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ABOUT THE ENCYCLOPEDIA

The Gale Encyclopedia of Psychology, Second Edi- * Bolded cross-references direct the reader to entries
tion includes over 650 entries on people and subjects im- on terms mentioned in the text of other entries.
portant to the study of psychology. This number repre-
sents one-third more entries than the first edition. The
book has been designed so the reader can easily find and
access the information needed. * Further Reading and Further Information sections
follow entries, directing the reader to other sources
of information on the topic.

* See also references at the end of entries point the
reader to related entries.

* Entries are alphabetically arranged.
* Length of entries ranges from brief explanations of

aconcept in one or two paragraphs to longer, more * A new apd improved glossary of over 350 essential
detailed entries on more complex topics. Almost terms s included to help the reader understand key
65% of the entries are entirely new or updated concepts.
from thefirst edition. « An updated appendix lists psychological organiza-
* A brief definition of the entry term appears be- tio_n_s that the reader may contact for further in-
tween the entry title and the full text of the entry. quiries.
* Over 175 photos, illustrations, and tables accom- * An updated and expanded general subject index
pany the text and enhance the reader’s understand- points the reader to concepts and people covered in
ing of the subject covered. the encyclopedia.
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INTRODUCTION

Psychology is one of the most fascinating fields of
study. Almost everyone seems interested in understand-
ing his or her own behavior, as well as the actions of oth-
ers. Psychology is, by far, the most popular of the social
and behavioral sciences and one of the most attractive to
those who are interested in knowing more about people
and their behavior. In college and universities, psycholo-
gy has been one of the most popular majors for over
three decades, and students are more likely to take an
elective course in psychology than one from any other
field. Not surprisingly, psychology has also become a
popular high school offering.

Initially, psychology courses at the secondary school
level tried to meet the needs of rapidly maturing adoles-
cents who were interested in the changes they were expe-
riencing in themselves and in their relationships with oth-
ers—family, friends, the world of adults. We are living in
times of dramatic social change. Each of us continually
faces new challenges about how we will make our placein
the world. As the discipline of psychology matured, ad-
justment courses gave way to substantive content courses
that offered not just psychology’s latest findings about de-
velopmental and identity issues, but also featured those
more traditional areas of cognitive, experimental, physio-
logical, and socia psychology. These courses were joined
by newly developed offerings such as neuropsychology
and psycholinguistics. The advancesin the scientific side
of psychology were paralleled by the remarkable growth
of counseling, clinical, and school psychology.

To keep up with the rapidly expanding field, the
newly revised second edition of the Gale Encyclopedia
of Psychology has added about a third more entries and
biographies. Coverage includes the key concepts on
which the science is built, as well as major theoretical
advances in psychology. Clinical information is broadly
covered, noting the various psychological theories and
techniques currently in use and the scientific evidence
that supports then. Biographical profiles of major figures
in the field of psychology are included, ranging from the
earliest historical pioneersto current clinicians.

Psychology is one of our youngest sciences. People
first looked at the stars to predict and control their des-
tiny and the science of astronomy was born. Mathemat-
ics was necessary to count and measure, and eventually
the physical sciences, such as physics, chemistry, and bi-
ology, emerged. The study of human psychology, how-
ever, developed later. It has only been a bit over a centu-
ry since scientists and philosophers turned their eyes
from the planets to people and tried to understand human
behavior in a systematic, scientific way. In the late 19th
century, philosophers and physiol ogists began to exam-
ine the ways people perceive and interact with the world
around them. How do individuals use their senses of
sight, hearing, and touch to make sense of the world?
How do people remember what has happened to them or
know how to plan for the future?

In the late second half of the 1800s, a number of
young North American men and a few women traveled
to Germany to study with Wilhelm Wundt, who had es-
tablished alaboratory and the first graduate program of
study in psychology at the University of Leipzig in Ger-
many. They returned to teach psychology and train other
students in the major universities of this country with the
intent of quantifying individual differences and impor-
tant elements of human perception and memory.

About the same time (1896), Lightner Witmer estab-
lished a Psychological Clinic at the University of Penn-
sylvaniato help children who were having difficulty in
schooal.

Being a psychologist, he assumed that his new pro-
fession—dedicated to learning and memory—would
help him assist children who were having trouble read-
ing, writing, spelling, and remembering information.
Unfortunately, Witmer could find no help from the com-
plex, theoretical notions within the experimental |abora-
tories, and he turned to schoolteachers and social work-
ersfor practical advice.

Thus began the long struggle between the scientific
study and practice of psychology, theory and action. Sci-
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entists want to know that the data that they gather in their
experiments are valid and replicable (that is, others pur-
suing the same questions with appropriate methods
would find the same results). They sometimes feel that
clinicians, for example, use psychotherapy techniques
that have not been proven to be useful and may even be
harmful. Practitioners, on the other hand, faced with
pressing and immediate problems of clients who are anx-
ious, depressed, or psychotic, need immediate treatments
to relieve suffering and may use methods that have not
have been fully proven in the laboratories.

The earliest psychologists worked primarily with chil-
dren, usually those who were delinquent or having trouble
in school. They were particularly taken with assessing in-
telligence and trandated a test developed by a Frenchman,
Alfred Binet, to quantify “mental age” Unfortunately, they
moved well beyond the limitations of the test that had been
designed to identify children who were having trouble in
school. They began testing soldiers recruited for the First
World War and immigrants who wanted to come to this
country. According to their tests, they found almost half of
the young, white male recruits and some 80% of Eastern
European immigrants to be “morons.” This led them to re-
think the uses of intelligence tests, especially because of
opinions like that of journalist Walter Lippman, who rec-
ommended that the “intelligence testers and their tests
should be sunk without warning in the... sea” But serious
harm had been done. Some six million immigrants were
denied entrance into this country, and intelligence testing
laid the base for human eugenics laws that allowed individ-
uals who were found “intellectually unfit” to be sterilized.

Nonetheless, psychology became something of ana-
tional maniain the 1920s. With the introduction of psy-
choanalysis into this country, people wanted to “adjust”
through self-examination and the probing of the uncon-
scious. The scientific psychol ogists were dismayed at the
excesses of pseudopsychologists, whose ranks included
mind readers and charlatans. Psychological clinicians
were concerned as well and took steps to develop a stan-
dard of ethics and ways of identifying appropriately
trained psychologists.

With the advent of the Second World War, psycholo-
gists joined the military effort and were surprised them-
selves by how much they had to offer. Human factors psy-
chologists designed airplane cockpits and the lighting on
runways that we still use today. Gestalt psychologists
taught American citizens how to identify enemy planes
should they fly overhead. B.F. Skinner taught pigeons to
guide missiles toward enemy targets. Psychologists
worked for the Office of Strategic Services (which eventu-
aly became the CIA) to develop propaganda and disinfor-
mation. This group also developed assessments to deter-

mine who might be good officers (or spies). On the battle-
field, clinicians were helping troops who were experienc-
ing “traumatic neurosis, ” originally called “shell shock”
in the First World War and now known as post-traumatic
stress disorder. When the soldiers returned home, they led
therapy groups for wounded military personnel.

At the end of the Second World War, the National Re-
search Council urged the American Psychological Associ-
ation (APA) to heal the schism between scientists and
clinicians and reorganize with full membership benefits
for all doctoral psychologists. The Veteran's Hospitals, in
particular, needed well-trained personnel to provide men-
tal health services for their patients. A major 1949 confer-
ence held in Boulder, Colorado established standards of
education and training for clinical psychologists. Their
recommendations were that clinical psychologists should
be trained as generalists who were both scientists and clin-
icians. Doctoral students would complete at least a year of
internship and receive the Ph. D. (doctor of philosophy)
degree. These standards are still in place today, although
newer of training are available for students who want to
place more emphasis on practice and less on doing re-
search. In addition to university graduate programs, a
large number of professional schools have been estab-
lished, often offering a Psy. D (doctor of psychology) de-
gree. Currently, some 4,000 students graduate each year
with a doctoral degree in psychology and perhaps three
times that many receive a master’s degree. The over-
whelming majority of these graduates go into clinical or
applied work, although changing conditions in the health
fields, such as the growth of HMOs, have raised concerns
about job opportunities for clinical psychologists.

A field as broad as psychology, which stretches from
the study of brain cells to that of prison cells, is an active,
argumentative, and exciting adventure that offers oppor-
tunitiesin science, practice, and socia policy. Most of the
pressing economic and social issues of our generation,
such as the environment, health needs, poverty, and vio-
lence, will only be alleviated if we understand the waysin
which people create or creatively solve the problems that
we bring upon ourselves. The student who is interested in
unraveling the secrets of the human brain to see the mind
at work, who is fascinated about how children grow up
and become competent adults, who is dedicated to bring-
ing people together to resolve conflict, who is committed
to helping people with physical, emotional, or behavioral
difficulties, or who is challenged by the desire to develop
social policy in the public interest is welcomed in psy-
chology. We hope this encyclopedia will provide useful
information that will help students and others understand
this fascinating field and its opportunities.

Bonnie R. Strickland, Ph.D.
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Bonnie Ruth Strickland received her Ph.D. in Clini-
cal Psychology from The Ohio State University in 1962.
She has been on the faculties of Emory University and the
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Diplomate in Clinical Psychology, she hasalso beenin
practice for over 35 years. Dr. Strickland has served as

President of the American Psychological Association, the
Division of Clinical Psychology and the American Asso-
ciation for Applied and Preventive Psychology; shewas a
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Ability
Knowledge or skill, including the potential to ac-

quire knowledge or skills and those already ac-
quired.

The capacity to learn, commonly known as aptitude,
and the demonstration of skills and knowledge already
learned, called achievement, are among the factors used
to evaluate intelligence. When evaluating or comparing
subjects, two kinds of abilities are considered: verbal
ability, including reading comprehension, ability to con-
verse, vocabulary, and the use of language; and problem-
solving ability, which includes a person’s capacity to
make good decisions given a set of circumstances.

Relatively straightforward tests of ability are often
used by employers to determine an applicant’s skills. For
example, a person applying for ajob as aword processor
may be given a keyboarding test, while a bus-driving ap-
plicant would be given a driving test. Tests to evaluate
more complex abilities, such as leader ship, motivation,
and social skillstend to be less precise.

Developed around the turn of the twentieth century,
formal tests used by psychologists and educators to mea-
sure aptitude and achievement remain controversial. In-
telligence, or 1Q, tests are faulted for ignoring cultural or
social biases, particularly with regard to schoolchildren,
and critics contend such standardized measures cannot
adequately predict a person’s future performance.

See also Achievement tests; Scholastic Assessment
Test; Stanford-Binet intelligence scales; Vocational Apti-
tude Test

Further Reading

Atkinson, RitaL.; Richard C. Atkinson; Edward E. Smith; and
Ernest R. Hilgard. Introduction to Psychology. 9th ed. San
Diego: Harcourt Brace Jovanovich, 1987.

Zimbardo, Philip G. Psychology and Life. 12th ed. Glenview,
IL: Scott, Foresman, 1988.

Abnormal psychology

The subfield of psychology concerned with the
study of abnormal behavior.

Abnormal behavior is defined as behavior that is
considered to be maladaptive or deviant by the social
culture in which it occurs. Though disagreement exists
regarding which particular behaviors can be classified as
abnormal, psychologists have defined several criteriafor
purposes of classification. One is that the behavior oc-
curs infrequently and thus deviates from statistical
norms. Another is that the behavior deviates from social
norms of acceptable behavior. A third isthat the behavior
is maladaptive, that it has adverse affects on the individ-
ual or on theindividual’s social group. Lastly, abnormal-
ity may be defined based on the subjective feelings of
misery, depression, or anxiety of an individual rather
than any behavior he exhibits.

The Diagnostic and Statistical Manual of Mental
Disorders, 4th edition (DSM-1V), is a classification sys-
tem of abnormal behaviors which aids psychologists and
other mental health professionals in diagnosing and
treating mental disorders. DSM-1V includes the major cat-
egories of abnormal behavior which are anxiety disor-
ders, such as obsessive-compulsive disorders and pho-
bias; affective disorders, which are disturbances of mood
such as depression; schizophrenic disorders, which are
characterized by major disturbancesin personality and
distortion of reality; and various per sonality disorders.

While psychologists use similar criteriato diagnose
abnormal behavior, their perspectives in understanding
and treating related disorders vary greatly. For instance,
apsychologist with a psychoanalytic approach would ex-
plain depression as a reaction to loss, worsened by anger
turned inward. A behavioral psychologist would assume
alack of positive reinforcement to be a significant cause
in the disease. A cognitive theorist would focus on the
negative thought patterns and attitudes of an individual
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Abortion

in contributing to his depression. And a psychologist
with abiological perspective would consider a chemical
imbalance in the nervous system of a depressed individ-
ual to be responsible for his disorder. Many studies have
shown that a number of these factors may come into play
in the life of an individual suffering from a mental disor-
der characterized by abnormal behavior.

See also Mentdl illness; Psychotic disorders

Further Reading

Oldham, John M. The New Personality Self-Portrait. New
York: Bantam, 1995.

Personality Disorders and the Five-Factor Model of Personality.
Washington, DC: American Psychological Association,
1994.

Abortion

Invasive procedure resulting in pregnancy termina-
tion and death of the fetus.

Abortion isthe final consequence of awoman’s deci-
sion to terminate her pregnancy. In the U.S., more than
50% of the pregnancies are unintended, and 50% of these
end in abortion. More than half (53%) of the unplanned
pregnancies happen among the 10% of women who prac-
tice no contraception. Most women getting abortions are
young: 55% are under 25, including 21% teenagers.

Vagina Vulsellum

Embryonic
tissue

Speculum

Extraction tube
Cervix

Between five and seven weeks, a pregnancy can be ended
by a procedure called menstrual extraction, shown above.
(Electronic lllustrations Group. Reproduced with permission.)

While abortion is practiced throughout society, in all
socioeconomic strata, poor women are three times more
likely to have an abortion than their well-off counterparts.

White women have 63% of all abortions, but the
non-white abortion rate is more than twice the white
rate—54 per 1,000 versus 20 per 1,000. About 93% of
all abortions are performed for social, not medical, rea-
sons; in other words, most abortions are, from the med-
ical point of view, unnecessary: the mother’s health and
life are not in jeopardy, and there are no abnormalities
which would justify the termination of the fetus's life.
Social reasons include fear of motherhood, fear of los-
ing a partner who doesn’t want children, fear of parental
and social disapproval, financia difficulties, lack of sup-
port, and psychological problems, among others.

Abortion is a complex issue that raises a plethora of
medical, ethical, poalitical, legal, and psychological ques-
tions, and is viewed by proponents and opponents as one
of society’s fundamental problems. “Abortion,” Paul D.
Simmons has written (Butler and Walbert, 1992), “isre-
lated to life and death, sexuality and procreation—all of
which are integrally related in the human psyche.” While
the “pro-choice” camp defends awoman’s right to termi-
nate her pregnancy, “pro-life” forces define abortion as
murder. As commentators have noted, dialogue between
the two camps has been difficult, seemingly impossible,
because opinions are often based on strong feelings and
beliefs. An additional obstacle to dialogue is the fact that
the two opposing sides use fundamentally different dis-
courses. Pro-life discourse often draws its strength from
the Christian axiom about the sanctity of life, while pro-
choice thinking proceeds from the belief that an individ-
ual woman has the freedom to act in her best interest.

While vulnerable to moral condemnation, and even ha-
rassment, adult women have the protection of libera legida
tion in seeking an abortion (in Roe v. Wade, 1973, the U.S.
Supreme Court ruled that abortion is a constitutional right).
Teenagers, however, are subject to state laws; in 25 states, a
minor cannot seek an abortion without parental consent. Tra-
ditionally, any medical treatment of a minor requires
parental consent, and as the Planned Parenthood Fact Sheet
“Teenagers, Abortion, and Government Intrusion Laws”
points out, a physician treating aminor without parental con-
sent is committing the common law equivalent of battery.
However, “in the area of abortion, there have never been
crimind pendtiesfor treating aminor on her own consent.”

Zoran Minderovic

Further Reading
Butler, J. Douglas, and David F. Walbert, eds. Abortion, Medicine,
and the Law. 4th rev. ed. New York: Facts On File, 1992.
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Darroch Forrest, Jacqueline, and Jennifer J. Frost. “The Family
Planning Attitudes and Experiences of Low-Income
Women.” Family Planning Perspectives 28, no. 6. (No-
vember-December 1996): 246-55.

Hern, Warren M. Abortion Practice. Philadelphia: J. B. Lippin-
cott, 1984.

Matthews, Stephen, David Ribar, and Mark Wilhelm. “The Ef-
fects of Economic Conditions and Access to Reproductive
Health Services on State Abortion Rates and Birthrates.”
Family Planning Perspectives 29, no. 2. (March-April
1997): 52-60.

“Teenagers, Abortion, and Government Intrusion Laws”
(Planned Parenthood Fact Sheet). New York: Planned Par-
enthood Federation of America, October 1992.

Torres, Aida, and Jacqueline Darroch Forrest. “Why Do
Women Have Abortions?’ Family Planning Perspectives
20, no. 4. (July-August 1988).

Absolute threshold

The minimal amount of energy necessary to stimu-
late the sensory receptors.

The method of testing for the absolute threshold is
similar for different sensory systems. Thus, the tester can
briefly present alight or a sound (or any other kind of
stimulus) at different, low intensities until the observer is
unable to detect the presence of the stimulus. In such a
task, the person may undergo thousands of trials before
the researcher can determine the threshold.

While the absolute threshold is a useful concept, it
does not exist inreality. That is, on one occasion, an in-
dividual might be unable to detect a certain faint light

but on a subsequent occasion, may detect it. In addition,
scientists cannot determine with absolute certainty how
much energy is present in alight because of limits to the
physics of measurement. As a result, psychologists
often define the threshold as the lowest intensity that a
person can detect 50 percent of the time.

A number of different factors can influence the ab-
solute threshold, including the observer’s motivations
and expectations, and whether the person is adapted to
the stimulus. Scientists have discovered that cognitive
processes can influence the measurement of the thresh-
old and that it is not as simple as once understood. Psy-
chologists have also studied how different two stimuli
have to be in order to be noticed as not being the same.
Such an approach involves what are called difference
thresholds.

Further Reading

Galantner, E. “ Contemporary Psychophysics” In New Direc-
tions in Psychology, edited by R. Brown. New York: Halt,
Rinehart & Winston, 1962.

Acculturation

The process of adapting to or adopting the prac-
tices of a culture different from one’s own.

Acculturation is the process of learning about and
adapting to anew culture. A new culture may require ad-
justmentsin al or some of the aspects of daily living, in-
cluding language, work, shopping, housing, children’s
schooling, health care, recreation, and social life. Relo-

EXAMPLES OF ABSOLUTE THRESHOLDS

Sense Example of threshold

Vision The amount of light present if someone held up a single candle 30 mi (48 km) away from us, if our
eyes were used to the dark. If a person in front of you held up a candle and began backing up at the
rate of one foot (30 cm) per second, that person would have to back up for 44 hours before the
flame became invisible.

Hearing The ticking of a watch in a quiet environment at 20 ft (6 m).

Taste One drop on quinine sulfate (a bitter substance) in 250 gal (946 |) of water. Quinine is one of the
components of tonic water.

Smell One drop of perfume in a six-room house. This value will change depending on the type of sub-
stance we are smelling.

Touch The force exerted by dropping the wing of a bee onto your cheek from a distance of one centimeter
(0.5 in). This value will vary considerably depending on the part of the body involved.
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Achievement motivation

cation to a society that is similar to one's own requires
less acculturation than moving to a society where cultur-
al norms are unfamiliar. For example, moving to a soci-
ety where women'’s roles are different from those of
one's home culture can cause feelings of isolation and
confusion for the adult women of the family.

Acculturation is different in subtle ways from as-
similation: assimilation involves being absorbed into the
new culture. A popular metaphor for this process was in-
troduced in 1908 by the playwright Israel Zangwill with
his work, The Melting Pot. Acculturation, on the other
hand, is the process of learning the practices and cus-
toms of a new culture. People can assimilate without
being acculturated. The distinctively dressed Hasidim of
Brooklyn or the Mormons of Utah are not completely ac-
culturated to contemporary American society, but they
are assimilated. Understanding the distinction between
acculturation and assimilation is important for public
policy and for society’s ability to grow and function
smoothly.

A homogeneous consumer culture worldwide has
changed the nature of acculturation. People all over the
globe watch the same news reports on CNN, rent the
same movies, watch the same television programs, eat
the same pizzas and burgers from fast food franchises,
and many of the world’s families have made at |east one
visit to a Disney theme park. Immigrants to a new coun-
try may already be very familiar with the customs and
lifestyle of their new home.

Cultural pluralism and multiculturalism

American sociologist Horace Kallen arguesthat it is
unrealistic and counterproductive to force new immi-
grants to abandon their familiar, lifelong cultural attrib-
utes when they arrive in the United States. Instead of the
concept of the “melting pot,” Kallen prescribed what he
called “cultural pluralism.” Cultural pluralism views
U.S. society as a federation rather than a union. Some-
times referred to as multiculturalism, this approach sug-
gests that each group of ethnic Americans has rights,
such as representation in government according to their
percentage of the total population, and the right to speak
and work in their native language. However, English-lan-
guage culture and social influences continue to domi-
nate, but African American, Hispanic, Jewish, Italian,
Asian, and other ethnic influences are certainly apparent.

Further Reading

Gordon, Milton Myron. Assimilation in American Life: The
Role of Race, Religion, and National Origins. New York:
Oxford University Press, 1964.

Jacobson, Adam R. “Changing With the Times.” Hispanic 7,
(March 1994): 20+.

Portes, Algjandro and Min Zhou. “ Should Immigrants Assimi-
late?’ The Public Interest, (Summer 1994): 18+.

Richey, Marilyn. “Global Families: Surviving an Overseas
Move.” Management Review 85, (June 1996): 57+.

Salins, Peter D. Assimilation, American Style. New York: Basic
Books, 1997.

Achievement motivation

See Motivation

Achievement tests

Standardized tests, administered to groups of stu-
dents, intended to measure how well they have
learned information in various academic subjects.

Spelling tests, timed arithmetic tests, and map
quizzes are al examples of achievement tests. Each mea-
sures how well students can demonstrate their knowledge
of a particular academic subject or skill. Achievement
tests on asmall scale like these are administered frequent-
ly in schools. Less frequently, students are given more in-
clusive achievement tests that cover a broader spectrum of
information and skills. For instance, many states now re-
quire acceptable scores on “ proficiency” tests at various
grade levels before advancement is allowed. Admission to
colleges and graduate studies depends on achievement
tests such as the Scholastic Assessment Test (SAT),
which attempts to measure both aptitude and achievement,
the Graduate Record Exam (GRE), the Law School Ad-
missions Test (LSAT), and the Medical College Admis-
sions Test (MCAT). The lowa Test of Basic Skills (ITBS)
and the California Achievement Test (CAT) are examples
of achievement tests given to many elementary school stu-
dents around the United States.

Useful achievement tests must be both reliable and
valid. Reliable tests are consistent and reproducible. That
is, astudent taking asimilar test, or the same test at a dif-
ferent time, must respond with a similar performance.
Valid tests measure achievement on the subject they are
intended to measure. For example, atest intended to mea-
sure achievement in arithmetic—but filled with difficult
vocabulary—may not measure arithmetic achievement at
all. The students who score well on such a test may be
those who have good vocabularies or above-average read-
ing ability in addition to appropriate arithmetic skills.
Students who fail may have achieved the same arithmetic
skills, but did not know how to demonstrate them. Such
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tests would not be considered valid. In order for reliable
comparisons to be made, all standardized tests, including
achievement tests, must be given under similar conditions
and with similar time limitations and scoring procedures.
The difficulty of maintaining consistency in these admin-
istration procedures makes the reliability of such tests
guestionable, critics contend.

Many researchers point to another problem with
achievement tests. Because it is difficult to distinguish in
test form the difference between aptitude—innate abili-
ty—and achievement—Iearned knowledge or skills—the
results of tests that purport to measure achievement
alone are necessarily invalid to some degree. Also, some
children attain knowledge through their experiences,
which may assist them in tests of academic achievement.
The presence of cultural biases in achievement testsis a
frequent topic of discussion among educators, psycholo-
gists, and the public at large. Political pressure to pro-
duce high scores and the linking of achievement to pub-
lic funds for schools have also become part of the
achievement-test controversy.

Yet further skepticism about achievement test results
comes from critics who contend that teachers frequently
plan their lessons and teaching techniques to foster suc-
cess on such tests. This “teaching to the test” technique
used by some teachers makes comparisons with other
curricula difficult; thus, test scores resulting from the
different methods become questionable as well. Test
anxiety may also create unreliable results. Students who
experience excessive anxiety when taking tests may per-
form below their level of achievement. For them,
achievement tests may prove little more than their aver-
sion to test-taking.

Further Reading

Houts, Paul L., ed. The Myth of Measurability. New York: Hart
Publishing Co., 1977.

Wallace, Betty, and William Graves. Poisoned Apple: The Bell-
Curve Crisis and How Schools Create Mediocrity and
Failure. New York: St. Martin's Press, 1995.

Nathan Ward Ackerman

1908-1971

Psychologist and educator noted for his work as a
family therapist, particularly for his ability to look
beyond the traditional assessment of families and
to accurately assess the way that family members
relate to each other.

Nathan Ward Ackerman was born in Bessarabia,
Russia on November 22, 1908. His parents were phar-

macist David Ackerman and Bertha (Greenberg) Acker-
man. They came to the United Statesin 1912, and were
naturalized in 1920. He was married to Gwendolyn Hill
on October 10, 1937. They had two daughters, Jeanne
and Deborah.

Ackerman attended a public school in New York
City. In 1929 he was awarded a B.A. from Columbia
University, and in 1933 earned his M.D. from the same
university. After a short spell (1933-34) as an intern at
the Montefiore Hospital in New York, he interned at the
Menninger Clinic and Sanitorium in Topeka, Kansas. He
joined their psychiatric staff in 1935.

He assumed the post of chief psychiatrist at the
Menninger Child Guidance Clinic in 1937. For the next
fourteen years, Ackerman was also chief psychiatrist to
the Jewish Board of Guardiansin New York City. During
this period, he had numerous positions at a variety of in-
stitutions in New York City. Ackerman acted as psychia-
trist to the Red Cross Rehabilitation Clinic during World
War 11, and also worked as a consultant to the depart-
ment of scientific research when it was first established
by Max Horkheimer in 1944. After the war, Ackerman
assumed the post of clinical professor of psychiatry at
Columbia University, and later lectured at the New York
School of Social Work, a part of Columbia University.
He also lectured (1944-48) at the Visiting Nurse Service
and the Community Service Society.

In addition to his active career in New York City,
Ackerman served as visiting professor of psychiatry for
a number of universities, including Tulane University
and the University of North Carolina. In 1952 Ackerman
served as a member of the White House Conference on
Children in Washington D.C.

Pioneers field of family psychology

Ackerman published The Unity of the Family and
Family Diagnosis. An Approach to the Preschool Childin
1938, both of which contributed to theinitial promotion
of the theory of family therapy. In 1950 Ackerman
wrote a book on anti-Semitism in collaboration with
Marie Jahoda. Sponsored by the American Jewish Com-
mittee, Anti-Semitism and Emotional Disorder, a Psycho-
analytic Interpretation examines and analyzes the phe-
nomenon and offers possible solutions. He went on to
write many books during his career, including The Psy-
chodynamics of Family Life (1958) and Treating the Trou-
bled Family (1966). He coauthored several books, includ-
ing Exploring the Base for Family Therapy and published
more than 100 articles in professional journals.

Ackerman is widely acknowledged as a pioneer in
his field and credited with developing the concept of
family psychology. In 1955 he was the first to initiate a
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Acquired Immune Deficiency Syndrome (AIDS)

debate on family therapy at a meeting of the American
Orthopsychiatric Association, with the intention of open-
ing lines of communication in this new branch of psychi-
atry. He believed that the mental or physical disposition
of one family member would affect other family mem-
bers, and that often the best way to treat the individual
was to treat the family as awhole. In fact he was a very
strong advocate of treating the whole family in order to
solve the problems of the individual. He devoted most of
his career to family psychother apy.

Ackerman’s work was deeply appreciated by his
peers, as evidenced by the number of awards bestowed
upon him. He received the Rudolph Meyer award from
the Association for Improvement to Mental Health in
1959. He was also the recipient of the Wilfred Hulse
award for group psychotherapy in 1965.

Founds institute to study the family

In 1960, Ackerman opened the Institute for Family
Studies and Treatment, a nonprofit organization devoted
to promoting family mental health. The Institute’'s
premise was (and is) that if the family is healthy, thein-
dividual will be healthy and ultimately produce a health-
ier society. Ackerman developed a program for research
that greatly furthered the effectiveness of the Institute.

He served as the director of this establishment up
until his death, when it was renamed the Nathan W. Ack-
erman Institute (usually known as the Ackerman Insti-
tute) in his honor. The Institute has its own journal, Fam-
ily Process, which was the first ever family therapy jour-
nal, started by Ackerman in association with Don Jack-
son. Thisjournal remains a principal reference for other
professionalsin the field. Today the Ackerman Institute
is considered perhaps the finest facility for family psy-
chology in the world.

In addition to being a fellow of the American Board
of Psychiatry and the New York Academy of Medicine,
Ackerman was also president (1957-59) of the Associa-
tion of Psychoanalytic Medicine, as well as a member of
the Academy of Child Psychiatry, the American Psy-
chopathalogical Society, and the New York Council of
Child Psychiatry.

Ackerman died on June 12, 1971, and was buried in
Westchester Hills Cemetery, Hastings on Hudson, New
York.

Patricia Skinner

Further Reading
Ackerman | nstitute www.ackerman.org.

Acquired Immune Deficiency
Syndrome (AIDS)

A progressive, degenerative disease involving sev-
eral major organ systems, including the immune
system and central nervous system. Uniformly
fatal, it is associated with human immunodeficien-
cy virus (HIV), a viral infection that progressively
weakens the immune system.

Since Acquired Immune Deficiency Syndrome
(AIDS) manifestsitself in a number of different diseases
and conditions, it has been difficult to arrive at a formal
definition. In an attempt to standardize the definition of
AIDS, the Centers for Disease Control in 1992 included
among its diagnostic criteria a count of 200 or fewer
CDAT lymphocyte cells per cubic ml of blood (a sign of
severe immune system suppression). AIDS was first rec-
ognized in 1981 as a cluster of symptoms in homosexual
men in New York City and San Francisco. Eventually,
similar symptoms were found among intravenous drug
users, hemophiliacs, and other recipients of blood trans-
fusions. In 1984, the human immunodeficiency virus
(HIV) was isolated and subsequently determined as the
probable cause of AIDS.

HIV istransmitted through sexual intercourse, con-
tact with infected blood and blood products, and the
birth process. However, casual social contact—even if
close and prolonged—has not been found to spread HIV.
The greatest number of HIV cases are sexually transmit-
ted, through both homosexual and heterosexual inter-
course. Screening of donated blood and blood products
since 1985 has drastically reduced the risk of transfu-
sion-related HIV. Children may be infected in utero or
by exposure to blood and vaginal secretions during
childbirth. The child of an infected mother has a 25 to 35
percent chance of acquiring the virus.

Persons infected with HIV initially show no symp-
toms. Within three to six weeks after infection they may
exhibit flu-like symptoms that last up to three weeks and
resolve spontaneously. According to long-term studies,
al or amost al persons infected with HIV eventualy be-
comeill with full-blown AIDS, although the incubation
period varies from less than ayear to aslong as 15 years.
AIDS s considered full-blown when the immune system
is seriously suppressed. At this point, the patient becomes
vulnerable to opportunistic infections and diseases that
are able to attack because of reduced immune system de-
fenses. These include candiasis, pneumocystis carinii
pneumonia (PCP), herpes and other vira infections, toxo-
plasmosis, and tuberculosis. AIDS also weakens the
body’s defenses against carcinomas, and conditions such
as lymphoma and Kaposi's sarcoma are common compli-
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cations of the disease. AIDS also attacks the nervous sys-
tem. Neurological disorders such as encephalitis and de-
mentia occur in over two-thirds of AIDS patients.
HIV/AIDS patients are also prone to blood abnormalities,
respiratory infections, and gastrointestinal problems, in-
cluding diarrhea, which is partly responsible for the
weight loss that occurs in the course of the disease.

Comforting a person with AIDS or any other fatal
illness is challenging for friends, family, and others
around him. Isolation is one of the most difficult aspects
of this disease, often resulting from misinformation and
fear about how the disease is spread. Thereis no scien-
tific evidence that AIDS is spread through casual con-
tact, and there is no reason to avoid gestures of friend-
ship and comfort, such as a personal visit, a hug, or
holding the patient’s hand.

According to the World Health Organization, an esti-
mated five to ten million people worldwide are infected
with HIV. The highest incidence of AIDSisin mgor cities
inAsia, Africa, and the United States. In the United States
alone, there are thought to be over one million infected
with HIV, and over 250,000 cases of full-blown AIDS have
been reported. AIDS has become aleading cause of death
in men and women under the age of 45 and children under
the age of five. Originally thought of asa“gay men'sdis-
ease,” in 1993 AIDS was the nation’s fourth leading cause
of death in women between the ages of 15 and 44.

HIV is usually diagnosed through a test called
ELISA (enzyme-linked immunosorbent assay), which
screens the blood for HIV antibodies. If the test is posi-
tive, a more specific test, the Western blot assay, is ad-
ministered. Most patients will test positive for HIV one
to three months after being infected, and 95 percent will
test positive after five months. There is no effective vac-
cine against the HIV virus, and no known cure for AIDS,
but antiviral drugs have been effective in slowing the
progression of the disease, particularly the suppression
of the immune system. One of the earliest of these med-
ications to be effective was azidothymidine (AZT),
which inhibits viral DNA polymerase.

The best method of containing the AIDS epidemic is
education and prevention. Much of the anti-AIDS effort
both in the United States and globally has been directed
toward promoting safer sex practices, including absti-
nence (especially among young people) and the use of
latex condoms, which greatly reduce the chance of infec-
tion. The threat of HIV among intravenous drug users
has been addressed by programs offering education, re-
habilitation, and the free dispension of sterile needles.
Modification of sexual behavior among homosexuals has
been successful in reducing the incidence of new HIV
infections among the gay population. However, risk-re-

lated behavior isincreasing among young homosexuals
under the mistaken belief that the threat of AIDS applies
mostly to older gay men. Risky sexual behavior has also
remained widespread among heterosexual teenagersin
the 1990s, especially among African-American and His-
panic males.

Further Reading

Anonymous. It Happened to Nancy. New York: Avon Books,
1994.

A Conversation With Magic. Lucky Duck Productions, 1992.
Videorecording.

Foster, Carol, et d., eds. AIDS Wylie, TX: Information Plus,
1992.

Siegel, Larry. AIDS, The Drug and Alcohol Connection. Center
City, MN: Hazelden, 1989.

Action potential

A momentary electrical event occurring through
the membrane of a nerve cell fiber in response to a
stimulus, forming a nerve impulse.

An action potentia istransmitted along a nerve fiber
asawave of changing electrical charge. Thiswavetravelsat
a speed that ranges from about five feet (1.5 m) per second
to about 350 feet (107 m) per second, depending on various
properties of the nervefiber involved and other factors.

An action potential occurs in about one millisecond.
During an action potential, there is a change in voltage
across the nerve cell membrane of about 120 millivolts,
and the negative electrical charge inside the resting nerve
cell is reversed to a positive electrical charge. This
change in voltage and reversal of electrical charge results
from the movement of sodium ions, which carry a posi-
tive charge, into the nerve cell fiber. Thisisfollowed by
the movement of potassium ions, which also carry a pos-
itive charge, out of the nerve cell fiber, allowing the
nerve cell to return to its resting state. The temporarily
increased permeability of the nerve cell fiber membrane,
first to sodium ions and then to potassium ions, is caused
by a chemical transmitter substance.

Further Reading
Adams, Raymond. Principles of Neurology. New York: Mc-
Graw-Hill, 1993.

Adaptation

Behavior that enables an organism to function ef-
fectively in its environment.
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Addiction/Addictive personality

Adaptation describes the process of change in organ-
isms or species to accommodate to a particular environ-
ment, enabling their survival. Adaptation is crucia to the
process of natural selection. Ethologists, scientists who
study the behavior of animals in their natural habitats
from an evolutionary perspective, have documented two
main types of adaptive behavior. Some behaviors, known
as"“closed programs,” transmit from one generation to the
next relatively unchanged. “Open genetic programs” in-
volve greater degrees of environmental influence.

Adaptation occursin individual organisms aswell as
in species. Sensory adaptation consists of physical
changes that occur in response to the presence or cessa-
tion of stimuli. Examples include the adjustment eyes
make when going from broad daylight into a darkened
room and the way bodies adjust to the temperature of
cold water after an initial plunge. Once a steady level of
stimulation (such as light, sound, or odor) is established,
we no longer notice it. However, any abrupt changes re-
quire further adaptation.

The adrenalin-produced reaction to environmental
dangers called the “fight or flight” syndrome (including
rapid breathing, increased heart rate, and sweating) can
also be considered a form of adaptation. The psychologi-
cal responses involved in classical and operant condi-
tioning, which involve learned behaviors motivated by
either positive reinforcement or fear of punishment,
can aso be considered adaptation.

Further Reading

Bateson, PP.G. Perspectivesin Ethology: Behavior and Evolu-
tion. New York: Vintage Books, 1993.

Lorenz, Konrad. The Foundations of Ethology. New York:
Springer-Verlag, 1981.

Weiner, Jonathan. The Beak of the Finch: A Story of Evolution
in Our Time. New York: Vintage Books, 1995.

Addiction/Addictive
personality

A wide spectrum of complex behaviors that ranges
from patterns of behavior to physical addiction.

Addiction has come to refer to awide and complex
range of behaviors. In addition to familiar addictions,
such as alcohol dependence, drug dependence, and
smoking, addictive behavior has also been associated
with food, exercise, work, and even relationships with
others (codependency). Some experts describe the spec-
trum of behaviors designated as addictive in terms of five
interrelated concepts:. patterns, habits, compulsions, im-
pulse control disorders, and physical addiction. Com-

pulsions differ from patterns and habits in that they orig-
inate for the purpose of relieving anxiety. Impulse con-
trol disorders, such as overeating, constitute a specific
type of compulsive behavior that provides short-term
gratification but is harmful in the long run. In contrast to
these various types of potentially addictive behavior,
physical addiction involves dependence on a habit-form-
ing substance characterized by tolerance and well-de-
fined physiological withdrawal symptoms.

In spite of the variety of activities that can be con-
sidered addictive, people who engage in them tend to
have certain attitudes and types of behavior in common.
An addiction is generally associated with relieving anxi-
ety or blocking out other types of uncomfortable feel-
ings. To agreater or lesser extent, people engaged in ad-
dictive behavior tend to plan their lives around it; in ex-
treme cases they will do almost anything to obtain the
substance or engage in the behavior. The addiction
makes them neglect other areas of their lives. They are
commonly secretive about it, either out of shame or to
protect their access to a substance. When confronted,
they generally deny that they have a problem, although
privately they regret their addictive behavior, which in
many cases they have tried without success to discontin-
ue. They tend to rationalize engaging in the behavior and
tell themselves they can stop whenever they want. They
may & so blame othersfor their addiction and often expe-
rience frequent and uncontrollable mood swings.

Substance abuse and dependence (substance-related
disorders) are among the psychological disordersin the
list of major clinical syndromes (Axis I) found in the
American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders. Alcohol, which
is classified as a depressant, is probably the most fre-
quently abused psychoactive substance. Alcohol abuse
and dependence affects over 20 million Americans—
about 13 percent of the adult population. An alcoholic
has been defined as a person whose drinking impairs his
or her life adjustment, affecting health, personal relation-
ships, and/or work. Alcohol dependence, sometimes
called alcoholism, is about five times more common in
men than women, athough alcohol abuse by women and
by teenagers of both sexesis growing.

When blood alcohoal level reaches 0.1 percent, a per-
son is considered to be intoxicated. Judgment and other
rational processes are impaired, as well as motor coordi-
nation, speech, and vision. Alcohol abuse typically pro-
gresses through a series of stages from social drinking to
chronic alcoholism. Danger signs that indicate the proba-
ble onset of adrinking problem include the frequent de-
sire to drink, increased alcohol consumption, memory
lapses (“blanks’), and morning drinking. Among the
most acute reactions to alcohol are four conditions re-
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ferred to as alcoholic psychoses: alcohol idiosyncratic
intoxication (an acute reaction in persons with an abnor-
mally low tolerance for alcohol); alcohol withdrawal
delirium (delirium tremens); hallucinations; and Kor-
sakoff’s psychosis, an irreversible brain disorder involv-
ing severe memory |loss.

Aside from alcohol, other psychoactive substances
most frequently associated with abuse and dependence
are barbiturates (which, like alcohol, are depressants);
narcotics (opium and its derivatives, including heroin);
stimulants (amphetamines and cocaine); antianxiety
drugs (tranquilizers such as Librium and Valium); and
psychedelics and hallucinogens (marijuana, mescaline,
psilocybin, LSD, and PCP). While drug abuse and de-
pendence can occur at any age, they are most frequent in
adolescence and early adulthood.

The causes of substance abuse are multiple. Some
people are at high risk for dependence due to genetic or
physiological factors. Researchers have found the sons
of alcohalics to be twice as prone to acoholism as other
people. Among pairs of identical twins, if oneisan alco-
holic, there is a 60 percent chance that the other will be
also. In spite of an apparent inherited tendency toward
alcoholism, the fact that the majority of people with al-
coholic parents do not become alcoholics themselves
demonstrates the influence of psychosocial factors, in-
cluding per sonality factors and a variety of environmen-
tal stressors, such as occupational or marital problems.

Variations in the incidence of alcoholism among dif-
ferent ethnic groups show that social learning also plays
a role in addiction. Parental influence, especialy in
terms of modeling the use of alcohol and other drugs,
has a strong influence on the behavior of children and
adol escents, as does peer behavior. Although positive ex-
periences with one drug may lead to experimentation
with another, the “stepping stone” theory of drug use—
for example, using marijuana leads to the use of hard
drugs—is highly speculative as the majority of marijua-
na smokers do not go on to use other drugs. Only heavy
marijuana use has been linked to the use of other drugs.

Not all addictive behavior involves the use of drugs
or alcohal. One such potentially life-threatening type of
behavior is compulsive overeating associated with obesi-
ty. While obesity is viewed as a physiological condition
in some cases, it is commonly linked to along-standing
pattern of overeating and an addictive relationship to
food that can generally be traced to personality factorsin
combination with learned responses. Another type of
non-drug-related addictive behavior is compulsive gam-
bling. While about half of all persons engage in some
form of gambling at some point in their lives, compul-
sive gamblers carry this activity to the extent that it dis-
rupts their lives psychologically and financialy.

Crack users. Crack, a form of cocaine, is one of the most
addictive drugs. (Photo by Roy Morsch. Stock Market.
Reproduced with permission.)

Addictions are difficult to treat. Addictive behavior
often involves long-term psychological problems or on-
going stressorsin a person’slife. Rates of initial “cure”
followed by relapse are very high, and many consider re-
covery to be an ongoing, lifelong process. Physical ad-
dictions alter a person’s brain chemistry in ways that
make it difficult to be exposed to the addictive substance
again without lapsing back into addiction; abstinenceis
generally necessary for recovery from substance depen-
dency. People addicted to a type of activity—such as
compulsive spending or eating—from which it isimpos-
sible to abstain entirely must learn to understand and
alter their behaviors.

The first step in the recovery process is admitting
that there is a problem and seeking help. Biological in-
tervention may be necessary, including medication to
treat withdrawal symptoms and treatment for mal nutri-
tion. (Many heroin addicts are given methadone, a syn-
thetic opiate that is addictive but less harmful than hero-
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Adjustment disorders

in). There are many kinds of psychological intervention
available, offered in forms ranging from counseling to
inpatient programs. Among the most effective are group
therapy; environmental intervention (which deals with
negative factors in an addict’s social environment); be-
havior therapy, including aver sive conditioning; and
12-step programs based on the approach pioneered by
Alcoholics Anonymous.

See also Alcohol dependence and abuse; Codepen-
dence; Drugs/Drug abuse; Gambling, pathological

Further Reading

Cohen, Irving A. Addiction: The High-Low Trap. Santa Fe,
NM: Health Press, 1995.

Engel, Joel. Addicted: In Their Own Words. Kids Talk About
Drugs. New York: Tom Doherty Associates, 1990.

Porterfield, Kay Marie. Focus on Addictions: A Reference
Handbook. Santa Barbara: ABC-CL10, 1992.

Adjustment disorders

The development of significant emotional or be-
havioral symptoms in response to an identifiable
event that precipitated significant psychological or
social stress.

Adjustment disorders are maladpative, or unhealthy,
responses to stressful or psychologically distressing life
events, such as the end of a romantic relationship or
being terminated from ajob.

The American Psychiatric Association has identi-
fied and categorized several varieties of adjustment dis-
orders, depending on accompanying symptoms and their
duration. These subtypes include adjustment disorder
with depressed mood, with anxiety, with anxiety and de-
pressed mood, and with disturbances of conduct. The
disorders can additionally be classified as acute or
chronic. It is thought that adjustment disorders are fairly
common; recent figures estimate that 5 to 20 percent of
persons seeking outpatient psychological treatment suf-
fer from one of these disorders. Psychiatrists rigidly de-
fine the time frames in which these disorders can occur
to differentiate them from other types of responses to
stressful events, such as post-traumatic stress disor der
and acute stress disorder. Adjustment disorders must
occur within three months of the stressful event and can,
by definition, last no longer than six months.

Symptoms of these various adjustment disordersin-
clude a decrease in performance at work or school, and
withdrawal from social relationships. These disorders
can lead to suicide or suicidal thinking and can compli-
cate the course of other diseases when, for instance, a

sufferer loses interest in taking medication as prescribed
or adhering to difficult diets or exercise regimens.

Adjustment disorders can occur at any stage of life.
In early adolescence, individuals with adjustment disor-
ders tend to be angry, aggressive, and defiant. Temper
tantrums are common and are usually well out of balance
with the event that caused them. Other adolescents with
adjustment disorders may, alternately, become passive
and withdrawn, and older teens often experience intense
anxiety or depression. They may experience what psy-
chologists call “depersonalization,” a state in which a
person feels he or she can observe their body interacting
with others, but feels nothing.

Many psychological theorists and researchers con-
sider adjustment disordersin adolescents as a stage in es-
tablishing an identity. Adolescents may develop adjust-
ment disorders as part of a defense mechanism meant to
break their feelings of dependence on their parents. This
sort of psychological maneuver may precipitate problems
in families as adolescents begin seeking individuals out-
side the family as replacementsfor their parents. This can
be particularly destructive when these feelings of depen-
dence are transferred to involvement with gangs or cults.

Further Reading

Diagnostic and Statistical Manual of Mental Disorders. 4th
ed. Washington, D.C.: American Psychiatric Association,
1994.

Nicholi, Armand, ed. The New Harvard Guide to Psychiatry.
Cambridge, MA: Harvard University Press, 1988.

“The Not-So Maddening Crowd: Crowding Stress Leadsto
Coping Behavior in Primates.” Discover (February
1994): 14.

Shanok, Rebecca. “Coping with Crisis” Parents Magazine
(October 1991): 169.

Alfred Adler

1870-1937

Psychiatrist known for his theory of individual psy-
chology and for his pioneering work with children
and families.

Alfred Adler was born in a suburb of Vienna, Aus-
tria, in 1870. After graduating from the University of Vi-
ennamedical school in 1895, he at first practiced ophthal-
mology but later switched to psychiatry. In 1902, Adler
joined the discussion group that later became the Vienna
Psychoanalytic Society. Sigmund Freud was aso a
member. Adler eventually became president and editor of
its journal. After 1907, however, Adler’s growing dis-
agreement with Freud's theories, especially with their
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heavy emphasis on the role of sexuality in personality
formation, aienated him from the ranks of Freudians.

In 1911, Adler and his followers | ft the Psychoana-
lytic Society to form their own group, The Society of In-
dividual Psychology, and developed the system of indi-
vidual psychology, a halistic, humanistic, therapeutic ap-
proach. Adlerian psychology views the individual as pri-
marily a social rather than a sexual being and places
more emphasis on choices and values than Freudian psy-
chology. Adler saw the individual striving toward perfec-
tion and overcoming feelings of inferiority (a concept
later popularized as the “inferiority complex”). After
serving in military hospitals during World War |, Adler
became interested in child psychology. He established a
network of public child guidance clinics in the Vienna
school system, offering what was probably the very first
family counseling. There were 28 of these facilitiesin
operation until the Nazis ordered them closed in 1934.
Adlerian parent study groups still meet throughout the
United States and Canada.

In 1926 Adler began dividing his time between Vi-
enna and the United States. He was appointed visiting
lecturer at Columbia University in New York in 1927. In
1932 he became alecturer at the Long Island College of
Medicine and emigrated to the United States with his
wife. Adler died suddenly in 1937 in Aberdeen, Scot-
land, while on alecture tour. There are more than 100
professional Adlerian organizations and 34 training insti-
tutes in the United States, Canada, and Europe.

Further Reading

Adler, Alfred. Co-operation Between the Sexes: Writings on
Women and Men, Love and Marriage, and Sexuality. New
York: Norton, 1982.

. The Individual Psychology of Alfred Adler: A Systemat-

ic Presentation in Selections From HisWritings. New

York: Harper & Row, 1964.

Adolescence

Sometimes referred to as teenage years, youth, or
puberty, adolescence covers the period from
roughly age 10 to 20 in a child’s development.

In the study of child development, adolescence
refers to the second decade of the life span, roughly from
ages 10 to 20. The word adolescence is Latin in origin,
derived from the verb adolescere, which means “to grow
into adulthood.” In al societies, adolescence is atime of
growing up, of moving from the immaturity of childhood
into the maturity of adulthood. Population projectionsin-

Alfred Adler (Archive Photos, Inc. Reproduced with permission.)

dicate that the percent of the U.S. population between the
ages of 14 and 17 will peak around the year 2005.

There is no single event or boundary line that de-
notes the end of childhood or the beginning of adoles-
cence. Rather, experts think of the passage from child-
hood into and through adolescence as composed of a set
of transitions that unfold gradually and that touch upon
many aspects of the individual’s behavior, development,
and relationships. These transitions are biological, cogni-
tive, social, and emotional.

Puberty

The biological transition of adolescence, or puber -
ty, is perhaps the most salient sign that adolescence has
begun. Technically, puberty refersto the period during
which an individual becomes capable of sexual repro-
duction. More broadly speaking, however, puberty is
used as a collective term to refer to all the physical
changes that occur in the growing girl or boy as the indi-
vidual passes from childhood into adulthood.

The timing of physical maturation varies widely. In
the United States today, menarche, the first menstrual
period, typically occurs around age 12, although some
youngsters start puberty when they are only eight or
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Adolescence

nine, others when they are well into their teens. The du-
ration of puberty also varies greatly: eighteen months to
six yearsin girls and two to five yearsin boys.

The physical changes of puberty are triggered by
hor mones, chemical substances in the body that act on
specific organs and tissues. In boys amajor change is the
increased production of testosterone, a male sex hor-
mone, while girls experience increased production of the
female hormone estrogen. In both sexes, arise in growth
hormone produces the adolescent growth spurt, the pro-
nounced increase in height and weight that marks the
first half of puberty.

Perhaps the most dramatic changes of puberty in-
volve sexuality. Internally, through the development of
primary sexual characteristics, adol escents become capa-
ble of sexual reproduction. Externally, as secondary sex-
ual characteristics appear, girls and boys begin to ook
like mature women and men. In boys primary and sec-
ondary sexual characteristics usually emerge in a pre-
dictable order, with rapid growth of the testes and scro-
tum, accompanied by the appearance of pubic hair.
About a year later, when the growth spurt begins, the
penis also grows larger, and pubic hair becomes coarser,
thicker, and darker. Later still comes the growth of facial
and body hair, and a gradual lowering of the voice.
Around mid-adolescence internal changes begin making
aboy capable of producing and € aculating sperm.

In girls, sexual characteristics develop in aless regu-
lar sequence. Usually, the first sign of puberty isadlight
elevation of the breasts, but sometimes thisis preceded
by the appearance of pubic hair. Pubic hair changes from
sparse and downy to denser and coarser. Concurrent with
these changes is further breast development. In teenage
girls, internal sexual changes include maturation of the
uterus, vagina, and other parts of the reproductive sys-
tem. Menarche, the first menstrual period, happens rela-
tively late, not at the start of puberty as many people be-
lieve. Regular ovulation and the ability to carry a baby to
full term usually follow menarche by several years.

For many years, psychologists believed that puberty
was stressful for young people. We now know that any
difficulties associated with adjusting to puberty are mini-
mized if adolescents know what changes to expect and
have positive attitudes toward them. Although the imme-
diate impact of puberty on the adolescent’s self-image
and mood may be very modest, the timing of physical
maturation does affect the teen’s social and emotional
development in important ways. Early-maturing boys
tend to be more popular, to have more positive self-con-
ceptions, and to be more self-assured than their later-ma-
turing peers, whereas early-maturing girls may feel awk-
ward and self-conscious.

Cogpnitive transition

A second element of the passage through adoles-
cence is a cognitive transition. Compared to children,
adolescents think in ways that are more advanced, more
efficient, and generally more complex. This can be seen
in five ways.

First, during adolescence individuals become better
able than children to think about what is possible, in-
stead of limiting their thought to what is real. Whereas
children’s thinking is oriented to the here and now—that
is, to things and events that they can observe directly,
adolescents are able to consider what they observe
against a backdrop of what is possible—they can think
hypothetically.

Second, during the passage into adolescence, indi-
viduals become better able to think about abstract ideas.
For example, adolescents find it easier than children to
comprehend the sorts of higher-order, abstract logic in-
herent in puns, proverbs, metaphors, and analogies. The
adolescent’s greater facility with abstract thinking also
permits the application of advanced reasoning and logi-
cal processes to social and ideological matters. Thisis
clearly seen in the adolescent’s increased facility and in-
terest in thinking about interpersonal relationships, poli-
tics, philosophy, religion, and morality—topics that in-
volve such abstract concepts as friendship, faith,
democracy, fairness, and honesty.

Third, during adolescence individual s begin think-
ing more often about the process of thinking itself, or
metacognition. As aresult, adolescents may display in-
creased introspection and self-consciousness. Although
improvements in metacognitive abilities provide impor-
tant intellectual advantages, one potentially negative by-
product of these advancesis the tendency for adolescents
to develop a sort of egocentrism, or intense preoccupa-
tion with the self. Acute adolescent egocentrism some-
times |eads teenagers to believe that others are constantly
watching and evaluating them, much as an audience
gluesits attention to an actor on a stage. Psychologists
refer to this as the imaginary audience.

A fourth change in cognition is that thinking tends to
become multidimensional, rather than limited to asingle
issue. Whereas children tend to think about things one as-
pect at atime, adolescents can see things through more
complicated lenses. Adolescents describe themselves and
othersin more differentiated and complicated terms and
find it easier to look at problems from multiple perspec-
tives. Being able to understand that peopl€'s personalities
are not one-sided, or that socia situations can have differ-
ent interpretations, depending on one's point of view, per-
mits the adolescent to have far more sophisticated—and
complicated—rel ationships with other people.
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Finally, adolescents are more likely than children to
see things as relative, rather than absolute. Children tend
to see things in absolute terms—in black and white.
Adolescents, in contrast, tend to see things as relative.
They are more likely to question others’ assertions and
less likely to accept “facts” as absolute truths. Thisin-
crease in relativism can be particularly exasperating to
parents, who may feel that their adolescent children
guestion everything just for the sake of argument. Diffi-
culties often arise, for example, when adolescents begin
seeing their parents’ values as excessively relative.

Emotional transition

In addition to being a time of biological and cogni-
tive change, adolescence is also a period of emotional
transition and, in particular, changes in the way individ-
uals view themselves and in their capacity to function in-
dependently.

During adolescence, important shifts occur in the
way individuals think about and characterize them-
selves—that is, in their self-conceptions. As individuals
mature intellectually and undergo the sorts of cognitive
changes described earlier, they come to perceive them-
selves in more sophisticated and differentiated ways.
Compared with children, who tend to describe them-
selvesin relatively simple, concrete terms, adol escents
are more likely to employ complex, abstract, and psy-
chological self-characterizations. As individuals’ self-
conceptions become more abstract and as they become
more able to see themselvesin psychologica terms, they
become more interested in understanding their own per-
sonalities and why they behave the way they do.

Conventional wisdom holds that adolescents have
low self-esteem —that they are more insecure and self-
critical than children or adults—but most research indi-
cates otherwise. Although teenagers feelings about
themselves may fluctuate, especially during early ado-
lescence, their self-esteem remains fairly stable from
about age 13 on. If anything, self-esteem increases over
the course of middle and late adolescence. Most re-
searchers today believe that self-esteem is multidimen-
sional, and that young people eval uate themselves along
several different dimensions. As a conseguence, it is pos-
sible for an adolescent to have high self-esteem when it
comes to his academic abilities, low self-esteem when it
comes to athletics, and moderate self-esteem when it
comes to his physical appearance.

One theorist whose work has been very influential on
our understanding of adolescents' self-conceptionsisErik
Erikson, who theorized that the establishment of a coher-
ent sense of identity isthe chief psychosocia task of ado-
lescence. Erikson believed that the complications inherent
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During adolescence, most American girls experiment with
make-up. (Photo by Robert J. Huffman. Field Mark Publications.
Reproduced with permission.)

in identity development in modern society have created
the need for a psychosocial moratorium—a time-out dur-
ing adolescence from the sorts of excessive responsibili-
ties and obligations that might restrict the young person’s
pursuit of self-discovery. During the psychosocial morato-
rium, the adolescent can experiment with different roles
and identities, in a context that permits and encourages
this sort of exploration. The experimentation involves try-
ing on different personalities and ways of behaving.
Sometimes, parents describe their teenage children as
going through “phases” Much of this behavior is actually
experimentation with roles and personalities.

For most adolescents, establishing a sense of auton-
omy, or independence, is as important a part of the emo-
tional transition out of childhood as is establishing a
sense of identity. During adolescence, there is a move-
ment away from the dependency typical of childhood to-
ward the autonomy typical of adulthood. One can see
thisin severa ways.

First, older adolescents do not generally rush to their
parents whenever they are upset, worried, or in need of
assistance. Second, they do not see their parents as all-
knowing or al-powerful. Third, adolescents often have a
great deal of emotional energy wrapped up in relation-
ships outside the family; in fact, they may feel more at-
tached to a boyfriend or a girlfriend than to their parents.
And finally, older adolescents are able to see and interact
with their parents as people—not just as their parents.
Many parents find, for example, that they can confidein
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their adolescent children, something that was not possi-
ble when their children were younger, or that their ado-
lescent children can easily sympathize with them when
they have had a hard day at work.

Some theorists have suggested that the devel opment
of independence be looked at in terms of the adolescent’s
devel oping sense of individuation. The process of indi-
viduation, which begins during infancy and continues
well into late adolescence, involves a gradual, progres-
sive sharpening of one’s sense of self as autonomous, as
competent, and as separate from one’s parents. Individu-
ation, therefore, has a great deal to do with the devel op-
ment of a sense of identity, in that it involves changesin
how we come to see and feel about ourselves.

The process of individuation does not necessarily
involve stress and internal turmoil. Rather, individuation
entails relinquishing childish dependencies on parentsin
favor of more mature, more responsible, and less depen-
dent relationships. Adolescents who have been success-
ful in establishing a sense of individuation can accept re-
sponsibility for their choices and actions instead of |ook-
ing to their parentsto do it for them.

Being independent means more than merely feeling
independent, of course. It also means being able to make
your own decisions and to select a sensible course of ac-
tion by yourself. Thisis an especially important capabili-
ty in contemporary society, where many adolescents are
forced to become independent decision makers at an
early age. In general, researchers find that decision-mak-
ing abilities improve over the course of the adolescent
years, with gains continuing well into the later years of
high schooal.

Many parents wonder about the susceptibility of
adolescents to peer pressure. In general, studies that
contrast parent and peer influences indicate that in some
situations, peers’ opinions are more influential, while in
others, parents’ are more influential. Specifically, adoles-
cents are more likely to conform to their peers’ opinions
when it comes to short-term, day-to-day, and social mat-
ters—styles of dress, tastesin music, and choices among
leisure activities. Thisis particularly true during junior
high school and the early years of high school. When it
comes to long-term questions concerning educational or
occupational plans, however, or values, religious beliefs,
and ethical issues, teenagers are influenced in a major
way by their parents.

Susceptibility to the influence of parents and peers
changes with devel opment. In general, during childhood,
boys and girls are highly oriented toward their parents and
less so toward their peers; peer pressure during the early
elementary school yearsis not especialy strong. Asthey
approach adolescence, however, children become some-

what less oriented toward their parents and more oriented
toward their peers, and peer pressure begins to escalate.
During early adolescence, confor mity to parents contin-
ues to decline and conformity to peers and peer pressure
continuesto rise. It is not until middle adolescence, then,
that genuine behavioral independence emerges, when con-
formity to parents aswell as peers declines.

Social transition

Accompanying the biological, cognitive, and emo-
tional transitions of adolescence are important changes
in the adolescent’s social relationships, or the social
transition of adolescence. Developmentalists have spent
considerable time charting the changes that take place
with friends and with family members as the individual
moves through the adolescent years.

One of the most noteworthy aspects of the social
transition into adolescence is the increase in the amount
of time individual s spend with their peers. Although rela-
tions with agemates exist well before adolescence, dur-
ing the teenage years they change in significance and
structure. Four specific devel opments stand out.

First, there is a sharp increase during adolescence in
the sheer amount of time individuals spend with their
peers and in the relative time they spend in the company
of peersversus adults. In the United States, well over half
of the typical adolescent’s waking hours are spent with
peers, as opposed to only 15% with adults—including
parents. Second, during adolescence, peer groups function
much more often without adult supervision than they do
during childhood. Third, during adolescence increasingly
more contact with peersiswith opposite-sex friends.

Finally, whereas children’s peer relationships are
limited mainly to pairs of friends and relatively small
groups—three or four children at atime, for example—
adolescence marks the emergence of larger groups of
peers, or crowds. Crowds are large collectives of similar-
ly stereotyped individuals who may or may not spend
much time together. In contemporary American high
schools, typical crowds are “jocks,” “brains,” “nerds,”
“populars,” “druggies,” and so on. In contrast to cliques,
crowds are not settings for adolescents’ intimate interac-
tions or friendships, but, instead, serve to locate the ado-
lescent (to himself and to others) within the social struc-
ture of the school. As well, the crowds themselves tend
to form a sort of social hierarchy or map of the school,
and different crowds are seen as having different degrees
of status or importance.

n ow

The importance of peers during early adolescence
coincides with changesin individuals' needs for intima-
cy. As children begin to share secrets with their friends, a
new sense of loyalty and commitment grows, a belief

14 GALE ENCYCLOPEDIA OF PSYCHOLOGY, 2ND EDITION



that friends can trust each other. During adolescence, the
search for intimacy intensifies, and self-disclosure be-
tween best friends becomes an important pastime.
Teenagers, especialy girls, spend hours discussing their
innermost thoughts and feelings, trying to understand
one another. The discovery that they tend to think and
feel the same as someone el se becomes another impor-
tant basis of friendship.

One of the most important social transitions that
takes place in adolescence concerns the emergence of
sexual and romantic relationships. In contemporary soci-
ety, most young people begin dating sometime during
early adolescence.

Dating during adolescence can mean a variety of
different things, from group activities that bring males
and females together (without much actual contact be-
tween the sexes); to group dates, in which a group of
boys and girls go out jointly (and spend part of the time
as couples and part of thetimein large groups); to casual
dating as couples; and to serious involvement with a
steady boyfriend or girlfriend. More adolescents have
experience in mixed-sex group activities like parties or
dances than dating, and more have experience in dating
than in having a serious boyfriend or girlfriend.

Most adolescents’ first experience with sex fallsinto
the category of “autoerotic behavior”—sexual behavior
that is experienced alone. The most common autoerotic
activities reported by adolescents are erotic fantasies and
masturbation. By the time most adolescents have
reached high school, they have had some experience
with sex in the context of arelationship. About half of all
American teenagers have had sexual intercourse by the
time of high school graduation.

Estimates of the prevalence of sexual intercourse
among American adolescents vary considerably from study
to study, depending on the nature of the sample surveyed
and the year and region in which the study was undertaken.
Although regional and ethnic variations makeit difficult to
generalize about the “average’ age at which American ado-
lescents initiate sexual intercourse, nationa surveys of
young people indicate that more adolescents are sexually
active a an earlier age today than in the recent past.

For many years, researchers studied the psychologi-
cal and social characteristics of adolescents who en-
gaged in premarital sex, assuming that sexually active
teenagers were more troubled than their peers. This view
has been replaced as sexual activity has become more
prevalent. Indeed, several recent studies show that sexual
activity during adolescence is decidedly not associated
with psychological disturbance.

Although it isincorrect to characterize adolescence
as atime when the family ceases to be important, or asa

time of inherent and inevitable family conflict, early
adolescence is a period of significant change and reorga-
nization in family relationships. In most families, thereis
a movement during adolescence from patterns of influ-
ence and interaction that are asymmetrical and unequal
to ones in which parents and their adolescent children
are on amore equal footing. Family relationships change
most around the time of puberty, with increasing conflict
between adolescents and their parents—especially be-
tween adol escents and their mothers—and closeness be-
tween adol escents and their parents diminishing some-
what. Changes in the ways adol escents view family rules
and regulations, especially, may contribute to increased
disagreement between them and their parents.

Although puberty seems to distance adolescents from
their parents, it is not associated with familia “storm and
stress,” however. Family conflict during this stage is more
likely to take the form of bickering over day-to-day issues
than outright fighting. Similarly, the diminished closeness
ismore likely to be manifested in increased privacy on the
part of the adolescent and diminished physical affection
between teenagers and parents, rather than any serious
loss of love or respect between parents and children. Re-
search suggests that this distancing is temporary, though,
and that family relationships may become less conflicted
and more intimate during late adol escence.

Generally speaking, most young people are able to
negotiate the biological, cognitive, emotional, and social
transitions of adolescence successfully. Although the
mass media bombard us with images of troubled youth,
systematic research indicates that the vast majority of in-
dividuals move from childhood into and through adoles-
cence without serious difficulty.

Laurence Steinberg, Ph.D.
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Adoption

A practice in which an adult assumes the role of
parent for a child who is not his or her biological
offspring.
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An adult assumes the role of parent for a child other
than his or her own biological offspring in the process of
adoption. Informal adoptions occur when a relative or
stepparent assumes permanent parental responsibilities
without court involvement. However, legally recognized
adoptions require a court or other government agency to
award permanent custody of a child (or, occasionaly, an
older individual) to adoptive parents. Specific require-
ments for adoption vary among states and countries.
Adoptions can be privately arranged through individuals
or agencies, or arranged through a public agency such as
a state’s child protective services. Adoptees may bein-
fants or older children; they may be adopted singly or as
sibling groups; and they may come from the local area or
from other countries. Adoptive parents may be tradition-
al married couples, but they may also be single men or
women or non-traditional couples. Parents may be child-
less or have other children.

Adoption is a practice that dates to ancient times, al-
though there have been fundamental changes in the
process. Ancient Romans, for example, saw adoption as
away of ensuring male heirs to childless couples so that
family lines and religious traditions could be main-
tained. In contrast, modern American adoption laws are
written in support of the best interests of the child, not of
the adopter.

Modern American adoption laws evolved during the
latter half of the 19th century, prompted by changes due to
the Industrial Revolution, large numbers of immigrant
children who were often in need of care, and a growing
concern for child welfare. Because of the poor health con-
ditionsin the tenements of large cities, many children were
left on their own at early ages. These dependent children
were sometimes placed in almshouses with the mentally
ill, and sometimes in foundling homes plagued by high
mortality rates. In the 1850s the Children’s Aid Society of
New York City began to move dependent children out of
city ingtitutions. Between 1854 and 1904 orphan trains car-
ried an estimated 100,000 children to the farms of the Mid-
west where they were placed with families and generally
expected to help with farm work in exchange for care.

Massachusetts became the first state to pass legisla-
tion mandating judicial supervision of adoptionsin 1851,
and by 1929 all states had passed some type of adoption
legislation. During the early part of the 20th century it
was standard practice to conduct adoptionsin secret and
with records sealed, in part to protect the parties in-
volved from the socia stigma of illegitimate birth. After
WWI two factors combined to increase interest in the
adoption of infants. The development of formula feeding
allowed for the raising of infants without a ready supply
of breast milk, and psychological theory and research
about the relative importance of training and condition-

ing in child rearing eased the concerns of childless cou-
ples about potential “bad seeds.” Because of the bur-
geoning interest in infant adoptions, many states legislat-
ed investigations of prospective adoptive parents and
court approval prior to finalization of the adoption.

Until about mid-century the balance of infant supply
and parent demand was roughly equal. However during
the 1950s the demand for healthy white infants began to
outweigh the supply. Agencies began to establish match-
ing criteriain an attempt to provide the best fit between
characteristics of the child or birth parents and the adop-
tive parents, matching on items such as appearance, eth-
nicity, education, and religious affiliation. By the 1970s
it was not uncommon for parents to wait 3-5 years after
their initial application to a private adoption agency be-
fore they had a healthy infant placed with them. These
trends resulted from a decrease in the numbers of infants
surrendered for adoption following the increased avail-
ability of birth control, the legalization of abortion, and
the increasingly common decision of unmarried mothers
to keep their infants.

In response to this dearth of healthy, sasme-race in-
fants, prospective adoptive parents turned increasingly to
international and transracial adoptions. Children from
Japan and Europe began to be placed with American fam-
ilies by agencies after WWII, and since the 1950s Korea
has been the major source of international adoptions (ex-
cept in 1991 with the influx of Romanian children). The
one child policy of the Chinese government has provided
anew source of infants to American families, and recent-
ly many adoptees have come from Peru, Colombia, El
Salvador, Mexico, the Philippines, and India.

The civil rights movement of the 1960s was accom-
panied by an increase in the number of transracial adop-
tionsinvolving black children and white parents. These
adoptions peaked in 1971, and one year later the Nation-
al Association of Black Social Workers issued a state-
ment opposing transracial adoption. They argued that
white families were unable to foster the growth of psy-
chological and cultural identity in black children. Trans-
racial adoptions now account for a small percentage of
all adoptions, and these most frequently involve Korean-
born children and white American families.

While healthy infants have been much in demand
for adoption during the last 50 years, the number of other
children waiting for adoptive homes has grown. In re-
sponse, the U.S. Congress passed the federal Adoption
Assistance Child Welfare Act (Public Law 96-272) in
1980, giving subsidies to families adopting children with
special needs that typically make a child hard to place.
Although individual states may define the specific para-
meters, these characteristics include older age, medical
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disabilities, minority group status, and certain physical,
mental, or emotional needs.

Types of adoption

Adoption arrangements are typically thought of as
either closed or open. Actually, they may involve many
varying degrees of openness about identity and contact
between the adoptive family and the birth family. At one
extreme is the closed adoption in which an intermediary
third party isthe only one who knows the identity of both
the birth and adoptive parents. The child may be told he
or she is adopted, but will have no information about his
or her hiological heritage. When the stigma attached to
births out of wedlock was greater, most adoptions were
closed and records permanently sealed; however, amove
to open records has been promoted by groups of both
adoptees and by some birth mothers. Currently about half
of the states allow access to sealed records with the mutu-
al consent of adoptee and birth parent, and others have
search processes through intermediary parties available.
Why search? Some research and clinical observation sug-
gests that, especially during adolescence, healthy identity
formation depends on full awareness of one’s origins
(Where do | get my freckles? Why do | have this musical
ability? Why did they give me up?). Other important
medical history may be critical to the adoptee’s health
care planning. For birth mothers, sometimes they simply
want to know that their child turned out okay.

The move to open records lead to an increase in
open adoptions in which information is shared from the
beginning. Open adoptions may be completely open, as
is the case when the birth parents (usually the mother)
and adoptive parents meet beforehand and agree to main-
tain contact while the child is growing up. The child then
has full knowledge of both sets of parents.

Other open adoptions may include less contact, or
periodic letters sent to an intermediary agency, or contin-
ued contact with some family members but not others. It
can be a complex issue. In the case of an older child who
is removed from the family by protective services be-
cause of abuse or neglect, the child clearly knows his
birth parents as well as any other siblings. If these sib-
lings are also removed and placed in different adoptive
homes, it may be decided that periodic visits between the
the children—once every few months, perhaps—should
be maintained, but that contact with the abusive parents
should be terminated until the child reaches adulthood
and may choose to search. Siblings may know each
other’s placements, but the birth parents may have no
knowledge of the children’s whereabouts. However, if a
child is ultimately adopted by the foster family with
whom he or she was initially placed prior to the termina

tion of parental rights or visitation, then the birth parents
might have knowledge of the child’s placement and
whereabouts even though continued contact may not be
deemed in the best interests of the child.

Children removed from families for protective issues
are sometimes reunited with their parents after a stay in
temporary foster homes and after the parents have had the
chance to rehabilitate and are able to care adequately for
their children. On the other hand, it may be decided that
reunification is not a feasible objective for a particular
family and a permanent home is then sought. The foster
family then plays amajor rolein the child's transition to
his or her “forever family.” The desire to provide children
with permanent homes and the resulting sense of security
and attachment as soon as possible gives rise to another
type of adoption, the legal risk adoption.

Legal risk adoptions involve placement in the
prospective adoptive home prior to the legal termination
of parental rights and subsequent freeing of the child for
adoption. In these cases, child protective services are
generally involved and relatively certain that the courts
will ultimately decidein favor of the adoptive placement.
The legal process can be drawn out if birth parents con-
test the agency’s petition for termination. Although there
isthe risk that the adoption may not be finalized and that
the child will be returned to his or her birth parents, so-
cial service agencies generally do not recommend such
placements unless, in their best judgments, the potential
benefits to child and family far outweigh the legal risk.

Whether the child is free for adoption or alegal risk
placement, there is generally awaiting period before the
adoption is finalized or recognized by the courts. Al-
though estimates vary, about 10% of adoptions disrupt,
that is, the child is removed from the family before final-
ization. This figure has risen with the increase in older
and special needs children being placed for adoption. The
risk of disruption increases with the age of the child at
placement, a history of multiple placements prior to the
adoptive home, and acting-out behavior problems. Inter-
estingly, many children who have experienced disruption
go on to be successfully adopted, suggesting that disrup-
tion is often a bad fit between parental expectations,
skills, or resources and the child’s needs. Many agencies
conduct parent support groups for adoptive families, and
some states have instituted training programs to alert
prospective adoptive parents to the challenges—as well
as the rewards—of adopting special needs children,
thereby attempting to minimize the risk of disruption.

Who gets adopted?

Estimating the total number of children adopted in
the United States is difficult because private and indepen-
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dent adoptions are reported only voluntarily to census cen-
ters. According to the National Committee for Adoption,
there were just over 100,000 domestic adoptions in the
U.S. in 1986, roughly an even split between related and
unrelated adoptions. Of unrelated domestic adoptees,
about 40% were placed by public agencies, 30% by pri-
vate agencies, and 30% by private individuals. Almost half
of these adoptees were under the age of two, and about
one-quarter had special needs. There were also just over
10,000 international adoptions, the majority of these chil-
dren under the age of two and placed by private agencies.

The American Public Welfare Association has col-
lected data through the Voluntary Cooperative Informa-
tion System on children in welfare systems across the
U.S. who are somewhere in the process of being adopted.
Of children in the public welfare systems, about one-third
had their adoptions finalized in 1988, one-third were liv-
ing in their adoptive home waiting for finalization, and
one-third were awaiting adoptive placements. Key statis-
tics on these adoptions appear in the accompanying table.

Adoptions may be arranged privately through indi-
viduals, or a public or private agency may be involved.
Although adopting parents may have certain expenses if
the adoption is privately arranged, adoptions are assumed
to be a gratuitous exchange by law. No parties may profit
improperly from adoption arrangements and children are
not to be brokered. The objectives of public and private
agencies can differ somewhat. Private agencies generally
have prospective adoptive parents as their clients and the
agency works to find a child for them. Public agencies,
on the other hand, have children as their clients and the
procurement of parents as their primary mission.

Outcomes of adoption

There is general agreement that children who are
adopted and raised in families do better than children
raised in institutions or raised with birth parents who are
neglectful or abusive. Compared to the general popula-
tion, however, the conclusions are less robust and the in-
terpretation of the statisticsis not clear. Adopted adoles-
cents, for example, receive mental health services more
often than their non-adopted peers, but this may be be-
cause adoptive families are more likely to seek helping
services or because once referring physicians or coun-
selors know that a child is adopted they assume there are
likely to be problems warranting professional attention.

When adjustment problems are manifested by
adoptees, they tend to occur around school age or during
adolescence. D. M. Brodzinsky and his colleagues have
conducted a series of studies from which they conclude
that adopted infants and toddlers generally do not differ
from non-adopted youngsters, but greater risks for prob-

lems such as aggression or depression emerge as the 5-
7-year-old child begins to understand the salience and
implications of being adopted. Still, it should be noted
that the absolute incidence of adjustment problems in
adopteesislow even though it may be statistically higher
than the corresponding figures for non-adoptees.

In the course of normal development, adolescence
is seen as atime of identity formation and emerging in-
dependence. Adopted adolescents are faced with the
challenge of integrating disparate sources of identity—
their biological origins and their family of rearing—as
they establish themselves as individuals. For somethisis
adifficult task and may result in rebellious or depressive
behavior, risks for all adolescents. Many adoption ex-
perts feel that families who do not acknowledge the
child’s birth heritage from the beginning may increase
the likelihood that their child will experience an espe-
cially difficult adolescence.

Problems associated with adoption may not always
be the result of psychological adjustment to adoption sta-
tus or areflection of less than optimal family dynamics.
Attention deficit/hyperactivity disorder (ADHD) was
found to be more prevalent in adoptees than non-
adoptees, both among children adopted as infants and
children removed from the home at older ages. C. K.
Deutsch suggests that ADHD in children adopted as in-
fants may be genetically inherited from the birth parents
and perhaps reflected in the impulsive behavior that re-
sulted in the child's birth in the first place. In the case of
children who have been removed from the home because
of the trauma of abuse, the hypervigilance used to cope
with a threatening environment may compromise the
child’s ability to achieve normal attention regulation

Many of the studies addressing the outcomes of
adoption fail to consider important factors such as the
pre-placement history of the child, the structure and dy-
namic of the adopting family, or the courses of individ-
ual children’s development. Many studies are cross-sec-
tional rather than longitudinal by design, meaning that
different groups of children at different ages are studied
rather than the same children being followed over a peri-
od of time. It is also difficult to establish what control or
comparison groups should be used. Should adopted chil-
dren be compared to other children in the types of fami-
liesinto which they have been adopted or should they be
compared to children in the types of families from which
they have been surrendered? These are complex issues
because adoptees are a heterogeneous group, and it is as
important to understand their individual differences asit
istheir commonalities.

Doreen Arcus, Ph.D.
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Further Information
AASK (Adopt A Special Kid). 2201 Broadway, Suite 702,
Oakland, CA 94612, (510) 451-1748.

Adopted Child. PO. Box 9362, Moscow, ID 83842, (208)
882-1794, fax: (208) 883-8035.

Adoptive Families of America. 3333 North Highway 100, Min-
neapolis, MN 55422, (800) 372—-3300.

American Adoption Congress. 1000 Connecticut Ave., N.W.,
Suite 9, Washington, DC 20036, (202) 483-3399 (Public
information center.)

Child Welfare League of America. PO. Box 7816, 300 Raritan
Center Pkwy, Edison, NJ 08818-7816, (800) 407-6273.

National Adoption Center. 1500 Walnut Street, Philadel phia,
PA 19102 (Provides information especially with regard to
specia needs adoption.)

National Adoption Information Clearinghouse. 11426
Rockville Pike, Rockville, MD 20852, (202) 842-1919
(Resource for information and referral. Maintains copies
of all state and federal adoption laws, including Public
Law 96-272, The Adoption Assistance and Child Welfare
Act of 1980.)

National Council for Single Adoptive Parents. P.O. Box 15084,
Chevy Chase, MD 20825, (202) 966-6367.

Affective disorders

See Bipolar disorder; Depression; Mania

Affect

A psychological term for an observable expression
of emotion.

A person’s affect is the expression of emotion or
feelings displayed to others through facial expressions,
hand gestures, voice tone, and other emotional signs
such as laughter or tears. Individual affect fluctuates ac-
cording to emotional state. What is considered anormal
range of affect, called the broad effect, varies from cul-
ture to culture, and even within a culture. Certain indi-
viduals may gesture prolifically while talking, and dis-
play dramatic facial expressionsin reaction to social sit-
uations or other stimuli. Others may show little outward
response to social environments, expressing a narrow
range of emotions to the outside world.

Persons with psychological disorders may display
variations in their affect. A restricted or constricted af-
fect describes a mild restriction in the range or intensity
of display of feelings. As the reduction in display of
emotion becomes more severe, the term blunted affect
may be applied. The absence of any exhibition of emo-
tions is described as flat affect where the voice is mo-
notone, the face expressionless, and the body immo-
bile. Labile affect describes emotional instability or
dramatic mood swings. When the outward display of
emotion is out of context for the situation, such as
laughter while describing pain or sadness, the affect is
termed inappropriate.

See also Mood

Further Reading

Moore, Bert S. and Alice M. Isen, eds. Affect and Social Be-
havior. New York: Cambridge University Press, 1990.

Thayer, S. The Origin of Everyday Moods. New York Oxford
University Press, 1995.

Affiliation

The need to form attachments to other people for
support, guidance, and protection.

The need to form attachments with othersis termed
affiliation. Attachment is one of 20 psychological
needs measured by the Thematic Apperception Test, a
projective personality test developed at Harvard Uni-
versity in 1935 by Henry Murray. Subjects look at a
series of up to 20 pictures of people in avariety of rec-
ognizable settings and construct a story about what is
happening in each one. The need for affiliation (referred
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Facial expressions are an important part of a person’s affect. (Photo by Robert J. Huffman. Field Mark Publications. Reproduced

with permission.)

to as“n Aff”) is scored when atest-taker’s response to
one of the pictures demonstrates concern over “estab-
lishing, maintaining, or restoring a positive affective re-
lationship with another person.” In the hierarchy of
needs outlined by Abraham Maslow, the need for affil-
iation (or “belongingness”) appears midway between
the most basic physical needs and the highest-level need
for self-actualization.

Anxiety has been observed to strengthen one’s need
for affiliation. In addition, females generally show a
higher need for affiliation than males. Traditionaly, affil-
iation has been negatively correlated with achievement.
While achievement centers on one’s personal self-im-
provement, affiliation focuses on concern for others,
even to the extent of deliberately suppressing competi-
tive tendencies or accomplishments that may make oth-
ersless comfortable.

Further Reading

Harvey, Terri L., Ann L. Orbuch, and John H. Weber, eds. At-
tributions, Accounts, and Close Relationships. New York:
Springer-Verlag, 1992.

Meinhold, Petricia. Child Psychology: Development and Be-
havior Analysis. Dubuque, 1A: Kendall/Hunt, 1993.

Aggression

Any act that is intended to cause pain, suffering, or
damage to another person.

Aggressive behavior is often used to claim status,
precedent, or access to an object or territory. While ag-
gression is primarily thought of as physical, verbal at-
tacks aimed at causing psychological harm also consti-
tute aggression. In addition, fantasies involving hurting
others can aso be considered aggressive. The key com-
ponent in aggression is that it is deliberate—accidental
injuries are not forms of aggression.

Theories about the nature and causes of aggression
vary widely in their emphases. Those with a biological
orientation are based on the idea that aggression isan in-
nate human instinct or drive. Sigmund Freud explained
aggression in terms of a death wish or instinct (Thanatos)
that is turned outward toward othersin a process called
displacement. Aggressive impulses that are not channeled
toward a specific person or group may be expressed indi-
rectly through safe, socially acceptable activities such as
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sports, a process referred to in psychoanalytic theory as
catharsis. Biological theories of aggression have also
been advanced by ethologists, researchers who study the
behavior of animalsin their natural environments. Severa
have advanced views about aggression in humans based
on their observations of animal behavior. The view of ag-
gression as an innate instinct common to both humans
and animals was popularized in three widely read books
of the 1960s—On Aggression by Konrad L orenz, The
Territorial Imperative by Robert Ardrey, and The Naked
Ape by Desmond Morris. Like Freud's Thanatos, the ag-
gressive instinct postulated by these authors builds up
spontaneously—with or without outside provocation—
until it is likely to be discharged with minimal or no
provocation from outside stimuli.

Today, instinct theories of aggression are largely
discredited in favor of other explanations. One is the
frustration-aggression hypothesis first set forth in the
1930s by John Dollard, Neal Miller, and several col-
leagues. This theory proposes that aggression, rather
than occurring spontaneously for no reason, is a re-
sponse to the frustration of some goal-directed behavior
by an outside source. Goals may include such basic
needs as food, water, sleep, sex, love, and recognition.
Contributions to frustration-aggression research in the
1960s by Leonard Berkowitz further established that an
environmental stimulus must produce not just frustration
but anger in order for aggression to follow, and that the
anger can be the result of stimuli other than frustrating
situations (such as verbal abuse).

In contrast to instinct theories, social learning theo-
ry focuses on aggression as a learned behavior. This ap-
proach stresses the roles that social influences, such as
models and reinforcement, play in the acquisition of ag-
gressive behavior. The work of Albert Bandura, a
prominent researcher in the area of social learning, has
demonstrated that aggressive behavior is learned through
a combination of modeling and reinforcement. Children
are influenced by observing aggressive behavior in their
parents and peers, and in cultural forms such as movies,
television, and comic books. While research has shown
that the behavior of live models has a more powerful ef-
fect than that of characters on screen, film and television
are still pervasive influences on behavior. Quantitative
studies have found that network television averages 10
violent acts per hour, while on-screen deaths in movies
such as Robocop and Die Hard range from 80 to 264.
Some have argued that this type of violence does not
cause violence in society and may even have a beneficial
cathartic effect. However, correlations have been found
between the viewing of violence and increased interper-
sonal aggression, both in childhood and, later, in adoles-
cence. In addition to its modeling function, viewing vio-

lence can elicit aggressive behavior by increasing the
viewer’s arousal, desensitizing viewers to violence, re-
ducing restraints on aggressive behavior, and distorting
views about conflict resolution.

As Bandura's research demonstrates, what is crucia
in the modeling of violence—both live and on screen—is
seeing not only that aggressive behavior occurs, but also
that it works. If the violent parent, playmate, or super-
hero is rewarded rather than punished for violent behav-
ior, that behavior is much more likely to serve as a posi-
tive model: a child will more readily imitate a model
who is being rewarded for an act than one who is being
punished. In this way, the child can learn without actual-
ly being rewarded or punished himself—a concept
known as vicarious learning.

The findings of social learning theory address not
only the acquisition, but also the instigation, of aggres-
sion. Once one has learned aggressive behavior, what en-
vironmental circumstances will activate it? The most ob-
vious are adverse events, including not only frustration
of desires but also verbal and physical assaults. Model-
ing, which isimportant in the learning of aggression, can
play aroleininstigating it as well. Seeing other people
act in an aggressive manner, especially if they are not
punished for it, can remove inhibitions against acting ag-
gressively oneself. If the modeled behavior is rewarded,
the reward can act vicariously as an incentive for aggres-
sion in the observer. In addition, modeled aggression
may serve as a source of emotional arousal.

Some aggression is motivated by reward: aggressive
behavior can be a means of obtaining what one wants.
Another motive for aggression is, paradoxically, obedi-
ence. People have committed many violent acts at the
bidding of another, in both military and civilian life.
Other possible motivating factors include stressors in
one's physical environment, such as crowding, noise,
and temperature, and the delusions resulting from men-
tal illness. In addition to the acquisition and instigation
of aggression, various types of reinforcement, both direct
and vicarious, help determine whether aggression is
maintained or discontinued.

Researchers have attempted to learn whether certain
childhood characteristics are predictors of aggression in
adults. Traits found to have connections with aggressive
behavior in adulthood include maternal deprivation, lack
of identification with one's father, pyromania, cruelty to
animals, and parental abuse. A 22-year longitudinal
study found patterns of aggression to be established by
the age of eight—the aggressive behavior of both boys
and girls at this age was a strong predictor of their future
aggression as adults. Other factors cited in the same
study include the father’s upward social mobility, the
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child’'s degree of identification with parents, and prefer-
ence for violent television programs.

See also Television and aggression

Further Reading

Aggression and Peacefulnessin Humans and Other Primates.
New York: Oxford University Press, 1992.

Aggressive Behavior: Current Perspectives. New York: Plenum
Press, 1994.

Bandura, Albert. Aggression: A Social Learning Analysis. New
York: Prentice-Hall, 1973.

Of Mice and Women: Aspects of Female Aggression. New
York: Academic Press, 1992.

Aging

The process by which the human body changes
and matures over time, especially the means by
which dying cells are not replaced in sufficient
numbers to maintain current levels of function; the
process by which human behavior alters with time.

Psychological studies of aging populations began in
earnest in the late nineteenth century when psychologists
found that mental abilities deteriorated with age. These
abilities included memory and the types of mental per-
formance measured in 1Q tests. In some individuals, ver-
bal abilities were shown to deteriorate with advanced age,
although at a slower rate than other skills; with others,
verbal abilities, especially vocabulary, may increase with
age. Such data have often been corroborated in tests with
chimpanzees, where younger animals perform better in
tests of memory and other such areas of mental function-
ing. For decades, then, it was assumed that the physical
deterioration of the body, so evident in the elderly, was
surely matched by a similar decline in the mind.

Recent studies, however, have begun to cast doubt
on these assumptions. One area where current research
has disproved a long-held belief about the aging of the
mind isin the death of neurons, formally thought to nec-
essarily lead to diminished mental functioning. It is now
known that the brain has far more neurons than it could
ever use, and that as they die their functions are taken
over by nearby neurons. Scientists have recently proven
that while abilities like short-term memory and perform-
ing certain specific tasks within a time constraint often
deteriorate after mid-life, other areas of mental activity,
such as wisdom and judgment, become more acute and
powerful. Still other studies have shown that brains in
older subjects are capable of performing many tasks as
quickly and efficiently as brainsin younger subjects, al-
though the tasks are performed using different areas of

the brain. For instance, research conducted at the Geor-
giaInstitute of Technology studied typing speedsin ac-
complished typists of college age and another group in
their sixties. Common sense suggests that the older typ-
ists would perform less well because of decreased hand-
eye coordination and slower reaction time. Surprising-
ly, both groups typed at the same speed. Researchers ex-
plained the results by pointing out that the assumptions
about dexterity and response time were correct, but that
the older typists had made clever, efficient adjustments,
such as making fewer finger movements and to read
ahead in the text, to compensate for their deficiency in
those areas.

Fifty seems to be a crucial age in determining the
brain’s pattern of aging. Once a person has passed that
age, brain functioning and mental ability are thought to
be determined by essentially three factors: mental habits,
chronic disease, and the mind's flexibility.

The elderly populations of many Western countries
are the fastest growing segment of the population. In the
United States, it is estimated that by the year 2030 there
will be 50 million persons over age 65. Among the elderly,
the fastest growing population is people over 85. Such de-
mographic data will continue to focus attention on the
process of aging and the psychological problems faced by
the elderly. Perhaps the most common psychological dis-
order often associated with aging is depression. Accord-
ing to the National Institute of Mental Health, depression
among the elderly range from 10 to 65 percent. Suicide
rates among the elderly have been increasing at alarming
rates. A study conducted by the federal government found
that between 1980 and 1986, suicides by persons aged 65
and older increased 23 percent among white men, 42 per-
cent among black men, and 17 percent among white
women. The highest suicide rates are for white men over
age 85. The elderly comprise about 13 percent of the na-
tion’s population (one in eight Americans) and account for
about 20 percent of all suicides.

With the increase in the aging population, more
focusis being placed on geriatric mental health issues,
including disabilities since more than half the population
has at |east one, chronic health problems, living alone or
in assisted housing, depression, loss, pain, Alzheimer’s
and dementia, among others. The nation’s 78 million
American baby boomers are expected to crave more vi-
tality and longer life, which could contribute to a healthi-
er version of aging.

Further Reading

Cadoff, Jennifer. “Feel Your Best at Every Age.” McCall's
(February 1994): 128.

Kahn, Ada, and Jan Fawcett, eds. The Encyclopedia of Mental
Health. New York: Facts on File, 1993.
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Growth Will Explode
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Mary Ainsworth

1913-
American psychologist specializing in the study of
infant attachment.

Mary D. Satler Ainsworth graduated from the Uni-
versity of Toronto in 1935 and earned her Ph.D. in psy-
chology from that same institution in 1939. Sheis best
known for her landmark work in assessing the security
of infant attachment and linking attachment security to
aspects of maternal caregiving.

Ainsworth began her career teaching at the Univer-
sity of Toronto before joining the Canadian Women’'s
Army Corp in 1942 during World War 11. After a brief
period of post-war government service as the superinten-
dent of Women’s Rehabilitation in the Canadian Depart-
ment of Veteran's Affairs, Ainsworth returned to Toronto
to teach per sonality psychology and conduct research in
the assessment of security. She married Leonard
Ainsworth in 1950. Since he was a graduate student in
the same department in which she held afaculty appoint-
ment, the couple decided to move to London where he
could finish his degree at University College.

In England Mary Ainsworth began work at the Tavi-
stock Clinic on aresearch project investigating the ef-
fects of early maternal separation on children’s per son-
ality development. The project director, John Bowlby,
had studied children’s reactions to separations during the
war years in England, and brought an evolutionary and
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ethological perspective to understanding the problems of
attachment, separation, and loss. Her work with Bowlby
brought Ainsworth’s earlier interest in security into the
developmental realm, and she planned to conduct a lon-
gitudinal study of mother-infant interaction in a natural
setting at her earliest opportunity.

That opportunity came when Ainsworth’s husband
accepted a position in the East African Institute of Social
Research in Kampala, Uganda. It was in Uganda that
Mary Ainsworth studied mothers and infantsin their nat-
ural environment, observing and recording as much as
possible, and analyzing and publishing the data years
later after joining the faculty at Johns Hopkins Universi-
ty in Baltimore.

Based on her original observations in Uganda and
subsequent studies in Baltimore, Ainsworth concluded
that there are qualitatively distinct patterns of attachment
that evolve between infants and their mothers over the
opening years of life. Although a mgjority of these pat-
terns are marked by comfort and security, some are tense
or conflicted, and Ainsworth found evidence suggesting
that these relationships were related to the level of re-
sponsiveness that mothers showed toward their infants
from the earliest months. In one study she found mothers
who responded more quickly to their infants' cries at
three months were more likely to have developed secure
attachments with their babies by one year.

How could the security of a relationship be mea-
sured? Ainsworth and her colleagues devised a system
for assessing individual differencesin infants' reactions
to a series of separations and reunions with their moth-
ers. This method, the “ Strange Situation,” has become
one of the most widely used proceduresin child devel-
opment research.

In this scenario, an observer takes a mother and
child of about one year to an unfamiliar room containing
toys. There are a series of separations and reunions. For
example, mother and child are alone in the room for sev-
eral minutes, the observer re-enters, remains, and after a
few minutes, the mother leaves and returns after a few
more minutes. Both observer and mother may comfort
the distressed child.

Ainsworth found that key individual differences
among children are revealed by the child's reaction to
the mother’s return. She categorized these responses into
three major types: (A) Anxious/avoi dant—the child may
not be distressed at the mother’s departure and may
avoid or turn away from her on return; (B) Securely at-
tached—the child is distressed by mother’s departure
and easily soothed by her on her return; (C) Anxious/re-
sistant—the child may stay extremely close to the moth-
er during the first few minutes and become highly dis-

tressed at her departure, only to seek simultaneously
comfort and distance from the mother on her return by
such behaviors as crying and reaching to be held and
then attempting to leave once picked up.

The development of this procedure has spawned an
enormous body of literature examining the development
of mother-child attachment, the role of attachments to
other caregivers, and the correlates and conseguences of
secure and insecure attachments. Ainsworth’s work has
not been without controversy. Attempts to replicate her
link between response to early crying and later attach-
ment have met with mixed success, and there is much
debate about the origins of children’s reactions in the
Strange Situation. Still, Mary Ainsworth has made a last-
ing contribution to the study of children’s affective
growth and the role of supportive relationships in many
aspects of development.

See also Bowlby, John
Doreen Arcus
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Ainsworth, M. Infancy in Uganda: Infant Care and the Growth
of Love. Batimore: Johns Hopkins University Press,
1967.

Ainsworth, M., M. C. Blehar, E. Waters, and S. Wall. Patterns
of Attachment: A Psychological Study of the Strange Situ-
ation. Hillsdale, NJ: Erlbaum, 1978.

Karen, Robert. “Becoming Attached: What Experiencesin In-
fancy Will Allow Children to Thrive Emationally and to
Cometo Feel That the World of People Is a Positive
Place?’ Atlantic 265 (February 1990): 35+.

Alcohol dependence and
abuse

The abuse of alcohol in any of its various forms,
exhibited by repeated episodes of excessive drink-
ing often to the point of physical illness during
which increasing amounts of alcohol must be con-
sumed to achieve the desired effects.

The American Psychiatric Association ranks alco-
hol dependence and abuse into three categories (what so-
ciety normally thinks of as“alcoholics’): 1) individuals
who consume alcohol regularly, usually daily, in large
amounts 2) those who consume alcohol regularly and
heavily, but, unlike the first group, have the control to
confine their excessive drinking to times when there are
fewer social consequences, such as the weekend and 3)
drinkers defined by the APA who endure long periods of
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sobriety before going on a binge of alcohol consumption.
A binge can last a night, a weekend, a week, or longer.
People in the latter two categories often resist seeking
help because the control they exercise over their intake
usually alows them to maintain anormal daily schedule
and function well at work or at school aside from binges.

Other psychologists categorize alcohol dependence
and abuse into “ species.” There are several species cur-
rently recognized by some in the medical community, in-
cluding alpha, aminor, controllable dependence; beta, a
dependence that has brought on physical complaints; ep-
silon, a dependence that occurs in sprees or binges,
gamma, a severe biological dependence; and delta, an ad-
vanced form of gamma where the drinker has great diffi-
culty going 24 to 48 hours without getting drunk. It should
be noted, however, that many psychologists dispute these
particular subdivisions on the grounds that the original
data behind their cresation has been shown to be flawed.

Alcohol dependence and abuse in adolescents and
persons under 30 years of age is often accompanied by
abuse of other substances, including marijuana, co-
caine, amphetamines, and nicotine, the primary drug in
cigarettes. These conditions may also be accompanied
by depression, but current thinking is unclear as to
whether depression is a symptom or a cause of alcohol
dependence and abuse. Her edity appears to play a major
role in the contraction of this disorder, with recent dis-
coveries of genes that influence vulnerability to alco-
holism. Studies of adopted children who are genetically
related to alcohol abusers but raised in families free of
the condition suggest that environment plays a smaller
role in alcoholism’s onset than heredity. Recent studies
suggest that between 10 to 12 percent of the adult popu-
lation of the United States suffers from some form of al-
cohol abuse or dependence.

Alcohol dependence and abuse typically appear in
males and females at different ages. Males are more like-
ly to begin heavy drinking as teenagers, while females
are more likely to begin drinking in their mid-to-late
twenties. In males, the diseaseis likely to progress rapid-
ly; debilitating symptoms in females can take years to
develop. According to the U.S. Department of Health
and Human Services, 14 percent of males aged 18 to 29
report symptoms of alcohol dependence, and 20 percent
revealed that their drinking has brought about negative
consequences in their lives. As age progresses, these fig-
ures drop steadily. In females aged 18 to 29, similar sta-
tistics demonstrated that 5 to 6 percent admit to symp-
toms of dependence and that this number stays essential-
ly the same until age 49, at which point it plummets to
one percent. Femal es reporting negative consequences of
drinking, however, begins at 12 percent but drops to sta-
tistical insignificance after age 60.

QUESTIONS TO ASK BEFORE
ALCOHOL OR SUBSTANCE
ABUSE TREATMENT

The following key issues should be considered in
determining which option is the most appropriate for
given circumstances:

* How severe is the substance abuse problem and is
there any evidence (e.g., suicide attempts) to suggest
that there may be other problems (e.g., depression)?

e What are the credentials of the staff and what form(s)
of therapy (e.g., family, group, medications) are to be
used?

e How will the family be involved in the treatment and
how long will it be from treatment entry to discharge?
Is there a follow-up phase of treatment?

e How will the adolescent continue his/her education
during the treatment?

¢ How much of the treatment will our insurance cover
and how much will we need to pay “out of pocket?”

A key physiological component of alcohol depen-
denceiswhat is referred to as neurological adaptation,
or, more commonly, tolerance, whereby the brain adapts
itself to the level of alcohol contained in the body and in
the bloodstream. This process occurs over time as the
drinker drinks more regularly while increasing intake in
order to achieve the desired effect. In some cases, how-
ever, high levels of tolerance to alcohol is an inborn
physical trait, independent of drinking history.

There is considerable debate as to the exact nature of
alcoholism (the biological disease) and alcohol depen-
dence and abuse (the psychological disorders). The dis-
ease model, which has been embraced by physicians and
Alcoholics Anonymous for more than 50 years, is under-
going reexamination, particularly for its view that tota ab-
stinence is the only method for recovery. Many psycholo-
gists now believe that some victims of acohol dependence
and abuse can safely return to controlled drinking without
plunging back into self-destructive binges. Experiments
have been conducted that indicate the consumption of a
few drinks after alengthy period of abstinence can lessen
the resolve to remain totally abstinent, but that a devastat-
ing return to abusive drinking is not the inevitabl e result.
In fact, some psychologists contend that the binge drink-
ing that occurs after initially “falling off the wagon” isless
aresult of the return of acohol to the body than to the
feelings of uselessness and self-pity that typically accom-
pany such afailure to keep a promise to oneself.
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Alienation

CHILDREN OF ALCOHOLICS

A number of researchers have studied children of
alcoholics (COAs) and their counterparts, children of
non-alcoholic parents (nonCOAs). These points summa-
rize their findings:

COAs and non-COAs are most likely to differ in
cognitive performance: scores on tests of abstract and
conceptual reasoning and verbal skills were lower
among children of alcoholic fathers than among chil-
dren of non-alcoholic fathers in one study (Ervin, Little,
Streissguth, and Beck).

A research team (Johnson and Rolf) found that both
COAs and mothers of COAs were found to underesti-
mate the child’s abilities.

School records indicate that COAs are more likely to
repeat grades, fail to graduate from high school, and re-
quire referral to the school psychologist than their non-
COA classmates. (Miller and Jang; Knop and Teasdale)

Researchers (West and Prinz) found that COAs ex-
hibit behavior problems such as lying, stealing, fighting,
truancy, and are often diagnosed as having conduct dis-
orders.

Although it may be premature to suggest that a para-
digm shift has occurred in the psychological community
regarding alcohol dependence and abuse, many re-
searchers do in fact believe that the disease model, re-
quiring total, lifelong abstinence, no longer adequately
addresses the wide variety of disorders related to exces-
sive, harmful intake of alcohol. It isimportant to note,
however, that the human body has no physical require-
ment for alcohol and that persons with a history of un-
controllable drinking should be very careful in experi-
menting with alcohol after having achieved a hard-won
abstinence. Other factors to keep in mind are problems
alcohol can cause to the fetuses of pregnant women, a
condition known as fetal alcohol syndrome (FAS).
Some researchers believe that children born with FAS
are prone to learning disabilities, behavior problems, and
cognitive deficits, although othersfeel the evidenceisin-
sufficient to establish areliable link between these prob-
lems and FAS. Alcohol also has a negative effect on
human organs, especialy the liver, and a lifetime of
drinking can cause terminal illnesses of the liver, stom-
ach, and brain. Finally, drunk driving is a tremendous
problem in the United States, as are violent crimes com-
mitted by people who are under the influence of alcohol.
Findings for alcohol expectancies among school-age
children indicate increasingly positive acohol expectan-
cies across the grade levels. By fourth grade children

tended to believe that use of alcohol led to positive out-
comes, such as higher levels of acceptance and liking by
peers and a good mood with positive feelings about one-
self. Findings also indicate that 25% of fourth graders
studied reported feeling at least some peer pressure to
consume alcoholic beverages; this figure increased to
60% among seventh graders

Dr. John Ewing developed a four-question test,
known as the “CAGE” test, that therapists and the med-
ical community frequently use as afirst step to evaluate
alcohol dependence and/or abuse. The test takes its name
from a key word in each question: 1) Have you ever felt
you should Cut down on your drinking? 2) Have people
Annoyed you by criticizing your drinking? 3) Have you
ever felt bad or Guilty about your drinking? And 4) Have
you ever had a drink first thing in the morning to steady
your nerves or to get rid of a hangover (Eye opener)?
One yes suggests a possible alcohol problem.

Treatment modalities vary. Professionals frequently
employ a combination of modalities. Studies indicate
cognitive behavioral therapies improve self-control and
social skills. Behavioral and group therapy have also
proven effective. Self-help programs include Alcoholics
Anonymous, Smart Recovery, and Rational Recovery. In
some cases medications designed to ease drug cravings or
block the effects of alcohol are prescribed. To reduce
cravings, even acupuncture is being tried. The managed
care environment has contributed to a belief that treat-
ment should occur in the least restrictive settings that pro-
vide safety and effectiveness. Treatment settings vary
from hospitalization to partial hospital care to outpatient
treatment to self-help groups.

See also Addiction/Addictive Personality; Self-help
groups

Further Reading

Barlow, David H. and V. Mark Durand, eds. Abnormal Psy-
chology. Pacific Grove, CA: Brooks/Cole, 1995.

Knapp, Caroline. “My Passion for Liquor.” New WWoman (Au-
gust 1995): 80-83.

Noble, Ernest P. “Moderate Drinking Is Not for Peoplein Re-
covery.” Addiction Letter (September 1995): 1-2.

Sheed, Wilfrid. “Down in the Valley.” Psychology Today (No-
vember 1995): 26-28.

Szpir, Michagl. “Alcoholism, Personality, and Dopamine.”
American Scientist (September 1995): 425-26.

Alienation

The state of being emotionally separated from oth-
ers and from one’s own feelings.
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Compound of the Branch Davidians in Waco, Texas. Feelings of alienation sometimes lead people to form small, close-knit
groups such as cults. (AP/Wide World Photos. Reproduced with permission.)

Alienation is a powerful feeling of isolation and
loneliness, and stems from a variety of causes. Alien-
ation may occur in response to certain events or situa-
tions in society or in one’s personal life. Examples of
events that may lead to an individual’s feeling of alien-
ation include the loss of a charismatic group leader, or
the discovery that a person who served as a role model
has serious shortcomings. Examples of personal events
are adeath in the family, ajob change, divorce, or leav-
ing home for the first time. Although most people may
find that such occurrences trigger temporary feelings of
disillusionment or loneliness, a small percentage will be
unable to overcome these events, and will feel hopelessly
adrift and aone.

Many sociologists have observed and commented
upon an increase in this feeling of alienation among
young people since the 1960s. They attribute this alien-
ation to a variety of societal conditions: the rapid
changes in society during this period, the increase in al-
cohol and drug abuse, violence in the media, or the lack
of communal values in the culture at large. Some sociol-
ogists observe that individuals become alienated when
they perceive government, employment, or educational

institutions as cold and impersonal, unresponsive to
those who need their services. Entire groups may experi-
ence alienation—for example, ethnic minorities or resi-
dents of inner city neighborhoods who feel the opportu-
nities and advantages of mainstream society are beyond
their reach.

Feeling separated from society is not the only way a
person experiences alienation: sometimes the individual
feels alienation as disharmony with his or her true self.
This condition devel ops when a person accepts soci etal
expectations (to take over afamily business, for exam-
ple) that are counter to the person’s true goals, feelings,
or desires (perhaps to be a teacher). He may appear to be
successful in the role others expect him to assume, but
his true wish is hidden, leaving him feeling deeply con-
flicted and alone.

In the workplace, jobs have become increasingly
specialized since the 1700s and the Industrial Revolu-
tion. Workers may see little connection between the tasks
they perform and the final product or service, and may
thus feel intense loneliness while in the midst of a busy
work environment. In the 1840s, American writer and
philosopher Henry David Thoreau (1817-1862) observed
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Gordon Willard Allport

that “the mass of men lead lives of quiet desperation.
What is called resignation is confirmed desperation.”
Thoreau dealt with his own feelings of alienation by re-
treating to a solitary, ssimple life on the banks of Walden
Pond in rural Massachusetts. He felt lessisolated there—
even though he lived in solitude—than when he lived in
atown, surrounded by people. When living in town, his
feelings of alienation confronted him daily, since his ac-
tivities did not reflect his true feelings and desires.

Alienation is expressed differently by different peo-
ple. Some become withdrawn and lethargic; others may
react with hostility and violence; still others may be-
come disoriented, rejecting traditional values and behav-
ior by adopting an outlandish appearance and erratic be-
havior patterns. As society undergoes rapid changes, and
traditional values and behavioral standards are chal-
lenged, some people find little they can believe in and so
have difficulty constructing areality in which they can
find a place for themselves. It isfor this reason that so-
cial and cultural beliefs play such an important role in
bringing about or averting afeeling of alienation.

Psychologists help people cope with feelings of
alienation by devel oping exercises or designing specific
tasks to help the person become more engaged in society.
For example, by identifying the alienated individual’s
true feelings, the psychologist may suggest a volunteer
activity or ajob change to bring the individual into con-
tact with society in away that has meaning for him or her.

Some have proposed treating the epidemic of alien-
ation among America's young people by fostering social
solutions rather than individua solutions. One such social
solution is the idea of communitarianism, a movement
begun early in the 1990s by Amitai Etzioni, a sociology
professor from George Washington University in Wash-
ington, D.C. Etzioni became a popular speaker and writer
in the mid-1990s with the publication of his book, The
Spirit of Community. Etzioni advocates a return to com-
munity values to replace the rampant alienation of con-
temporary culture, education to reinforce shared societal
morals focusing on family values, and strictly enforcing
anti-crime measures. This movement has met serious crit-
icism, however; civil libertarian groups are concerned
about communitarian beliefs that certain rights can and
should be restricted for the good of the community.

Further Reading
D’ Antonio, Michael. “I or We.” Mother Jones (May-June
1994): 20+.

Foster, Hal. “ Cult of Despair.” New York Times (30 December
1994): A3.

Guinness, Alma, ed. ABCs of the Human Mind. Pleasantville,
NY: Reader’s Digest Association, 1990.

Jackson, Richard. “Alone in the Crowd: Breaking the Isolation
of Childhood.” School Library Journal (November 1995):
24.

Upton, Julia. “A Generation of Refugees.” The Catholic World
(September-October 1995): 204+.

See also Loss and grief

Gordon Willard Allport

1897-1967
American humanist psychologist who developed a
personality theory that emphasized individuality.

Gordon Willard Allport was one of the great per-
sonality theorists of the twentieth century. His work was
a synthesis of individual personality traits and the tradi-
tional psychology of William James, which emphasized
psychological traits that are common among humans. He
also examined complex social interactions. As a human-
istic psychologist, he opposed both behavioral and psy-
choanalytical theories of psychology. Above al, Allport
believed in the uniqueness of the individual. A prolific
and gifted writer, he was the recipient of numerous pro-
fessiona awards.

Allport, born in 1897 in Montezuma, Indiana, was
the youngest of four sonsin the family of John Edwards
and Nellie Edith (Wise) Allport. He was educated in
Cleveland, Ohio, where the family moved when he was
six years old. John Allport was a physician with aclinic
in the family home and, as they were growing up, his
sons assisted him in his practice. Gordon Allport’s moth-
er, aformer school teacher, maintained a home environ-
ment that emphasized religion and intellectual devel op-
ment. As ateenager, Allport ran his own printing business
and edited his high school newspaper. Following gradua-
tion in 1915, scholarships enabled him to join his brother
Floyd at Harvard College. Although his education wasin-
terrupted for military service during the First World War,
Allport earned his A.B. degree in 1919, with majorsin
philosophy and economics. Following a year of teaching
English and sociology at Robert College in Istanbul,
Turkey, Allport returned to Harvard with a fellowship to
study psychology. He was influenced both by his brother
Floyd and by the noted experimental psychologist Hugo
Munsterberg. He coauthored his first publication, “Per-
sonality Traits: Their Classification and Measurement,”
with his brother in 1921. Allport received his M.A. de-
greein 1921 and his Ph.D. in 1922, for his study of per-
sonality traits under the direction of Herbert S. Langfeld.

A Sheldon Traveling Fellowship enabled Allport to
spend two years studying in Berlin and Hamburg, Ger-
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many, and in Cambridge, England. He then returned to
Harvard as an instructor in social ethics from 1924 to
1926. Allport married Ada Lufkin Gould in 1925. Their
son, Robert Bradlee Allport, grew up to become a pedia-
trician. After four years as an assistant professor of psy-
chology at Dartmouth College, Allport returned to Har-
vard where he remained for the rest of his career. He be-
came an associate professor of psychology in 1937 and a
full professor in 1942. He served as chairman of the Psy-
chology Department and helped found Harvard’s Depart-
ment of Social Relations. In 1939 he was elected presi-
dent of the American Psychological Association and, in
1964, received the Distinguished Scientific Contribution
Award of that society. In 1963, he was awarded the Gold
Meda of the American Psychological Foundation.

Publishes theory of personality

Allport’s first major book, Personality: A Psycholog-
ical Interpretation (1937), distinguished between traits
that are common to many people, such as assertiveness,
and personal dispositions which are traits that are charac-
teristic of the individual. The latter were classified ac-
cording to their degree of influence on an individual per-
sonality. Allport also identified how individuals develop
self-awareness throughout childhood and adolescence.
One of Allport’'s most important concepts, functional au-
tonomy, encompassed his theories of motivation. Finally,
he attempted to define the mature personality. Personali-
ty: A Psychological Interpretation remained the standard
text on personality theory for many years. In 1961, fol-
lowing years of study and research, Allport published a
major revision of thiswork, Pattern and Growth in Per-
sonality. He also helped to develop methods of personali-
ty assessment, including the A-S Reaction Study (1928),
with his brother Floyd Allport.

Examines the nature of prejudice

Allport was a man of diverse interests. During
World War |1, as a member of the National Research
Council, he began studying the social problem of spread-
ing rumors. In 1947 he published The Psychology of
Rumor with Leo Postman. Allport also was concerned
with racial and religious prejudice. His 1954 book, The
Nature of Prejudice, was a milestone study. As avisiting
consultant at the University of Natal in South Africain
1956, Allport predicted that the white supremacist cul-
tures of both South Africa and the American South
would be overthrown. Like his predecessor William
James, Allport also examined the psychology of religion
in The Individual and his Religion: A Psychological In-
terpretation (1950), in which he warned of the preju-
dicesthat could be fostered by institutionalized religions.

Gordon W. Allport (Archives of the History of American
Psychology. Reproduced with permission.)

During his career, Allport published 12 books and
more than 200 papers on psychology and held important
positions in American and foreign psychological associ-
ations. Allport was editor of the Journal of Abnormal
and Social Psychology from 1937 until 1949. Boston
University awarded him an honorary L.H.D. degreein
1958. He aso held honorary doctorates from Ohio Wes-
leyan University, Colby College, and the University of
Durham in England. He died of lung cancer in Cam-
bridge, Massachusetts, in 1967.

See also Personality development; Prejudice and
discrimination; Religion and psychology

Margaret Alic

Further Reading

Allport, G. W. “Autobiography.” In A History of Psychology in
Autobiography, edited by E. Boring and G. Lindzey.
Boston: Beacon Press, 1967.

Evans, Richard |. Gordon Allport, the Man and his Ideas. New
York: Dutton, 1971.

Maddi, Salvatore R. and Paul T. Costa. Humanism in Personal-

ogy: Allport, Maslow, and Murray. Chicago: AldineAther-
ton, 1972.
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Alzheimer’s disease

Alzheimer’s disease

An irreversible, progressive condition in which
nerve cells in the brain degenerate, and the size of
the brain decreases.

Alzheimer’s disease is the most common degenera-
tive brain disorder, although onset of the disease israre
before the age of 60. After that age, the incidence of
Alzheimer’s disease increases steadily, and more than
one-quarter of all individuals above the age of 85 have
this disease. In addition, Alzheimer’s disease is the cause
of about three-quarters of all cases of dementiain indi-
viduals above the age of 65. General interest and re-
search focusing on the cause and treatment of this condi-
tion have grown in recent years because the number of
elderly personsin the population isincreasing.

The cause of Alzheimer’s disease is not known, but
several theories of causality have been advanced. These
theories propose genetic, environmental, viral, immuno-
logical, biochemical, and other causes for the disease.
The specific features of Alzheimer’s disease vary from
individual to individual, but the general course of the
disease isfairly consistent in most cases. The symptoms
of the disease tend to be more severe at night. The first
stage of Alzheimer’s disease is usualy forgetfulness, ac-
companied by some anxiety and mild depression. This
usualy developsinto a more serious loss of memory, es-
pecially of recent events, moderate spatial and temporal
disorientation, loss of ability to concentrate, aphasia,
and increased anxiety. This set of symptomsis usually
followed by profound spatial and temporal disorienta-
tion, delusions, hallucinations, incontinence, general
physical decline, and death.

See also Dementia
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Brain tissue damaged by Alzheimer’s disease. (Photo by
Cecil Fox/Science Source. National Audubon Society
Collection/Photo Researchers, Inc. Reproduced by permission.)

Further Reading
Edwards, Allen. When Memory Fails. New York: Plenum, 1994.

Gregg, Daphna. Alzheimer’s Disease. Boston: Harvard Med-
ical School Health Publications, 1994.

American Academy of Child
and Adolescent Psychiatry

The American Academy of Child and Adolescent
Psychiatry (AACAP) represents over 6,500 child and
adolescent psychiatrists, all of whom have at least five
years of additional training beyond medical school in the
fields of general and child and adolescent psychiatry.
The members of the Academy actively research, diag-
nose, and treat psychiatric disorders affecting children
and adolescents and their families and support their ac-
tivities through a variety of programs.

The Academy was established in 1953 as the Ameri-
can Academy of Child Psychiatry with fewer than 100
members. Today the AACAP is adynamic, growing or-
ganization whose mission isto direct and respond quick-
ly to new developments in the health care environment,
particularly asthey affect the needs of children, adoles-
cents, and their families.

The Academy sponsors over 45 committees which
work to increase the areas of knowledge for Academy
members and the public, and to disseminate information,
including position statements on various issues such as
adolescent psychiatric hospitalization, pregnancy pre-
vention, and substance abuse.

The Academy’s strong commitment to furthering
the understanding and treatment of children and adoles-
centsis also reflected in the wide range of their activi-
ties, which include publishing the bi-monthly Journal of
the American Academy of Child and Adolescent Psychi-
atry and a quarterly Newsletter; promoting support for
research careers; providing a national continuing med-
ical education program and participating in the Ameri-
can Medical Association regarding innovationsin treat-
ment; and providing public information in the form of
Facts for Families, a collection of informational sheets
providing the most up-to-date material discussing cur-
rent psychiatric issues concerning children, adolescents,
and their families.

Further Information

American Academy of Child and Adolescent Psychiatry. 3615
Wisconsin Ave., N.W., Washington, DC 20016, (202)
966—7300. www.aacap.org/about/introduction.html.
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Americans with Disabilities
Act (ADA)

U.S. federal legislation (PL 101-336; 42 U.S.C.
12101) enacted in 1990 and designed to prohibit
certain forms of discrimination against individuals
with disabilities.

In 1990, approximately 40 million Americans could
be classified as having one or more physical or mental
disabilities. The Americans with DisabilitiesAct (ADA)
was enacted to legally address the widespread and seri-
ous socia problem of discrimination against these indi-
viduals in employment, housing, public accommoda-
tions, education, transportation, communication, public
service, and other areas. In addition to establishing en-
forceable standards in reference to discrimination against
individuals with disabilities and ensuring that the federal
government enforces those standards, the intent of this
legislation was to provide a clear national mandate for
the elimination of discrimination against individuals
with disabilities and to allow these individuals into the
economic and social mainstream of American life.

See also Disahility
Further Reading

Bowe, Frank. Equal Rights for Americans with Disabilities.
New York: Franklin Watts, 1992.

Ames Room

Specially constructed space that demonstrates as-
pects of visual perception.

People make sense out of visual scenes by relying on
various cues. The Ames Room is a specially constructed
space that demonstrates the power of these cues. Normal-
ly, people use monocular depth cues such as relative size
and height in the visual plane as indicators of depth. If
two people of similar size stand a distance part, the one
closer to the viewer appears larger. Similarly, the person
farther away appears higher in the visua plane.

An Ames Room is constructed to look like a normal
room. In reality, the floor slants up on one side and, at
the same time, slopes up from front to back. Finally, the
back wall is slanted so that one side is closer to the view-
er than the other. The figure below shows a top view of
the shape of the room and the spot from which the view-
er looks at the scene.

If one person stands at the back right corner of the
room (Person B), and another person at the left corner (Per-

sonA), Person A should appear somewhat smaller than Per-
son B because Person A isfarther from the viewer. Howev-
er, because the room is constructed so that the back wall
looks normal, the viewer has no depth cues and Person A
appears unusualy small, while Person B appears very large.
If aperson moves from one corner to the other, he givesthe
illusion of shrinking or growing as he moves. That is, the
cues that people normally use for size are so powerful that
viewers see things that could not possibly be true.

Amnesia

A partial or total loss of memory.

There are numerous causes of amnesia, including
stroke, injury to the brain, surgery, alcoholism, en-
cephalitis, and electroconvulsive ther apy. Contrary to
the popular notion of amnesia—in which a person suf-
fers a severe blow to the head, for example, and cannot
recall his or her past life and experiences—the principal
symptom of amnesiais the inability to retain new infor-
mation, beginning at the point at which the amnesia
began. The capacity to recall past experiences may vary,
depending on the severity of the amnesia.

There are two types of amnesia: retrograde and an-
terograde. Retrograde amnesiarefersto the loss of mem-
ory of one's past, and can vary from person to person.
Some retain virtually full recall of things that happened
prior to the onset of amnesia; others forget only their re-
cent past, and still otherslose all memory of their past
lives. Anterograde amnesia refers to the inability to re-
call events or facts introduced since the amnesia began.

Amnesiacs often appear perfectly normal. Motor
skills such as tying laces and bows and bike riding are
retained, as is the ability to read and comprehend the
meaning of words. Because of this phenomenon, re-
searchers have suggested that there is more than one area
of the brain used to store memory. General knowledge
and perceptual skills may be stored in amemory separate
from the one used to store personal facts.

The most famous study of amnesia involves a patient
called H.M., who in 1953 underwent brain surgery de-
signed to treat his epilepsy. Following the surgery, he
could recall all the events of his past life up until three
weeks before the operation. However, H.M. could no
longer function normally because he had lost the ability to
learn new facts and associations. For example, he could
not recognize his doctor from day to day or hour to hour.

Childhood amnesia, aterm coined by Anna Freud
in the late 1940s, refers to the fact that most people cannot
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American Psychiatric Association

recall childhood experiences during the first three to five
years of life. It has been suggested that this type of amne-
sia occurs because children and adults organize memories
in different ways based on their brain’s physical develop-
ment. Others believe children begin remembering facts
and events once they have accumulated enough experi-
enceto be able to relate experiences to each other.

See also Fugue

Further Reading

Atkinson, RitaL.; Richard C. Atkinson; Edward E. Smith; and
Ernest R. Hilgard. Introduction to Psychology . 9th ed.
San Diego: Harcourt Brace Jovanovich, 1987.

Bolles, Edmund Blair. Remembering and Forgetting: An In-
quiry into the Nature of Memory. New York: Walker and
Co., 1988.

Zimbardo, Philip G. Psychology and Life. 12th ed. Glenview,
IL: Scott, Foresman, 1989.

American Psychiatric
Association

A national medical society whose approximately
40,500 members—physicians and medical stu-
dents—specialize in the diagnosis and treatment of
mental and emotional disorders.

The oldest medical specialty society in the United
States, the American Psychiatric Association was found-
ed in October 1844, when thirteen physicians who spe-
cialized in the treatment of mental and emotional disor-
ders met in Philadel phia and founded the Association of
Medical Superintendents of American Institutions for the
Insane. (It isinteresting to note that this forerunner of the
American Psychiatric Association preceded the American
Medical Association, which was founded in 1847.) The
goals of the physicians meeting in Philadel phia were to
communicate professionally, cooperate in the collection
of data, and improve the treatment of the mentally ill.

The American Psychiatric Association’s objectives
are still designed to advance care for people with mental
illnesses: to improve treatment, rehabilitation, and care
of the mentally ill and emotionally disturbed; to promote
research, professional education in psychiatry and allied
fields, and the prevention of psychiatric disabilities; to
advance the standards of psychiatric services and facili-
ties; to foster cooperation among those concerned with
the medical, psychological, social and legal aspects of
mental health; to share psychiatric knowledge with
other practitioners of medicine, scientists, and the pub-
lic; and to promote the best interests of patients and oth-
ersactually or potentialy using mental health services.

The American Psychiatric Association supports psy-
chiatrists and their service to patients through publica-
tions such as the American Journal of Psychiatry, the
oldest specialty journal in the United States, and the Psy-
chiatric News, the Association’s official newsletter, as
well as numerous books, journals, and reports. The Asso-
ciation's annual meeting attracts more than 15,000 atten-
dees and features hundreds of sessions and presenters.
Additionally, the Association schedules more than 200
meetings each year among its councils, committees, and
task forces to advance the cause of mental health. The
American Psychiatric Association also offers a compre-
hensive continuing medical education program to its
members. The Diagnostic and Statistical Manual of
Mental Disorders (DSM-1V), an authoritative reference
work, is published by American Psychiatric Association.

See also Diagnostic and Satistical Manual of Men-
tal Disorders

Further Information
American Psychiatric Association. 1400 K Street, NW, Wash-
ington, D.C. 20005, (202) 682—-6000.

American Psychological
Association (APA)

The American Psychological Association (APA)
was founded in July 1892, and by the 1990s, it was both
the world’s largest association of psychologists and the
major organization representing psychology in the Unit-
ed States. APA has 159,000 members and affiliates (stu-
dents and high school teachers) from around the world.
APA sponsors approximately 50 specialty divisions.

The program of the APA is organized in four direc-
torates, namely Science, Practice, Public Interest, and
Education, all of which contribute to the goal of seeking
ways to increase human wellness through an understand-
ing of behavior. The Science Directorate promotes the
exchange of ideas and research findings through conven-
tions, conferences, publications, and traveling museum
exhibits. It also helps psychologists locate and obtain re-
search funding. The Practice Directorate promotes the
practice of psychology and the availability of psycholog-
ical care. It lobbies both federal and state legislatures on
issues such as health care reform, regulatory activities
such as state licensure, and public service such as the pro
bono services provided through the Disaster Response
Network. The Public Interest Directorate supports the
application of psychology to the advancement of human
welfare through program and policy development, con-
ference planning, and support of research, training, and

32 GALE ENCYCLOPEDIA OF PSYCHOLOGY, 2ND EDITION



advocacy in areas such as minority affairs, women'sis-
sues, and lesbian and gay concerns. The Education Di-
rectorate serves to advance psychology in its work with
educational institutions, professional agencies, and pro-
grams and initiatives in education.

APA publishes books as well as more than 24 scien-
tific and professional journals and newsletters, including
APA Monitor and American Psychologist. Since 1970,
PsychINFO, a worldwide computer database, has pro-
vided references in psychology and related behavioral
and socia sciences. The week-long APA annual conven-
tion is the world's largest meeting of psychologists.
More than 15,000 psychologists attend, and have oppor-
tunities to attend the presentation of more than 3,000 pa-
pers, lectures, and symposia.

See also American Psychological Society (APS);
National Association for Mental Health; National Insti-
tute of Mental Health

Further Information
American Psychological Association. 1200 Seventeenth Street
NW, Washington, D.C. 20036, (202) 336-5500.

American Psychological
Society (APS)

Organization devoted to academic, applied, and
science-oriented psychology.

The American Psychological Society was founded
in 1988 to represent the interests of academic, applied,
and science-oriented psychology and psychologists. The
formation of APS originated from the Assembly for Sci-
entific and Applied Psychology (ASAP), agroup that at-
tempted to reform the American Psychological Associ-
ation (APA) to give the scientists greater representation
and autonomy. As of early 1996, the APS had about
15,000 members.

Headquartered in Washington, D.C., APS pridesit-
self on its strong, committed leader ship and minimal
bureaucracy. It publishes two bimonthly journals, Psy-
chological Science and Current Directions in Psycholog-
ical Science, and produces a monthly newsletter. The
APS holds annual conventions and actively lobbies Con-
gress for funds to support scientifically oriented research
projectsin psychology. In 1991, it initiated a national be-
havioral science research agenda known as the Human
Capital Initiative (HCI). The goal of HCI isto apply the
knowledge gained from scientific psychology to address
such social ills asilliteracy, substance abuse, violence, as
well as mental and physical health.

Further Information
American Psychological Society. 1010 Vermont Avenue, Suite
1100, Washington, D.C. 20005, (202) 783-2077.

Anaclitic depression

See Depression

Anal stage

See Psychosexual development

Anne Anastasi

1908-

American psychologist instrumental in developing
psychometrics—how psychological traits are influ-
enced, developed, and measured.

In her long and productive career, Anne Anastasi has
produced not only several classic texts in psychology but
has been a major factor in the development of psycholo-
gy as a quantitative behavioral science. To psychology
professionals, the name Anastasi is synonymous with
psychometrics, since it was she who pioneered under-
standing how psychological traits are influenced, devel-
oped, and measured. In 1987 she was rated by her peers
as the most prominent living woman in psychology in
the English-speaking world.

AnneAnastas was born December 19, 1908, in New
York City, the only child of Anthony and Theresa Gau-
diosi. Her father, who died when she was only one year
old, worked for the New York City Board of Education.
Soon after his death, her mother experienced such a deep
split with her father’s relatives that they would never be a
part of her life. From then on, she was raised by her moth-
er, grandmother, and great uncle. Her mother was com-
pelled to find ajob, and eventually she became office man-
ager of one of the largest foreign newspapersin New York,
Il Progresso Italo-Americano. Meanwhile, the precocious
and intelligent young Anastasi was educated at home by
her grandmother, and it was not until the sixth grade that
she entered the public school system. After graduating
from P.S. 33 in the Bronx at the top of her class, she attend-
ed Evander Childs High School, but found the entire expe-
rience dispiriting and dropped out after two months.
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Anne Anastasi

Skips high school and discovers psychology
at Barnard College

The dilemma of a 13-year old girl leaving high
school after only two months was solved by an insightful
family friend, |da Stadie, who suggested that she prepare
to skip high school and go directly to college. Since
Barnard College in New York City did not specify ahigh
school degree as an admissions requirement, Anastasi
decided she need only submit the results of her College
Entrance Examination Board tests. After taking two
years to prepare at the Rhodes Preparatory School in
Manhattan, she took the tests and was admitted to
Barnard Collegein 1924 at the age of 15.

Mathematics had been her first love since el ementary
school, and at Barnard she was placed in all the advanced
math classes. During her sophomore year, however, she
took a course in developmental psychology with the de-
partment chairman, Harry L. Hollingworth, whose stimu-
lating lectures made her intellectually curious about the
discipline. In that course, she encountered a psychology
article by Charles Spear man, whose intriguing work on
correlation coefficients showed her that it was possible to
combine mathematics and psychology. Convinced she
had found the best of both worlds, she enrolled in the
Barnard’s Honors Program in psychology for her last two
years, and received her B.A. in 1928 at the age of 19,
having been elected to Phi Beta Kappa and having won
the Caroline Duror Graduate Fellowship, “awarded to the
member of the graduating class showing the greatest
promise of distinction in her chosen line of work.”

Receives Ph.D., teaches at 21, and writes
classic text at 29

Having taken graduate courses at Columbia Universi-
ty while still at Barnard, she applied there after graduation
and was allowed to skip the master’s degree and to go di-
rectly for her Ph.D. in genera experimental psychology.
At thistime, Columbia's psychology department provided
agtimulating and lively environment, made more enlight-
ening by its summer sessions that were visited by eminent
psychologists. During her second year at Columbia, Anas-
tasi began to specialize, and it was then that she decided
on the complex field of differential psychology. Asthe
branch of psychology that deals with individual and group
differencesin behavior, it is a highly quantitative field of
study, and therefore much to her liking.

As she had planned, Anastasi received her Ph.D. from
Columbia in only two years, and in 1930 returned to
Barnard to begin teaching. Three years later, she married
psychologist John Porter Foley Jr., a fellow Columbia
Ph.D. student. In 1939 she left Barnard to become assi stant

professor and sole member of the newly created Psycholo-
gy Department at Queens College of the City of New York.
After the war, she left Queens Coallegein 1947 to become
associate professor of psychology in the Graduate School
of Arts and Sciences at Fordham University, and full pro-
fessor in 1951. She remained there until her retirement in
1979, when she became a professor emeritus.

The focus of her research, writing, and teaching has
been on the nature and measurement of psychological
traits. In her landmark work, Psychological Testing,
Anastasi emphasizes the ways education and heredity
influence trait development, and then goes on to demon-
strate how the measurement of those traits is affected by
such variables as training, culture, and language differ-
ences. Throughout her work, the “nature-nurture” con-
troversy is dominant, and typically, she argues that psy-
chologists have been incorrect seeking to explain behav-
ior by using one or the other. She states, rather, that nei-
ther exists apart from the other, and that psychologists
should be questioning how the two interact.

At least two of Anastasi’s other books are consid-
ered classics in the field and are found in many transla-
tions around the world. The recipient of several honorary
degrees, she became in 1972 the first woman to be elect-
ed president of the American Psychological Association
in 50 years. In 1987 her career achievements were recog-
nized when she was presented the National Medal of
Science by President Ronald Reagan.

Anastasi’s life has not been entirely trouble-free, as
she had to survive adiagnosis of cervical cancer in 1934.
When the successful radiation therapy left her unable to
have children, she looked only at the positive aspects of
her condition and stated that she was able to focus solely
on her career without guilt. A well-rounded individual
with an avocational interest in art, she continued her pro-
fessional writing, speaking, and organizational activities
long past the time when most people have fully retired.

See also Nature-nuture controversy

Leonard C. Bruno
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Anger

One of the primordial emotions, along with fear,
grief, pain, and joy.

Anger is usually caused by the frustration of at-
tempts to attain agoal, or by hostile or disturbing actions
such asinsults, injuries, or threats that do not come from
afeared source. The sources of anger are different for
people at different periodsin their lives. The most com-
mon cause of anger in infants, for example, is restraint of
activity. Children commonly become angry due to re-
strictive rules or demands, lack of attention, or failureto
accomplish atask. As children reach adolescence and
adulthood, the primary sources of anger shift from phys-
ical constraints and frustrations to social ones. In adults,
the basis of anger include disapproval, deprivation, ex-
ploitation, manipulation, betrayal, and humiliation, and
the responses to it become less physical and more social
with age. The tantrums, fighting, and screaming typical
of childhood give way to more verbal and indirect ex-
pressions such as swearing and sarcasm. Physical vio-
lence does occur in adults, but in most situations it is
avoided in deference to social pressures.

Like fear, anger is abasic emotion that provides a
primitive mechanism for physical survival. The physio-
logical changes that accompany anger and fear are very
similar and include increased heart rate and blood pres-
sure, rapid breathing, and muscle tension. However,
anger produces more muscle tension, higher blood pres-
sure, and a lower heart rate, while fear induces rapid
breathing. Unlike the adrenalin-produced “fight or
flight” response that characterizes fear, anger is attrib-
uted to the secretion of both adrenalin and another hor-
mone, noradrenalin. Other physical signs of anger in-
clude scowling, teeth grinding, glaring, clenched fists,
chills and shuddering, twitching, choking, flushing or
paling, and numbness.

People use a number of defense mechanisms to
deal with anger. They may practice denial, refusing to
recognize that they are angry. Such repressed anger often
finds another outlet, such as a physical symptom. Anoth-
er way of circumventing anger is through passive ag-
gression, in which anger is expressed covertly in away
that prevents retaliation. Both sarcasm and chronic late-
ness are forms of passive aggression. In the classroom, a
passive aggressive student will display behavior that is

subtly uncooperative or disrespectful but which provides
no concrete basis for disciplinary action. Passive aggres-
sive acts may even appear in the guise of a service or
favor, when in fact the sentiments expressed are those of
hostility rather than altruism. Some of the more extreme
defenses against anger are paranoia, in which anger is
essentially projected onto others, and bigotry, in which
such a projection is targeted at members of a specific
racial, religious, or ethnic group.

See also Aggression
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Animal experimentation

The use of destructive and nondestructive testing
upon various animal species in order to better un-
derstand the mechanisms of human and animal be-
haviors, emotions, and thought processes.

Biologists believe that chimpanzees share at |east
98.4 percent of the same DNA as humans. Gorillas have
a genetic composition which is at least 97 percent con-
sistent with that of humans. Because the advancement of
scientific technology has increasingly demonstrated sim-
ilarities between animals and people, popular attitudes
toward the use of animalsin research and scientific ex-
perimentation have changed considerably. Ironically, this
knowledge of the close genetic bond between species
has enhanced the interest in animal experimentation.
Nevertheless, evidence of animals as “sentient” beings,
capable of a wide range of emotions and thought
processes, has led scientists and animal activists to
search for alternative ways to study behavior without
victimizing animals. Although most psychology research
does not involve deadly disease or experimental patholo-
gy, it often involves unrelenting or quantitative mental,
physical, and psychological stress—all of which animals
are capable of experiencing.
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Animal experimentation

Animal rights activists, protesting the use of animals in laboratory experiments by dressing in monkey suits, block the
entrance to the Department of Health and Human Services in Washington, D.C. (Corbis-Bettmann. Reproduced with permission.)

History

Charles Darwin's theory of evolution in 1859 be-
came the scientific rationale for using animal experi-
ments to learn more about humans. In the late nineteenth
century, lvan Pavlov’s experiments in the devel opment
of “conditioned” responsesin dogs (salivation) helped to
foster an increasingly authoritative school of psychology
known as behaviorism. The contemporary human treat-
ment regimen known as behavior modification is fash-
ioned from parallels drawn on these early experimentsin
operant conditioning.

In 1876, England passed the British Cruelty to Ani-
mals Act, which regulated animal experimentation. Still,
behaviorist thinking at that time denied animals any psy-
che or emotion. Academic journals described animal be-
havior only in terms of physiologic response to stimuli,
with no mention of any psychological consegquence.

In later years, the behaviorist theories were over-
shadowed by the development and spread (from Europe
to the United States) of ethology which concerns itself
with genetic predisposition, or innate/instinctive behav-
ior and knowledge. This theory continues to prevail in

the United States, but in terms of relevance, it is tem-
pered by the reality that between 85 and 90 percent of all
animal experimentation is conducted on species not suf-
ficiently similar to humans to draw dispositive parallels.
The majority of all animal research in the field of psy-
chology is conducted on various rodent species (rats,
mice, hamsters, etc.) or birds as |aboratory subjects.

Australian philosopher Peter Singer made the case
for an end to animal experimentation with his 1975
book, Animal Liberation. Coinciding with his book was
the comprehensive and sensitive research of such etholo-
gists as Jane Goodall and Dian Fossey, who suggested
that primates were capable of a full spectrum of emo-
tions, including love, sorrow, jealousy, humor, and de-
ceit. These animals also learned to communicate with
humans by using over 300 learned signs in American
Sign Language. Studies with other species produced
similar results. During the late 1990s, an African gray
parrot named Alex, who was being studied at the Arizona
State University, fell ill and was required to spend the
night alone at a veterinary clinic. When his keeper at-
tempted to leave the room at the clinic, Alex cried out,
“Come here, | love you, I'm sorry. Wanna go back.”
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Such examples of the yet-unknown extent of emotional,
psychological, and behavioral capacity in other species
have cast new doubts on the scientific rationale for the
continuation of captive animal experimentation.

Current trends

Animal experimentation is still widely used in psy-
chological research. Animals are used in projects of
many types from alcohol-induced aggression to pain
medication. A 1999 medical study questioned whether
animal experimentation on the neuroendocrine mecha-
nisms in laboratory rats might provide a better under-
standing of human bisexuality. However, the trend in
academia seems to be following the popular distaste for
animal experimentation. A British study of undergradu-
ate students enrolled in psychology classes during the
1990s showed that students in psychology were lessin
favor of animal testing than students in medicine, and
second-year students were less in favor of such research
than first-year students. Several articles have been pub-
lished which address the general lack of acknowledg-
ment, in leading introductory psychology textbooks, of
contributions made by animal subjects.

According to the American Psychological Associa-
tion (APA), less than 10 percent of pure psychological
research uses animals as subjects. This estimate does not
include animal subjects used for cross-over medical ex-
perimentation, such as in the related field of neuropsy-
chology. Best estimates for the total number of animal
subjects in all medical/psychological research is about
20 million per year. Of the animals used in psychological
research, 90 percent are rodents and birds.

Concerns about animal cruelty have led to the search
for alternative methodol ogies. Of great promisein thisre-
gard is computer simulation technology. As early as
1996, psychology students were able to study “shaping”
and partial reinforcement in operant conditioning, by
using a computer-created “virtual rat” named Sniffy.
Commensurate with such technological developments
and their refinements, statistics have shown a slow but
consistent yearly decline in animal experimentation
through 1999.

Lauri R. Harding
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Anorexia

An eating disorder where preoccupation with diet-
ing and thinness leads to excessive weight loss
while the individual continues to feel fat and fails
to acknowledge that the weight loss or thinness is a
problem.

Symptoms of anorexia, or anorexia nervosa, include
significant weight loss, continuation of weight loss de-
spite thinness, persistent feeling of being fat even after
weight loss, exaggerated fear of gaining weight, loss of
menstrual periods, preoccupation with food, calories, nu-
trition and/or cooking, dieting in secret, compulsive ex-
ercising, sleep disorders, and a pattern of binging and
purging. The condition also has psychosexual effects.
The sexual development of anorexic adolescents is ar-
rested, while adults who have the disease generally lose
interest in sex. While the term anorexia literally means
“loss of appetite,” anorexics generally do feel hunger but
still refuse to eat.

The great majority of anorexics (about 95 percent)
are women. Risk factors for the disorder may include a
history of alcoholism and/or depression, early onset of
puberty, tallness, perfectionism, low self-esteem, and
certain illnesses such as juvenile diabetes. Psychosocial
factors associated with the disease are over-controlling
parents, an upwardly mobile family, and a culture that
places excessive value on femal e thinness. Emotionally,
anorexia often involves issues of control; the typical
anorexic is often a strong-willed adolescent whose aver-
sion to food is a misdirected way of exercising autonomy
to compensate for alack of control in other areas of his
or her life.

Medical consequences of anorexia may include in-
fertility, osteoporosis, lower body temperatures, lower
blood pressure, slower pulse, a weakened heart, lanugo
(growth of fine body hair), bluish hands and feet, consti-
pation, slowed metabolism and r eflexes, loss of muscle
mass, and kidney and heart failure. Anorexics also have
been found to have abnormal levels of several neurotrans-
mitters, which can, in turn, contribute further to depres-
sion. People suffering from anorexia often must be hospi-
talized for secondary medical effects of the condition.
Sometimes the victim must be force-fed in order to be
kept alive. Due to medical complications as well as emo-
tional distress caused by the disorder, anorexia nervosais
one of the few mental disorders that can be fatal. The
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Antidepressants

The body of a woman with anorexia. (Biophoto Associates/
Science Source. Photo Researchers, Inc. Reproduced with
permission.)

American Psychiatric Association estimates that mor-
tality rates for anorexiamay be as high as 5 to 18 percent.

According to the National Association of Anorex-
ia Nervosa and Associated Disorders (ANAD),
anorexia nervosa and its related disorders, bulimia
and binge eating disorder, afflict an estimated seven
million women and one million men in the United
States. The peak times of onset are ages 12 to 13 and
age 17. The American Anorexia and Bulimia Associa-
tion (AABA) calculates that as many as 1 percent of
teenage girls become anorexic and 10 percent of those
may die as aresult.

In order to reduce the risks of eating disorders,
cultural ideal's connecting thinness and beauty to self-
worth and happiness must change so that children es-
tablish healthier attitudes and eating behaviors, and
learn to value themselves and others for intrinsic qual-
ities, rather than extrinsic ones focusing on appear-

ance. Treatment and cure for anorexia are possible
through skilled psychiatric intervention that includes
medical evaluation, psychotherapy for the individual
and family group, nutritional counseling, and possibly
medication and/or hospitalization. With treatment and
the passage of time, about 70 percent of anorexics
eventually recover and are able to maintain a nor mal
body weight.

The American Anorexia and BulimiaAssociation is
the principal and oldest national non-profit organization
working for the prevention, treatment, and cure of eating
disorders. Itsmission isinclusive of sufferers, their fami-
lies, and friends. The AABA publishes a quarterly
newsl etter reviewing developments in research and pro-
gramming. It also organizes areferral network which in-
cludes educational programs and public information ma-
terials, professional services and outpatient programs,
patient and parent support groups, and training of recov-
ered patients as support group facilitators.

See also Body image; Bulimia
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Antidepressants

Medications used to treat depression.

The two most common types of antidepressants are
tricyclic antidepressants (TCASs) and selective serotonin
re-uptake inhibitors (SSRIs). Examples of TCAs in-
clude nortriptyline (also known by the brand name
Pamelor), imipramine (Tofranil), and desipramine
(Norpramin). Examples of SSRIs include fluoxetine
(Prozac), sertraline (Zoloft), and paroxetine (Paxil).
Clinical studies have shown that some people benefit
from these medications.
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Tricyclic antidepressants (TCAs)

Before using TCAS, it is necessary to have a medical
history and examination of the patient, including an elec-
trocardiogram (EKG). Not everyone develops side ef-
fects when taking TCAs, but the most common side ef-
fectsinclude: dry mouth, impaired ability to focus vi-
sion at close range, constipation, urinary hesitation,
dizziness, weight gain, and sedation. TCAs may produce
minor cardiovascular changes such as orthostatic hy-
potension (low blood pressure when the person stands
up, often causing light-headedness), hypertension, rapid
heart beat, and minor changesin the electrical activity of
the heart, which may show in the electrocardiogram
(EKG). Most of these side effects can be minimized by
dowly adjusting the dose of the drug.

During treatment with TCAs, patients should be
monitored by a physician trained in the management of
these medications. It is recommended that he or she per-
form regular blood pressure, heart rate, and EKG moni-
toring. TCAs may interact with other medications the pa-
tient istaking, so it is important to consult a doctor be-
fore doing so. Finally, the TCAs should not be stopped
abruptly, as this may induce mild withdrawal side effects
(malaise, chills, stomachache, flu-like symptoms).
Though they are safe if carefully monitored and taken as
prescribed, TCAs can be lethal if taken in overdose.

Selective serotonin re-uptake inhibitors
(SSRIs)

The reports that SSRIs are effective in treating
adults with major depressive disorder (MDD), together
with the findings that SSRIs have arelatively benign side
effect profile, low lethality after an overdose, and once-
a-day administration, have encouraged the use of SSRIs.

Several studies have reported 70-90% response rate to
fluoxetine or sertraline for the treatment of adolescents
with major depressive disorder, but the results of these
studies are not conclusive because they have methodol ogi-
cal limitations. A recent, large, well-performed investiga-
tion showed that fluoxetine was more effective for the
treatment of depressed children and adolescents than a
placebo. Despite the significant response to fluoxetine,
many patients had only partial improvement.

Overall, the SSRIs have similar effectiveness and
side effects as TCAs. The most common side effects in-
clude nausea, stomachache, diarrhea, headaches, mild
tremors, sweating, sleep disturbance, sedation, restless-
ness, lack of appetite, decreased weight, vivid dreams,
and sexual dysfunction (inability to have an orgasm or
delayed gjaculation). Most of these side effects are tem-
porary and may be diminished by reducing the dose or

discontinuing the medication. There are no specific labo-
ratory tests required before administering SSRIs. These
drugs do have potentially harmful interactions with sev-
eral commonly prescribed drugs; therefore, all physi-
cians should be informed if someoneistaking an SSRI.

Patients who do not respond to treatment

The most common reasons for failure of treatment
are inadequate medication dosage or length of medica-
tion trial, lack of compliance with treatment, exposure to
chronic or severe life events that require different modal-
ities of therapy, existence of other psychiatric disorders
(e.g., substance abuse, anxiety disorder), and misdiagno-
sis. In adults with resistant depression, several types of
combinations of medications and ECT (electroconvul-
sive therapy) have been found to be useful.

Antisocial behavior

A pattern of behavior that is verbally or physically
harmful to other people, animals, or property, in-
cluding behavior that severely violates social ex-
pectations for a particular environment.

Antisocia behavior can be broken down into two
components: the presence of antisocial (i.e., angry, ag-
gressive, or disobedient) behavior and the absence of
prosocial (i.e., communicative, affirming, or coopera-
tive) behavior. Most children exhibit some antisocial be-
havior during their development, and different children
demonstrate varying levels of prosocial and antisocial
behavior. Some children may exhibit high levels of both
antisocia and prosocia behaviors; for example, the pop-
ular but rebellious child. Some, however, may exhibit
low levels of both types of behaviors; for example, the
withdrawn, thoughtful child. High levels of antisocial
behavior are considered a clinical disorder. Young chil-
dren may exhibit hostility towards authority, and be di-
agnosed with oppositional-defiant disorder. Older chil-
dren may lie, steal, or engage in violent behaviors, and
be diagnosed with conduct disorder. Mental health
professionals agree, and rising rates of serious school
disciplinary problems, delinquency, and violent crime in-
dicate, that antisocial behavior in general isincreasing.
Thirty to 70% of childhood psychiatric admissons are
for disruptive behavior disorders, and diagnoses of be-
havior disorders are increasing overall. A small percent-
age of antisocial children grow up to become adults with
antisocial personality disorder, and a greater propor-
tion suffer from the social, academic, and occupational
failures resulting from their antisocial behavior.
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Antisocial behavior

Causes and characteristics

Factors that contribute to a particular child's antiso-
cial behavior vary, but usually they include some form of
family problems (e.g., marital discord, harsh or inconsis-
tent disciplinary practices or actual child abuse, frequent
changes in primary caregiver or in housing, learning or
cognitive disabilities, or health problems). Attention
deficit/hyperactivity disorder is highly correlated with
antisocial behavior. A child may exhibit antisocial be-
havior in response to a specific stressor (such as the
death of a parent or a divorce) for alimited period of
time, but thisis not considered a psychiatric condition.
Children and adolescents with antisocial behavior disor-
ders have an increased risk of accidents, school failure,
early alcohol and substance use, suicide, and criminal
behavior. The elements of a moderate to severely antiso-
cial personality are established as early as kindergarten.
Antisocial children score high on traits of impulsive-
ness, but low on anxiety and reward-dependence—that
is, the degree to which they value, and are motivated by,
approval from others. Yet underneath their tough exterior
antisocial children have low self-esteem.

A salient characteristic of antisocial children and
adolescents is that they appear to have no feelings. Be-
sides showing no care for others' feelings or remorse for
hurting others, they tend to demonstrate none of their
own feelings except anger and hostility, and even these
are communicated by their aggressive acts and not neces-
sarily expressed through affect. One analysis of antiso-
cial behavior isthat it is a defense mechanism that helps
the child to avoid painful feelings, or else to avoid the
anxiety caused by lack of control over the environment.

Antisocial behavior may also be a direct attempt to
alter the environment. Social learning theory suggests
that negative behaviors are reinforced during childhood
by parents, caregivers, or peers. In one formulation, a
child's negative behavior (e.g., whining, hitting) initially
serves to stop the parent from behaving in ways that are
aversive to the child (the parent may be fighting with a
partner, yelling at a sibling, or even crying). The child
will apply the learned behavior at school, and a vicious
cycle setsin: he or she is rejected, becomes angry and at-
tempts to force his will or assert his pride, and is then
further rejected by the very peers from whom he might
learn more positive behaviors. As the child matures,
“mutual avoidance” sets in with the parent(s), as each
party avoids the negative behaviors of the other. Conse-
quently, the child receives little care or supervision and,
especially during adolescence, is free to join peers who
have similarly learned antisocial means of expression.

Different forms of antisocia behavior will appear in
different settings. Antisocial children tend to minimize

the frequency of their negative behaviors, and any reli-
able assessment must involve observation by mental
health professionals, parents, teachers, or peers.

Treatment

The most important goals of treating antisocial be-
havior are to measure and describe the individual child’s
or adolescent’s actual problem behaviors and to effective-
ly teach him or her the positive behaviors that should be
adopted instead. In severe cases, medication will be ad-
ministered to control behavior, but it should not be used
as substitute for therapy. Children who experience explo-
sive rage respond well to medication. Ideally, an interdis-
ciplinary team of teachers, social workers, and guidance
counselors will work with parents or caregivers to pro-
vide universal or “wrap-around” servicesto help the child
in all aspects of his or her life: home, school, work, and
social contexts. In many cases, parents themselves need
intensive training on modeling and reinforcing appropri-
ate behaviorsin their child, aswell asin providing appro-
priate discipline to prevent inappropriate behavior.

A variety of methods may be employed to deliver
social skillstraining, but especially with diagnosed anti-
socia disorders, the most effective methods are systemic
therapies which address communication skills among the
whole family or within a peer group of other antisocial
children or adolescents. These probably work best be-
cause they entail actually developing (or redevel oping)
positive relationships between the child or adolescent
and other people. Methods used in social skills training
include modeling, role playing, corrective feedback, and
token reinforcement systems. Regardless of the method
used, the child's level of cognitive and emotional devel-
opment often determines the success of treatment. Ado-
|escents capable of learning communication and prob-
lem-solving skills are more likely to improve their rela-
tions with others.

Unfortunately, conduct disorders, which are the pri-
mary form of diagnosed antisocial behavior, are highly
resistant to treatment. Few institutions can afford the
comprehensiveness and intensity of services required to
support and change a child’s whole system of behavior;
in most cases, for various reasons, treatment is terminated
(usually by the client) long before it is completed. Often,
the child may be fortunate to be diagnosed at al. Schools
are frequently the first to address behavior problems, and
regular classroom teachers only spend alimited amount
of time with individual students. Special education
teachers and counsel ors have a better chance at ingtituting
long-term treatment programs—that is, if the student
stays in the same school for a period of years. One study
showed teenage boys with conduct disorder had had an
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average of nine years of treatment by 15 different institu-
tions. Treatments averaged seven months each.

Studies show that children who are given social
skillsinstruction decrease their antisocial behavior, espe-
cially when the instruction is combined with some form
of supportive peer group or family therapy. But the
long-term effectiveness of any form of therapy for anti-
socia behavior has not been demonstrated. The fact that
peer groups have such a strong influence on behavior
suggests that schools that employ collaborative learning
and the mainstreaming of antisocial students with regu-
lar students may prove most beneficial to the antisocial
child. Because the classroom is a natural environment,
learned skills do not need to be transferred. By judi-
ciously dividing the classroom into groups and explicitly
stating procedures for group interactions, teachers can
create opportunities for positive interaction between an-
tisocial and other students.

See also Antisocial personality disorder; Conduct dis-
order; Oppositional-defiant disorder; Peer acceptance
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Antisocial personality
disorder

A behavior disorder developed by a small percent-
age of children with conduct disorder whose be-

havior does not improve as they mature. Also
known as sociopathy or psychopathy.

About 3% of males and 1% of females develop anti-
social personality disorder, which is essentially the adult

version of childhood conduct disorder. Antisocial per-
sonality disorder is only diagnosed in people over age 18,
the symptoms are similar to those of conduct disorder,
and the criteriafor diagnosis include the onset of conduct
disorder before the age of 15. According to the Diagnos-
tic and Statistical Manual of Mental Disorders (DSM-
V), people with antisocial personality disorder demon-
strate a pattern of antisocial behavior since age 15.

The adult with antisocial personality disorder dis-
plays at least three of the following behaviors:

» Fails to conform to social norms, as indicated by fre-
quently performing illegal acts, and pursuing illegal oc-
cupations.

* Is deceitful and manipulative of others, often in order
to obtain money, sex, or drugs.

* Is impulsive, holding a succession of jobs or resi-
dences.

* Isirritable or aggressive, engaging in physical fights.

* Exhibits reckless disregard for safety of self or others,
misusing motor vehicles or playing with fire.

* Is consistently irresponsible, failing to find or sustain
work or to pay bills and debts.

» Demonstrates lack of remorse for the harm his or her
behavior causes others.

Anindividual diagnosed with antisocial personality
disorder will demonstrate few of his or her own feelings
beyond contempt for others. This lack of affect is
strangely combined with an inflated sense of self-worth
and often a superficial charm, which tends to mask their
inner apathy. Authorities have linked antisocial personal-
ity disorder with abuse, either physical or sexual, during
childhood, neurological disorders (which are often undi-
agnosed), and low 1Q. Those with a parent with an anti-
social personality disorder or substance abuse problem
are more likely to develop the disorder. The antisocially
disordered person may be poverty-stricken, homeless, a
substance abuser, or have an extensive criminal record.
Antisocial personality disorder is associated with low so-
cioeconomic status and urban settings.

Treatment

Antisocial personality disorder is highly unrespon-
sive to any form of treatment. Although there are med-
ications available that could quell some of the symptoms
of the disorder, noncompliance or abuse of the drugs pre-
vents their widespread use. The most successful treat-
ment programs are long-term, structured residential set-
tings in which the patient systematically earns privileges
as he or she modifies behavior. Some form of dynamic
psychotherapy is usually given along with the behavior
modification. The therapist’s primary task is to establish
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Anxiety/Anxiety disorders

arelationship with the patient, who has usually had very
few relationshipsin hisor her life and is unable to trust,
fantasize, feel, or learn. The patient should be given the
opportunity to establish positive relationships with as
many people as possible and be encouraged to join self-
help groups or prosocial reform organizations.

See also Antisocia behavior; Conduct disorder; Op-
positional-defiant disorder; Peer acceptance
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Anxiety/Anxiety disorders

An unpleasant emotion triggered by anticipation of
future events, memories of past events, or rumina-
tions about the self.

Stimulated by real or imagined dangers, anxiety af-
flicts people of all ages and social backgrounds. When
the anxiety results from irrational fears, it can disrupt or
disable normal life. Some researchers believe anxiety is
synonymous with fear, occurring in varying degrees and
in situations where people feel threatened by some dan-
ger. Others describe anxiety as an unpleasant emotion
caused by unidentifiable dangers or dangers that, in real-
ity, pose no threat. Unlike fear, which is caused by redis-
tic, known dangers, anxiety can be more difficult to iden-
tify and to aleviate.

Rather than attempting to formulate a strict defini-
tion of anxiety, most psychologists simply make the dis-
tinction between normal anxiety and neurotic anxiety, or
anxiety disorders. Normal (sometimes called objective)
anxiety occurs when people react appropriately to the
situation causing the anxiety. For example, most people
feel anxious on the first day at a new job for any number
of reasons. They are uncertain how they will be received
by co-workers, they may be unfamiliar with their duties,
or they may be unsure they made the correct decision in
taking the job. Despite these feelings and any accompa-
nying physiological responses, they carry on and eventu-
ally adapt. In contrast, anxiety that is characteristic of

anxiety disorders is disproportionately intense. Anxious
feelings interfere with a person’s ability to carry out nor-
mal or desired activities. Many people experience stage
fright—the fear of speaking in public in front of large
groups of people. Thereislittle, if any, real danger posed
by either situation, yet each can stimulate intense feel-
ings of anxiety that can affect or derail a person’s desires
or obligations. Sigmund Freud described neuratic anxi-
ety as adanger signal. In his id-ego-superego scheme of
human behavior, anxiety occurs when unconscious sex-
ual or aggressive tendencies conflict with physical or
moral limitations.

Anxiety disorders afflict millions of people. Symp-
toms of these disorders include physiological responses:
achangein heart rate, trembling, dizziness, and tension,
which may range widely in severity and origin. People
who experience generalized anxiety disorder and panic
disorders usually do not recognize a specific reason for
their anxiety. Phobias and obsessive-compulsive disor -
ders occur as people react to specific situations or stim-
uli. Generalized anxiety disorder is characterized by per-
vasive feelings of worry and tension, often coupled with
fatigue, rapid heart rate, impaired sleep, and other physi-
ological symptoms. Any kind of stress can trigger inap-
propriate, intense responses, and panic attacks can result.
People suffering from generalized anxiety experience
“free-floating” fears, that is, no specific event or situa-
tion triggers the response. People keep themselves on
guard to ward against unknown dangers.

It is believed that generalized anxiety disorder is, at
least to some extent, inherited, or is caused by chemical
imbalances in the body. Depending on the severity of the
symptoms and the responsiveness of the patient, treat-
ment may vary. Often, drugs in the benzodiazepine fami-
ly (Valium, Librium, and Xanax) are prescribed. These
drugs combat generalized anxiety by relaxing the cen-
tral nervous system, thus reducing tension and relaxing
muscles. They can cause drowsiness, making them an
appropriate treatment for insomnia. In proper dosages,
they can relieve anxiety without negatively affecting
thought processes or alertness. Medication is most effec-
tive when combined with psychological therapiesto re-
duce the risk of recurrence. Behavior therapy is de-
signed to help modify and gain control over unwanted
behaviors by learning to cope with difficult situations,
often through controlled exposures to those situations.
Cognitive therapy is designed to change unproductive
thought patterns by learning to examine feelings and dis-
tinguish between rational and irrational thoughts. Relax-
ation techniques focus on breathing retraining to relax
and resolve the stresses that contribute to anxiety.

Controlling or eliminating the physical symptoms of
anxiety without medication is another method of treatment.
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APGAR SCORING SYSTEM

Factor 0 points 1 point 2 points

Heart rate No heartbeat Under 100 beats per Over 100 beats per
minute minute

Respiration Not breathing Irregular, with weak cry Regular with strong cry

Muscle tone Limp, no movement Limited movement of the Active movement of the
limbs limbs

Color Completely blue, pale Pink body with blue hands | All pink
and feet

Reflexes No response to being Grimace when poked Cry, cough, or sneeze

poked in the nose when poked

For example, practiced breathing techniques can slow the
heart rate. Accessto fresh air can ease sweating. Effective
control of such symptoms can be useful in controlling the
anxiety itself. Psychother apy is another method of treat-
ing generalized anxiety disorder and is used in conjunction
with drug therapy or in cases where medication proves
ineffective. While there is no definitive cause for the disor-
der, communicating their feelings to a sympathetic thera-
pist helps some people reduce their anxiety.

Further Reading

Amen, Daniel G. Change Your Brain, Change Your Life: The
Breakthrough Program for Conquering Anxiety, Depres-
sion, Obsessiveness, Anger, and Impulsiveness. New York:
Crown Publishing Group, 2000.

Goodwin, Donald W. Anxiety. New York: Oxford University
Press, 1986.

Zimbardo, Philip G. Psychology and Life. 12th ed. Glenview,
IL: Scott, Foresman, 1988.

Apgar score

An indication of a newborn infant’s overall medical
condition.

The Apgar Score is the sum of numerical results
from tests performed on newborn infants. The tests were
devised in 1953 by pediatrician Virginia Apgar (1909-
1974). The primary purpose of the Apgar series of testsis
to determine as soon as possible after birth whether an
infant requires any medical attention, and to determine
whether transfer to a neonatal (newborn infant) intensive
care unit is necessary. Thetest is administered one minute
after birth and again four minutes later. The newborn in-
fant’'s condition is evaluated in five categories. heart rate,

breathing, muscle tone, color, and reflexes. Each catego-
ry is given a score between zero and two, with the highest
possible test score totaling ten (a score of 10 israre, see
chart). Heart rate is assessed as either under or over 100
beats per minute. Respiration is evaluated according to
regularity and strength of the newborn’s cry. Muscle tone
categories range from limp to active movement. Color—
an indicator of blood supply—is determined by how pink
the infant is (completely blue or pale; pink body with
blue extremities; or completely pink). Reflexes are mea-
sured by the baby’s response to being poked and range
from no response to vigorous cry, cough, or sneeze. An
infant with an Apgar score of eight to ten is considered to
be in excellent health. A score of five to seven shows mild
problems, while atotal below five indicates that medical
intervention is needed immediately.

Aphasia

A condition, caused by neurological damage or
disease, in which a person’s previous capacity to
understand or express language is impaired. The
ability to speak, listen, read, or write may be affect-
ed depending on the type of aphasia involved.

In contrast to neurological problems that affect the
physical ability to speak or perform other linguistic
functions, aphasiainvolves the mental ability to manipu-
late speech sounds, vocabulary, grammar, and meaning.
There are several different types of aphasia. Each has
different symptoms and is caused by damage to a differ-
ent part of the brain.

The great majority of aphasias are caused by dam-
age to the left hemisphere of the brain, which is the dom-
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Aphasia

Wernicke's area

Broca's area

Broca’s aphasia results from damage to the frontal lobe of
the language-dominant area of the brain. Wernicke’s
aphasia is caused by damage to the temporal lobe of the
same language-dominant area. (Electronic lllustrations Group.
Reproduced with permission.)

inant language hemisphere for approximately 95 percent
of right-handed people and 60 to 70 percent of |eft-hand-
ed people. Two areas in the left hemisphere—Broca's
area and Wernicke's area—and the pathways connecting
them are especially important to linguistic ability, and
damage to these areas is the most common cause of
aphasia. Broca's area, located in the frontal lobe of the
left hemisphere, is named for the 19th-century French
physician Paul Broca (1824-1880), an early pioneer in
the study of lateralization (the specialized functioning of
the right and left sides of the brain). Aphasia resulting
from damage to this area, called Broca's aphasia, is char-
acterized by slow, labored, “telegraphic” speech, from
which common grammatical function words, such as
prepositions and articles, are missing (“| went doctor”).
In general, however, comprehension of spoken and writ-
ten language is relatively unaffected.

Wernicke's area, in the upper rear part of the left
temporal lobe, is named for Carl Wernicke (1848-
1905), who first described it in 1874. Aphasia associated
with this area—called Wernicke's aphasia—differs dra-
matically from Broca's aphasia. While speech in Broca's

aphasia is overly concise, in Wernicke's aphasia it is
filled with an abundance of words (logorrhea), but they
are words which fail to convey the speaker’'s meaning.
Even though their pitch and rhythm sound normal, many
of the words are used incorrectly or are made-up words
with no meaning (aphasic jargon). Besides their speech
difficulties, persons with Wernicke's aphasia also have
trouble comprehending language, repeating speech,
naming objects, reading, and writing. An interesting ex-
ception to their comprehension impairment is their abili-
ty to respond readily to direct commands that involve
bodily movement, such as “ Close your eyes”

Certain types of aphasia—called disconnection
aphasias—are caused by damage to the connections of
Broca's or Wernicke's areas to each other or to other parts
of the brain. Conduction aphasia results from damage to
the fiber bundles connecting the two language areas and is
characterized by fluent but somewhat meaningless speech
and an inability to repeat phrases correctly. In transcortical
sensory aphasia, the connections between Wernicke's area
and the rest of the brain are severed, but the areaitself is
left intact. Persons with this condition have trouble under-
standing language and expressing their thoughts but can
repeat speech without any trouble. Another type of apha-
sia, word deafness, occurs when auditory information is
prevented from reaching Wernicke's area. Persons affect-
ed by word deafness can hear sounds of all kinds and un-
derstand written language, but spoken language is incom-
prehensible to them, since the auditory signals cannot
reach the part of the brain that decodes them.

Most types of aphasia are accompanied by some dif-
ficulty in naming objects. However, when this problem is
the only symptom, the condition is called anomic apha-
sia. Persons with anomic aphasia can comprehend and
repeat the speech of others and express themselves fairly
well, although they are unable to find some of the words
they need. However, they do poorly when asked to name
specific objects. Anomic aphasiais caused by left hemi-
sphere damage that does not affect either Broca's or
Wernicke's area. It commonly occurs after a head injury
and also in Alzheimer’s disease. Global aphasia is
caused by widespread damage to the dominant cerebral
hemisphere, either left or right. This condition is charac-
terized by an almost total loss of all types of verbal abili-
ty—speech, comprehension, reading, and writing.

It is possible for people suffering from aphasia fol-
lowing a stroke or head injury to recover some of their
language abilities with the aid of a speech therapist.
However, there islittle chance of recovery from severe
cases of aphasia.

See also L eft-brain hemisphere; Right-brain hemi-
sphere
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Applied psychology

The area of psychology in which basic theory and
research are applied to the actual problems faced
by individuals on a daily basis.

Applied psychology can be best understood by com-
paring it to the area of psychology known as basic psy-
chology, which is concerned with answering questions
about behavior through psychological theory and re-
search. Applied psychology utilizes this knowledge to
actively intervene in the treatment of individuals with
mental or emotional disorders, and is also employed in
business, education, and government.

Approximately two-thirds of American psycholo-
gistswork in applied fields. Many are involved in clinica
or counseling psychology, diagnosing and treating indi-
viduals with various problems of adjustment. Approxi-
mately one-third of the psychologists in practice in the
United States today are clinical psychologists, and most
people are referred to them for treatment of awide range
of problems, including devel opmental, medical, and reha
bilitative as well as psychiatric. These professionals use a
wide range of therapies, ranging from Freudian psycho-
analysisto Rogerian client-centered ther apy to newer
cognitive approaches. Clinical psychologists may go into
private practice, either alone or in groups, or work in hos-
pitals or clinics. They may also practice in a variety of
other settings, including community mental-health cen-
ters, university medical schools, centers for the mentally
and physically handicapped, prisons, state institutions
and hospitals, judicial courts, and probation offices. A
subfield within clinical psychology is community psy-
chology, which investigates environmental factors that
contribute to mental and emotional disorders. Health psy-
chologists deal with the psychological aspects of physical
illness, investigating the connections between the mind
and a person’s physical condition.

Applied psychology also includes the areas of
school and educational psychology. School psycholo-
gists are state certified and work in public school set-
tings, often with children who have learning, behavioral,
and emotional problems. They perform individualized
assessments of each child, consult with his or her par-

ents, and advise the school system on methods to best fa-
cilitate the child’s education. Educational psychologists,
by comparison, study the process of education itself;
how people learn and which educational methods and
materials are most successful. Applied research in this
field focuses on how to improve teaching, solve learning
problems, and measure learning ability and progress.
Educational psychologists may devise achievement
tests, evaluate teaching methods, develop learning aids
and curricula, and investigate how children of various
ages learn. They often serve as researchers and educators
at teacher training institutions, in university psychology
departments, and on the staffs of educational research or-
ganizations. Educational psychologists also work in gov-
ernment agencies, business, and the military.

Applied psychology has many applications in busi-
ness and industry. Organizational and industrial psychol-
ogists are concerned with the relationships between peo-
ple and their jobs. They study and advise employersin
such areas as employee morale, job-related stress, job en-
richment, leader ship qualities, and the effects of flex
time in productivity. Personnel psychologists screen job
applicants, assess job performance, and recommend em-
ployees for promotion. Consumer psychologists study the
preferences and buying habits of consumers as well as
their responses to advertising, often working together
with advertising copywriters, public relations experts,
and statisticians. They are employed not only by business
but also by government agencies such as the Food and
Drug Administration and the Federal Trade Commission.

Engineering psychology applies information about
human behavior to the design of machines, tools, jobs,
and work environments to provide the best possible
match with the abilities and limitations of the human be-
ings who will use them. It is part of a broader area
known as human-factors engineering (also called er-
gonomics) that has links to anatomy, anthropometry, en-
vironmental medicine, and toxicology. One very specific
work environment that provides the arena for another
specialization is the military. Military psychologists ap-
plying psychological research to the operations of the
armed forces are involved in personnel selection, testing,
and training; evaluating morale; analyzing job perfor-
mance; studying social interaction among troops; and
exploring the dynamics of combat situations. Psycholo-
gy has also contributed to the exploration of space in
areas including the selection and training of astronauts;
the study of aterations in work-rest cycles; the design of
space vehicles, space suits, and equipment used in space;
and research on the operational problems of space flight.

A relatively new specialty isforensic psychology,
which involves the application of psychology to law en-
forcement and the judicial system. While some forensic
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Aptitude tests

psychologists perform research in academic settings,
others work in police departments, participating in offi-
cer training and assisting in criminal investigations.
Forensic psychol ogists may help create per sonality pro-
files of criminals; formulate principles for jury selection;
hypnotize victims, eyewitnesses, or defendants to en-
hance their memories; or study the problemsinvolved in
eyewitness testimony. Yet another emerging areais pro-
gram evaluation, whose practitioners evaluate the effec-
tiveness and cost efficiency of government programs for
the Congressional Budget Office, the General Account-
ing Office, and other government offices and agencies.

Like psychologists engaged in research, the majority
of those who practice applied psychology hold Ph.D. de-
grees in the field. Doctoral programs generally require
completion of a four- to six-year program offered by a
university psychology department. The course of study in-
cludes a broad overview (including coursesin such areas
as statistics, personality theory, and psychotherapy), as
well as specidization in a particular subfield and comple-
tion of a practicum, internship, and dissertation. Some
clinical psychologists hold a Psychology Doctorate
(Psy.D.), adegree that was introduced at the University of
Ilinoisin 1968 and is geared exclusively toward the train-
ing of clinicians rather than researchers. Offered at univer-
sities and at independent, “free-standing” professional
schools of psychology, the Psy.D. program stresses course
work in applied methods of assessment and intervention
and diminates the dissertation requirement.

Further Reading

Beck, Robert C. Applying Psychology: Critical and Creative
Thinking. 3rd ed. Englewood Cliffs, NJ: Prentice-Hall,
1992.

Wise, Paula Sachs. The Use of Assessment Techniques by Ap-
plied Psychologists. Belmont, CA: Wadsworth Publishing
Co., 1989.

Aptitude tests

See Vocational Aptitude Test

Archetype

A central concept in the theory of personality de-
veloped by Swiss psychiatrist Carl Jung.

Archetypes are primordial images and symbols
found in the collective unconscious, which—in contrast

to the personal unconscious—gathers together and passes
on the experiences of previous generations, preserving
traces of humanity’s evolutionary development over time.

Carl Jung began to evolve histheory of archetypes
around 1910 while working with patients at the Burghdlzli
Mental Hospital. Noting the presence of universal sym-
bols from religion and mythology in the dreams and fan-
tasies of uneducated patients, who would have had no
conscious way of learning them, he concluded that these
images belonged to a part of the unconscious not derived
from personal experience. Jung proposed that universal
images and ideas can be passed from generation to gener-
ation like biological traits, and he formulated the concept
of the collective unconscious, whose contents become
conscious when called forth by appropriate experiencesin
one'slife. In formulating his ideas about archetypes, Jung
supplemented his clinical observations with a comprehen-
sive study of myths and symbols that later included inves-
tigations into the religions and mythologies of preliterate
peoplesin Africa and the southwestern United States.

Jungian archetypes are like prototypes or molds that
each person fillsin differently depending on his or her in-
dividual experience. For example, although the term
“mother” has certain universal connotations that come to
mind for most people, the details of this archetype will be
different for everyone. For Jung, archetypes were more
than atheoretical construct—his interest in them was pri-
marily therapeutic. He claimed that his patients improved
when they understood the ways in which their difficulties
were related to archetypes. Thereis no limit to the num-
ber of possible archetypes: they are as varied as human
experience itself. Many take the form of persons, such as
the hero, the child, the trickster, the demon, and the earth
mother. Others are expressed as forces of nature (sun,
moon, wind, fire) or animals. They may also occur as sit-
uations, events (birth, rebirth, death), or places.

Jung considered four archetypes, in particular, im-
portant enough to form separate systems within the per -
sonality. These include the persona, the anima and ani-
mus, the shadow, and the self. The personais a person’s
public image, the self he or she shows to others (“per-
sond’ is derived from the Latin word for mask). The per-
sonais necessary for survival, as everyone must play cer-
tain roles, both socially and professionally, to get along
in society. However, management of the persona can
cause emotional difficulties. A common problem occurs
when a person comes to identify too strongly with the
personathat he or she has created, a condition that Jung
called inflation. Victims of this problem are often highly
successful, accomplished people who have become so
preoccupied with projecting a certain image—often for
professional advancement—that their lives become
empty and alienated.
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The anima and animus are the opposite of the per-
sona—they represent a person’s innermost self. They are
also distinguished by gender: the animais a man’s femi-
nine side, and the animus is awoman’s masculine side.
Jung theorized that in order for persons of both sexesto
understand and respond to each other, each sex had to in-
corporate and be able to express elements of the other, a
belief that foreshadowed both the feminist and men's
movements in the United States by over half a century.
The shadow is associated with a person’s animal in-
stincts, the “dark side” that is outside the control of the
conscious personality. However, it is also potentially a
source of spontaneity, creativity, and insight. In contrast
to the anima and animus, the shadow isinvolved in one's
relationships to persons of the same sex. Perhaps the
most important archetype is that of the Self, which orga-
nizes and unites the entire personality. However, rather
than combining all the other archetypes or aspects of
personality, the Self has a dynamic all its own, which
governs both inner harmony and harmony with the exter-
nal world. It is closely related to the ability of human be-
ings to reach their highest potential, a process that Jung
called individuation, which he considered every person’s
ultimate goal.

Further Reading

Hall, Calvin S. and Vernon J. Nordby. A Primer of Jungian
Psychology. New York: Mentor, 1973.

Hopcke, Robert. A Guided Tour of the Collected Works of C.
G. Jung. Shambhala; distributed in the U.S. by Random
House, 1989.

Artificial intelligence

Computer-based technology intended to replicate
the complicated processes of human cognition, in-
cluding such complex tasks as reasoning, and ma-
chine learning, whereby a man-made device actu-
ally incorporates its experiences into new endeav-
ors, learning from its mistakes and engaging in cre-
ative problem solving.

The study of artificial intelligence, referred to asAl,
has accelerated in recent years as advancements in com-
puter technology have made it possible to create more
and more sophisticated machines and software pro-
grams. The field of Al is dominated by computer scien-
tists, but it has important ramifications for psychologists
as well because in creating machines that replicate
human thought, much is learned about the processes the
human brain usesto “think.”

Creating a machine to think highlights the complex-
ities and subtleties of the human mind. For instance, cre-

ating a machine to recognize objects in photographs
would seem, at first thought, rather simple. Yet, when hu-
mans look at a photograph, they do so with expectations
about the limitations of the media. We fill in the missing
third dimension and account for other missing or incon-
sistent images with our sense of what the real world
looks like. To program a computer to make those kinds
of assumptions would be a gargantuan task. Consider,
for instance, al the information such a computer would
need to understand that the array of images all pressed
up against aflat surface actually represent the three-di-
mensional world. The human mind is capable of decod-
ing such an image almost instantaneously.

This process of simulating human thought has led to
the development of new ideas in information processing.
Among these new concepts are fuzzy logic, whereby a
computer is programmed to think in broader termsthan e-
ther/or and yes/no; expert systems, a group of program-
ming rules that describe a reasoning process allowing
computers to adapt and learn; data mining, detecting pat-
ternsin stimuli and drawing conclusions from them; ge-
netic algorithm, a program that provides for random muta-
tion for the machine to improve itself; and several others.

Recent applications of Al technology include ma-
chinesthat track financial investments, assist doctorsin di-
agnoses and in looking for adverse interactionsin patients
on multiple medications, and spotting credit card fraud.
AnAustralian scientist working in Japan is attempting to
create a silicon brain using newly developed quantum re-
sistors. Reported in a 1995 article in Business Week, Hugo
de Garisisleading ateam of scientiststo create a comput-
ing system capable of reproducing itself. As Business
Week reports, the project will attempt to “not only coax
silicon circuits into giving birth to innate intelligence but
imbue them with the power to design themselves—to con-
trol their own destiny by spawning new generations of
ever improving brains at el ectronic speeds.” This type of
technology is called evolvable hardware.

Other recent advances in Al have been the creation
of artificial neural systems (ANS) which has been de-
scribed as “an artificial-intelligence tool that attempts to
simulate the physical process upon which intuition is
based—that is, by simulating the process of adaptive bi-
ological learning.” ANS, essentially, is a network of
computers that are grouped together in ways similar to
the brain’s configuration of biological processing lobes.

Even considering all of these advancements, many
people are skeptical that a machine will ever replicate
human cognition. Marvin Minsky, a scientist at the
Massachusetts Institute of Technology, states that the
hardest thing of all in the creation of artificial intelli-
genceis building a machine with common sense.
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Further Reading
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Chartrand, Sabra. “A Split in Thinking among Keepers of Arti-
ficial Intelligence” New York Times (18 July 1993).

Port, Otis. “Computers That Think Are Almost Here.” Business
Week (17 July 1995): 68-73.

Wright, Robert. “Can Machines Think?" Time (25 March
1996): 50-58.

Art therapy

The use of art to express feelings, emotions, and
perceptions through the creation and analysis of vi-
sual and other sensory symbols and works.

Art therapy, sometimes called expressive art or art
psychology, encourages self-discovery and emotional
growth. It is atwo-part process, involving both the cre-
ation of art and the discovery of its meaning. Rooted in
Sigmund Freud and Carl Jung's theories of the sub-
conscious and unconscious, art therapy is based on the
premise that visual symbols and images are the most ac-
cessible and natural form of communication to the
human experience. Patients are encouraged to visualize,
and then create, the thoughts and emotions that they
can't express verbally. The resulting artwork is then re-
viewed, and its meaning interpreted by the patient. The
analysis of the artwork typically enables a patient to gain
some level of insight into their feelings and allows them
to work through these issues in a constructive manner.
Art therapy is typically practiced in conjunction with in-
dividual, group, or family psychotherapy (or verbal
therapy). While a therapist may provide critical guidance
for these activities, an important feature of effective talk
therapy is that the patient/artist, not the therapist, direct
the interpretation of their artwork.

Some mental health professionals also view art
therapy as an effective diagnostic tool for the identifica-
tion of specific types of mental illness or traumatic
events. In the late 19th century, French psychiatrists Am-
brose Tardieu and Paul-Max Simon both published stud-
ies on the visual characteristics of and symbolism in the
artwork of the mentally ill. They found that there were
recurring themes and visual elements in the drawings of
patients with specific types of mental illness. More re-
cently, psychiatric literature has explored common
themes and symbols in the artwork of sexual abuse sur-
vivors and victims of trauma.

Applications

Art therapy can be a particularly useful treatment
tool for children, who often have limited language and
communications skills. By drawing or visually express-
ing their feelings, even if they can’t identify or label the
emotions, younger patients have a starting point from
which to address these issues. Art therapy is also valu-
able for adolescents and adults who are unable or unwill-
ing to verbalize thoughts and feelings.

Beyond its use in menta health treatment, art therapy
is also employed as an adjunct (or complementary) thera-
py to traditional medicine for the treatment of biologically
based diseases and conditions. The correlation between
mental health and physical health is well documented. Art
therapy has been used in the healing process to relieve
stress and develop coping mechanisms, in an effort to
treat both the physical and mental needs of the patient.

Although art therapy has traditionally centered on
visual mediums (paintings, sculptures, drawings, etc.),
some mental healthcare providers have broadened the
definition to include music, film, dance, writing, and
other artistic genres.

Benefits

* Self-discovery. At its most successful, art therapy trig-
gers an emotional catharsis (a sense of relief and well-
being through the recognition and acknowledgement of
subconscious feelings).

« Personal fulfillment. The creation of atangible reward
can build confidence and nurture feelings of self-worth.
Personal fulfillment comes from both the creative and
the analytical components of the process.

* Empowerment. Art therapy can help individuals visual-
ly express emotions and fears that they were never able
to articulate through conventional means, and give
them some sense of control over these feelings.

* Relaxation and stress relief. Chronic stress can be
harmful to both mind and body. It can weaken and
damage the immune system, cause insomnia and de-
pression, and trigger a host of circulatory problems
(e.g., high blood pressure, atherosclerosis, and cardiac
arrhythmia). When used alone or in combination with
other relaxation techniques such as guided imagery, art
therapy can be a potent stress reliever.

» Symptom relief and physical rehabilitation. Art therapy
can also help individual s cope with pain and promote
physiological healing by identifying and working
through anger and resentment issues and other emo-
tional stresses.

See also Music therapy

Paula Ford-Martin

48 GALE ENCYCLOPEDIA OF PSYCHOLOGY, 2ND EDITION



Further Reading

Ganim, Barbara. Art and healing: using expressive art to heal
your body, mind, and spirit. New York: Three Rivers
Press, 1999.

Assessment, psychological

The assessment of personality variables.

Psychological assessment is used for a variety of
purposes, ranging from screening job applicants to pro-
viding data for research projects. Most assessment meth-
ods fall into one of three categories: observational meth-
ods, personality inventories, or projective techniques.

Observational assessment is performed by atrained
professional either in the subject’s natural setting (such
as a classroom), an experimental setting, or during an in-
terview. Interviews may be either structured with a stan-
dard agenda, or unstructured, allowing the subject to de-
termine much of what is discussed and in what order.
Impressions gained from interviews are often recorded
using rating scales listing different personality traits.
Expectations of the observer, conveyed directly or
through body language and other subtle cues, may influ-
ence how the interviewee performs and how the observer
records and interprets his or her observations.

Personality inventories consist of questionnaires on
which people report their feelings or reactionsin certain
situations. They may assess a particular trait, such as
anxiety, or agroup of traits. One of the oldest and best
known personality inventoriesis the Minnesota M ulti-
phasic Personality Inventory (MMPI), a series of 550
guestions used to assess a number of personality traits
and psychological disturbances for people over age 16.
The MMPI is scored by comparing the subject’s answers
to those of people known to have the traits or distur-
bances in question. Whileinitially designed to aid in the
diagnosis of serious personality disorders, the MMPI is
now widely used for persons with less severe problems,
as enough data has been collected from this population
to allow for reliable interpretation of test results. One
problem with personality inventories is that people may
try to skew their answers in the direction they think will
help them obtain their objective in taking the test,
whether it isbeing hired for ajob or being admitted to a
therapy program. Validity scales and other methods are
commonly used to help determine whether an individual
has answered the test items carefully and honestly.

A projective test gives the subject agreater opportuni-
ty for imaginative freedom of expression than does a per -
sonality inventory, where the questions are fixed before-

hand. Projective tests present individual s with ambiguous
situations which they must interpret, thus projecting their
own personalities onto those situations. The best known
projective test is the Rorschach Psychodiagnostic Test, or
inkblot, test first devised by the Swiss psychologist Her-
mann Rorschach in the 1920s. The test subject describes
his or her reactions to elaborate inkbl ots presented on a se-
ries of ten cards. Responses are interpreted with atten-
tion to three factors: what parts or parts of each inkblot the
subject responds to; what aspects of the inkblot are
stressed (color, shape, etc.); and content (what the inkblot
represents to the subject). Another widely used projective
test isthe Thematic Apperception Test (TAT), developed
at Harvard University in the 1930s. In thistest, the subject
is shown a series of pictures, each of which can be inter-
preted in avariety of ways, and asked to construct a story
based on each one. Responses tend to reflect a person’s
problems, motives, preoccupations, and interpersonal
skills. Projective tests require skilled, trained examiners,
and the reliability of these testsis difficult to establish due
to their subjective nature. Assessments may vary widely
among different examiners. Scoring systems for particular
traits have been fairly reliable when used with the The-
matic Apperception Test.

See also Personality inventory; Rorschach technique

Further Reading

Handbook of Psychological Assessment. New York: Wiley,
1990.

Personality and Ability: The Personality Assessment System.
Lanham, MD: University Press of America, 1994.

Assimilation

An aspect of adaptation proposed by French psy-
chologist Jean Piaget.

In the cognitive development theory of Jean Pi-
aget, assimilation is one of two complementary activities
involved in adaptation, the process of learning from and
adjusting to one's environment. Assimilation consists of
taking in new information and incorporating it into exist-
ing ways of thinking about the world. Conversely, ac-
commodation is the process of changing one's existing
ideas to adapt to new information. When an infant first
learns to drink milk from a cup, for example, shetriesto
assimilate the new experience (the cup) into her existing
way of ingesting milk (sucking). When she finds that this
doesn’t work, she then changes her way of drinking milk
by accommodating her actions to the cup. The dua
process of accommodation and assimilation leads to the
formation and alteration of schemas, generalizations
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about the world which are formed from past experience
and used to guide a person through new experiences. Ac-
cording to Piaget, cognitive development involves the
constant search for a balance between assimilation and
accommaodation, which he referred to as equilibration.

In the context of personality, the term “assimila-
tion” has been used by Gordon Allport (1897-1967) to
describe the tendency to fit information into one’s own
attitudes or expectations. In the study of attitudes and
attitude change, it means adopting the attitudes of peo-
ple with whom we identify strongly.

Further Reading

Allport, G. Pattern and Growth in Personality. New York: Holt,
Rinehart, and Winston, 1961.

Piaget, Jean, and Bérbel Inhelder. The Psychology of the Child.
New York: Basic Books, 1969.

Associationism

The view that mental processes can be explained
in terms of the association of ideas.

Advanced primarily by a succession of 18th- and
19th-century British philosophers, associationism antici-
pated devel opments in the modern field of psychology in
a variety of ways. In its original empiricist context, it
was a reaction against the Platonic philosophy of innate
ideas that determined, rather than derived from, experi-
ence. Instead, the associationists proposed that ideas
originated in experience, entering the mind through the
senses and undergoing certain associative operations.

The philosopher John L ocke (1632-1704) intro-
duced the term “association of ideas” in the fourth edi-
tion of his Essay Concerning Human Understanding
(1700), where he described it as detrimental to rational
thought. George Berkeley (1685-1753), an Irish bishop,
applied associationist principlesto visual depth percep-
tion, arguing that the capacity to see thingsin three di-
mensions is the result of learning, not of innate ability.
The British physician David Hartley (1705-1757) also
dealt with the biological implications of associationism,
formulating a neurophysiological theory about the trans-
mission of ideas and also describing physical activity in
terms of association (a concept that anticipated subse-
quent principles of conditioning). Hartley also devel-
oped a comprehensive theory of associationism that en-
compassed memory, imagination, dreams, and morali-
ty. The Scottish philosopher David Hume (1711-1776)
proposed the principles of similarity and contiguity, as-
serting that ideas that are similar or experienced simul-

taneously (or in rapid succession) become associated
with each other.

James and John Stuart Mill (father and son philoso-
phers) continued to examine associationism into the
19th century. The elder Mill proposed a mechanistic
theory that linked ideas together in “compounds,” espe-
cially through the principle of contiguity. The younger
Mill, whose defining metaphor for the association of
ideas was “mental chemistry,” differed from hisfather in
claiming that the mind played an active rather than a
passive role in forming associations. He also suggested
that a whole idea may amount to more than the sum of
its parts, a concept similar to that later advocated by
psychologists of the Gestalt school. Other 19th-century
figures known for associationist ideas were Thomas
Browne, who proposed several secondary laws of asso-
ciation, and Alexander Bain (1818-1903), who formu-
lated a comprehensive psychological system based on
association.

Aside from similarity and contiguity, other gov-
erning principles have been proposed to explain how
ideas become associated with each other. These in-
clude temporal contiguity (ideas or sensations formed
close together in time), repetition (ideas that occur to-
gether repeatedly), recency (associations formed re-
cently are the easiest to remember), and vividness (the
most vivid experiences form the strongest associative
bonds). In the 20th century, the clearest heir to associ-
ationism is behaviorism, whose principles of condi-
tioning are based on the association of responses to
stimuli (and on one’s association of those stimuli with
positive or negative reinforcement). Also, like associ-
ationism, behaviorism emphasizes the effects of envi-
ronment (nurture) over innate characteristics (nature).
Association appears in other modern contexts as well:
the free association of ideas is a basic technique in the
theory and practice of psychoanalysis, and association
plays a prominent role in more recent cognitive theo-
ries of memory and learning.

Further Reading

Locke, John. An Essay Concerning Human Under standing.
Buffalo: Prometheus Books, 1995.

Russell, Bertrand. A History of Western Philosophy. New York:
Simon and Schuster, 1945.

Schultz, D. P. A History of Modern Psychology. 3rd ed. New
York: Academic Press, 1981.

Attachment

An emotional bond between an infant or animal
and its caregiver, contributing to the infant or ani-
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mal’s experience of safety, comfort, and security
while in the caregiver’s presence and distress when
temporarily separated.

Many developmental psychologists view attach-
ment—the special relationship between infant and care-
giver—as an important building block for later relation-
ships and adult personality. Since attachment plays a
central role in theories of social and emotional develop-
ment, the scientific study of attachment has remained in
the forefront of developmental psychology for the past
several decades.

John Bowlby, a psychoanalytically trained clini-
cian, developed modern attachment theory in the 1950s
as avariant of object-relations, which was a variant of
Freud's theory that the infant’s tie to the mother is the
cornerstone of adult personality.

Bowlby integrated a number of approachesinto his
theory, including systems and evolutionary theories to
formulate a modern attachment theory.

Before widespread acceptance of Bowlby’s theory,
psychologists viewed attachment as a secondary drive,
derived from primary drives like hunger. It was thought
that attachment to the mother occurred because she sup-
plied food and became the object of the infant’s attach-
ment through association with feeding and the reduction
of other primary needs. Prior to Bowlby's theory, behav-
iorist psychologists theorized that the need for attach-
ment arose from an infant’s physical needs for food and
warmth, both of which were provided by the mother.
They believed that a baby’s preference for the mother
was the result of conditioning. A child was thought to be
overly attached if crying and clingy behavior occurred
frequently.

Research in the 1950s, however, cast these theories
into doubt. One of the most famous research studiesin
this area was performed by Harry Harlow. He placed
infant monkeys in a cage with two surrogate mother
dolls: one made of wire holding a bottle of milk and the
other made of soft cloth. According to the behaviorist
view, the monkey should have developed an attachment
to the wire mother because she was the source of food.
But the infant monkeys developed attachments to the
cloth mothers, suggesting that the need for comfort and
warmth are more important, or more psychologicaly in-
grained, than the need for food.

Later experiments with monkeys also revealed the
effects secure attachments had on infants. In one experi-
ment, strange foreign objects were introduced to a cage
with an infant monkey. When alone, the monkey would
react with fear. When the cloth mother was present,
however, the infant would first retreat to the mother in

fear, but then, having been reassured, it would begin to
explore the foreign object. Human infants, too, are much
more likely to react with fear to unknowns if a mother is
not in the vicinity. With a mother present, however, an
infant is much more exploratory—even if the mother is
not within sight but nearby.

Bowlby became one of the first to map out stages of
attachment, addressed in his writings, including his 1980
book, Attachment and Loss. Bowlby suggested that from
birth until about the age of three months, babies arein
the initial pre-attachment phase. Here, infants simply
need to be held and demonstrate no preference for who
does the holding. The next phase, attachment-in-the-
making phase, takes place from three to four months and
is marked by an infant’s emerging preference to be held
by familiar figures, although it is important to note that
the figure does not necessarily have to be the mother. Ac-
cording to Bowlby, the final stage of attachment is the
clear-cut attachment phase. Beginning at about six
months, this phase features an infant’s clear insistence on
its mother or its primary caregiver.

Mary Ainsworth, a prominent researcher in attach-
ment and an associate of Bowlby's, devised atest to mea
sure the type and degree of attachment a child feels for
his mother. The test, called the Ainsworth Strange Situa-
tion test, involves a mother leading her child into a
strange room, which the child is free to explore with the
mother present. A stranger then enters the room and the
mother leaves. If the infant becomes distressed, the
stranger will try and console her. The mother then returns
and the stranger |eaves. In another scenario, the mother
leaves again after the stranger returns. Finally, the mother
returns for good and the stranger leaves. Based on the in-
fants’ response to their mothers’ return, children are la-
beled “securely attached,” “avoidant,” or “ambivalent.”

Psychologists believe that attachment serves to help
children begin exploring the world. As the above studies
show, if presented with a strange situation, an infant will
either avoid or engage in exploration, chiefly dependent
upon whether an attachment figure is present. Addition-
ally, it has been shown that lack of attachment in early
life can have a negative impact on exploratory propensity
in later life. In 1971, researchers separated a group of
monkeys from their mothers for six days and then ana-
lyzed their behaviors two years later in comparison to a
control group that had not undergone separation. The
group that had been separated was observed to be far
more reticent in exploratory behaviors than the control
group. Still other studies indicate that cognitive function-
ing in children is enhanced among “ securely attached”
(according to the Ainsworth scale) infants.

See also Behaviorism; Stranger anxiety
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Further Reading

Karen, Robert.Becoming Attached: Unfolding the Mysteries of
the Infant-Mother Bond and Its Impact on Later Life.
New York: Warner Books., 1994.

Thompson, Andrea. “ The Affection Factor.” Working Mother
(April 1995): 63.

Wise, Nicole. “What'sin Passion?’ Parenting (May 1993): 131.

Attention

Selective concentration or focus on a particular
stimulus.

Attention describes the focusing of perceptive
awareness on a particular stimulus or set of stimuli that
results in the relative exclusion of other stimuli and is
often accompanied by an increase in the readiness to re-
ceive and to respond to the stimulus or set of stimuli in-
volved. A state of attention may be produced initially in
many ways, including as a conscious, intentional deci-
sion, as anormal function of social interaction, or asa
reaction to an unexpected event. In any case, attention is
afundamental component of learning. There is evidence
that very young human infants have an innate ability and
inclination to attend to, however briefly, particular in-
stances of auditory or visual stimulation. Children often
demonstrate the effects of their attention in the form of
apparent misperceptions. For example, the relative size
of objects near the center of a child’s visual stimulus
field is regularly overestimated by the child. In human
adults, generally, attention seemsto be directly related to
the novelty, incongruity, complexity, or personal signifi-
cance of the situation. As situations become increasingly
familiar or similar to situations previously experienced
by an individual, the actions of that individual become
increasingly routine, and the individual becomes less at-
tentive. There are distinct and measurable neurological
and physiological, bioelectric and biochemical aspects
and correlates of attention, and the capacity to achieve or
to maintain a state of attention may be limited by a num-
ber of mental or physical dysfunctions.

In psychology, the term “attention span” is used
technically and specifically to mean the number of sepa-
rate stimulus elements, or the amount of stimulus materi-
al, that can be perceived and remembered after a brief
presentation. In popular usage, the term attention span is
used to mean the amount of time that can be continuous-
ly spent in a state of attention.

Further Reading
Hans, James. The Mysteries of Attention. Albany: SUNY Press,
1993.

Attention deficit/
hyperactivity disorder
(ADHD)

Disorder characterized by attentional deficit and/or
hyperactivity—impulsivity more severe than ex-
pected for a developmental age.

Attention deficit/hyperactivity disorder (ADHD)
refers to a combination of excessive motor restlessness,
difficulty in controlling or maintaining attention to rele-
vant events, and impulsive responding that is not adap-
tive. Children and adults experience the symptoms of
ADHD in most areas of their life. It affects their perfor-
mance in school or at work, depending on their age, and
it affects them socially. In some cases, however, ADHD
sufferers experience the disorder in only one arena, such
as a child who may be hyperactive only in school, or an
adult who finds it impossible to concentrate during meet-
ings or while socializing with friends after work. Particu-
larly stressful situations, or those requiring the sufferer
to concentrate for prolonged periods of time, often will
exacerbate a symptom or a series of symptoms.

Studies indicate that ADHD affects 3-5% of all chil-
dren. For some children hyperactivity is the primary fea-
ture of their ADHD diagnosis. These children may be
unable to sit quietly in class. They may fidget in their
chairs, sharpen their pencils multiple times, flip the cor-
ners of the pages back and forth, or talk to a neighbor.
On the way up to the teacher’s desk they may take sever-
al detours.

Most children with ADHD have both attentional and
hyperactivity-impulsivity components, and so they may
experience difficulties regulating both attention and ac-
tivity. Although many children who do not have ADHD
seem periodically inattentive or highly active, children
with ADHD experience these difficulties more severely
than others at the same developmental level. Moreover,
these difficulties interfere with age-appropriate behav-
ioral expectations across settings such as home, play-
ground, and school.

Psychol ogists have not always used the label ADHD
to describe this constellation of behaviors. In the 1950s
and 60s, children exhibiting these symptoms were either
diagnosed as minimally brain damaged or labeled as be-
havior problems. The fourth edition of the Diagnostic
and Statistical Manual (DSM-1V), which is used to clas-
sify psychiatric disorders, describes ADHD as a pattern
of inattention and/or impulsivity-hyperactivity more se-
vere than expected for the child’'s developmental level.
The symptoms must be present before age seven, al-
though diagnosisis frequently made only after the disor-
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ADHD affects people throughout their lives. This man is performing memory-improving exercises to overcome his attention
deficit difficulties. (AP/Wide World Photos. Reproduced with permission.)

der interferes with school activities. Symptoms must be
present in at least two settings, and there must be clear
evidence of interference with academic, social, or occu-
pational functioning. Finally, the symptoms must not be
due to other neuropsychiatric disorders such as perva-
sive developmental disorder, schizophrenia or other
psychoses, or anxiety disorder or other neuroses.

Inattention may be evident in (a) failing to attend
closely to tasks or making careless errors, (b) having dif-
ficulty in persisting with tasks until they are completed,
(c) appearing not to be listening, (d) frequently shifting
tasks or activities, (€) appearing disorganized, (f) avoid-
ing activities that require close or sustained attention, (g)
losing or damaging items by not handling them with suf-
ficient care, (h) being distracted by background noises or
events, or (i) being forgetful in daily activities. Accord-
ing to the DSM-1V, six or more of these symptoms must
persist for six months or more for a diagnosis of ADHD
with inattention as a major component.

Hyperactivity may be seen as (a) fidgety behavior or
difficulty sitting still, (b) excessive running or climbing
when not appropriate, (c) not remaining seated when
asked to, (d) having difficulty enjoying quiet activities,

(e) appearing to be “constantly on the go,” or (f) exces-
sive talking. Impulsivity may be related to hyperactive
behavior and may be manifest as (a) impatience or blurt-
ing out answers before the question has been finished,
(b) difficulty in waiting for one’s turn, and (c) frequent
interruptions or intrusions. Impulsive children frequently
talk out of turn or ask questions seemingly “out of the
blue” Their impulsivity may also lead to accidents or en-
gaging in high risk behavior without consideration of the
consequences. According to the DSM-1V, six or more of
these symptoms must persist for six months or more for
adiagnosis of ADHD with hyperactivity-impulsivity asa
major component.

The DSM-IV recognizes subtypes of ADHD. The
most prevalent type is the Combined Type, in which in-
dividuals show at least six of the symptoms of inatten-
tion as well as of hyperactivity or impulsivity. The Pre-
dominantly Inattentive Type and the Predominantly Hy-
peractive-lmpulsive type are distinguished by which of
the major pattern of symptoms predominate.

It isimportant that a careful diagnosis be made be-
fore proceeding with treatment, especially with medica-
tion. Often symptoms of inattention or hyperactivity may
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Attention deficit/hyperactivity disorder (ADHD)

cause parents to seek professional help, but these symp-
toms may not necessarily indicate the presence of
ADHD. Paul Dworkin, a physician with specia interests
in school failure, reports that out of 245 children referred
for evaluation due to parental or school concerns about
inattention, impulsivity, or overactivity, only 38% re-
ceived a diagnosis of ADHD, although almost all (91%)
were diagnosed with some kind of academic problem.

Who gets ADHD?

Boys outnumber girls by at least a factor of four;
studies have found prevalence ranging from four to nine
times as many boys with ADHD compared to girls. The
family members (first degree relatives) of children with
ADHD are more likely to have the disorder, aswell as a
higher prevalence of mood and anxiety disorders, learn-
ing disabilities, and substance abuse problems. Children
who have a history of abuse or neglect, multiple foster
placements, infections, prenatal drug exposure, or low
birth weight are also more likely to have ADHD. Al-
though there is no definitive laboratory test for ADHD
nor a distinctive biological marker, children with ADHD
do have a higher rate of minor physical anomalies than
the genera population.

Children may develop problems because of the con-
sequences of ADHD. If the causes of a child’s disruptive
or inattentive behavior are not understood, the child may
be punished, ridiculed, or rejected, leading to potential re-
actionsin the areas of self-esteem, conduct, academic per-
formance, and family and social relations. A child who
feelsthat he or she is unable to perform to expectations no
matter what type of effort is put forth may begin to feel
helpless or depressed. Often, the reaction can exacerbate
the inattention or hyperactivity or diminish the child’s ca
pacity to compensate, and avicious cycle can develop.

The course of the disorder may vary. For many
ADHD children, symptoms remain relatively stable into
the early teen years and abate during later adolescence
and adulthood. About 30-40% of cases persist into the late
teens. Some individuals continue to experience all of their
symptomsinto adulthood and others retain only some.

What causes ADHD?

The exact cause of ADHD is not known. The in-
creased incidence of the disorder in families suggests a
genetic component in some cases. Brain chemistry is
implicated by the actions of the medications that reduce
ADHD symptoms, suggesting that there may be a dys-
function of the norepinephrine and dopamine systems.
Brain imagining techniques have been used with mixed
success. Positron emission tomography (PET) scans

show some reduced metabolism in certain areas (pre-
frontal and premotor cortex) in ADHD adults, but find-
ings on younger patients are less clear. One complica-
tion in conducting these imagining studies is the neces-
sity for patients to remain still for a period of time,
something that is, of course, difficult for ADHD chil-
dren to do.

Treatment

Treatment for ADHD takes two major forms: treat-
ing the child and treating the environment. Pharmaco-
logical treatment can be effective in many cases. Stimu-
lant medications (Ritalin/methylphenidate, Dexedrine/
dextroamphetimine, and Cylert/magnesium pemoline)
have positive effect in 60-80% of cases and are the most
common type of drugs used for ADHD. The benefitsin-
clude enhancement of attention span, decrease in impul-
sivity and irrelevant behavior, and decreased activity.
Vigilance and discrimination increase and handwriting
and math skills frequently improve. These gains are most
striking when pharmacological treatment is combined
with educational and behavioral interventions.

Stimulant medications, however, may have side ef-
fects that may make them inappropriate choices. These
side effectsinclude loss of appetite, insomnia, mood dis-
turbance, headache, and gastro-intestinal distress. Tics
may also appear and should be monitored carefully. Psy-
chotic reactions are among the more severe side effects.
There is some evidence that long-term use of stimulant
medication may interfere with physical growth and
weight gain. These effects are thought to be ameliorated
by “medication breaks’ over school vacations and week-
ends, and the like.

When stimulant medications are not an appropriate
choice, non-stimulants or tricyclic antidepr essants may
be prescribed. The use of tricyclic antidepressants, espe-
cially, has to be monitored carefully due to possible car-
diac side effects. Combined pharmacologic treatment is
used for patients who have ADHD in addition to another
psychiatric disorder.

It isimportant that drug treatment not be used ex-
clusively in the management of ADHD. Each child
should have an individual educational plan that outlines
modifications to the regular mode of instruction that
will facilitate the child's academic performance. Teach-
ers need to consider the needs of the ADHD child when
giving instructions, making sure that they are well paced
with cues to remind the child of each one. They must
also understand the origins of impulsive behavior—that
the child is not deliberately trying to ruin alesson or ac-
tivity by acting unruly. Teachers should be structured,
comfortable with the remedial services the child may
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need, and able to maintain good lines of communication
with the parent.

Special assistance may not be limited to educational
settings. Families frequently need help in coping with
the demands and challenges of the ADHD child. Inatten-
tion, shifting activities every five minutes, difficulty
completing homework and household tasks, losing
things, interrupting, not listening, breaking rules, con-
stant talking, boredom, and irritability can take atoll on
any family.

Support groups for families with any ADHD mem-
ber are increasingly available through school districts
and health care providers. Community colleges frequent-
ly offer courses in discipline and behavior management.
Counseling services are available to complement any
type of pharmacological treatment that the family ob-
tains for its member. There are also a number of popular
books that are informative and helpful. Some of these are
listed below.

Doreen Arcus, Ph.D.
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Further Information

Attention Deficit Disorder Association. PO. Box 972, Mentor,
OH 44061, (800) 487—2282.

CHADD (Children and Adults with Attention Deficit Disor-
der). 499 NW 70th Ave., Suite 308, Plantation, FL 33317,
(305) 5873700 (A national and international non-profit
organization for children and adults with ADHD).

Attitude and behavior

Attitude is a feeling, belief, or opinion of approval
or disapproval towards something. Behavior is an
action or reaction that occurs in response to an
event or internal stimuli (i.e., thought).

People hold complex relationships between attitudes
and behavior that are further complicated by the social
factors influencing both. Behaviors usually, but not al-
ways, reflect established beliefs and attitudes. For exam-
ple, a man who believes strongly in abstinence before
marriage may choose to remain a virgin until his wed-
ding night. Under other circumstances, that same man
may engage in premarital sex despite his convictions
after being influenced by social messages that his mas-
culinity is dependent on sexual activity.

Ideally, positive attitudes manifest well-adjusted be-
haviors. However, in some cases hedlthy attitudes may re-
sult in harmful behavior. For example, someone may re-
main in an abusive and potentially deadly domestic situa-
tion because they hold negative attitudes towards divor ce.

Behavior can be influenced by a number of factors
beyond attitude, including preconceptions about self and
others, monetary factors, social influences (what peers
and community members are saying and doing), and
convenience. Someone may have strong convictions
about improving the public school system in their town,
but if it means a hefty increase to their property taxes,
they may vote against any improvements due to the po-
tential for monetary loss. Or, they may simply not vote at
all because their polling place istoo far from their home,
or the weather is bad on election day.

Studies have demonstrated that, in some cases,
pointing out inconsistencies between attitudes and be-
havior can redirect the behavior. In the case of the school
supporter, showing that their actions (i.e., not voting, not
attending parent-teacher organization meetings) are
harming rather than helping efforts to improve education
in their town may influence them to reevaluate their be-
havior so that it reflects their attitudes.

For those in need of psychological treatment, there
are several treatment approaches that focus on changing
attitudes in order to change behavior. Cognitive ther apy
and cognitive-behavior therapy are two of those tech-
niques. Cognitive therapy attempts to change irrational
ways of thinking. Cognitive-behavioral therapy triesto
correct the resulting inappropriate behavior.

Changing attitudes to change behavior

Attitude and behavior are woven into the fabric of
daily life. Research has shown that individual s register
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Attitudes and attitude change

an immediate and automatic reaction of “good” or “bad”
towards everything they encounter in less than a second,
even before they are aware of having formed an attitude.
Advertising, political campaigns, and other persuasive
media messages are all built on the premise that behavior
follows attitude, and attitude can be influenced with the
right message delivered in the right way.

The fields of social and behavioral psychology have
researched the relationship between attitude and behav-
ior extensively. The more psychologists can understand
the relationship between attitude and behavior and the
factors that influence both, the more effectively they can
treat mental disorders, and contribute to the dialogue on
important social problems such as racism, gender bias,
and age discrimination.

The concept of “social marketing” combines cogni-
tive-behavioral components of psychology with social
science and commercial marketing techniques to encour-
age or discourage behaviors by changing the attitudes
that cause them. It isalso akey part of public health edu-
cation initiatives, particularly in the case of preventive
medicine. Campaigns promoting positive attitudes to-
wards prenatal care, abstinence from drug use, smoking
cessation, sunscreen use, organ donations, safe sex, can-
cer screening, and other healthcare initiatives are all ex-
amples of social marketing in action. In effect, social
marketing is “selling” attitudes and beliefs and ideally
influencing associated behavior.

Changing behavior to influence attitudes

In 1955, clinical psychologist and educator Geor ge
Kelly introduced his psychology of personal constructs.
Kelly’s constructs were based on the idea that each indi-
vidual looks at the world through his or her own unique
set of preconceived notions about it (i.e., constructs).
These constructs change and adapt as the individual is
exposed to new and different situations. At the heart of
Kelly’stheory isthe ideathat individuals can seek new
experiences and practice and adapt new behaviors in
order to change their attitudes (or constructs) towards the
world. He recommended that therapists encourage their
patients to try out new behaviors and coping strategies;
he and others that followed frequently found that pa-
tients would adapt these useful new behavior patterns
and subsequently change their attitudes.

When behavior is inconsistent with attitude, it is
sometimes a result of social or peer pressure. While
adult behavior generally follows from held attitudes, for
children, attitudes are often shaped by observed behavior.
From avery young age, children copy the actions of oth-
ers and, to a degree, build their attitudes and beliefs from
this learned behavior. As children grow into adolescence,

the behavior of their peers can have a significant impact.
Sometimes this peer pressure factor can be used to an ad-
vantage. One research study found that antismoking cam-
paigns targeted at teenagers can have a higher success
rate when adolescent peers are used as instructors.

Paula Ford-Martin

Further Reading

Byrne, Donn and Robert A. Baron. Social psychology. 8th edi-
tion. Boston, MA: Allyn & Bacon, Inc., 1997.

Eagly, Alice and Shelly Chaiken. Dawn Youngblood, ed. The
psychology of attitudes. Forth Worth, TX: Harcourt Brace
Jovanovich College Publishers, 1993.

Kelly, George. The psychology of personal constructs. 2 vols.
New York: Norton, 1955.

Attitudes and attitude change

An attitude is a predisposition to respond cogni-
tively, emotionally, or behaviorally to a particular
object, person, or situation in a particular way.

Attitudes have three main components: cognitive, af-
fective, and behaviora. The cognitive component concerns
one's beliefs; the affective component involves feelings
and evaluations, and the behavioral component consists of
ways of acting toward the attitude object. The cognitive as-
pects of attitude are generally measured by surveys, inter-
views, and other reporting methods, while the affective
components are more easily assessed by monitoring physi-
ological signs such as heart rate. Behavior, on the other
hand, may be assessed by direct observation.

Behavior does not always conform to a person’s fedl-
ings and beliefs. Behavior which reflects a given attitude
may be suppressed because of a competing attitude, or in
deference to the views of others who disagree with it. A
classic theory that addresses inconsistencies in behavior
and attitudes is L eon Festinger’s theory of cognitive dis-
sonance, which is based on the principle that people pre-
fer their cognitions, or beliefs, to be consistent with each
other and with their own behavior. Inconsistency, or disso-
nance, among their own ideas makes people uneasy
enough to alter these ideas so that they will agree with
each other. For example, smokers forced to deal with the
opposing thoughts “1 smoke” and “smoking is dangerous”
are likely to alter one of them by deciding to quit smok-
ing, discount the evidence of its dangers, or adopt the view
that smoking will not harm them personally. Test subjects
in hundreds of experiments have reduced cognitive disso-
nance by changing their attitudes. An aternative explana-
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tion of attitude change is provided by Daryl Bem's self-
perception theory, which asserts that people adjust their
attitudes to match their own previous behavior.

Attitudes are formed in different ways. Children ac-
quire many of their attitudes by modeling their parents’
attitudes. Classical conditioning using pleasurable stim-
uli isanother method of attitude formation and one widely
used by advertisers who pair a product with catchy music,
soothing colors, or attractive people. Operant condition-
ing, which utilizes rewards, is a mode of attitude forma-
tion often employed by parents and teachers. Attitudes are
also formed through direct experience. It isknown, in fact,
that the more exposure one has toward a given object,
whether it is a song, clothing style, beverage, or palitician,
the more positive one's attitude is likely to be.

One of the most common types of communication,
persuasion, is adiscourse aimed at changing peopl€e's at-
titudes. Its success depends on several factors. The first
of these isthe source, or communicator, of a message. To
be effective, a communicator must have credibility based
on his or her perceived knowledge of the topic, and also
be considered trustworthy. The greater the perceived
similarity between communicator and audience, the
greater the communicator’s effectiveness. This is the
principle behind politicians' perennial attempts to por-
tray themselves in a folksy, “down home” manner to
their constituency. This practice has come to include dis-
tinguishing and distancing themselves from “Washing-
ton insiders” who are perceived by the majority of the
electorate as being different from themselves.

In analyzing the effectiveness of the persuasive mes-
sage itself, the method by which the message is present-
edisat least asimportant asits content. Factors influenc-
ing the persuasiveness of a message include whether it
presents one or both sides of an argument; whether it
states an implicit or explicit conclusion; whether or not it
provokes fear; and whether it presents its strongest argu-
ments first or last. If the same communicator were to
present an identical message to two different groups, the
number of people whose attitudes were changed would
still vary because audience variables such as age, sex,
and intelligence also affect attitude change. Many stud-
ies have found women to be more susceptible to persua-
sion than men, but contrasting theories have been ad-
vanced to account for this phenomenon. Some have at-
tributed it to the superior verbal skills of females which
may increase their ability to understand and process ver-
bal arguments. Others argue that it is culturally deter-
mined by the greater pressure women feel to conform to
others' opinions and expectations.

The effect of intelligence on attitude change isin-
conclusive. On one hand, it has been hypothesized that

the greater one's intelligence, the more willing oneisto
consider differing points of view. On the other hand,
people with superior intelligence may be less easily per-
suaded because they are more likely to detect weakness-
es in another person’s argument. There is, however, evi-
dence of adirect link between self-esteem and attitude
change. People with low self-esteem are often not atten-
tive enough to absorb persuasive messages, while those
with high self-esteem are too sure of their own opinions
to be easily persuaded to change them. The most easily
persuaded individuals tend to be those with moderate
levels of self-esteem, who are likely to pay areasonable
amount of attention to what those around them say and
remain open enough to let it change their minds.

The medium of persuasion also influences attitude
change (“the medium is the message”). Face-to-face
communication is usually more effective than mass com-
munication, for example, although the effectiveness of
any one component of communication always involves
the interaction of all of them. The effects of persuasion
may take different forms. Sometimes they are evident
right away; at other times they may be delayed (the so-
called “sleeper effect”). In addition, people may often
change their attitudes only to revert over time to their
original opinions, especialy if their environment sup-
ports theinitial opinion.

The informati on-processing model of persuasion, de-
veloped by psychologist William McGuire, focuseson a
chronological sequence of stepsthat are necessary for suc-
cessful persuasion to take place. In order to change listen-
ers atitudes, one must first capture their attention, and the
listeners must comprehend the message. They must then
yield to the argument, and retain it until there is an oppor-
tunity for action—the final step in attitude change.

Further Reading

Chapman, Elwood N. Attitude: Your Most Priceless Posses-
sion. 2nd ed. LosAltos, CA: Crisp Publications, 1990.

Eiser, J. Richard Social Psychology: Attitudes, Cognition, and
Social Behaviour. New York: Cambridge University Press,
1986.

Zimbardo, Philip G. The Psychology of Attitude Change and
Social Influence. Philadel phia: Temple University Press,
1991.

Attraction, interpersonal

A favorable attitude toward, or a fondness for, an-
other person.

Both personal characteristics and environment play
arolein interpersonal attraction. A major determinant of

GALE ENCYCLOPEDIA OF PSYCHOLOGY, 2ND EDITION 57

Jeuossadiaur ‘uonoerny



Attribution theory

attraction is propinquity, or physical proximity. People
who come into contact regularly and have no prior nega-
tive feelings about each other generally become attracted
to each other as their degree of mutual familiarity and
comfort level increases. The situation in which people
first meet also determines how they will feel about each
other. Oneis more likely to feel friendly toward a person
first encountered in pleasant, comfortable circumstances.

People are generally drawn to each other when they
perceive similarities with each other. The more attitudes
and opinions two people share, the greater the probabili-
ty that they will like each other. It has also been shown
that disagreement on important issues decreases attrac-
tion. One of the most important shared attitudes is that
liking and disliking the same people creates an especial -
ly strong bond between two individuals. The connection
between interpersonal attraction and similar attitudesis
complex because once two people become friends, they
begin to influence each other’s attitudes.

Per sonality type is another determinant of interper-
sonal attraction. In areas involving control, such as dom-
inance, competition, and self-confidence, people tend to
pair up with their opposites. Thus, for example, the com-
plementary pairing of a dominant person with a submis-
sive one. People gravitate to others who are like them-
selvesin terms of characteristics related to affiliation,
including sociability, friendliness, and warmth. Another
important factor in interpersonal attraction, especially
during the initial encounter, is that of physical appear-
ance, even among members of the same sex. Each cul-
ture has fairly standard ideas about physical appearance
that serve as powerful determinantsin how we perceive
character. Kindness, sensitivity, intelligence, modesty,
and sociability are among those characteristics that are
often attributed to physically attractive individualsin re-
search studies. In one study, attractive job applicants
(both male and female) were given markedly preferential
treatment by prospective employers compared with
equally qualified candidates who were less attractive.
There is also evidence that physical appearance has a
greater role in the attraction of males to females than
vice versa. Behavior, aswell as appearance, influences
interpersonal attraction. No matter what the circum-
stances are, behavior is often seen as reflecting a per-
son’s general traits (such as kindness or aggression)
rather than as aresponse to a specific situation.

The type of interpersonal attraction that has particu-
lar interest to most people is attraction to the opposite
sex. To a certain extent, romantic attraction is influenced
by evolutionary considerations: the survival of the
species. Some experts claim that when people select po-
tential mates, they look for someone whose status, physi-
cal attractiveness, and personal qualities are roughly

equivalent to their own. According to another theory, a
person will choose a partner who will enhance his or her
own self-image or persona. Researchers generally ac-
knowledge a specific set of courting or flirting behaviors,
employed by both sexes to attract each other. Initially,
both men and women use varied repertoires of body lan-
guage to signal interest and/or availability. Men may
stretch, exaggerate ordinary motions (such as stirring a
drink), or engage in preening motions, such as smooth-
ing the hair or adjusting neckties, and younger men often
affect a swagger. Women draw attention to themselves
by tossing or playing with their hair, tilting their heads,
raising their eyebrows, giggling, or blushing. The first
connection is generally made through eye contact, often
an intent gaze which is then lowered or averted. If the
eye contact is positively received, a smile often follows
and a conversation isinitiated.

Conversations initiated by romantic attraction are
generally light and often include laughter. If the attrac-
tion progresses, the next step is casual touching in in-
nocuous areas such as the shoulder, wrist, or forearm.
Thefinal step in the initial romantic attraction is known
as mirroring or body synchrony, which is a matching of
nonverbal body language. With bodies aligned and fac-
ing each other, the couple begins to move in tandem,
leaning toward each other, crossing their legs, or tilting
their heads. By these actions, the couple mutually trans-
mit the messages that they like and are like each other.
This mirroring activity is not confined to romantic rela-
tionships. Infants begin to mirror adult behavior shortly
after birth, and the technique is consciously practiced by
therapists, salespeople, and others whose work depends
on establishing a sense of closeness with others. Gener-
ally, the adoption of each other’s postures may be seenin
virtually any grouping of individuals who feel comfort-
able with and are close to each other.

Further Reading

Berscheid, Ellen. Interpersonal Attraction. 2nd ed. Reading,
MA: Addison-Wesley, 1978.

Bull, Ray. The Social Psychology of Facial Appearance. New
York: Springer-Verlag, 1988.

Attribution theory

An area of cognitive therapy that is concerned with
how people explain the causes of behavior, both
their own and those of others.

A major concept in the study of attribution theory is
locus of control: whether one interprets events as being
caused by one's own behavior or by outside circum-
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stances. A person with an internal locus of control, an
“internal,” for example, will believe that her perfor-
mance on awork project is governed by her ability or by
how hard she works. An “external” will attribute success
or failure by concluding that the project was easy or
hard, the boss was helpful or unhelpful, or some other
rationale. In general, an internal locus of control is asso-
ciated with optimism and physical health. People with an
internal locus of control also tend to be more successful
at delaying gratification.

Internal or external attribution is also made with re-
spect to other people (i.e., is another person personally
responsible for a certain event, or isit caused by some-
thing beyond his or her control ?). We make this sort of
attribution when we decide whether or not to blame a
friend for failing to pay back aloan. If we blame it on
her personal qualities, the attribution isinternal. If we
blame it on a problem she is having, then the attribution
is external. Three factors influence whether the behavior
of othersis attributed to internal or external causes: con-
sensus, consistency, and distinctiveness. Consensus
refers to whether other people exhibit similar behavior;
consistency refers to whether the behavior occurs repeat-

edly; and distinctiveness is concerned with whether the
behavior occursin other, similar, situations. For exam-
ple, if afriend consistently failsto repay aloan, an inter-
nal attribution may be ascribed.

Further Reading

Douglas, Tom. Scapegoats: Transferring Blame. New York:
Routledge, 1995.

Hewstone, Miles, ed. Attribution Theory: Social and Function-
al Extensions. Oxford, England: B. Blackwell, 1983.
Lamb, Sharon. The Trouble with Blame: Victims, Perpetrators,
and Responsihility. Cambridge: Harvard University Press,

1996.

McLaughlin, Mary L., Michael J. Cody, and Stephen Reed,
eds. Explaining Oneself to Others: Reason-Giving in a
Social Context. Hillsdale, NJ: Lawrence Erlbaum Assoc.,
1992.

Authoritarian personality

A personality pattern described in detail in the
1950 book of the same name that grew out of a
study of anti-Semitism.

i e
P

Adolf Hitler and his troops. Authoritarian personality types project their own weaknesses onto groups they denigrate as

inferior. (Reproduced with permission.)
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Autism

Theodor Adorno (1903-1969) led a team of re-
searchers at the University of California, Berkeley, to de-
termine whether there was a correlation between anti-
Semitism and certain personality traits. While the origi-
nal goal had been the identification of an “anti-Semitic”
personality, the scope was widened, first from anti-Se-
mitic to “Fascist” then to “authoritarian,” when the study
found that people prejudiced against one ethnic or racial
group were likely to be prejudiced against others as well.

A major determining factor in the formation of the
authoritarian personality was found to be a pattern of
strict and rigid parenting, in which obedience isinstilled
through physical punishment and harsh verbal disci-
pline. Little parental praise or affection is shown, inde-
pendence is discouraged, and the child’s behavior is ex-
pected to meet a set standard. Significantly, such parents
instill in children not only obedience to themselves but
also a deeply entrenched sense of social hierarchy which
entails obedience to all persons of higher status. When
they reach adulthood, people with this personality struc-
ture discharge the hostility accumulated by their harsh
upbringing against those whom they perceive to be of
lower status by forming negative stereotypes of them and
discriminating against or overtly persecuting them. It is
also thought that they may be projecting their own weak-
nesses and fears onto the groups they denigrate as inferi-
or. Other traits associated with this personality typein-
clude dependence on authority and rigid rules, confor mi-
ty to group values, admiration of powerful figures, com-
pulsiveness, concreteness, and intolerance of ambiguity.

Further Reading

Eiser, J. Richard Social Psychology: Attitudes, Cognition, and
Social Behaviour. New York: Cambridge University Press,
1986.

Stone, William F., Gerda Lederer, and Richard Christie, eds.
Strength and Weakness: the Authoritarian Personality
Today. New York: Springer-Verlag, 1993.

Autism

A severe psychological disorder that first appears in
early childhood and is characterized by impaired
social interaction and language development, and
other behavioral problems.

First described by Dr. Leo Kanner in 1943, autismis
a severe psychological disorder that affects an estimat-
ed four children in 10,000. Autism manifests itself in
early childhood. The autistic child isimpaired socially,
in language development, and exhibits other behavioral
problems. This disorder is also known as infantile or
childhood autism and Kanner’s autism.

The occurrence of autism is four times higher in
boys than girls. It is now believed that some of the
“wild” or “feral” children found living outdoors on their
own may have been autistic children abandoned by their
parents. The most famous of these was Victor, the “wild
boy of Aveyron,” discovered in 1799 at the age of ap-
proximately 11. Although he remained almost totally un-
able to speak, Victor showed great improvementsin so-
cialization and cognitive ability after working for sever-
al years with Jean-Marc-Gaspard ltard, a physician and
teacher of the deaf.

Contrary to earlier beliefs, autism is not thought to
have psychological origins, such as inadequate parenting.
Several possible causes of autism have been proposed, in-
cluding phenylketonuria (an inherited metabolic disease),
exposure to rubella or certain chemicals in utero, and
hereditary predisposition. There is no accurate test for
autism, although CT scans of autistic children sometimes
reveal abnormalities in the ventricles of the brain.
Autism is usualy diagnosed in children between the ages
of two and three years based on clinical observation and
parental reports. Until this point, manifestations of the
disorder are difficult to detect, and in some cases an autis-
tic child will develop normally for the first year or two of
life. However, a break usually occurs before the age of
two and a half, when speech development (if it has
begun) stops and social responses fail to develop.

Children and adults with autism demonstrate a
marked impairment in social interaction. Generally, it
first appears in children as an inability to form a close
attachment to their parents. Asinfants, they may refuse
to cuddle and may react to physical contact by stiffening
their bodies and attempting to slide away. Often, autistic
children do not devel op other feelings that commonly ac-
company emotional attachments, such as grief, sadness,
guilt, or shame, and when older, they are generally im-
pervious to being left with strangers. There is also alack
of interest in or afailure to form peer relationships, and
the ordinary desire to share experiences and interests
with others tends to be lacking. Autistic children lack in-
terest and skill in games and other typical kinds of recip-
rocal child’s play, including imitative play. Standard
nonverbal behaviors that support social interactions—
eye contact, facial expressions, and body language—are
generally not used appropriately.

Language difficulties are the single symptom that
most often leads parents to seek diagnosis and help for
autistic children. The development of spoken languageis
either delayed or totally absent in children with autism.
Those who can speak still have trouble listening to oth-
ers and initiating or carrying on a conversation. The
speech of autistic persons often lacks normal grammati-
cal structures and is also nonstandard in terms of such
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characteristics as pitch, speed, rhythm, or stress on sylla-
bles. Echolalia (echoing other peopl€e's voices or voices
heard on television) is also common.

Besides social and language impairments, the other
major symptom of autism is the presence of repetitive,
ritualized patterns of behavior. These may be repeated
physical movements, such as rocking, swaying, flapping
one'sarms, or clapping. Autistic behavior may also take
such forms as arranging objects in specific patterns or
guantities, mimicking a particular action, or performing a
routine activity exactly the same way every day. Other
behavioral characteristics associated with autism are a
preoccupation with a single interest (often one for which
alarge number of facts may be collected); resistance to
trivial changes in routine; fascination with a moving ob-
ject (such as revolving doors) or a particular part of an
object; and a strong attachment to an inanimate object.
Persons with autism may exhibit oversensitivity to certain
stimuli (such aslight or touch), unusua pickinessin eat-
ing, inappropriate fear and/or fearlessness, and self-injur-
ing behavior, such as head banging. As many as 25 per-
cent of autistic children develop epileptic seizures later in
life, often in adolescence, although this particular symp-
tom appears only in those who are mentally retarded.

Three-fourths of autistic children are mentally re-
tarded, and 60 percent have 1Q scores below 50. Howev-
er, many demonstrate skill in music, mathematics, long-
term memorization of trivial data, and specialized tasks
such as assembling jigsaw puzzles. Autistic children
with 1Q scores of 70 and above have the best prognosis
for living and working independently as adults, although
only onein six children with autism becomes a well-ad-
justed adult, with another one out of six achieving afair
degree of adjustment. Even those autistic adults who
function relatively well will still experience difficulty
with social interaction and communication, and highly
restricted interests and activities. Besides | Q, other pre-
dictors of future adjustment for autistic children are their
degree of language development, the overall severity of
their symptoms, and the types of treatment they receive.
While psychother apy has not been of valuein treating
persons with autism, behavior modification, medica-
tion, and dietary recommendations have been proven ef-
fective in controlling specific symptoms. Special educa-
tion programs are able to improve the social interaction
of autistic children and enhance their academic skills.
Developmental work that includes parents has been
found to be especially helpful.

Further Reading

Autism: Nature, Diagnosis, and Treatment. New York: Guilford
Press, 1989.

Cunninghame, Karen. Autism: AWbrld Apart. Fanlight Pro-
ductions, 1988.

Frith, Uta. Autism: Explaining the Enigma. Basil Blackwell, 1989.
Jordan, Rita. Understanding and Teaching Children with
Autism. New York: Wiley, 1995.

Further Information

Autism Society of America (formerly National Society for
Autistic Children). 7910 Woodmont Avenue, Suite 650,
Bethesda, MD 20814-3015, (301) 657-0881, (800)
3328-8476.

Autoeroticism

Manual stimulation (usually self-stimulation) of the
genital organs with the intention, typically, of pro-
ducing sexual arousal and orgasm.

Autoeroticism is the scientific term used to describe
masturbation, the stimulation of the genital organs to
achieve orgasm. Although masturbation was widely con-
demned in most premodern societies, and has been the
subject of remarkable and persistent superstitions and ex-
treme taboos, there is evidence that contemporary atti-
tudes toward masturbation are becoming increasingly tol-
erant of this behavior. Studies in the United States and
Europe indicate that about 90 percent of adolescent and
adult males and about 80 percent of adolescent and adult
females have engaged in masturbation. While masturba-
tion is usually a private, solitary activity, it is often ac-
companied by fantasies of sexual activity that involve an-
other person. Relatively few individuals consistently pre-
fer masturbation to sexual activity that involves another
person. It has been shown that masturbation is not physi-
cally harmful, and the psychological significance of mas-
turbation depends on how it is regarded by the individual.

Further Reading

Marcus, Irwin M., and John J. Francis, eds. Masturbation:
From Infancy to Senescence. New York: International
Universities Press, 1975.

Autonomic nervous system

The nervous system responsible for regulating auto-
matic bodily processes, such as breathing and
heart rate. The autonomic system also involves the
processes of metabolism, or the storage and expen-
diture of energy.

The nervous system consists of two main struc-
tures, the central nervous system (the brain and the
spinal cord) and the peripheral nervous system (the sense
organs and the nerves linking the sense organs, muscles,
and glands to the central nervous system). The structures
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Aversive conditioning

of the peripheral nervous system are further subdivided
into the autonomic nervous system (automatic bodily
processes) and the somatic nervous system.

The part of the autonomic nervous system that con-
trols the storage of energy (called anabolism) is the
parasympathetic division. Parasympathetic (or anabolic)
activities involve bodily functions that occur in normal,
nonstressful situations. For example, after eating, the di-
gestive process begins, whereby nutrients are taken from
the food and stored in the body. The flow of blood in-
creases to the stomach and intestines while at the same
time the heart rate decreases and salivais secreted. The
parasympathetic division also mediates sexual arousal,
even though most parasympathetic functions lead to
lower overt arousal levels. Sexual climax is controlled by
the sympathetic division.

In general, sympathetic processes reverse parasym-
pathetic responses. The sympathetic division is activated
when the body mobilizes for defense or in response to
stress. Such processes use energy stored during an-
abolism; this use of energy is referred to as catabolism.
In defensive situations, the heart rate increases, the lungs
expand to hold more oxygen, the pupils dilate, and blood
flows to the muscles.

While the autonomic nervous system normally func-
tions quite appropriately, abnormalities can appear. In
anxiety disorders, for example, certain somatic (bodily)
symptoms such as muscular tension, hyperventilation, in-
creased heart rate, and high blood pressure are increased,
posing the body for attack. This physiological response
can lead to such additional maladies as headaches and di-
gestive problems. At times, parasympathetic responses
occur simultaneously. In extreme stressful situations, for
example, an individual may experience involuntary dis-
charge of the bladder and bowels. Some research has also
indicated deficiencies in autonomic arousal processesin
psychiatric patients prior to schizophrenic breakdown.

For decades, scientists believed that autonomic
processes were not amenable to voluntary control. In re-
cent years, however, people with heart problems have
learned to modify heart rates, and headache sufferers
have learned to modify blood flow to relieve pain
through biofeedback techniques.

Further Reading
Biofeedback and Behavioral Medicine. New York: Aldine Pub.
Co., published annually since 1981.

Aversive conditioning

Also referred to as aversion therapy, a technique
used in behavior therapy to reduce the appeal of

behaviors one wants to eliminate by associating
them with physical or psychological discomfort.

In aversive conditioning, the client is exposed to an
unpleasant stimulus while engaging in the targeted be-
havior, the goal being to create an aversion to it. In
adults, aversive conditioning is often used to combat ad-
dictions such as smoking or alcoholism. One common
method is the administration of a nausea-producing drug
while the client is smoking or drinking so that unpleasant
associations are paired with the addictive behavior. In
addition to smoking and alcoholism, aversive therapy
has also been used to treat nail biting, sex addiction, and
other strong habits or addictions. In the past, electrocon-
vulsive ther apy was sometimes administered as aform
of aversion therapy for certain disorders, but this practice
has been discontinued.

In children aversive conditioning plays arolein
one of the most effective treatments for enuresis
(bedwetting): the bell and pad method. A pad with a
wetness sensor is placed in the child's bed, connected
to a bell that sounds at the first sign of wetness. When
the bell rings, the child must then get out of bed and
go to the bathroom instead of continuing to wet the
bed. This method is successful in part because it as-
sociates bedwetting with the unpleasantness of being
awakened and inconvenienced in the middle of the
night. A related technique that further reinforces the
inconvenience of bedwetting is having the child
change his own sheets and pajamas when he wakes
up wet at night.

In avariation of aversive conditioning called covert
sensitization, the client imagines the undesirable behav-
ior instead of actually engaging in it, and then either
imagines or is exposed to an unpleasant stimulus.

See also Behavior therapy

Further Reading

Doft, Norma. When Your Child Needs Help: A Parent’s Guide
to Therapy for Children. New York: Crown Paperbacks,
1992.

Feindler, Eval., and Grace R. Kalfus, eds. Adolescent Behav-
ior Therapy Handbook. New York: Springer, 1990.

Further Information

American Academy of Child and Adolescent Psychiatry. 3615
Wisconsin Avenue NW., Washington, DC 20016-3007,
(202) 966-7300, (800) 333-7636.

Association for the Advancement of Behavior Therapy. 15 W.
36th St., New York, NY 10018, (212) 647-1890.

Federation of Familiesfor Children's Mental Health. 1021
Prince St., Alexandria, VA 22314-2971, (703) 684—7710.
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Avoidance learning

An individual’s response to avoid an unpleasant or
stressful situation; also known as escape learning.

Avoidance learning is the process by which an indi-
vidual learns abehavior or response to avoid a stressful or
unpleasant situation. The behavior is to avoid, or to re-
move oneself from, the situation. Researchers have found
avoidance behavior challenging to explain, since there-
inforcement for the behavior is to not experience the
negative reinforcer, or punishment. In other words, the
reinforcement is the absence of punishment. To explain
this, psychol ogists have proposed two stages of learning:
in stage one, the learner experiences classical condition-
ing; awarning, or stimulus, paired with a punishment.
The learner develops a fear response when he experi-
ences the stimulus. In stage two, the learner experiences
operant conditioning; whereby he realizes that an action
response to the stimulus eliminates the stressful outcome.

In a common laboratory experiment conducted to
demonstrate avoidance learning, arat is placed in a con-
fined space with an electrified floor. A warning signal is
given, followed by an electric current passing through
the floor. To avoid being shocked, the rat must find an
escape, such as a poleto climb or a barrier to jump over
onto a nonelectric floor. At first, the rat responds only
when the shock begins, but as the pattern is repeated, the
rat learns to avoid the shock by responding to the warn-
ing signal. An example of avoidance learning in humans
is the situation when a person avoids a yard where there
is abarking dog. Thislearning is particularly strongin
individuals who have been attacked by a dog.

See also Drive reduction theory; Stress

Further Reading

Archer, Trevor, and Lars-Gvran Nilsson. Aversion, Avoidance,
and Anxiety: Perspective on Aversively Motivated Behav-
jor. Hillsdale, NJ: L. Erlbaum Associates, 1989.

Ruben, Douglas H. Avoidance Syndrome: Doing Things Out of
Fear. St. Louis, MO: W.H. Green, 1993.

Avoidant personality

A disorder characterized by the avoidance of both
social situations and close interpersonal relation-
ships due to an excessive fear of rejection by others.

Causes and symptoms

The cause of avoidant personality disorder is not
clearly defined, and may be influenced by a combination

of social, genetic, and biological factors. Avoidant per-
sonality traits typically appear in childhood, with the
appearance of excessive shyness and fear of new people
and situations. However, these characteristics are also
developmentally appropriate emotions for children, and
do not necessarily mean that a pattern of avoidant per-
sonality disorder will continue into adulthood. When
shyness, unfounded fear of rejection, hypersensitivity to
criticism, and a pattern of social avoidance persists and
intensifies through adolescence and young adulthood,
avoidant personality disorder is often indicated. Between
0.5% and 1.0% of the general population suffers from
avoidant personality disorder.

Diagnosis

Many individuals experience avoidant personality
characteristics at one point or another in their lives. The
occasiona feelings of self-doubt and fear in new and un-
familiar social or personal relationships is not unusual,
nor isit unhealthy, as these situations may cause feelings
of inadequacy and social avoidance in even the most
self-confident individuals. Avoidant personality traits
only emerge as a disorder when they begin to have a
long-term, negative impact on the individual, cause func-
tional impairment by significantly altering lifestyle and
impacting quality of life, and trigger feelings of distress
for the individual.

The Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-1V), the standard diag-
nostic reference for mental health professionalsin the
United States, states that at least four of the following
criteria (or symptoms) must be present in an individual
for adiagnosis of avoidant personality disorder:

» The avoidance of occupational or school activities that
involve significant interpersonal contact due to an un-
reasonable or excessive fear of rejection or criticism.

* An unwillingness to enter into an interpersonal rela-
tionship unless there are assurances of acceptance.

* Restraint in interpersonal situations because of an un-
reasonable fear of being ridiculed.

* Preoccupation with criticism and the possibility of re-
jection in social situations.

« Inhibition with othersin interpersonal relationships due
to feelings of inadequacy.

« Self-perception of social inadequacy and inferiority to
others.

* Reluctance to participate in new activities or take any
personal risks because of a perceived risk of embarrass-
ment.

Avoidant personality disorder can occur in conjunc-
tion with other social phobias, mood and anxiety disor-
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Avoidant personality

ders, and personality disorders. Diagnosis may be com-
plicated by the fact that avoidant personality disorder can
either bethe cause or result of other mood and anxiety dis-
orders. For example, individuals who suffer from major
depressive disorder may begin to withdraw from social
situations and experience feelings of worthlessness, symp-
tomsthat are also prominent features of avoidant person-
ality disorder. On the other hand, the insecurity and isola-
tion that are symptoms of avoidant personality disorder
can naturally trigger feelings of depression.

Treatment

Cognitive therapy may be helpful in treating indi-
viduals with avoidant personality disorder. This therapy
assumes that the patient’s faulty thinking is causing the
personality disorder, and therefore focuses on changing
distorted cognitive patterns by examining the validity of
the assumptions behind them. If a patient feelsheisinfe-
rior to his peers, unlikable, and socially unacceptable, a
cognitive therapist would test the reality of these as-

sumptions by asking the patient to name friends and
family who enjoy his company, or to describe past social
encounters that were fulfilling to him. By showing the
patient that others value his company and that social sit-
uations can be enjoyable, the irrationality of his social
fears and insecurities are exposed. This processis known
as cognitive restructuring.

Paula Ford-Martin

Further Reading

American Psychiatric Association. Diagnostic and Satistical
Manual of Mental Disorders 4th ed. Washington, DC:
American Psychiatric Press, Inc., 1994.

Further Information

National Mental Health Association. 1021 Prince Street,
Alexandria, VA, USA. 22314-2971, fax: (703)684-5968,
(703)684-7722, (800)969-NMHA.. Email:
infoctr@nmha.org. http://www.nmha.org.
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Albert Bandura

1925-
American psychologist whose work is concentrated
in the area of social learning theory.

Albert Bandura was born in the province of Alberta,
Canada, and received his B.A. from the University of
British Columbia. He earned hisM.A. and Ph.D. in clin-
ical psychology at the University of lowa, focusing on
social learning theories in his studies with Kenneth
Spence and Robert Sears. Graduating in 1952, Bandura
completed a one-year internship at the Wichita Guidance
Center before accepting an appointment to the depart-
ment of psychology at Stanford University, where he has
remained throughout his career. In opposition to more
radical behaviorists, Bandura considers cognitive factors
as causal agents in human behavior. His area of research,
social cognitive theory, is concerned with the interaction
between cognition, behavior, and the environment.

Much of Bandura's work has focused on the ac-
quisition and modification of personality traits in
children, particularly as they are affected by observa-
tional learning, or modeling, which, he argues, plays a
highly significant role in the determination of subse-
guent behavior. While it is common knowledge that
children learn by imitating others, little formal re-
search was done on this subject before Neal Miller and
John Dollard published Social Learning and Imitation
in 1941. Bandura has been the single figure most re-
sponsible for building a solid empirical foundation for
the concept of learning through modeling, or imita-
tion. His work, focusing particularly on the nature of
aggr ession, suggests that modeling plays a highly sig-
nificant role in determining thoughts, feelings, and be-
havior. Bandura claims that practically anything that
can be learned by direct experience can also be learned
by modeling. Moreover, learning by modeling will
occur although neither the observer nor the model is
rewarded for performing a particular action, in contrast

Albert Bandura (Archives of the History of American
Psychology. Reproduced with permission.)

to the behaviorist learning methods of Ivan Pavlov
and B.F. Skinner, with their focus on learning through
conditioning and reinfor cement. However, it has been
demonstrated that punishment and reward can have an
effect on the modeling situation. A child will more
readily imitate a model who is being rewarded for an
act than one who is being punished. Thus, the child
can learn without actually being rewarded or punished
himself—a concept known as vicarious learning. Sim-
ilarly, Bandura has shown that when a model is ex-
posed to stimuli intended to have a conditioning effect,
a person who simply observes this process, even with-
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out participating in it directly, will tend to become
conditioned by the stimuli as well.

Based on his research, Bandura has devel oped mod-
eling as a therapeutic device. The patient is encouraged
to modify his or her behavior by identifying with and im-
itating the behavior of the therapist. Although modeling
was first studied in relation to children, it has been found
to be effective in treating phobias in adults as well. The
patient watches a model in contact with afeared object,
at first under relatively non-threatening conditions. The
patient is encouraged to perform the same actions as the
model, and the situation is gradually made more threat-
ening until the patient is able to confront the feared ob-
ject or experience on his or her own.

Bandura has also focused on the human capacity for
symbolization, which can be considered atype of inverse
modeling. Using their symbolic capacities, people con-
struct internal models of the world which provide an
arenafor planning, problem-solving, and reflection and
can even facilitate communication with others. Another
area of social cognition theory explored by Bandurais
self-regulatory activity, or the ways in which internal
standards affect motivation and actions. He has studied
the effects of beliefs people have about themselves on
their thoughts, choices, motivation levels, perseverance,
and susceptibility to stress and depression. Bandurais
the author of many books, including Adolescent Aggres-
sion (1959), Social Learning and Personality (1963),
Principles of Behavior Modification (1969), Aggression
(1973), Social Learning Theory (1977), and Social Foun-
dations of Thought and Action (1985).

See also Modeling
Further Reading

Decker, Philip J. Behavior Modeling Training. New York:
Praeger, 1985.

Battered child syndrome

A group of physical and mental symptoms arising
from long-term physical violence against a child.

Battered child syndrome occurs as the result of
long-term physical violence against a child or adoles-
cent. An estimated 2,000 children die each year in the
United States from confirmed cases of physical abuse
and 14,000 more are seriously injured. The battering
takes many forms, including lacerations, bruises, burns,
and internal injuries. In addition to the physical harm in-
flicted, battered children are at risk for an array of be-
havioral problems, including school difficulties, drug

abuse, sexual acting out, running away, suicide, and be-
coming abusive themselves. Dissociative identity disor-
der, popularly known as multiple personality, is also
common among abused children.

Detecting and preventing battered child syndromeis
difficult because society and the courts have traditionally
left the family alone. Out of fear and guilt, victims rarely
report abuse. Nearly one-half of child abuse victims are
under the age of one and therefore unable to report what
is happening to them. The parents or guardians who bring
a battered child to a hospital emergency room rarely
admit that abuse has occurred. Instead, they offer compli-
cated, often obscure, explanations of how the child hurt
himself. However, a growing body of scientific literature
on pediatric injuriesis simplifying the process of differ-
entiating between intentional and accidental injuries. For
instance, a 1991 study found that a child needs to fall
from a height of 10 ft (3m) or more to sustain the life-
threatening injuries that accompany physical abuse. Med-
ical professionals have also learned to recognize a spira
pattern on x rays of broken bones, indicating that the in-
jury was the result of twisting achild’slimb.

Once diagnosed, the treatment for battered children is
based on their age and the potential for the parents or
guardians to benefit from therapy. The more amenable the
parents are to entering therapy themselves, the more likely
the child isto remain in the home. For infants, the treat-
ment ranges from direct intervention and hospital care to
foster care to home monitoring by asocia service worker
or visiting nurse. Ongoing medical assessment is recom-
mended in all types of treatment. For the preschool child,
treatment usually takes place outside the home, whether in
aday care situation, a therapeutic preschool, or through
individua therapy. The treatment includes speech and lan-
guage therapy, physical therapy, play therapy, behavior
modification, and specialized medical care.

By the time the child enters school, the physical
signs of abuse are less visible. Because these children
may not yet realize that their lives are different from
those of other children, very few will report that their
mothers or fathers are subjecting them to gross physical
injury. It is at this stage that psychiatric and behavioral
disorders begin to surface. In most cases the children are
removed from the home, at least initially. The treatment,
administered through either group or individual therapy,
focuses on establishing trust, restoring self-esteem, ex-
pressing emotions, and improving cognitive and prob-
lem-solving skills.

Recognizing and treating physical abuse in the ado-
lescent is by far the most difficult. By now theteenisan
expert at hiding bruises. Instead, teachers and health care
professionals should be wary of exaggerated responses to
being touched, provocative actions, extreme aggressive-
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ness or withdrawal, assaulting behavior, fear of adults,
self-destruction, inability to form good peer relationships,
alertness to danger, and/or frequent mood swings. Detec-
tion is exacerbated by the fact that all teenagers exhibit
some of these signs at one time or another.

Abused teens do not evoke as much sympathy as
younger victims, for society assumes that they are old
enough to protect themselves or seek help on their own.
In truth, all teenagers need adult guidance. The behavior
that the abused adolescent often engages in—delinquen-
cy, running away, and failure in school—usually evokes
anger in adults but should be recognized as symptoms of
underlying problems. The abused teen is often resistant
to therapy, which may take the form of individual psy-
chotherapy, group therapy, or residential treatment.

While reporting child abuse is essential, false accu-
sations can also cause great harm. It is a good idea for
anyone who suspects that a child is being physically
abused to seek confirmation from another adult, prefer-
ably anon-relative but one who is familiar with the fami-
ly. If the second observer concurs, the local child protec-
tive services agency should be contacted. The agency has
the authority to verify reports of child abuse and make
decisions about protection and intervention.

Unlike many other medical conditions, child abuse
is preventable. Family support programs can provide
parenting information and training, develop family
skills, offer social support, and provide psychotherapeu-
tic assistance before abuse occurs.

See also Child abuse

Mary McNulty

Further Reading

Ackerman, Robert J., and Dee Graham. Too Old to Cry:
Abused Teens in Today's America. Blue Ridge Summit,
PA: TAB Books, 1990.

Helfer, Ray E., M.D., and Ruth S. Kempe, M.D., eds. The Battered
Child. Chicago: The Univerdity of Chicago Press, 1987.

Arbetter, Sandra. “Family Violence: When We Hurt the Ones
We Love,” Current Health 22, November 1995, p. 6.

Further Information
National Committee for Prevention of Child Abuse. 332 S.
Michigan Avenue, Chicago, IL 60605, (312) 663-3520.

Nancy Bayley

1899-1994
American developmental psychologist known for
her “Scales of Mental and Motor Development.”

Nancy Bayley was a pioneer in the field of human
development. She devoted her life to documenting and
measuring intellectual and motor devel opment in infants,
children, and adults. Her studies of the rates of physical
and mental maturation have greatly influenced our un-
derstanding of developmental processes. Her “Bayley
Scales of Mental and Motor Development” are used
throughout the world as standardized measurements of
infant development. Bayley was the recipient of numer-
ous honors and awards throughout her career. In 1966,
she became the first woman to win the Distinguished
Scientific Contribution Award of the American Psycho-
logical Association (APA).

The third of five children of Prudence Cooper and
Frederick W. Bayley, Nancy Bayley was born in The
Dalles, Oregon, in 1899. She and her siblings were deliv-
ered by her aunt who had become a country physician
after her husband died. Bayley’s father was head of the
grocery in a department store in The Dalles. Childhood
illness prevented Bayley from attending school until she
was eight, but she quickly made up the missed grades
and completed high school in The Dalles.

Defines her niche in developmental

psychology

Although she entered the University of Washington
in Seattle with plans to become an English teacher, Bay-
ley quickly switched to psychology after taking an intro-
ductory course with E. R. Guthrie. She earned her B.S.
degree in 1922 and her M.S. degree two years later,
while serving as aresearch assistant at the Gatzert Foun-
dation for Child Welfare at the university. For her mas-
ter's thesis under Stevenson Smith, Bayley devised per-
formance tests for preschoolers, a subject that would oc-
cupy her for the rest of her life. A graduate fellowship
then took Bayley to the State University of lowa (now
the University of lowa) in lowa City where she earned
her doctoral degree in 1926. For her Ph.D. dissertation,
Bayley used the newly invented galvanometer to mea-
sure electrical skin responsesto fear in children. It was
one of thefirst studies of its kind.

In 1926, as an instructor at the University of
Wyoming, Bayley published the first of her nearly 200
contributions to the literature of psychology. Two years
later, Harold Jones invited her to become aresearch as-
sociate at the Institute of Child Welfare (now the Insti-
tute of Human Development) at the University of Cali-
fornia at Berkeley. Bayley was to remain there for most
of her career. At Berkeley she met John R. Reid, a doc-
toral candidate in philosophy. They married in 1929, and
Reid joined Bayley at the Institute. While at Berkeley,
Bayley taught a course on developmental assessment of
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Bayley Scales of Infant Development

infants and small children in the Department of Psychol-
ogy and held concurrent research positions in psycholo-
gy and anatomy at Stanford University.

Initiates major study of infant development

At the Institute, Bayley began amajor study of nor -
mal and handicapped infant development. It became fa-
mous as the Berkeley Growth Study. Her 1933 publica-
tion, The California First-year Mental Scale, was fol-
lowed in 1936 by The California Infant Scale of Motor
Development. In these works, Bayley introduced method-
ologies for assessing infant development. Likewise, her
1933 publication, Mental Growth During the First Three
Years, became amilestone in developmental psychology.
Bayley earned the G. Stanley Hall Award of the APA’s Di-
vision of Developmental Psychology in 1971.

In 1954, Bayley became head of child development
in the Laboratory of Psychology at the National Institute
of Mental Health in Bethesda, Maryland. There she
worked on the National Collaborative Perinatal Project, a
study of 50,000 children from birth to age eight. The
study examined neurological and psychological disor-
ders, including cerebral palsy and mental retar dation.
The newly revised Bayley Mental and Motor Scales
were used to assess the development of hundreds of chil-
dren from one to eighteen months of age. Many surviv-
ing subjects of this study continued to participate in fol-
low-up studies. Among her many findings, Bayley
demonstrated that there were no sex-related differences
in physical and mental development. She continued to
work on this project after returning to Berkeley as the
first head of the Harold E. Jones Child Study Center at
the Institute of Human Development. She also acted as
consultant on a study of infants with Down syndrome at
the Sonoma State Hospital in California.

Bayley’s work was remarkable for its interdiscipli-
nary nature. In 1951 she co-authored a paper with Mary
Cover Jones on the relationships between physical devel-
opment and behavior. Bayley also was the first scientist
to correlate infant size with eventual adult size and in
1946 she published tables for predicting adult height.
She was very interested in physical differences between
the sexes and in androgynous characteristics that were
intermediate between male and female traits. She stud-
ied the development of emotions in children and the
maintenance of intellectual abilities throughout adult-
hood. Bayley also studied the impact of maternal behav-
iors on children. She argued forcefully that poor devel-
opment in children was the result of poverty and other
socia factors, rather than psychological factors.

Bayley was active in a number of professional orga-
nizations. She was a fellow of the APA and of the Ameri-

can Association for the Advancement of Science. From
1961 to 1963 Bayley served as president of the Society
for Research in Child Development and in 1983 she
earned their distinguished contribution award. She re-
ceived the Gold Medal Award of the American Psycho-
logical Foundation in 1982. Bayley died of respiratory
failurein Carmel, California, in 1994.

See also Bayley Scales of Infant Development

Margaret Alic

Further Reading

O'Connell, A. N. and N. F. Russo. “Models for achievement:
eminent women in psychology.” Psychology of Women
Quarterly 5 (1980): 6-54.

Lipsitt, Lewis P. and Dorothy H. Eichorn. “Nancy Bayley
(1899-).” In Women in Psychology: A Bio-Bibliographic
Sourcebook, edited by Agnes N. O’ Connell and Nancy
Felipe Russo. New York: Greenwood Press, 1990.

Rosenblith, J. F. “A singular career: Nancy Bayley.” Develop-
mental Psychology 28 (1992): 747-58.

Stevens, G. and S. Gardner. The women of psychology. Vol. 2,
Expansion and Refinement. Cambridge, MA: Schenkman,
1982.

Bayley Scales of Infant
Development

A comprehensive developmental test for infants
and toddlers from two to 30 months of age.

The Bayley Scales of Infant Development measure
mental and physical, as well as emotional and social, de-
velopment. The test, which takes approximately 45 min-
utes, isadministered individually by having the child re-
spond to a series of stimuli. The Mental Scales, which
measure intellectual devel opment, assess functions such
as memory, learning, problem-solving ability, and verbal
communication skills. The Motor Scales evaluate the
child's ability to sit and stand, perform other activitiesre-
quiring coordination of the large muscles (gross motor
skills), and perform more delicate manipulations with fin-
gers and hands (fine motor skills). Finally, the Infant Be-
havior Record (IBR) assesses the child’'s social and emo-
tional development through a standardized description of
his or her behavior during the testing session. Scores are
measured against norms for each of the 14 different age
groups. Often, the Bayley scales are used to determine
whether a child is developing normally and provide for
early diagnosis and intervention in cases of developmen-
tal delay, where there is significant tardinessin acquiring
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certain skills or performing key activities. Additionally,
they can be used to qualify a child for special services
and/or demonstrate the effectiveness of those services.
Most recently, the Bayley scales have been used to insure
compliance with legidation that requires identification of
at-risk children and provision of servicesfor them.

See also Bayley, Nancy

Further Reading

Cohen, Libby G., and Loraine J. Spenciner. Assessment of
Young Children. New York: Longman, 1994.

McCullough, Virginia. Testing and Your Child: What You Should
Know About 150 of the Most Common Medical, Education-
al, and Psychological Tests. New York: Plume, 1992.

Walsh, W. Bruce, and Nancy E. Betz. Tests and Assessment.
2nd ed. Englewood Cliffs, NJ: Prentice Hall, 1990.

Wortham, Sue Clark. Tests and Measurement in Early Childhood
Education. Columbus, OH: Merrill Publishing Co., 1990.

AaronT. Beck

1921-
American neurologist and father of cognitive therapy.

A pragmatic approach to therapy

Aaron T. Beck was born in Providence, Rhode Is-
land, on July 18, 1921, the third son of Russian Jewish
immigrants. His father was a printer by trade who seri-
ously abided by his socialist ideals. His rather overbear-
ing mother was known for her extreme mood swings.
Beck had two siblings who died before he was born.
Beck’s childhood typified middle-class America, com-
plete with hisinvolvement in Boy Scouts and athletics.

From this mediocrity rose one of America's ground-
breaking psychotherapists. Beck developed what is
known as cognitive therapy, which is used for cases
ranging from depression and panic attacks to addictions,
eating disorders, and even the most severe psychiatric
illnesses. Beck’s childhood strongly influenced his ap-
proach to therapy. A life-threatening staph infection at
the age of eight changed his life. At this point, Beck was
transformed from a very active young man to a quiet one
who preferred reading to playing football. As a child, he
developed afear of hospitals, blood, and even the scent
of ether, which made him feel asif he would faint. Even-
tually, he overcame those fears rationally. “1 learned not
to be concerned about the faint feeling, but just to keep
active,” he later recounted.

Beck graduated from Brown University in 1942. In
1946 he received his Ph.D. in psychiatry from Yale Uni-

versity. During his residency in neurology he began to
investigate psychother apy and cognition. Beck served
asAssistant Chief of Neuropsychology at Valley Forge
Hospital in Pennsylvania during the Korean War
(1950-53). Even with his doubts about Freud and psy-
choanalysis, Beck attended the Philadel phia Institute of
Psychoanalysis, graduating in 1958. Not long into his
work with patients using psychoanalysis, Beck began to
alter his approach. Beck joined the faculty of the Univer-
sity of Pennsylvania (Penn) in 1954, where he began to
search for empirical evidence supporting Freud’s theo-
ries. In hisresearch, Beck attempted to discover a corre-
lation between depression and masochism. Beck and his
colleagues failed to find this correlation. Within two
years his cognitive approach to therapy had taken shape.

Beck would go on to establish the Beck Institute for
Cognitive Therapy and Research in Bala Cynwyd, a sub-
urb of Philadelphia. Beck’s determination was simple.
For him, the unconscious does not play the role that
Freud proposed. One of Beck’s favorite maxims is
“there’s more to the surface than meets the eye.” The
cognitive method involves a person using rational
thoughts to overcome fears rather than delving into the
unconscious causes of those fears. In cognitive therapy
the fears of the client are carefully examined and con-
fronted rationally.

A family affair

Beck and hiswife, Phyllis, a Superior Court Judgein
Philadel phia, have four children and eight grandchildren.
One of his children, Dr. Judith Beck, became director at
the Beck Institute, working closely with her father. As a
younger man he was driven by hiswork. As an older man
he became more driven by hisfamily. For years hismain
supporter was his wife, at atime when his beliefs were
not popular. Throughout his career he has continued to
meet his critics by encouraging them to test his theories
and his results. Rather than being a boorish scientist too
smug to be proven wrong, Beck welcomes any challenges
in his pursuit of what is best for his patients.

What was originally a method to solve depression
has now evolved further. According to his daughter,
Prozac and other modern anti-depressant drugs have
changed the clientele they see at the Institute. More com-
plicated problems bring people to their doors at the be-
ginning of the twenty-first century. These are problems
that might take more than the usual eight to ten sessions a
relatively simple case of depression would take to re-
solve. Beck insists that his cognitive approach can be
used to treat psychotic disorders, even those as serious
as schizophrenia. Beck’s research conducted with Dr.
Neil A. Rector of the University of Toronto has indicated
that patients suffering from schizophrenia showed greater
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Clifford Beers

improvement through a combination of drug and cogni-
tive therapies than patients receiving drug ther apy alone.

Beck’s theories are constantly evolving through his
continued research efforts. A prolific writer, Beck has
authored several books and articles both on his own as
well as under collaboration. His books include Prisoners
of Hate (1999), Depression: Clinical, Experimental, and
Theoretical (1980), Cognitive Therapy and the Emotion-
al Disorders (1979), and Depression: Causes and Treat-
ment (1972). The Beck Depression Inventory and Scale
for Suicide Ideation are among two of the widely used
tools that he developed for use by therapists. The Beck
Depression Inventory |1 in 1996 followed his long-suc-
cessful original as an assessment tool for cliniciansin di-
agnosing depression.

Jane Spear

Further Reading

Beck, Aaron T., M.D. Prisoners of Hate: The Cognitive Basis
of Anger, Hostility, and Violence. New York: Harper-
Collins Publishers, 1999.

Goode, Erica. “A therapy modified for patient and times.” The
New York Times (January 11, 2000).

Goode, Erica. “Pragmatist embodies his no-nonsense therapy.
(Dr. Aaron T. Beck and his ‘ cognitive therapy.’)” The New
York Times (January 11, 2000).

Clifford Beers

1876-1943
American reformer and founder of the mental hy-
giene movement.

Clifford Whittingham Beers was born in New
Haven, Connecticut, studied at Yale University, and
began a professional career in the insurance industry. In
1900 he was institutionalized for a mental breakdown
after a suicide attempt and diagnosed as manic-depres-
sive. Confined to both public and private institutions
over athree-year period, Beers found the treatment of
mental patients inhumane and ineffective. When his ef-
forts to complain directly to hospital administrators
were ignored, Beers smuggled letters out to state offi-
cials, and his efforts met with some success. By 1903
Beers was able to return to his career, but continued to
work on behalf of reforming the treatment of the men-
tally ill.

In 1908 Beers published A Mind That Found Itself,
a popular autobiographical study of his confinement
and recovery, which was praised by the prominent psy-

Clifford Beers (AP/Wide World Photos. Reproduced with
permission.)

chologist and philosopher William James. After the
publication of this work, and with the general support
of the medical community, Beers became aleading fig-
ure in the movement to reform the treatment of, and at-
titudes toward, mental illness. In the same year his
book was published, Beers founded the Connecticut
Society for Mental Hygiene (a hame suggested by the
psychologist Adolf Meyer, another supporter of
Beers's efforts). This organization lobbied for im-
proved treatment of mental patients and heightened
public awareness of mental illness. In 1909, Beers or-
ganized the National Committee for Mental Hygiene
and served as its secretary until 1939. He also helped
establish the American Foundation for Mental Hygiene
in 1928.

Beers's influence eventually spread beyond the
United States. In 1918 he helped Clarence M. Hincks
found a mental hygiene society in Canada, the Canadian
National Committee for Mental Hygiene. Beers was ac-
tive in organizing the International Congress on Mental
Health in 1930, and three years later received an award
for his achievementsin the mental health field from the
National Institute of Social Science. Beers's autobiogra-
phy remained popular and influential, having gone into
26 printings by the time of hisdeath in 1943.
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Behavior modification

A treatment approach, based on the principles of
operant conditioning, that replaces undesirable be-
haviors with more desirable ones through positive
or negative reinforcement.

Behavior modification is based on the principles of
oper ant conditioning, which were developed by Ameri-
can behaviorist B.F. Skinner (1904-1990). In his research,
he put arat in a cage later known as the Skinner Box, in
which therat could receive afood pellet by pressing on a
bar. The food reward acted as a reinforcement by
strengthening the rat’'s bar-pressing behavior. Skinner
studied how the rat’s behavior changed in response to dif-
fering petterns of reinforcement. By studying the way the
rats “operated on” their environment, Skinner formulat-
ed the concept of operant conditioning, through which
behavior could be shaped by reinforcement or lack of it.
Skinner considered his discovery applicable to a wide
range of both human and animal behaviors and intro-
duced operant conditioning to the general public in his
1938 book, The Behavior of Organisms.

Today, behavior modification is used to treat a variety
of problemsin both adults and children. Behavior modifi-
cation has been successfully used to treat obsessive-com-
pulsive disorder (OCD), attention deficit/hyperactivity
disorder (ADHD), phobias, enuresis (bedwetting), anxi-
ety disorder, and separ ation anxiety disorder, among oth-
ers. One behavior modification technique that is widely
used is positive reinforcement, which encourages certain
behaviors through a system of rewards. In behavior ther-
apy, it iscommon for the therapist to draw up a contract
with the client setting out the terms of the reward system.

In addition to rewarding desirable behavior, behav-
ior modification can also discourage unwanted behavior,
through either negative reinforcement, or punishment.
In children, this could be removal of television privi-
leges. The removal of reinforcement altogether is called
extinction. Extinction eliminates the incentive for un-
wanted behavior by withholding the expected response.
A widespread parenting technique based on extinction is
the time-out, in which a child is separated from the
group when he or she misbehaves. This technique re-
moves the expected reward of parental attention.

See also Behaviorism

Further Reading
Martin, Garry. Behavior Modification: What It Is and How to
Do It. Englewood Cliffs, NJ: Prentice-Hall, 1988.

Further Information
Association for the Advancement of Behavior Therapy. 15 W.
36th St., New York, NY 10018, (212) 279-7970.

DID SKINNER RAISE HIS OWN
CHILD IN A SKINNER BOX?

This famous urban legend was perpetuated by a
photo that appeared in Life magazine of behavioral psy-
chologist B.F. Skinner’s two-year old daughter standing
up in a glass-fronted box. The box was, in fact, a cli-
mate-controlled, baby-sized room that Skinner built,
called the “aircrib.” The aircrib was made of sound-ab-
sorbing wood, had a humidifier, an air filter, and was
temperature-controlled by a thermostat. Dissatisfied
with traditional cribs, Skinner built the box to keep his
new daughter warm, safe, and quiet without having to
wrap her in clothes and blankets. Skinner was quoted in
New Yorker magazine as saying his daughter “...spent
most of the next two years and several months there,
naked and happy.” Deborah was so happy in the box,
Skinner reported, that she rarely cried or got sick and
showed no signs of agoraphobia when removed from
the aircrib or claustrophobia when placed inside. The
box-like structure and people’s misunderstandings about
behavioral psychology contributed to the misconception
that Skinner was experimenting on his daughter and also
probably prevented the crib from becoming a commer-
cial success. People got the impression that Skinner was
raising his child in a box similar to the kind he used to
study animal behavior—with levers for releasing food.

Behavior therapy

A goal-oriented, therapeutic approach that treats
emotional and behavioral disorders as maladaptive
learned responses that can be replaced by healthier
ones with appropriate training.

In contrast to the psychoanalytic method of Sig-
mund Freud (1856-1939), which focuses on uncon-
scious mental processes and their roots in the past, be-
havior therapy focuses on observable behavior and its
modification in the present. Behavior therapy was devel-
oped during the 1950s by researchers and therapists criti-
cal of the psychodynamic treatment methods that pre-
vailed at the time. It drew on a variety of theoretical
work, including the classical conditioning principles of
the Russian physiologist |van Pavlov (1849-1936), who
became famous for experiments in which dogs were
trained to salivate at the sound of a bell, and the work of
American B.F. Skinner (1904-1990), who pioneered the
concept of operant conditioning, in which behavior is
modified by changing the response it elicits. By the
1970s, behavior therapy enjoyed widespread popularity
as atreatment approach. Over the past two decades, the
attention of behavior therapists has focused increasingly
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Behaviorism

on their clients’ cognitive processes, and many therapists
have begun to use cognitive behavior therapy to change
clients' unhealthy behavior by replacing negative or self-
defeating thought patterns with more positive ones.

Asan initial step in many types of behavioral thera-
py, the client monitors his or her own behavior carefully,
often keeping a written record. The client and therapist
establish a set of specific goals that will result in gradual
behavior change. The therapist’s role is often similar to
that of a coach or teacher who gives the client “home-
work assignments” and provides advice and encourage-
ment. Therapists continuously monitor and evaluate the
course of the treatment itself, making any necessary ad-
justments to increase its effectiveness.

A number of specific techniques are commonly used
in behavioral therapy. Human behavior is routinely moti-
vated and rewarded by positive reinforcement. A more
specialized version of this phenomenon, called systemat-
ic positive reinforcement, is used by behavior-oriented
therapists. Rules are established that specify particular
behaviors that are to be reinforced, and a reward system
is set up. With children, this sometimes takes the form of
tokens that may be accumulated and later exchanged for
certain privileges. Just as providing reinforcement
strengthens behaviors, withholding it weakens them.
Eradicating undesirable behavior by deliberately with-
holding reinforcement is another popular treatment
method called extinction. For example, a child who ha-
bitually shouts to attract attention may be ignored unless
he or she speaksin a conversational tone.

Aversive conditioning employs the principles of
classical conditioning to lessen the appeal of abehavior
that is difficult to change because it is either very habitu-
al or temporarily rewarding. The client is exposed to an
unpleasant stimulus while engaged in or thinking about
the behavior in question. Eventually the behavior itself
becomes associated with unpleasant rather than pleasant
feelings. One treatment method used with alcoholicsis
the administration of a nausea-inducing drug together
with an acoholic beverage to produce an aversion to the
taste and smell of alcohol by having it become associat-
ed with nausea. In counter conditioning, a maladaptive
response is weakened by the strengthening of a response
that isincompatible with it. A well-known type of coun-
terconditioning is systematic desensitization, which
counteracts the anxiety connected with a particular be-
havior or situation by inducing arelaxed response to it
instead. This method is often used in the treatment of
people who are afraid of flying. M odeling, another treat-
ment method, is based on the human tendency to learn
through observation and imitation. A desired behavior is
performed by another person while the client watches. In

some cases, the client practices the behavior together
with amodel, who is often the therapist.

Further Reading

Ammerman, Robert T. and Michel Hersen, eds. Handbook of
Behavior Therapy with Children and Adults: A Develop-
mental and Longitudinal Perspective. New York: Allyn
and Bacon, 1993.

Craighead, Linda W. Cognitive and Behavioral Interventions:
An Empirical Approach to Mental Health Problems.
Boston: Allyn and Bacon, 1994.

O'Leary, K. Daniel and G. Terence Wilson. Behavior Therapy:
Application and Outcome. Englewood Cliffs, NJ: Pren-
tice-Hall, 1975.

Wolpe, Joseph. The Practice of Behavior Therapy. Tarrytown,
NY: Pergamon Press, 1996.

Further Information
Association for the Advancement of Behavior Therapy. 15 W.
36th St., New York, NY 10018, (212) 647-1890.

Behaviorism

A theory of human development initiated by Amer-
ican educational psychologist Edward Thorndike,
and developed by American psychologists John
Watson and B.F. Skinner.

Behaviorism is a psychological theory of human de-
velopment that posits that humans can be trained, or con-
ditioned, to respond in specific ways to specific stimuli
and that given the correct stimuli, personalities and be-
haviors of individuals, and even entire civilizations, can
be codified and controlled.

Edward Thorndike (1874-1949) initially proposed
that humans and animal's acquire behaviors through the
association of stimuli and responses. He advanced two
laws of learning to explain why behaviors occur the way
they do: The Law of Effect specifies that any time a be-
havior is followed by a pleasant outcome, that behavior
is likely to recur. The Law of Exercise states that the
more a stimulus is connected with a response, the
stronger the link between the two. I van Pavlov’s (1849-
1936) groundbreaking work on classical conditioning
also provided an observable way to study behavior. Al-
though most psychologists agree that neither Thorndike
nor Pavlov were strict behaviorists, their work paved the
way for the emergence of behaviorism.

The birth of modern behaviorism was championed
early in the 20th century by a psychologist at Johns Hop-
kins University named John Watson. In his 1924 book,
Behaviorism, Watson made the notorious claim that,
given a dozen healthy infants, he could determine the
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adult personalities of each one, “regardless of histalents,
penchants, tendencies, ahilities, vocations and the race of
his ancestors.” While making such a claim seems ridicu-
lous today, at the time Watson was reacting to emerging
Freudian psychoanalytical theories of development,
which many people found threatening. Watson's scheme
rejected all the hidden, unconscious, and suppressed
longings that Freudians attributed to behaviors and posit-
ed that humans respond to punishments and rewards. Be-
havior that elicits positive responses is reinforced and
continued, while behavior that elicits negative responses
is eliminated.

Later, the behaviorist approach was taken up by B.F.
Skinner (1904-1990) who deduced the evolution of
human behavior by observing the behavior of ratsin a
maze. Skinner even wrote a novel, Walden Two, about a
Utopian society where human behavior is governed to-
tally by self-interested decisions based on increasing
pleasure. The book increased Skinner’s renown and led
many to believe that behaviorism could indeed produce
such a society.

In the 1950s, however, the popularity of behaviorism
began to decline. The first sustained attack on its tenets
was made by Noam Chomsky (1928-), arenowned lin-
guist, who demonstrated that the behaviorist model sim-
ply could not account for the acquisition of language.
Other psychologists soon began to question the role of
cognition in behavior.

Today, many psychologists debate the extent to
which cognitive learning and behavioral learning affect
the development of personality.

See also Behavior modification; Behavior therapy

Further Reading

Donahoe, John W., and David C. Palmer. Learning and Com-
plex Behavior. Boston: Allyn and Bacon, 1994.

Nye, Robert D. Three Psychologies: Perspectives from Freud,
Skinner, and Rogers. 4th ed. Pacific Grove, CA:
Brooks/Cole Pub. Co., 1992.

Rachlin, Howard. Introduction to Modern Behaviorism. 3rd ed.
New York: Freeman, 1991.

Sapolsky, Robert M. Biology and Human Behavior: The Neu-
rological Origins of Individuality. Springfield, VA: The
Teaching Company, 1996. (Four audio cassettes and one
32-page manual).

Staddon, John. Behaviorism: Mind, Mechanism and Society.
London: Duckworth, 1993.

Todd, James T., and Edward K. Morris. Modern Perspectives
on B.F. Skinner and Contemporary Behaviorism. West-
port, CT: Greenwood Press, 1995.

Todd, James T., and Edward K. Morris. Modern Perspectives
on John B. Watson and Classical Behaviorism. Westport,
CT: Greenwood Press, 1994.

Westen, Drew. Is Anyone Really Normal ?: Perspectives on Ab-
normal Psychology. Kearneysville, WV: The Teaching
Company, 1991. (Four audio cassettes and one 13-page
booklet).

Bender-Gestalt Test

Diagnostic assessment test to identify learning dis-
ability, neurological disorders, and developmental
delay.

The complete name of this test is Bender Visual
Motor Gestalt Test. It isatest used with al age groups to
help identify possible learning disabilities, neurological
disorders, mental retardation, or developmental delay.
Test results also provide information about specific abili-
ties, including motor coordination, memory, and organi-
zation. The test-taker is given a series of nine designs,
each on a separate card, and asked to reproduce them on
ablank sheet of paper. Thereis no time limit. Thetest is
scored by professionals who consider a variety of fac-
tors, including form, shape, pattern, and orientation on
the page.

See also Learning disability
Further Reading

Lacks, Patricia. Bender Gestalt Screening for Brain Dysfunc-
tion. New York: Wiley, 1984.

Bestiality

See Paraphilias

Bruno Bettelheim

1903-1990

Austrian-born American psychologist known for his
treatment of emotionally disturbed children, partic-
ularly autistic children.

Bruno Bettelheim was born in Viennain 1903. He
was trained as a psychoanalyst, receiving his Ph.D. from
the University of Viennain 1938. In the same year, the
Nazis conquered Austria, and Bettelheim was interned in
the Dachau and Buchenwald concentration camps. He
was released in 1939 and emigrated to the United States,
where he first became a research associate of the Pro-
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Bruno Bettelheim (AP/Wide World Photos, Inc. Reproduced
with permission.)

gressive Education Association at the University of
Chicago, and then an associate professor at Rockford
College from 1942 to 1944.

In 1943, Bettelheim gained widespread recognition
for his article, “Individual and Mass Behavior in Ex-
treme Situations,” a study of human adaptability based
on his concentration camp experiences. In 1944, he was
granted a dual appointment by the University of Chicago
as assistant professor and head of the Sonia Shankman
Orthogenic School, aresidential treatment center for 6 to
14-year-old children with severe emotional problems.
Here he successfully treated many children unresponsive
to previous therapy, using the techniqgue—which has
been both lauded and criticized—of unconditionally ac-
cepting their behavior. Bettelheim was also concerned
with the emotional lives and upbringing of normal chil-
dren, and with applying psychoanalytic principles to so-
cial problems.

In three decades as an author of works for both
scholarly and popular audiences, Bettelheim covered a
broad range of topics. Love Is Not Enough (1950), Tru-
ants from Life (1954), and The Empty Fortress (1967) are
based on his work at the Orthogenic School. The In-
formed Heart (1960) deals with Bettelheim’s concentra-

tion camp experiences. Children of the Dream (1969) an-
alyzes communal childrearing methods on an Isragli kib-
butz and their implications for American family life. The
Uses of Enchantment (1976) argues for the importance
of fairy talesin a child's development. Bettelheim’s later
books include On Learning to Read: The Child’s First
Fascination with Meaning (1981) and Freud and Man's
Soul (1982). A full professor at the University of Chica-
go from 1952, Bettelheim retired from both teaching and
directorship of the Orthogenic School in 1973. Follow-
ing the death of his wife in 1984 and after suffering a
stroke in 1987, Bettelheim committed suicide in 1990.

See also Adaptation; Autism
Further Reading

Sutton, Nina. Bettelheim, A Life and a Legacy. New York:
Basic Books, 1996.

Bilingualism/Bilingual
education

Use of a language other than English in public
school classrooms.

The language rights of ethnic minoritiesin the Unit-
ed States have been a source of public controversy for
close to two decades. The 1970s saw record levels of im-
migration, bringing an estimated 4 million legal and 8
million illegal immigrants into the country. To accom-
modate this dramatic surge in the nation’s popul ation of
foreign language speakers, language assistance has been
mandated on the federal, state, and local levelsin areas
ranging from voting and tax collection to education, so-
cial services, disaster assistance, and consumer rights.
Today Massachusetts offers driver’s license tests in 24
languages; residents of California can choose one of six
different languages when they vote; street signsin some
parts of Miami are printed in both English and Spanish;
and classroom instruction is taught in 115 different lan-
guages in New York City schools. Altogether, over 300
languages are spoken in the United States. As of 1990,
31.8 million Americans spoke a language other than
English at home, and the country’s population included
6.7 million non-English speakers. Nationwide, one-third
of the children enrolled in urban schools speak a lan-
guage other than English at home as their first language.
Around 2.6 million school children throughout the coun-
try do not speak English at all.

Organized opposition to bilingualism, which collec-
tively became known as the English-Only movement,
began in the 1980s. In 1980 voters in Dade County,
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Florida, designated English as their official language.
The following year, U.S. Senator S.I. Hayakawa of Cali-
forniaintroduced a constitutional amendment to make
English the country’s official language. Two influential
English-Only lobbying groups were formed: U.S. Eng-
lish, in 1983, and English First, in 1986. In 1986, with
the passage of Proposition 63, English became the offi-
cial language of California. By the mid-1990s, 22 states
had passed similar measures. In August 1996, the U.S.
House of Representatives, by a margin of 259-169,
passed a bill to make English the official language of the
federal government. (However, President Bill Clinton
vowed to veto the bill if it passed the Senate.) Observers
attribute the English-Only movement to backlash against
immigration and affirmative action, spurred by fear of
competition for jobs and resentment of government
spending on bilingual programs.

The government program that has drawn the most
fireisbilingual education, which costs taxpayers an esti-
mated $200 million ayear in federa funds and billions of
dollarsin state and local expenditures. Bilingual educa-
tion programs, which allow students to pursue part of
their study in their first language and part in English,
were first mandated by Congressin 1968. The constitu-
tionality of bilingual education was upheld in a 1974
Supreme Court ruling affirming that the city of San Fran-
cisco had discriminated against 18,000 Chinese-Ameri-
can students by failing to make special provisionsto help
them overcome the linguistic barriers they faced in
school. However, the court did not specify what these
provisions should be, and educators have evolved several
different methods of instruction for students with first
languages other than English. With the immersion (or
“sink or swim”) approach, nearly all instruction isin
English, and the students are expected to pick up the lan-
guage through intensive exposure. If the teacher is bilin-
gual, the students may be allowed to ask questions in
their native language, but the teacher is supposed to an-
swer them in English. The English as a Second Language
(ESL) approach, often used in a class where students
speak more than one foreign language, takes a more grad-
ual approach to mastering English, using it in conjunction
with the student’s first language. English-only instruction
may be offered, but only in some, rather than all, classes.

The remaining methods rely more heavily on the
student’s first language. Even though, technically, all
teaching methods aimed at meeting the needs of foreign
language speakers are considered bilingual education,
participants in debates about bilingual education often
single out the following methods as targets of praise or
criticism. In Transitional Bilingual Education (TBE),
students study English but are taught all other academic
subjects in their native languages until they are consid-

ered ready to switch to English. In some cases, bilingual
teachers also help the students improve their skillsin
their native language. Bilingual/bicultural programs use
the students' native languages not only to teach them the
standard curriculum but also for special classes about
their ethnic heritage and its history and culture. Two-way
or dual language programs enroll students from different
backgrounds with the goal of having all of them become
bilingual, including those who speak only English. For
example, Spanish-speaking children may learn English
while their English-speaking classmates learn Spanish.

Critics of bilingual education (or of those methods
that rely heavily on the students’ native languages) claim
that it fails to provide children with an adequate know!-
edge of English, thus disadvantaging them academically,
and they cite high dropout rates for Hispanic teenagers,
the group most likely to have received instruction in their
native language. They accuse school systems of continu-
ing to promote bilingual programs to protect the jobs of
bilingual educators and receive federal funding allocated
for such programs. As evidence of this charge, they cite
barriers placed in the way of parents who try to remove
their children from bilingual programs. Hispanic parents
in New York City have claimed that their children are
being railroaded into bilingual programs by a system that
requires all children with Spanish surnames, as well as
children of any nationality who have non-English-speak-
ing family members, to take a language proficiency
exam. Children scoring in the bottom 40% are then re-
quired to enroll in bilingual classes even if English isthe
primary language spoken at home. Critics of bilingual in-
struction also cite a 1994 New York City study that re-
ported better results for ESL instruction than for methods
that taught children primarily in their native languages.

In spite of the criticism it has aroused, bilingual edu-
cation is strongly advocated by many educators. Defend-
ers cite 21991 study endorsed by the National Academy
of Sciences stating that children who speak aforeign lan-
guage learn English more rapidly and make better over-
all academic progress when they receive several years of
instruction in their native language. A later study, con-
ducted at George Mason University, tracked 42,000 chil-
dren who had received bilingual instruction and reported
that the highest scores on standardized tests in the
eleventh grade were earned by those students who had
had six years of bhilingual education. Programs with two-
way bilingual education have had particularly impressive
results. Oyster Bilingual Elementary School in Washing-
ton, D.C., (whose student body is 58% Hispanic, 26%
white, 12% black, and 4% Asian) isadmiringly cited asa
model for bilingual education. Its sixth gradersread at a
ninth-grade level and have tenth-grade-level math skills.
Experts on both sides of the controversy agree that for
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Alfred Binet

any teaching method to be successful, the teaching must
be done by qualified instructors equipped with adequate
teaching materials in appropriately assigned classes with
areasonableratio of students to teachers.

Further Reading

Chavez, Linda. Out of the Barrio: Toward a New Politics of
Hispanic Assimilation. New York: Basic Books, 1991.

Crawford, James. Hold Your Tongue: Bilingualism and the Pol-
itics of “ English-Only” Reading, MA: Addison-Wesley
Publishing Co., 1992.

Harlan, Judith. Bilingualismin the United Sates: Conflict and
Controversy. New York: Franklin Watts, 1991.

Lang, Paul. The English Language Debate: One Nation, One
Language! Springfield, NJ: Enslow Publishers, Inc., 1995.

Porter, Rosalie Pedalino. Forked Tongue: The Politics of Bilin-
gual Education. New York: Basic Books, 1990.

Rodriguez, Richard. Hunger of Memory: The Education of
Richard Rodriguez. New York: Bantam Books, 1983.

Simon, Paul. The Tongue-Tied American: Confronting the For-
eign Language Crisis. New York: Continuum, 1980.

Further Information

Multicultural Education, Training, and Advocacy, Inc.
(META). 240A Elm Street, Suite 22, Somerville, MA
02144,

National Association for Bilingual Education (NABE). Union
Center Plaza, 1220 L Street NW, Suite 605, Washington,
DC 20005.

U.S. English. 818 Connecticut Ave. NW, Suite 200, Washing-
ton, DC 20006.

Alfred Binet

1857-1911

French psychologist and founder of experimental
psychology in France and a pioneer in intelligence
testing.

Alfred Binet was born in Nice, France, in 1857.
After studying both law and medicine in Paris, he earned
a doctorate in natural science. Binet's psychological
training—mostly at Jean-Martin Charcot’s neurol ogical
clinic at the Salpetriere Hospital—was in the area of ab-
normal psychology, particularly hysteria, and he pub-
lished books on hypnosis (Le magnetisme animal, with
C.S. Ferein 1886) and suggestibility (La suggestibilite,
1900). From 1895 until his death in 1911, Binet served
as director of France's first psychological laboratory at
the Sorbonne of the University of Paris. Also in 1895, he
established the journal L’ Annee psychologique. Binet
had been interested in the psychology of—and individual
differences in— intelligence since the 1880s and pub-
lished articles on emotion, memory, attention, and
problem solving. In 1899 he set up a special |aboratory

Alfred Binet

where he devised a series of tests which he used to eval-
uate the intellectual development of his two daughters.
His 1903 book, L’ Etude experimentale de I’ intelligence,
was based on his studies of them.

In 1905, Binet and Theodore Simon created the first
intelligence test to aid the French government in estab-
lishing a program to provide special education for men-
tally retarded children. In 1908 they revised the test, ex-
panding it from a single scale of measurement to a bat-
tery of testsfor children in different age groups, with the
focus now shifted from identifying retardation to the
general measurement of intelligence. A further test revi-
sion in 1911 introduced the concept of mental age. In
1916, the American psychologist L ewis Ter man used
the 1908 Binet-Simon scale as the basis for the Stanford-
Binet Intelligence Scale, the best-known and most re-
searched intelligence test in the United States. Binet co-
authored Les enfants anormaux (Abnormal Children)
(1907) with Simon and published Les idees modernes
sur les enfants (Modern Ideas on Children) in 1909. He
diedin Parisin 1911.

See also Intelligence quotient; Mental retardation
Further Reading

Wolf, Theta Holmes. Alfred Binet. Chicago: University of
Chicago Press, 1973.
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Binocular depth cues

Properties of the visual system that facilitate depth
perception by the nature of messages that are sent
to the brain.

Binocular depth cues are based on the simple fact
that a person’s eyes are located in different places. One
cue, binocular disparity, refers to the fact that different
optical images are produced on the retinas of both eyes
when viewing an object. By processing information
about the degree of disparity between the images it re-
ceives, the brain produces the impression of a single ob-
ject that has depth in addition to height and width.

The second cue, called binocular convergence, is
based on the fact that in order to project images on the
retinas, the two eyes must rotate inward toward each
other. The closer the perceived object is, the more they
must rotate, so the brain uses the information it receives
about the degree of rotation as a cue to interpret the dis-
tance of the perceived objects. Yet another cue to depth
perception is called binocular accommodation, aterm
that refers to the fact that the lens of the eye changes
shape when it brings an image into focus on the retina.
The muscular activity necessary for this accommodation
acts as a signal for the brain to generate per ception of
depth and distance.

See also Vision

Further Reading

Bennett, Jill. Sght. Morristown, NJ: SilverBurdett, 1986.

Chalkley, Thomas. Your Eyes. 3rd ed. Springfield, IL: C.C.
Thomas, 1995.

Elkins, James. The Object Sares Back: On the Nature of See-
ing. New York: Simon & Schuster, 1996.

Biofeedback

A technique that allows individuals to monitor
their own physiological processes so they can learn
to control them.

Biofeedback originated with the field of psy-
chophysiology, which measures physiological responses
as away of studying human behavior. Types of behavior
that may be studied in this way range from basic emo-
tional responses to higher cognitive functions. Today,
biofeedback is also associated with behavioral medicine,
which combines behavioral and biomedical science in
both clinical and research settings. In biofeedback train-
ing, the monitoring of physiological responses is per-
formed for therapeutic instead of (or in addition to) in-

BINOCULAR DISPARITY
DEMONSTRATION

This simple experiment demonstrates binocular
disparity. Hold a pencil about 12 inches (30 cm) from
your face. With one eye closed, align the pencil with
the edge of a doorway, window, or other vertical line in
the room. Close the eye, open the other, and observe
the position of the pencil: it will have jumped. Binocu-
lar disparity describes this phenomenon of different im-
ages of the pencil in each eye.

vestigative purposes. Biofeedback has been applied with
success to a variety of clinical problems, ranging from
migraine headaches to hypertension.

The technigue provides people with continuous in-
formation about physiological processes of which they
are normally unaware, such as blood pressure or heart
rate. Through special equipment, these processes are
recorded, and the information is relayed back to the per-
son through a changing tone or meter reading. With
practice, people learn strategies that enable them to
achieve voluntary control over the processes involved.
For example, persons trying to control their blood pres-
sure levels may see alight flash whenever the pressure
drops below a certain level. They may then try to remem-
ber and analyze what their thoughts or emotions were at
that moment and deliberately repeat them to keep the
pressure level low. Initially, they may simply be asked to
try and keep the light flashing for as long as possible and
given verbal reinforcement for their efforts.

The biofeedback training may continue for several
days or weeks, with the subjects trying to keep the light
flashing for longer periods in subsequent sessions. Even-
tually they will need to produce the desired response
without electronic feedback, a goal which can be accom-
plished through various methods. They may practice the
learned response at the end of the training session or at
home between sessions. There can aso be random trias
without feedback during the sessions. An aternate strate-
gy isthe gradual and systematic removal of the feedback
signal during the training sessions over a period of time.
After theinitial training is completed, subjects may re-
turn to the biofeedback facility to assess their retention
of the skills they have learned or for additional training.

Biofeedback training has been used in treating a
number of different clinical problems. Monitoring of pa-
tients' heart rates has been used with some success to
help people suffering from heartbeat irregularities, in-
cluding premature ventricular contractions (PVCs) and
tachycardia, while hypertensive individuals have been
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Bipolar disorder

A patient undergoing biofeedback. (Photo by Will & Deni
Mclntyre. Photo Researchers, Inc. Reproduced with permission.)

able to control high blood pressure through the use of
biofeedback. Clinicians have been particularly success-
ful in their use of neuromuscular feedback to treat com-
plaints arising from tension in specific muscles or mus-
cle groups. Tension headaches have been alleviated
through the reduction of frontalis (forehead) tension, and
relaxation of the face and neck muscles has been helpful
to stutterers. Feedback from muscle groups has been
helpful in the rehabilitation of stroke patients and other
persons with neuromuscular disorders such as foot drop.
These patients may be unable to relax or contract mus-
cles at will, and biofeedback can make them aware of
small, otherwise imperceptible changesin the desired di-
rection and allow them to repeat and eventually increase
such changes.

In addition to its alleviation of physical complaints,
neuromuscular biofeedback has been an effective tool in
the treatment of chronic anxiety, even when it has resist-
ed psychotherapy and medication. By learning deep
muscle relaxation, anxious patients, including those suf-
fering from related conditions such as insomnia, have
seen areduction in their symptoms. Even for patients
who have been able to achieve relaxation through other
means, such as meditation or progressive relaxation,
biof eedback can be a valuable supplementary technique
that offers special advantages, such as allowing athera-
pist to track closely the points at which a patient tenses
up and try to learn what thoughts are associated with the
tension. Biofeedback-induced relaxation of forehead
muscles has al so been effective in treating asthma.

Another type of hiofeedback involves the monitor-
ing of brain activity through electroencephal ographs
(EEGS). A reduction of seizures in epileptics has been
reported through biofeedback techniques involving EEG
activity near the sensorimotor cortex, known as sensory
motor rhythm. Brain wave activity has aso been of inter-
est in connection with alpha waves, which are thought to
characterize a desirable state of relaxed alertness. Pa-
tients have been taught to increase their alpharhythmsin
three or four 30-minute conditioning sessions.

Further Reading

Andreassi, John L. Psychophysiology: Human Behavior and
Physiological Response. New York: Oxford University
Press, 1980.

Beatty, J., and H. Legewie, eds. Biofeedback and Behavior.
New York: Plenum Press, 1977.

Bipolar disorder

A condition (traditionally called manic depression)
in which a person alternates between the two emo-
tional extremes of depression and mania (an elat-
ed, euphoric mood).

Bipolar disorder is classified among affective disor-
dersin the American Psychiatric Association’s Diag-
nostic and Statistical Manual of Mental Disorders. The
National Institute of Mental Health (NIMH) estimates
that about one in one hundred people will develop the
disorder, which affects some two million Americans.
While this condition occurs equally in both males and fe-
males and in every ethnic and racial groups, it is more
common among well-educated, middle- and upper-in-
come persons. Those suffering from untreated bipolar
disorder will generally experience an average of four de-
pression/ mania episodes in aten-year period. However,
some people go through four or more mood swings a
month, while others may only experience a mood swing
every five years. The onset of bipolar disorder usually
occursin the teens or early twenties.

Of al types of depressiveillness, bipolar disorder is
the one that is most likely to have biological origins,
specifically an imbalance in the brain’s chemistry. Ge-
netic factors play an important role in the disease. In one
study, one-fourth of the children who had one manic-de-
pressive parent became manic-depressive themselves,
and three-fourths of those with two manic-depressive
parents developed the disorder. The likelihood of bipolar
disorder being shared by identical twinsis also excep-
tionally high. Manic depression has also been associated
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with the “biological clock” that synchronizes body
rhythms and external events.

The depressed state of a person suffering from bipo-
lar disorder resembles major depression. It is character-
ized by feelings of sadness, apathy, and loss of energy.
Other possible symptoms include sleep disturbances;
significant changes in appetite or weight; languid move-
ments; feelings of worthlessness or inappropriate guilt;
lack of concentration; and preoccupation with death or
suicide. When they shift to a manic state, people with
bipolar disorder become elated and overly talkative,
speaking loudly and rapidly and abruptly switching from
one topic to another. Plunging into many work, social, or
academic activities at once, they are in constant motion
and are hyperactive. They also demonstrate grandiosity—
an exaggerated sense of their own powers, which leads
them to believe they can do things beyond the power of
ordinary persons. Other common symptoms include ex-
cessive and/or promiscuous sexua behavior and out-of -
control shopping sprees in which large amounts of
money are spent on unnecessary items. People in a
manic phase typically become irritable or angry when
others try to tone down their ideas or behavior, or when
they have difficulty carrying out all the activities they
have begun. Mania may also be accompanied by delu-
sions and hallucinations.

Mania creates enormous turmoil in the lives of its
victims, many of whom turn to drugs or alcohol as away
of coping with the anxiety generated by their condi-
tion—61 percent of persons with bipolar disorder have
substance abuse or dependency problems. In addition, 15
percent of those who fail to receive adequate treatment
for bipolar disorder commit suicide. The disease may be
misdiagnosed as schizophrenia, unipolar depression, a
per sonality disorder, or drug or alcohol dependence. In-
dividuals commonly suffer from it for aslong as seven to
ten years without being diagnosed or treated.

However, effective treatment is available. Lithium,
which stabilizes the brain chemicals involved in mood
swings, is used to treat both the mania and depression of
bipolar disorder. This drug, which is taken by millions of
peopl e throughout the world, halts symptoms of maniain
70 percent of those who take it, usually working within
one to three weeks—sometimes within hours. Antipsy-
chotic drugs or benzodiazepines (tranquilizers) may ini-
tially be needed to treat cases of full-blown mania until
lithium can take effect. Persons taking lithium must have
their blood levels, as well as kidney and thyroid func-
tions, monitored regularly, asthereis arelatively narrow
gap between toxic and therapeutic levels of the drug.
Since lithium also has the ability to prevent future manic
episodes, it is recommended as maintenance therapy even
after manic-depressive symptoms subside. Some persons

resist remaining on medication, however, either because
they fear of becoming dependent on the drug or because
they are reluctant to give up the “highs” or alleged cre-
ativity of the manic state. However, psychiatrists have re-
ported instances in which lithium was not as effective
after being discontinued asit had been initially.

Many great artists, writers, musicians, and other
people prominent in both creative and other fields have
suffered from bipolar disorder, including composers
Robert Schumann and Gustav Mahler, painter Vincent
van Gogh, writers Virginia Woolf and Sylvia Plath, and
actresses Patty Duke and Kristy McNichol. The NIMH
reports that 38 percent of all Pulitzer Prize-winning
poets have had the symptoms of bipolar disorder.

Further Reading

Duke, Patty. Call Me Anna. New York: Bantam, 1987.

Jamison, Kay. Touched with Fire: Manic-Depressive IlIness and
the Artistic Temperament. New York: Free Press, 1993.

Birth order

A chronological sequence of the birth of children
in a family.

Research has correlated birth order with such as-
pects of life astemperament and behavior. For example,
first-born children, when compared to their siblings, tend
to score dlightly higher on intelligence tests and to attain
adlightly higher socioeconomic status. Some psycholo-
gists believe that birth order is a significant factor in the
development of personality.

The psychologist Alfred Adler pioneered a study of
rel ationships between birth order and personality. As part
of hisview that patients need to be understood in the con-
text of their family environments, Adler hypothesized that
achild's position in the family is associated with certain
problems that are responded to in similar ways by other
children in the same birth position. Adler stressed that it
was not the numerical birth position itself that mattered
but rather the situation that tended to accompany that po-
sition, and the child’s reaction to it. Thus, for example,
first-born children, when compared to their siblings, tend
to have a greater chance of developing feelings of inferi-
ority astheir focal position in the family structureis al-
tered by the birth of asibling. Later-born children, on the
other hand, tend to have stronger socid skills, having had
to deal with siblings throughout their lives, as opposed to
first-borns, who have their parents to themselves initially
and thus have their first socialization experiences with
adults only. Later-borns, having had to compromise more
at home, are better equipped to develop the flexibility that
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Birth order

SIBLING RIVALRY

Sibling rivalry is a normal part of family life. All chil-
dren become jealous of the love and attention that sib-
lings receive from parents and other adults. When a new
baby is brought home, older children feel betrayed by
their parents and become angry, directing their anger first
toward the parents and later toward the intruder who is
usurping their position. Jealousy, resentment, and compe-
tition are most intense between siblings spaced less than
three years apart. Although a certain amount of sibling ri-
valry is unavoidable, there are measures that parents can
take to reduce its severity and its potential effects on their
children.

An older child should be prepared for a new addition
to the family by having the situation explained and being
told in advance about who will take care of her while her
mother is in the hospital having the baby. The child’s regu-
lar routine should be disturbed as little as possible; it is
preferable for the child to stay at home and under the care
of the father or another close family member. If there is to
be a new babysitter or other caretaker unknown to the
child, it is helpful for them to meet at least once in ad-
vance. If sibling visits are allowed, the child should be
taken to visit the mother and new baby in the hospital.

Once the new baby is home, it is normal for an older
child to feel hurt and resentful at seeing the attention lav-
ished on the newcomer by parents, other relatives, and fam-
ily friends. It is not uncommon for the emotional turmoil of
the experience to cause disturbances in eating or sleeping.
Some children regress developmentally, temporarily losing
such attainments as weaning, bowel and bladder control, or
clear speech, in an attempt to regain lost parental attention
by becoming babies again themselves.

There are a number of ways to ease the unavoidable
jealousy of children whose lives have been disrupted by
the arrival of a younger sibling. When friends or relatives
visit to see the new baby, parents can make the older

can make their subsequent relationships more successful.
It has also been posited that birth order influences one's
choice of amarriage partner. The “duplication hypothe-
sis’ advanced by Walter Toman (1976) states that people
seek to duplicate their sibling relationships in marriage, a
duplication that includes birth order.

More specific research on the effects of birth order
has generally focused on five ordinal birth positions:
first-born, second-born, middle, last, and only-born child
in afamily. Studies have consistently linked first-born
children and academic achievement. The number of first-
born National Merit Scholarship winners was found to

child feel better by cuddling him or giving him special at-
tention, including a small present to offset the gifts re-
ceived by the baby. The older child’s self-esteem can be
bolstered by involving him in the care of newborn in
modest ways, such as helping out when the baby is being
diapered or dressed, or helping push the carriage. The
older child should be made to feel proud of the attain-
ments and responsibilities that go along with his more
advanced age—things the new baby can’t do yet because
he is too young. Another way to make older children feel
loved and appreciated is to set aside some “quality time”
to spend alone with each of them on a regular basis. It is
also important for parents to avoid overtly comparing
their children to each other, and every effort should be
made to avoid favoritism.

In general, the most stressful aspect of sibling rivalry
is fighting. (Physical—as opposed to verbal—fights usual-
ly peak before the age of five). It is important for parents
not to take sides but rather to insist that the children work
out disagreements themselves, calling for a temporary
“time out” for feelings to cool down, if necessary. Any
form of parental involvement in squabbling by siblings
can create a triangle that perpetuates hostilities. Over-in-
sistence that siblings share can also be harmful: to retain
a sense of individuality, children need some boundaries
from their siblings in terms of possessions, territory, and
activities. Furthermore, it is especially difficult for very
young children to share their possessions.

Parents should take time to praise cooperation and
sharing between siblings as a means of positive reinforce-
ment. The fact that siblings quarrel with each other does
not necessarily mean that they will be inconsiderate, hos-
tile, or aggressive in their dealings with others outside the
family. The security of family often makes children feel
free to express feelings and impulses they are unable to
in other settings.

equal the number of second- and third-borns combined.
Separate studies have found high academic achievement
levels among first-borns in both urban ghettoes in the
United States and at British universities. First-born chil-
dren are generally responsible, assertive, and task-orient-
ed, often rising to leader ship positions as adults. They
are more frequently mentioned in Who's Who publica-
tions than individuals in any other birth position and are
overrepresented among members of Congress and U.S.
presidents. Studies have also found that first-born stu-
dents are especially vulnerable to stress and tend to seek
the approval of others. Adler found that there were more
first-borns than later-borns among problem children.
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Second-born and/or middle children tend to feel infe-
rior to the older child or children, since they do not realize
that their lower level of achievement is afunction of age.
They often try to succeed in areas not excelled in by their
elder siblings. Middle-born children have shown ardative-
ly high level of success in team sports, and both they and
last-borns have been found to be better adjusted emotional-
ly if from large families. Studies have also found middle
children to be sensitive to injustice and likely to have aes-
thetic interests. Generally trusting, accepting, and other-
centered, they tend to maintain relationships successfully.

The last-born child, never dethroned as the “ baby” of
the family, often exhibit a strong sense of security and non-
competitiveness. As a group, last-borns are most successful
socially and have the highest self-esteem levels of all the
birth positions. One study found last-borns more likely than
first-borns or only children to join afraternity or sorority.
Like youngest children, only children are never displaced as
the youngest in the family. With only adult modelsto emu-
late within the family, only children are achievement-orient-
ed and most likely to attain academic success and attend
college. However, studies show that only children have the
most problems with close relationships and the lowest need
for affiliation. They are aso the most likely to be referred
for help with psychiatric disorders.

Sibling rivalry frequently erupts in households with
two or more children, competing for the time, attention
and affection of parents. The ages of children, and the
years between them, can influence the degree and inten-
sity of of fighting and arguing. First borns may resent re-
sponsibility placed upon them for their siblings. Middle
children may feel “squeezed out” while last-borns may
play on their baby position in the family. Mental health
experts advise parents to listen to their children’s feel-
ings rather than deny their feelings or convince them to
feel differently. To lessen the tensions, experts suggest
that parents find time to spend with each child and share
in each child'sinterests.

Further Reading

Leman, Kevin. The New Birth Order Book: Why You Are the
Way You Are. Grand Rapids, Mich.: FH. Revell, 1998.

Toman, Walter. Family Constellation: Its Effects on Personality
and Social Behavior. New York: Springer Pub. Co., 1993

Wallace, Meri. Birth Order Blues: How Parents Can Help
Their Children Meet the Challenges of Birth Order. New
York: H. Holt, 1999.

Birth trauma

In psychoanalysis, birth provides the first experi-
ence of anxiety in an individual’s life.

In psychoanalytical theory, birth trauma s the first
major occasion of great anxiety in the life of an individ-
ual experienced at birth as the infant moves from the
gentle comfort of the womb into a new environment full
of harsh and unfamiliar stimuli. While most psychoana-
lytical psychologists assign a moderate degree of impor-
tance to the birth trauma in terms of its effects, some be-
lieve that the birth traumais the prototypical basis of all
later anxiety neuroses. The universality of the birth expe-
rience presents obvious difficulties in the precise deter-
mination of the nature and effects of the birth trauma.
The term birth trauma may also mean any physical in-
jury to an infant that occurs during birth.

Further Reading

Hotchner, Tracy. Pregnancy and Childbirth: The Complete
Guide for a New Life. 2nd ed. New York: Avon, 1990

Martin, Margaret. The lllustrated Book of Pregnancy and
Childbirth. New York: Factson File, 1991.

Birth

In humans, the process of delivering a child from
the uterus, usually by passage through the birth
canal at the end of pregnancy, normally after a ges-
tation period of about 267 days; also called parturi-
tion, or labor.

Childbearing is often viewed as the transition to
adult female sexuality. Birth labor is divided into severa
stages. During the latent phase (Stage 0), which lasts
from several hours to as long as three days, uterine con-
tractions (either regular or irregular) are present, but the
cervix has not dilated more than three or four centime-
ters. The mucus plug may be passed at this stage. The
first stage of labor begins with uterine contractions ac-
companied by mild pain at intervals of about 10 to 20
minutes and sensations of discomfort in the small of the
back which eventually become stronger and spread to the
entire abdominal area. The cervix, or neck of the uterus,
dilates rapidly from three or four centimeters until its
opening is large enough to allow the passage of the child
(10 centimeters). By the end of the first stage (although
sometimes much earlier), the sac containing the amniotic
fluid which surrounds the child breaks. The first stage
can take up to 12 hours with first-time mothers, although
it may be very rapid in women who have had severa
children. It can last many hours in obstructed labor,
where the baby is unusually large or badly angled.

The second stage of labor begins with the complete
dilation and effacement (thinning) of the cervix and ends
when the baby is born. At this stage, the contractions are
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Birth

Baby emerging from the womb. (SIU, National Audubon Society Collection/ Photo Researchers, Inc. Reproduced with permission.)

increasingly frequent and intense, ultimately recurring at
intervals of two to three minutes and lasting about a
minute. The mother begins contracting her abdominal
muscles voluntarily (“bearing down”), and the baby is
expelled, usually head first, by a combination of this vol-
untary contraction and the involuntary contractions of
the uterine muscles. The physician aids in the delivery
by guiding the infant’s head and shoulders out of the
birth canal. About 2 to 3 percent of babies are born feet
first (breech babies). Obstetrical forceps may be applied
during the second stage of labor to speed delivery in
order to ease either maternal exhaustion or infant dis-
tress. Other medical techniques utilized include the epi-
siotomy, a surgical incision along the back of the vagina
to enlarge the opening. (This procedure is now per-
formed less frequently than it was in the past.)

When the baby is born, mucus and blood are re-
moved from the nose and mouth by means of suctioning.
The umbilical cord is clamped and cut, and the child is
given to the mother to hold. The infant’s physical condi-
tion is then assessed by the Apgar score, which evalu-
ates the overall level of health based on heart rate, skin
color, muscular activity and respiratory effort, and re-
sponse to stimuli. During the third stage of 1abor, which

occurs within the first hour after the child is born, pla-
cental material, or afterbirth, is expelled through the
birth canal by strong uterine contractions called after-
birth pains. These contractions also help the uterusto re-
turn to its normal size. The doctor examines the placenta
and amniotic sac to confirm that all tissue has been ex-
pelled from the uterus, as serious complications may re-
sult if fragments remain inside, especially hemorrhaging.
If parts of the placenta or sac are missing, the doctor re-
moves them by hand. Finally, the episiotomy (if one has
been performed) is sutured with absorbable stitches. The
total duration of labor averages about 13 hours for first
deliveries and about eight hours for subsequent deliver-
ies, although there are large individual variances from
these figures.

The pain of the birth process can be relieved by
drugs, but many of these drugs also have the effect of
slowing uterine contractions or depressing the respirato-
ry system of the child. Drugs are either not used—or
used with special care—in the case of twins or prema-
ture infants. Moderate doses of narcotic analgesics may
be given to the mother, which are metabolized quickly
and nearly absent by the time of delivery. Local anesthet-
ics similar to Novocaine may be administered to provide
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pain relief in the cervical and vaginal areas, offering
more localized relief with fewer side effects than nar-
cotics. Methods of childbirth have been developed in
which the use of drugsis kept to a minimum.

The natural childbirth movement begun by Fernand
Lamaze, which advocates birth without drugs or medical
intervention, departed from the practices of the 1940s
and 1950s, when the administration of drugs and med-
ical procedures such as episiotomies were standard ob-
stetrical procedure. Natural childbirth methods use non-
medical relaxation techniques for pain control and allow
for more active participation in labor by the mother and a
lay coach, usually the husband. They typically include
prenatal classes for the mother and coach. Women who
use the Lamaze method are taught to perform three ac-
tivities simultaneously during contractions: breathing in
a special pattern, chanting a nonsense or meaningless
phrase coordinated with the rhythm of her breathing, and
staring intently at an object.

The home delivery movement, which became popu-
lar in the United States during the 1970s, gave way to the
establishment of birthing centers (in or affiliated with
hospitals) staffed by nurse-midwives and obstetricians in
an attempt to duplicate the family-centered, drug-free
experience of home birth but without the risks posed by
the absence of medical professionals. The natural child-
birth movement has also focused on easing the birth ex-
perience for the infant. In Birth Without Violence, the
physician Frederick Leboyer described modern hospital
birth as “torture of the innocent” and proposed measures
to make the transition to life outside the womb a more
gentle one for the newborn. These measures include dim
lights and a quiet atmosphere in the delivery room, post-
poning cutting of the umbilical cord, and bathing the in-
fant in lukewarm water. Psychologists Otto Rank and
R.D. Laing have elaborated on the idea of birth trauma
as afactor in adult mental and emotional problems, and
Leonard Orr developed rebirthing in the 1970s as a
holistic healing technique for eliminating negative be-
liefs that influence an adult’s behavior and attitudes.

Occasionally, complicating factors that can affect the
mother, the child, or both are encountered in the birth
process. These factors include, for example, poor health,
anatomical abnormalities, prematurity, and unusual orien-
tation of the child in the uterus, such as breech presenta-
tion, in which the child moves through the birth canal
head last, and (rarely) transverse presentation, in which
the child is positioned sideways. In some women, the
pelvic space istoo small for spontaneous birth of a baby,
and the delivery of the child is accomplished through a
surgical opening made in the mother’s abdominal wall and
uterus, in a procedure called a cesarean section. For a
healthy mother and child, the risks of childbirth are ex-

tremely low. Premature labor, which occurs in about one
pregnancy out of 20, isthe primary danger to mother and
child during the last trimester of pregnancy and the major
cause of newborn death. About 40 to 50 percent of moth-
ers—especialy first-time mothers—experience mild post-
partum depression, thought to be caused by a combina-
tion of biochemical factors and adjustment to the pres-
sures and demands of parenthood. A smaller percentage—
between 5 and 10 percent—become severely depressed.
Postpartum depression usually lasts up to 90 days.

Abnormalities present at the time of birth, known as
birth defects or congenital defects, occur in one of every
14 babies born in the United States. More than 3,000
birth defects have been identified, ranging from minor
dark sports or a birthmarks to serious disfigurements or
limited lifespans. Congenital heart defects occur to one of
every 125 to 150 infants born in the U.S., making heart
defects among the most common birth defects and the
leading cause of birth defect-related deaths. Down syn-
dromeisthe most frequently occurring chromosomal ab-
normality, occurring to one of every 800 to 1,000 infants
born in the United States. Annually, care of children with
birth defectsin the U.S. costs billions of dollars.

Birth defects have two causes: heredity and envi-
ronment. Environment includes maternal illness, such as
German mesad es. Other environmental factorsinclude: al-
cohol and drugs, consumed during the pregnancy, and ex-
posure to certain medicines or chemicals. Heavy alcohol
consumption during pregnancy can trigger fetal alcohol
syndrome in newborns, characterized by underweight,
small eyes, a short upturned nose with a broad bridge,
and often a degree of mental retardation. Thalidomide,
prescribed in the 1950s as a mild sedative, led to the birth
of 7,000 severely deformed babies, suffering from a con-
dition called phocomelia, characterized by extremely
short limbs that were often without fingers or toes.

For some diseases, like spina bifida, the causes are
unknown but believed to be a combination of heredity
and environment. Spina bifida, a neural tube defect, is
the most frequently occurring permanently disabling
birth defect in the United States, affecting one out of
every 1,000 newborns. In spina bifida, the spine fails to
close properly during the first month of pregnancy. In
worst cases, the spinal cord protrudes through the back.
A large percentage of children born with spina bifida
have hydrocephalus, an accumulation of fluid in the
brain which requires a surgical procedures called
“shunting” to relieve the fluid build up and redirect it
into the abdominal area. Sophisticated medical tech-
niques allow most children with spina bifida to live well
into adulthood. Based on research, the U.S. Public
Health Service recommends that women of childbearing
age in the U.S. consume 0.4 mg of folic acid daily to re-
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duce the risk of having a pregnancy with spinal bifida or
the other two neural two defects. anencephaly or en-
cephalocele. Amniocentesis or ultrasound testing can di-
agnose spina bifida before birth.

Sickle-cell anemia, Tay-Sachs, color blindness,
deafness, and extra digits on the hand or feet are heredi-
tary birth defects passed on through generations by ab-
normal genes. Birth defects may not impact each genera-
tion, but the abnormal geneis passed on.

Further Reading
Hotchner, Tracy. Pregnancy and Childbirth: The Complete
Guide for a New Life. 2nd ed. New York: Avon, 1990.
Martin, Margaret. The lllustrated Book of Pregnancy and
Childbirth. New York: Facts on File, 1991.
Nathaniels, Peter. Life Before Birth and a Time to Be Born.
Ithaca, NY: Promethean Press, 1992.
See also Fetal alcohol effect and syndrome

Bisexuality

Sexual orientation defined as sexual involvement
with members of both sexes concurrently (within
the period of one year) or any sexual attraction to
or involvement with members of both sexes at any
time in one’s life.

There is no single accepted definition of bisexuality.
Some define it narrowly as sexual involvement with mem-
bers of both sexes concurrently (within a twelve-month
period or less). Others define bisexuality more broadly as
any sexual attraction to or involvement with members of
both sexes at any time in one's life. However, few people
qualify as bisexual in its narrow definition. A comprehen-
sive study, “Sex in America,” conducted in 1992 by the
University of Chicago, found that less than 1% of either
males (0.7%) or females (0.3%) had engaged in sexua ac-
tivity with both males and females within the previous
year. While no statistics exist on the numbers of Ameri-
cans who fit the broad definition of bisexuality, estimates
range from the millions to tens of millions.

Sigmund Freud believed that bisexuality was a
“disposition” common to all humans. He contended that
every individual has a masculine and feminine side, and
that each side is heterosexually attracted to members of
the opposite sex. Most people, however, according to
Freud, repress one side, becoming either hetero- or ho-
mosexual. Alfred Kinsey posited a scale for human sex-
uality ranging from zero, representing exclusive hetero-
sexual behavior, to six, representing exclusive homosex-
ual behavior. Between the two polesis a spectrum of bi-
sexual activity.

Dr. Fritz Klein, a noted psychiatrist, has expanded
on Kinsey’'s work, creating the Klein Sexual Orientation
Grid, which takes into account seven different variables
and the passage of time in defining one's sexual orienta-
tion. Klein's variables provide a more detailed ook at
one's sexuality, examining preferences in attraction, be-
havior, fantasies, emotiona involvement, social involve-
ment, lifestyle, and self-identification. Klein also allows
for sexual development over time, an important element
missing from Kinsey’s work.

Martin S. Weinberg, Colin J. Williams, and Douglas
W. Pryor, in their book Dual Attraction: Understanding
Bisexuality, have developed a simplified version of
Klein's grid, exploring only three, rather than seven,
variables: sexual feelings, sexual activities, and romantic
feelings. Sexual feelings include attraction, fantasies,
arousal, etc. Sexual activities are actual behaviors such
as kissing, fellatio, and intercourse. Romantic feelings
are the experience of “falling in love” Self-identified bi-
sexuals can be more or less hetero- or homosexual in
each of these categories.

Some studies of fraternal and identical twins show
that identical twins are more likely to be bisexual than are
fraternal twins, suggesting a genetic basis for bisexual
predisposition. These studies have yet to be tested ade-
quately to be considered conclusive, however. The fact is
that without a single accepted definition of bisexuality, no
single conclusion can be reached concerning its origins.

Debate over why people are hetero-, homo-, or bi-
sexual is afairly recent phenomenon. Identification by
sexual preference only began in the 19th century, and be-
fore then, it was rarely discussed. Today, however, there
is tremendous pressure for a person to declare a sexual
preference. The idea of bisexuality is threatening to
some people because sexuality is no longer clearly de-
fined between homosexuality and heterosexuality.

Bisexuals are often accused of being “homosexuals
in disguise.” Asaresult, they often feel confused about
their sexuality. They are considered “too gay” to be
straight, and “too straight” to be gay. Few resources exist
to help bisexuals understand themselves. Homosexual
support groups may reject them if they reveal their het-
erosexual sides; heterosexuals may reject them if they re-
veal their homosexual feelings. Many bisexuals remain
in the closet, hiding their gender-encompassing feelings
from others, and sometimes even from themselves. Oth-
ers lead dual lives, expressing their homosexual sides
with one group of friends, while reserving their hetero-
sexual selvesfor atotally separate socia circle.

Life, and love, can become quite complicated for a
bisexual person. The pressures can be tremendous, creat-
ing agreat deal of stressand pain. A 1989 U.S. Depart-
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ment of Health and Human Services report determined
that 30% of teenage suicides occur among gay and les-
bian youths, but the number of bisexual victimsis un-
known. Fortunately, however, a movement has begun in
recent years to promote a greater acceptance and under-
standing of bisexuality. More studies are being done
specifically on bisexuality or that include bisexuality asa
distinct category.

Unfortunately, concern over the spread of AIDS has
caused another backlash against bisexuality, based on the
assumption that all bisexuals are promiscuous. Most bi-
sexuals are monogamous for all or part of their lives, and
those who engage in promiscuous behavior are not neces-
sarily at greater risk of contracting AIDS. It has been sug-
gested that of women who contract AIDS through sexual
intercourse, only 10-20% were infected by bisexual males.

Dianne K. Daeg de Mott
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Body image

The subjective conception of one’s own body,
based largely on evaluative judgments about how
one is perceived by others.

Humans have the unique ability to form abstract
conceptions about themselves and to gaze at themselves

as both the seer and the object seen. Conflict occurs
when the seer places unrealistic demands on him or her-
self and the body. Body image considers physical ap-
pearance and may include body functions or other fea-
tures. Body imageis linked to internal sensations, emo-
tional experiences, fantasies, feedback from others, and
plays akey rolein a person’s self-concept. Self-percep-
tions of physical inferiority can strongly affect all areas
of one'slife and may lead to avoidance of social or sexu-
al activities or result in eating disorders.

How one's physical characteristics correspond to
cultural standards plays a crucial role in the formation of
body image. In the South Pacific island of Tonga, for ex-
ample, corpulenceis considered asign of wealth and ele-
vated social status, but would be termed obesity in West-
ern societies, particularly in the United States where the
slim and firm athletic form is idealized. Deference to
cultural standards and concepts can be very damaging, as
few people attain an “ideal body,” no matter how it is de-
fined, and those who depart drastically from the ideal
can suffer asharply reduced sense of self-worth.

Psychologists are interested in body image primarily
to determine whether the image held reasonably agrees
with reality. A seriously distorted or inappropriate body
image characterizes a number of mental disorders. For
anorexia nervosa, a seriously distorted body imageisa
classic symptom and major diagnostic criterion. The
anorexic, most likely an adolescent female, perceives
herself as “fat” even when sheis emaciated. A distorted
sense of body image may comprise a disorder in itself,
known as body dysmorphic disorder. People affected by
this condition generally become preoccupied with a spe-
cific body part or physical feature and exhibit signs of
anxiety or depression. Commonly, the victim mentally
magnifies a slight flaw into a major defect, sometimes
erroneously believing it the sign of a serious disease,
such as cancer, and may resort to plastic surgery to re-
lieve distress due to the person’s perceived appearance.

A healthy body image, according to some in the
mental health field, is one that does not diverge too
widely from prevailing cultural standards but leaves
room for a person’sindividuality and uniqueness.

Humans start to recognize themselvesin mirrorsin
meaningful ways at about 18 months and begin perceiv-
ing themselves as physical beings in toddlerhood. By
school-age, children often face prejudices based on their
appearances. Children spend much of their early livesin
schools, an environment that is highly social and com-
petitive with notoriously rigid hierarchies often based on
physical appearances. Studies have found that teachers
are also drawn to the most attractive children, which can
further compound a child’'s poor body image. In a
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Constant exposure to very thin models in the media can
lead to unrealistic body images. (Photo by David Karp.
AP/Wide World Photos. Reproduced with permission.)

school-age child, a poor body image may result in social
withdrawal and poor self-esteem.

As puberty nears, children become increasingly fo-
cused on the appearance of their bodies. An adolescent
may mature too quickly, too slowly, in away that is unat-
tractive, or in away that makes the adolescent stand out in
the crowd. Any deviation from the ideal can result in aneg-
ative body image, and adolescents may diet or use steroids
to counter a negative self-concept. As people age, most re-
vise their views of the ideal body so that they can continue
to feel reasonably attractive at each stage of their lives.

See also Anorexia; Bulimia

Further Reading

Cash, Thomas F. What Do You See When You Look in the Mir-
ror?: Helping Yourself to a Positive Body Image. New
York: Bantam Books, 1995.

Costin, Carolyn. Your Dieting Daughter: Is She Dying for At-
tention? New York: Brunner/Mazel, 1997.

Bonding

The process by which parents form a close person-
al relationship with their newborn child.

Bonding is the process by which parents form a
close personal relationship with their newborn child. The
term “bonding” is often used interchangeably with “ at-
tachment,” a related phenomenon. For the purposes of
this essay, bonding is confined to the newborn period.
Attachment develops over the larger period of infancy
and istreated in a separate entry.

The way parents feel about a new child is highly
subjective and emotional, and can be very difficult to
measure. Some researchersin the United States and el se-
where have attempted to show that there is a“ sensitive
period” soon after birth, in which the newborn is quietly
alert and interested in engaging the mother, and the
mother is able to attune to the new child. It is assumed,
but not proven, that if mothers are given the opportunity
to interact with their infants at this time, they are most
likely to become bonded to the child—to begin to re-
spond to him, love him, and take care of him. Fathers
who are with their partners at the birth also respond to
the infant in characteristic ways immediately after birth.

American pediatricians John Kennell and Marshall
Klaus pioneered scientific research on bonding in the
1970s. Working with infants in a neonatal intensive care
unit, they often observed that infants were often taken
away from their mothers immediately after birth for emer-
gency medical procedures. These babies often remained in
the nursery for several weeks before being allowed to go
home with their families. Although the babies did well in
the hospital, atroubling percentage of them seemed not to
prosper at home, and were even victims of battering and
abuse. Kennell and Klaus also noted that the mothers of
these babies were often uncomfortable with them, and did
not seem to believe that their babies had survived birth.
Even mothers who had successfully raised previous in-
fants seemed to have special difficulties with their chil-
dren that had been treated in the intensive care nursery.
Kennell and Klaus surmised that the separation immedi-
ately after birth interrupted some fundamental process be-
tween the mother and the new baby. They experimented
with giving mothers of both premature and healthy full-
term babies extra contact with their infants immediately
after birth and in the few days following birth. Mothers
who were allowed more access to their babies in the hos-
pital seemed to develop better rapport with their infants, to
hold them more comfortably, smile and talk to them more.

Studies conducted in the 1970s making these claims
have come under attack in the 1980s and 1990s. Much of

86 GALE ENCYCLOPEDIA OF PSYCHOLOGY, 2ND EDITION



Research shows that instinctive behaviors in new mothers facilitate bonding with their infants. (Goujon/Jerrican. Photo
Researchers, Inc. Reproduced with permission.)

the earlier research has been difficult to duplicate, and
many mitigating factorsin parent-child relationships
make the lasting effects of early bonding experience dif-
ficult to pin down with scientific rigor. Nevertheless,
bonding research brought about widespread changesin
hospital obstetrical practice in the United States. Fathers
and family members were allowed to remain with the
mother during labor and delivery in many cases. Mothers
were alowed to hold their infants immediately after
birth, and in many cases babies remained with their
mothers throughout their hospital stay. Bonding research
has also led to increased awareness of the natural capa-
bilities of the infant at birth, and so has encouraged
many others to deliver their babies without anesthesia
(which depresses mother and infant responsiveness).

One important factor in the parents’ ability to bond
with the infant after birth is that the healthy, undrugged
newborn is often in what is called a“quiet aert” state for
45 to 60 minutes after birth. Research has demonstrated
that immediately after birth the newborn can see and has
visual preferences, can hear and will turn his head to-
ward a spoken voice, and will move in rhythm to his
mother’s voice. Mothers and fathers allowed to interact

with their newborns in this time frame often exhibit
characteristic behaviors, such as stroking the baby, first
with fingertips, then with the palm, looking in the baby’s
eyes, and speaking to the baby in a high-pitched voice.
Researchers have also found physical changes in the
mother right after birth, such as hormonal increases trig-
gered by the infant licking or sucking her nipples, and
increased blood flow to her breasts when hearing the in-
fant cry. Some scientists speculate that there are instinc-
tual behaviors triggered in the mother in response to the
infant immediately after birth that facilitate her bonding
with the infant, and thus promote the infant’s survival.

Research on the bonding process has been scruti-
nized. Detractors call attention to the often poor research
design of early studies and reject bonding as a scientific
fallacy thrust on women to make them feel that they
must react to their infants in certain prescribed fashions.
Some people have misinterpreted bonding to mean that
if the early sensitive period is missed, they cannot be-
come successful parents. Obviously, parents can form
close attachments to infants they did not see at birth, ei-
ther because of medical emergencies or because their
children are adopted. Thus, early experience with the
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newborn is only one factor in the complex relations of
parents to children.

Despite some problems with quantifying bonding as
a scientific phenomenon, there is a wealth of anecdotal
evidence on the positive effects of an after-birth bonding
experience. Most hospitals are now much more sensitive
to parents’ desire to be with their newborn than in the
past. Parents-to-be may wish to find out their hospital’s
policies regarding the period immediately after birth.
Questions to ask may include: Will the mother be al-
lowed to hold the baby immediately if there is no prob-
lem? If tests are needed, can they be delayed until after
the first hour? What family members can be present at
the birth? Can family members be present at a cesarean
birth? Will the baby stay in the same room with the
mother or be sent to a central nursery? Some hospitals
reportedly score mothers on how well they seem to bond
with their infants, allegedly to flag potential future child
abuse. This in effect makes early and rapid bonding a
test, with failure potentially criminal, and egregiously vi-
olates the spirit of the hospital reform that bonding re-
search brought about. If a hospital admitsto “testing” for
bonding, parents may ask if they may decline the test, or
if they can have access to the test results. Ideally, both
the birth and the period immediately after should be han-
dled according to the parents’ wishes.

A. Woodward

Further Reading
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New Haven, CT: Yale University Press, 1992.
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and Independence. Reading, MA: Addison-Wesley, 1995.

Borderline personality

Mental illness characterized by erratic and impul-
sive self-destructive behavior and an intense fear of
abandonment.

Characteristics

Borderline individuals have a history of unstable in-
terpersonal relationships. They have difficulty seeing the
“shades of gray” in the world, and view significant peo-
ple in their lives as either completely flawless or ex-
tremely unfair and uncaring (a phenomena known as
splitting). These alternating feelings of idealization and

devaluation are the hallmark feature of borderline per-
sonality disorder. Because borderline patients set up such
excessive and unrealistic expectations for others, they
are bound to be disappointed when their expectations
aren't realized.

Theterm “borderling” was originally coined by psy-
chologist Adolf Stern in the 1930s to describe patients
who bordered somewhere between psychosis and neu-
rosis. It has also been used to describe the borderline
states of consciousness these patients sometimes feel
when they experience dissociative symptoms (afeeling
of disconnection from oneself).

Causes and symptoms

Borderline personality disorder accounts for
30-60% of all personality disorders, and is present in
approximately 2% of the general population. The disor-
der appears to affect women more frequently than men,
and 75% of all diagnosed patients are female.

Adults with borderline personalities often have a
history of significant traumas such as emotional and
physical abuse, neglect, or the loss of a parent in child-
hood. Feelings of inadequacy and self-loathing that arise
from these situations may be key in developing the bor-
derline personality. It has also been theorized that these
patients are trying to compensate for the care they were
denied in childhood through the idealized demands they
now make on themselves and on others as an adult.

In its Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition (DSM-1V), a reference stan-
dard for mental health professionals, the American
Psychiatric Association defines borderline personality
as a long-standing pattern of instability and impulsive
behavior beginning in early adulthood. DSM-1V states
that at least five of the following criteria (or symptoms)
must be present in an individual for a diagnosis of bor-
derline disorder:

« Frantic efforts to avoid real or perceived abandonment.

* A pattern of unstable, and intense interpersonal relation-
ships, characterized by alternating between idealization
and devaluation (i.e., a“love-hate’ relationship).

* Identity disturbance characterized by an extreme, per-
sistently unstable self-image and sense of self.

* Impulsive behavior in at least two areas (e.g., spending,
sex, substance abuse, reckless driving, binge eating).

« Recurrent suicidal behavior, gestures, or threats, or re-
curring acts of self-mutilation (e.g., cutting or burning
oneself).

« Affective (mood) instability due to brief but intense
episodes of dysphoria (depression), irritability, or anx-
iety.
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« Chronic feelings of emptiness.

* Inappropriate and intense anger, or difficulty control-
ling anger displayed through temper outbursts, physical
fights, and/or sarcasm.

* Transient, stress-related par anoia and/or severe disso-
ciative symptoms (a separation from the subconscious,
sometimes characterized by a “dream-like” state and
physical symptoms such as flashbacks).

Diagnosis

Borderline personality disorder typicaly first appears
in early adulthood. Although the disorder may occur in
adolescence, it may be difficult to diagnose, as “border-
line symptoms” such as impulsive and experimental be-
haviors, insecurity, and mood swings are also common,
developmentally appropriate occurrences at this age.

Borderline symptoms may also be the result of
chronic substance abuse and biologically based medical
conditions (specifically, disorders of the central nervous
system). These should be ruled out as causes before
making the diagnosis of borderline personality disorder.

The disorder commonly occurs together with mood
disorders (i.e., depression and anxiety), post-traumatic
stress disorder, eating disor ders, attention deficit/hy-
peractivity disorder (ADHD), and other personality
disorders. It has also been suggested by some re-
searchers that borderline personality disorder is not a
true pathological condition in and of itself, but rather a
number of overlapping personality disorders; however, it
is commonly recognized as a separate and distinct disor-
der by the American Psychological Association and by
most mental health professionals.

Treatment

Individuals with borderline personality disorder
seek psychiatric help and hospitalization at a much high-
er rate than people with other personality disorders,
probably due to their fear of abandonment and need to
seek out idealized interpersonal relationship. These pa-
tients represent the highest percentage of diagnosed per-
sonality disorders (up to 60%).

Providing effective therapy for the borderline per-
sonality patient is a necessary, but difficult, challenge.
The therapist-patient relationship is subject to the same
inappropriate and unrealistic demands that borderline
personalities place on all their significant interpersonal
relationships. They are chronic “treatment seekers’ who
become easily frustrated with their therapist if they feel
they are not receiving adequate attention or empathy,
and symptomatic anger, impulsivity, and self-destructive
behavior can impede the therapist-patient relationship.

However, their fear of abandonment, and of ending the
therapy relationship, may actually cause them to discon-
tinue treatment as soon as progress is made.

Psychotherapy, typicaly in the form of cognitive be-
havioral therapy, isusually the trestment of choicefor bor-
derline personalities. Dialectical behavior therapy
(DBT), acognitive-behavioral technique, has emerged as
an effective therapy for borderline personalities with suici-
dal tendencies. The treatment focuses on giving the bor-
derline patient self-confidence and coping tools for life
outside of treatment through a combination of social skill
training, mood awareness and meditative exercises, and
education on the disorder. Group therapy is also an op-
tion for some borderline patients, although some may feel
threatened by the idea of “sharing” atherapist with others.

Medication is not considered a front-line treatment
choice, but may be useful in treating some symptoms of
the disorder, and in alleviating the symptoms of mood
disorders that have been diagnosed in conjunction with
borderline personality disorder. Recent clinical studies
have indicated that naltrexone, an opiate antagonist, may
be helpful in relieving physical discomfort related to dis-
sociative episodes.

Prognosis

The disorder usually peaks in young adulthood and
frequently stabilizes after age 30. Approximately 75-
80% of borderline patients attempt or threaten suicide,
and between 8-10% are successful. If the borderline pa-
tient suffers from depressive disorder, the risk of suicide
is much higher. For this reason, swift diagnosis and ap-
propriate interventions are critical.

See also Dissociation/Dissociative disorders

Paula Ford-Martin
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Boredom

Boredom

A state of weariness with, and disinterest in, life.

Everyone, at one time or another, feels bored. Chil-
dren, however, may report boredom more frequently be-
cause they have not yet learned to alleviate it for them-
selves. Infants and toddlers rarely experience boredom.
Infants spend large blocks of time asleep and much of
their waking time feeding. Toddlers have a nearly unlim-
ited curiosity to explore aworld that is still new to them.
Preschool and school-aged children, though, are ficklein
their attentions. The child may be engrossed in an activ-
ity one minute and, seconds later, lose interest and com-
plain of boredom.

Adults who complain of boredom may be express-
ing their frustration at being unchallenged by their pre-
sent activities. People who complain about being bored
at work, for example, may feel that they are not being
used to their potential. Boredom in adults is often asign
of alack of intellectual stimulation. In rare instances,
people who repeatedly complain of boredom might be
suffering from a clinical condition such as depression.
Depressed people may withdraw from formerly interest-
ing activities and complain of boredom. Such a person
may need to talk to a psychologist about the factors that
are causing the depression.

Further Reading
Wester-Anderson, Joan. “Overcoming Life's Little Doldrums,”
Current Health 19, (February 1993): 4+.

Medard Boss

1903-1990
Swiss psychotherapist who helped build the con-
cept of existential psychology.

The idea of combining psychology and philosophy
may seem to run counter to the idea of psychology as a
science. But psychology is a science of the mind, and the
releationship between the mind and ideasis critically im-
portant to psychological study. Medard Boss, trained asa
physician, used his knowledge of philosophy to help hu-
manize psychology. He spent his career developing the
concept he called Daseinanalysis. “Dasein” is a German
word meaning “being there,” and it forms a critical ele-
ment of the philosophy of Martin Heidigger (who be-
came afriend of Boss).

Bosswas born in St. Gallen, Switzerland on Octo-
ber 4, 1903 and raised in Zurich. Zurich during the early

years of the twentieth century. was one of the leading
cities for psychological research. Trained as a physician,
Boss received his medical degree from the University of
Zurich in 1928. Before that, however, he had spent time
in Vienna, where he had met (and been analyzed by) Sig-
mund Freud.

It was Boss's exposure to the writings of Ludwig
Binswanger and Heidigger that prompted him to formu-
late a psychological model. Binswanger (1881-1966) has
been called the first existential psychologist. In 1946,
Boss met Heidigger, and it was then that he was able to
fully grasp the concepts that led to his later work.

Essentially, Boss believed that Dasein was a means
of opening the mind—of bringing light to a situation.
The symbolism of light played an important role in
Boss's work: the idea of “coming out of the darkness,” of
“illuminating an idea,” and ultimately, of “enlighten-
ment.” Boss further believed that mood played an impor-
tant part in how people reacted to their environment. An
angry person, for example, would be attuned primarily to
things that create feelings of anger. Boss also felt that
dreams were important—more so than other existential
thinkers. What made his interpretation of dreams differ-
ent from those of Freud or Jung, however, was that he
believed that dreams created their own message rather
than displaying symbols of deeper fedlings.

Boss's books include Existential Foundations of
Medicine and Psychology, Psychoanalysis and Dasein-
analysis, and The Analysis of Dreams. He died in 1990.

GeorgeA. Milite

Murray Bowen

1913-1990
American psychiatrist who pioneered family therapy.

Murray Bowen grew up in asmall town that he be-
lieved gave him the foundation for his theories on family
therapy. To Bowen, the family was an emotional unit;
although it was made up of individuals who had their
own thoughts and needs, much of how they behaved was
the result of how they functioned as part of the family.

Bowen, the oldest of five children, was born in Wa-
verly, Tennessee, on January 31, 1913. His parents were
Jesse and Maggie Bowen; their families had lived in
Tennessee since the days of the American Revolution.
Jesse Bowen was mayor of Waverly, and he also ran sev-
eral small businesses there, including the funeral parlor.
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Bowen attended the University of Tennessee, gradu-
ating with a bachelor’s degree in 1934. He then went to
the University of Tennessee Medical School, where he
received hisM.D. in 1937. He completed internshipsin
New York and in 1941 enlisted in the Army. Before his
military experience he had planned to become a cardiac
surgeon. His observation of soldiersin the midst of war,
however, convinced him that mental illness was a more
pressing and worthwhile goal. Upon leaving the Army in
1946, he accepted a fellowship at the Menninger Foun-
dation in Topeka, Kansas, where he studied psycho-
analysisfor several years. Eventually he came to believe
that, despite Freud's success, his methods fell short in
one important regard: recognizing the family as a unit
with its own emotional needs and behaviors. Whereas
Freud focused on the self, Bowen saw the family as a
source of much of the behavior its members expressed.
Each member operated as an individual, but within the
family structure with its own set of rules. In other words,
Bowen's approach took a more pragmatic look at human
relationships. As one of five siblings, and as a husband
and father of four children, he no doubt observed much
of what he was writing about in his own family structure.

Bowen moved to the National Institute of Mental
Health in 1954, and then to Georgetown University Med-
ical Center in 1959, where he remained for the rest of his
career. In the late 1950s he further developed what he
called his “Family Systems Theory.” Bowen believed
that family members would adopt certain types of behav-
ior based on their place in the family; with this knowl-
edge, a therapist could grapple with behavioral issues
more effectively and accurately.

In hislater years, Bowen remained active in family
therapy. He published his book, Family Therapy in Clini-
cal Practice, in 1978, and he was a founder and first
president of the American Family Therapy Association
from 1978 to 1982. He died of lung cancer at his home
in Chevy Chase, Maryland, on October 9, 1990.

GeorgeA. Milite

John Bowlby

1907-1990
British psychiatrist who discovered insights into the
mother-child bond.

John Bowlby’s pioneering work on the relationship
between mothers and children was instrumental in shap-
ing child psychology in the twentieth century. His re-

search focusing on the mother-child bond—what it
meant, and what happened when it did not or could not
exist—formed the basis for groundbreaking work that
culminated in his “attachment theory” about maternal
bonding. More important, he made practical as well as
theoretical use of his research, working directly with pa-
tients and taking young and talented researchers under
hiswing.

Born in London on February 26, 1907, Edward John
Mostyn Bowlby was the son of Mgjor Sir Anthony Bowl-
by and the former May Mostyn. Sir Anthony was a physi-
cian who served as surgeon to King George V. When John,
one of six children, was born, his father was 52 and his
mother was 40. His childhood was typical of many mid-
dle- and upper-class children in Britain; early years spent
with a nanny or governess, then boarding school. Bowlby
did not feel that his own upbringing was out of the ordi-
nary, although one could conclude that his own reserved
demeanor may have been formed at an early age.

Bowlby attended the Royal Naval College and Cam-
bridge, where he prepared for medical school. He volun-
teered for ayear in ahospital for maladjusted children,
an experience that set the stage for his later work. Two
children in particular intrigued Bowlby: an adolescent
loner who had been expelled from school for stealing,
and a nervous seven-year-old who was called Bowlby’s
shadow because he followed him around. These two
children left alasting impression on the researcher.

Bowlby entered University College Medical School
in London for his medical training. He became interested
in psychiatry, attending the British Psychoanalytic Insti-
tute and also training at the prestigious Maudsley Hospi-
tal. At the Institute he was supervised by the innovative
child psychoanalyst Melanie Klein. Although Bowlby
did not agree with many of Klein's theories, her guid-
ance helped him to ground his later research.

After graduating from medical school, Bowlby
stayed on at Maudsley. Initially he worked with adult pa-
tients, but his work gradually turned to children. Hisfirst
empirical study, in fact, tracked 44 children whose be-
havior patterns included anxiety and petty crime. He dis-
covered a common thread among these children: they
had been deprived of their mothers at some point during
their childhood.

During the Second World War, Bowlby moved away
from child research and conducted studies on officer se-
lection criteriafor the military. This gave him a chance
to gain solid experience with statistics, which aided his
research after the war. In 1946 he joined the staff of the
Tavistock Clinic in London, where he spent the remain-
der of his career. During his years at Tavistock, Bowlby
was intrigued by the work of Konrad L orenz, who re-
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searched “imprinting” (for example, how young birds
identify the first creature they see upon hatching as their
mother), and his belief that early experience influenced
later behavior grew stronger. From 1950 to 1952, Bowl-
by served as a consultant for the World Health Organiza-
tion, in which he worked with orphaned and institution-
alized children who had been separated by their mothers.
His report, Maternal Child Care and Child Health
(1951), said that children who were deprived of their
mothers needed a mother figure to substitute; lack of a
mother or a substitute mother figure would adversely af-
fect children later in life.

In the 1960s, Bowlby began working on his most
important work, his “Attachment and Loss’ trilogy. The
books included Attachment (1969), Separation (1973),
and Loss (1980). Initially, his theories were attacked by
traditional psychoanalysts (including Anna Freud) who
claimed that he had misinterpreted Freud's ideas. But as
psychologists and psychiatrists revised Freud's theories,
they realized that Bowlby’s theories were both innova-
tive and accurate.

Although Bowlby officially retired in 1972, he re-
mained active in research and writing. He continued his
association with Tavistock, but he also spent more time
at his vacation home on the Isle of Skye, off the Scottish
coast, with hisfamily. (He married Ursula Longstaff in
1938 and had four children.) His last book, a biography
of Charles Darwin, was published in 1990, only months
before his death of a stroke on September 2 on Skye.

GeorgeA. Milite

Further Reading

Bowlby, John. Attachment and Loss, vals. 1-3. New York,
Basic Books, 1969, 1973, 1980.

Holmes, Jeremy. John Bowlby and Attachment Theory. Lon-
don, Routledge, 1993.

Brain disorders

Any of the various disorders associated with the
human brain, including stroke, trauma, and tu-
mors.

It has recently been reported that neurology, the
study of the brain, is the fastest growing specialty in the
life sciences. With this growth has come a wealth of new
information about the origins of and treatments for some
of the more prevalent brain disorders. There are many
varieties of brain disorders that affect humans, including
Alzheimer’s disease, Parkinson’s disease, epilepsy,

and other disorders that are more generally thought of as
being “behavioral” rather than biological. These types of
disorders that could be termed disorders of the brainin a
broad sense include depression, schizophrenia, and
bipolar disorder. Beyond these, however, are several
other types of disorders of the brain, including stroke,
trauma, brain tumors, and developmental disorders such
as muscular dystrophy and cerebral palsy.

Strokes are the third leading cause of death in the
United States and are one of the leading causes of dis-
ability among older adults. According to the most recent
statistics, a staggering 1,200 people suffer from strokes
each day in this country. “Stroke” is technically alay
term; when physicians speak of strokes, they are refer-
ring to thromboses, hemorrhages, or embolisms. Basical-
ly, the term stroke refers to the loss of blood to a part of
the brain and the resulting tissue damage. Because of the
variables involved, strokes are often not correctly diag-
nosed. Often, especialy with very mild events, a patient
will attribute odd sensations to something else. The ef-
fects of a stroke may vary, based on its origins and the
area of the brain that was deprived of blood. Generally
speaking, if tissue damage occurred in the right brain
hemisphere, the victim may experience some degree of
paralysis on the left side of the body, a distortion of vi-
sion, especially the ability to perceive depth and dis-
tance, and aloss of memory. If the tissue affected is on
the left side of the brain, patients may experience some
degree of paralysis on the right side of the body, minor
memory loss, and some degree of language loss.

Other common brain disorders include the array of
conditions caused by head trauma. Injuries to the head
can, obviously, vary tremendously, but such injuries all
result in biochemical abnormalities in the brain. After
the head has been injured in some way, a tremendous
amount of chemicals travel through the brain, which
often have detrimental effects on brain cells, including
paralysis and behavioral and cognitive losses. Recent
medical advances have uncovered some drugs and treat-
ments that can offset this after-effect of trauma, and
physicians now know that brain cells can be replaced in
adults, a procedure that was thought impossible only a
decade ago. Doctors now have the ability to procure ac-
curate images of the brain from magnetic resonance
imaging (MRI) machines, allowing them to pinpoint
damaged areas for treatment.

The incidence of brain tumors has increased in re-
cent years, although it is not certain if thistrend is sim-
ply a result of better diagnostic technology, such as
MRIs. Nonetheless, treatments devised thus far have
generally been less than stellar. Researchers have found
that certain genesinside tumors are capable of creating
resistance to drugs being used to destroy the tumor.
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Often, if drug treatment of brain tumors is ineffective,
surgery is required to remove the tumor, which can fur-
ther damage the brain.

Developmental neurologic disorders of the brain in-
clude well-known brain diseases such as Alzheimer’s,
Parkinson’'s, muscular dystrophy, and cerebral palsy.
Most of these disorders are now known to be inheritable,
passed from one generation to another genetically. Re-
cent research has isolated the gene that causes strains of
Alzheimer’'s, Huntington’s disease, and several other
muscular disorders. Cerebral palsy, a devastating devel-
opmental neurologic disorder involving severe muscle
and coordination deterioration, has been attributed to
stroke in newborn infants.

In 1995, the National Institutes of Health (NIH)
spent the following studying brain disorders:
Alzheimer’s disease, $305 million; stroke, $116 million;
multiple sclerosis, $80 million; Parkinson’s disease, $72
million; epilepsy, $55 million; and head injury, $51 mil-
lion. As away of comparison, NIH spent $199 million
studying arthritisin 1995.

Further Reading

“Cognitive Impairment to Dementia.” The Lancet (25 February
1995): 465.
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Connaughton, P. Nodl. “Decade of the Brain: A Midpoint Sta-
tus Report.” Patient Care (15 July 1995).

Guiness, AlmaE., ed. The Reader’s Digest ABCs of the Human
Mind. Pleasantville, NY: Reader’s Digest Association,
1990.

Mattson, Sarah N. “MRI and Prenatal Alcohol Exposure: Im-
ages Provide Insight into FAS.” Alcohol Health and Re-
search World (Winter 1994): 49.

Brain

Part of the central nervous system located in the
skull. Controls mental and physical actions of the
organism.

The brain, with the spinal cord and network of
nerves, controls information flow throughout the body,
voluntary actions, such as walking, reading, and talking,
and involuntary reactions, such as breathing and heart-
beat. The human brain is a soft, shiny, grayish white,
mushroom-shaped structure. Encased within the skull,
the brain of an average adult weight about 3 |b (1.4 kg).
At birth, the average human infant’s brain weighs 13.7
0z (390 g); by age 15, the brain has nearly reached full
adult size. The brain is protected by the skull and by a
three-layer membrane called the meninges. Many bright

red arteries and bluish veins on the surface of the brain
penetrate inward. Glucose, oxygen, and certain ions pass
easily from the blood into the brain, whereas other sub-
stances, such as antibiotics, do not. The four principal
sections of the human brain are the brain stem, the dien-
cephalon, the cerebrum, and the cerebellum.

The brain stem

The brain stem connects the brain with the spinal
cord. All the messages that are transmitted between the
brain and spinal cord pass through the medulla—a part
of the brain stem—viafibers. The fibers on the right side
of the medulla crossto the left and those on the left cross
to the right. As aresult, each side of the brain controls
the opposite side of the body. The medulla also controls
the heartbeat, the rate of breathing, and the diameter of
the blood vessels and helps to coordinate swallowing,
vomiting, hiccupping, coughing, and sneezing. Another
component of the brain stem is the pons (meaning
bridge). It conducts messages between the spinal cord
and the rest of the brain, and between the different parts
of the brain. Conveying impulses between the cerebral
cortex, the pons, and the spinal cord is a section of the
brain stem known as the midbrain, which also contains
visual and audio reflex centers involving the movement
of the eyeballs and head.

Twelve pairs of crania nerves originate in the under-
side of the brain, mostly from the brain stem. They leave
the skull through openings and extend as peripheral
nerves to their destinations. Among these cranial nerves
are the olfactory nerves that bring messages about smell
and the optic nerves that conduct visual information.

The diencephalon

The diencephalon lies above the brain stem and em-
bodies the thalamus and hypothalamus. The thalamus
isan important relay station for sensory information, in-
terpreting sensations of sound, smell, taste, pain, pres-
sure, temperature, and touch; the thalamus al so regul ates
some emotions and memory. The hypothalamus con-
trols a number of body functions, such as heartbeat rate
and digestion, and helps regul ate the endocrine system
and normal body temperature. The hypothalamus inter-
prets hunger and thirst, and it helps regulate sleep,
anger, and aggression.

The cerebrum

The cerebrum constitutes nearly 90% of the brain’s
weight. Specific areas of the cerebrum interpret sensory
impulses. For example, spoken and written language are
transmitted to a part of the cerebrum called Wernicke's

GALE ENCYCLOPEDIA OF PSYCHOLOGY, 2ND EDITION 93

ureig



Brain

Lateral nerve

Suprapharyngeal
ganglia (brain)

Subpharyngeal
ganglion

Deutocerebrum

Protocerebrum

Stomatogastric
system

Ventral
nerve cord

?

Thoracic ganglia

Tritocerebrum
Subesophageal
ganglion

B. Insect brain

Cerebral
hemisphere

Cerebellum

Optic lobe

C. Bird brain

Corpus callosum

- ’,Mm“”mnm -
i ‘“"@

A. Earthworm brain G

D. Human brain

Hypothalamus Diencephalon
Thalamus

Cerebrum

Infundibulum

Pituitary gland

Cerebellum

Midbrain

Pons Brain
Medulla | Stem
oblongata

Spinal cord

Comparison of the brains of an earthworm, an insect, a bird, and a human. (Hans & Cassidy. Gale Research. Reproduced with

permission.)

area where meaning is extracted. Motor areas of the
cerebrum control muscle movements. Broca's area trans-
|ates thoughts into speech, and coordinates the muscles
needed for speaking. Impulses from other motor areas
direct hand muscles for writing and eye muscles for
physical movement necessary for reading. The cerebrum
is divided into two hemispheres—Ieft and right. In gen-
eral, the left half of the brain controls the right side of
the body, and vice versa. For most right-handed people
(and many left-handed people as well), the left half of
the brain is dominant. By studying patients whose cor-

pus callosum had been destroyed, scientists realized that
differences existed between the left and right sides of the
cerebral cortex. The left side of the brain functions main-
ly in speech, logic, writing, and arithmetic. The right
side of the brain, on the other hand, is more concerned
with imagination, art, symbols, and spatial relations.

The cerebrum’s outer layer, the cerebral cortex, is
composed of gray matter made up of nerve cell bodies.
The cerebral cortex is about 0.08 in (2 mm) thick and its
surface areais about 5 sq ft (0.5 sq m)—around half the
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size of an office desk. White matter, composed of nerve
fibers covered with myelin sheaths, lies beneath the gray
matter. During embryonic development, the gray matter
grows faster than the white matter and folds on itself,
giving the brain its characteristic wrinkly appearance.
The folds are called convolutions or gyri, and the
grooves between them are known as sulci.

A deep fissure separates the cerebrum into a left and
right hemisphere, with the corpus callosum, alarge bun-
dle of fibers, connecting the two.

The cerebellum

The cerebellum is located below the cerebrum and
behind the brain stem. It is butterfly-shaped, with the
“wings’ known as the cerebellar hemispheres. The cere-
bellum controls many subconscious activities, such as
balance and muscular coordination. Disorders related to
damage of the cerebellum are ataxia (problems with co-
ordination), dysarthria (unclear speech resulting from
problems controlling the muscles used in speaking), and
nystagmus (uncontrollable jerking of the eyeballs). A
brain tumor that is relatively common in children known
as medullablastoma grows in the cerebellum.

Studying the brain

Researchers have discovered that neurons carry in-
formation through the nervous system in the form of
brief electrical impulses called action potentials. When
an impulse reaches the end of an axon, neurotransmitters
are released at junctions called synapses. The neuro-
transmitters are chemicals that bind to receptors on the
receiving neurons, triggering the continuation of the im-
pulse. Fifty different neurotransmitters have been dis-
covered since the first one was identified in 1920. By
studying the chemical effects of neurotransmittersin the
brain, scientists are developing treatments for mental
disorders and are learning more about how drugs affect
the brain.

Scientists once believed that brain cells do not re-
generate, thereby making brain injuries and brain dis-
eases untreatable. Since the late 1990s, researchers have
been testing treatment for such patients with neuron
transplants, introducing nerve tissue into the brain. They
have also been studying substances, such as nerve
growth factor (NGF), that someday could be used to help
regrow nerve tissue.

Technology provides useful tools for researching the
brain and helping patients with brain disorders. An
electroencephalogram (EEG) is arecord of brain waves,
electrical activity generated in the brain. An EEG is ob-
tained by positioning electrodes on the head and ampli-

fying the waves with an electroencephalograph and is
valuable in diagnosing brain diseases such as epilepsy
and tumors.

Scientists use three other techniques to study and
understand the brain and diagnose disorders:

(1) Magnetic resonance imaging (MRI) uses a mag-
netic field to display the living brain at various depths as
if indlices.

(2) Positron emission tomography (PET) resultsin
color images of the brain displayed on the screen of a
monitor. During this test, a technician injects a small
amount of a substance, such as glucose, that is marked
with a radioactive tag. The marked substance shows
where glucose is consumed in the brain. PET is used to
study the chemistry and activity of the normal brain and
to diagnose abnormalities such as tumors.

(3) Magnetoencephal ography (MEG) measures the
electromagnetic fields created between neurons as el ec-
trochemical information is passed along. When under the
machine, if the subject is told, “wiggle your toes,” the
readout is an instant picture of the brain at work. Con-
centric colored rings appear on the computer screen that
pinpoint the brain signals even before the toes are actual -
ly wiggled.

Using an MRI along with MEG, physicians and sci-
entists can look into the brain without using surgery.
They foresee that these techniques could help paralysis
victims move by supplying information on how to stimu-
late their muscles or indicating the signals needed to
control an artificial limb.
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Brainwashing

A systematic, coercive effort to alter an individual’s
beliefs and attitudes, usually by physical and/or
psychological means; also referred to as “thought
control.”

Brainwashing has been used predominantly in refer-
ence to severe programs of political indoctrination, al-
though it is used occasionally in connection with certain
religious, especially cultic, practices. Brainwashing
works primarily by making the victim’s existing beliefs
and attitudes nonfunctional and replacing them with new
ones that will be useful in the environment created by the
captor.

Basically, the techniques of brainwashing involve
the complete removal of personal freedom, indepen-
dence, and decision-making prerogatives; the radical dis-
ruption of existing routine behavior; the total isolation
from, and destruction of loyalties to, former friends and
associates; the absolute obedience to authority in all mat-
ters; intense physical abuse and threats of injury, death,
and permanent imprisonment; and the constant presenta-
tion of the new beliefs as the only correct and acceptable
alternative to continuing an unenlightened life. These
techniques are intended to induce in the victim a state of
childlike trust in, and dependency on, the captor. Confes-
sions of imagined past crimes are often part of the brain-
washing process, with the victim admitting to trivial or
absurd shortcomings and errors, and sometimes impli-
cating others falsely. Other captives who have already
been brainwashed may be used to reinforce the process,
criticizing the victim and supporting the captors and
their value system. Once the process begins to take hold,
threats and punishments are replaced by rewards. The
victim is allowed increased physical comfort and given
psychological reinforcement in the form of approval
and friendship. All efforts are directed toward cement-
ing his or her new identity, based on the new set values
and beliefs provided by the captor.

The study of the techniques and effects of brain-
washing grew markedly in the 1950s, after a number of
U.S. soldiers appeared to have become indoctrinated
when taken prisoner during the Korean War. They con-
fessed to imagined crimes, including the waging of germ
warfare, and refused to be repatriated when the war
ended. Studies of these prisoners of war and of individu-
als who had undergone ideological conversion in Chi-
nese prisons during the same period revealed connec-
tions between the radical changes in attitude caused by
brainwashing and existing knowledge about attitude and
identity formation and change in ordinary circumstances.
While some brainwashed individuals may actually be re-

leased and allowed to return home, researchers have ex-
pressed doubts about whether the process can be com-
pletely effective or really last for a prolonged period. Its
short-term and long-term effectiveness in actually alter-
ing an individual’s beliefs—both within the brainwash-
ing environment and removed from that environment—
vary from individual to individual, depending on per-
sonality characteristics and many other factors. Intense
effort and complete control over the victim are required,
and must be exercised over a period of years. Conse-
quently, many of the brainwashing efforts made during
the Korean War were ineffective, with the prisoners ei-
ther resisting change or merely becoming confused in-
stead of indoctrinated. In addition, certain attitudes on
the part of prisoners proved particularly resistant to
change. Due to these limitations, many psychologists be-
lieve it would be impossible to brainwash large popula-
tions, even with the use of mass media.

A classic literary example of brainwashing is found
in George Orwell’s novel, 1984. The protagonist, Win-
ston Smith, is subjected to isolation, humiliation, physi-
cal deprivation and violence, and constant threats of fur-
ther violence. He is also forced to make false confes-
sions which include implicating and denouncing others.
His captors express their intent to “ squeeze you empty
and fill you with ourselves.” Their ultimate success in
forcing Smith to adapt to whatever beliefs they chooseis
most memorably demonstrated in his final capitulation
to the view that two plus two equals five.

See also Cults
Further Reading

Hyde, Margaret. Brainwashing and Other Forms of Thought
Control. New York: McGraw-Hill, 1977.

T. Berry Brazelton

1918-
Well-known pediatrician, writer, researcher, and
educator.

Like Dr. Benjamin Spock (1903- ) before him, T.
Berry Brazelton has earned a nationwide reputation as a
trusted expert on child care, reaching a mass audience
through books, personal appearances, newspaper
columns, videos, and a cable-TV program. His research
on infant behavior and development led him to formulate
the Neonatal Behavioral Assessment Scale (NBAS), a
series of clinical tests used in hospitals worldwide.
Brazelton’s efforts on behalf of children have also been
extended to the public policy arenathrough congression-
a appearances and lobbying efforts.
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Dr.T. Berry Brazelton (Photo by Elise Amendola. AP/Wide
World Photos. Reproduced with permission.)

Thomas Berry Brazelton |1 was born in Waco, Texas,
in 1918. By the sixth grade he had decided on acareer in
pediatrics. He earned his undergraduate degree from
Princeton in 1940 and his M.D. from Columbiain 1943.
He remained there another year as an intern and then
served for a year in the Naval Reserves. His residency
was served at Massachusetts General Hospital in Boston,
where he completed an additional residency in child psy-
chiatry at the James Jackson Putnam Children’s Center in
Roxbury. Brazelton opened his own private practice in
Cambridge, Massachusetts, in 1950 and became an in-
structor at Harvard Medical School the following year.
He also began research on newborns, toddlers, and par-
ents with the goal of helping parents better understand
and interact with their children. Among other areas, he
has focused on individual differences among newborns;
parent-infant attachment during the first four months of
life; and the effects of early intervention on at-risk in-
fants. Based on his research, Brazelton developed the
NBAS, first published in 1973. The test, popularly called
“the Brazelton,” uses visual, auditory, and tactile stimuli
to assess how newborns respond to their environment. It
iswidely used both clinically and as aresearch tool.

Brazelton’s interest in shifting the focus of pediatric
study from disease to infant development led him to

found the Child Development Unit at Children’s Hospital
Medical Center in Boston in 1972, together with Edward
Tronick. The unit provides medical students and other
professional s the opportunity to research early child de-
velopment and al so prepare for clinical work with parents
and children. Brazelton's first book, Infants and Mothers
(1969), has sold more than a million copies and has been
translated into 18 languages. It has been followed by a
dozen more, including Toddlers and Parents (1974), On
Becoming a Family (1981), and Working and Caring
(1984), aswell as a series of videotapes on child develop-
ment. Brazelton also writes a syndicated newspaper ad-
vice column and since 1984 has had his own program,
What Every Baby Knows, on cable television.

Rosalie Wieder

Josef Breuer

1842-1925
Austrian physician, physiologist, and a founder of
psychoanalysis.

Josef Breuer made the crucial observations upon
which early psychoanalytic theory was based. He discov-
ered that neuroses could arise from unconscious process-
es and, furthermore, that the neurotic symptoms could dis-
appear when these underlying causes became part of the
conscious mind. He communicated these findings to Sig-
mund Freud and the two men entered into a collabora-
tion. Breuer emphasized hypnosis. He also believed that
differing levels of consciousness are very important in
both normal and abnormal mental processes. Although
Freud eventually rejected this concept, it is now believed
to be of great significance. Breuer also was among the
most important physiologists of the nineteenth century.

Breuer was born in Vienna, Austria, in 1842. Hisfa-
ther, Leopold Breuer, taught religion in Vienna's Jewish
community. Breuer's mother died when he was quite
young, and he was raised by his maternal grandmother
and educated by his father until the age of eight. He
graduated from the Akademisches Gymnasium of Vien-
na in 1858 and then studied at the university for one
year, before enrolling in the medical school of the Uni-
versity of Vienna. He passed his medical examsin 1867
and went to work as assistant to the internist Johann Op-
polzer at the university.

Studies physiological processes

Breuer's first important scientific work was pub-
lished in 1868. With Ewald Hering, a physiology profes-
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sor at the military medical school in Vienna, he demon-
strated the reflex nature of respiration. It was one of the
first examples of afeedback mechanism in the autonom-
ic nervous system of a mammal. Their experiments
changed the way scientists viewed the relationship of the
lungs to the nervous system, and the mechanism is till
known as the Hering-Breuer reflex.

In 1868, Breuer married Matilda Altmann, and they
eventually had five children. Following Oppolzer’s death
in 1871, Breuer entered private practice. Still, he found
time for scientific study. He worked in his home, with
funds derived from his medical practice. Turning his at-
tention to the physiology of the ear, he discovered the
function of the semicircular canals. This work provided
the foundation for our modern understanding of how
sensory receptors detect position and movement. In all,
Breuer published approximately 20 papers on physiolo-
gy over aperiod of 40 years. Although he joined the fac-
ulty of internal medicine at the University of Viennain
1875, his relationships there were strained; he resigned
his position in 1885.

The story of Anna O.

It was in 1880 that Breuer first observed the devel-
opment of a severe mental illnessin one of his patients,
“AnnaO.” Breuer found that he could reduce the severity
of Anna’'s symptoms by encouraging her to describe her
fantasies and hallucinations. He began using hypnosis
to facilitate these sessions. He found that when she re-
called a series of memories back to a traumatic memory,
one of her many symptoms would disappear, a process
that Breuer called cathartic. Soon, Breuer was treating
Annawith hypnosis twice a day and eventually all of her
symptoms were gone. Breuer drew two important con-
clusions from his work with Anna: that her symptoms
were the result of thoughts that were buried in her un-
conscious and that when these thoughts were spoken and
became conscious, the symptoms disappeared. Breuer's
treatment of Anna O. is the first example of “deep psy-
chotherapy” carried out over an extended time period.

Breuer did not publish the results of Anna’s treat-
ment. However, he taught his methods to Sigmund Freud
and, together, they began to develop this new form of
psychother apy. Breuer did not continue to treat patients
such as Anna. Although he claimed that the demands of
his busy medical practice prevented him from pursuing
psychotherapy, Freud believed that he was upset by the
strong attachment that Anna developed for Breuer to-
wards the end of her treatment, a phenomenon that be-
came known as transference. When Freud began to use
Breuer's methods of psychoanalysis, Breuer and Freud
discussed Freud's patients and the techniques and results

of their treatments. In 1893, they published an article on
their work and, two years later, the book which marked
the beginning of psychanalytic theory, Sudien tber Hys-
terie. At about the same time, their collaboration—and
their friendship—came to an end. Apparently Breuer’s
ambival ence concerning the value of their work fueled
their discord. However their final break came about over
the question of childhood memories of seduction. At the
time, Freud believed that most of his patients had actual-
ly been seduced as children. Only later did he realize that
Breuer was correct in believing these to be memories of
childhood fantasies.

Breuer dropped his study of psychoanalysis, where-
as Freud continued to develop his theories independent-
ly. However, among other concepts, Breuer usually is
credited with having first suggested that perception and
memory are different psychic processes and with having
developed a theory of hallucinations. Breuer’'s back-
ground in physiology had a profound influence on the
development of histheoriesand it islikely that hisinflu-
ence on the work of Sigmund Freud has been underesti-
mated. Some physicians, the “Breuerians,” continued for
atimeto use Breuer's original cathartic techniques with-
out adopting Freud's modifications and amplifications.

Breuer was regarded as one of the finest physicians
and scientistsin Vienna. In 1894, he was elected to the
Viennese Academy of Science. Breuer died inViennain
1925. His daughter Dora later committed suicide rather
than be deported by the Nazis. Likewise, one of his
granddaughters died at the hands of the Nazis. Other
members of hisfamily emigrated.

Margaret Alic

Further Reading

Cranefield, Paul F. “Breuer, Josef.” In Dictionary of Scientific
Biography, edited by Charles Coulston Gillispie, val. 2.
New York: Charles Scribner’s Sons, 1970.

Hirschmdiller, Albrecht. The Life and Work of Josef Breuer:
Physiology and Psychoanalysis. New York: New York
University Press, 1989.

Brief reactive psychosis

An uncommon acute mental disorder precipitated
by an event that causes intense psychological stress.

Episodes that are classified as brief reactive psy-
choses may last more than two hours but less than one
month. Typical triggering events can be the death of a
spouse or other loved one, combat trauma, financial dis-
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aster, or any other major event involving psychosocial
stress. Brief reactive psychosis has a sudden onset, typi-
cally in late adolescence and early adulthood, and is
characterized by delusions, hallucinations, incoherent
speech, disorganized or catatonic behavior, and possibly
aggressive or suicidal impulses. Although episodes of
brief reactive psychosis occur in a short period of time,
the degree of cognitive impairment during these episodes
may be very severe, and often individuals with this con-
dition must be prevented from acting in dangerously in-
appropriate or self-destructive ways. Complete recovery
usually follows, however, and the patient is restored to
his or her prior level of functioning.

Pierre Paul Broca

1824-1880

French medical doctor and anthropologist known
for his role in the discovery of specialized func-
tions in different areas of the brain.

Pierre Paul Broca, the son of a Huguenot doctor,
was born near Bordeaux, France, in 1824. After studying
mathematics and physical science at the local university,
he entered medical school at the University of Parisin
1841. Hereceived his M.D. in 1849. Though trained as a
pathologist, anatomist, and surgeon, Broca's interests
were not limited to the medical profession. His versatili-
ty and tireless dedication to science permitted him to
make significant contributions to other fields, most no-
tably to anthropology.

The application of his expertise in anatomy outside
the field of medicine began in 1847 as a member of a
commission charged with reporting on archaeological
excavations of a cemetery. The project permitted Broca
to combine his anatomical and mathematical skills with
hisinterests in anthropol ogy.

The discovery in 1856 of Neanderthal Man once again
drew Brocainto anthropology. Controversy surrounded the
interpretation of Neanderthal. It was clearly a human skull,
but more primitive and apelike than amodern skull and the
soil stratum in which it was found indicated a very early
date. Neanderthal’s implications for evolutionary theory
demanded thorough examination of the evidence to deter-
mine decisively whether it was simply a congenitally de-
formed Homo sapiens or a primitive human form. Both as
an early supporter of Charles Darwin and as an expert in
human anatomy, Broca supported the |atter view. Broca's
view eventualy prevailed, though not until the discovery of
the much more primitive Java Man (then known as
Pithecanthropus, but later Homo erectus).

Brocais best known for hisrole in the discovery of
specialized functions in different areas of the brain. In
1861, he was able to show, using post-mortem analysis
of patients who had lost the ability to speak, that such
loss was associated with damage to a specific area of the
brain. The area, located toward the front of the brain’s
left hemisphere, became known as Broca's convolution.
Aside from its importance to the understanding of
human physiology, Broca's findings addressed questions
concerning the evolution of language.

All animals living in groups communicate with one
another. Non-human primates have the most complex
communication system other than human language.
They use a wide range of gestures, facial expressions,
postures, and vocalizations, but are limited in the variety
of expressions and are unable to generate new signals
under changing circumstances. Humans alone possess
the capacity for language rather than relying on a body
language vocabulary. L anguage permits humans to gen-
erate an infinite number of messages and ultimately al-
lows the transmission of information—the learned and
shared patterns of behavior characteristic of human so-
cia groups, which anthropologists call culture—from
generation to generation. The development of language
spurred human evolution by permitting new ways of so-
cial interaction, organization, and thought.

Given the importance assigned to human speech in
human evolution, scientists began to look for the physical
preconditions of speech. The fact that apes have the mini-
mal parts necessary for speech indicated that the shape
and arrangement of the vocal apparatus was insufficient
for the development of speech. The vocalizations pro-
duced by other animals are involuntary and incapabl e of
conscious alteration. However, human speech requires
codifying thought and transmitting it in patterned strings
of sound. The area of the brain isolated by Broca sends
the code to another part of the brain that controls the
muscles of the face, jaw, tongue, palate, and larynx, set-
ting the speech apparatus in motion. This area and a com-
panion areathat controls the understanding of language,
known as Wernicke's area, are detectable in early fossil
skulls of the genus Homo. The brain of Homo was evolv-
ing toward the use of language, although the vocal cham-
ber was still inadequate to articulate speech. Broca dis-
covered one piece in the puzzle of human communication
and speech, which permits the transmission of culture.

Equally important, Broca contributed to the devel-
opment of physical anthropology, one of the four sub-
fields of anthropology. Craniology, the scientific mea-
surement of the skull, was a major focus of physical an-
thropology during this period. Mistakenly considering
contemporary human groups as if they were living fos-
sils, anthropol ogists became interested in the nature of
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Jerome S. Bruner

human variability and attempted to explain the varying
levels of technological development observed worldwide
by looking for a correspondence between cultural level
and physical characteristics. Broca furthered these stud-
ies by inventing at least twenty-seven instruments for
making measurements of the human body, and by devel-
oping standardized techniques of measurement.

Broca's many contributions to anthropology helped
to establish its firm scientific foundation at a time when
the study of nature was considered a somewhat sinister
science.

Jerome S. Bruner

1915-

American psychologist and educator whose princi-
pal areas of study are in the fields of cognitive psy-
chology and language development.

Jerome S. Bruner was born in New York City and
educated at Duke University. During World War 11,
Bruner worked on the subject of propaganda and popular
attitudes for U.S. Army intelligence at General Dwight
D. Eisenhower’s headquarters in France. He obtained his
Ph.D. from Harvard University in 1947, after which he
became a member of the faculty, serving as professor of
psychology, as well as cofounder and director of the
Center for Cognitive Studies. In 1972 Bruner left Har-
vard to teach for several years at Oxford University. He
returned to Harvard as a visiting professor in 1979 and
two years later joined the faculty of the new School for
Social Research in New York City. Bruner’'s early work
in cognitive psychology focused on the sequences of de-
cisions made by subjects as part of their problem-solving
strategies in experimental situations.

Beginning in the 1940s, Bruner, together with his
colleague L eo Postman, did important work on the ways
in which needs, motivations, and expectations (or “men-
tal sets”) affect perception. Their approach, sometimes
referred to as the “New Look,” contrasted a functional
perspective with the prevailing “formal” one that treated
perception as a self-sufficient process to be considered
separately from the world around it. When Bruner and
Postman showed young children toys and plain blocks of
equal height, the children, expecting toysto be larger than
blocks, thought the toys were taller. The toys also seemed
to increase in size when the researchers made them un-
available. In further experiments involving mental sets,
the two scientists used an instrument called a tachisto-
scope to show their subjects brief views of playing cards,
including some nonstandard cards, such as a red ace of

100

Jerome S. Bruner (Archives of the History of American
Psychology. Reproduced with permission.)

spades. As long as the subjects were not alerted to the
presence of the abnormal cards, almost none saw them.

Bruner’'s work in cognitive psychology led to an in-
terest in the cognitive development of children and re-
lated issues of education, and in the 1960s he devel oped
atheory of cognitive growth. Bruner’s theories, which
approach development from a different angle than those
of Jean Piaget, focus on the environmental and experi-
ential factorsinfluencing each individual’s specific de-
velopment pattern. His argument that human intellectual
ability develops in stages from infancy to adulthood
through step-by-step progress in how the mind is used
has influenced experimental psychologists and educators
throughout the world. Bruner is particularly interested in
language and other representations of human thought. In
one of his best-known papers, Bruner defines three
modes of representing, or “symbolizing,” human
thought. The enactive mode involves human motor ca-
pacities and includes activities such as using tools. The
iconic mode pertains to sensory capacities. Finally, the
symbolic mode involves reasoning, and is exemplified by
language, which plays a central role in Bruner’s theories
of cognition and development. He has called it “a
means, not only for representing experience, but also for
transforming it.”
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Bruner's view that the student should become an ac-
tive participant in the educational process has been wide-
ly accepted. In The Process of Education (1960) he as-
serts that, given the appropriate teaching method, every
child can successfully study any subject at any stage of
his or her intellectual development. Bruner’s later work
involves the study of the pre-speech developmental
processes and linguistic communication skills in chil-
dren. The Relevance of Education (1971) applied his the-
ories to infant development. Bruner was appointed avis-
iting member of the Institute for Advanced Study at
Princeton University. In 1963, he received the Distin-
guished Scientific Award from the American Psycho-
logical Association, and in 1965 he served as its presi-
dent. Bruner’s expertise in the field of education led to
his appointment to the President’s Advisory Panel of Ed-
ucation, and he has also advised agencies of the United
Nations. Bruner’'s books include A Study of Thinking
(1956), On Knowing: Essays For the Left Hand (1962),
On Knowing (1964), Toward a Theory of Instruction
(1966), Processes of Cognitive Growth (1968), Beyond
the Information Given (1973), and Child's Talk (1983).

See also Child development; Cognitive develop-
ment; Developmental psychology

Further Reading
Bruner, Jerome S. In Search of Mind: Essays in Autobiogra-
phy. New York: Harper & Row, 1983.

Bulimia

An eating disorder in which a person indulges in
recurrent episodes of binge eating, followed by
purging through self-induced vomiting or by the
use of laxatives and/or diuretics in order to prevent
weight gain.

The symptoms of bulimia, or bulimia nervosa, in-
clude eating uncontrollably (binging) and then purging
by dieting, fasting, exercising, vomiting, or abusing laxa-
tives or diuretics. A binge involves a large amount of
food, for example, several boxes of cookies, a loaf of
bread, a half gallon of ice cream, and a bucket of fried
chicken, eaten in a short and well-defined time period.
Specific behaviors associated with bulimiainclude: 1)
eating high-calorie “junk food” (candy bars, cookies, ice
cream, etc.); 2) eating surreptitiously; 3) eating until
stopped by a stomach ache, drowsiness, or external inter-
ruption; 4) a tendency to go on “crash diets’; and 5)
weight that varies over a 10-pound (4.5 kg) range. Al-
though all of these behaviors are not present in al bulim-
ics, the presence of at |least three makesiit likely that an

individual is suffering from the disorder. In general,
binging episodes occur at |east twice a week, and may
take place two or more times a day.

Unlike anorexics, bulimics may be close to normal
weight or overweight (within 15 percent of normal stan-
dards) and do not suffer from amenorrhea or lose interest
in sex. Bulimics feel out of control, realize that their eat-
ing patterns are abnormal, and experience intense feel-
ings of guilt and shame over their binging. Their preoc-
cupation with body weight and secretive eating behav-
iors may combine with depression or mood swings.
Possible warning signals of bulimia may include irregu-
lar periods, dental problems, swollen cheeks, heartburn,
bloating, and alcohol or drug abuse.

The American Anorexia/Bulimia Association esti-
mates that up to 5 percent of college-age women are bu-
limic and more than 90 percent of all bulimics are
women. The onset of the disorder commonly occursin
the late teens or early twenties and can begin after a peri-
od of dieting or weight loss. Risk factors for the disorder
involve a pattern of excessive dieting in an attempt to
weigh less, a history of depression or alcoholism, low
self-esteem, obese parents or siblings, and a history of
anorexia nervosa. It has also been suggested that bulim-
iamay have physiological causes, including a defective
satiety mechanism.

In order to reduce the risks of developing an eating
disorder, cultural attitudes associating thinness and beau-
ty with personal worth and happiness must change to re-
flect a greater emphasis on developing healthier attitudes
and eating behaviors in early childhood. Individuals
must learn to value themselves and others for intrinsic
rather than extrinsic qualities such as appearance.

Although bulimiais seldom life-threatening, itisase-
riousillness with severe medical consegquences, including
abdominal pain, vomiting blood, electrolyte imbalance
possibly leading to weakness or cardiac arrest, muscle
weakness, and intestinal damage. Bulimics and anorexics
rarely cure themselves and the longer the behavior contin-
ues, the more difficult it isto help the individual change.
The most effective treatment involves a team approach
consisting of medical evaluation, individual and/or group
psychotherapy, nutritional counseling, anti-depressant
medi cation, and possible hospitalization. Psychotherapy
generally consists of investigating the patient’s uncon-
scious motivations for binging in combination with be-
havior madification techniques to help cope with the dis-
ease. Commonly recommended medications include
diphenylhydantoin (Dilantin), an anticonvulsant, and tri-
cyclic antidepressants. Even with treatment, only about
one-third of bulimics appear to recover while another third
show some improvement in their eating behavior. The re-
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Bullies

maining third do not respond to treatment and 10 to 20
percent of these people eventualy die of the disease.

See also Anorexia; Body image

Further Information

American Anorexia/BulimiaAssociation (AABA). 418 E. 76th
St., New York, New York 10021, (212) 734-1114.

American Dietetic Association (ADA) NCND-Eating Disor-
ders. 216 W. Jackson Blvd., Chicago, Illinois 60606,
(800) 366—1655.

National Anorexic Aid Society. 445 E. Dublin-Granville Rd.,
Worthington, Ohio 43229, (614) 436-1112.

National Association of Anorexia Nervosa and Associated Dis-
orders (ANAD). Box 7, Highland Park, Illinois 60035,
(708) 831-3438.

Bullies

An aggressive child who repeatedly victimizes a
less powerful child with physical and/or emotional
abuse.

Bullying usually involves an older or larger child (or
several children) victimizing a single child who is inca-
pable of defending himself or herself. Although much bul-
lying goes unreported, it is estimated that in the average
school an incident of bullying occurs approximately once
every seven minutes. Bullying occurs at about the same
rate regardless of class size or school size, but, for an un-
known reason, rura schools appear to have a higher rate of
bullying than urban or suburban schools. Even when bully-
ing isreported, it is not always taken serioudly by teachers
and parents because many adults believe that children
should learn to “ stand up for themselves’ or “fight back.”

Although the stereotypical bully is male, girls en-
gage in bullying behavior aimost as often as boys. Their
tactics differ, however, in that they are less visible. Boy
bullies tend to resort to one-on-one physical aggression,
while girlstend to bully as a group through social exclu-
sion and the spreading of rumors. Girls who would never
bully individually will often take part in group bullying
activities such as “slam books,” notebooks that are circu-
lated among the peer group in which comments and criti-
cisms are written about particular individuals.

Bullying begins at a very early age; it is not uncom-
mon to find bullies in preschool classrooms. Up until
about age seven, bullies appear to choose their victims at
random. After that, they single out specific children to
torment on aregular basis. Nearly twice as much bully-
ing goes on in grades two to four as in grades six to
eight, and, as bullies grow older, they use less physical
abuse and more verbal abuse.

Until about sixth grade, bullies are not necessarily
unpopular. They average two or three friends, and other
children seem to admire them for their physical tough-
ness. By high school, however, their social acceptance
has diminished to the point that their only “friends” are
other bullies. Despite their unpopularity, bullies have rel-
atively high self-esteem. Perhaps this is because they
process socia information inaccurately.

For example, bullies attribute hostile intentions to peo-
ple around them and therefore perceive provocation where
it does not exist. “What are you staring at?’ isacommon
opening line of bullies. For the bully, these perceived
dights serve asjustification for aggressive behavior.

In general, children who become the targets of bullies
have a negative view of violence and go out of their way
to avoid conflict. They tend to be “loners” who exhibit
signs of vulnerability before being singled out by a bully.
Being victimized leads these children—who are already
lacking in self-esteem—to feel more anxious and thereby
increase their vulnerahility to further victimization. Being
the target of a bully leads to social isolation and rejection
by peers, and victims tend to internalize others' negative
views, further eroding their self-esteem. Although bully-
ing actually lessens during adolescence, that is the period
when peer rejection is most painful for victims. In anum-
ber of well-publicized cases (in Scandinavia, Japan, and
Australia, as well as the United States), adolescents tor-
mented by bullies have been driven to suicide.

Evidence indicates that bullying is not a phase a
child will outgrow. In along-term study of more than
500 children, University of Michigan researchers discov-
ered that children who were viewed as the most aggres-
sive by their peers at age eight grew up to commit more
(and more serious) crimes as adults. Other studies indi-
cate that, as adults, bullies are far more likely to abuse
their spouses and children.

Further Reading
Olweus, Dan. Bullying at School: What We Know and What e
Can Do. Cambridge, MA: Blackwell, 1993.

Further Information

Bullies and Scapegoats Project.

Educatorsfor Social Responsibility. 23 Garden Street, Cam-
bridge, MA 02138, (617) 492-1764.

National School Safety Center. 4165 Thousand Oaks Blvd.,
Westlake Village, CA 91362, (805) 777-9977.

Bystander effect

The effect of the presence of others on an individ-
ual’s perception of and response to a situation.
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The term bystander effect, or bystander apathy, was
first employed by psychologistsin the early 1960s. The
1964 murder of New Yorker Kitty Genovese provides an
illustration of this phenomenon. Genovese, who was
being savagely attacked outside her apartment building,
screamed for help for over 30 minutes. Although 40
neighbors heard Genovese's desperate cries, no one
came to her aid or even called the police. Researchers
have explained several components of the bystander ef-
fect. First, witnesses must perceive the situation as an
emergency. When others are present, not taking action or
behaving asif nothing were wrong, all observers tend to
view the situation as a nonemergency. Psychologists de-
scribe this as pluralistic ignorance, in which the behav-
ior of the group causes each individual to be lulled into
inaction. In the case of Genovese’'s murder, her neigh-
bors were not hearing her cries for help as a group. Each
person, isolated in his or her own apartment, heard the
disturbance and had no way of knowing the reactions of
others who were hearing Genovese's screams. However,
each person could believe that someone el se was taking
action, and therefore the responsibility for response fell
to that other person. Psychologists call this reaction dif-
fusion of responsibility.

Experiments have been developed to demonstrate
the components of the bystander effect. In one experi-
ment designed to test the power of pluralistic ignorance,
mal e subjects were given appointments for an interview.
As they wait in an outer room, smoke begins to pour
through a ventilation duct. Researchers observed the
subjects through a one-way mirror for three minutes.
Seventy-five percent of the subjects who were alonein
the waiting room reported the smoke within two min-
utes, while 13 percent of those tested in groups reported
the smoke. Those who did not report the smoke ex-
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TIPS FOR PREVENTING
BULLYING BEHAVIOR

Parents and teachers can do a number of things to
prevent bullying:

e All children should be given regular opportunities to
discuss bullying and ways to deal with bullies. in
role-playing exercises, for example, children can
practice saying, “Leave me alone” and walking away.

e Children can be taught simple measures to lessen the
likelihood of becoming the target of a bully. Looking
people in the eye, speaking up, and standing straight
are just a few behaviors that communicate self-confi-
dence.

e Children who tend to be loners (potential targets of
bullies) can be paired up with socially competent
“models.” Some children need a little help learning
how to make friends.

* Because bullies are most likely to strike during unsu-
pervised times such as recess, children should be pro-
vided with as much structured activity as possible.

plained that, since othersin the room did not seem to be
concerned, the smoke must have been air conditioning
vapors or steam. This experiment illustrates that by-
standers can contribute significantly to an individual’s
interpretation of a situation.

Further Reading

Latani, Bibb. The Unresponsive Bystander: Why Doesn’t He
Help? New York: Appleton-Century Crofts, 1970.

Palma, Giuseppe. Apathy and Participation: Mass Politicsin
Western Societies. New York: Free Press, 1970.
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Mary Whiton Calkins

1863-1930

American psychologist and philosopher who be-
came the first woman president of both the Ameri-
can Psychological Association (1905) and the
American Philosophical Association (1918).

The eldest of five children born to Reverend Wolcott
Calkins, astrong-willed, intellectually gifted evangelical
minister, and Charlotte Grosvenor Whiton, a daughter of
an established New England Puritan family, Mary
Whiton Calkins grew up in aclose-knit family that valued
education. As her mother’'s mental and physical health
began to deteriorate, Calkins took on increased responsi-
bilities for her younger siblings aswell as her mother.

After earning a B.A. from Smith College with a
concentration in the classics, Calkins began teaching
Greek at Wellesley College in 1887. In 1888, she was of -
fered the new position of instructor in psychology there,
which was contingent upon ayear’s training in the disci-
pline. Consistent with university policy toward women
in 1890, Calkins was granted special permission to at-
tend classes in psychology and philosophy at Harvard
University and in laboratory psychology at Clark Univer-
sity in Worcester, but was denied admission to their
graduate studies programs. She was also denied permis-
sion to attend regular Harvard seminars until faculty
members William James and Josiah Royce (1855-
1916), as well as Calkins's father, intervened on her be-
half. After she was enrolled in James's seminar, four
men enrolled in the class dropped it in protest. Atten-
dance at James's seminar led to individual study with
him, and within ayear Calkins had published a paper on
association, suggesting a modification to James's recent-
ly published Principles of Psychology. Her paper was en-
thusiastically received by her mentor, who referred to it
when he later revised his book.

Returning to Wellesley in the fall of 1891, Calkins
established the first psychology laboratory at a women’'s
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college in the United States with help from Edmund San-
ford, afaculty member at Clark, with whom she collabo-
rated on an experimental study of dreams published in
the American Journal of Psychology. In 1893, seeking
further laboratory training, Calkins returned to Harvard
to work with James's protégé, Hugo Miinsterberg (1863-
1916), investigating the factors influencing memory.
During the course of this work, Calkins originated the
“paired associates’ technique, a method of testing mem-
ory by presenting test subjects with paired numbers and
colors. Her findings revealed that numbers paired with
bright colors were retained better than those associated
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with neutral colors. However, the prime factor influenc-
ing memory was frequency of exposure. The results of
this research were published as a supplement to Psycho-
logical Review in 1896.

In 1895, Calkins requested and took an examination
equivaent to the official Ph.D. exam. Her performance was
praised by James as “the most brilliant examination for the
Ph.D. that we have had at Harvard,” surpassing that of his
junior colleague, George Santayana (1863-1952). Never-
theless, Calkinswas still denied admission to candidacy for
the degree. With the creation of Rad-cliffe College in April
1902, Calkins was one of the first four women to be of-
fered the Ph.D., but sherefused it in protest.

Calkins taught at Wellesley College until her retire-
ment in 1929, and had published four books and more
than 100 papers in psychology and philosophy. In 1901,
she published a well-received Introduction to Psychology
and spent the early 1900s developing a psychology of the
salf that anticipated later theories of personality. In 1909,
Columbia University awarded Calkins a honorary Doctor
of Letters(Litt.D.) and in 1910, Smith College granted her
the Doctor of Laws (LL.D.). Cakinsdied in 1930.

Further Reading

Scarborough, Elizabeth and Laurel Furumoto. Untold Lives:
The First Generation of American WWomenPsychol ogists,
17-51. New York: Columbia University Press, 1987.

Case study methodologies

Research procedures that focuses on a particular
individual or group.

A case study (or case history) consists of an inten-
sive, detailed description and analysis of a particular in-
dividual, group, or event. Information may be obtained
by means of careful observation, interviews, psychologi-
cal tests, or archival records. Case study research is use-
ful when the researcher is starting to investigate a new
areain which thereislittle information available. Case
studies are arich source of ideas and hypotheses for fu-
ture research. They can also be used to disconfirm a gen-
erally accepted principle. For example, the motor theory
of speech per ception was based on the claim that decod-
ing and interpreting speech was dependent on the listen-
er's ability to produce speech. In other words, an inabili-
ty to speak should be accompanied by an inability to
comprehend speech. In 1962, Eric Lenneberg reported
the outcome of extensive tests over afive-year period on
ayoung boy who was totally inarticulate because of an
inborn defect of hisvocal tract. Testing showed that he
had normal and compl ete understanding of spoken lan-
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guage. This single counterexample was sufficient to in-
validate the theory’s basic assumption.

Another widely cited case study is that of Phineas
Gage. He was arailway construction foreman who suf-
fered a bizarre accident in 1848 when a three-foot-long
iron rod was driven into his skull. The inch-thick rod en-
tered beneath his | eft eye and exited through the top of
his head, destroying much of the prefrontal cortex. Be-
cause Gage survived, it provided an opportunity to inves-
tigate the effects of brain damage on outward behavior.
Although he could still speak and move normally, his
friends reported a big change in his per sonality. The ac-
cident transformed him from an amiable, dependable
worker into an inconsiderate, foul-mouthed lout. This
case, and others like it, suggest that parts of the frontal
lobes control social judgment, decision-making, and
goal-setting.

While findings from case studies can be valuable,
the method has limitations. One major weakness is poor
representativeness. Because of the exclusive focus on a
particular individual or group, the researcher has no way
of knowing whether that individual istypical of people
in general. Does the case of Phineas Gage tell us how
everyone with a similar injury might be affected? The
answer is no, because no two people could ever suffer
from precisely identical injuries. Definitive statements
about the relationship between brain damage and behav-
ior can only be obtained by means of controlled inves-
tigative procedures. Moreover, case studies, by their very
nature, do not permit the researcher to draw any conclu-
sions as to causality. In a conventional experiment, the
researcher usually has one or more specific hypotheses
that are tested by the controlled manipulation of the spe-
cific variables of interest. Case studies do not permit
careful control, thus it isimpossible to identify a specific
causal association.

The difficulty of drawing causal inferences from in-
dividual case studiesis further illustrated by the case of
Genie. Genie was a 13-year-old girl who had been griev-
ously neglected by her parents for most of her child-
hood. From the age of 18 months she was confined to a
small room and denied any opportunity for social inter-
actions or normal human contact. No one spoke to her,
and she was punished for making any sounds herself.
This sad case permitted researchers to test the hypothesis
that there is a critical period of language acquisition.
The critical period hypothesis maintained that a child’s
ability to learn its native language effectively ends at the
onset of puberty. Genie was 13 when she was rescued.
Of particular interest to scientists interested in language
learning was the fact that she could not speak. Her only
sounds were high-pitched whimpers. Placed in a nurtur-
ing environment, would Genie learn to speak? If so, the
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Catharsis

critical period hypothesis would be refuted. After several
years, Genie was able to use words to convey some of
her needs, but her grammar and pronunciation remained
abnormal and impoverished. While this case is support-
ive of the critical period hypothesis, crucial information
is missing from the picture. We cannot know if Genie
was born with mental deficits that might have prevented
normal language development, even in the absence of
her social isolation.

Because of their very narrow focus, case studies can
sometimes be very misleading. John was a normal baby
whose penis was burned beyond repair due to a surgical
accident in 1963. His doctors persuaded John's parents
to have him undergo sex reassignment. At the age of sev-
enteen months, John became “Joan,” and from then on
the child was treated as a girl. When Joan was evaluated
eight years later, the reassignment was judged a success.
The case received widespread publicity in textbooks and
the mass media. The John/Joan story was heralded as an
important demonstration of the influence of social fac-
torsin determining gender identity. By age 14, howev-
er, Joan suspected that she was a boy. Increasingly dis-
satisfied with her plight, she became depressed and sui-
cidal. Eventually, Joan underwent plastic surgery and
was given male hormone treatments. Today, John is mar-
ried and reasonably well adjusted. This case clearly illus-
trates the importance of constitutional factorsin estab-
lishing gender identity. It also shows us how risky it isto
make sweeping generalizations based on observations of
asingleindividual.

Timothy E. Moore

Further Reading
Christensen, L. Experimental methodology. Boston: Allyn &
Bacon, 1997.

Catharsis

The release of repressed psychic energy.

The term catharsis originated from the Greek word
katharsis, meaning to purge, or purgation. In psycholo-
ay, the term was first employed by Sigmund Freud's col-
league Josef Breuer (1842-1925), who developed a
“cathartic” treatment for persons suffering from hysteri-
cal symptoms through the use of hypnosis. While under
hypnosis, Breuer's patients were able to recall traumatic
experiences, and through the process of expressing the
original emotions that had been repressed and forgotten,
they were relieved of their symptoms. Catharsis was aso
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central to Freud's concept of psychoanalysis, but he re-
placed hypnosis with free association.

In other schools of psychotherapy, catharsis refers
to the therapeutic release of emotions and tensions, al-
though not necessarily unconscious ones such as Freud
emphasized. Certain types of therapy in particular, such
as psychodrama and primal scream therapy, have
stressed the healing potential of cathartic experiences.

See also Repression

Further Reading

Jenson, Jean C. Reclaiming Your Life: A Sep-by-Sep Guide to
Using Regression Therapy to Overcome the Effects of
Childhood Abuse. New York: Dutton, 1995.

Cathexis

In classic psychoanalysis, the investment of psy-
chic energy in a person or object connected with
the gratification of instincts.

The English word for cathexis—which replaces the
German besetzung—is derived from the Greek word for
“1 occupy.” Through the process of cathexis, which Sig-
mund Freud saw as analogous to the channeling of an
eectrical charge, the psychic energy of theid is bound to
a selection of objects. An infant’s earliest cathected ob-
jects are his mother’s breast, his own mouth, and the
process of sucking.

When a cathected object becomes a source of con-
flict, as parents do during the Oedipal stage, anti-cathex-
es redirect all thoughts about the object to the uncon-
scious level in order to relieve anxiety. Thus, cathexes
originate in the id, while anti-cathexes are formed by the
ego and the superego.

Freud believed that most per sonality processes are
regulated by cathexes and anti-cathexes. He considered
anti-cathexes as an internal form of frustration, parallel-
ing the external frustration of instincts that one encoun-
ters from environmental factors over which one has no
control. In the case of anti-cathexis, this frustration is
provided internally by one's own psychic mechanisms.
However, it cannot occur until one has experienced ex-
ternal frustration, generally in the form of parental disci-
pline. Having been subjected to external controls, one
becomes able to develop inner ones.

Cathexes are involved in the repression of memo-
ries, which can be recalled either by weakening the anti-
cathexis or strengthening the cathexis. Either processis
difficult and may be facilitated by the use of special
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techniques, including hypnosis, free association, and
the interpretation of dreams.

Further Reading

Freud, Sigmund. The Standard Edition of the Complete Psy-
chological Works of Sgmund Freud. London: Hogarth
Press, 1962.

Firestone, Raobert. Psychological Defensesin Everyday Life.
New York: Human Sciences Press, 1989.

Goleman, Daniel. Mital Lies, Smple Truths: the Psychology of
Self-Deception. New York : Simon and Schuster, 1985.

Hall, Calvin S. A Primer of Freudian Psychology. New York:
Harper and Row, 1982.

James McKeen Cattell

1860-1944
American pioneer in psychological research tech-
niques and founder of a psychological testing com-

pany.

James McKeen Cattell developed an approach to
psychological research that continues to dominate the
field of psychology today. During psychology’s early
years, most research focused on the sensory responses of
single individuals studied in depth because Wilhelm
Wundt (1832-1920), the first experimental psychologist,
favored this approach. As Cattell’s ideas devel oped, his
perspective diverged greatly from Wundt's, and Cattell
devel oped techniques that allowed him to study groups
of people and the individual differences among them.

Cattell’s career was quite varied. He traveled to the
University of Gottingen to study with the philosopher
Rudolf Hermann Lotze (1817-1881) and later with
Wundt at Leipzig. Following that, he returned home to
the United States and worked with G. Stanley Hall
(1844-1924), one of America’s most famous psycholo-
gists. Apparently, Cattell’s relationship with Hall was
less than positive, and Cattell did not complete his doc-
toral work at that time. When he was with Hall, howev-
er, Cattell developed an interest in studying psychologi-
cal processes.

Subseguently, he returned to Leipzig and earned his
doctorate with Wundt, although his correspondence with
his parents revealed that Cattell did not hold Wundt in
high esteem as a scientist. According to some, those |et-
ters also depict Cattell as arrogant, self-confident, and
disrespectful of others. While in Germany, Cattell im-
proved on existing psychologica instrumentation and in-
vented new ways to study psychological processes.

After leaving Germany, Cattell taught briefly in the
United States, then traveled to England and worked with
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Sir Francis Galton (1822-1911). Cattell was highly im-
pressed with Galton’s use of statistics and quantification
of research, and he also supported some of Galton's
other ideas, such as the importance of individual differ-
ences and the application of scientific knowledge to cre-
ate a eugenics movement.

Ultimately, Cattell adopted the practice of testing a
large number of research subjects and using statistics to
understand his results. Cattell coined the term “mental
test” and devoted a significant amount of time trying to
develop a useful intelligence test. He recorded the re-
sults of simple tasks (e.g., the speed of a person’s re-
sponse to a simple sound, the ability to detect dlight dif-
ferences in weights of stimuli, and simple memory for
letters of the al phabet), hoping to find a correlation be-
tween sensory response and academic performance, or
intelligence. He was disappointed to find that, not only
did sensory performance fail to relate to academic suc-
cess, the different sensory measures did not even corre-
late with one another. As aresult, he abandoned such an
approach to mental testing.

Even though Cattell’s research on intelligence was
unsuccessful, he nonetheless exerted a dramatic influ-
ence on other American psychologists. During his ca-
reer at Columbia University, more students earned
doctorates in psychology with him than with any other
psychologist. Cattell also affected psychology in the
United States in other ways. For example, he founded
the journal Psychological Review with another promi-
nent psychologist, J. Mark Baldwin (1861-1934), then
resurrected the financially troubled journal Science,
which he acquired from Alexander Graham Bell. Cat-
tell also helped start the American Association for the
Advancement of Science, one of the premier scientific
organizations in Americatoday. He also published Sci-
entific Monthly and School and Society. Not surpris-
ingly, as his editing and publishing increased, hisre-
search diminished.

Cattell left the academic world in 1917 when Co-
lumbia University dismissed him because of his unpopu-
lar opposition to sending draftees into battle in the first
World War. He sued the University for libel and won
$40,000 in court, but he did not return to the institution.
Instead, he attempted further application of psychologi-
cal testing when he founded the Psychological Corpora-
tion, a company organized to promote commercial psy-
chological tests. His entrepreneurial abilities failed him
in this endeavor, however; the company earned only
about $50 during its first two years. After he left, the or-
ganization began to prosper, and today, the Psychologi-
cal Corporation is aflourishing business. Cattell contin-
ued his work as a spokesperson for applied psychology
until his death.
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Raymond Bernard Cattell

Further Reading

Benjamin, L. T., Jr. A History of Psychology: Original Sources
and Contemporary Research. New York: McGraw-Hill,
1988.

Schultz, D. P, and S.E. Schultz. A History of Modern Psychol-
ogy. 6th ed. Fort Worth, TX: Harcourt Brace College Pub-
lishers, 1996.

Raymond Bernard Cattell

1905-1998

American psychologist who designed personality
and intelligence tests and espoused controversial
theories of eugenics.

Raymond B. Cattell was one of psychology’s most
prolific scholars. In acareer spanning over half a century
he wrote more than 50 books and 500 research articles, and
his contributions to personality and intelligence testing
are widely regarded as invaluable. Yet some of his theories
about natural selection, particularly as put forth in a philos-
ophy known as Beyondism, were attacked as racist and
caused a bitter controversy only months before his death.

Cattell was born in Hilltop, England, on March 20,
1905. He grew up in Devon, where he developed alifelong
love of sailing and the sea. He attended the University of
London, where he received his undergraduate degree in
chemistry in 1924 and hisPh.D. in psychology in 1929. He
taught briefly and worked at a psychology clinic until
1937, when he moved to the United States to take a teach-
ing position at Columbia University. From there he moved
on to Clark University and Harvard before arriving in 1946
a the University of Illinois, where he stayed for 27 years.

Innovator of personality tests

During the Second World War, in addition to his
teaching duties, Cattell worked in the Adjutant General’s
office, where he devised psychological tests for the mili-
tary. Throughout his career, Cattell created a number of
such tests to measure intelligence and to assess personal-
ity traits. The best known of these is the Sixteen Person-
ality Factor questionnaire (16PF). First published in
1949, the 16PF profiles individuals using 16 different
personality traits, such as emotional stability (easily
upset vs. calm), impulsiveness (sober vs. enthusiastic),
and conformity (expedient vs. conscientious). These are
measured with what Cattell calls “second-order factors,”
including extroversion, anxiety, and independence. The
test is still widely used by corporations and institutions
to determine an individual’s compatibility with different
occupations and overall psychological character.
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Raymond Cattell (Archives of the History of American
Psychology. Reproduced with permission.)

Cattell retired from the University of Illinoisin 1973
and after five yearsin Colorado moved to Hawaii. There,
he accepted a part-time position at the University of
Hawaii, where he continued to teach, conduct research,
and write. He also took the opportunity to spend leisure
time with his third wife and enjoyed visits from his five
children and two stepchildren.

Beyondism and a storm of controvery

The publication of Beyondism: Religion from Sci-
encein 1987 dramatically altered the remainder of Cat-
tell'slife aswell as his scientific legacy. Cattell intended
the book to be a discussion of his theories on evolution
and natural selection. He believed that natural selection
among humans was governed by individual genetic and
cultural selection. However, his advocacy of eugenics
(the study of improving the human race), was extremely
controversial, particularly because eugenics was the
pseudo-scientific rationale for Nazi genocide. Cattell
claimed, for example, that among the tenets of Be-
yondism was the idea that races as we know them today
would not exist in the future. “The genetic groupings
(races) of the future,” he wrote, “will arise from self-con-
scious selection by each cultural group.” The question
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many critics asked was whether Cattell’s theories were
simply his approbation for natural selection or acall for
something more ominous. The fact that Cattell had ac-
knowledged Arthur Jensen and William Shockley—
two scientists who had claimed that blacks were geneti-
cally lessintelligent than whites—in his book only fur-
thered peopl€’'s suspicions.

The issue came to a head in the summer of 1997,
when Cattell was scheduled to receive alifetime achieve-
ment award from the American Psychological Foundation
(APF). Almost as soon as APF had announced its deci-
sion, there were protests, some from prominent citizens
and organizations. The APF trustees postponed the award
presentation so they could further investigate. Cattell,
ninety-two years old and in failing health, attempted to
resolve the furor by declining the award. He then wrote
an open letter to the American Psychological Associa-
tion (APA) defending himself and his work. He asserted
that he detested racism, and that he had only ever advo-
cated voluntary eugenics. His health declined further, and
he died quietly on February 2, 1998, at home in Hawaii.

GeorgeA. Milite

Further Reading

Cattell, Raymond B. Beyondism: Religion from Science. New
York Praeger Publishers, 1987.

Cattell, Raymond B. Factor Analysis: An Introduction and
Manual for the Psychologist and Social Scientist. New
York: Harper, 1952.

Cattell, Raymond B. General Psychology. Cambridge, MA:
Sci-Art Publishers, 1941.

“Lifetime Achievement Award is Questioned.” APA Monitor,
(October 1997).

Central nervous system

In humans, that portion of the nervous system that
lies within the brain and spinal cord; it receives im-
pulses from nerve cells throughout the body, regu-
lates bodily functions, and directs behavior.

The central nervous system contains billions of
nerve cells, called neurons, and a greater number of sup-
port cells, or glia. Until recently, scientists thought that
the only function of glial cells—whose name means
“glue’—was to hold the neurons together, but current re-
search suggests a more active role in facilitating commu-
nication. The neurons, which consist of three elements—
dendrites, cell body, and axon—send electrical impulses
from cell to cell along pathways which receive, process,
store, and retrieve information. The dendrites are the
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The brain and spinal cord comprise the central nervous
system. At the right is a magnified view of the spinal cord
showing the individual nerves.The inset shows an
individual axon covered with a myelin sheath. (John Bavosi.
Photo Researchers, Inc. Reproduced with permission.)

message-receiving portions of the neuron and the axons
are the message-sending part of the cell. Both are
branching fibers that reach out in many extensions to
join the neuron to other neurons. The junction between
the axon of one cell and the dendrite of another is a
minute gap, eighteen millionths of an inch wide, which
iscaled asynapse.

The spinal cord is a long bundle of neural tissue
continuous with the brain that occupies the interior
canal of the spinal column and functions as the primary
communication link between the brain and the rest of the
body. It isthe origin of 31 bilateral pairs of spinal nerves
which radiate outward from the central nervous system
through openings between adjacent vertebrae. The spinal
cord receives signals from the peripheral senses and re-
lays them to the brain. Its sensory neurons, which send
sense data to the brain, are called afferent, or receptor,
neurons; motor neurons, which receive motor commands
from the brain, are called efferent, or effector, neurons.

The brain isamass of neural tissue that occupies the
cranial cavity of the skull and functions as the center of
instinctive, emotional, and cognitive processes. Twelve
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Cerebellum

pairs of cranial nerves enter the brain directly. It is com-
posed of three primary divisions: the forebrain, midbrain,
and hindbrain, which are divided into the left and right
hemispheres and control multiple functions such as re-
ceiving sensory messages, movement, language, regul at-
ing involuntary body processes, producing emotions,
thinking, and memory. The first division, the forebrain,
isthe largest and most complicated of the brain structures
and is responsible for most types of complex mental ac-
tivity and behavior. It isinvolved in a huge array of re-
sponses, including initiating movements, receiving sensa-
tions, emoting, thinking, talking, creating, and imagining.
The forebrain consists of two main divisions: the dien-
cephalon and the cerebrum. The cerebrum is the larger
part of the forebrain. Its parts, which are covered by the
cerebral cortex, include the corpus callosum, striatum,
septum, hippocampus, and amygdala.

The midbrain, or mesencephalon, is the small area
near the lower middle of the brain. Itsthree sections are the
tectum, tegmentum, and crus cerebri. Portions of the mid-
brain have been shown to control smooth and reflexive
movements, and it isimportant in the regulation of atten-
tion, sleep, and arousal. The hindbrain (rhomben-
cephalon), which is basically a continuation of the spinal
cord, isthe part of the brain that receives incoming mes-
sages firgt. Lying beneath the cerebral hemispheres, it con-
sists of three structures: the cerebellum, the medulla, and
the pons, which control such vital functions of the auto-
nomic nervous system as breathing, blood pressure, and
heart rate. The cerebellum, alarge convoluted structure at-
tached to the back surface of the brain stem, receivesinfor-
mation from hundreds of thousands of sensory receptorsin
the eyes, ears, skin, muscles, and joints, and uses theinfor-
mation to regulate coordination, balance, and movement,
especialy finely coordinated movements such as threading
aneedle or tracking a moving target. The medulla, situated
just above the spinal cord, controls heartbeat and breathing
and contains the reticular formation which extendsinto and
through the pons. The pons, aband of nerve fibers connect-
ing the midbrain, medulla (hindbrain), and cerebrum, con-
trols sleep and dreaming. The pons and medulla, because
of their shape and position at the base of the brain, are
often referred to as the brainstem.

Further Reading
Changeux, Jean-Pierre. Neuronal Man. New York: Pantheon
Books, 1985.

Cerebellum

See Brain
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Cerebral cortex

See Brain

Character

General term in psychology used to describe be-
havior motivations and personality traits that make
each person an individual.

Character is most often used in reference to a set of
basic innate, developed, and acquired motivations that
shape an individual’s behavior. These qualities of an in-
dividual's motivation are shaped during all stages of
childhood. By late adolescence, around age 17, the
traits that make up individual’s character are normally
integrated into a unigue and distinctive whole. The term
character is sometimes used as roughly synonymous
with the term per sonality, although such usage does lit-
tle to reduce the imprecision of either term. Some psy-
chologists believe that differences in character among in-
dividuals largely reflect affective, or emotional, differ-
ences, that are the result of biochemical or other organic
variations. Many psychologists claim that character, to
some extent, is a function of experience. These psychol-
ogists, generally, believe that, as the early behavior of an
individual directed toward a primary, instinctive goal is
modified by environmental circumstances, the motiva-
tional system of the individual is also modified, and the
character of the individua is affected. Thereis some dis-
pute among psychol ogists about whether, or to what ex-
tent, character may be controlled by conscious or ratio-
nal decisions, and about whether, or to what extent, char-
acter may be dominated by unconscious or irrational
forces. At the same time, there is widespread agreement
among psychologists that, while much research remains
to be done to delineate the genetic, instinctive, organic,
cognitive, and other aspects of character, the develop-
ment of a reasonably stable and harmonious character is
an essential part of apsychologically healthy existence.

Character education, a periodic but recurring theme
for schools to teach basic values and moral reasoning to
primary and secondary students, attracted renewed popu-
larity in the 1990s. Character education initiatives have
developed at the local and state levels, but reflect a na-
tional trend. In 1995, President Bill Clinton and the U.S.
Congress declared October 16-22 “National Character
Counts Week.” In character education, teachers confront
students with moral dilemmas and ask them to formulate
and defend courses of action.
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Many prominent educators, politicians, and acade-
mics support character education. Opponents, including
the American Civil Liberties Union, object to character
education because it could lead to teaching religious be-
liefs. Some religious groups oppose it as well, since pub-
lic school teachers must avoid teaching religion and
could make character avirtue that is anti-religious.

See also Personality development

Further Reading

Lockwood, Anne Turnbaugh. Character Education: Contro-
versy and Consensus. Thousand Oaks, California: Corwin
Press, 1997.

Murphy, Madonna M. Character Education in America’'s Blue
Ribbon Schools: Best Practices for Meeting the Challenge.
Lancaster, PA.: Technomic Publishing Co. Inc., 1998.

Jean Martin Charcot

1825-1893
French psychiatrist who specialized in the study of
hysteria, using hypnosis as a basis for treatment.

Jean Martin Charcot was born in Paris on Nov. 29,
1825, the son of a carriage maker. He took his medical
degree at the University of Parisin 1853 and was appoint-
ed professor of pathological anatomy there in 1860. In
1862 he was appointed senior physician at the
Salpétriére, a hospital for the treatment of the mentally
ill. 1t became a center for psychiatric training and psychi-
atric care, for Charcot had aflair for theatricsin addition
to his reputation for sound science, and his lectures and
demonstrations attracted students from all over Europe.

Charcot’s contributions fall largely into three cate-
gories. First, he studied the etiology and cure of hysteri-
cal disorders (psychoneuroses). These disorders involve
what appear to be physiological disturbances such as
convulsions, paralyses, blindness, deafness, anesthesias,
and amnesias. However, there is no evidence of physio-
logical abnormalities in psychoneuroses since the root of
the problem is psychological. In Charcot’s time hysteria
was thought to be a disorder found only in women (the
Greek word hystera means uterus), but his demonstra-
tions were eventually influential in correcting this idea
Charcot, however, continued to think of hysteriaas afe-
male disorder. Freud was later to associate hysterical
symptoms with sexua problems.

Charcot’s second area of contribution was the corre-
lation of various behavioral symptoms with physiological
abnormalities of the nervous system. One of the mgjor
problems for early psychiatry was that of determining
whether certain behavioral abnormalities had their origins

Jean Charcot (The Library of Congress. Reproduced with
permission.)

in psychological or in physiological disturbances and, if
physiological, where in the central nervous system the
abnormality might be located. Charcot became noted for
his ability to diagnose and locate the physiological dis-
turbances of nervous system functioning.

Finally, Charcot made popular the use of hypnosis
as a part of diagnosis and therapy. Hypnosis, known at
the time as “mesmerism” (named for Franz Anton Mes-
mer), was regarded by the medical profession as charla-
tanism. Charcot found hypnotism useful in distinguish-
ing true psychoneurotics from fakers and, like Mesmer,
found that hysterical symptoms could be relieved
through its use. In the hypnotic state the patient fallsinto
an apparent sleep. While in this condition, the patient
can sometimes recall eventsin hislife which are not re-
called in the waking state, and he is susceptible to the
suggestions of the therapist. In 1882 Charcot presented a
summary of his findings to the French Academy of Sci-
ences, where they were favorably received. Scientific
psychiatry was thus well on its way to being accepted by
the medical profession. Charcot died on Aug. 16, 1893.

Further Reading
Guillian, Georges. J.M. Charcot, 1825-1893: hislife-hiswork.
trans. 1959.
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Child abuse

Garrison, Fielding H. An introduction to the history of medi-
cine. 1913. 4th ed. 1929.

Goetz, Christopher G. Charcot. New York: Oxford University
Press, 1995.

Child abuse

The act of harming children by neglect, physical
force, violence, sexual attack, or by inflicting psy-
chological or emotional distress.

For much of history, children were considered the
property of parents. The family system was rarely, if
ever, intervened upon by society. If a mother or father
routinely abused their children, the abuse went unno-
ticed, or if noticed, merely ignored. It was largely con-
sidered a parent’s prerogative to do whatever he or she
wanted with their child.

Over the past several decades, however, the issue
and, seemingly, the prevalence of child abuse have be-
come widespread. Psychologists question whether the
number of child abuse cases indicates increased occur-
rences of abuse or increased public awareness that en-
courages more reporting.

The first detailed account of the abuse of children
was published in 1962 by Harry Hemke in an article ti-
tled “The Battered Child Syndrome,” and since then
there have been numerous articles and books published
on this subject.

Over the years, child abuse has been categorized into
four types, although many psychologists dispute the use-
fulness of doing so. In compiling statistics on abuse, the

HOTLINES

The following organizations operate hotlines or
provide advice for family members where there are
problems related to physical or other abuse.

e Childhelp National Abuse Hotline
Telephone: toll-free (800) 422-4453

¢ National Coalition Against Domestic Violence
Telephone: (303) 839-1852

¢ National Council on Child Abuse and Family Violence
Telephone: toll-free (800) 222-2000

¢ National Victim Center
Telephone: toll-free (800) FYI-CALL [394-2255]

¢ National Runaway Switchboard
Telephone: toll-free (800) 621-4000

United States Department of Health and Human Services
(HHS) considers four categories of abuse: neglect, physi-
cal abuse, sexual abuse, and emotional maltreatment.
Obviously, these categories are not mutually exclusive
(that is, any given child can experience one or al, and all
types of abuse are forms of “emotional maltreatment”).

Statistically, it is difficult to find reliable national fig-
ures for cases of child abuse because each state keepsits
own records and has its own definitions of what consti-
tutes abuse. Nonetheless, several organizations do com-
pile national estimates of abuse and neglect. One of the
most commonly cited reports comes from Prevent Child
Abuse America, formerly known as the National Com-
mittee for the Prevention of Child Abuse headquartered in
Chicago, which conducts an annual national survey of the
50 states to acquire the most current data available.

An estimated 3,154,000 children were reported to
child protective service agencies as alleged victims of
child abuse or neglect in 1998, with about 1 million of
the reports confirmed. This means that 45 children out of
1,000 were reported as abused or neglected and 14 con-
firmed as abused or neglected in 1998. On average, three
children died each day in the United States from abuse or
neglect in 1997. While the nation’s overall crime rate fell
from 1993 to 1997 by 22 percent, reports of child abuse
and neglect increased by 8 percent with confirmed cases
increasing by 4 percent.

In 1998, 51 percent of the cases reported involved
neglect, 25 percent involved physical abuse, 10 percent
involved sexual abuse, 3 percent involved emotional
abuse and 11 percent related to other forms of child mal-
treatment. These figures represent substantiated cases,
meaning they were investigated by child protection ser-
vices and found valid. Like any statistics on child abuse,
these must be considered incomplete, since not all cases
of abuse are reported.

Strong social and familial pressure may continue to
exist to avoid the issue when abuse is seen; however, re-
quirements that professionals, such as doctors, teachers,
and therapists who work with children, report suspicions
of abuse have helped to make public health system inter-
vention more widely accepted by society.

Still, newly arrived immigrants not yet acculturated
in the United States may, to their surprise, face social
service intervention for their cultural practices toward
children, deemed as child abuse in the United States.

Despite myths about its prevalence among lower-in-
come populations, child abuse occurs throughout all stra-
ta of society. Physical abuse does appear more frequently
in poor families. Since middle-class and wealthy fami-
lies are more likely to have their children treated by a
sympathetic personal physician who may be less likely
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CHILD ABUSE: SIGNS AND SYMPTOMS

Although these signs do not necessarily indicate that a child has been abused, they may help adults recognize that
something is wrong. The possibility of abuse should be investigated if a child shows a number of these symptoms, or
any of them to a marked degree:

Sexual Abuse

Being overly affectionate or knowledgeable in a sexual way inappropriate to the child’s age

Medical problems such as chronic itching, pain in the genitals, venereal diseases

Other extreme reactions, such as depression, self-mutilation, suicide attempts, running away, overdoses, anorexia
Personality changes such as becoming insecure or clinging

Regressing to younger behavior patterns such as thumb sucking or bringing out discarded cuddly toys
Sudden loss of appetite or compulsive eating

Being isolated or withdrawn

Inability to concentrate

Lack of trust or fear someone they know well, such as not wanting to be alone with a babysitter
Starting to wet again, day or night/nightmares

Become worried about clothing being removed

Suddenly drawing sexually explicit pictures

Trying to be “ultra-good” or perfect; overreacting to criticism

Physical Abuse

Unexplained recurrent injuries or burns

Improbable excuses or refusal to explain injuries
Wearing clothes to cover injuries, even in hot weather
Refusal to undress for gym

Bald patches

Chronic running away

Fear of medical help or examination

Self-destructive tendencies

Aggression towards others

Fear of physical contact—shrinking back if touched
Admitting that they are punished, but the punishment is excessive (such as a child being beaten every night to “make
him/her study”)

Fear of suspected abuser being contacted

Emotional Abuse

Physical, mental, and emotional development lags

Sudden speech disorders

Continual self-depreciation (“I'm stupid, ugly, worthless, etc.”)
Overreaction to mistakes

Extreme fear of any new situation

Inappropriate response to pain (“I deserve this”)

Neurotic behavior (rocking, hair twisting, self-mutilation)
Extremes of passivity or aggression

Neglect

Constant hunger Poor personal hygiene No social relationships
Constant tiredness Poor state of clothing Compulsive scavenging
Emaciation Untreated medical problems Destructive tendencies

A child may be subjected to a combination of different kinds of abuse. It is also possible that a child may show no
outward signs and hide what is happening from everyone.

Source: Kidscape, http://www.solnet.co.uk/kidscape/kids5.htm. Reprinted by permission.

Child abuse symptoms. (Stanley Publishing. Reproduced with permission.)
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Child abuse

to diagnose and report injuries as child abuse, numbers
reported may be biased. Even with such reporting bias,
however, poverty seems strongly linked to abuse.

Child abuse is also linked to parental use of a cohol
or other drugs. Several studies conducted during the
1970s confirmed that nearly 70 percent of substantiated
cases of abuse were related to alcohol.

Anger most frequently triggers abuse by parents.
Abusive parents appear to have a lower threshold for
childish behaviors than nonabusive parents. The same
child cues triggers more upset in abusive parents than in
nonabusive parents. Most abusers are likely to have been
abused themselves and generally resort to violence to
cope with life stressors. Their abusive actions can be
seen as subconscious reactions to an array of stressful as-
pects of parenting, including disappointment in the gen-
der or appearance of a child; ajealous reaction to the at-
tention achild diverts from themselves; an attempt by
the abuser to hurt the other parent; or a reaction against
the child for failing to meet unrealistic expectations.

Pedophiles, or sexual abusers of children, occur
across al economic and cultural groups. Psychologically,
however, they share certain traits. Pedophiles often have
a history of being abused themselves, and abusing other
children seems to be triggered by increased life stressors,
such as marital problems, job layoffs, or abuse of drugs.

About 60 percent of the major physical injuriesin-
flicted by caregivers occur in children ages birth to 4, the
age group most likely to be injured from abuse.

Typically, abused children show developmental de-
lays by preschool age. It is unclear whether these delays
occur due to cumulative neurological damage or due to
inadequate stimulation and uncertainty in the child about
the learning environment and the absence of positive
parental interactions that would stimulate language and
motor processes. These delays, in concert with their par-
ents higher-than-normal expectations for their children’s
self-care and self-control abilities, may provoke addi-
tional abuse. Abused preschoolers respond to peers and
other adults with more aggression and anger than do
non-abused children. A coercive cycle frequently devel-
ops where parents and children mutually control one an-
other with threats of negative behavior.

School-aged children who are abused typically have
problems academically with poorer grades and perfor-
mance on standardized achievement tests. Studies of
abused children’s intellectual performance find lower
scores in both verbal and performance (e.g., math, visu-
al-spatial) areas. Abused children also toward dis-
tractibility and overactivity, making school a very diffi-
cult environment for them. With their peers, abused chil-
dren are often more aggressive and more likely to be so-

cially rejected than nonabused children. Less mature so-
cially, abused children show difficulty in developing
trusting relationships with others.

Within the home, abused children are more disrup-
tive and aggressive, frequently viewed by their parents as
defiant and noncompliant. Although observational mea-
sures confirm higher levels of disruptiveness, the number
and intensity of the problem behaviors seen by abusive
parents in their children may be partially a function of
the parents’ lower threshold of tolerance for children’s
noncompliance.

As adolescents, abused children are more likely to be
in contact with the juvenile justice system than nonabused
children of comparable family constellation and income
level. Many of these children are labeled “ ungovernable”
for committing offenses such as running away and truan-
cy. A higher proportion of abused than nonabused delin-
quent youth are aso involved in crimes of assaullt.

Follow-up studies on abused children in |later ado-
lescence show that in addition to having problems with
the law, they are also more likely to be substance abusers
or to have emotional disturbances such as depression.

Over the last several years, many consider the num-
ber of child abuse reportings to be at epidemic levels. As
reported in The CQ Researcher in 1993, “Almost
overnight, the national consciousness has been jolted into
confronting a disturbing possibility: Incest and child mo-
lestation may be far more common than previously
thought.” Thisincreased reporting of sexua abuse has be-
come a highly contentious topic among the psychological
community and in the mediaas well. Many find the re-
ports areflection of a sexually disturbed society, while
others believe that increased reporting is the result of sen-
sationalist media accounts, celebrity pronouncements
about their own abuse, and over-zeal ous therapists who
too readily suggest to patients that episodes of sexual
abuse may lay at the heart of their other problems.

Another disturbing trend shows an increase in re-
ports of ritual abuse, or satanic ritual abuse (SRA), in
which, it is aleged, children are systematically and re-
peatedly tortured by friends and family members in
elaborate Satanic ceremonies often involving human
sacrifice and ritual rape. Writing in The Journal of
Psychohistory in 1994, psychoanalyst David Lotto re-
ported that at a recent convention of the American
Psychological Association, 800 therapists reported that
they were currently treating cases of ritual abuse. A
1988 study conducted by University of New Hampshire
researcher David Finkelhor found that as many as 13%
of child abuse allegations occurring at day care centers
involved ritual abuse. Another report followed the cases
of 24 ritual abuse trials and found that 23 people had
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been convicted of some kind of abuse. In looking at this
phenomenon critically, however, please note, as did an
FBI investigator at a 1991 conference of the American
Psychological Association, that in several years of in-
tensive investigation by local and federal law enforce-
ment, there has never been any evidence of a network
of satanic child abusers. Victims often report the exis-
tence of elaborate underground sacrificial altars where
their abuse occurred, and yet no trace has ever been
found of such a construction.

Putting aside the current controversy over the preva-
lence of child sexual abuse in this country, no one dis-
putes that sexual abuse does in fact occur and takes a
devastating toll on those abused. Sexually abused chil-
dren may still be preoccupied in adulthood with events,
trying to understand and repair the damage. Frequently,
sexual abuseisacited cause, for instance, of dissocia-
tive identity disorder. Sexual abuse, like severe physi-
cal and emotional abuse, can lead to other psychological
disorders as well, such as depression, mood disorders,
anxiety and panic disorders, and substance abuse.

Further Reading
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Child development

The study of the sequential physical, cognitive,
emotional, and social changes a child undergoes
between birth and adolescence or adulthood.

Thefirst detailed scientific study of child development
was probably Charles Darwin’s Biographical Sketch of
an Infant (1877), based on alog he had kept on the devel-
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LANDMARK PUBLICATIONS ON
CHILD DEVELOPMENT

1877 Charles Darwin’s Biographical Sketch of an In-
fant, observations on development of his eldest
child.

1880 G. Stanley Hall, the “father of child psychology
in America,” publishes The Contents of Children’s
Minds.

1914 John Broadus Watson publishes his most impor-
tant work, Behavior—An Introduction to Com-
parative Psychology.

1926 Jean Piaget publishes The Child’s Conception of
the World, followed ten years later by The Orgin
of Intelligence in Children.

1934 Arnold Gesell publishes An Atlas of Infant Behav-
ior, followed by Child in the Culture of Today
(1943), The Child from Five to Ten (1946), and
Child Development (1949).

1946 Benjamin Spock publishes The Common Sense
Book of Baby and Child Care.

1950 Erik Erikson publishes Childhood and Society.

opment of his eldest child. In thiswork, Darwin advanced
the hypothesis that each individual’s development from
birth to adulthood paralléls or recapitul ates the phyloge-
netic development of the human species as awhole (he had
made a similar observation about the development of the
fetus). Darwin’s ideas influenced the early study of child
development, also known as the child study movement.

In the United States, the most famous figure associ-
ated with Darwin’'s evolutionary approach was G. Stan-
ley Hall, who was labeled “the father of child psychology
in America.” The development of intelligence testing
around World War | directed attention to the intellectual
development of children, especially those considered ei-
ther gifted or mentally retarded. As the century pro-
gressed, emphasis shifted from the study of children asa
source of scientific knowledge to a more altruistic en-
deavor aimed at improving their welfare. From Sigmund
Freud and Jean Piaget to Benjamin Spock and T.
Berry Brazelton, child development has been studied
and written about to better understand of children in order
to promote their well-being during the various stages of
childhood, and to help them mature into healthy adults.

Freud developed many theories about the enormous
influence of childhood experiences on adult behavior
and also proposed a five-stage chronological model of
childhood psychosexual development. The oral stage
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Childhood

(birth to 1.5 years), in which primary gratification is
through sucking, is followed by the anal stage (1.5t0 3
years), in which control of elimination is a primary con-
cern. Next comes the phallic stage (3 to 7 years), during
which a child experiences and resolves the Oedipal crisis
and assumes his or her sexual identity. During the laten-
cy stage (ages 7 to 12) sexuality is dormant, and the pri-
mary |love objects are people outside the home. With the
genital stage, which begins at age 12 and lasts into adult-
hood, instinctual sexual drives increase and parental at-
tachments are dissolved.

Arnold Gesell was among the first psychologists to
undertake a thorough quantitative study of normal
human development from birth through adolescence.
Based on hiswork at Yale's Child Development Clinic
and his own Institute, Gesell produced reports that had a
widespread influence on both parents and educators, and
created the Gesell Development Schedules, which are
still used today to assess motor and language devel op-
ment, adaptive behavior, and personal-socia behavior in
children between four weeks and six years of age.

Probably the most famous theory of child develop-
ment is the cognitive development model pioneered by
the Swiss psychologist Jean Piaget. Piaget divided child
development between birth and late adolescence into four
stages of increasingly complex and abstract thought, each
qualitatively different from the ones preceding it but still
dependent on them. The first, or sensorimotor, stage
(birth to approximately 2 years) is atime of nonverbal,
experimental basic learning when infants experience the
world primarily through their senses and gradually gain
mastery of their own bodies and external objects. The
preoperational stage (ages 2 to 6 years) involves the asso-
ciation of objects with words and the ability to solve
more complex problems, although the child’sfocus at this
stage remains egocentric, aterm that refers to the inabili-
ty to consider things from another person’s perspective.
Thethird, or concrete operations, stage (6 to 11 years of
age) is aperiod during which categorizing activities and
the earliest logical operations occur. The fourth, or formal
operations, stage (ages 12 and higher) is characterized by
the gradual emergence of a mature ability to reason and
deal with abstract relationships.

Another well-known devel opment theory structured in
stages is the one proposed by neo-Freudian Erik Erikson
in Childhood and Society (1950). While Erikson’s eight-
stage theory encompasses the entire human life span, much
of it is centered on childhood and adolescence. Each devel-
opmental stage in Erikson’'s scheme is concerned with a
central conflict: trust versus mistrust in infancy; autonomy
versus doubt and shame in early childhood; initiative ver-
sus guilt in the preschool period; and industry versus infe-
riority during the early school years. The goals of the first
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four stages create the foundation for the successful negoti-
ation of the fifth stage, in which the adolescent must form a
stable identity and achieve a sense of sdlf.

Lawrence Kohlberg's work on the development of
moral reasoning approaches childhood from a different
perspective. After studying the different waysin which
children aged 7 through adolescence respond to moral
dilemmas, Kohlberg determined that there are universal
stagesin moral development, which, like the cognitive
stages delineated by Piaget, differ from each other quali-
tatively. Children from the ages of 7 through about 10 act
on the preconventional level ,which involves deferring to
adults and obeying rules based on the immediate
prospect of punishment or reward. At around age 10,
they progress to the conventional level, where their be-
havior is guided by the opinions of other people and the
desire to conform. During adolescence, children become
capable of postconventional morality, which entails the
ability to formulate abstract moral principles and act on
motives that transcend self-interest and even social
norms that conflict with one’s personal sense of justice.

In recent years, researchers in child development
have focused increasingly on the developmental patterns
and needs of minorities and women. Carol Gilligan,
Kohlberg's colleague at Harvard University, found fault
with Kohlberg's exclusive focus on white males in his
initial research, and in her own study, In a Different
\oice, Gilligan differentiates between male and female
moral development. In contrast to the male problem-
solving approach to moral dilemmas based on an “ethic
of justice,” she describes afemale “ethic of care” that is
based on empathy and involves the per ception of moral
dilemmas in terms of conflicting responsibilities rather
than competing rights.

Further Reading

Bee, Helen L. The Developing Child. 5th ed. New York: Harp-
er & Row, 1989.

Dworetzky, John. Introduction to Child Development. 5th ed.
Minneapolis: West Publishing Co., 1993.

Meinhold, Patricia. Child Psychology: Development and Be-
havior Analysis. Dubuque, |A: Kendall/Hunt Publishing
Co., 1993.

Owens, Karen. The World of the Child. New York: Holt, Rine-
hart, and Winston, 1987.

Papalia, Diane E. A Child’'sWorld: Infancy through Adoles-
cence. 5th ed. New York : McGraw-Hill, 1990.

Childhood

The period between birth and adulthood, during
which a person develops physically, intellectually,
and socially.
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History of childhood

Childhood has been defined differently across the
ages. The Greek philosopher Plato (427?-347 B.c.) be-
lieved children were born with certain dispositions that
could be changed by their environment. Ancient Ro-
mans expressed great affection for their children in let-
ters and on tombstones. During the Middle Ages, little
distinction was made between adults and children, who
worked from a very young age. The Renaissance saw the
beginning of the nuclear family in Europe, with an in-
creased focus on childhood as a time for education and
training. John L ocke (1632-1704), founder of the empir-
ical school of philosophy, believed the child enters the
world as atabula rasa or blank slate, and learns through
experience. Jean-Jacques Rousseau (1712-1778) took
the opposite tack, recommending that education should
follow nature since infants automatically prefer good-
ness. According to Sigmund Freud’s (1856-1939) psy-
choanalytic theory, children must pass through five psy-
chosexual stages to achieve healthy adulthood. In con-
trast behaviorist John Watson (1878-1935) asserted
that, given a controlled environment, he could train a
child to be anything from doctor to thief. The emphasis
on environment, particularly the behavior of parents,
continued through the twentieth century until studies of
identical and fraternal twins, reared together or apart,
began to show the effect of genes on the journey from in-
fancy to adulthood.

Prenatal development

The future adult begins not at birth but at concep-
tion, with the creation of a unique set of genes, half from
the mother, half from the father. This genetic blueprint is
called the genotype; its outward manifestation is the phe-
notype. Sometimes the phenotype is controlled directly
by the genotype, for example, eye color. More often, the
phenotype represents the interaction of the genotype and
the environment. It is even possible for the genotype to
be atered by the environment, as happens when men ex-
posed to certain toxins suffer an increased risk of father-
ing children with genetic abnormalities.

Fewer than half of fertilized eggs, called zygotes,
survive the first two weeks during which the zygote
moves from the fallopian tube where it was fertilized to
the uterus where it is implanted. During the next six
weeks, the zygote differentiates into an embryo with in-
ternal organs, skin, nerves, and rudimentary limbs, fin-
gers, and toes. In the final seven months of gestation, the
maturing skeletal, muscular, and nervous systems of
what is now called the fetus make movement possible.
Babies born at 28 weeks can survive, although often with
chronic health problems.
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As each system undergoes its most rapid growth, it
is especially vulnerable to damage. In addition to genetic
abnormalities like Down syndrome, environmental
agents called teratogens can affect the fetus. These might
be maternal viruses such as rubella (German measles) or
chemicals such as nicotine, alcohol, and cocaine. Expo-
sure to nicotine is linked to premature birth, low birth
weight, and cleft (malformed) palate and lips, while ex-
posure to alcohol islinked to intellectual and behavioral
impairments. An inadequate maternal diet also puts the
fetus at risk, especially its brain and nervous system.
Prenatal teratogens can cause lifelong problems or even
death. The vast majority of babies, however, are born
healthy and normal.

Infancy

Newborns enter the world with many skills. In addi-
tion to a range of adaptive reflexes such as grasping,
sucking, and rooting (turning the head when the cheek is
touched), they are able to recognize their mothers’ face,
voice, and smell. Even more impressive, less than one
hour after birth, babies can imitate gestures such as
sticking out the tongue.

Physical development

The average healthy newborn is 7.5 pounds (3.4 kg)
and 20 inches (52 cm). It triples its weight and grows 10
to 12 inches (24-30 cm) its first year. By age two for
girls and two-and-a-half for boys, babies reach half their
adult height. Physical development is largely pro-
grammed by a genetically determined timetable called
maturation, which proceeds in predictable stages. For
healthy, well-nourished babies, progress is influenced
only slightly by environment, although they need oppor-
tunities to practice new skills.

The rate of physical growth slows after the second
year, not accelerating again until puberty. Both size and
rate of growth are genetically determined. In industrial-
ized societies, puberty begins at 10 for girlsand 12 for
boys, ages that have declined significantly over the past
150 years due to improved health and nutrition.

Intellectual development

The Swiss researcher Jean Piaget (1896-1980) pio-
neered the field of cognitive, or intellectual, development.
On the basis of his observations and ingenious questions,
he divided children’s thinking into four qualitatively dis-
tinct stages, moving from a direct sensory understanding
of the world, to the symbolic representation of objects, to
mental manipulation of objects, to logical thinking about
abstract concepts. Using new techniques such as changes
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Childhood

in sucking and heart-rate, contemporary researchers have
found that, contrary to Piaget’'s theory, even babies seem
to understand basic principles like object permanence,
the concept that objects continue to exist when hidden.
And although his middle stages of development have
been confirmed, far fewer people attain Piaget’s final
stage of logical reasoning than he predicted.

Other theories of learning attribute cognitive devel-
opment not to the child’s own construction of knowl-
edge, but to conditioning, the effect of environment on
the child. Conditioning works by encouraging behavior
through reinfor cement or discouraging it through pun-
ishment. Social learning theory adds another mecha-
nism, modeling, or learning by observation.

Intelligence

The measurement of intelligence, psychometrics,
began with Sir Francis Galton (1822-1911). Although
his measures of vision, reaction time, and grip strength
proved poor predictors of academic success, his model
of multiple indicators of intelligence has remained use-
ful. 1Q, or intelligence quotient, was originally away to
identify children who needed remedial teaching. It com-
pares mental age to chronological age, with averagein-
telligence set at 100. Modern 1Q tests are quite success-
ful in predicting school success, but have been criticized
as culturally biased and limited in scope. 1Q tendsto re-
main the same when measured after the age of 4, anindi-
cation of itsreliability.

Language learning

Perhaps the most crucial task of childhood islearn-
ing to communicate. Researchers have found that hu-
mans are attuned to language even before birth. Follow-
ing a universal sequence, even deaf babiesfirst cry, then
coo, then babble. Around eight months, babies begin to
copy the sounds and intonations of their native language
and speak their first words around one year of age. Vo-
cabulary expands to over 200 words by age two, ex-
pressed in phrases such as “want cookie.” The speech of
three-year-olds reflects knowledge of plurals, past tense,
negatives, and questions, along with an increased vocab-
ulary. Grammatical complexity and vocabulary continue
to expand throughout the school years. Children who are
spoken and read to more are linguistically advanced, al-
though late talkers tend to catch up with early talkersin
the absence of other problems. Children who are read to
also have less trouble learning to read.

Personality development
Personality is what makes each person unique.

Where do individual differences come from and how sta-
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ble are they from birth to adulthood? There is strong evi-
dence for a biological component to personality dimen-
sions like sociability, irritability, neuroticism, and con-
scientiousness, but environmental effects are also pre-
sent. A baby’s innate sociability, for example, can be
squelched by a depressed mother, or achild'sinnateirri-
tability increased by a punitive teacher. In general, how-
ever, personality characteristics remain stable from in-
fancy to adolescence.

Social development

Children grow up in aweb of social relationships.
The first and most important is the bond between infant
and mother called attachment. Attachment is crucial be-
cause securely attached babies tend to become sociable,
confident, independent, and emotionally mature chil-
dren. Adolescents who feel close to their parents also
enjoy more friendships and higher self-esteem. Another
predictor of social success is physical attractiveness.
Even infants prefer attractive faces, as do older children.
Boys who physically mature early are also more popular.
Not surprisingly, aggressive, disruptive, and uncoopera-
tive behaviors are predictors of social rejection. A cycle
of aggression and rejection often persistsinto adulthood.

Nature and nurture

The most contentious issue in the study of child-
hood is the relative importance of genetics (nature) and
environment (nurture). Purely environmental models
such as behaviorism have been contradicted by numer-
ous studies showing a strong genetic influence for every-
thing from intelligence to shyness to sexual orientation.
On the other hand, even clearly genetic traits interact
with environment. Tall children, for example, are often
treated as more mature. Intelligence is even more com-
plicated. Twin studies show that between 50 and 60 per-
cent of 1Q is determined by genes. A child's genetic in-
tellectual potential, then, is actually a range that can be
maximized by arich environment or minimized by a de-
prived one. In general, a child’s development follows a
genetic blueprint, but the final result is constrained by
the building materials of the environment.

Cultural differences

Most research on childhood is conducted in West-
ern, industrial cultures. However, there is a growing
body of cross-cultural studies highlighting both similari-
ties and differences in childhood around the world. Se-
cure maternal attachment, for example, isless common
in Germany, a culture that values autonomy, than in
Japan, a culture that values community. Guatemalan
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mothers always sleep with their babies, who fall asleep
without the rituals and problems typical among Ameri-
can babies. Attitudes toward school achievement also
vary. Japanese and Chinese mothers expect more from
their children than do American mothers, and their chil-
dren outperform Americans. Some children spend their
first yearsin constant proximity to their mother, somein
day care centers. Some children watch younger siblings
or work in factories, some attend school. Some children
live in extended families, an increasing number live with
asingle parent. Despite these differences, however, chil-
dren everywhere show a zest for learning, play, and
friendship, and a drive to make sense out of their ever-
changing world.

Lindsay Evans
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Child psychology

Disciplines and theories concerned with the cogni-
tive, psychological, physiological, and social/inter-
personal aspects of human development.

Child psychologists study human development from
the earliest stages of life through adolescence and adult-
hood. These scientists focus on many areas of growth. In
the early years of life they include motor skills, percep-
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tual analysis and inference, language and speech, social
behavior, and the emergence of basic emotions of fear,
sadness, anxiety, shame, and guilt.

The two important strategies for studying devel op-
ment include the longitudinal study in which a particu-
lar group of children is studied over a long period of
time, sometimes from infancy through adulthood. The
second method, which is more popular because it isless
expensive, is called the cross-sectional method. In this
strategy a group of children or adolescents at a particular
age are studied at that age. In order to compare different
ages, different samples would be studied but no group
would be studied over time.

The major question that developmental psycholo-
gists wish to understand is how the maturational forces
that are inevitable interact with experience to produce
the behaviors, skills, and motives that we observe. For
example, all children will develop an ability to speak
and understand language before they are three years of
age. However, in some cultural settings, children display
this skill soon after the first birthday, while in others it
might be delayed until the second or third birthday.

A related problem that puzzles child psychologists has
to do with the temperamental factors children inherit that
make a contribution to their individual personalities. Here,
too, the puzzle isto understand how these inherited tem-
peramental biases and experience in the family and with
other children contribute to the traits the child develops.

Prior to Sigmund Freud’s writings which became
popular after the turn of the century, most Western expla-
nations of the differences among children were attributed
to temperament or constitution. Freud changed this by
arguing that family experience was the more important
determinant of differences in children’s moods, emo-
tions, and symptoms. Freud believed that those experi-
ences in the family made the child vulnerable to conflicts
over hostility and sexuality. The intensity of the conflict
and the defenses the child learned to deal with those con-
flicts were the main determinant of the child's per sonal-
ity. These view were very popular in the United States
for the period from 1930 to 1960. However, because of
the lack of strong scientific support for these theories,
loyalty to these ideas has eroded in a major way.

Erik Erikson substituted for Freud’s famous stages
on oral, anal, phallic, and genital a more humane set of
stages which emphasized the development of attach-
ment relations in the first year of life and more genera-
tive and creative aspects of human nature, rather than the
more narcissistic and destructive.

Jean Piaget’s contribution was to motivate child
psychologists to pay more attention to the child’'s intel-
lectual and cognitive development.
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Noam Chomsky

However, itisfair to say that at the present time there
is no overarching theory of child development. Child
psychologists are working on a series of problems that
cover al of the important areas of growth. It is hoped that
as these facts are gathered, brilliant theorists sometime in
the future will be able to synthesize thisinformation into
a coherent theory that clarifies the child’s growth.

Jerome Kagan
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Noam Chomsky

1928-

American linguist whose theory of transformational
or generative grammar has had a profound influence
on the fields of both linguistics and psychology.

Noam Chomsky was born in Philadel phia and edu-
cated at the University of Pennsylvania, where he re-
ceived hisB.A. (1949), M.A. (1951), and Ph.D. (1955).
In 1955, he was appointed to the faculty of the Massa-
chusetts Institute of Technology (MIT), where he has
served as professor of foreign languages and linguistics.
He has also taught courses and lectured at many univer-
sities throughout the world, including Oxford University.
Besides his work in the field of psycholinguistics,
Chomsky is also well-known as a leftist activist and so-
cial critic. He was an outspoken opponent of the Vietnam
War and has remained critical of media coverage of poli-
tics. Although Chomsky’s work is primarily of interest to
linguistics scholars, several of his theories have had pop-
ular applications in psychology.

Chomsky was a pioneer in the field of psycholinguis-
tics, which, beginning in the 1950s, helped establish a
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new relationship between linguistics and psychology.
While Chomsky argued that linguistics should be under-
stood as a part of cognitive psychology, in hisfirst book,
Syntactic Structures (1957), he opposed the traditional
learning theory basis of language acquisition. In doing
so, his expressed a view that differed from the behaviorist
view of the mind as atabula rasa; his theories were also
diametrically opposed to the verbal learning theory of B.
F. Skinner, the foremost proponent of behaviorism. In
Chomsky’s view, certain aspects of linguistic knowledge
and ability are the product of a universal innate ability, or
“language acquisition device” (LAD), that enables each
normal child to construct a systematic grammar and gen-
erate phrases. This theory claims to account for the fact
that children acquire language skills more rapidly than
other abilities, usually mastering most of the basic rules
by the age of four. As evidence that an inherent ability ex-
ists to recognize underlying syntactical relationships
within a sentence, Chomsky cites the fact that children
readily understand transformations of a given sentence
into different forms—such as declarative and interroga-
tive—and can easily transform sentences of their own.
Applying this principle to adult mastery of language,
Chomsky has devised the now-famous nonsense sen-
tence, “Colorless green ideas sleep furiously.” Although
the sentence has no coherent meaning, English speakers
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regard it as still more nonsensical if the syntax, aswell as
the meaning, is deprived of underlying logic, asin “Ideas
furiously green colorless deep.” (The same idea underlies
Lewis Carroll’s well-known poem “ Jabberwocky” from
his Alice in Wonderland.) Chomsky's approach is also re-
ferred to as “generative” because of the idea that rules
generate the seemingly infinite variety of orders and sen-
tences existing in al languages. Chomsky argues that the
underlying logic, or deep structure, of all languagesisthe
same and that human mastery of it is genetically deter-
mined, not learned. Those aspects of language that hu-
mans have to study are termed surface structures.

Chomsky’s work has been highly controversial,
rekindling the age-old debate over whether language ex-
istsin the mind before experience. His theories also dis-
tinguish between language competence (knowledge of
rules and structure) and performance (how an individual
uses language in practice). Besides Syntactic Structures,
Chomsky’s books include Current Issuesin Linguistics
Theory (1964), Aspects of the Theory of Syntax (1965),
Topics in the Theory of Generative Grammar (1966),
Cartesian Linguistics (1966), Language and Mind
(1968), Reflections on Language (1975), Logical Struc-
ture of Linguistic Theory (1975), and Knowledge of Lan-
guage (1986).

Further Reading
D’ Agostino, F. Chomsky's System of Ideas. Oxford: Oxford
University Press, 1986.

Kenneth Bancroft Clark

1914-
American psychologist who studied the psycholog-
ical effects of racial segregation.

Many psychologists have made history within their
profession; few, however, have had an impact on the
laws of a nation. Such was the case with Kenneth Ban-
croft Clark, whose work the Supreme Court cited in its
historic Brown v. Board of Education ruling. In the 1954
case, which overturned racial segregation in public
schools, the Court referred to a 1950 paper by Clark, and
described him as a“modern authority” on the psycholog-
ical effects of segregation. His recognition by the highest
court in the land made Clark an instant celebrity, and on
the heels of this success, he set out to develop a proto-
type community action program for young people in
Harlem in 1962. However, political workings brought an
early end to hisvision. Disillusioned by this experience,
Clark penned the most well-known of his many books,
Dark Ghetto: Dilemmas of Social Power (1965), which

would become an important text for sociologists study-
ing inner-city lifein America.

A world of opportunities in Harlem

Clark was born on July 24, 1914, in the Panama
Cana Zone. His father, Arthur Bancroft Clark, had come
from the West Indies and worked as a cargo superinten-
dent for the United Fruit Company, a major employer in
Central America at that time. Clark’s mother, Miriam
Hanson Clark, was from Jamaica, and she and his father
disagreed over their children’s upbringing. Miriam want-
ed to move the family to the United States, where Ken-
neth and his younger sister Beulah would have greater
educational and career opportunities than they would in
Panama. But the father refused to go with them. He had
a good position at United Fruit, and under the harsh
racism and segregation that prevailed even in the north-
ern United States at that time, he did not believe he could
obtain asimilar job in America. Therefore Miriam and
her two children boarded a boat for New York harbor,
leaving the children’s father behind.

In New York City, Miriam got ajob as a seamstress
in the New York garment district, and the family settled
in Harlem. At that time Harlem was a mixed community,
and besides other black families, the Clarks found them-
selves living alongside Irish and Jewish neighbors. This
experience undoubtedly had an effect on Clark’s later
commitment to integrated education. In school, he told
the New Yorker magazine in 1982, all students were ex-
pected to excel, regardless of skin color: “When | went
to the board in Mr. Ruprecht’s algebra class,” he re-
called, “...I had to do those eguations, and if | wasn’t
able to do them he wanted to find out why. He didn’t ex-
pect any less of me because | was black.”

In spite of this positive educational environment,
the rest of the world was filled with people who had low
expectations for black students. Hence when Clark fin-
ished junior high and had to choose a high school, coun-
selors urged him to enroll in avocational school. In spite
of his strong academic record, he was black, and there-
fore he could only hope to gain employment in alimited
range of jobs, all of which involved working with one's
hands. That, at least, was the logic, and to many people it
would have made sense—but not to Miriam Clark. When
her son told her what the school counselor had suggest-
ed, she went to the counselor’s office and informed him
that she had not struggled to bring her family from Pana-
ma so that her son could become a factory worker.

She enrolled Kenneth in George Washington High
School, an academic school where he performed well in
all subjects. He was particularly interested in economics,
and had begun to consider becoming an economist. But
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Kenneth Bancroft Clark

when he earned an award for his outstanding perfor-
mance in the class, the teacher refused to give it to him.
This example of racia discrimination, Clark’sfirst clear-
cut experience with it, would have enormous impact on
his life. Because of it, he decided not to study econom-
ics, and it may have led to hislifelong interest in the psy-
chology of racism.

Meetings with remarkable men—and a
woman

Clark had not yet decided to become a psychologist;
in fact, when he entered Washington, D.C.'s Howard
University in 1931, he planned to study medicine. But in
his sophomore year, he took a psychology course taught
by Professor Frances Sumner. Sumner’s method of psy-
chological study, Clark recalled in his 1982 New Yorker
interview, offered “the promise of...systematic under-
standing of the complexities of human behavior and
human interaction”—including insight into “the seem-
ingly intractable nature of racism.” Intrigued, Clark
switched his major to psychology. Another professor at
Howard who had an influence on Clark was Ralph
Bunche. Bunche, who would later gain fame as a diplo-
mat and winner of the Nobel Peace Prize in 1950, taught
Clark in several political science courses.

After graduating in 1935, Clark went on to obtain
his M.S. in psychology the next year, then accepted a
teaching position at Howard. But Sumner, recognizing
his great potential, encouraged him to obtain his doctor-
ate at Columbia University. Therefore Clark returned to
New York City and enrolled in the doctoral program at
Columbia. On April 14, 1938, he married Mamie Phipps,
apsychology student from Arkansas whom he had met at
Howard. The couple would eventually have two children,
Kate Miriam and Hilton. Clark, the first black doctoral
candidate in Columbia’s psychology program, earned his
Ph.D. degreein 1940.

For a short period of time, Clark taught at Hampton
Ingtitute in Virginia, an old and highly conservative black
college. But Clark had strong differences of opinion with
the administration at Hampton, and resigned after one
semester. From 1941 to 1942, Clark worked for the fed-
eral government’s Office of War Information, studying
morale conditions of America’s black population as the
country entered World War 1. In 1942, he accepted a po-
sition as an instructor at City College of New York
(CCNY), and in 1949 became an assistant professor.

Clark and his mentor Bunche had worked together
on research for renowned Swedish economist Gunnar
Myrdal, another future Nobel laureate. Myrdal’s study of
conditions among African Americans in the United
States would be published in 1944 as An American

Dilemma: The Negro Problem and Modern Democracy.
But his work with Bunche and Myrdal would not prove
to be the most significant collaboration of Clark’s career;
his most important partner was closer to home, in the
person of hiswife Mamie.

The rising young social scientist

In 1946, the Clarks established the Northside Test-
ing and Consultation Center in Harlem. In time this
would become the Northside Center for Child Devel op-
ment, and the name change reflected a shift of emphasis.
In the course of their research and therapy for troubled
black youngsters, the Clarks had discovered evidence
that racism helped to create a pervasive negative self-
image. For instance, when given a choice between a
brown doll and a white one and told “Give me the doll
that looks bad,” black children would usually choose the
brown doll; told to point out “the doll that is a nice
color,” they would select the white one.

The Clarks had been conducting such studies for
some time. Between 1939 and 1950, they published five
articles on the effect that segregated schooling had on
kindergartners in Washington, D.C. For the Midcentury
White House Conference on Children and Youth in 1950,
Clark wrote another article that summed up his and
Mamie€'s research, aswell as the work of other socia sci-
entists who had studied the psychological effects of seg-
regation.

Up to that time, the law of the land regarding segre-
gated schooling had been governed by the Supreme
Court’s decision in Plessy v. Ferguson (1896). In that
case, the Court held that the establishment of separate
schools for blacks and whites—as long as the schools
were of equal quality—did not violate the concept of
equal protection under the law guaranteed by the Four-
teenth Amendment to the Constitution. In practice, of
course, schools for blacks were certainly separate, but
rarely equal. Furthermore, Clark’s research had shown
that even if they were equal in quality, the very fact of
enforced separation created an inherent inequity.

When the National Association for the Advance-
ment of Colored People (NAACP) began to challenge in-
stitutionalized segregation in the nation’s courts, the or-
ganization turned to Clark. In three of the four cases that
led to the Supreme Court’s review of the segregation
issue, Clark testified as an expert witness. When the case
went before the Supreme Court, the NAACP presented a
specia paper, prepared by Clark and others, called “The
Effects of Segregation and the Consequences of Deseg-
regation: A Social Science Statement.” It was the first
timein American legal history that a brief prepared by a
socia scientist, illustrating the human consequences of a
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law in terms of its social and psychological impact, had
been presented before the Supreme Court.

In its ruling on Brown v. Board of Education, the
historic 1954 case which struck down institutionalized
segregation, the Court cited Clark’s work as valuable ev-
idence. More important, it reiterated the theme he had
presented as the evidence mounted from his studies:
“ Separate educational facilities are inherently unequal.”

Highs and lows, disappointment and hope

On the heels of the May 17, 1954, Supreme Court
decision, Clark became a celebrity in the community of
social scientists. He was feted and honored at universi-
ties around the country, bestowed with honorary degrees
and described in glowing terms by his colleagues. A gen-
eration later, three young graduate students writing in the
Journal of Applied Behavioral Science would sum up the
extent of his reputation: “We approached our telephone
interview with Dr. Kenneth Clark with awe. After all, his
contribution to U.S. history had enabled our own educa-
tion to occur in an integrated society.”

For the next decade, Clark went from triumph to tri-
umph. In 1960, CCNY made him afull professor, and he
thus became the first African American awarded a per-
manent position at any of New York’s city colleges. The
next year, the NAACP gave him its Spingarn Award for
his contributions to race relations. With the support of
the federal government, Clark in June 1962 established
Harlem Youth Opportunities Unlimited, or HARY OU.
With HARY OU, he planned to reorganize the schools of
Harlem by integrating classes, enforcing higher stan-
dards on teachers, and involving members of the com-
munity—especially parents—in the education of its
young people. It was to be the prototype for the sort of
community-action programs which come into increasing
prominence in the 1980s and 1990s.

HARYOU outlined these principles in a 620-page re-
port, which took two years to prepare; unfortunately, as
Clark would later say in his New Yorker profile, “As it
turned out, al we did at HARY OU was to produce a doc-
ument.” Clark’s dream for the organization would never
become areality, and his opposition came not from white
racists but from a black politician. The federal govern-
ment in May 1964 allocated $110 million for the pro-
gram, and arranged a merger of HARY OU with Associat-
ed Community Teams (ACT), a group in which Democ-
ratic Congressman Adam Clayton Powell had a hand.
Clark and Powell disagreed over who should lead the pro-
gram, and when Clark accused Powell of trying to take it
over for political purposes, Powell claimed that Clark was
profiting financially from the program. In disgust, Clark
resigned from the organization on July 31, 1964.
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As aresult of his disappointing experience, Clark
wrote Dark Ghetto, which would become the most well-
known of his more than 16 books. In 1967 he formed the
Metropolitan Applied Research Center, or MARC, with
a group of other social scientists. Three years later, in
1970, MARC attempted to resurrect a program similar to
that of HARYOU, this time in Washington, D.C. Yet
again, however, power politics defeated Clark’s dream.
Teachers unions regjected Clark’s attempts to hold educa-
tors to higher standards, and the city school board chair-
man disagreed with Clark’s central idea that black chil-
dren should be expected to do as well in school as their
white counterparts. To add to his misfortunes, in the late
1960s, Clark was subjected to scorn by black militants
who rejected his integrationist approach.

Just as the decade leading up to the HARY OU deba-
cle had been characterized by triumphs, the decade that
followed had proven to be one of disappointments. In
1975, Clark retired from teaching and with his wife and
children founded Clark, Phipps, Clark & Harris, Inc., a
consulting firm that assisted corporations such asAT& T
in setting up affirmative action programs. Clark contin-
ued with this work after he lost his most important part-
ner, Mamie, when she died in 1983.

Meanwhile, the idealist who had dreamed of fully
integrated school s watched with disappointment as soci-
ety became more segregated. This time the segregation
was not a matter of law, but of choice, and the growing
gap between the performance of black students and those
in the mainstream only threatened to increase the divi-
sion. But Clark managed to retain his hope that society
could make a change. The key, as he wrote in Newsweek
in 1993, was to teach genuine respect for humankind:
“We have not yet made education a process whereby stu-
dents are taught to respect the inalienable dignity of
other human beings.... [But] by encouraging and re-
warding empathetic behavior in all of our children....
[w]e will be helping them to understand the commonali-
ty of being human. We will be educating them.”

See also Prejudice and discrimination

Judson Knight
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Classical conditioning

The process of closely associating a neutral stimu-
lus with one that evokes a reflexive response so
that eventually the neutral stimulus alone will
evoke the same response.

Classical conditioning is an important concept in the
school of psychology known as behaviorism, and it
forms the basis for some of the techniques used in be-
havior therapy.

Classical conditioning was pioneered by the Russian
physiologist | van Pavlov (1849-1936) in the 1890s in
the course of experiments on the digestive systems of
dogs (work which won him the Nobel Prize in 1904).
Noticing that the dogs salivated at the mere sight of the
person who fed them, Pavlov formulated a theory about
the relationship between stimuli and responses that he
believed could be applied to humans as well as to other
animals. He called the dogs' salivation in response to the
actual taste and smell of meat an unconditioned re-
sponse because it occurred through a natural reflex with-
out any prior training (the meat itself was referred to as
an unconditioned stimulus). A normally neutral act, such
as the appearance of alab assistant in awhite coat or the
ringing of abell, could become associated with the ap-
pearance of food, thus producing salivation as a condi-
tioned response (in response to a conditioned
stimulus).Pavlov believed that the conditioned reflex had
aphysiological basisin the creation of new pathwaysin
the cortex of the brain by the conditioning process. In
further research early in the 20th century, Pavlov found
that in order for the conditioned response to be main-
tained, it had to be paired periodically with the uncondi-
tioned stimulus or the learned association would be for-
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gotten (a process known as extinction). However, it
could quickly berelearned if necessary.

In humans, classical conditioning can account for
such complex phenomena as a person’s emotional reac-
tion to a particular song or perfume based on a past expe-
rience with which it is associated. Classical (sometimes
called Pavlovian) conditioning is also the basis for many
different types of fears or phobias, which can occur
through a process called stimulus generalization (a child
who has a bad experience with a particular dog may learn
to fear al dogs). In addition to causing fears, however,
classical conditioning can also help eliminate them
through avariety of therapeutic techniques. Oneis sys-
tematic desensitization, in which an anxiety-producing
stimulus is deliberately associated with a positive re-
sponse, usually relaxation produced through such tech-
niques as deep breathing and progressive muscle relax-
ation. The opposite result (making a desirable stimulus
unpleasant) is obtained through aversion therapy, in
which a behavior that a person wants to discontinue—
often an addiction, such as alcoholism—is paired with an
unpleasant stimulus, such as a nausea-producing drug.

Further Reading
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Client-centered therapy

An approach to counseling and psychotherapy that
places much of the responsibility for the treatment
process on the patient, with the therapist taking a
non-directive role.

Developed in the 1930s by the American psycholo-
gist Carl Rogers, client-centered therapy—al so known
as non-directive or Rogerian therapy—departed from the
typically formal, detached role of the therapist common
to psychoanalysis and other forms of treatment. Rogers
believed that therapy should take place in the supportive
environment created by a close personal relationship
between client and therapist. Rogers'sintroduction of the
term “client” rather than “ patient” expresses hisrejection
of the traditionally authoritarian relationship between
therapist and client and his view of them as equals. The
client determines the general direction of therapy, while
the therapist seeks to increase the client’s insightful self-
understanding through informal clarifying questions.
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Rogers believed that the most important factor in
successful therapy was not the therapist’s skill or train-
ing, but rather his or her attitude. Three interrelated atti-
tudes on the part of the therapist are central to the suc-
cess of client-centered therapy: congruence, uncondi-
tional positive regard, and empathy. Congruence refers
to the therapist’s openness and genuineness—the will-
ingness to relate to clients without hiding behind a pro-
fessional facade. Therapists who function in this way
have all their feelings available to them in therapy ses-
sions and may share significant ones with their clients.
However, congruence does not mean that therapists dis-
close their own personal problemsto clientsin therapy
sessions or shift the focus of therapy to themselvesin
any other way.

Unconditional positive regard means that the thera-
pist accepts the client totally for who he or she iswithout
evaluating or censoring, and without disapproving of
particular feelings, actions, or characteristics. The thera-
pist communicates this attitude to the client by awilling-
ness to listen without interrupting, judging, or giving ad-
vice. This creates a nonthreatening context in which the
client feels free to explore and share painful, hostile, de-
fensive, or abnormal feelings without worrying about
personal rejection by the therapist.

The third necessary component of atherapist’s atti-
tude is empathy (“accurate empathetic understanding”).
The therapist tries to appreciate the client’s situation
from the client’s point of view, showing an emotional
understanding of and sensitivity to the client’s feelings
throughout the therapy session. In other systems of ther-
apy, empathy with the client would be considered a pre-
liminary step enabling the therapeutic work to proceed,
but in client-centered therapy, it actually constitutes a
major portion of the therapeutic work itself. A primary
way of conveying this empathy is by active listening that
shows careful and perceptive attention to what the client
is saying. In addition to standard techniques, such as eye
contact, that are common to any good listener, client-
centered therapists employ a special method called re-
flection, which consists of paraphrasing and/or summa-
rizing what a client has just said. This technique shows
that the therapist is listening carefully and accurately and
gives clients an added opportunity to examine their own
thoughts and feelings as they hear them repeated by an-
other person. Generally, clients respond by elaborating
further on the thoughts they have just expressed.

Two primary goals of client-centered therapy are in-
creased self-esteem and greater openness to experience.
Some of the related changes that it seeks to foster in
clients include increased correspondence between the
client’s idealized and actual selves; better self-under-
standing; decreases in defensiveness, guilt, and insecuri-
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CLIENT-CENTERED THERAPY

QUALITIES OF THE THERAPIST
Congruence: therapist’s openness to the client

Unconditional positiveregard: therapist accepts the
client without judgement

Empathy: therapist tries to convey an appreciation
and understanding of the client’s point of view

GOALS OF THE THERAPY
I ncrease self-esteem

Expand openness to life experiences.

ty; more positive and comfortable relationships with oth-
ers; and an increased capacity to experience and express
feelings at the moment they occur. Beginning in the
1960s, client-centered therapy became allied with the
human potential movement. Rogers adopted terms
such as “ person-centered approach” and “way of being”
and began to focus on personal growth and self-actual-
ization. He also pioneered the use of encounter groups,
adapting the sensitivity training (T-group) methods de-
veloped by Kurt Lewin (1890-1947) and other re-
searchers at the National Training Laboratoriesin 1950s.

While client-centered therapy is considered one of
the major therapeutic approaches, along with psychoana-
Iytic and cognitive-behavioral therapy, Rogers's influ-
enceisfelt in schools of therapy other than his own, and
the concepts and methods he developed are drawn on in
an eclectic fashion by many different types of counselors
and therapists.

Further Reading
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Clinical psychology

The application of psychological principles to diag-
nosing and treating persons with emotional and
behavioral problems.

Clinical psychologists apply research findingsin the

fields of mental and physical health to explain dysfunc-
tional behavior in terms of normal processes. The prob-
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Clinical psychology

lems they address are diverse and include mental illness,
mental retar dation, marital and family issues, criminal
behavior, and chemical dependency. The clinical psy-
chologist may also address less serious problems of ad-
justment similar to those encountered by the counseling
psychologist.

Approximately one-third of the psychol ogists work-
ing in the United States today are clinical psychologists.
A number of clinical psychologists are in private prac-
tice, either alone or in group practice with other mental
health professionals. Others may practice in avariety of
settings, including community mental-health centers,
university medical schools, social work departments,
centers for the mentally and physically handicapped,
prisons, state institutions and hospitals, juvenile courts,
and probation offices. Clinical psychologists use psycho-
logical assessment and other means to diagnose psycho-
logical disorders and may apply psychotherapy to treat
clients individually or in groups. In the United States,
they are governed by a code of professional practice
drawn up by the American Psychological Association.

Individuals consult clinical psychologists for treat-
ment when their behaviors or attitudes are harmful to
themselves or others. Many different treatment types and
methods are employed by psychologists, depending on
the setting in which they work and their theoretical ori-
entation. The major types of therapy include psychody-
namic therapies, based on uncovering unconscious
processes and motivations, of which the most well
known is Freudian psychoanalysis; phenomenological,
or humanistic, therapies (including the Rogerian and
Gestalt methods) which view psychotherapy as an en-
counter between equals, abandoning the traditional doc-
tor-patient relationship; and behavior-oriented therapies
geared toward helping clients see their problems as
learned behaviors that can be modified without looking
for unconscious motivations or hidden meanings. These
therapies, derived from the work of Ivan Paviov and
B.F. Skinner, include methods such as behavior modi-
fication and cognitive-behavior therapy, which may be
used to alter not only overt behavior but also the thought
patterns that drive it.

The work of the clinical psychologist is often com-
pared with that of the psychiatrist, and although there is
overlap in what these professionals do, there are also
specific distinctions between them. As of 1996, clinical
psychologists cannot prescribe drugs to treat psychologi-
cal disorders, and must work in conjunction with a psy-
chiatrist or other M.D. who is authorized to administer
controlled substances. However, a movement is under-
way for prescription privileges for psychologists. The
clinical psychologist has extensive training in research
methods and in techniques for diagnosing, treating, and
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preventing various disorders. Most psychologists earn a
Ph.D. degreein the field, which requires completion of a
four- to six-year program offered by a university psy-
chology department. The course of study includes a
broad overview of the field (including courses in such
areas as statistics, personality theory, and psychothera-
py), aswell as specialization in a particular subfield and
completion of a practicum, internship, and dissertation.

A new training program for psychologists was de-
veloped and introduced at the University of Illinais,
which offered the first Psychology Doctorate (Psy.D.) in
1968. This degree program is geared exclusively toward
the training of clinicians rather than researchers. It
stresses course work in applied methods of assessment
and intervention and eliminates the dissertation require-
ment. The number of Psy.D. programs in the United
States has grown since 1968, with some programs of-
fered at universities and others at independent, “free-
standing” professional schools of psychology.

Assessment plays a prominent role among the func-
tions of clinical psychology. The term “clinical psychol-
ogy” itself was first used at the end of the nineteenth
century in connection with the testing of mentally retard-
ed and physically handicapped children. The discipline
soon expanded with the growing interest in the applica-
tion of assessment techniques to the general population
following Rabert Yerkes's revision of the Stanford Binet
Intelligence scalesin 1915, creating a widely used point
scale for the measurement of human mental ability.
Clinical psychologists must be familiar with a variety of
techniques of assessing patients through interviews, ob-
servation, tests, and various forms of play. Assessment
may be used to compare an individual with othersin a
reliable way using standardized norms; determine the
type and circumstances of symptomatic behaviors; un-
derstand how a person functions in a given area (cogni-
tion, social skills, emotion); or match a patient to a par-
ticular diagnostic category for further treatment.

While the clinical psychologist does not specidizein
research, the two disciplines often overlap. With their var-
ied experiences, clinicians are qualified to participatein re-
search on, for example, cost effectiveness in health care,
design of facilities, doctor-patient communication, or stud-
ies of various treatment methods. Clinical psychologists
routinely contribute to the training of mental hedlth profes-
sionals and those in other areas of health care, serving on
the faculties of universities and independent institutes of
psychology, where they teach courses, supervise
practicums and internships, and oversee dissertation re-
search. They also carry out administrative appointments
which call for them to assist in the planning and implemen-
tation of health care services and are represented in inter-
national groups such as the World Health Organization.
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Cliques

A group of people who identify with each other
and interact frequently.

The term clique has two levels of significance. In its
neutral usage by social researchers, it denotes a group of
people who interact with each other more intensively
than with other peers in the same setting. In its more
popular form it has negative connotations. It is used to
describe an adolescent social group that excludes others
on the basis of superficia differences, exercising greater
than average amount of peer pressure upon its mem-
bers. The numerous terms teenagers use to describe
themselves and others—such as jocks, druggies, popu-
lars, brains, nerds, normals, rappers, preps, stoners, rock-
ers, punks (punx), freaks (phreaks), and skaters—exem-
plify both levels of meaning in the word “clique.” These
terms both accurately refer to the activities or qualities
the group members share as well as to the exclusiveness
of the groups.

A clique consists of a particular group of people
within a particular location. Cliques are characterized by
a pattern of relationshipsin which each member is either
directly or indirectly connected with every other mem-
ber, and in each pair relationship the members exchange
social overtures (phone calls, get-togethers, etc.) on a
fairly equal basis. Joining cliques, having the desire to
join aparticular clique, and being excluded from cliques
are considered anormal part of adolescent development.
Joining cligues helps children to develop, identify, and
regulate social interaction. Generally children begin to
be more aware of differences and form cliquesin late el-
ementary school, between the ages of 8 and 10 years old.
As they begin to separate emotionally from their parents,
young adolescents’ identification with their peers is
greatly exaggerated between ages 10 and 12 years old,
when achild's clique may change on adaily basis.

The issue of belonging is extremely important dur-
ing middle school and high school, and membership in
cliques can have a strong effect on the adol escent’s sense
of self-worth. During high school, cliques become more
consistent, though their composition may change. Re-
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search shows that the way an adolescent or teen behaves
is better predicted by the behavior of cliquesin which he
isapart than by the behavior of individual friends.

Most cliques are fairly complex and have a mixture
of positive and negative qualities. Cliques may be judged
according to the degree to which they exert positive or
negative peer pressure, accept diversity among members,
and appreciate individuality. Even if a group exerts posi-
tive peer pressure, it may also be exerting negative peer
pressure by being exclusive on the basis of race, class,
religion, sexual orientation, or ethnicity.
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Cocaine

See Drugs/Drug abuse

Codependence

A term used to describe a person who is intimately
involved with a person who is abusing or addicted
to alcohol or another substance.

The concept of codependence was first developed in
relation to alcohol and other substance abuse addictions.
The alcoholic or drug abuser was the dependent, and the
person involved with the dependent person in any inti-
mate way (spouse, lover, child, sibling, etc.) was the
codependent. The definition of the term has been expand-
ed to include anyone showing an extreme degree of cer-
tain personality traits: denial, silent or even cheerful tol-
erance of unreasonable behavior from others, rigid loyal-
ty to family rules, aneed to control others, finding identi-
ty through relationships with others, alack of personal
boundaries, and low self-esteem. Some consider it a pro-
gressive disease, one which gets worse without treatment
until the codependent becomes unable to function suc-
cessfully in the world. Progressive codependence can
lead to depression, isolation, self-destructive behavior
(such as bulimia, anorexia, self-mutilation) or even sui-
cide. Thereis alarge self-help movement to help code-
pendents take charge of themselves and heal their lives.
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Cognitive behavior therapy

There is some criticism of the “ codependence move-
ment” by those who fedl itisonly afad that encourages|a
beling and a weak, dependent, victim mentality that ob-
scures more important underlying truths of oppression.
Many critics claim the definition of codependenceistoo
vague and the list of symptoms too long and broad to be
meaningful. These critics believe that all familiesfit the
“dysfunctional” label; by diagnosing a person as “ code-
pendent,” all responsibility for the individual’s dissatisfac-
tion, shortcomings, and failures comesto rest on the indi-
vidual and his or her family. Larger issues of cultural, so-
cietal, or ingtitutional responsibility are ignored. However,
some proponents of the codependence definition are
widening their perspective to look at how society as a
whole, aswell as separate institutions within society, func-
tion in an addictive, dysfunctional, or codependent way.

Further Reading

Beattie, Melody. Codependent No More: How to Stop Control-
ling Others and Sart Caring for Yourself. San Francisco:
Hazelden/HarperCollins, 1987.

Johnson, Sonia. Wi dfire: Igniting the She/\Volution. Albu-
querque, NM: Wildfire Books, 1989.

Katz, Dr. Stan J., and Eimee E. Liu. The Codependency Con-
spiracy: How to Break the Recovery Habit and Take
Charge of Your Life. New York: Warner Books, 1991.

Cognitive behavior therapy

A therapeutic approach based on the principle that
maladaptive moods and behavior can be changed
by replacing distorted or inappropriate ways of
thinking with thought patterns that are healthier
and more realistic.

Cognitive therapy is an approach to psychother a-
py that uses thought patterns to change moods and be-
haviors. Pioneersin the development of cognitive behav-
ior therapy include Albert Ellis (1929-), who devel-
oped rational-emotive therapy (RET) in the 1950s, and
Aaron Beck (1921-), whose cognitive therapy has been
widely used for depression and anxiety. Cognitive be-
havior therapy has become increasingly popular since
the 1970s. Growing numbers of therapists have come to
believe that their patients’ cognitive processes play an
important role in determining the effectiveness of treat-
ment. Currently, ailmost 70% of the members of the As-
sociation for the Advancement of Behavior Therapy
identify themselves as cognitive behaviorists.

Like behavior therapy, cognitive behavior therapy
tends to be short-term (often between 10 and 20 ses-
sions), and it focuses on the client’s present situation in
contrast to the emphasis on past history that is a promi-
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nent feature of Freudian psychoanalysis and other psy-
chodynamically oriented therapies. The therapeutic
process begins with identification of distorted percep-
tions and thought patterns that are causing or contribut-
ing to the client’s problems, often through detailed
record keeping by the client. Some self-defeating ways
of thinking identified by Aaron Beck include all-or-noth-
ing thinking; magnifying or minimizing the importance
of an event; overgeneralization (drawing extensive con-
clusions from a single event); personalization (taking
things too personally); selective abstraction (giving dis-
proportionate weight to negative events); arbitrary infer-
ence (drawing illogical conclusions from an event); and
automatic thoughts (habitual negative, scolding thoughts
such as “You can't do anything right”).

Once negative ways of thinking have been identified,
the therapist hel ps the client work on replacing them with
more adaptive ones. This process involves a repertoire of
techniques, including self-evaluation, positive self-talk,
control of negative thoughts and feelings, and accurate
assessment of both external situations and of the client’s
own emotional state. Clients practice these techniques
alone, with the therapist, and also, wherever possible, in
the actual settings in which stressful situations occur (in
vivo), gradually building up confidence in their ability to
cope with difficult situations successfully by breaking out
of dysfunctional patterns of response.

Today cognitive behavior therapy is widely used
with children and adolescents, especially for disorders
involving anxiety, depression, or problems with social
skills. Like adult clients, children undergoing cognitive
behavior therapy are made aware of distorted percep-
tions and errorsin logic that are responsible for inaccu-
rate or unrealistic views of the world around them. The
therapist then works to change erroneous beliefs and per-
ceptions by instruction, modeling, and giving the child a
chance to rehearse new attitudes and responses and prac-
tice them in real-life situations. Cognitive behavior ther-
apy has been effectivein treating a variety of complaints,
ranging from minor problems and developmental diffi-
culties to severe disorders that are incurable but can be
made somewhat more manageable. It is used either alone
or together with other therapies and/or medication as
part of an overall treatment plan.

Cognitive behavioral therapy has worked especially
well, often in combination with medication, for children
and adol escents suffering from depression. It can help
free depressed children from the pervasive feelings of
hel plessness and hopel essness that are supported by self-
defeating beliefs. Children in treatment are assigned to
monitor their thoughts, and the therapist points out ways
that these thoughts (such as “nothing is any fun” or “I
never do anything right”) misrepresent or distort reality.
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Other therapeutic techniques may include the comple-
tion of graded task assignments, and the deliberate
scheduling of pleasurable activities.

Cognitive behavioral therapy is also used for chil-
dren with conduct disorder, which is characterized by
aggressive, antisocia actions, including hurting animals
and other children, setting fires, lying, and theft.
Through a cognitive behavioral approach (which gener-
ally works better with adolescents than with younger
children because of the levels of thinking and control in-
volved), young people with this disorder are taught ways
to handle anger and resolve conflicts peacefully.
Through instruction, modeling, role playing, and other
techniques, they learn to react to eventsin socially ap-
propriate, nonviolent ways. Other childhood conditions
for which cognitive behavior therapy has been effective
include generalized anxiety disorder and attention
deficit/hyperactivity disorder. It can help children with
ADHD become more controlled and less impulsive;
often, they are taught to memorize and internalize the
following set of behavior guidelines: “ Stop—Listen—
Look—Think—Act.”

Cognitive behavioral therapy has also been success-
ful in the treatment of adolescents with eating
disorders, who, unlike those with conduct disorders,
hurt themselves rather than hurting (or attempting to
hurt) others. The cognitive approach focuses on the dis-
torted perceptions that young women with anorexia or
bulimia have about food, eating, and their own bodies.
Often administered in combination with medication,
therapy for eating disorders needs to be continued for an
extended period of time—ayear and a half or longer in
the case of anorexia

Cognitive therapy is generally not used for disor-
ders, such as schizophrenia or autism, in which think-
ing or communication are severely disturbed.
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Wisconsin Avenue NW, Washington, DC 20016, (202)
966—7300.

American Society for Adolescent Psychiatry. 4330 East West
Highway, Suite 1117, Bethesda, MD 20814, (301)
718-6502.

Association for Advancement of Behavior Therapy. 15 West
36th St., New York, NY 10018, (212) 279-7970.

Albert Ellis Institute (formerly the Institute for Rational-Emo-
tive Behavior Therapy). 45 East 65th St., New York, NY
10021, (212) 535-0822. http://www.rebt.org.

Cognitive development

The development of thought processes, including
remembering, problem solving, and decision-mak-
ing, from childhood through adolescence to adult-
hood.

Historically, the cognitive development of children
has been studied in a variety of ways. The oldest is
through intelligence tests, such as the widely used Stan-
ford Binet I ntelligence Quotient, or 1Q, test first adopt-
ed for use in the United States by psychologist L ewis
Terman (1877-1956) in 1916 from a French model pio-
neered in 1905. 1Q scoring is based on the concept of
“mental age,” according to which the scores of a child of
average intelligence match his or her age, while a gifted
child’'s performance is comparable to that of an older
child, and aslow learner’s scores are similar to those of a
younger child. |Q tests are widely used in the United
States, but they have come under increasing criticism for
defining intelligence too narrowly and for being biased
with regard to race and gender. In contrast to the empha-
sis placed on a child’s native abilities by intelligence
testing, learning theory grew out of work by behaviorist
researchers such as John Watson and B.F. Skinner
(1904-1990), who argued that children are completely
malleable. Learning theory focuses on the role of envi-
ronmental factors in shaping the intelligence of children,
especially on a child’s ability to learn by having certain
behaviors rewarded and others discouraged.

The most well-known and influential theory of cog-
nitive development is that of French psychologist Jean
Piaget. Piaget's theory, first published in 1952, grew out
of decades of extensive observation of children, includ-
ing hisown, in their natural environments as opposed to
the laboratory experiments of the behaviorists. Although
Piaget was interested in how children reacted to their en-
vironment, he proposed a more active role for them than
that suggested by learning theory. He envisioned a
child's knowledge as composed of schemas, basic units
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Cognitive development

of knowledge used to organize past experiences and
serve as a basis for understanding new ones. Schemas
are continually being modified by two complementary
processes that Piaget termed assimilation and accom-
modation. Assimilation refers to the process of taking in
new information by incorporating it into an existing
schema. In other words, we assimilate new experiences
by relating them to things we aready know. On the other
hand, accommaodation is what happens when the schema
itself changes to accommodate new knowledge. Accord-
ing to Piaget, cognitive development involves an ongo-
ing attempt to achieve a balance between assimilation
and accommaodation that he termed equilibration.

Piaget’s stages of cognitive development

At the center of Piaget’s theory isthe principle that
cognitive development occurs in a series of four distinct,
universal stages, each characterized by increasingly so-
phisticated and abstract levels of thought. These stages
always occur in the same order, and each builds on what
was learned in the previous stage. During the first, or
sensorimotor, stage (birth to 24 months), knowledge is
gained primarily through sensory impressions and motor
activity. Through these two modes of learning, experi-
enced both separately and in combination, infants gradu-
ally learn to control their own bodies and objects in the
external world. The ultimate task at this stage is to
achieve a sense of object constancy, or permanence—the
sense that objects go on existing even when we cannot
see them. This developing concept can be seen in the
child’s keen enjoyment of games in which objects are re-
peatedly made to disappear and reappear.

The preoperational stage (ages two to six years) in-
volves the manipulation of images and symbols. One ob-
ject can represent another, as when a broom is turned
into a“horsey” that can be ridden around the room, and a
child’s play expands to include “pretend” games. Lan-
guage acquisition is yet another way of manipulating
symbols. Key concepts involved in the logical organiza-
tion of thoughts—such as causality, time, and perspec-
tive—are still absent, as is an awareness that substances
retain the same volume even when shifted into contain-
ers of different sizes and shapes. The child’s focus re-
mains egocentric throughout both the preoperational and
sensorimotor stages.

During the third, or concrete operational, stage (six
or seven to 11 years of age), children can perform logical
operations, but only in relation to concrete external ob-
jects rather than ideas. They can add, subtract, count, and
measure, and they learn about the conservation of length,
mass, area, weight, time, and volume. At this stage, chil-
dren can sort items into categories, reverse the direction
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of their thinking, and think about two concepts, such as
length and width, simultaneously. They also begin to
lose their egocentric focus, becoming able to understand
asituation from the viewpoint of another person.

The fourth, or formal operations, stage begins in
early adolescence (age 11 or 12) with the development of
the ability to think logically about abstractions, including
speculations about what might happen in the future. Ado-
lescents are capable of formulating and testing hypothe-
ses, understanding causality, and dealing with abstract
concepts like probability, ratio, proportion, and analogies.
They become able to reason scientifically and speculate
about philosophical issues. Abstract concepts and moral
values become as important as concrete objects.

Modern views

In the decades since Piaget’s theory of cognitive de-
velopment became widely known, other researchers have
contested some of its principles, claiming that children’s
progress through the four stages of development is more
uneven and less consistent than Piaget believed. It has
been found that children do not always reach the differ-
ent stages at the age levels he specified, and that their
entry into some of the stages is more gradual than was
first thought. However, Piaget remains the most influen-
tial figure in modern child development research, and
many of hisideas are still considered accurate, including
the basic notion of qualitative shiftsin children’s think-
ing over time, the general trend toward greater logic and
less egocentrism as they get older, the concepts of assim-
ilation and accommodation, and the importance of active
learning by questioning and exploring.

The most significant alternative to the work of Pi-
aget has been the information-processing approach,
which uses the computer as a model to provide new in-
sight into how the human mind receives, stores, re-
trieves, and uses information. Researchers using infor -
mation-processing theory to study cognitive devel op-
ment in children have focused on areas such as the grad-
ual improvements in children’s ability to take in
information and focus selectively on certain parts of it
and their increasing attention spans and capacity for
memory storage. For example, they have found that the
superior memory skills of older children are due in part
to memorization strategies, such as repeating itemsin
order to memorize them or dividing them into categories.

Today it iswidely accepted that a child's intellectual
ability is determined by a combination of heredity and
environment. Thus, although a child’s genetic inheri-
tance is unchangeabl e, there are definite ways that par-
ents can enhance their children’s intellectual develop-
ment through environmental factors. They can provide
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stimulating learning materials and experiences from an
early age, reading to and talking with their children and
hel ping them explore the world around them. As children
mature, parents can both challenge and support the
child’s talents. Although a supportive environment in
early childhood provides a clear advantage for a child, it
is possible to make up for early lossesin cognitive devel-
opment if a supportive environment is provided at some
later period, in contrast to early disruptions in physical
development, which are often irreversible.
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Cogpnition

A general term for the higher mental processes by
which people acquire knowledge, solve problems,
and plan for the future.

Cognition depends on the ability to imagine or rep-
resent objects and events that are not physically present
at a given moment. Cognitive functions include atten-
tion, perception, thinking, judging, decision making,
problem solving, memory, and linguistic ability.

One of the most basic cognitive functionsis the abil-
ity to conceptualize, or group individual items together
as instances of a single concept or category, such as
“apple”’ or “chair.” Concepts provide the fundamental
framework for thought, allowing people to relate most
objects and events they encounter to preexisting cate-
gories. People learn concepts by building prototypes to
which variations are added and by forming and testing
hypotheses about which items belong to a particular cat-
egory. Most thinking combines concepts in different
forms. Examples of different forms concepts take in-
clude propositions (proposals or possibilities), mental
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models (visualizing the physical form an idea might
take), schemas (diagrams or maps), scripts (scenarios),
and images (physical models of the item). Other funda-
mental aspects of cognition are reasoning, the process by
which people formulate arguments and arrive at conclu-
sions, and problem solving—devising a useful represen-
tation of a problem and planning, executing, and eval uat-
ing a solution.

Memory—another cognitive function—is crucial to
learning, communication, and even to one's sense of
identity (as evidenced by the effects of amnesia). Short-
term memory provides the basis for one's working
model of the world and makes possible most other men-
tal functions; long-term memory stores information for
longer periods of time. The three basic processes com-
mon to both short- and long-term memory are encoding,
which deposits information in the memory; storage; and
retrieval. Currently, the question of whether short- and
long-term memory are qualitatively and biologicaly dis-
tinct is amatter of debate.

The cognitive function that most distinctively sets
humans apart from other animals is the ability to com-
municate through language, which involves expressing
propositions as sentences and understanding such ex-
pressions when we hear or read them. Language also en-
ables the mind to communicate with itself. The interac-
tion between language and thought has been atopic of
much speculation. Of historical interest is the work of
Benjamin Whorf (1897-1941), the proponent of the idea
that the language people use determines the way in
which they view the world. As of the late 1990s, most
psychologists view the Whorfian hypothesis with skepti-
cism, believing that language and perception interact to
influence one another.

Language acquisition is another topic of debate,
with some—including psycholinguist Noam Chomsky
—arguing that all humans have innate language abilities,
while behaviorists stress the role of conditioning and so-
cial learning theorists stress the importance of imitation
and reinforcement.

Since the 1950s, cognitive psychology, which fo-
cuses on the relationship between cognitive processes
and behavior, has occupied a central placein psychologi-
cal research. The cognitive psychologist studies human
perceptions and the ways in which cognitive processes
operate on them to produce responses. One of the fore-
most cognitive psychologists is Jerome Bruner, who
has done important work on the ways in which needs,
motivations, and expectations (or “mental sets”) affect
perception. In 1960, Bruner and his colleague, George A.
Miller, established the Harvard Center for Cognitive
Studies, which was influential in the “cognitive revolu-
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Cognitive dissonance

tion” of thefollowing years. In the area of linguistics, the
work of Noam Chomsky has rekindled the age-old de-
bate over whether language exists in the mind before ex-
perience. Other well-known work in cognitive psycholo-
gy includes that of D.E. Berlyne on curiosity and infor-
mation seeking; George Kelly’s theory of personal con-
structs; and investigations by Herman Witkin, Riley
Gardner, and George Klein on individual perceptual and
cognitive styles.

The devel opment of the modern computer has influ-
enced current ways of thinking about cognition through
computer simulation of cognitive processes for research
purposes and through the creation of information-pro-
cessing models. These models portray cognition as a sys-
tem that receives information, represents it with sym-
bols, and then manipulates the representations in various
ways. The senses transmit information from outside
stimuli to the brain, which applies perceptual processes
tointerpret it and then decides how to respond to it. The
information may simply be stored in the memory or it
may be acted on. Acting on it usually affects a person’s
environment in some way, providing more feedback for
the system to process. Major contributions in the area of
information processing include D.E. Broadbent’s infor-
mation theory of attention, learning, and memory; and
Miller, Galanter, and Pribram’s analysis of planning and
problem solving.

See also Artificial intelligence; Cognitive develop-
ment
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Cognitive dissonance

An influential concept in the study of the relation-
ship between attitudes and behavior.

First proposed by L eon Festinger in 1957, the theo-
ry of cognitive dissonance is based on the principle that
people prefer their cognitions, or beliefs, to be consistent
with each other and with their own behavior.

Inconsistency, or dissonance, among their own ideas
makes people uneasy enough to alter these ideas so that
they will agree with each other. For example, smokers
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forced to deal with the opposing thoughts “1 smoke” and
“smoking is dangerous’ are likely to alter one of them
by deciding to quit smoking. Alternatively, one can dif-
fuse dissonance by reducing its importance (discounting
the evidence against smoking or adopting the view that
smoking will not harm you personally); adding new in-
formation that gives more weight to one of the dissonant
beliefs or appears to reconcile them (deciding that smok-
ing isless dangerous than the stresses it helps alleviate).

In aclassic study of cognitive dissonance, subjects
were asked to perform a dull task and then to persuade
others that this task was interesting and enjoyable. Some
were paid one dollar to do this, while others were paid
$20, and all of their attitudes toward the task were mea-
sured at the conclusion of the experiment. The subjects
who had been paid one dollar showed a marked improve-
ment in their attitude toward the task, while the more
highly paid subjects did not. The designers of the experi-
ment interpreted their results in the following way. Cog-
nitive dissonance was created in all of the subjects by the
conflicting facts that the task had been boring and that
they were saying it was interesting—their statements and
beliefs did not match. However, those who were paid
$20 had been given ajustification for lying: they could
tell themselves that their actions made some kind of
sense. However, the actions of the other group made no
sense unless they could persuade themselves that the
task had indeed been interesting. Thus they acted to re-
duce the dissonance by changing their original belief.

Children have shown similar responses to experi-
mental situations involving cognitive dissonance. In one
case, children were asked not to play with an appealing
toy. One experimenter made this request mildly and po-
litely while another one made it in a threatening fashion.
Those children who had accommodated the polite request
also became less attracted to the toy, since liking the toy
and giving it up were conflicting experiences that created
dissonance. However, the children who were threatened
felt no pressure to change their opinions about the toy
since they had alogical reason for giving it up.

Several types of cognitive dissonance have been
identified. In post-decision dissonance, a person must de-
cide between two choices, each of which has both posi-
tive and negative components (in other contexts, this type
of situation is called a multiple approach-avoidance con-
flict). Forced compliance dissonance occurs when people
are forced to act in ways that conflict with their beliefs
and can not find any way to justify their actions to them-
selves. Dissonance also occurs when people are exposed
to new information that threatens or changes their current
beliefs. Various group situations also generate cognitive
dissonance. It occurs when a person must abandon old
beliefs or adopt new ones in order to join a group, when
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Group situations sometimes create cognitive dissonance. A
potential member of a group will change his or her opinions
to conform to the group’s collective opinion. In Hitler's
Germany, this had tragic consequences. (Bildarchiv
Preussischer Kulturbursitz. Reproduced with permission.)

members disagree with each other, and when the group as
awhole hasits central beliefs threatened by an external
event or by the receipt of new information.

Festinger proposed that some individuals have a
higher tolerance for cognitive dissonance than others.
Subsequent researchers have found correlations between
various per sonality traits, such as extroversion, and the
ability to withstand dissonance.

Further Reading
Festinger, Leon. A Theory of Cognitive Dissonance. Stanford,
CA: Stanford University Press, 1957.

Cognitive psychology

An approach to psychology which focuses on the
relationship between cognitive or mental processes
and behavior.

The cognitive psychologist studies human percep-
tions and the ways in which cognitive processes operate
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to produce responses. Cognitive processes (which may
involve language, symbols, or imagery) include perceiv-
ing, recognizing, remembering, imagining, conceptualiz-
ing, judging, reasoning, and processing information for
planning, problem-solving, and other applications. Some
cognitive psychologists may study how internal cogni-
tive operations can transform symbols of the external
world, others on the interplay between genetics and en-
vironment in determining individual cognitive develop-
ment and capabilities. Still other cognitive psychologists
may focus their studies on how the mind detects, selects,
recognizes, and verbally represents features of a particu-
lar stimulus. Among the many specific topics investigat-
ed by cognitive psychologists are language acquisition;
visual and auditory perception; information storage and
retrieval; altered states of consciousness; cognitive re-
structuring (how the mind mediates between conflicting,
or dissonant, information); and individual styles of
thought and perception.

The challenges of studying human cognition are ev-
ident when one considers the work of the mind in pro-
cessing the simultaneous and sometimes conflicting in-
formation presented in daily life, through both internal
and external stimuli. For example, an individual may feel
hunger pangs, the external heat of the sun, and sensa-
tions of bodily movement produced by walking while si-
multaneously talking, listening to a companion, and re-
calling past experiences. Although this attention to mul-
tiple stimuli is a common phenomenon, complex cogni-
tive processing is clearly required to accomplish it.

At itsinception as a discipline in the nineteenth cen-
tury, psychology focused on mental processes. However,
the prevailing structuralist methods, which analyzed con-
sciousness introspectively by breaking it down into sen-
sations, images, and affective states, fell out of favor
early in the twentieth century and were superseded by
those of the behaviorists, who replaced speculation about
inner processes with the study of external, observable
phenomena. Although important inroads continued to be
made into the study of mental processes—including the
work of the Wiirzburg School, the Gestalt psychologists,
the field theory of Kurt Lewin, and Jean Piaget’s theo-
ries of cognitive development in children—the behavior-
ist focus remained dominant in the United States through
the middle of the twentieth century.

Since the 1950s, cognitive approaches have assumed
acentral place in psychological research and theorizing.
One of itsforemost pioneersis Jerome Bruner, who, to-
gether with his colleague Leo Postman, did important
work on the ways in which needs, motivations, and ex-
pectations (or “mental sets’) affect perception. Bruner's
work led him to an interest in the cognitive development
of children and related issues of education, and he later
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Cognitive therapy

developed a theory of cognitive growth. His theories,
which approached development from a different angle
than—and mostly complement—those of Piaget, focus
on the environmental and experiential factors influencing
each individual’s specific development pattern.

In 1957, L eon Festinger advanced his classic theory
of cognitive dissonance, which describes how people
manage conflicting cognitions about themselves, their be-
havior, or their environment. Festinger posited that con-
flict among such cognitions (which he termed disso-
nance) will make people uncomfortable enough to actual-
Iy modify one of the conflicting beliefs to bring it into
line with the other belief. Thus, for example, the conflict-
ing cognitions “1 smoke” and “smoking is bad” will lead
asmoker either to alter the first statement by quitting, or
the second one by telling himself or herself that smoking
isnot bad. In 1960, Jerome Bruner and George A. Miller
established the Harvard Center for Cognitive Studies,
which became influential in the “cognitive revolution.”
As aresult, an increasing number of experimental psy-
chologists abandoned behaviorist studies of rats and
mazes for research involving the higher mental processes
in human beings. Thistrend in psychology paralleled ad-
vances in several other fields, including neuroscience,
mathematics, anthropol ogy, and computer science.

Language became an important area of study for
cognitive psychologists. In 1953, the term “psycholin-
guistics” was coined to designate an emerging area of
common interest, the psychology of language, and
Noam Chomsky, a professor at the Massachusetts I nsti-
tute of Technology, became its most famous proponent.
Chomsky argued that the underlying logic, or deep struc-
ture, of all languages is the same and that human mastery
of it is genetically determined, not learned. His work has
been highly controversial, rekindling the age-old debate
over whether language exists in the mind before experi-
ence. Other well-known studies in cognitive psychology
includes that of D.E. Berlyne’'s work on curiosity and in-
formation seeking; George Kelly’s theory of personal
constructs, and investigations by Herman Witkin, Riley
Gardner, and George Klein on individual perceptual and
cognitive styles.

The emergence of cybernetics and computer science
have been central to contemporary advances in cognitive
psychology, including computer simulation of cognitive
processes for research purposes and the creation of infor-
mation-processing models. Herbert Simon and Allen
Newell created the first computer simulation of human
thought, called Logic Theorist, at Carnegie-Mellon Uni-
versity in 1956, followed by General Problem Solver
(GPS) the next year. Other major contributions in this
areainclude D.E. Broadbent’s information theory of at-
tention, learning, and memory, and Miller, Galanter, and
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Pribram’s analysis of planning and problem solving. De-
spite skepticism that computer-generated “thought” will
ever match human cognition, the study of artificial in-
telligence has helped scientists learn more about the
human mind. In turn, this type of psychological research
is expected to aid in the development of more sophisti-
cated computers in the future through links between the
psychological study of cognition and research in electro-
physiology and computer science. This subfield of cog-
nitive engineering focuses on the application of knowl-
edge about human thought processes to the design of
complex systems for aviation, industry, and other areas.

At one time, the study of cognitive processes was
specific to cognitive psychology. As research began to
yield information regarding the applicability of these
processes to all areas of psychology, the study of cogni-
tive processes was taken up and applied in many other
subfields of psychology, such as abnormal and develop-
mental psychology. Today, the term “cognitive perspec-
tive” or “cognitive approach” is applied in a broader
sense to these and other areas of psychology.

See also Abnormal psychology; Cognitive behavior
therapy; Cognitive development; Information-processing
approach

Cognitive therapy

Cogpnitive therapy is a psychosocial therapy that as-
sumes that faulty cognitive, or thought, patterns
cause maladaptive behavior and emotional re-
sponses. The treatment focuses on changing
thoughts in order to adjust psychological and per-
sonality problems.

Purpose

Psychologist Aaron Beck developed the cognitive
therapy concept in the 1960s. The treatment is based on
the principle that maladaptive behavior (ineffective, self-
defeating behavior) istriggered by inappropriate or irra-
tional thinking patterns, called automatic thoughts. In-
stead of reacting to the reality of asituation, an individ-
ual automatically reactsto his or her own distorted view-
point of the situation. Cognitive therapy focuses on
changing these thought patterns (also known as cognitive
distortions), by examining the rationality and validity of
the assumptions behind them. This process is termed
cognitive restructuring.

Cognitive therapy is atreatment option for a number
of mental disorders, including agoraphobia, Alzheimer’s
disease, anxiety or panic disorder, attention deficit-hy-
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peractivity disorder (ADHD), eating disorders, mood
disorders, obsessive-compulsive disorder (OCD), per-
sonality disorders, post-traumatic stress disorder
(PTSD), psychatic disorders, schizophrenia, social pho-
bia, and substance abuse disorders. It can be useful in help-
ing individuals with anger management problems, and has
been reported to be effective in treating insomnia. It isalso
frequently prescribed as an adjunct, or complementary,
therapy for patients suffering from back pain, cancer,
rheumatoid arthritis, and other chronic pain conditions.

Treatment techniques

Cognitive therapy is usually administered in an out-
patient setting (clinic or doctor’s office) by a therapist
trained or certified in cognitive therapy techniques. Ther-
apy may be in either individual or group sessions, and
the course of treatment is short compared to traditional
psychotherapy (often 12 sessions or less). Therapists
are psychologists (Ph.D., Psy.D., Ed.D., or M.A. degree),
clinical social workers (M.S\W., D.S.W., or L.S.W. de-
gree), counselors (M.A. or M.S. degree), or psychiatrists
(M.D. trained in psychiatry).

Therapists use several different techniques in the
course of cognitive therapy to help patients examine
thoughts and behaviors. These include:

* Validity testing. The therapist asks the patient to defend
his or her thoughts and beliefs. If the patient cannot
produce objective evidence supporting his or her as-
sumptions, the invalidity, or faulty nature, is exposed.
Cognitive rehearsal. The patient is asked to imagine a
difficult situation he or she has encountered in the past,
and then works with the therapist to practice how to
successfully cope with the problem. When the patient
is confronted with a similar situation again, the re-
hearsed behavior will be drawn on to deal with it.

Guided discovery. The therapist asks the patient a se-
ries of questions designed to guide the patient towards
the discovery of his or her cognitive distortions.

Journaling. Patients keep a detailed written diary of sit-
uations that arise in everyday life, the thoughts and
emotions surrounding them, and the behavior that ac-
company them. The therapist and patient then review
the journal together to discover maladaptive thought
patterns and how these thoughts impact behavior.

Homework. In order to encourage self-discovery and
reinforce insights made in therapy, the therapist may
ask the patient to do homework assignments. These
may include note-taking during the session, journaling
(see above), review of an audiotape of the patient ses-
sion, or reading books or articles appropriate to the
therapy. They may also be more behaviorally focused,
applying a newly learned strategy or coping mecha-
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nism to a situation, and then recording the results for
the next therapy session.

» Modeling. Role-playing exercises allow the therapist to
act out appropriate reactions to different situations. The
patient can then model this behavior.

Cognitive-behavioral therapy (CBT) integrates fea-
tures of behavioral modification into the traditional cog-
nitive restructuring approach. In cognitive-behavioral
therapy, the therapist works with the patient to identify
the thoughts that are causing distress, and employs be-
havioral therapy techniques to alter the resulting behav-
ior. Patients may have certain fundamental core beliefs,
known as schemas, which are flawed, and are having a
negative impact on the patient’s behavior and function-
ing. For example, a patient suffering from depression
may develop asocial phobia because he/she is convinced
he/she is uninteresting and impossible to love. A cogni-
tive-behavioral therapist would test this assumption by
asking the patient to name family and friends that care
for him/her and enjoy his/her company. By showing the
patient that others value him/her, the therapist exposes
the irrationality of the patient’s assumption and also pro-
vides a new model of thought for the patient to change
his/her previous behavior pattern (i.e., | am an interest-
ing and likeable person, therefore | should not have any
problem making new social acquaintances). Additional
behavioral techniques such as conditioning (the use of
positive and/or negative reinforcements to encourage de-
sired behavior) and systematic desensitization (gradual
exposure to anxiety-producing situations in order to ex-
tinguish the fear response) may then be used to gradual-
ly reintroduce the patient to social situations.

Preparation

Cognitive therapy may not be appropriate for all pa-
tients. Patients with significant cognitive impairments
(e.g., patients with traumatic brain injury or organic
brain disease) and individual s who are not willing to take
an active role in the treatment process are not usually
good candidates.

Because cognitive therapy is a collaborative effort
between therapist and patient, a comfortable working re-
lationshipis critical to successful treatment. Individuals
interested in cognitive therapy should schedul e a consul-
tation session with their prospective therapist before start-
ing treatment. The consultation session issimilar toanin-
terview session, and it allows both patient and therapist to
get to know one another. During the consultation, the
therapist gathers information to make an initial assess-
ment of the patient and to recommend both direction and
goals for treatment. The patient has the opportunity to
learn about the therapist’s professional credentials,
his’her approach to treatment, and other relevant issues.
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Robert Martin Coles

In some managed-care settings, an intake interview
isrequired before a patient can meet with atherapist. The
intake interview istypically performed by a psychiatric
nurse, counselor, or social worker, either face-to-face or
over the phone. It is used to gather a brief background on
treatment history and make a preliminary evaluation of
the patient before assigning them to atherapist.

Typical results

Because cognitive therapy is employed for such a
broad spectrum of illnesses, and is often used in con-
junction with medications and other treatment interven-
tions, it is difficult to measure overall success rates for
the therapy. Cognitive and cognitive behavior treatments
have been among those therapies not likely to be evaluat-
ed, however, and efficacy is well-documented for some
symptoms and problems.

Some studies have shown that cognitive therapy can
reduce relapse rates in depression and in schizophrenia,
particularly in those patients who respond only margin-
ally to antidepressant medication. It has been suggested
that this is because cognitive therapy focuses on chang-
ing the thoughts and associated behavior underlying
these disorders rather than just relieving the distressing
symptoms associated with them.

Paula Ford-Martin

Further Reading

Alford, B.A. and Beck, A.T. The integrative power of cognitive
therapy. New York: Guilford, 1997.

Beck, A.T. Prisoners of hate: the cognitive basis of anger, hostili-
ty, and violence. New York: Harper Collins Publishers, 1999.

Greenberger, Dennis and Christine Padesky. Mind over mood:
a cognitive therapy treatment manual for clients. New
York: Guilford Press, 1995.

Further Information

Beck Institute For Cognitive Therapy And Research. GSB
Building, City Line and Belmont Avenues, Suite 700,
Bala Cynwyd, PA, USA. 19004-1610, fax: (610)664-
4437, (610)664-3020. Email: beckinst@gim.net.
http://www.beckinstitute.org.

Robert Martin Coles

1929-
American psychiatrist and author.

Psychiatrist and author Robert Coles pioneered the
use of oral history as a method of studying children. His
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Robert Coles (AP/Wide World Photos, Inc. Reproduced with
permission.)

five-volume series of books called Children in Crisis,
published from 1967-1978, won a Pulitzer Prize in
recognition of its wide-ranging examination of children
throughout the world and how they cope with war,
poverty, and other crises. Trained as a pediatrician as
well as a psychiatrist, Coles became a professor of psy-
chiatry and medical humanities at Harvard University
Medical School in 1978. Hislifelong interest in children
has generated more than 50 books.

Coles was born in 1929 in Boston to parents who
encouraged him to read what he has called “ spiritually
alert” novelists such as Tolstoy and George Eliot. His
mother was a lifelong community worker; his father's
values were exemplified in his work from the mid-1960s
to the mid-1980s as an advocate for poor, elderly resi-
dents of Boston. Coles studied medicine and psychiatry
in Boston before serving two yearsas a U.S. Air Force
physician. During advanced training in psychoanalysis
in New Orleans, Coles reached aturning point. Deeply
moved by the sight of ayoung black girl being heckled
by white segregationists, in 1960 Coles began his exami-
nation of children and their hopes and fears by studying
school desegregation in New Orleans. “History had
knocked on the city’s door—a city whose people were
frightened and divided. Had | not been there, driving by
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the mobs that heckled six-year-old Ruby Bridges, a
black first-grader, as she tried to attend the Frantz
School, | might have pursued a different life,” Coles
writesin the introduction to The Spiritual Life of Chil-
dren.” | had planned until then to enter the profession of
psychoanalytic child psychiatry. Instead, | became a
‘field worker,” learning to talk with children going
through their everyday lives amid substantial social and
educational stress”

Traveling from the Deep South to Appalachia, from
New Mexico to Alaska, Coles eventually traveled over-
seas to Europe, Africa, Central and South America, and
the Middle East. His wife, Jane, and their three sons
began to share in some of the research, as they talked to
children of all races and social status about religion,
race, poverty, and war. During his career, Coles has writ-
ten for various medical, psychiatric, and psychoanalytic
journals, in addition to seeing patients when possible. He
has al so volunteered as a tutor in a school for underprivi-
leged children. Besides Children in Crisis, Coles's
prominent books include The Moral Life of Children,
The Political Life of Children, The Spiritual Life of Chil-
dren, and Women of Crisis.

Further Reading

Coles, Robert. The Mind's Fate: A Psychiatrist Looks at His
Profession. Boston: Little, Brown and Co., 1975.

Gordon, Mary. “What They Think About God.” The New York
Times Book Review, November 25, 1990, p.1+.

Gray, Francine du Plessix. “When We Are Good We Are Very,
Very Good.” The New York Times Book Review, Novem-
ber 21, 1993, p. 9.

Color vision

The ability to perceive color.

Color vision is afunction of the brain’s ability to
interpret the complex way in which light is reflected off
every object in nature. What the human eye sees as color
is not a quality of an object itself, nor a quality of the
light reflected off the object; it is actually an effect of the
stimulation of different parts of the brain’s visual system
by the varying wavelengths of light.

Each of three types of light receptors called cones, lo-
cated in the retina of the eye, recognizes certain ranges of
wave engths of light as blue, green, or red. From the cones,
color signals pass via neurons along the visual pathway
where they are mixed and matched to create the per cep-
tion of the full spectrum of 5 million colorsin the world.

Because each person’s neurons are unique, each of
us sees color somewhat differently. Color blindness, an
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Scanning electron micrograph (SEM) of the eye’s rods and
cones. (Omikron/Photo Researchers, Inc. Reproduced with
permission.)

inherited condition which affects more men than women,
has two varieties: monochromats lack all cone receptors
and cannot see any color; dichromats lack either red-
green or blue-yellow cone receptors and cannot perceive
hues in those respective ranges. Another phenomenon,
known as color weakness or anomalous trichromat,
refers to the situation where a person can perceive a
given color, but needs greater intensity of the associated
wavelength in order to see it normally.

See also Vision

Coma

An abnormal state of profound unconsciousness
accompanied by the absence of all voluntary be-
havior and most reflexes.

A comamay be induced by a severe neurological in-
jury—either temporary or permanent—or by other phys-
ical trauma. A comatose individual cannot be aroused by
even the most intense stimuli, although he or she may
show some automatic movements in response to pain.
Comas often occur just before death in the course of
many diseases. The affected brain cells may be either
near the surface (cerebral cortex) or deeper in the brain
(diencephalon or brainstem). Specific conditions that
produce comas include cerebral hemorrhage; blood clots
in the brain; failure of oxygen supply to the brain; tu-
mors; intracranial infections that cause meningitis or en-
cephalitis; poisoning, especialy by carbon monoxide or
sedatives; concussion; and disorders involving elec-
trolytes. Comas may also be caused by metabolic abnor-
malities that impair the functioning of the brain through
asharp drop in the blood sugar level, such as diabetes.
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Coma

Cortex

Thalamus

Mid-brain reticular
formation

A side-view of the brain, showing movement
of the reticular activating substance (RAS)
essential to consciousness

Diffuse and bilateral damage to the cerebral cortex Mass lesions in this region resulting in
(relative preservation of brain-stem reflexes) compression of the brain-stem and damage
to the reticular activating substance (RAS)

Brain-stem
compression

Possible causes

« Damage due to lack of oxygen or restricted blood flow, perhaps
resulting form cardiac arrest, an anaesthetic accident, or shock

« Damage incurred from metabolic processes associated with
kidney or liver failure, or with hypoglycemia

* Trauma damage

« Damage due to a bout with meningitis, encephalomyelitis, or a
severe systemic infection

Structural lesions within this region also resulting Lesions within the brain-stem directly suppressing
in compression of the brain-stem and damage to the reticular activating substance (RAS)
the reticular activating substance (RAS)

Local brain-stem
pressure

Symmetrical
depression of
brain-stem reflexes

Asymmetrical brain-
stem signs

Possible causes e Cerebellar tumors, abscesses, or hemorrhages Possible causes e Drug overdosage

The four brain conditions that result in coma. (Hans & Cassidy. Gale Group. Reproduced with permission.)
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The passage from wakefulness to coma can be rapid
and/or gradual. Often, it is preceded by |ethargy and then
a state resembling light sleep. In general, treatment of a
coma involves avoiding further damage to the brain by
maintaining the patient’s respiratory and cardiac func-
tions, and by an intravenous (usually glucose) nutritional
supply to the brain.

Combat neurosis

The preferred term to describe mental disturbances
related to the stress of military combat; also known
by such alternative terms as combat fatigue syn-
drome, shell shock, operational or battle fatigue,
combat exhaustion, and war neurosis.

Combat neurosis describes any personality distur-
bance that represents a response to the stress of war. It is
closely related to post-traumatic stressdisorder, and is
often characterized under that term. Symptoms of the
disturbance may appear during the battle itself, or may
appear days, weeks, months, or even years later. An esti-
mated ten percent of all personnel who fought in World
War |l experienced symptoms of combat neurosis,
known then according to the American Psychiatric As-
sociation as “gross stress reaction.” (The term was ap-
plied to personality disturbances resulting from catastro-
phes other than war as well.) More recently, considerable
attention from both the general public and the medical
community has focused on the combat neuroses experi-
enced by those who fought during the Vietnam and Per-
sian Gulf Wars. There is no specific set of symptoms that
are triggered by war or combat; rather, in most cases, the
disturbance begins with feelings of mild anxiety.

Symptoms of combat neuroses vary widely. The first
signs are typically increased irritability and problems with
sleeping. As the disturbance progresses, symptoms in-
clude depression, bereavement-type reactions (character-
ized as guilt over having survived when others did not),
nightmares, and persistent, terrifying daydreams. Thein-
ability to concentrate and loss of memory are also com-
mon. Emotional indifference, withdrawal, lack of atten-
tion to personal hygiene and appearance, and self-endan-
gering behaviors are a so possible signs of combat neuro-
sis. Individuals suffering from combat neurosis often react
to these symptoms by abusing alcohol or drugs.

Combat neuroses can be a severe mental disorder
and the potential success of treatment varies consider-
ably. Some patients are treated successfully with antide-
pressant and antianxiety medications. For a small per-
centage, however, hospitalization may be required.
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See also Post-traumatic stress disorder

Further Reading

Herman, Judith Lewis. Trauma and Recovery. New York: Basic
Books, 1992.

Porterfield, Kay Marie. Straight Talk About Post-traumatic
Sress Disorder: Coping With the Aftermath of Trauma.
New York: Facts on File, 1996.

Wiaites, Elizabeth A. Trauma and Survival: Post-traumatic and
Dissociative Disorders in Women. New York: Norton, 1993.

Communication skills and
disorders

The skills needed to use language (spoken, written,
signed, or otherwise communicated) to interact
with others, and problems related to the develop-
ment of these skills.

Language employs symbols—words, gestures, or
spoken sounds—to represent objects and ideas. Commu-
nication of language begins with spoken sounds com-
bined with gestures, relying on two different types of
skills. Children first acquire the skills to receive commu-
nications, that is, listening to and understanding what
they hear (supported by accompanying gestures). Next,
they will begin experimenting with expressing them-
selves through speaking and gesturing. Speaking will
begin as repetitive syllables, followed by words, phrases,
and sentences. Later, children will acquire the skills of
reading and writing, the written forms of communica-
tion. Although milestones are discussed for the develop-
ment of these skills of communication, many children
begin speaking significantly earlier or later than the
milestone date. Parents should refrain from attaching too
much significance to either deviation from the average.
When a child’s deviation from the average milestones of
development cause the parents concern, they may con-
tact a pediatrician or other professional for advice.

Spoken language problems are referred to by a num-
ber of labels, including language delay, language dis-
ability, or a specific type of language disability. In gener-
al, experts distinguish between those people who seem to
be slow in developing spoken language (language delay)
and those who seem to have difficulty achieving amile-
stone of spoken language (language disorders). Language
disorders include stuttering; articulation disorders, such
as substituting one sound for another (tandy for candy),
omitting a sound (canny for candy), or distorting a sound
(shlip for sip); and voice disorders, such as inappropriate
pitch, volume, or quality. Causes can be related to hear -
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Communication skills and disorders

COMMUNICATION MILESTONES

Age Milestone

0-12 months e Responds to speech by looking at the speaker; responds differently to aspects of speakers
voice (such as friendly or angry, male or female).

e Turns head in direction of sound.

e Responds with gestures to greetings such as "hi," "bye-bye," and "up" when these words are
accompanied by appropriate gestures by speaker.

e Stops ongoing activity when told "no," when speaker uses appropriate gesture and tone.
e May say two or three words by around 12 months of age, although probably not clearly.

e Repeats some vowel and consonant sounds (babbles) when alone or spoken to; attempts to
imitate sounds.

12-24 months ® Responds correctly when asked "where?"

e Understands prepositions on, in, and under; and understands simple phrases (such as "Get the
ball.")

e Says 8-10 words by around age 18 months; by age two, vocabulary will include 20-50 words,
mostly describing people, common objects, and events (such as "more" and "all gone").

e Uses single word plus a gesture to ask for objects.
e Refers to self by name; uses "my" or "mine."

24-36 months e Points to pictures of common objects when they are named.
e Can identify objects when told their use.

e Understands questions with "what" and "where" and negatives "no." "not," "can't," and don't."

e Responds to simple directions.

e Selects and looks at picture books; enjoys listening to simple stories, and asks for them to be
read aloud again.

e Joins two vocabulary words together to make a phrase.

e Can say first and last name.

e Shows frustration at not being understood.

36-48 months * Begins to understand time concepts, such as "today," "later," "tomorrow," and "yesterday."

e Understands comparisons, such as "big" and "bigger."

e Forms sentences with three or more words.

e Speech is understandable to most strangers, but some sound errors may persists (such as "t
sound for "k" sound).

48-60 months e By 48 months, has a vocabulary of over 200 words.
e Follows two or three unrelated commands in proper order.

e Understands sequencing of events, for example, "First we have to go to the grocery store,
and then we can go to the playground."

e Ask questions using "when," "how," and why." Talks about causes for things using "because."

ing, nerve/muscle disorders, head injury, viral diseases, Goodluck, H. Language Acquisition: A Linguistic Introduction.
mental retardation, drug abuse, or cleft lip or palate. Cambridge, MA: Blackwell Publishers, 1991.

. Pinker, S. The Language Instinct. New York: Morrow, 1994.
Further Reading

Bates, Elizabeth, and Jeffrey Elman. “Learning Rediscovered.”

Science 274, (December 13, 1996): 1849+ Further Information . »
American Speech-Language-Hearing Association. 1801
Berko-Gleason, J. The Development of Language. New York: Rockville Pike, Rockville, MD 20852, voice or TTY (301)
Macmillan, 1993. 897-8682, voice or TTY (800) 638-8255. Email: ir-
Cowley, Geoffrey. “ The Language Explosion.” Newsweek 129, casha.org. www.asha.org. (Publishes brochures, booklets,
(Spring-Summer 1997): 16+. and fact sheets on speech-language pathol ogy.)
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National Institute on Deafness and Other Communication Dis-
orders. National Institutes of Health, Bethesda, MD
20892. Email: webmaster@ms.nih.gov.
www.nih.gov/nidcd/.

Comparative psychology

A subfield of experimental psychology which fo-
cuses on the study of animals for the purpose of
comparing the behavior of different species.

Studies of animal behavior have taken two main di-
rections in the twentieth century. The type of research
most often practiced in the United States has been ani-
mal research, involving the study of animalsin laborato-
ries and emphasizing the effects of environment on be-
havior. European research, by comparison, has been
more closely associated with the area of inquiry known
as ethology, which concentrates on studying animalsin
their natural environment and emphasi zes the evolution
of behavioral patterns which are typical of a particular
species. Prompting an increase in the study of animal be-
havior, ethology has laid the groundwork for an under-
standing of species-typical behavior and also led to
progress in relating and contrasting behaviors among
different species. Comparative psychology serves a num-
ber of functions. It provides information about the genet-
ic relations among different species, furthers understand-
ing of human behavior, tests the limitations of psycho-
logical theories, and aids in the conservation of the nat-
ura environment.

Competence to stand trial

The ability of a person charged with a crime to un-
derstand the nature and purpose of the criminal
proceedings.

Defendantsin acriminal trial must have the ability
(i.e., the competence) to understand the charges, to con-
sult with an attorney, and to have arational grasp of the
courtroom proceedings. This requirement is a long-
standing and fundamental principle of criminal law. Its
purpose is to ensure that defendants can participate
meaningfully in their own defense. The requirement
refers to the defendant’s competence at the time of the
trial, rather than their psychological state at the time of
the alleged offense. Rationality is akey issue in compe-
tency determinations. People judged to be incompetent
usually lack the ability to understand, communicate, or
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make rational decisions. The legal requirement, however,
does not indicate how judgments about competency
should be make. Furthermore, some cases are more com-
plex than others. Consequently it is possible for a defen-
dant to be competent for certain kinds of legal proceed-
ings, but not for others.

There are a number of questions that evaluators
might seek to answer when making a competency deter-
mination. Does the defendant understand the charges?
Does he appreciate the possible penalties? Does he ap-
preciate the adversarial nature of the courtroom? Can he
discuss legal strategy with his lawyer? Can he behave
appropriately in the courtroom? Can he provide mean-
ingful testimony in his own defense? The issue of com-
petence can arise at any point during criminal proceed-
ings, and may be initiated by the defense, by the prose-
cutor, or by the judge. Prior to 1972, defendants found to
be incompetent could be confined to mental hospitals
for very lengthy periods of time—sometimes for a
longer period than they would have served if they had
been found guilty. A U. S. Supreme Court ruling in 1972
restricted the length of time a defendant could be hospi-
talized because of incompetence to stand trial.

Once the question of competence arises, a compe-
tency evaluation will be conducted. The evaluation typi-
cally takes place in a special hospital or clinic. A number
of professionals may be qualified to conduct such exami-
nations, including physicians, psychiatrists, psycholo-
gists, and social workers. There are several different psy-
chological tests or procedures that designed to assist in
the assessment of competence to stand trial. One of these
is the Competency Screening Test (CST). It isa 22-item
sentence completion test that requires the test-taker to
complete sentence stems, such as: “When | go to court,
the lawyer will ” Answers
are scored as indicating competence, questionable com-
petence, or incompetence. Total scores are calculated
with a cutoff score that indicates possible incompetence.
Another assessment test is the Competency Assessment
Instrument (CAl). It consists of a detailed face-to-face
interview about various aspects of competent function-
ing, including an appreciation of the charges and an un-
derstanding of the various roles of the judge, witnesses,
jury, prosecutor, etc.

Research has shown that when competency evalua-
tions occur, most (70%) of the defendants who are as-
sessed are judged competent. As a group, those judged
incompetent tend to have been charged with more seri-
ous crimes, compared to defendants in general. They
also are likely to have a history of psychosis, to have a
serious current mental disorder, and to be poorly educat-
ed. Once adefendant is judged to be competent, the legal
proceedings are resumed and a trial takes place. If the
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defendant is found incompetent, the charges may be
dropped for crimes that are not serious. Otherwise the
defendant is returned to an institution until competency
can be restored. Until then, all legal proceedings are
postponed. If competency cannot be restored within a
reasonable period of time (e.g., within ayear or so), de-
fendants may be committed to a hospital through invol-
untary civil (i.e., noncriminal) proceedings.

Theodore Kaczynski was accused in April, 1996 of
being the serial bomber who built homemade bombs that
killed three people and injured many others between
1978 and 1995. At the beginning of histrial he disrupted
the proceedings because of a dispute with his lawyers
about his defense. His request to represent himself and
an attempted suicide provoked concerns about his com-
petence. The court requested a competency assessment.
Kaczynski (also known as the Unabomber) was judged
by the psychiatrist who conducted the assessment to be
legally competent to stand trial. In her report to the court,
the psychiatrist said that Kaczynski was not suffering
from any mental defect that could prevent him from un-
derstanding the nature of the charges, or from assisting
his lawyers in mounting a defense. On the other hand,
she noted that he was suffering from paranoid schizo-
phrenia. Ultimately, atrial was averted when he agreed
to plead guilty to numerous charges in exchange for a
promise that prosecutors would not seek the death penal -
ty during his sentencing. He was sentenced to four life
terms plus 30 years with no possibility of parole. The
Unabomber case provides a good illustration of a situa-
tion in which apsychological disorder did not necessar-
ily harm the defendant’s ability to participate meaning-
fully in thetrial proceedings.

Timothy Moore

Further Reading
Wrightsman, L., Nietzel, M., & Fortune, W. Psychology and
the Legal System. New York: Brooks Cole, 1998.

Competition

An adaptive strategy that pits one person’s interests
against another’s.

Psychologists have long been in disagreement as to
whether competition is alearned or a genetic component
of human behavior. Perhaps what first comes to mind
when thinking of competition is athletics. It would be a
mistake, however, not to recognize the effect competition
has in the areas of academics, work, and many other
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areas of contemporary life. Thisis especialy truein the
United States, where individual rigor and competition
appear to be nationalistic qualities Americans cherish
and praise. It has often been suggested that the American
capitalist-driven society thrives because of the spirited
competition for alimited amount of resources available.

Psychologically speaking, competition has been
seen as an inevitable consequence of the psychoanalytic
view of human drives and is a natural state of being. Ac-
cording to Sigmund Freud, humans are born screaming
for attention and full of organic drives for fulfillment in
various areas. Initially, according to this view, we com-
pete for the attention of our parents—seeking to attract it
either from siblings or from the other parent. Thereafter,
we are at the mercy of a battle between our base impuls-
es for self-fulfillment and social and cultural mores
which prohibit pure indulgence.

Current work in anthropology has suggested, how-
ever, that this view of the role of competition in human
behavior may be incorrect. Thomas Hobbes (1588-
1679), one of the great philosophers of the seventeenth
century, is perhaps best remembered for his characteriza-
tion of the “natural world,” that is, the world before the
imposition of the will of humanity, as being “nasty,
brutish, and short.” Thisimage of the pre-rational world
isstill widely held, reinforced by Charles Darwin’s sem-
inal work, The Origin of Species, which established the
doctrine of natural selection. This doctrine, which posits
that those species best able to adapt to and master the nat-
ural environment in which they live will survive, has
suggested to many that the struggle for survival isanin-
herent human trait which determines a person’s success.
Darwin’s theory has even been summarized as “survival
of the fittest”—a phrase Darwin himself never used—fur-
ther highlighting competition’s role in success. Asit has
often been pointed out, however, there is nothing in the
concept of natural selection that suggests that competition
is the most successful strategy for “survival of thefittest.”
Darwin asserted in The Origin of Species that the strug-
gles he was describing should be viewed as metaphors and
could easily include dependence and cooperation.

Many studies have been conducted to test the impor-
tance placed on competition as opposed to other values,
such as cooperation—nby various cultures, and generally
conclude that Americans uniquely praise competition as
natural, inevitable, and desirable. In 1937, the world-
renowned anthropologist Margaret M ead published Co-
operation and Competition among Primitive Peoples,
based on her studies of severa societies that did not prize
competition, and, in fact, seemed at timesto place a nega-
tive value on it. One such society was the Zuni Indians of
Arizona, and they, Mead found, valued cooperation far
more than competition. For example, the Zuni held aritu-
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Dominique Dawes on the uneven bars during competition. Psychologists disagree as to whether competition is a learned or
genetic component of human behavior. (AP/Wide World Photos. Reproduced with permission.)

al footrace that anyone could participate in, the winner of
which was never publicly acknowledged and, in fact, if
one person made a habit of winning the race, that person
was prevented from participating in the future. After
studying dozens of such cultures, Mead's final conclusion
was that competitivenessis a culturally created aspect of
human behavior, and that its prevalence in a particular so-
ciety isrelative to how that society valuesit.

Further Reading

Boyd, David. “ Strategic Behaviour in Contests: Evidence from
the 1992 Barcel ona Olympic Games.” Applied Economics
(November 1995): 1037.

Clifford, Nancy. “How Competitive AreYou?’' Teen Magazine
(September 1995): 56.

Epstein, Joseph. Ambition: The Secret Passion. New York: E.P.
Dutton, 1980.

Freud, Anna. The Writings of Anna Freud. Vol. 6, Normality
and Pathology in Childhood: Assessments of Devel op-
ment. International Universities Press, 1965.

Kohn, Alfie. No Contest: The Case Against Competition.
Boston: Houghton Mifflin, 1986.

Mithers, Carol. “The Need to Compete: Why Competition Is
Good for You.” Ladies Home Journal (February 1995):
136.
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Concept formation

Learning process by which items are categorized
and related to each other.

A concept is ageneralization that helpsto organize
information into categories. For example, the concept
“sguare” is used to describe those things that have four
equal sides and four right angles. Thus, the concept cate-
gorize things whose properties meet the set require-
ments. The way young children learn concepts has been
studied in experimental situations using so-called artifi-
cial concepts such as “square.” In contrast, real-life, or
natural, concepts have characteristic rather than defining
features. For example, arobin would be a prototypical or
“good” example of the concept “bird.” A penguin lacks
an important defining feature of this category—flight,
and thus is not as strong an example of a“bird.” Similar-
ly, for many children the concept “house” represents a
squarish structure with walls, windows, and a chimney
that provides shelter. In later development, the child’s
concept of house would be expanded to include nontypi-
cal examples, such as “teepee’ or “igloo,” both of which
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have some but not all of the prototypical characteristics
that the children have learned for this concept.

Natural concepts are often learned through the use
of prototypes, highly typical examples of a category—
like the robin cited above. The other major method of
concept learning is through the trial-and-error method of
testing hypotheses. People will guess or assume that a
certain item is an instance of a particular concept; they
then learn more about the concept when they see
whether their hypothesisis correct or not.

People learn simple concepts more readily than
complex ones. For example, the easiest concept to learn
is one with only a single defining feature. The next easi-
est is one with multiple features, all of which must be
present in every case, known as the conjunctive concept.
In conjunctive concepts, and links all the required attrib-
utes. For example, the concept square is defined by four
sides and four 90-degree angles. It is more difficult to
master a so-called disjunctive concept, when either one
feature or another must be present. People also learn
concepts more easily when they are given positive rather
than negative examples of a concept (e.g., shown what it
israther than what it is not).

Further Reading

Bruner, Jerome S. Sudies in Cognitive Growth: A Collabora-
tion at the Center for Cognitive Studies. New York: Wiley,
1966.

Ginsburg, Herbert, and Sylvia Opper. Piaget's Theory of Intel-
lectual Development. 3rd ed. Englewood Cliffs, NJ: Pren-
tice-Hall, 1988.

Lee, Victor, and Prajna Das Gupta. (eds.) Children’s Cognitive
and Language Development. Cambridge, MA: Blackwell
Publishers, 1995.

McShane, John. Cognitive Development: An Information Pro-
cessing Approach. Oxford, Eng.: B. Blackwell, 1991.

Piaget, Jean, and Barbel Inhelder. The Growth of Logical
Thinking from Childhood to Adolescence. New York:
Basic Books, 1958.

Sameroff, Arnold J., and Marshall M. Haith. (eds.) The Fiveto
Seven Year Shift: The Age of Reason and Responsibility.
Chicago: University of Chicago Press, 1991.

Conditioned response

In classical conditioning, behavior that is learned
in response to a particular stimulus.

Reflexive behaviors occur when an animal encoun-
ters astimulus that naturally leads to areflex. For exam-
ple, aloud noise generates a fright response. If aninitial-
ly neutral stimulus is paired with the noise, that neutral
or conditioned stimulus produces afright response. In
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classical conditioning, the response to the conditioned
stimulusis called a conditioned response.

Conditioned responses develop in a process called
acquisition, in which the natural or unconditioned stimu-
lus is paired with the conditioned stimulus. Some re-
sponses develop more quickly than others; similarly,
some responses are stronger than others. The nature of
the conditioned response depends on the circumstances
in which acquisition occurs. The conditioned response
emerges most effectively if the conditioned stimulus ap-
pears slightly before the unconditioned stimulus. This
processis called “delayed conditioning” because the un-
conditioned stimulus is delayed relative to the condi-
tioned stimulus. The response is weaker if the condi-
tioned and unconditioned stimuli begin together, and be-
comes even weaker if the unconditioned stimulus pre-
cedes the conditioned stimulus. In general, the
conditioned response resembles the unconditioned re-
sponse (e.g., the normal fright response) very closely.
Psychol ogists have shown, however, that the conditioned
response is not identical to the unconditioned response
and may be very different.

An animal usually produces a conditioned response
to stimuli that resemble the conditioned stimulus, a
process called stimulus generalization. Balancing thisis
a complementary tendency not to respond to anything
but the conditioned stimulus itself; the process of ignor-
ing stimuli is called stimulus discrimination. The combi-
nation of generalization and discrimination leads to ap-
propriate responses.

Conditioned stimulus

In classical conditioning, a stimulus leads to a
learned response.

In Ivan Pavlov’'s experimentations with classical
conditioning, a sound was paired with the placement of
meat powder in a dog’'s mouth, and the powder naturally
induced salivation. After the powder and the sound had
co-occurred a few times, the dog salivated when the
sound occurred, even when the meat powder was not ad-
ministered. Although most research in classical condi-
tioning has involved reflexive behaviors that are typical-
ly involuntary, other nonreflexive behaviors have also
been classically conditioned. The effects of the condi-
tioned stimulus can vary widely in different circum-
stances. For example, if the unconditioned stimulus is
more intense, the conditioned stimulus will have a
greater effect. On the other hand, if the conditioned stim-
ulus does not always occur when the natural, uncondi-
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tioned stimulus does, the conditioned stimulus will have
less effect. Further, if an animal has associated a particu-
lar conditioned stimulus with a certain unconditioned
stimulus and a new conditioned stimulus is presented,
the animal will typically not develop a response to the
new conditioned stimulus. Psychologists refer to this
lack of aresponse to the new stimulus as blocking.

The conditioned stimulus seems to exert its effect by
providing information to the animal. If the animal has al-
ready gained information through an initial conditioned
stimulus, the second one will not be very useful. Similar-
ly, if the potential conditioned stimulus does not always
occur with the unconditioned stimulus, the information
provided by the conditioned stimulus is less useful to the
animal. If the conditioned stimulus occurs without the
unconditioned stimulus, extinction will occur; that is,
the conditioned stimulus will no longer have an effect.
The reflex can be conditioned more easily the second
time around if the two are again paired. Sometimes, after
extinction has taken place, the conditioned stimulus will
produce the reflexive behavior without the uncondi-
tioned stimulus, a process called spontaneous recovery.

Psychologists have applied knowledge of classical
conditioning to human behavior. For example, people
with allergies may rely on drugs that have unwanted side
effects. Their allergies have been alleviated by pairing a
unigue odor (the conditioned stimulus) with the drug
(the unconditioned stimulus). Over time, presentation of
the odor by itself may aleviate the alergic symptoms.

Conditioning

A broad term to describe techniques used by psy-
chologists to study the process of learning.

Psychology has often been defined as the study of
behavior. As such, psychologists have developed a di-
verse array of methods for studying both human and ani-
mal activity. Two of the most commonly used techniques
are classical conditioning and operant conditioning.
They have been used to study the process of learning,
one of the key areas of interest to psychologistsin the
early days of psychology. Psychologists also attach con-
siderable significance to conditioning because it has
been effective in changing human and animal behavior
in predictable and desirable ways.

The Russian physiologist |van Pavlov developed
the principles of classical conditioning. In his Nobel
Prize-winning research on the digestive processes, he
placed meat powder in the mouths of his research ani-
mals and recorded their levels of salivation. At one point,

GALE ENCYCLOPEDIA OF PSYCHOLOGY, 2ND EDITION

During potty training, children are conditioned to associate
the urge to urinate with sitting on the toilet. (Photo by
Elizabeth Hathon. Stock Market. Reproduced with permission.)

he noticed that some of his research animals began to
salivate in the absence of food. He reasoned that the
presence of the animal caretakers led the animals to an-
ticipate the meat powder, so they began to salivate even
without the food.

When classical conditioning occurs, an animal or
person initially respondsto a naturally occurring stimulus
with a natural response (e.g., the food leads to salivation).
Then the food is systematically paired with a previously
neutral stimulus (e.g., a bell), one that does not lead to
any particular response. With repeated pairings, the natur-
al response occurs when the neutral stimulus appears.

Pavlovian (i.e., classicd) conditioning influenced psy-
chologists greatly, even though Pavlov himself was skepti-
cal of the work psychologists performed. In the United
States, John Watson, the first widely known behaviorist,
used the principles of classical conditioning in hisresearch.
For example, in awidely cited study, Watson tried to devel-
op aclassically conditioned phobia in an infant.
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Although classical conditioning became the domi-
nant Russian model for the study of behaviorism, anoth-
er form of conditioning took hold in the United States.
This version, which became known as operant or instru-
mental conditioning, initially developed from the ideas
of the psychologist Edward Thorndike. Thorndike
began his psychological research by studying learning in
chickens, then in cats. Based on the problem solving of
these animals, he developed the Law of Effect, which in
simple form states that a behavior that has a positive out-
comeislikely to berepeated. Similarly, his Law of Exer-
cise states that the more a response occurs in a given sit-
uation, the more strongly it is linked with that situation,
and the more likely it isto be repeated in the future.

Operant conditioning was popularized by the psy-
chologist B.F. Skinner. His research and writings influ-
enced not only psychologists but also the general public.
Operant conditioning differs from classical conditioning
in that, whereas classical conditioning relies on an or-
ganism’s response to some stimulus in the environment,
operant conditioning relies on the organism’s initiating
an action that is followed by some consequence.

For example, when a hungry person puts money into
a vending machine, he or she is rewarded with some
product. In psychologists' terms, the behavior is rein-
forced; in everyday language, the person is satisfied with
the outcome. As aresult, the next time the person is hun-
gry, he or sheislikely to repeat the behavior of putting
money into the machine. On the other hand, if the ma-
chine malfunctions and the person gets no food, that in-
dividual islesslikely to repeat the behavior in the future.
This refersto punishment.

Any time a behavior |eads to a positive outcome that
islikely to be repeated, psychologists say that behavior
has been reinforced. When the behavior |eads to a nega-
tive outcome, psychologists refer to it as punishment.
Two types of reinforcement and punishment have been
described: positive and negative.

Positive reinforcement is generally regarded as syn-
onymous with reward: when a behavior appears, some-
thing positive results. This leads to a greater likelihood
that the behavior will recur. Negative reinforcement in-
volves the termination of an unpleasant situation. Thus, if
aperson has a headache, taking some kind of pain reliev-
er leads to a satisfying outcome. In the future, when the
person has a headache, he or sheislikely to take that pain
reliever again. In positive and negative reinforcement,
some behavior islikely to recur either because something
positive results or something unpleasant stops.

Just as reinforcement comes in two versions, pun-
ishment takes two forms. Psychol ogists have identified
positive punishment as the presentation of an unpleasant
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result when an undesired behavior occurs. On the other
hand, when something positive is removed, thisis called
negative punishment. In both forms of punishment, an
undesired behavior resultsin a negative consequence. As
aresult, the undesired behavior islesslikely to recur in
the future.

Many people mistakenly equate negative reinforce-
ment with punishment because the word “ negative” con-
jures up the idea of punishment. In reality, a situation in-
volving negative reinforcement involves the removal of a
negative stimulus, leading to a more satisfying situation.
A situation involving punishment always leads to an un-
wanted outcome.

Beginning with Watson and Skinner, psychology in
the United States adopted a behavioral framework in
which researchers began to study people and animals
through conditioning. From the 1920s through the 1960s,
many psychol ogists performed conditioning experiments
with animals with the idea that what was true for animals
would also be true for humans. Psychol ogists assumed
that the principles of conditioning were universal. Al-
though many of the principles of learning and condition-
ing developed in animal research pertain to human learn-
ing and conditioning, psychologists now realize that each
species has its own behavioral characteristics. Conse-
quently, although the pr