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Question: What are the differences between normal and abnormal behaviour?

_____________________________________________________________________

Introduction

At first sight this may seem like a simple question.  We think we know what normal means.  The Oxford Dictionary of Current English defines normal as ‘conforming to a standard, regular, usual, typical...’.  This definition concurs with the statistical definition of normal behaviour: it is that shown by most individuals. The majority of human behaviour shows a ‘normal distribution’, i.e. most people are in the middle of the range of behaviour observed.  It follows that abnormal behaviour is that which deviates from this norm.  

There are many problems with this simplistic view. A talented musician is not usually classed as abnormal - he or she is unusual, but this is not deemed abnormal - it is seen as a positive attribute instead.  The label 'abnormal' is usually applied to negative deviations from the norm.  The range of behaviour considered normal varies between different populations, e.g. between cultural groups: what is regarded as ‘normal’ behaviour varies from culture to culture: what is socially acceptable in one part of the world can be a faux pas in another.  Thus there is no universally accepted definition of normal behaviour: value judgements are made in defining normal behaviour.  What is normal behaviour for an individual depends at least to some extent on the society he or she lives in.

Models of Abnormal Behaviour

There are various academic schools of thought in psychology, each using a different model of abnormal behaviour.  In this essay I will discuss the medical model and how it has been criticised, how it has subsequently changed, and some of the alternatives to the medical model.  The medical model still has a major influence on the way society and the media interpret unusual behaviour.

The Medical Model defines abnormal behaviour as a type of ‘illness’. The Greek physician Hippocrates was the first to formulate a theory that abnormal behaviour had a physical cause, and was therefore an illness.  However, in the Middle Ages the church was the dominant force in Europe, and the old idea that people who behaved abnormally were possessed by evil spirits again became the most prevalent view.  Modern concepts of mental illness began in the sixteenth century.  At this time the first institutions for people with mental disorders were set up.  However, the patients were often subjected to cruelty and poor living conditions, and the notorious St Mary of Bethlehem (‘Bedlam’) hospital was used as a side-show for the entertainment of the public (Hayes 2000).

The rise of the medical profession in the nineteenth century led to medical treatments becoming the norm for mental disorders, and psychiatry was firmly established as the predominant school of thought on medical disorders by the beginning of the twentieth century.  It was believed that all mental disorders would ultimately be shown to have a physical cause.  The medical model has been very prominent ever since.

Against the Medical Model

Thomas Szasz (1961) believed that psychiatric diagnosis differed from physical diagnosis, because social judgements were made in diagnosing a psychiatric disorder.  He thought that mental disorders were often of social origin and rejected the term ‘mental illness’.  He classified mental disorders as either neurological diseases (i.e. physical diseases with a clear biological cause) or ‘problems of living’ (those without one).  Szasz felt that ‘problems of living’ was a useful definition because it focuses efforts on trying to deal with the problems the patient is experiencing.

Ausubel (1961) questioned some of Szasz’s opinions.  Ausubel’s view was that some symptoms can be a result of both ‘problems of living’ and disease.  He also pointed out that physical diagnosis involves subjective judgements (e.g. when is an ailment serious enough to merit time off work), and is not as objective as Szasz implied, but this does not make it invalid.

Can psychiatrists distinguish between normal and abnormal behaviour?
Several studies have been undertaken to investigate the accuracy of psychiatric diagnosis.  Schmidt and Fonda (1956) presented the same 426 patients to 2 different psychiatrists for assessment using the official diagnostic categories of the time.  The two psychiatrists tended to give very different diagnoses for the same patient.  Then in 1962, Beck et al gave identical patient data (patient names and phrasing of the reports were changed slightly, but the factual information was the same) to the same psychiatrists on two separate occasions.  Different diagnoses tended to be given on each occasion.  

Rosenhan (1973) set out to assess the psychiatric categorisation system and to examine subjectivity in diagnosis.  Eight people with no history of mental disorders presented themselves at mental hospitals claiming to be hearing voices. All were admitted, and were inpatients for an average of 19 days. (The shortest and longest stays in hospital were 7 and 52 days respectively). They all behaved normally after admission and reported that they were no longer hearing voices.  Despite this, all but one were diagnosed as schizophrenic, and even when discharged from hospital, none were detected as fakes.  Instead a final assessment of ‘schizophrenia in remission’ was the outcome for most of the participants.

These 3 studies were intended to highlight the subjective nature of psychiatric diagnosis and bring into question its reliability.  Different psychiatrists have been shown to give different diagnoses, and it has also been shown that the same psychiatrist is likely to give a different diagnosis on different occasions.  In Rosenhan’s study psychiatrists were unable to detect fake patients who were not suffering from mental symptoms.  On the strength of these studies, one might well ask whether psychiatric diagnosis is of much value!

In response to studies such as these, the Diagnostic and Statistical Manual (DSM) of the American Psychiatric Association was substantially revised in 1980.  The new version (DSM-III) provided five ‘axes’ for assessment, resulting in a comprehensive examination of the patient’s life, rather than treating psychiatric problems as resulting from internal processes only.  DSM-IV is reputedly more reliable than previous systems, but the assessment criteria do not take cultural variation into account.  It is also still based on the medical model.  The studies discussed put the reliability of psychiatric diagnosis into serious doubt, and although diagnosis has since improved, reliability is still only 50-60%, which is relatively low (Hayes, 2000).   What are the alternatives to the medical model?

Other models

In Freudian psychoanalysis, mental health is achieved by maintaining a balance between unconscious desires and the demands of the real world, and abnormal behaviour is attributed to unconscious conflicts (Hayes 2000).  Psychoanalysis was the dominant form of psychotherapy until the advent of behaviour therapy in the 1950s.  Behaviourists believe abnormal behaviour is due to maladaptive learning, and mental health is defined as an absence of pathological symptoms.

Neither psychoanalytic theory nor behaviourist theory makes a clear distinction between the origins of normal and abnormal behaviour.  The behaviourist B. F. Skinner (1953) thought that all human behaviour  was due to conditioning.  Sigmund Freud originally defined three interacting parts of the personality: id, ego and superego.  In his view the id and superego are always in conflict: the needs and wants of even the ‘normal’ individual are always in conflict with the demands of society to some extent.  Behaviour therapy was a contrasting alternative to psychoanalysis, and once behaviour therapy had been established, other therapies followed.

The humanistic view is that mental health includes mental growth and development, rather than just an absence of pathological behaviour (behaviourist view) or keeping unconscious conflicts under control (psychoanalytic view).  The emphasis is on a goal of development and fulfilment for the individual rather than on classifying the individual as normal or abnormal.  Carl Rogers (1961) defined psychological health as being able to satisfy one’s needs for the ‘positive regard’ (affection, love and respect) of others and for  ‘self-actualisation’ (personal development).

There are other forms of therapy, such as Aaron Beck’s cognitive therapy, but it is beyond the scope of this essay to discuss them all.

Conclusion

Defining normal and abnormal is a difficult and contentious issue.   More recent schools of thought have tended to move away from the medical model and from negative interpretations of unusual behaviour.  Weaknesses in the medical model have been exposed by various studies such as that of Rosenhan, and modern psychiatry has changed in response this.

Other models and their related therapies have tried to address the weaknesses of the medical model, and use different definitions of normal or healthy behaviour.

Normal and abnormal are labels that need to be used with caution when applied to behaviour.  Because of the negative attitudes of society towards people with mental disorders, being labelled as mentally ill has serious consequences for the individual (e.g. reducing his/her chances of obtaining work).  It is also difficult to form a positive self-image if one has been labelled as ‘sick’.  I think that the definition of ‘abnormal’ behaviour as that which distresses the patient or endangers others is a more useful one than the statistical definition.  Defining abnormality in this way avoids the labelling of those who are neither distressed by their behaviour, nor putting others in danger, as ‘mentally ill’.  I think reducing the number of behaviours labelled as abnormal and moving towards a more positive definition of mental health help to counter negative stereotypes of mental illness.
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