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A new way of reducing
the prevalence of mental disorders?

NORMAN SARTORIUS

Geneva, Switzerland

In his lucidly written paper, Jerome
Wakefield argues that a condition can
be regarded as a mental disorder if a) it
is considered harmful and b) it is due to
a dysfunction resulting from the failure
of some internal mechanism (originally
destined to perform the now deranged
function). This definition should hold
for “physical” and for “mental” disor-
ders. Wakefield does not distinguish
disease from disorder, although the two
terms are not describing the same type
of conditions.

Another distinction that is impor-
tant in this discussion is that between a
disorder (and a medical disease), the
expressed needs for care and a sick-
ness (a state defined by a society as re-
quiring treatment or deserving sickness
benefits) (1).

A significant proportion of people
who have a disorder do not request nor
receive treatment or care; a number of
people who request and receive care do
not have a medically recognized disor-
der; and finally most societies at some
point of their history designate a partic-
ular pattern of behaviour as being sick
(and therefore requiring treatment or
incarceration or both) although the per-
sons concerned do not request treat-
ment and do not suffer from any dis-
cernible disorder.

Requiring, as Wakefield suggests,
that both a negative value and a dys-
function must be present to define a
condition as a disorder requiring atten-
tion of the health system may lead to a
number of problems. Thus, for exam-
ple, people with a dysfunction that is at
present not leading to a disadvantage

would be excluded from treatment or
care: to take Wakefield’s example, peo-
ple with an abnormality of corpus cal-
losum (for example due to some infec-
tious and curable condition) leading to
dyslexia would not be offered treatment
in illiterate societies, because their dys-
function does not lead to immediate
disadvantages. Poor people in rich and
in poor countries have often no access
to many things that are available to
those who are rich: would that mean
that the poor should not be given health
care for their dysfunctions because they
will not be in situations where these
might be disturbing?

I share Wakefield’s faith into our ca-
pacity to assess disturbances of “mental”
functions with just as much precision as
that of “physical functions”. On the oth-
er hand, the differences between cul-
tures make the “negative value” assess-
ment of a particular “factual dysfunc-
tion” so different from one setting to an-
other that it is difficult to imagine how
any comparisons of “disorders” could
be done if we define them as Wakefield
proposes. I therefore believe that epi-
demiological (and other) studies that
need to work with homogenous groups
should define disorders in terms of “fac-
tual dysfunction” in Wakefield’s terms
and then use the results of these assess-
ments in a manner congruent with the
goal of the studies — for example, to as-
sess the prevalence of a disorder or to
use them as one of the bases for the as-
sessment of needs for care.

In summary, I think that Wakefield’s
analysis of the concept of mental disor-
der is useful, because it makes us think
about the nature of diseases and their
meaning, but I disagree with his con-
clusion that the “negative value” of a
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include, for example, work in the philosophy
of physics on the local nature
of scientific validity (8); work in the philosophy
of mind on the irreducible role
of individual judgement (as in “clinical
judgement”) (9); and, specifically on
values, work in such areas as linguistic
analysis (10), phenomenology (11) and
analytic philosophy (12), relevant to
improving the processes of psychiatric
diagnostic classification, i.e., to improving
how our classifications are first developed
and then actually used in dayto-
day practice.
Still, these resources will be of little
effect unless values and other non-empirical
elements in the meaning of disorder
are at least on the agenda of psychiatric
classification. That is why, if
getting them on the agenda has taken a
conceptual conjuring trick, we should
be thankful that Wakefield is fanatical
about “harmful dysfunction”.
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particular dysfunction should be deci-
sive in defining the disorder. Like in the
rest of medicine, the diagnosis of a dis-
order should be based on well-defined

symptoms indicating a dysfunction and  References

steer clear from mixing this assessment
with the assessments of social desirabil-
ity or of disability.

1. Sartorius N. Fighting for mental health.
Cambridge: Cambridge University Press,

2002.

163


Adamil
Wakefield’s hybrid account
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Wakefield’s question is what makes a
mental condition a disorder. He formulates
the question in two different ways:
a) “What do we mean when we say that
a mental condition is a medical disorder
rather than, for instance, a normal form
of human suffering?” and b) “Which
mental conditions should be classified as
pathological?” The latter question is far
more significant, especially if we concede
that no consensus exists on the meaning
of “mental disorder”. “Disorder” is regarded
as a broad term “that covers both
traumatic injuries and diseases/illnesses”.
This notion is more practically significant
than, for instance, the notion of disease.
The distinction between disease and injury
has no practically important consequences,
whereas the distinction between
disorder and non-disorder can affect
who is entitled to publicly funded
health care, medical insurance reimbursement,
or sick leave with compensation
(1,2).
In Wakefield’s view, mental disorders
are harmful mental dysfunctions. This is
presented as a hybrid account, i.e., as incorporating
both a value component
(harm) and a factual component (dysfunction).
It is not clear whether Wakefield’s
account contains any value component,
however, i.e., whether it is a
proper hybrid account. Wakefield repeatedly
uses phrases like “judged negative
by sociocultural standards” or
“harmful according to social values” to
characterize the value component, but
to say that a condition is deemed negative
by “sociocultural standards” is really
a factual statement. Moreover, to refer
to existing sociocultural standards is only
relevant if we want to explain why
certain conditions are classified as disorders
in a certain society, but not if we
want to determine what conditions
should be classified as pathological. The
latter question is the important one and,
to answer this question, we need to determine
whether a condition is harmful,
not whether it is regarded as such from
any particular perspective. But let us assume
that Wakefield’s analysis is, in fact,
a proper hybrid account. In this case, his
account of the value component is probably
too narrow, and the same holds for
his account of the factual component.
Mental disorders typically involve
some kind of harm to the individual
who has the disorder, e.g. distress or disability,
and we rely rather heavily on
considerations of harm when drawing
the line between disorder and non-disorder.
This strongly suggests that the
connection between disorder and harm
is conceptual rather than contingent.
Wakefield makes a stronger point than
this, however, namely that harm to the
individual is necessary for disorder, and
that we need not rely on any other evaluative
considerations to delineate the
class of mental disorder. However, it
seems that there are mental disorders
that are classified as disorders in virtue
of other evaluative considerations, e.g.,
that paedophilia and antisocial personality
disorder count as disorders because
they are abnormal and/or harmful to
others. This suggests that we should not
draw the line between disorder and
non-disorder on the basis of harm-forthe-
individual-evaluations alone, but
that we must also make use of harmfulfor-
others-judgments and judgments of
abnormality, including attributions of irrationality
(3). This view gives us a less
coherent concept of mental disorder,
however, and it is incompatible with the
idea that “mental disorder” can be defined
in terms of necessary conditions
that are jointly sufficient (3).
Wakefield’s evolutionary account of
disorder has been heavily criticized (1,4-
7). Most objections purport to show that
dysfunction (in Wakefield’s sense) is not
necessary for disorder, i.e. that someone
may well suffer from a disorder even
when there is no “evolutionary malfunction”.
Some of these objections try
to establish that “many mental functions
are not direct evolutionary adaptations,
but rather adaptively neutral by-products
of adaptations” (4), and that some
disorders involve failed mechanisms
that have no adaptive function, like
spandrels, exaptations, or vestigal parts.
Other arguments purport to establish
that disorders can be caused by mechanisms
that are working exactly as designed
by evolution, e.g., that some disorders
are evolutionary adaptive reactions
to “pathogenic inputs”. Injuries
due to external trauma involve dysfunctions,
however, and so do inflammatory
reactions, infectious diseases, and posttraumatic
stress disorder. But consider
“normal grief” vs. pathological bereavement
(a possible component in depressive
disorder) as two possible reactions
to loss. Is the difference between these
conditions really that some specific
mechanism is malfunctioning in the
second case but not in the first? To defend
the dysfunction account by postulating
a “loss-response mechanism” is
rather farfetched. It seems more plausible
to regard the two conditions as different
ways of functioning, where “the
depressed way of grieving” is far more
harmful than the “normal” way. This
suggests that the presence of a dysfunction
is not essential to disorder. Moreover,
the exclusion of normal grief from
the class of mental disorder can be




