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Psychiatry has struggled for centuries
to get mental disorders recognized as
diseases just like those in the rest of
medicine. To pursue this goal, the DSM-
IV and other new diagnostic systems de-
fine disorders based on the number,
severity and duration of symptoms. The
benefit is that two clinicians who exam-
ine the same patient will likely arrive at
the same diagnosis. This seems scientif-
ic. At least we can measure something
reliably!

However, as Wakefield points out,
such diagnostic systems only appear sci-
entific. They offer no basis for deciding
what is a disorder, and what is not.
Worse yet, while they are intended to
make psychiatry more like the rest of
medicine, they do the opposite. In the
rest of medicine, doctors recognize dis-
orders as conditions that arise from ab-
normal functioning of some useful sys-
tem. They know the heart evolved to
pump blood and that insufficient func-
tion results in congestive heart failure.
Cardiac failure is the diagnosis whenev-
er the heart is not performing its normal
function, no matter what the cause.

The rest of medicine makes a sharp
distinction between disorders and pro-
tective responses. This distinction is
mostly missing in psychiatry. Renal fail-
ure, cancer and paralysis are disorders,
but fever, cough and pain are not disor-
ders, they are protective responses. Fever
and cough regulation mechanisms can
fail, but doctors hardly ever diagnose
“fever disorder” or “cough disorder”. In-
stead, they look for the problem that
aroused these functional responses.

As Wakefield shows so clearly, psychi-
atric diagnosis ignores this fundamental
distinction. Major depression is diag-
nosed whenever severe enough symp-
toms persist long enough, no matter
what is happening in the person’s life.
The exception, the recent death of a
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loved one, shows why considering con-
text is essential. Good psychiatrists ex-
amine the patient’s life situation in de-
tail to try to understand whether the de-
pression symptoms arise from a normal
response to the current life situation, an
abnormality of the mood regulation sys-
tem, or, as is usually the case, some of
both.

This essential distinction between re-
active and endogenous depression was
at the heart of DSM-II, but was elimi-
nated in the DSM-III and IV. Ever since,
psychiatric diagnosis has appeared ob-
jective, while in fact separating itself dra-
matically from diagnosis in the rest of
medicine which relies on recognizing
dysfunction. Why did psychiatric diag-
nosis exclude consideration of context?
There are two obvious reasons.

First, when diagnosis depends on as-
sessing the severity of life problems, reli-
ability decreases. Whether or not loss of
a job is sufficient to explain depression
symptoms depends on how good or bad
the job was, whether it can be easily re-
placed, and the person’s financial situa-
tion. All of these factors involve some-
what subjective judgments. Making these
judgments means that two diagnosti-
cians will be less likely to come to the same
conclusion.

This can be difficult, but the rest of
medicine does not ignore context. For
instance, when evaluating pain, physi-
cians judge if this patient’s pain is with-
in the normal range given the nature of
the organic lesion, or if the pain regula-
tion system is not working properly. The
decision is often difficult, but doctors do
not duck the problem by using only the
severity and duration of symptoms to
determine if the patient has “pain disor-
der”. Instead, they use all their knowl-
edge and experience to try to decide if
this patient’s pain is a normal response,
or if the system that regulates pain is ab-
normal.

The second reason psychiatric diag-
nosis ignores context is because the ar-
chitects of the DSM-III were so desper-

ate to separate psychiatry from psycho-
analysis that they decided to ignore all
theory. As a result, we still lack the kind
of functional understanding that physi-
ology offers to the rest of medicine.
However, a functional understanding is
now available to psychiatry.

For instance, determining when an
emotion is abnormal requires under-
standing what normal emotions are for
(1). The same evolutionary thinking that
has rapidly advanced the study of animal
behavior is being applied to human emo-
tions. Emotions evolved because they
adjust the body to deal with situations
that have occurred again and again over
millions of years. No emotion is good or
bad in general, and negative emotions
such as anxiety and sadness are just as
useful as positive emotions. Emotions
are useful if they are expressed in the sit-
uation they evolved for, otherwise they
are abnormal (2). We must learn to rec-
ognize those situations. More generally,
individuals who lack emotions don’t do
well in life. On average, across evolu-
tionary history, they had fewer children.
People who have excessive emotions, or
whose emotions are expressed in the
wrong situation, also do not do well. A
panic attack is life-saving when you are
being chased by a lion but, in a romantic
situation, panic can severely decrease re-
productive success!

The judgment of dysfunction is based
on understanding a trait’s evolutionary
function. This is exactly the same for
psychiatry as it is in the rest of medicine.
Wakefield argues persuasively that this
provides a solid biological basis for de-
ciding whether a condition is normal or
abnormal (3). This seems radical, but it
is, instead, a call to return psychiatric di-
agnosis to its proper grounding in biolo-
gy (4). Adopting his perspective would
bring psychiatric diagnosis back into the
biological framework that functional
understanding provides for the rest of
medicine.
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Wakefield is fanatical about “harmful
dysfunction”. We should be thankful for
that. For his robust rhetoric has spectacularly
succeeded, where decades of rigorous
argument have spectacularly failed,
in getting values on the agenda of psychiatric
classification.
Yes, values. As a good rhetoretician,
Wakefield focuses his audience’s attention
where their interests lie, on the empirical
elements in the meaning of “disorder”:
this is why so much of his extensive
output is concerned with defending
a definition of “dysfunction” derived
from evolutionary biology. “Evolution”
and “biology” both have a reassuringly
empirical ring. And so far as the DSM at
least is concerned, this is precisely where
the interests of Wakefield’s audience lie:
DSM-IV is explicitly evidence-based
(1); and the American Psychiatric Association’s
agenda for DSM-V is predominantly
an empirical research agenda (2).
But even as Wakefield offers his audience
what they want, an empirical definition
of dysfunction, he is getting them
to accept what they might otherwise resist,
that “disorder”, the concept with
which DSM is concerned, has also a
non-empirical, and specifically an evaluative,
element in its meaning as well.
There is a kind of conceptual conjuring
trick at work here. Wakefield presents
“harmful dysfunction” fact-side up,
but it is the value-side that the trick is all
about. The trick is well turned, rhetorically
speaking. Superficially, the trick
is about “dysfunction” (fact-side) and
harm (value-side). Thus far Wakefield’s
audience may feel reassured that even if
disorder is, as Wakefield calls it, a hybrid
(fact + value) concept, it is the (supposedly
value-free) concept of dysfunction
that psychiatric classification is (really)
all about. But the trick runs deeper
than this. For by liberally employing
terms like “failure”, Wakefield shows
that his definition of dysfunction also
has an underlying value side as well as
the fact side he presents us with (3). As
with “disorder” then, so with “dysfunction”,
Wakefield is able to present his
definition of “dysfunction” fact-side up,
while all the time it is the hidden valueside
that is doing the (logical) work.
Like all conjuring tricks, once it is recognized
for what it is, it is easy enough to
see how it is done. Wakefield’s citations
alone illustrate what have been called
the “3Rs” of rhetoric, Repetition, Repetition,
Repetition – nearly half of Wakefield’s
citations are self-citations. His citations
also show a good deal of the
fourth ‘R’, rhetorical revisionism.
In a less rhetorical piece, the British
psychiatrist and epidemiologist, the late
Robert Kendell, instead of being assigned
the relatively trivial role of pointing out
the importance of resolving the value status
of psychiatric diagnostic concepts,
might have been credited as the first, over
twenty years before Wakefield, to apply
evolutionary biology to the problems of
psychiatric classification (4). In a less
rhetorical piece, similarly, the American
philosopher, Christopher Boorse, instead
of being accused of failing “to address
(the) value component”, might
have been credited as the first, over
twenty years before Wakefield, to propose
a hybrid, fact + value, analysis of the
medical concepts - and in two of the very
articles cited by Wakefield (5,6). In a less
rhetorical piece, finally, the block of no
less that 16 citations described by Wakefield
as being about “natural functions”,
i.e., about functions defined value-free,
might more accurately have been described
as contributions to a still unresolved
debate about whether or not
functions, let alone dysfunctions, can be
naturalized at all, and let alone in the
way proposed by Wakefield (7).
It might be thought that the presence
of these rhetorical devices in Wakefield’s
work undermines his position. But that
would be to stand outside the paradigm.
As rhetorical devices, they are appropriate,
well deployed, and effective.
Problems internal to the paradigm,
on the other hand, do become apparent
when, in the last part of his paper,
Wakefield seeks to apply his analysis to
some of the problems of the DSM.
Thus, the rhetorical need for a single
oft-repeated message leaves Wakefield
at risk of appearing insensitive to the
limitations of his own approach. The
examples he gives are real enough: there
really are these problems with the DSM;
and they really are in part due to the difficulties
of defining disorder. But beyond
an earlier promissory note on a future
neuroscience, Wakefield fails to
show what, if any, specific contribution
his “harmful dysfunction” definition of
disorder makes to resolving the problems
in question. Wakefield’s examples
are thus exemplary in form but have no
exemplary content.
A second and more serious problem
internal to the paradigm arises from
Wakefield’s rhetorical need to focus his
audience’s attention on the empirical element
in the meaning of “disorder”. For
this leaves him at risk of appearing to
neglect the resources of the many nonempirical
disciplines available for tackling
(alongside and in partnership with
empirical disciplines) the problems of
psychiatric classification. Such resourc-


