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Does psychiatry need an overarching
concept of “mental disorder”?

COMMENTARIES

ASSEN JABLENSKY
School of Psychiatry and Clinical Neurosciences,

University of Western Australia, Perth, Australia

Since 1992 (1), Jerome Wakefield has
been expounding, with minor modifica-
tions, a persuasive and influential point
of view on the concept of mental disor-
der as “harmful dysfunction” (HD),
which postulates a conjunction of a val-
ue term (harm) and a factual scientific
term (dysfunction). This “hybrid” defi-
nition resolves the previously irrevoca-
ble polarity between the “social-con-
structivist” position (mental disorder is
a value-laden social construct with no
counterpart in biomedical reality) and
the “objectivist” position (mental disor-
ders are natural entities that could be
understood in biological terms). In the
HD concept, the relativism of the social
definition of “harm” is counterbalanced
by a factual component of a malfunc-
tioning internal mechanism causing ob-
jective dysfunction. Wakefield believes
that the HD concept will provide psy-
chiatry with an “ultimate standard” of
what constitutes mental disorder and
that this is essential to the credibility
and coherence of psychiatry as a med-
ical discipline. A notable merit of the
application of the HD concept so far
has been in the demonstration of the
fallacies of the social-constructivist
view and in the incisive critique of the
“atheoretical” platform of DSM-III and
its subsequent editions, as well as of the
arbitrariness and over-inclusiveness of
some of its categories. 

Notwithstanding all this, Wakefield’s
conceptualization of mental disorder
has attracted critique (2,3) of some of its
basic assumptions and supporting evi-
dence. While acknowledging that the
HD concept can have an energizing im-
pact on the much needed debate about
the theoretical foundations of psychia-
try, I wish to join the camp of critics and
to argue that: a) the HD definition and
the conceptual analysis on which it
rests contains logical inconsistencies,

cannot be generalized to the entire do-
main of psychiatric nosology, and pos-
tulates an untenable a priori boundary
between disorder and non-disorder; b)
the assumption of the HD concept that
dysfunction is anchored in a “failure of
the mind to work as designed” by the
evolution of the species does not accord
well with current knowledge in evolu-
tionary genetics and neuroscience; and
c) the HD concept is of limited practi-
cal utility, especially as regards day-to-
day clinical decision making.

Conceptual analysis is basically about
how we use language, i.e. explicating
what we mean by “mental disorder”. In
the search for an overarching definition,
Wakefield assumes that in every society
there are widely shared intuitions about
mental disorder which provide a base for
consensual judgements on the subject
that could be somehow reconciled with
scientific evidence of dysfunction. Most
cultures certainly have prototypes, be-
liefs and practices related to mental dis-
order but, apart from converging on its
stigmatizing aspects, such folk tax-
onomies in diverse societies are unlike-
ly to provide “an underlying shared no-
tion of disorder” that could be part of a
rational and universal definition of
mental disorder. Even more important-
ly, folk prototypes typically deal in di-
chotomies and opposites, e.g, disease
versus health and disorder versus non-
disorder – a model that can hardly be
squared with the biomedical science
component of the bipartite HD defini-
tion. Both general medicine and psy-
chiatry are increasingly concerned with
multiple biological continua and di-
mensions rather than with either-or cat-
egories. Although some extreme values
along such continua and dimensions
can be represented as categories, there
is a huge grey zone of graded transitions
between the biological phenomena
which simply cannot be fitted into a sin-
gle dichotomy. Thus, the concept of
unitary “mental disorder” in general is a
construct which is unlikely to find a

“natural kind” counterpart in objective
reality.

As regards Wakefield’s elucidation of
“dysfunction” as the factual component
of “disorder”, I am puzzled as to why the
long shot to evolutionary theory and
natural selection is considered neces-
sary or even central to an understanding
of psychopathology. Evolutionary psy-
chology and psychopathology are still
sciences under construction that can
hardly provide a factual basis for teasing
out the neural mechanisms and cogni-
tive processes underlying the symptoms
and signs of specific mental disorders.
The definition of dysfunction as a fail-
ure of an organ or mechanism to per-
form the “natural function” for which it
had been “designed” by natural selec-
tion implies the existence of purpose-
driven evolutionary processes resulting
in pre-ordained, fixed structures and
functions, presumably located within
the human brain. This view ignores the
fact that natural selection is an oppor-
tunistic process, not guided by purpose
or design, and that its general outcome
is an increasing inter-individual vari-
ability. If anything, this variability will
result in wider ranges for the parame-
ters defining specific brain functions
and dysfunctions; in different thresh-
olds at which individuals develop men-
tal and behavioural disorders; and in in-
herently fuzzy boundaries between dis-
order and non-disorder (2). Lastly, the
assumption that neural systems within
the human brain perform fixed cognitive
or emotional functions pre-ordained by
natural selection ignores two widely ac-
cepted pieces of evidence from evolu-
tionary biology and neuroscience: first,
that some highly specialized human cog-
nitive functions (e.g., reading or writing)
evolve by piggy-backing on earlier, more
primitive adaptive mechanisms, and are
therefore neutral vis-à-vis reproductive
fitness; and secondly, that the individ-
ual brain is a neural plasticity machine,
in the sense that it constructs its own in-
ternal cognitive architecture in post-na-
tal development, in an activity-depend-
ent manner, interacting with its environ-
ment. Thus, the thresholds of vulnera-
bility to dysfunction of any causes vary
individually to an extent that would
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make the discernment of a breakdown
in a “natural function” implausible. 

My last point is: does psychiatry real-
ly need an overarching and universal
definition of “mental disorder”? Nei-
ther disease nor health has ever been
strictly and unambiguously defined in
terms of finite sets of observable refer-
ential phenomena. Medical textbooks
rarely devote even passing reference to
the subject, and it seems perfectly pos-
sible for a medical professional to prac-
tice medicine and treat illnesses with-
out using an overarching concept of dis-
ease (4). To quote Jaspers (5), “the med-
ical person is least concerned with what
healthy and sick mean in general… we
do not need the concept of ‘illness in
general’ at all and we now know that no
such general and uniform concept ex-
ists”. Furthermore, “doctors do not con-
cern themselves with maximizing the
evolutionary advantages of the human
race as a whole, but with aiding individ-
uals” (6). 

The matter is further complicated by
the emergence of molecular genetic clas-
sifications of large groups of diseases,
and the concomitant availability of ge-
netic diagnostic tests, which raise the
possibility that the entire taxonomy of
human disease may eventually be re-
vised. Predictive diagnostic testing in
clinically asymptomatic individuals will
probably become possible in Alzheimer’s
disease, certain cancers and, hypotheti-
cally, for some of the major psychiatric
disorders in the long run. Besides the

ethical questions and the psychosocial
repercussions of predictive testing, a
problem to be faced is that for large seg-
ments of society (including health pro-
fessionals) the concept of disease may
become synonymous with the carrier
state for a particular set of genes, with-
out any reference to actual HD, blurring
even further the demarcation between
disease and non-disease. Attempts at
defining an all-embracing, abstract def-
inition of “mental disorder” have limit-
ed clinical utility (7) and will do poorly
in this context.

Generally, the trend of the past deca-
des has been one towards a multidimen-
sional or polythetic conceptualization
of the phenomena of disease, with sev-
eral, relatively independent dimensions:
a) clinical syndrome(s); b) structural and/
or functional deviations from the statisti-
cal average; c) aetiology and pathogenet-
ic mechanisms; and d) personal distress,
quality of life and social functioning. At
present, the majority of putative noso-
logical entities in psychiatry are at best
conceived as open concepts, as pro-
posed by Meehl (8), i.e., subject to on-
going modification as new knowledge
accrues. Closure will only be attained
when fundamental issues of aetiology
and pathogenesis are ultimately resolved
– which is a long-term agenda. For the
time being, the rather “weak” ICD-10
descriptive statement that presence of a
mental disorder presupposes “a clini-
cally recognizable set of symptoms or
behaviours associated in most cases

with distress and with interference with
personal function” will probably do
better than attempts at a hard-and-fast
definition.  

In conclusion, adoption of a gener-
ic, presumably universal, definition of
“mental disorder” would be premature.
It may cause more harm than good to
psychiatry. 
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Potential implications of the harmful dysfunction analysis
for the development of DSM-V and ICD-11
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Now that the development of both
DSM-V and ICD-11 is underway, we
should consider the potential practical
implications of Wakefield’s harmful dys-
function analysis for the revisions of

these classifications. A research agenda
for DSM-V (1) was published in 2002
with the goal of stimulating “research
and discussion in the field in prepara-
tion for the eventual start of the DSM-
V revision process” (2) and included a
chapter on “Basic nomenclature issues
for DSM-V”. Among its recommenda-
tions were suggestions that DSM-V in-

clude a “definition of mental disorder
that can be used as a criterion for assess-
ing potential candidates for inclusion in
the classification”, noting that the defi-
nition of mental disorder included in
DSM-IV is not “cast in a way that al-
lows it to be used as a criterion for de-
ciding what is and is not a mental dis-
order”, largely because “the definition

IMP. 157-167  24-09-2007  16:10  Pagina 158

Adamil
Potential implications of the harmful dysfunction analysisfor the development of DSM-V and ICD-11MICHAEL B. FIRSTNew York State Psychiatric Institute, New York, NY,USANow that the development of bothDSM-V and ICD-11 is underway, weshould consider the potential practicalimplications of Wakefield’s harmful dysfunctionanalysis for the revisions ofthese classifications. A research agendafor DSM-V (1) was published in 2002with the goal of stimulating “researchand discussion in the field in preparationfor the eventual start of the DSMVrevision process” (2) and included achapter on “Basic nomenclature issuesfor DSM-V”. Among its recommendationswere suggestions that DSM-V includea “definition of mental disorderthat can be used as a criterion for assessingpotential candidates for inclusion inthe classification”, noting that the definitionof mental disorder included inDSM-IV is not “cast in a way that allowsit to be used as a criterion for decidingwhat is and is not a mental disorder”,largely because “the definition




