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Preface

Chris Muran, a prominent and prolific clinical psychologist, once said that publish-
ing a book is like getting a medal or a trophy in sport. You work very hard for a long
time, you get a sign of recognition for your accomplishments, you put that sign on
a wall or a bookshelf, you look at it a few times, and then you move on to another
challenge.

We, the first two editors, worked intensively and extensively on the first edi-
tion of Psychopathology: From Science to Clinical Practice. The collaboration that took
place between us and the influential authors we had recruited also felt like playing
an exciting sport—and playing on a successful team! We were obviously proud to
get the book in our hands and happy to look at it (more than a few times, truth to be
told), but it did not stay on a bookshelf for very long. This is because we have been
using it to guide our writing and research (let alone clinical practice) and, most fre-
quently and consistently, we have used it to enhance our graduate teaching.

Our own use of this first edition fit with the purposes we had in mind when
designing it. As conveyed by its title, this book was aimed at weaving together infor-
mation about basic research on psychopathology and the treatment of clinical prob-
lems. As psychotherapy (L. G. C) and psychopathology (T. F. O)) researchers, we
wanted the book to expand the boundaries of our respective knowledge. We also
intended for the book to serve as a practical reference for clinicians. It was, however,
designed primarily as a textbook for graduate students in the field of mental health.
More specifically, it was created to address a major source of disconnection in the
training of these professional disiplines.

A note about language: In this book, we use they/them/their when referring to a single individual.
We have made this choice to be inclusive of readers who do not identify with masculine or
feminine pronouns.
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i Preface

.- 'A course on psychopathology is one of the few course requirements in all
accredited programs related to mental health care., Typically, this course has two foci:
description of each disorder (DSM criteria, clinjcal features, comorbidity, onset, et )
ar-ld etiology (variables that are involved in the cause and/or the mainte)rzance o,f t;l.)
-dISOI"dEI‘). This information is relatively standard, and it is covered clearly in exis:
ing textbooks. Unfortunately, very few sources (either textbooks or primai)"] journal
articles) address the need to establish connections between basic psycho 3.s/'vtjholoma
research and treatment, and few provide anything more than superficiaipcoveragz
of treatment issues. Coverage of basic psychopathology research far outweighs ’dg;r
space devoted to treatment procedures aimed at the various kinds of menta% di y
lc)ierz; wit}_1 which practicing clinicians work on a regular basis. As such, most tz(;(fc:
° Esi; Efjczcgemendous opportunity to solidify the bridge between science and
Our textbook was designed to correct this failed opportunity. Specifically, it cov-
ers the- basic, conventional topics of psychopathology, while also providin y;l mo
ex-te.nswe and thoughtful discussion of the connections between basic resegrch 1';
chr-ucai practice. We believe this is a two-way street. Many hypotheses that han
gulded scientific studies of psychopathology have been derived from clinical exa‘gf
tience. Conversely, many findings from basic research have been extended to fh
realm of clinical practice. The chapters of our book focus on these connecti ¥
Each chaPter provides students with relevant clinical guidelines derived from b‘;?;C-
research in psychopathology, as they relate to assessment and case formulati
well as treatment plan and interventions. e
We, rftgain the first two editors, were delighted when The Guilford Press invited
us to begin working on a second edition of this book. To be completely honest whfi
we were happy with the feedback we had received from students and practit;oner )
we were surprised and rather humbled that it did well enough to provide us witi
an ‘opportunity to play together again—it is one thing to get a medal or a trophy, b
quite another one to go for a repeat experience, Pt
Working with Guilford's staff on how to make this new challenge as enjoyabl
and succ-essful as the first one, we agreed that we needed to broaden our eglit{) i ?
perspecftx.ves. We also agreed that the best strategy would be to invite Abigail Powf .
Ijott”to join us as a third member of the editorial team. Representing a ”n%w eneir?
‘_ﬂon of clinical researchers, Abby’s paths of scholarship have been perfect! 1gn .
in tern‘*ls of both content and process, with the major aim of the book For{:xa SYI;CJ
following over a decade of research into the transdiagnostic impact of‘trauma ;’ﬂ oo,
sure across the lifespan, she has translated that research into disseminatin cu;(tpo_
ally re?sponsi\i’e treatments for traumatized individuals in underserved comrﬁunitii;_
AI.)by 5 experience as an author on one of the chapters in the first edition cou led.
with her broad background in both research and practice, made her a e’rfectpcol—
league (or teammate) to expand our respective knowledge and improve oﬁr editorial
{one might say, coaching) partnership. o
_ Wg f‘urther agreed, this time with Abby, to maintain some key elements of th,
tirst edition—the most crucial being that each chapter be coauthored by a air .
§mali team of authors. For most of the chapters, at least one author wzs a}; ex e e’:
1n psychopathology research and at least one other author was an expert in tpei
ment research (for some of our chapters, the authors were experts in botﬁ fields) r((;?n;
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experience with the first edition confirmed that such teamwork can lead to new ways
of thinking about psychopathology and clinical practice. It also fostered new and
exciting experience in writing these book chapters (a process that, too frequently,
tends to involve mainly cutting and pasting old materials!).

For the second edition, we also decided that we would continue to focus on
presenting problems that, for the sake of clinical relevance, meet three criteria. They
have to show a moderate to high level of prevalence in the general population, as
well as a moderate to high prevalence in treatment settings; and they need to be the
focus of a substantial research literature. Several disorders (e.g., dissociative identity
disorder, somatic symptom disorder, and gender dysphoria) are not covered because
they are not encountered frequently in clinical practice and/or there is not enough
basic research on which to build an effective case formulation and treatment plan.
The clinical problems covered in the first edition of this book were depression, gener-
alized anxiety disorder, panic disorder and phobias, obsessive—compulsive disorder,
posttraumatic stress disorder, eating disorders, substance abuse disorders, personal-
ity disorders, bipolar disorders, positive and negative symptoms of schizophrenia,
as well as marital and relationship discord. We agreed to keep all of the chapters
that were included in the first edition, with the exception of the chapters on positive
and negative symptoms. In the current edition, these symptoms are addressed in a
single, integrated chapter on schizophrenia.

We also wanted to preserve the structure of these chapters across the two edi-
tions of the book. As such, each chapter provides a solid descriptive and etiological
grounding to understand psychopathology within the perspective of our current
knowledge. Each presents an up-to-date survey of typical symptoms, clinical fea-
tures (e.g., interpersonal, social, occupational, health, sleep, and sexual problems),
course {e.g. onset, duration, outcome, relapse), epidemiology {e.g., prevalence, gen-
der and cross-cultural differences), comorbidity, and etiology (i.e., vulnerability fac-
tors involved in cause, maintenance, recurrence, and/or relapse). The authors have
also derived clinical implications from the research findings they reviewed, antici-
pating readers’ question: How is this relevant for understanding and treating my cli-
ents? Interestingly, because these clinical implications are drawn from basic research
in psychopathology, they are not restricted to any one theoretical model underlying
current forms of psychotherapy.

All of the chapters on specific clinical problems identify psychosocial (and
medical) treatments that have been empirically validated. While these psychosocial
interventions have been linked to particular models of therapy, the authors have
also derived targets, general strategies, or principles of intervention from these treat-
ments—formulating them in a way that is not necessarily tied to the specific tech-
niques or terminology associated with a particular approach to therapy. As such,
these chapters provide guidelines that could be assimilated (sometimes after special-
ized training) in the practice of clinicians, irrespective of their preferred theoretical
orientation,

As in the first edition, we also wanted to open the book with an introductory
chapter that discusses general issues in psychopathology, as well as their relevance
for the conceptualization, assessment, and treatment of patients. The book closes
with a final chapter that attempts to identify similarities among different clinical
problems by examining clinical and etiological issues that cut across them, and by
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: _-I;-,fcj\}iding general recommendations that may improve their assessment and treat-
" ‘ment.

To improve on the first edition, we decided
First and foremost, we added three chapters ad
lems: suicide, sleep difficulties, and sexual dys
nostic issues because they are frequent targets
and because they have been the focus of subst
To address these new territories of knowledge a
visible researchers who were ready to engage i
ing project with someone at the same career |
expertise in the field.

We also wanted the revision of the chapters included from the first edition to
expand on what we know empirically and how we work clinically. We shaped these
expansions by asking authors to update the chapters with regard to psychopathol-
ogy research and to modify, if and when needed, the scope of therapeutic guidelines
that might be derived from such research—in terms of case formulation, treatment
plan, or principles of interventions. For the revision of these chapters, we were for-
tunate to “re-sign” most of our highly recognized scholars, as well as to “sign up”
a number of cutstanding early career contributors to the fields of psychopathology
and psychotherapy. We dare to say that in our pursuit of a new medal or trophy,
we have again been able to gather an all-star team of accomplished “veterans” and
promising “rookies.”

We believe the first edition of this book has been successful because it has
allowed students to more fully integrate empirical and clinical knowledge within
their training, In line with the current emphasis on evidence-based practice, we have
also been pleased to hear that it has served as a relevant resource for experienced
practitioners, allowing them to conduct therapy while being informed by research
on psychopathology. We hope the second edition will also be successful in these
aims. We also hope it will offer valuable guidance to psychotherapy researchers by
identifying predictor, moderator, and mediator variables that could be the focus of
treatment interventions. Furthermore, we hope it will be helpful to psychopathology
researchers by highlighting phenomena from clinical practice that have an impor-
tant bearing on issues and problems that they ought to address:

Pursuing these ambious goals has required the help and support of many indi-
viduals. First, we want to thank our authors for contributing chapters that are, in our
opinion, highly informative, insightful, and innovative—let alone elegantly written.
We are also grateful for the vote of confidence and collaborative spirit of The Guil-
ford Press, and in particular for the assistance provided by Jane Keislar, Most impor-

tantly, we want to express our gratitude to the members of our respective families,
who all deserve much more than medals and trophies!

to pursue a number of expansions.
ressing the following clinical prob-
function. We chose these transdiag-
of interventions in clinical practice,
antial basic and/or applied research.
nd action, we recruited three pairs of
nanew, fresh, and collaborative writ-
evel as their own, but with a different
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CHAPTER 1

General Issues in Understanding
and Treating Psychopathology

Thomas F. Oltmanns
Abigail Powers Lott
Louis G. Castonguay

The practice of any mental health profession (clinical and counseling psychology,
psychiatry, social work) depends heavily on the ability to recognize and conceptual-
ize various forms of mental disorder. Therapists, irrespective of their professional
background and theoretical orientation, must be aware of the varied manifestations
of psychopathology. They also have to understand many forms of vulnerability that
set the stage for the development and maintenance of commonly occurring mental
disorders that eventually touch all of our lives, either directly or indirectly. Mental
disorders are a leading cause of disability around the world, and within the United
States, neuropsychiatric disorders are the leading cause of disease-related disabil-
ity and risk for early mortality (Murray et al, 2013; Whiteford, Ferrari, Degenhardt,
Feigin, & Vos, 2015).

The individual chapters in this book provide truly unique reviews of the profes-
sional literature concerned with specific forms of psychopathology. Each is written
by a team of scholars that includes recognized experts in the treatment of the con-
dition, as well as leaders in the scientific study of the causes of the disorder. They
have worked together to produce a creative synthesis describing the nature of the
disorder (e.g, symptoms, course, epidemiology, and etiology) and the treatment
implications that follow from this knowledge (assessment, case formulation, and/
or principles of change). These chapters represent classic examples of the thought-
ful integration of science and practice: Clinical experience raises important research
questions, and evidence from scientific studies leads to the development and evalu-
ation of improved treatment procedures. In this opening chapter, we discuss several
basic issues that lay the foundation for subsequent chapters discussing specific types
of psychopathology.
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. DEFINING MENTAL DISORDERS

atic reviet 7 of what is known about psychopathology first requires atien-
how the construct of “mental disorder” is defined. Should some (if not all)
sorders be conceptualized {completely or in part) as diseases character
ﬁd_ef_fﬁ.fsf‘- or problems of living? How are mental disorders distingui’shed fr
behaviors that are simply idiosyncratic, eccentric, or out of favor within a parti ?m
_ .Gu:lggre_?;.]‘hese questions determine, sometimes explicitly but most often iy 11 citly
-how a_'m'ental health professional responds to a particular client or patie IItnp 1C11ﬂYr
- ing'issues such as whether the person should receive treatment, ang WhI;t’ llc?rfdug;

- treatment should be provided. Many attempts have been made to define abnormal

" behavior, but none is ent?reiy satisfactory. No one has provided a universal definiti
th'at can account for all situations in which the concept of mental disorder is i ed
(Pilgrim, 2005; Zachar & Kendler, 2007). risinvoked

Arguably, one of the most influential and wi i .
: ly, widely invoked definiti “men-
tal disorder” was proposed by Wakefield (1992, 2010). According to hiéoallzz; ot

behavioral condition should b i ent, a
e considered a m i : A 7
two criteria: ental disorder if, and only if, it meets

1. The condition results from the inability of some internal
or physical) to perform its natural function. I
the person is not working properly. Examp
those that regulate levels of emotion, and th
auditory sensations and imagined ones.
;he COIIdItIIOI‘l causes some harm jco the person as judged by the standards of
e person’s culture. These negative consequences are measured in terms of

mechanism (mental
n other words, something inside
les of such mechanisms include
ose that distinguish between real

_ Iismg Wakefield’s terms, mental disorders are defined as
tions” One element (“dysfunction”

{as much as it is possible) an objecti

: “harmful dysfunc-
) of this definition is an attempt to incorporate

( ve evaluation of behavior. Wakefi
ot . eld argues
iﬁ:rfr;icli.rocgstes (;.g., cognition and perception) have a natural function gand g:::
ton is to allow an individual o perceive th Id i ’
with other peopls ot . ‘ e world In ways that are shared
_ gage in rational thought, prob} i i
e o TheoRle . . : gnt, problem solving, and adaptive
s ystunctions in mental disorders are assu
- ‘ . med to be the pro
dzsrt;l:;t.lonsr of thought, feel.lng, communication, perception, and motivatign duct of '
ot (;st(‘;n;rv;;)f 1;1ent51 ;ilscti)rder also recognizes that all types of dysfunétion do
order. Unly dysfunctions that result in sienifi
son are considered to be disorders, Ther e oy tys o ar P
. . e are, for exampl i
d = d ple, many types of ph
¢ ey;f:;ct:on,.suc.? as aiclimlsm, reversal of heart position, and fused ?«is tha}; cﬁsai?;
nt a significant departure from the way that bi i :
ity unetions hnnt dep: vay that some biological process ordinar-
. ons are not considered to be dis

they are not necessarily harmful to the person. preers owever, because

'By definition, mental disorders are harmfu
typlcally gffect family relationships, as well as
tional activities. There are, of course, other ty

I to the person’s adjustment. They
success in educational and occupa-
pes of harm associated with mental
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disorders. These include subjective distress, such as high levels of anxiety or depres-
sion, as well as more tangible outcomes, such as suicide.

The definition of abnormal behavior presented in the fifth edition of the Diag-
nostic and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric Asso-
ciation, 2013), which in the United States is considered a standard diagnostic system,
incorporates many of the factors we have already discussed. According to this defi-
nition, a “mental disorder” is “a syndrome characterized by clinically significant dis-
turbance in an individual’s cognition, emotion regulation, or behavior that reflects
a dysfunction in the psychological, biological, or developmental processes underly-
ing mental functioning” (p. 20). The manual also notes that mental disorders are
associated with subjective distress or impairment in social functioning. DSM-5 also
excludes several conditions from consideration as mental disorders. These include
(1} an expectable or culturally sanctioned response to a particular event (e.g., death
of a loved one); (2) socially deviant behavior (e.g, the actions of political, religious, or
sexual minorities); and (3) conflicts that are between the individual and society (e.g.
voluntary efforts to express individuality).

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

The practical boundaries of abnormal behavior are defined by the list of dis-
orders included in the DSM. Therefore, the manual provides a simplistic, though
practical, explanation of how someone’s behavior might be considered pathological:
Tt would be considered abnormal if the person’s experiences fit the description of one
of the forms of mental disorder listed in the diagnostic manual. Conceptually, how-
ever, it could be argued that a valid and adequate description of a mental disorder,
such as major depression, cannot be restricted to its symptomatic picture. In order to
define and understand major depression, it is necessary to consider a description of
other clinical features (e.g, marital and health problems with which it is frequently
associated), as well as a number of additional issues, such as its typical course (onset,
duration, recurrence, relapse), prevalence (across gender and culture), patterns of
comorbidity, and vulnerability factors.

In an effort to move beyond the DSM-5 definition of mental disorder, many
researchers have moved toward empirical approaches of mapping dimensions of
dysfunction and their interrelatedness as opposed to relying on categorical diagno-
ses. The hierarchical taxonomy of psychopathology (FHIiTOP) is a dimensional model
of psychopathology that includes most mental disorders (e.g, mood, anxiety, sub-
stance use, psychotic, and personality disorders) (Kotov et al,, 2017). At the high-
est level is a general factor of psychopathology (p factor), which has been replicated
across several samples in many contexts (Caspi et al., 2014; Smith, Atkinson, Davis,
Riley, & Oltmanns, 2020). The p factor is shared across all dimensions of psychopa-
thology and represents an index of nonspecific impairment. Beneath the p factor are
three broad domains of internalizing disorders, externalizing disorders, and thought
disorder. Many argue that the structure of general personality is fundamental to
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standing the HiTOP dimensional model of i

: .q.uﬁc.le.;sfand and define mental disorders, one riiii}ézi?s:zZiO}fisiiilt?at .o
comporient to the manifestation of psychopathology (Widiger et al 20119}’ i\s other
_dgﬁ’?mon of psychopathology that has recently received attention 1;. “ t) otk the
L Ic)n:y,. an approach sug.ges.ting that mental disorders arise from the causer\llei "1’01'1( t'he_
etween symptoms within a given network (Borshoom 2017) eraction
Mental disorders are actually best conceived a;, :

(Mqrey, 1991; Neale & Oltmanns, 1980), which simpl
devices. In the case of behavioral disorders, a hypothvfti)éa
lar mental disorder) is an internal event whose existence
obselrvable behaviors and the context in which they occur
be directly observed, but it is tied to overt referergtrs that c
ple, we cannot measure major depression directly,
10nge_r enjoys formerly pleasurable activities, has ’
sleeping more than usual, has lost their appetite
worthless. Beyond these specific symptoms, the,

ultimately depends on the i
extent to which it enters int i i i
constructs and observable events (interrelated e of homhips with other

: ; dimensions of human f ioni
With this approach, a mental disorder is therefore defined by more E’tc;a; ﬁ;?ﬁi)
e

dlagno.stic criteria identified in a manual such as DSM-5
_ Clinically, this approach to defining a disorder (e .
Imply that clinicians should disregard “official” -
g:ests that in order to conduct more comprehensi
.hons of their clients, as well as to identify a more
1n.tervent1'on, therapists should complement their
with a careful consideration of nonsymptomatic
associated with this disorder. One of our goals in
research on the factors that appear to contribute t
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certain types of people—based on factors such as gender, ethnicity, and socioeco-
nomic status—are at greater risk than other types for the development of the disor-
der. Health administrators often use such information to make decisions about the
allocation of resources for professional training programs, treatment facilities, and
research projects. As described in this book, answers to such questions have also
provided insights and generated further research on possible risk factors for specific
disorders.

How prevalent are the various forms of abnormal behavior? One important data-
set regarding this question comes from a large-scale study known as the National
Comorbidity Survey Replication (NCS-R) conducted between 2001 and 2003 (Kes-
sler et al, 2005; Kessler, Merikangas, & Wang, 2007). We use this study to illustrate
an overall impression regarding the prevalence of mental disorders because it col-
lected evidence of many major forms of mental disorders simultaneously in one large
group of individuals. Specifically, members of the NCS-R research team interviewed
a nationally representative sample of approximately 9,000 people living in the con-
tinental United States. Questions were asked pertaining to several (but not all} of
the major disorders listed in DSM-IV (American Psychiatric Association, 1994). The
NCS-R found that 46% of the people they interviewed received at least one lifetime
diagnosis (meaning that they met the criteria for one of the disorders assessed at
some point during their lives), with first onset of symptoms usually occurring dur-
ing childhood or adolescence. This proportion of the population is much higher than
many people expect, and it underscores the point we made at the beginning of this
chapter: Al of us can expect to encounter the challenges of a mental disorder—either
for ourselves or for someone we love—at some point during our lives.

Figure 1.1 illustrates some results from this study using 12-month prevalence
rates—the percentage of people who had experienced each disorder during the most
recent year. The most prevalent specific types of disorder were major depression
(17%) and alcohol abuse (13%). Various kinds of anxiety disorders were also relatively
common. Substantially lower prevalence rates were found for obsessive-compulsive
disorder and bipolar disorder, which each affect approximately 2% of the population.
These lifetime prevalence rates are consistent with data reported by other, subse-
quent studies regarding the prevalence of mental disorders. More specific and recent
evidence regarding specific forms of mental disorder are presented in each of the
later chapters in this book.

Although many mental disorders are quite commor, they are not always seri-
ously debilitating. The NC5-R investigators assigned each case a score with regard
to severity, based on the magnitude and number of symptoms, as well as the level
of occupational and social impairment that the person experienced. Averaged across
all of the disorders diagnosed in the past 12 months, 40% of cases were rated as mild,
37% as moderate, and only 22% as severe. Mood disorders were most likely to be rated
as severe (45%), while anxiety disorders were less likely to be rated as severe (23%).
These findings have important clinical (and social) implications, as they suggest that
not all individuals meeting criteria of a diagnosis necessarily need immediate treat-
ment. At the same time, it is worth noting that interventions (of varied Jlength and
intensity) might be beneficial for some individuals suffering from low-level distress

and impairment, as subclinical levels of symptoms can, for some disorders, signal
the eventual emergence of acute and severe symptoms.
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CULTURE AND PSYCHOPATHOLOGY

As evidence regarding the global burden of disease clearly documents, mental dis-
orders affect people all over the world. That does not mean, however, that the symp-
toms of psychopathology and the expression of emotional distress take the same
form in all cultures. Epidemiological studies comparing the frequency of mental
disorders in different cultures suggest that some disorders, such as schizophrenia,
show important consistencies in cross-cultural comparisons. They are found in vir-
tually every culture that social scientists have studied. Other disorders, such as buli-
mia nervosa, are more specifically associated with cultural factors, as revealed by
comparisons of prevalence in different parts of the world and changes in prevalence
over several generations. Almost 90% of patients with bulimia are women. Within
the United States, the incidence of bulimia is much higher among university women
than among working women, and it is more COmMON among younger women than
among older women (Udo & Grilo, 2018). The prevalence of bulimia is muach higher in
Western nations than in other parts of the world. Furthermore, the number of cases
increased dramatically during the latter part of the 20th century (Keel & Klump,
2003). As discussed later in this book, these patterns suggest that holding particular
sets of values related to eating and to women's appearance is an important ingredi-
ent in establishing risk for development of an eating disorder.
The strength and nature of the relationship between culture and psychopathol-
ogy varies from one disorder to the next. Several general conclusions can be drawn
from cross-cultural studies of psychopathology (Draguns & Tanaka-Matsumi, 2003),

including the following points:

All mental disorders are shaped, to some extent, by cultural factors.

No mental disorders are entirely due to cultural or social factors.

Psychotic disorders are less influenced by culture than are nonpsychotic dis-
orders.

The symptoms of certain disorders are more likely to vary across cultures
than are the disorders themselves.

Clinicians must consider the influence of cultural factors in both the expression
and recognition of symptoms of mental disorders. People express extreme emotions
in ways that are shaped by the traditions of their families and other social groups
to which they belong. Intense, public displays of anger or grief might be expected
in one culture but be considered signs of disturbance in another. Interpretations of
emotional distress and other symptoms of disorder are influenced by the explana-
tions that a person’s culture assigns to such experiences. Religious beliefs, social
roles, and sexual identities all play an important part in constructing meanings that
are assigned to these phenomena (Hwang, Myers, Abe-Kim, & Ting, 2008). The most
obvious clinical implication one can derive from these important issues is that the
accuracy and utility of a clinical diagnosis depend on more than a simple count of
the symptoms that appear to be present. They also hinge on the clinician’s ability to
consider the cultural context in which the problem appeared. This is a particularly
challenging task when the clinician and the person with the problem do not share

the same cultural background.
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syndrome meets criteria for another mental disorder, and of those who do, not all
would receive the same diagnosis.

The DSM'’s glossary on cultural concepts of distress has been praised as a sig-
nificant advance toward integrating cultural considerations into the classification
system (Trinh, Son, & Chen, 2019). It has also been criticized for its ambiguity. The
most difficult conceptual issue involves the boundary between culture-bound
syndromes and categories found elsewhere in the diagnostic manual. Some critics
have noted that if culturally unique disorders must be listed separately from other,
smainstream” conditions, then certain disorders now listed in the main body of the
manual—especially eating disorders, such as bulimia—should actually be listed as
culture-bound syndromes. Like afaques de nervios, bulimia nervosa is a condition that
is found primarily among a limited number of cultures (Keel & Klump, 2003). “Dis-
sociative amnesia”—the inability to recall important personal information regarding
a traumatic event—also resembles culture-bound syndromes because it appears to be
experienced only by people living in modern, developed cultures (Pope, Poliakotf,
Parker, Boynes, & Hudson, 2007).

Though it is imperfect, DSM-5s list of cultural concepts of distress raises impor-
tant conceptual and clinical implications. The fact that some diagnostic categories
that are familiar to most mental health professionals working in Western or devel-
oped countries are unique to their cultural environment helps to challenge the fre-
quently held assumption that culture shapes only conditions that appear to be exotic
in faraway lands. At a more direct, clinical level, the glossary serves to make clini-
cians more aware of the extent to which their own views of what is normal and
abnormal have been shaped by the values and experiences of their own culture
{Mezzich, Berganza, & Ruiperez, 2001).

DSM-5 also now includes the Cultural Formulation Interview (CFI), a supple-
mental module that serves as a semistructured assessment tool to assist providers in
clarifying the contribution of culture to clinical symptoms at any point during clini-
cal care (Lewis-Fernandez et al, 2014). The core interview, the first and main com-
ponent of the CFl, includes 16 open-ended questions related to a cultural definition
of the psychological problem, cultural perceptions related to the problem (e.g., with
regard to cause, context, and support), and cultural factors affecting coping or help-
seeking behaviors. Other components of the CFl include an informant report and
other supplemental modules that can be used as needed. The CFI can be used with

any client, regardless of whether a clinician has questions about how their culture
may impact the presentation of clinical symptoms, and the CFI serves as a valuable
tool to ensure that relevant and important cultural factors are not missed during case

conceptualization and throughout treatment.

CLASSIFICATION OF PSYCHOPATHOLOGY

One might argue that efforts to classify mental disorders are as important and have
raised as much controversy as efforts to define them. Despite many tribulations and
debates associated with the classification of psychopathology, this process has served
several purposes. A classification system helps clinicians to (1) identify (as accurately
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Validity is, in a sense, a reflection of the success that has been achieved in under-
standing the nature of a disorder. Have important facts been discovered? Systematic
studies aimed at establishing the validity of a disorder may proceed in a sequence
of phases (Robins & Guze, 1989). After a clinical description has been established,
diagnostic categories are refined and validated through a process of scientific explo-
ration. Unfortunately, relatively few of the disorders listed in the official diagnostic
manual are supported by an extensive set of research evidence supporting all pos-
sible aspects of validity.

It may be helpful to think of different forms of validity in terms of their relation-
ship in time with the appearance of symptoms of the disorder. Etiological validity is
concerned with factors that contribute to the onset of the disorder. These are things
that have happened in the past. Was the disorder regularly triggered by a specific
set of events or circumstances? Did it run in families? The ultimate question with
regard to etiological validity is whether there are any specific causal factors that
are regularly, and perhaps uniquely, associated with this disorder. If we know that
a person exhibits the symptoms of the disorder, do we in turn learn anything about
the circumstances that originally led to the onset of the problem?

Concurrent validity is concerned with the present time and with correlations
between the disorder and other symptoms, circumstances, and test procedures. Is
the disorder currently associated with any other types of behavior, such as perfor-
mance on psychological tests? Do precise measures of biological variables, such as
brain structure and function, distinguish reliably between people who have the dis-
order and those who do not? Clinical studies aimed at developing a more precise
description of a disorder also fall into this type of validity.

Predictive validity is concerned with the future and with the stability of the prob-
lem over time. Will it be persistent? If it is short-lived, how long will an episode last?
Will the disorder have a predictable outcome? Do people with this problem typically
improve if they are given a specific type of medication or a particular form of psy-
chotherapy?

The overall utility of a diagnostic category depends on the body of evidence that
accumulates as scientists seek answers to questions raised by these multiple forms
of validity (religbility, or consistency of the diagnostic decisions, is also crucial, as it
precedes validity). At this point in time, some disorders included in the diagnostic
manual are based on a much more extensive foundation of evidence than others.
Thus, more research needs to confirm and enhance the validity (thus, the utility)
of our current diagnostic categories. Such research should be conducted in parallel
with other efforts (conceptual and empirical) to address serious criticism directed

toward the diagnostic manual.

LIMITATIONS OF AND POSSIBLE IMPROVEMENTS TO THE DSM

Developing each edition of the DSM involves a tremendous amount of work (with
regard to both theory and research), and each new edition represents an improve-
ment over previous ones (see Frances & Widiger, 2012). Nevertheless, several endur-
ing issues remain to be resolved. One fundamental question that applies to every
disorder involves the boundary between normal and abnormal behavior. DSM-5
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disorders. A small subgroup, 14% of the sample, actually met the diagnostic criteria
for three or more lifetime disorders. That group of people accounted for almost 90%
of the severe disorders in the study.

There are several ways to interpret comorbidity (Krueger, 2002). Some people
may independently develop two separate conditions. In other cases, the presence
of one disorder may lead to the onset of another. Unsuccessful attempts to struggle
with prolonged alcohol dependence, for example, might lead a person to become
depressed. Neither of these alternatives creates conceptual problems for the DSM; it
makes sense that some people have more than one disorder and that one disorder can
lead to another. Unfortunately, the high rates of comorbidity that have been observed
empirically suggest that these explanations account for a small proportion of overlap
between categories. In a large proportion of cases, the overlapping manifestations of
more than one disorder do not seem to reflect clearly distinct diagnostic constructs.

Major clinical problems associated with comorbidity can arise when a person
with a mixed pattern of symptoms, usually of a severe nature, simultaneously meets
the criteria for more than one disorder. Consider, for example, a client who was
treated by one of us (T. F. O.). This man experienced a large number of diffuse prob-
lems associated with anxiety, depression, and interpersonal difficulties. According
to the DSM system, he would have met the criteria for major depressive disorder,
generalized anxiety disorder, and obsessive—compulsive disorder, as well as three
types of personality disorder. It might be said, therefore, that he suffered from at
least six types of mental disorder. But is that really helpful? Is it the best way to think
about his problems? Would it be more accurate to say that he had a complicated set
of interrelated problems that were associated with worrying, rumination, and the
regulation of high levels of negative emotion, and that these problems constituted
one complex and severe type of disorder?

The comorbidity issue is related to another limitation of the DSM: the failure to
make better use of information regarding the course of mental disorders over time.
More than 100 years ago, when schizophrenia and bipolar mood disorder were origi-
nally described, the distinction between them was based heavily on observations
regarding their long-term course. Unfortunately, most disorders listed in the DSM
treatment of : : i : are defined largely in terms of snapshots of symptoms at particular points in time.

Ot emotional disorders; Barlow et al., 2017) Diagnostic decisions are seldom based on a comprehensive analysis of the way that
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From an empirical and clinical e regarding lifespan development (Buka & Gilman, 2002; Oltmanns & Balsis, 2011).

Progress on understanding some of the traditional diagnostic categories in the
DSM has been quite slow over the past 50 years, and it has led many to wonder
whether there are better ways to approach classification and thus treatment. A num-
ber of alternative models of psychopathology have been developed as a counter to
the “top-down,” categorically based DSM classification system. HITOF, as described
earlier, was developed to understand the natural organization of psychopathology
(Kotov et al, 2017} and emerged with a hierarchical dimensional structure of psy-
chopathology, including a single general p factor and three broad domains under the
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and are related to various aspects of psychopathology. A main goal of RDoC i is
understand .biological processes relevant to psychopathology, and man researc:l}f .
are now takl_ng this approach to studying psychopathology. Whether a)’cbottom- erf
appr.oa(':h will yield better results in understanding clinical problems is a tu o
that s likely to remain at the forefront of the mental health field in the decadcelfie}fel?
The classification issues identified earlier are being considered by the ex at'
who develop gach new edition of the DSM and the ICD. Of coursé, allyof th:mpf:il?
no’F be solved immediately. Attempts to provide solutions to these problems and limi-
tations ensure that the classification system will continue to be revised. As befo
the?se changes will be driven by the interaction of clinical experience an;i empi 'rei
evidence. Students, clinicians, and research investigators should all remain IEHC’:}
cal whe1l1 using this classification system and its successors. At the same ti;eeshl_
Com}?lexﬁ).f of psychopathology and its treatment should encourage all schoIars’ c?
providers in the field of mental health to pay close attention to our current kn anl
edge, and to derive from it new and creative ways to think about and intervene V(\):;};

mental disorders. The followi ; : .
goal in mind. ollowing chapters in this book have been written with this
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CHAPTER 2

Depression

Joelte LeMoult
Ashley Battaglini
Katerina Rnic
Louis G. Castonguay

It is estimated that 16% of the general population expe.riences chnma&\lfy;ug:xégg;t
depression in a given 12-month period (Kessler, Tat Ch1}1, Der.niler, it alter ',; disor;
In addition to the impact on affected individuals and their famlhes, epressn‘;’1 e disor
ders place a burden of almost $50 billion per year on the Am_en‘ca(r:lhecorgn;}; ccount
ing for over 20% of costs for all mental illness (Stewart, R.}.CCI, ez, a i,o S Mor
ganstein, 2003). Compared to other physical apd mental disorders, 1 ipgess on is the
leading cause of disability worldwide according to the World Healt » hr.gad Hzatior
(James et al., 2018). Given the substantial personali an.d soc1eta-l cosi}s od is isor aré
efforts to identify vulnerability factors and effective interventions tor depre
i important. ‘

Parhgff Iggal i:c}: this chapter is to present basic psychopa.tho_logy researc}l: 13 :ep:z:
sion and to discuss the treatment implications of these findings. Though a lep -
sive disorders share similar features (Gotlib & LeMoult, 2014), there a.re sorpe ;mptorr
tant differences between diagnostic categories that are not covered in thés chap .ee.
Instead, we focus here on depressive symptoms in general and majofrd epres?g;
disorder (MDD) in particular. We first describe the phenomen.ology 81 ?‘jrfjs 0%
including its associated clinical features and course. We .the‘n dlscufss ee hu;e ngon
depression and focus in particular on novel errfpmcai f-mfimgs.,. After egc. rtan;
we address the clinical implications of the findings. This is a timely an nnpot_ '
task because, even though effective depression treatments exist, these mter;;n 10;’; i
have undergone few changes in the past decades, and rates of recurrence of depr
sion are still high even after successful treatment.
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