanding of
symptoms provides a major roadblock that is not easily avoided. Individual symptoms and responses to treatments
vary, creating a disconnect between patient, society and care givers/professionals.[31]
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