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Publisher’s Note

From the earliest history, humans have sought explanations for seemingly
abnormal thoughts and actions. Some behaviors were attributed to possession by
gods or demons, others to an imbalance of theoretical “humors” in the body. It was
not until modern times, with the advent of the science of psychology, that the
influence of physical disease, genetic makeup, and emotional or psychological
trauma on mental health has been identified.Psychology and Mental Health
examines this field as it continues to unravel the origins of mental illness and
psychological disorders and the means to prevent or alleviate their symptoms.

Of the 107 essays in this work, 83 first appeared inMagill’s Survey of Social
Science: Psychology(1993); 16 of them were updated and reprinted inPsychology
Basics(1998). The other 24 essays were published inMagill’s Medical Guide,
Revised Edition 1998. All bibliographies have been updated with the latest editions
and most recent scholarship in the field.

Many of the entries inPsychology and Mental Healthconsider psychopatholo-
gies. Some of these conditions can pose a serious threat to the safety and function-
ality of the patient, such as schizophrenia, Alzheimer’s disease, anorexia nervosa,
or autism. Other psychic-emotional and learning disorders have a lesser but still
significant impact on a patient’s mental health and emotional condition, such as
depression, dyslexia, sibling rivalry, or sexual dysfunction. A number of entries
discuss various treatment options, from electroconvulsive therapy and lobotomy to
play therapy and psychoanalysis.

All entries begin with the standard information “Type of psychology” and
“Fields of study.” A brief definition of the topic follows. Next comes a list of
“Principal terms” with concise definitions. Entries on mental illness or lesser
psychological impairments have a section “Causes and Symptoms,” which defines
the condition and describes its origins and possible manifestations in patients, and
a section “Treatment and Therapy,” which explores the various treatments avail-
able to alleviate symptoms or effect a cure. More general entries feature the
sections “Overview” and “Applications.” The last section of all entries is “Perspec-
tive and Prospects,” which places the topic in a larger context within psychology.
For example, an entry on a psychopathology may cover the earliest known inves-
tigation into that condition, the evolution of its treatment over time, and promising
areas of research for a greater understanding of its causes and cure. Every entry
ends with a “Bibliography” of sources to consult for further study and a list of
cross-references to related articles withinPsychology and Mental Health. All
essays are signed by the author.

At the end of volume 2 is a list of entries by category: abnormality, anxiety
disorders, childhood and adolescent disorders, depression, developmental issues,
diagnosis, emotional disorders, learning disorders, organic disorders, personality
disorders, schizophrenias, sexual disorders, sleep disorders, stress, substance
abuse, and treatment. A comprehensive subject Index of people and concepts
concludes the volume.
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The contributors to this work are academicians from psychology, medicine, and
other disciplines in the life sciences; their names and affiliations are listed in the
front matter to volume 1. We thank them for sharing their expertise with general
readers. The charts of possible symptoms and signs that appear in some entries
were taken from National Mental Health Association factsheet from 1996 and
1997.
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Abnormality
Abnormality

Type of psychology:Psychopathology
Fields of study:Models of abnormality

Abnormality means behavior, thinking processes, or feelings deemed undesirable
and therefore subject to control or change. Differing points of view about theoreti-
cal orientation, tolerance for deviance, where to draw the line between normal and
abnormal, and the use of labeling lead to differences in the criteria used for
definitions. Important criteria include subjective discomfort, disability or ineffi-
ciency, and deviance, especially bizarre or reality-distorting deviance.

Principal terms
behavioral view: a perspective that emphasizes understanding a person in terms

of his or her objectively measured behavior; normal, in this view, is functioning
well

deviancy: the quality of having a condition or engaging in behavior that is
different from the typical in a social group and is considered undesirable

distortions of reality: beliefs that distort universally accepted assumptions
such as those about time, space, cause and effect, or life and death; delusions

medical model: a view in which abnormality consists of a number of diseases
which originate in bodily functions, especially in the brain, and have defined
symptoms, treatments, and outcomes

phenomenological view: a perspective that emphasizes understanding a person
from his or her own viewpoint; normal, in this view, is feeling satisfied with
oneself

psychodynamic view: a perspective that emphasizes understanding a person in
terms of how he or she copes with unconscious feelings and conflicts; normal,
in this view, is understanding and controlling the feelings and conflicts

statistical definition: a definition of abnormality as a condition that is different
from the average or mean of the characteristic or trait

Overview
Abnormality is a term applied to behaviors, thinking processes, or feelings that are
viewed by the individual and/or by society as undesirable and requiring control or
change, and viewed as deficits which may or may not have a clear etiology but
which should be compensated for by the individual and society. Psychologists or
other mental health professionals are enlisted to test and/or interview individuals
to determine whether a condition is abnormal, and to facilitate change or advise in
delineating compensation. There are three typical standards, or criteria, that are
used by mental health professionals to decide whether the condition is abnormal:
discomfort, disability, and deviance.

The first two of these criteria have some similarity to the general indicators of a
physical disease. Just as physical disease may be marked by pain, the major
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symptom that  brings most  private patients  to a psychotherapist is  a chronic
psychological pain or discomfort. Just as a physical impairment, such as a broken
leg, usually leads to problems in daily living, so the second condition that defines
abnormality is some sort of difficulty in functioning, a disability or impairment.
Both discomfort and disability are often evaluated by one’s personal standards.
One is feeling discomfort because of problems one knows best oneself, or one is
inefficient compared to what one expects of oneself.

The third major criterion for abnormality, deviance, is based not on personal
standards but on the standards of society. Deviance is behavior that is undesirably
different from social expectations; such behavior is most likely to be considered
psychologically abnormal if it is unpredictable, bizarre, or dangerous.

Each of these three major criteria that collectively define psychological abnor-
mality can range greatly in quality and degree, and each summarizes a large
number of symptoms and conditions. Any deviancy or discomfort is more likely to
be defined as abnormal if disability or impairment in function is present. The
impairment can be judged based on the typical performance of others, or it can be
judged based upon the individual’s own potential or subjective expectation. The
impairment may sometimes be based on a physical condition such as retardation
or brain injury. Even if the condition itself cannot be changed, a psychologist can
help determine the degree of the problem and help facilitate useful compensations.

Although one can catalog the suggested criteria for abnormality, there are broad
theoretical disagreements about which of these criteria should be emphasized in
practice. For example, there are phenomenologists who argue that problems do not
exist unless they are perceived by the individual and reflected in personal distress.
There are behaviorists who argue equally vehemently that only overt behavior
should be treated. Such theoretical differences are a primary reason for differences
in definitions.

A second core issue is the quantitative one, the question of how much deviance,
bizarreness, inefficiency, or distress constitutes “abnormality.” Many of those who
use the medical model assume a dichotomy between those who have a specific
mental disease and the vast majority of normals who are disease free. An alterna-
tive view is that the dimensions defining illness are continuous ones ranging from
abnormality through mere adequacy to equally rare degrees of supernormality.

Defining categories of deviancy as “abnormal” presents the particularly thorny
problem of the relativity of cultural standards. The actions society considers
deviant seem limited to particular cultures at particular times. For example, in
Victorian times, young women who had children out of wedlock were sometimes
committed to hospitals for the “morally insane.” Such deviant actions of one
generation may later be ignored or even approved by society. A common solution
to this dilemma is to distinguish deviancies requiring correction and treatment
from others. Deviancies that are dangerous, harmful to others, or accompanied by
personal distress are examples of the former.

A final issue pertains to the value placed on the defining process itself. Accord-
ing to the medical model, the definition of abnormality is all-important, central to
understanding the cause of the disease and to planning treatment. Any disease
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should be diagnosed as soon as possible. A sharply contrasting view, held by some
sociologists, is that defining, or labeling, has mostly harmful effects. Not only does
labeling a person as abnormal relegate him or her to the stigma of being undesir-
ably different, but the label itself creates a self-fulfilling prophecy as others pay
particular attention to symptoms of the person’s deviancy. The process is also
challenged because it focuses on symptoms of the individual that may really result
from difficulties in the family, the community, or even the society.

Applications
Each criterion for abnormality referred to above can be applied to many varieties
of abnormality, differing in quality and degree. One important feeling of discom-
fort is sadness, which is called “depression” when it is considered abnormal.
Another typical feeling of discomfort is anxiety: a chronic, vague, fearlike feeling
of impending doom. When depression or anxiety is chronic, intense, and interferes
with functioning, it is much more likely to be considered abnormal than when it is
the temporary or mild feeling everyone has from time to time. These feelings are
also much more likely to be considered abnormal if there is no real-life stress or
crisis to explain them.

Another major criterion of abnormality is deviance, characterized by a condition
or behavior that is undesirably different from that of the significant cultural group.
This is not necessarily the same as being statistically different from the average of
the group, as one can be statistically different in unimportant or even desirable
ways. (Wolfgang Amadeus Mozart and Albert Einstein were statistically different
from the average.) Rather, deviance is always different in some significant way and
is undesirable.

To classify conditions as psychologically abnormal simply because they are
deviant is an expansive use of the concept of abnormality that is highly controver-
sial. There are, nevertheless, particular types of deviants that are practically always
thought of as abnormal, particularly those that seem bizarre.

The key discriminator, bizarreness, involves behavior, thoughts, or feelings that
do not seem consistent with any recognized social role. The deviant individual may
distort reality in that he holds beliefs that violate universal assumptions about time,
space, selfhood, and cause and effect. Belief in bizarre plots, seeing things that are
not there, or hearing imaginary voices are all examples of such distortions. It
should be pointed out that this sort of behavior seems to be accepted as abnormal
in practically every known culture, although some cultures have valued such
bizarreness as religious experiences.

Definitional questions are involved  whenever  a psychologist considers the
question of whether a patient is suitable for treatment and, if so, what sorts of
treatment are appropriate. Typical cases sometimes involve the referral of a case
that fits only one of the criteria above. A successful lawyer, married and with an
attractive family, sees his career as one of only playing silly games. Adequate and
conforming, he is abnormal only by the standard of subjective discomfort. A
student promoted to the fourth grade seems conscientious and hardworking, but
cannot seem to do much more than first-grade work. A psychologist finds that she
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tests within the retarded range of intelligence. Her problem is an impairment in
functioning. A youth who has wounded an owner of a jewelry store during a
robbery is interviewed by a psychologist in a detention center. He explains that he
did not do anything wrong, really, because the store owner could have simply
collected from his insurance company and should have minded his own business.
This young man, who can easily rationalize almost any behavior, feels good about
himself. He is abnormal in the sense of being deviant and dangerous.

Psychodynamic or phenomenologically oriented psychologists would consider
the first patient ideal; behavioral psychologists might help the second develop
useful compensations. The approach to the deviant would be largely a matter of
external controls.

Most cases seen by psychologists would be abnormal by more than a single
criterion. A young man who cannot start the day without a couple of shots of vodka
begins developing family problems and staying away from work. He both is a
deviant (alcoholic) and shows an impairment in functioning. A woman in a deep
depression considers herself worthless and feels she is guilty of unforgivable sins.
She also moves very slowly and has stopped eating. She experiences discomfort,
shows impairment, and her feelings of guilt seem to distort reality. A middle-aged
accountant becomes preoccupied with the fact that he feels estranged from his
wife. He thinks so much about this that his performance ratings drop. Like most of
the milder cases seen by mental health professionals, subjective discomfort here
results in an impairment in efficiency.

Many symptoms that could be diagnosed from a psychiatric manual may not
really be considered significant or abnormal if they do not interfere with the
individual’s functioning. A phobia concerning flying would not be significant for
those who never travel; such a phobia might be highly significant for someone who
has to travel in work.

Definitional questions are also involved in collective decisions of the American
Psychiatric Association (APA) when they revise theirDiagnostic and Statistical
Manual of Mental Disorders(DSM), first published in 1952. At each revision, new
syndromes are proposed and borderline ones discussed. As the third edition was
being prepared, homosexuality became the focus of a major controversy. Some
psychodynamically oriented psychiatrists argued that homosexuality involves an
impairment in mature sexual functioning, and so is inherently abnormal. The
argument that homosexuals function adequately and sometimes extremely well in
important areas of life and that any discomfort is largely the result of discrimina-
tion, however, prevailed. Homosexuality was removed from the DSM-III (1980) as
a mental disorder.

Perspective and Prospects
Modern mental health professionals deal with an enormously varied assortment of
problems. Definitions of abnormality offer a guideline as to what conditions should
be treated in whom. In contrast, the pioneers of the mental health professions
served limited groups of dramatically different populations in different settings.

One such limited group was the hospitalized psychotic population on which the
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medically oriented Emil Kraepelin, about 1900, commenced his work of class-
ifying the behavior of patients. He hypothesized discrete diseases, each of which
presumably had a specific course, outcome, and cause within the brain. Advocates
of the medical model still hold that real abnormalities are brain conditions. Even
in cases of such real brain impairment, it is usually behavior that reveals the
abnormality.

Sigmund Freud, a pioneer of psychodynamic theory and a contemporary of
Kraepelin, saw ambulatory middle-class patients who were suffering from anxiety
and irrational rigidity in their behavior. Freud identified the causes as impulsive
desires with various defensive strategies  to keep these from  awareness.  The
defining symptoms that brought the patients to Freud, however, were the anxiety
(subjective discomfort) and the rigid, defensive behavior (impairment).

Around the middle of the twentieth century, phenomenologist Carl Rogers
identified the basic problem of many of his bright young college students as a lack
of self-esteem. This was caused, he believed, by the client’s adopting of the
artificial, unrealistic standards of others. Rogers paid attention to the client’s
subjective comfort, or inner attitude toward self. To the phenomenologist, a person,
however deviant, who knows and likes himself, is normal. Rogers, like Freud, had
faith in insight into oneself and the world “as it really is” as the key to normality.

About the same time in mid-century, the behavioral psychology of B. F. Skinner
developed in the animal laboratory, and was applied to the treatment of humans.
To Skinner, abnormality consisted of adjustive behavior that had not been learned
(impairment) and maladjustive behavior that had been learned (deviance). Inner
torment was not, to the behaviorist, a problem.

Definitions of abnormality allowed the practitioner to know the conditions
appropriate for treatment and clarified the differences among practitioners. In the
late twentieth century, criticism from several sources has led to a fine-tuning of
these definitions. The tendency to extend the illness model to many conditions
when there is no hard evidence of brain pathology and to assert medical control
over these conditions was challenged by Thomas Szasz. Sociologists pointed out
the negative effects of labeling as well as the relevance of family and community
to problems that are defined by psychologists as individual abnormality. In contrast
to widely held assumptions, research by Shelley Taylor and associates suggested
that the most robust, altruistic people were not the most “realistic” and open to
experience, but were rather biased toward a belief in their own good traits and good
fortunes. Research and new technology in the field of medical psychology has led
to an understanding of genetic or physiological components in conditions pre-
viously known only by behavior.

The mental health professions have begun to absorb this research and technol-
ogy to extend an understanding of abnormalities outward to the community and
inward toward underlying genetic or brain pathology. Criteria for the conditions
which they define within the domain of psychology will remain the same: discom-
fort, disability, and deviance.
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Abnormality

Behavioral Models
Abnormality: BehavioralModels

Type of psychology:Psychopathology
Fields of study:Behavioral and cognitive models; models of abnormality

Behavioral models of abnormal behavior use principles of learning to explain how
maladaptive behaviors develop. Learning-based explanations have proved useful
for both conceptualizing the development of abnormality and developing effective
treatments for abnormal behaviors.

Principal terms
abnormality: a pattern of behavior that is maladaptive for the individual or

society
behavior therapies: treatment approaches for abnormal behavior that are derived

from principles of learning
classical conditioning: a learning principle used to explain how emotional and

physiological responses can be learned
extinction: a process by means of which the probability of a behavior occurring

is decreased; applies to both classical and operant conditioning and involves the
unlearning of a response

operant  conditioning: a  learning  principle  used  to  explain  how voluntary
behavior can be learned; states that behavior is a function of its consequences

stimulus generalization: the ability of stimuli that are similar to other stimuli
to elicit a response that was previously elicited only by the first stimuli

Overview
The behavioral model asserts that normal as well as abnormal behaviors are
acquired through learning. Unlike biomedical or psychodynamic models, which
view abnormal behavior as symptoms of underlying pathology (biochemical dis-
turbance and psychological conflicts, respectively), the behavioral model does not
postulate underlying causes.

Behavioral explanations state that behavior is determined by the environment.
Genetically or biologically determined variations in abilities are accepted. Apart
from this, however, the behavioral model asserts that specific behavioral charac-
teristics are acquired through learning experiences. Therefore, the same individual
has the potential to develop numerous different characteristics. For example, the
factors that determine whether one will become a criminal or a priest are the
learning experiences one has.

Behavioral models of abnormal behavior have emerged from two basic learning
processes: classical conditioning and operant conditioning. Classical conditioning
is typically used to explain how emotional and physiological responses can be
brought under the control of cues in the environment. For example, the emotional
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(for example, fear) and physiological (for example, increased heart rate) responses
elicited by the presentation of a dog to an individual with cynophobia (an extreme,
unrealistic fear of dogs) can be explained by classical conditioning. “Voluntary”
behaviors, however, such as running away when a dog is seen, can be explained by
operant conditioning.

The classical conditioning model states that by pairing a neutral stimulus with a
stimulus that produces an unlearned emotional or physiological response (called
the unconditioned response), the neutral stimulus (now called the conditioned
stimulus) can take on properties that allow it to elicit a response (called the
conditioned response) that is similar to the unconditioned response. Stimulus
generalization is said to occur when stimuli that are similar to the conditioned
stimulus take on the ability to elicit a conditioned response. Principles derived from
the study of classical conditioning have led to the development of useful concep-
tualizations of fear-based abnormal behaviors.

Whereas the classical conditioning model has been useful in demonstrating how
“nonvoluntary” (emotional and physiological) reactions can be learned, principles
of operant conditioning have been useful in explaining goal-directed, “voluntary”
behaviors. The basic assumption of the operant conditioning model is that behav-
iors are controlled by their consequences. Positive reinforcers are consequences
that, when presented following the performance of a target behavior, result in the
increased occurrence of that target behavior in the future. Negative reinforcers are
consequences that allow the escape from aversive situations and result in an
increase in avoidance and escape behaviors in the future. Punishers are conse-
quences that result in the decreased occurrence of the punished behavior in the
future. The operant conditioning model views the consequences of behaviors as
responsible for shaping behavior, both normal and abnormal.

Behavioral explanations have been presented to explain nearly all classes of
abnormal behaviors. The usefulness of this model in accounting for the etiology of
the vast range of abnormal behaviors is, however, varied. Behavioral explanations
have been most useful in accounting for maladaptive behaviors characterized by
relatively discrete, overt responses that are considered abnormal because of their
excessive, deficient, or inappropriate expression. Examples include phobias, psy-
chophysiological disorders (abnormal physical responses not caused by physical
pathology), paraphilias (abnormal sexual arousal toward nonhuman objects), and
conduct disturbances (such as oppositional or delinquent behaviors). Empirical
evidence exists that demonstrates the process of learning and unlearning these
abnormal responses.

Abnormal behaviors that are characterized by abnormal covert processes, such
as disturbances in attention, perception, thought, and emotion, do not lend them-
selves to behavioral explanations. For example, schizophrenia is an abnormal
behavior characterized by the presence of bizarre behavior, unrealistic thoughts,
auditory or visual hallucinations, and inappropriate emotional expressions. The
biomedical model, which postulates underlying brain pathology, provides a more
useful general explanation for the development of schizophrenia than that provided
by the behavioral model.

Psychology and Mental Health Abnormality: Behavioral Models
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Although the behavioral model is not useful as a general explanation for the
development of some disorders, it is helpful in explaining individual differences in
overt behavior across all types of abnormality. Despite the likely contribution of
biological factors in the formation of some classes of abnormal behavior, environ-
mental-learning factors also continue to be influential. Principles of classical and
operant conditioning are just as responsible for shaping the behaviors of schizo-
phrenics as they are for shaping the behaviors of everyone else. Although the
environment affects persons differently (partly as a result of biological differences
between individuals), it does not cease to control behavior. Thus, in many cases
behavioral models offer good general explanations for abnormal behaviors, while
in other cases behavioral explanations must be combined with other models to
produce useful explanations.

Applications
The behavioral model of abnormal behavior has probably been credited most with
providing a useful explanation for the development of phobias. A phobia is defined
as a strong, persistent fear that is out of proportion to any real threat that may be
present.

To explain the development of phobias, the behavioral model uses both classical
and operant conditioning principles. Take, for example, the development of cyno-
phobia. According to the classical conditioning model, the presence of a dog
becomes associated with an extremely frightening situation. One such experience
may be enough to cause the dog to become a conditioned stimulus for a fear
reaction. A child who has never touched a dog before and who has the unfortunate
experience of attempting to pet a dog that barks ferociously may develop cynopho-
bia. The dog’s ferocious bark represents the unconditioned stimulus that, without
prior learning, elicits a fear response (the unconditioned response). The dog
(conditioned stimulus) is the primary neutral stimulus that becomes associated
with the frightening situation. The next time the child sees the same dog, he or she
may respond with extreme fear even if the dog does not bark ferociously.

The principle of stimulus generalization accounts for the observation that the
child has developed a phobia not only for the ferocious dog that initially frightened
the child but also for all dogs and perhaps even other furry creatures such as cats
and squirrels. This explanation of the development of phobias has received much
empirical support. On average, 60 percent of phobic individuals can recall a
traumatic event that precipitated the development of their phobia.

The second aspect of phobias that any model must explain is the fact that they
tend to be persistent. The classical conditioning model predicts that the phobic
response should extinguish (gradually weaken) after a few trials of facing the dog
(conditioned stimulus) in the absence of ferocious barking (unconditioned stimu-
lus). In order to explain the absence of extinction (or persistence of the phobia), the
principle of negative reinforcement is used.

The principle of negative reinforcement states that any behavior that is immedi-
ately followed by escape from or avoidance of an aversive consequence will be
strengthened. Phobias are persistent because individuals actively avoid or escape
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from situations in which the phobic object is present. The fear reduction that escape
and avoidance behaviors produce results in these behaviors being strengthened in
the future. Therefore, extinction trials are not given an opportunity to take place.

Behavioral therapies for phobias are also derived from learning principles. The
most common therapies involve procedures that are designed to make the phobic
individual face the feared object in the absence of any real danger so that extinction
can take place. One procedure, which is called modeling, involves having the
phobic individual observe another person (the model) performing the feared tasks.
In the case of a cynophobic, the model would pet the dog in the presence of the
phobic individual. As that individual becomes less frightened, he or she approaches
the dog until eventually he or she is able to interact with the dog without being
overwhelmed by fear.

The behavioral model has also been useful in explaining disorders of conduct,
such as juvenile delinquency. Most treatment programs for conduct disorders are
based upon behavioral principles. These programs provide delinquent youths with
structured environments that are designed in such a way that prosocial behaviors
are reinforced and antisocial or delinquent behaviors are punished. These programs
have demonstrated that, by systematically controlling the consequences for proso-
cial as well as problem behaviors, delinquent behaviors can be controlled. Unfor-
tunately, when the child is returned home, the old behavior-consequence contin-
gencies may still be present, and as a result, the old behavior patterns will return.

Behavioral models have been used in combination with other models to explain
the etiology of some abnormal behaviors. For example, autism, a disorder that is
first expressed in childhood, is characterized by disturbed language development,
a lack of interpersonal responsiveness, odd and repetitive behaviors, and resistance
to changes in the environment. Although little is known about the specific etiology
of this disorder, the most promising model currently is the biomedical model. This
model accounts for autism by referring to disturbed neurological functioning. The
behavioral model has been useful in demonstrating that, despite the presence of an
apparent neurological disturbance, principles of learning also apply to these indi-
viduals. The most effective treatments for autism have been based upon principles
of classical and operant conditioning. For example, language skills and appropriate
social behaviors have been effectively taught by systematically using such oper-
ant-conditioning principles as positive and negative reinforcement.

Perspective and Prospects
Behavioral models of abnormality began to gain a following in the academic arena
in the 1920’s, after John B. Watson, commonly considered the founder of behav-
iorism, published a series of works on that subject. Watson argued that the focus of
a scientific psychology should be overt behavior. He rejected the study of mental
entities such as thoughts as useless, because such entities cannot be measured
objectively and reliably. Watson proposed a model for understanding behavior that
was based upon Ivan Pavlov’s principles of classical conditioning. During the same
decade, Pavlov published reports on what he called “experimental neurosis.” In
these reports, Pavlov explained how “neurotic” or abnormal behavior could be
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taught to dogs by using the principles of conditioning.
Two psychologists, John Dollard and Neal Miller, published a book entitled

Personality and Psychotherapy: An Analysis in Terms of Learning, Thinking, and
Culture (1950), which used principles of conditioning to explain how abnormal
behavior  develops and how it can be changed. This  book was  important in
expanding the behavioral influence outside academic circles and into the applied
areas of case conceptualization and treatment. At the same time that behaviorism
was becoming a powerful force among academic psychologists, clinical psycholo-
gists, who were in great demand, began to provide treatment for disturbed individu-
als. The role of treatment provider had previously been restricted to psychiatrists.
The influx of psychologists into treatment was followed by an increased influence
of behavioral psychology on conceptualizing and treating abnormal behavior. In
the 1950’s, new treatment approaches based upon learning theories began to
multiply. These treatments are referred to collectively as “behavior therapies.”

Behavioral models of abnormality provide useful explanations for the etiology
and treatment of numerous types of abnormal behaviors. The experimental meth-
odology from which behaviorism has developed has also influenced other models
of abnormality. This has been seen, for example, in the increased interest among
psychoanalytic theorists in developing empirical tests to evaluate their theories.

Behavioral models will continue to be developed and evaluated. It is likely that
interdisciplinary models will become more common in the future. For example,
behavioral models have recently been combined with models from developmental
psychology. Developmental psychologists study the psychological development of
normal individuals across the life span. Knowledge gained from developmental
psychology about the abilities and characteristics of children at different ages has
been helpful in refining behavioral therapies for children. This trend shows prom-
ise for the development of more effective treatment interventions for children and
adolescents.
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Abnormality

Biomedical Models
Abnormality: Biomedical Models

Type of psychology:Psychopathology
Fields of study:Models of abnormality; organic disorders

Biomedical models of abnormality examine the roles of medical, neurological, and
biochemical factors in creating psychological disturbances. Psychologists have
come to realize that many disturbances have a significant biomedical component
or are, in some cases, primarily organic. This had led to the development of more
effective biomedical therapies, such as drug therapies, for these disorders.

Principal terms
antidepressant drugs: drugs such as iproniazid, imipramine, and amitriptyline

that are used to treat depression
antipsychotic drugs: drugs such as chlorpromazine and clozapine that alleviate

the symptoms of schizophrenia; also called neuroleptics
biogenic amines: a class of neurotransmitter chemicals in the brain, including

dopamine, norepinephrine, and serotonin
differential diagnosis: distinguishing between two or more illnesses that have

the same or very similar symptoms
limbic system: a system of  structures in the brain that regulates emotional

responsiveness and plays a role in learning and memory
neurotransmitter: a chemical that is secreted from one nerve cell and stimulates

receptors on another nerve cell, thus transmitting a message between them
primary disorder: the principal disorder, not the result of some other medical

condition, as opposed to a secondary disorder, in which the disorder and its
symptoms result from some other medical condition

tranquilizers: drugs such as Librium and Valium that are used to treat anxiety
disorders; also called antianxiety drugs or anxiolytics

Overview
The study of biomedical bases for mental illnesses and their treatment is called
biological psychiatry or biopsychiatry. A basic premise of biopsychiatry is that
psychiatric symptoms occur in many conditions—some psychological and some
medical.

Inherent in this viewpoint is a new outlook on mental illness. Faced with a
patient who is lethargic, has lost his or her appetite, cannot sleep normally, and
feels sad, traditional psychotherapists may diagnose him or her as suffering from
one of the depressive disorders. Usually, the bias is that this illness is psychological
in origin and calls for treatment with psychotherapy. Biopsychiatrists, however, see
depression not as a diagnosis, but as a description of the patient’s condition. The
task of diagnosing—of finding the underlying illness—remains to be done.
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After examining the patient and doing a battery of medical tests, the biopsychia-
trist, too, may conclude that the condition is a primary mood disorder. Further tests
may reveal whether it is caused by life stresses, in which case psychotherapy is
called for, or by biochemical imbalances in the brain, in which case drug ther-
apy—perhaps in concert with psychotherapy—is called for. The medical tests may
indicate that the depression is secondary to a medical condition—such as Ad-
dison’s disease or cancer of the pancreas—in which case medical treatment of the
primary condition is called for.

A computed tomography (CT) scan is recommended to rule out possible organic causes of
psychiatric distress. (Digital Stock)
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An important distinction must be made between psychiatric conditions resulting
from the psychological stress of having a serious illness and psychiatric conditions
resulting from chemical imbalances or endocrine disturbances produced by the
illness. For example, the knowledge that one has pancreatic cancer can certainly
lead to depression. This is a primary mood disorder that can be treated with
psychotherapy. According to Mark Gold, a leading biopsychiatrist, however, de-
pression occurs secondarily to pancreatic cancer in up to three-quarters of patients
who have the disease and may precede physical symptoms by many years. In such
a case, psychotherapy not only would be pointless but also would actually put the
patient’s life at risk if it delayed diagnosis of the underlying cancer.

According to Gold, there are at least seventy-five medical diseases that can
produce psychiatric symptoms. Among these are endocrine disorders, including
diseases of the thyroid, adrenal, and parathyroid glands; disorders of the blood and
cardiovascular system; infectious diseases, such as hepatitis and syphilis; vitamin-
deficiency diseases caused by niacin and folic acid deficiencies; temporal-lobe and
psychomotor epilepsies; drug abuse and side effects of prescription drugs; head
injury; brain tumors and other cancers; neurodegenerative diseases such as Alzhei-
mer’s, Huntington’s, and Parkinson’s diseases; multiple sclerosis; stroke; poison-
ing by toxic chemicals, such as metals or insecticides; respiratory disorders; and
mineral imbalances.

After medical illnesses are ruled out, the psychiatric symptoms can be attributed
to a primary psychological disorder. This is not to say that biomedical factors are
unimportant. Compelling evidence indicates that the more severe psychotic disor-
ders are caused by biochemical imbalances in the brain.

The evidence of genetic predispositions for schizophrenia, major depressive
disorder, and manic-depressive disorder is strong. The function of genes is to
regulate biochemical activity within cells, which implies that these disorders are
caused by biochemical abnormalities.

Research suggests that schizophrenia, in most cases, results from an abnormality
in the dopamine neurotransmitter system in the brain. All drugs that effectively
treat schizophrenia block the action of dopamine, and the more powerfully they do
so, the more effective they are therapeutically. Furthermore, overdoses of drugs,
such as amphetamines, that strongly stimulate the dopamine system often cause a
schizophrenialike psychosis. Finally, studies show that, in certain areas of the brain
in schizophrenic patients, tissues are abnormally sensitive to dopamine.

In major depressive disorders, the biogenic amine theory is strongly supported.
Biogenic amines, among which are dopamine, norepinephrine, and serotonin, are
neurotransmitters in the brain that are concentrated in the limbic system, which
regulates emotional responses. Biogenic amines were originally implicated by the
observation that drugs that deplete them in the brain, such as reserpine, frequently
cause depression, whereas drugs that stimulate them, such as amphetamines, cause
euphoria. Studies of cerebrospinal fluid have revealed abnormalities in the bio-
chemical activity of these amines in some depressed patients. In many suicidally
depressed patients, for example, serotonin activity in the brain is unusually low. In
other depressed patients, norepinephrine or dopamine activity is deficient. These
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patients often respond well to antidepressant medications, which increase the
activity of the biogenic amine neurotransmitter systems.

Less severe neurotic, emotional disturbances may also have biochemical expla-
nations in some patients. Research suggests that mild or moderate depressions
often result from learned helplessness, a condition in which the person has learned
that his or her behavior is ineffective in controlling reinforcing or punishing
consequences. Experiments show that this produces depletion of norepinephrine in
the brain, as do other psychological stressors that cause depression. These patients
also are sometimes helped by antidepressant drugs.

Finally, many anxiety disorders may result from biochemical imbalances in the
brain. Drugs that alleviate anxiety, such as Librium (chlordiazepoxide) and Valium
(diazepam), have powerful effects on a brain neurotransmitter called gamma
aminobutyric acid (GABA), as do other tranquilizers, such as alcohol and barbitu-
rates. GABA is an inhibitory neurotransmitter that acts to keep brain activity from
running away with itself, so to speak. When GABA is prevented from acting, the
result is agitation, seizures, and death. Positron emission tomography (PET) scans
of the brains of people suffering from panic attacks show that they have abnormally
high activity in a part of the limbic system called the parahippocampal gyrus, an
effect that might be caused by a GABA deficiency there.

Applications
Understanding the biomedical factors that cause illnesses with psychiatric symp-
toms leads directly to improved diagnoses and subsequent patient care. Numerous
studies have shown that psychiatric disorders are misdiagnosed between 25 percent
and 50 percent of the time, the most persistent bias being toward diagnosing
medical problems as psychological illnesses. A study published in 1981 by Richard
Hall and colleagues found that, of one hundred psychiatric patients admitted
consecutively to a state hospital, eighty had a physical illness that required medical
treatment but had not been diagnosed in preadmission screening. In twenty-eight
of these patients, proper medical treatment resulted in rapid and dramatic clearing
of their psychiatric symptoms. In another eighteen patients, medical treatment
resulted in substantial improvement of their psychiatric conditions. In an earlier
study, Hall and colleagues found that 10 percent of psychiatric outpatients—those
whose conditions were not severe enough to require hospitalization—had medical
disorders that caused or contributed to their psychiatric illnesses.

Psychiatric symptoms are often among the earliest warning signs of dangerous,
even life-threatening, medical illnesses. Thus, proper physical evaluation and
differential diagnosis, especially of patients with psychiatric symptoms not obvi-
ously of psychological origin, are critical. In other cases, psychiatric illnesses
result from biochemical imbalances in the brain. In any case, patients and thera-
pists alike must be wary of uncritically accepting after-the-fact psychological
explanations. A psychological bias can all too easily become a self-fulfilling
prophecy, to the detriment of the patient’s health and well-being.

Hall and colleagues found that a medical workup consisting of psychiatric and
physical examinations, complete blood-chemistry analysis, urinalysis and urine
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drug screening, electrocardiography (ECG or EKG), and electroencephalography
(EEG) successfully identified more than 90 percent of the medical illnesses present
in their sample of one hundred psychiatric patients. The authors recommend that
such a workup be done routinely for all patients admitted to psychiatric hospitals.

E. Fuller Torrey makes similar recommendations for patients admitted to psy-
chiatric hospitals  because of schizophrenia. He recommends that a thorough
examination include a careful and complete medical history and mental-status
examination, with assistance from family members and friends if  necessary.
Physical and neurological examinations are also recommended. A blood count,
blood-chemical screen, and urinalysis should be done to reveal conditions such as
anemia, metal poisoning, endocrine or metabolic imbalances, syphilis, and drug
abuse. A computed tomography (CT) scan may be necessary to clarify suspicions
of brain abnormalities. Some doctors recommend that a CT scan be done routinely
to detect conditions such as brain tumors, neurodegenerative diseases, subdural
hematomas (bleeding into the brain resulting from head injuries), viral encephali-
tis, and other conditions that might be missed upon initial neurological screening.
Torrey also recommends a routine examination of cerebrospinal fluid obtained by
lumbar puncture, which can reveal viral infections, brain injury, and biochemical
abnormalities in the brain, and a routine electroencephalogram, which can reveal
abnormal electrical activity in the brain caused by infections, inflammations, head
injury, or epilepsy.

If any medical disorder is discovered, it should be treated appropriately. If this
does not result in clearing the psychiatric symptoms, Torrey recommends that
antipsychotic medications be given. If the initial drug trial is unsuccessful, then the
dosage may have to be adjusted or another drug tried, since a patient’s response to
medication can be quite idiosyncratic. About 5 percent of patients react adversely
to medication, in which case it may have to be discontinued.

Mark Gold makes parallel recommendations for patients with depressive and
anxiety disorders. In patients who have depressive symptoms, tests for thyroid
function are particularly important. Perhaps 10 to 15 percent of depressed patients
test positive for thyroid disorder. Hypothyroidism, especially before the disease is
fully developed, may present only psychiatric, particularly depressive, symptoms.
Hyperthyroidism may be indicated by depression, mania, or psychosis. Blood and
urine screens for drug abuse are also indicated for patients with depression.

Patients who are found to have a primary mood disorder may be candidates for
antidepressant drug therapy. Since responses to these medications are highly
idiosyncratic, careful monitoring of patients is required. Blood tests can determine
whether the drug has reached an ideally effective concentration in the body.

In some cases, even biological depressions can be treated without drugs. Sea-
sonal affective disorder (SAD), also called winter depression, may be treated with
exposure to full-spectrum lights that mimic sunlight, a process called phototherapy.
Studies suggest that this alters activity in the pineal gland, which secretes mela-
tonin, a hormone that has mood-altering effects. Similarly, some depressions may
result from biological rhythms that are out of synchronization. Exposure to lights
is often helpful in such cases, as is sleep deprivation.
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In anxious patients, tests for endocrine function, especially hyperthyroidism, are
called for, as are tests of the cardiovascular system and tests for drug abuse. In
patients in whom no primary medical disorder is identified, the use of antianxiety
medications may be indicated. Patients on medication should be closely moni-
tored. Psychotherapy, such as behavior therapy for avoidant behaviors engendered
by panic attacks and phobias, is also indicated.

As the public becomes more knowledgeable about the biomedical factors in
psychiatric illnesses, malpractice lawsuits against therapists who misdiagnose
these illnesses or who misapply psychotherapy and psychoactive drug therapy are
becoming more common. In the future, it is likely that all manner of mental health
providers will have to become more medically sophisticated and rely more on
medical testing for the purpose of the differential diagnosis of illnesses presenting
psychiatric symptoms.

Perspective and Prospects
Theories of abnormal behavior have existed since prehistoric times. At first, these
centered on supernatural forces. Behavior disturbances were thought to result from
invasion by evil spirits. Treatment was likely to consist of trephining—drilling a
hole in the skull to allow malevolent spirits to escape. The threat of trephination
must have motivated many psychotic individuals to stay out of public view or to
comply as nearly as possible with social expectations.

In the fourth centuryb.c.e., the Greek physician Hippocrates proposed the first
rudimentary biomedical theory. He proposed that illnesses, including mental ill-
nesses, resulted from imbalances in vital bodily fluids. His break with supernatural
explanations resulted in more humane treatment of the mentally ill. Unfortunately,
this trend proved to be abortive. By medieval times, theories of abnormality had
reverted to demonology. Mental illness was often attributed to demoniac posses-
sion, and “treatment” was sometimes little less than torture.

The Renaissance, with its revival of learning and interest in nature, initially saw
little change in this attitude. People whose behavior was considered peculiar were
often accused of witchcraft or of conspiring with the devil. As knowledge of the
human organism increased, however, superstitions again gave way to speculation
that “insanity” resulted from physical illness or injury. The mentally ill were
consigned to asylums where, it was hoped, they would be treated by physicians. In
most cases, unfortunately, asylums were essentially prisons, and medical treat-
ment, when available, was rarely effective.

Two historical movements were responsible for restoring humane treatment to
the mentally ill. The first was a moral reform movement ushered in by such
individuals as Phillipe Pinel in France, William Tuke in England, and Dorothea Dix
in America.

The second was continuing research in chemistry, biology, and medicine. By the
nineteenth century, the brain was recognized as the seat of human reasoning and
emotion. Once thought to be a place of supernatural happenings, the brain was
finally revealed to be an organ not unlike the liver. Like the liver, the brain is subject
to organic disturbances, and the result of these is similarly predictable—namely,
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psychological abnormalities. Discovery of diseases, such as advanced syphilis, that
cause brain deterioration and are characterized by psychological symptoms, sup-
ported this organic model.

By the mid-twentieth century, little reasonable doubt remained that some psy-
chological disturbances have biomedical causes. Interest centered especially on
schizophrenia, major depressive disorder, and manic-depressive psychosis (later
called bipolar disorder). Genetic studies strongly indicated that organic factors
existed in each of these illnesses, and research was directed toward finding the
biomedical fault and effecting a cure.

Paradoxically, effective treatments were found before medical understanding of
the disorders was achieved. Therapeutic drugs were developed first for schizophre-
nia, then for depression, and finally for anxiety. These drugs proved to be important
research tools, leading directly to discovery of neurotransmitter systems in the
brain and helping to elucidate the biochemical nature of brain functioning. Much
neuroscience research is still motivated by the desire for a better biomedical
understanding of psychological disorders, which will ultimately lead to more
effective treatments and patient care for these conditions.
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Abnormality

Cognitive Models
Abnormality: Cognitive Models

Type of psychology:Psychopathology
Fields of study:Behavioral and cognitive models; cognitive processes; models of

abnormality

The cognitive perspective on psychopathology asserts that faulty thinking in the
form of irrational or illogical thought processes leads to abnormal behavior;
although the cognitive approach has been criticized for overlooking biological or
genetic influences, it has led to effective treatments for anxiety and depression.

Principal terms
appraisal: a short-term cognitive process; an automatic evaluation of an event

based on past experience
attribution: a short-term cognitive process in which the cause of an event is

assigned to someone or something
cognitions: thoughts believed to lead to certain behavioral responses
cognitive behavior  therapy: therapy  that integrates principles of  learning

theory with cognitive strategies to treat disorders such as depression, anxiety,
and other behavioral problems (smoking, obesity)

cognitive bias: the particular way in which one sees the world and forms a basis
for interpreting or misinterpreting events from a certain perspective

cognitive expectancy: the belief that something done by oneself or others will
lead to a certain outcome

cognitive processes: the processes a person uses to become aware of events or
things and their mental representations: learning, memory, images, reason, and
problem solving

Overview
Cognitive models of abnormality assume that the way a person interprets and
evaluates experience through his or her thoughts leads directly to emotional and
behavioral consequences. These units of thought are called cognitions. Activities
involving reasoning, memory, imagining, problem solving, and decision making
form the mental representations of events in one’s life and are called cognitive
processes. Short-term cognitive processes are referred to as “expectations, attribu-
tions, and appraisals,” and long-term cognitive processes are called “beliefs.”
When viewing psychopathology (the study of abnormal behavior) from a cognitive
perspective, illogical, erroneous, or irrational thoughts are seen as the cause of the
maladaptive behavioral responses.

Behaviorists believe that maladaptive behavior is learned through the principles
of conditioning and reinforcement; however, cognitive psychologists note that
phobias, fear reactions, or aggressive behavior can be acquired through observa-
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tion or modeling alone, without any direct experience, as Albert Bandura demon-
strated in the case of aggression. Bandura conducted a study in which children
observed and then imitated adult “parental models” whom they viewed punching
and kicking an inflatable “Bobo” doll. It became increasingly apparent that strict
behavioral explanations for abnormal behavior were inadequate. Cognitive psy-
chologists began to look for the intervening variable and proposed that the key to
behavioral responses is the way people think about and perceive events. The
children who imitated the parental models probably thought, “If a grown-up can
kick and punch that doll, then I can too.”

Dissonant cognitions and their contribution to anxiety disorders or neurotic
behavior was explained by Carl Rogers in the early 1960’s. Rogers believed that
the stronger the magnitude or perception of threat, the more likely it is that a person
will resort to denying or distorting the event. This happens as the person attempts
to cope with information that is dissonant (does not fit) with his or her expectations.
As a result of this process, Rogers suggested, one’s self-image lowers as coping
strategies for anxiety begin to fail.

Aaron T. Beck and Donald Meichenbaum both developed comprehensive theo-
ries regarding the influence of cognitive processes on the onset and maintenance
of psychiatric  disorders such as anxiety and depression. Beck systematically
studied the illogical or negative thought processes of an individual that occur in
response to stimuli through a process called rational analysis. He set up a series of
homework assignments, designed to be accomplished easily, to assist the client in
changing maladaptive thoughts and behaviors. By encouraging the client to engage
in behaviors he or she has previously avoided, Beck demonstrated the ability to
change the irrational beliefs that had inhibited those behaviors in the first place.

Beck’s cognitive interpretation of anxiety disorders is the following: Such a
disorder has occurred when a person has a negative, distorted view (schema) of
some event, thing, or person and responds with anxiety when exposed to the feared
situation or stimulus because of this distorted view. These cognitive errors are
thought to be based on early experiences, and they lead to negative attributions,
such as “I did not get promoted because I cannot handle any stress,” or to negative
appraisals, such as “I am a nervous person.” Expectations are other forms of
short-term cognitions; they include “outcome expectations” that refer to the de-
sired outcome and “efficacy expectations” that refer to whether the person has the
capacity to accomplish a behavior that produces a desired outcome. Attributions,
or automatic explanations for events, can be global (”I am a failure at everything”)
or specific (”I am not good at football”). They can be stable (fixed), as in “I will
always be unhappy,” or unstable (changing), as in “I am having a bad day but
tomorrow will be better,” and can be internal, as in “It is my fault I had an accident;
I should have seen the car coming through the stop sign,” or external, as in “The
other person ran the stop sign and hit my car.” A cognitive therapist tries to get
clients to adjust their attributions to be specific, unstable, and external in order to
improve problems such as anxiety.

Beck used the cognitive model to understand how depression arises and is
maintained. He proposed the existence of a “negative cognitive triad” that consists
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of negative thoughts about the present, the past, and the future. This negative triad
forms a vicious circle of thinking that leads to the hopelessness and helplessness
associated with depressive disorders. A cognitive therapist would intervene at any
point in the triad to change the pessimistic outlook and to help the client increase
involvement in positive rewarding experiences.

Donald Meichenbaum, a cognitive therapist, explored a client’s illogical beliefs
and used an interview style he called “Columbo style interviewing,” in which the
therapist encourages the client to assist in solving the mystery of why illogical
thoughts are allowed to influence the client’s behavior. Meichenbaum, in a suppor-
tive but gently confrontational manner, engaged the client in the therapeutic task.
Most cognitive psychologists use techniques such as “thought substitution” and
“behavioral substitution” to replace negative thoughts and behaviors with more
appropriate behaviors. The process of changing the negative or illogical thought
processes has been called cognitive restructuring. For example, Meichenbaum
might say to a client, “Maybe you think you have no friends or that no one likes
you, but that cannot be true, because you just named six people with whom you
socialize regularly. I wonder if you can help me figure this puzzle out?”

Albert Ellis used a form of cognitive therapy he called rational-emotive therapy
to accomplish the corrective process. Ellis used a technique called disputation to
help a person replace damaging thoughts such as “I should always be perfect” or
“Everyone must always love me” with more realistic ideas. Ellis’s belief that
people are ruled by their “shoulds” and “musts” and need to become aware of this
to live happier and fuller lives led to his treatment approach.

Cognitive processes have been examined as contributors to childhood psycho-
pathology. Developmental psychologists focus on cognitive functions as organiz-
ing capacities for children’s ego functions. This model uses an information-proc-
essing analogy for the various ego functions (reasoning, problem solving, and so
on). As the child progresses developmentally and cognitively, the cognitive
information-processing functions become more complex and sophisticated. Indi-
viduals who have difficulty with these cognitive functions may be more vulnerable
to experiencing psychopathology, since their ego functions are not as flexible or
adaptive as those of a person who has achieved higher developmental levels of
cognitive functioning. Children who have major psychiatric disorders such as
schizophrenia may have immature, egocentric ego capacity, compared to mentally
healthy children. This cognitive information-processing model has been expanded
to adult psychopathology by Michael F. Basch in his bookUnderstanding Psycho-
therapy(1988).

Applications
David Shapiro applied the theory of different levels of cognitive organization to
personality styles. His bookNeurotic Styles(1965) illustrates with intriguing
examples the psychopathological forms of experiencing, perceiving, and relating
to the world that accompany depressive, obsessive-compulsive, paranoid, and
other personality styles.

Many other types of psychiatric problems have been addressed by the cognitive
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model. Alan Marlatt used the cognitive approach to explain the addictive cycle of
alcohol “craving” and chronic drinking. A person’s cognitive expectancy that
alcohol will reduce anxiety or help him or her get through a difficult social situation
fuels the person’s desire for alcohol or other addictive substances. Marlatt’s work
has been utilized in the treatment of obesity, in which the addictive substance is
food, and the process of craving and cognitive expectancy is thought to be in some
ways similar to that of alcohol abuse. If a person who is obese can change the
automatic negative thoughts that accompany a lapse (a temporary reversion to
maladaptive habits), such as “I binged once this week; therefore I am a failure at
managing my weight, so why bother trying to lose any more weight?” to more
positive  thoughts, such as  “Well, I  have  only binged once this  week, I can
compensate with more exercise,” it allows him or her to regain control over his or
her behavior and resume positive weight-management strategies. If an obese
individual does not regain control cognitively and behaviorally over his or her
eating habits, the risk of relapse becomes greater.

Cognitive-behavioral approaches  have been  applied in group settings  with
eating-disordered populations and in couples therapy for marital problems.
Meichenbaum applied the cognitive approach to stress management in a treatment
approach outlined in his bookStress Inoculation Training: A Clinical Guidebook
(1985). In this application, he developed a short manual designed to help a therapist
take a person through the steps of preparing for and coping with various stressors.

Self-help programs are available and are increasing in popularity for individuals
who have discrete problems such as having difficulty relaxing or difficulty with
smoking cessation, test anxiety, stress management, or chronic headache. These
programs, often on audiotapes or in books, utilize cognitive strategies to address
negative thought patterns associated with these problems and substitute more
appropriate thoughts and behaviors in a process called cognitive restructuring. In
addition, these self-help programs use practice homework assignments—daily
logs or journals to document and record behavior change toward the targeted goal.

A set of audiotapes, developed in 1991 by Thomas Cash, utilizes cognitive
strategies to identify cognitive distortions and correct distorted body image. He
found a total of twelve cognitive errors that people make that affect body image
negatively, such as “magnification of flaws,” “overlooking assets,” and “compar-
ing oneself to more beautiful others.” Cash’s research found that as many as 40
percent  of normal-weight women  and 30 percent  of  normal-weight men  are
dissatisfied with some aspects of their physical appearance. If normal-weight
individuals have difficulty with body image, then one can imagine the problems
someone with an eating disorder has with accepting his or her body. In fact, one of
the  most  difficult  aspects to treat in individuals with  eating disorders is the
cognitive problem of body-image distortion.

Perspective and Prospects
The cognitive model was born out of a dissatisfaction with models of “radical
behaviorism” of the 1950’s. Cognitive psychologists believed that there was more
to understanding abnormal behavior than just looking at the connection between
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an environmental event or stimulus and the resulting behavior—the approach used
by the most prominent behavioral psychologist at the time, B. F. Skinner. In other
words, cognitive psychologists believe that understanding the way people interpret
or evaluate events in their lives is the key to correcting faulty thinking and
abnormal behavior. The cognitive psychology movement in relation to under-
standing and treating psychopathology is relatively new, starting sometime in the
early 1960’s; many important studies were conducted in the 1970’s and 1980’s.

Aaron T. Beck began publishing his work on the cognitive aspects of depression
in the 1960’s. Continuing that line of research, he expanded it into the cognitive
understanding of anxiety disorders and their treatment. Beck’s studies on hopeless-
ness and suicide spanned the decades from the 1970’s to the 1990’s. He found that
the single best predictor for future suicide was the cognitive variable of hopeless-
ness, and he developed the Beck Depression Inventory (BDI) to measure the
cognitive, behavioral, motivational, and physical aspects of depression. Treatment
of personality-disordered individuals from the cognitive perspective was intro-
duced by Beck in his bookCognitive Therapy of Personality Disorders(1990). For
a long time, many in the helping professions thought that individuals with person-
ality disorders (long-standing maladaptive ways of perceiving and behaving) were
untreatable. There have been some effective approaches for understanding and
treating characterological problems with psychodynamic methods, but these have
been criticized for being time-consuming and expensive. Beck’s cognitive therapy
for personality disorders holds the promise of utilizing briefer forms of treatment
for people with personality disorders.

Donald Meichenbaum publishedCognitive-Behavior Modification: An Integra-
tive Approach(1977) and presented numerous workshops on the cognitive treat-
ment of depression to professional therapists and counselors from virtually every
mental health discipline. Arnold Lazarus developed the multimodal approach to
treatment in the 1970’s, which consists of the following components, referred to as
the “basic id”: behavioral, affective, sensation, interpersonal, cognitive, imaging,
and drugs (for psychotropic medication). Lazarus demonstrated success with his
multimodal comprehensive treatment approach for individuals with severe disor-
ders such as schizophrenia. Lazarus and Alan Fay applied the cognitive-behavioral
approach to the treatment of couples in marital therapy and wrote a number of
useful books on this subject. Some are designed for the general public as self-help
reference tools to be used as an adjunct to therapy.

Wallace Wilkins, like Beck, applied cognitive psychotherapy principles to the
treatment of mood disorders. He used an approach that he called personal empow-
ering strategies for improving moods, which works on the principle of increasing
self-enhancing thoughts to improve mood and behavior. Wilkins outlined a three-
step process: building a foundation, identifying self-limiting thoughts, and perish-
ing thoughts. His list of perishable thoughts is long and includes black-or-white
thinking; catastrophic thinking; shoulds, oughts, and musts; perfectionistic evalu-
ation standards; and many others. He helped clients change two critical processes:
externalizing causes for success and internalizing causes for failure.

Beginning in the late 1980’s, the area of developmental psychopathology gained
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a foothold and a new momentum in the study of abnormality. This discipline
represents the marriage of clinical and developmental psychology in the joint effort
to understand the development and maintenance of psychiatric disorders. New
models for comprehending abnormal psychology, particularly in children but also
in adults, have been generated from this approach. Philip Cowan developed the
“nine-cell model,” which represents a three-by-three matrix for the conceptualiza-
tion of psychopathology. He incorporated biological, environmental, and interac-
tive aspects on the horizontal axis, with individual, psychological (cognitive), and
relationship aspects on the vertical axis. The resulting framework of nine cells
allows the reader to understand the interrelationship of multidimensional contribu-
tors to psychopathology and shows the many ways one can intervene in any of the
cells to begin the corrective treatment process. Each cell contains a theoretical
cause for the disorder and a proposed treatment. In the future, comprehensive
models such as Cowan’s nine-cell model may further clarify the interconnection of
cognitive processes with behavioral, biological, interpersonal, environmental, and
genetic variables.
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Abnormality

Family Models
Abnormality: Family Models

Type of psychology:Psychopathology
Fields of study:Interpersonal relations; models of abnormality

Dysfunctional family communications and structures have been regarded as con-
tributing to psychopathology of family members. These faulty communications and
structures can lead to the scapegoating and labeling of vulnerable family members.
In certain families, significant psychopathology in either or both parents can lead
to disturbed family communications including double-bind messages, denial or
injection of meaning, and distortion of meaning.

Principal terms
double-bind communication: a statement that contains two independent and

contradictory messages; results in a “no-win” situation for the recipient of the
communication

dysfunctional family: a family grouping that is characterized by the presence
of disturbed interactions and communications; an abusive, incestuous, or alco-
holic family

scapegoating: the targeting of one member of a family, usually a child, by the
other members as the “problem child” or “identified patient”

schismatic family structure: a disturbed family structure that is created when
there is marital hostility and the child or children are forced to mediate between
the parents or choose sides in the marital problem

schizophrenogenic: a term that refers to a parent whose communication style is
dominated by double-bind or contradictory communications to the child

skewed family structure: a disturbed family structure formed when a parent is
mentally ill and the other parent and members of the family “adopt” the
distorted view of the mentally ill parent to keep peace in the home

symbiotic relationship: an overprotective, often enmeshed relationship between
a parent and child

Overview
A certain amount of conflict, stress, and disagreement is common in most family
systems. It has even been jokingly suggested that no one has been reared in a
“functional family.” Yet there are a significant number of families whose family
structures or systems are definitely thought to be pathological, or dysfunctional,
when viewed by standards set by mental health professionals or representatives of
other social agencies. Families in which significant substance abuse is present,
such as alcoholic family settings, are an example of where pathological family
dynamics would be likely to occur. In addition, families in which child abuse
(emotional or physical), incest, or other forms of victimization and scapegoating
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occur are also described as dysfunctional.
Family models of abnormality include those studied in relation to the hypothe-

sized development of schizophrenia. Most researchers now regard schizophrenia
as a biological disease, a major psychiatric disorder which is caused by a biochemi-
cal imbalance or structural brain disorder. In the early views of investigators who
studied family interaction, certain family structures were thought to foster psycho-
sis. Three early family models thought to contribute to schizophrenia were schizo-
phrenogenic, schismatic, and skewed family structures.

Schizophrenogenic referred to settings in which parents (usually the mother)
communicate to their children using “double-bind”  messages. A double-bind
message refers to communication containing two contradictory, opposing mes-
sages. An example is when a mother says to a child, “Come here and give me a hug
and show me you love me,” and then, when the child complies, pushes him or her
away and says, “Don’t touch me, you’ll mess up my clothes.” One can easily see
that a child who complies with such a communication is in a “no-win” situation in
which anything the child does will meet with dissatisfaction. Another double-bind
communication is when the parent makes a comment such as “You should not do
that,” but says it in a tone of voice that is permissive. The child is left in a state of
confusion about the real message and what is expected of him or her.

A second type of disturbed family structure is referred to as a schismatic family
structure. Schismatic families are those in which there are significant marital
problems that are not being addressed within the marital dyad. Instead, the children
are triangulated into the marital relationship and often serve as go-betweens for
marital communication. There may be an attempt on the part of one parent to get
the child to align with that parent against the other parent. This results in confusion
and guilt in the child, who is forced to choose sides and align against a parent.

The third disturbed family structure is the skewed family. In this family, one
member, usually one of the parents, has a major mental illness. The rest of the
family adopts the disturbed view of the world in order to keep peace at home. For
example, in the case of a family in which the father has chronic paranoid schizo-
phrenia, the family members, including the healthy spouse, assist in not letting
others into the home, keep the drapes closed, and generally do not trust outsiders.
All of this is designed to keep the fears of the disturbed parent at a minimum.
Additional pathological communications found in disturbed families include mes-
sages in which one person tries to tell another how the other person thinks or feels.
Denial of meaning, for example, refers to one person telling another that the other
person is not really angry or depressed when in fact the person is. Distortion of
meaning occurs when the first person tells the second person that the second person
really meansto say something other than what the person has said; injection of
meaning is telling someone else what he or she thinks.

Margaret Mahler, a psychoanalytic theorist, studied childhood and family devel-
opment in the early 1950’s and proposed a developmental stage theory for the
healthy development of the self. If parental behaviors and communications are
disturbed, the child’s development can be adversely affected. This can be mani-
fested in enmeshed, symbiotic relationships in which the mother intrudes on her
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child and literally invades the child’s autonomy or development of the self. A
mother who develops a symbiotic relationship with a child may not give adequate
room for the child to develop or adequate privacy and respect to the child’s own
ideas. A child in this type of relationship will not learn to trust his or her own ideas
and may remain dependent on the parent into the adult years.

Theodore Lidz, who studied family interactions in the 1960’s, also found that
the parents’ personalities and the marital coalition strongly influenced the effec-
tiveness of their children’s ability to negotiate the outside world. In some cases, the
child’s mental illness can appear to have been learned from the parent’s mental
illness and pathological behaviors. Both chaotic families, which lack a stable
figure with whom the child can identify, and rigid families, which permit only
superficial, stereotyped communications and behaviors, have been the breeding
grounds for disturbed children, particularly children with schizophrenia; however,
many normal children have also come from these homes. Research is increasingly
focusing on these resilient children, those who are able to emerge from pathologi-
cal families relatively emotionally intact.

Applications
Applications of the knowledge that has been gathered regarding disturbed family
systems and family communications have been plentiful. One area has been the
development of a parental support group called Parents Anonymous. This program
has been developed on the twelve-step approach of Alcoholics Anonymous (AA).
Often, these groups are sponsored by an agency and may have a professional
counselor as a leader. Parents Anonymous has been successful in helping some
parents gain advice, support, and understanding of their parenting behaviors. It is
a proactive approach that assists all parents, and especially parents who feel that
they may harm their children either emotionally or physically. Along this line of
prevention, child abuse hotlines and family crisis day care centers have been
established in  many  communities. Parents  who are  under  stress can  call for
assistance or go to a crisis center and receive counseling while someone else takes
over the child care.

Thomas Gordon wrote a book that has been widely read entitledParent Effec-
tiveness Training: The Tested New Way to Raise Responsible Children(1972). This
is a guide for all parents that presents positive alternatives for discipline and
scheduling of family activities. Communication patterns are suggested that do not
negate the child but make the desired behaviors clear and easy to understand. The
book has been used as an aid to family therapy and for adjunctive parent counseling
of parents whose children may be in therapy.

Family therapy itself has been a growing area. Multigroup family therapy has also
been developed to bring families together in this process. Filial therapy was devel-
oped as a unique approach established on the principle of using parents as therapists
for their own children. Lawrence Hornsby and Alan Applebaum expanded on the
approach in the late 1970’s to involve the parents in therapy themselves as well as
in the play therapy with their own children. Hornsby and Applebaum then supervise
the direction of the play therapy. Six to eight sessions are conducted to train the
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parents, who then continue the play therapy in their home on a weekly basis.
There has been an increasing focus on the nuclear family structure and on the

single-parent family. These family structures have disadvantages that can lead to
increased stress on the parents and the children. Without an extended family
network of support, many times the focus on maintaining a career competes with
the needs of the children. Third parties such as day care centers, schools, churches,
and babysitters become key influences on the development of the children, and
parents have been cautioned to choose such settings and caregivers wisely. Re-
search has suggested that quality programs and caregivers can enhance the child’s
development; however, there have been numerous problems with unqualified,
overburdened, or even pathological third-party caregivers who may contribute to
disturbed child development.

The rise of addiction as a major form of pathology has also led to applications
of family work with the complementary components of AA such as Al-Anon,
Alateen, and ACOA (Adult Children of Alcoholics) support groups. There are now
also support groups for victims of anorexia and bulimia and their family members.
Most clinical treatment programs for these addictive or habit disorders require the
family to be involved in the treatment and healing process. Sexual abuse and incest
victim support groups can aid members in overcoming the devastating effects of
growing up in a pathological, abusive environment.

Perspective and Prospects
Margaret Mahler, Frieda Fromm-Reichmann, Theodore Lidz, and other dynamic
theorists noted the difference between normal and pathological family communi-
cations and structures in the mid 1900’s. Faulty communications between child and
parent, as well as disturbed family structures, have been correlated with distur-
bance in some offspring. The majority of children coming from pathological
homes remain intact, however, which suggests these are not causal factors in
mental illness but may be contributing factors. Some children may be vulnerable
to such dynamics or may be singled out or scapegoated for abuse. For example,
Lidz and others, in the mid 1950’s, wrote about the effect of a remote or distant
father on the subsequent development of schizophrenic or homosexual behavior in
some children. Role reversals in family structure in which there  is  a weak,
ineffective male model and a strong, overbearing female model have also been
linked to variations in development of sexual identity in children.

Family therapy itself has been a growing area in the decades that followed.
Salvador Minuchin, Virginia Satir, Jay Haley, Murray Bowen, and Carl Whittaker
all made significant contributions to the field of family therapy and family systems
theory in the decades that followed. Minuchin is credited, because of his work at
the Philadelphia Child Guidance Center, with leading the movement toward family
therapy during the decade of the 1970’s. His “structural family therapy” approach
uses systems theory to resolve family pathology. If the family system is changed,
Minuchin feels, then the individual family members will also change and take on
more adaptive roles within the new system.

Haley has focused on the particular meaning of certain communications and
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wrote extensively in the 1970’s about techniques for therapeutic intervention in
disturbed family interactions. Haley and his colleagues often prescribe homework
and specific exercises designed to break through family resistance to change. In
fact, Haley will sometimes direct a familynot to change in hopes that “going with
the resistance” will eventually lead to effective improvement in the family interac-
tion. This type of intervention has been called a paradoxical approach because of
its ambiguous nature. Haley believes that an individual’s psychopathology is a key
component in the family system and that the individual’s disturbance and symp-
toms cannot change unless the family also changes. From this understanding, the
term “identified patient” was derived, which refers to the identification of one
problem member in the family as being a symptom of the family pathology.

In the late 1960’s, Virginia Satir’s popular approach to family therapy was called
conjoint family therapy. In order to develop a family system that better met the
emotional needs of the family members, Satir focused on improving impaired
communications and interactions as well as impaired relationships among family
members. Also in this time period, family therapist Carl Whittaker demonstrated
his intergenerational approach to family therapy in a film entitledA Different Kind
of Caring. In this demonstration, Whittaker works with an entire family, focusing
on both the parents and their needs and on the children, and on how the two
generations influence each other. Whittaker often shares his own observations,
using humor and anecdotes to “break the ice.” Family therapy work is often
difficult, and many therapists undertake it with a cotherapist to balance the
therapeutic interchange.

In the late 1970’s, Peter Steinglass studied the effects of specific communica-
tions and relapse rates of schizophrenia. His work, published in 1980, highlighted
the importance of what Steinglass termed high expressed emotion (EE). EE refers
to negative, hostile, often rejecting communications of the family directed toward
a mentally ill (usually schizophrenic) member. Relapse rates have been 40 percent
higher for clients returning to these types of hostile households after psychiatric
hospitalization. Family work to educate the members about the effects of these
types of communications is necessary to prevent relapse. If the family is so
dysfunctional that it does not change to improve the home environment, alternate
living arrangements for the client may be pursued.

Family dynamics, communication, and structure are key components in at-
tempts to alleviate psychopathology. This work, although challenging, is expected
to grow and continue to benefit both families and society well into the future.
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Abnormality

Humanistic-Existential Models
Abnormality: Humanistic-Existential Models

Type of psychology:Psychopathology
Fields of study:Humanistic-phenomenological models; models of abnormality

The humanistic-existential approach views psychopathology as stemming from
feelings of meaninglessness, valuelessness, and alienation; lack of commitment,
will, and responsibility; and failure to grow and to realize potentials. This para-
digm has led to therapies that emphasize awareness, authenticity, free will, choice,
integration, human growth, and fulfillment.

Principal terms
existentialism: a viewpoint emphasizing human existence and situation in the

world, and giving life meaning through the free choice of mature values and
commitment to goals

hierarchy of needs: a sequence of basic human needs, including (from more to
less powerful) physiological needs, safety and security, love and belongingness,
esteem and respect, and self-actualization needs

humanistic psychology: a branch of psychology that emphasizes the human
tendencies toward growth and fulfillment, autonomy, choice, responsibility, and
ultimate values such as truth, love, and justice

incongruence: the possession of false aspects of the self-concept; lack of genu-
ineness

phenomenology: an approach that stresses openness to direct experience in
introspective or unsophisticated ways

self: the unified and integrated center of one’s experience and awareness, which
one experiences both subjectively, as an actor, and objectively, as recipient of
actions

self-actualization: a constructive process of functioning optimally and fulfill-
ing one’s potential; characterized by acceptance, autonomy, accurate percep-
tions, creativity, high ethics, personal growing, and societal contributions

Overview
Humanistic-existential models provide a way of understanding psychopathology
that is an alternative to those offered by the biological, psychoanalytic, and behav-
ioral and social learning paradigms. In contrast to explaining abnormal behavior
through biological or physiological defects or anomalies (the medical or illness
model), or through unconscious intrapsychic conflict and unresolved psychosexual
developmental issues from the first six years of life (the psychoanalytic model), or
as a result of past conditioning or reinforcement history or observational learning
(the learning paradigm), humanistic-existential models essentially maintain that
abnormality reflects and results from a failure to grow and to realize one’s potentials.
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The humanistic viewpoint emphasizes that all people have the human potential
to grow and the capacity for full functioning; given the proper conditions for
growth, people will be self-determining, will exercise choice and responsibility,
and will fulfill their potential and be self-actualizing.

Abnormality is the failure of such growth and development to be realized. Thus,
in the humanistic model, health is not necessarily the absence of disease, but is
instead something positive. Whereas the medical or illness model has traditionally
stressed movement or change from sickness to normalcy, the humanistic model
emphasizes change from normalcy or deficiency in growth to full functioning. The
humanistic model also maintains that people must develop values and make their
choices freely, based on their own experiences. If a person blindly accepts others’
values and choices, then the person will lose a sense of self and become incongru-
ent. Such incongruence is equivalent to abnormality.

The self is a central theme for humanistic psychologists. Carl Rogers postulated
that all people have an actualizing tendency to maintain and enhance themselves,
including their self-concept. Rogers described an organismic valuing process:
What is experienced as satisfying is consistent with the actualizing tendency, and
what is unsatisfying is not in accord with this tendency. When people distort or
even deny experiences in conscious awareness, they have given up using their self
or their organismic valuing process. Instead, they adopt conditions of worth that
have been imposed by parents or other significant people. By becoming what
others want them to be, or evaluating according to others’ perceptions or experi-
ence, they obtain the positive regard and caring that is so important, but they
sacrifice accurate and efficient perception of reality, and ultimately lose their true
selves.

Failure to satisfy basic needs leads to deficiency and is another source of
psychopathology. Abraham Maslow’s motivational theory described a hierarchy of
basic needs. Ranging from the more powerful to the less prepotent higher needs,
these are physiological requirements, safety and security, love and belongingness,
esteem and regard, aesthetic and cognitive, and self-actualization needs. In healthy,
self-actualizing individuals, all the lower needs in the hierarchy are or have at one
time been adequately satisfied; thus, these individuals can express more of their
self-actualizing needs and motives (which include values such as truth, justice,
beauty, and wholeness).

People are not self-actualizing if they are motivated primarily by lower defi-
ciency needs, such as for safety, belongingness, or esteem; the self-actualization or
growth motivation is the weakest of all the needs in the hierarchy. Maslow and
other humanistic psychologists have identified other reasons why so few individu-
als may be self-actualizing. The force of habit, the tendency to stay where one is
(inertia), and the fear of becoming all that one can be (which Maslow called the
Jonah complex) are some psychological forces that conspire against growth. The
misfortunes of poverty, poor parenting, or other sociocultural barriers can prevent
growth motivation from being central. The tremendous power of culture, which can
greatly inhibit deviation from the norm, or societal sanctions that can punish
(socially or otherwise) those who stray too far beyond what society dictates as
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normal or acceptable prevent many from realizing their true self-expression and
potentials. Certain political freedoms are also basic requisites for human fulfill-
ment.

According to Maslow, when a person does not function according to growth
motivation and the various self-actualization needs (truth, beauty, justice, and
others), then he or she suffers from various kinds of spiritual disorders such as
cynicism, nihilism, or emptiness. Spiritual or existential disorders are also high-
lighted by the existential perspective. All humans must have the courage, commit-
ment, and will to use their freedom to choose values that guide life, give life its
meaning, and emphasize obligations to others. Failure to choose, to create one’s
essence, or to deal with normal guilt (awareness of not fulfilling potentials) or
normal existential anxiety (stemming from challenges to one’s values and from
awareness of one’s ultimate death or nonbeing) results in existential despair and
frustration. An existential disorder or crisis is often a reflection of perceived
meaninglessness, isolation, alienation, or valuelessness.

Both Rogers and Maslow characterized the actualizing tendency or self-actuali-
zation need as positive, constructive, rational, trustworthy, and in the direction of
growth and harmony. Existentialists, not quite so optimistically, place additional
emphasis on irrational forces and the potentiality of evil in the normal human
personality.

Optimal health, full functioning, self-actualization, or existential being can be
difficult to realize; Maslow spoke  of  the “psychopathology  of the average,”
meaning that most normal people are content to be adjusted to their social group
of society, and do not truly grow and realize their full potentials as human beings.
Indeed, Maslow suggested that perhaps only 1 percent of the American population
might be self-actualizing. Existential crises, problems of values and meaning,
stunted growth, and lack of fulfillment are not uncommon among materially
comfortable people.

Applications
Humanistic and existential models are appropriately applied in situations in which
clients desire not merely symptomatic relief, but also to become more aware of self
and of existential conflicts and to achieve greater personal growth. Indeed, the
humanistic paradigm has been particularly dissatisfied with pathology-centered
conceptualizations, which have several disadvantages. One problem is that the
illness model stresses the need (rather than the desirability) for treatment; the
decision concerning need for therapy is often made by someone other than the
person herself or himself. A second disadvantage is that therapists tend to be
elevated above the patient, often in an authoritarian, parent-type role, rather than
functioning in a more egalitarian therapeutic relationship. A third problem involves
reinforcing the belief that people are sick and cannot really care for themselves or
take an active and responsible role in their treatment. The humanistic model
presents an alternative, one which would increase client choice and responsibility
and focus on positive goals of fostering strengths rather than simply getting rid of
illness or weakness. Humanistic theorists have observed that the goal of much
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counseling and psychotherapy is more than eliminating pathology and achieving a
state of normalcy.

Humanistic and existential therapists place great emphasis on the nature of the
therapist-client relationship. Existential thinkers such as Martin Buber and Karl
Jaspers stressed the tremendous importance and impact of therapists providing a
full human presence, an authentic encounter, an “I-Thou” relationship with their
clients. Such a deep encounter of intimacy and authenticity allows clients to gain
access to their inner worlds through the unfolding of their real feelings, experi-
ences, and potentials. Buber emphasized “unfolding” as the desired approach for
both therapists and educators.

One of the leading existential analysts was Viktor Frankl, who developed an
approach that he called logotherapy. By examining each person’s unique way of
“being there,” in relation to the physical world, social world, and self, and by
engaging in intimate, open, authentic therapeutic encounter, the logo therapist
allows clients through their basic freedom to take responsibility for creating a life
with meaning. Frankl emphasized techniques such as de-reflection and paradoxi-
cal intention. De-reflection involves taking attention away from oneself and one’s
problems and symptoms and focusing instead on activities that could be done, on
experiences  that can be  enjoyed, and on  other  people.  Paradoxical intention
involves the client’s engaging in and even exaggerating symptoms; by thus magni-
fying and even ridiculing the symptoms, the client can understand his or her control
over the neurotic behaviors and symptoms, and can choose different responses.
Logotherapy, like most humanistic-existential approaches, stresses authenticity
and working with immediacy on issues and experience in the present; it is espe-
cially useful for people dealing with existential crises or boundary situations (such
as confrontation with one’s own death, major changes in life that highlight one’s
ultimate aloneness, or situations that challenge one’s values or that give one a
feeling of meaninglessness).

Gestalt therapy, developed by Fritz and Laura Perls, is yet another approach that
is phenomenological and existential in form and process. Centrally important are
awareness and dialogue, using the direct phenomenological experience of therapist
and client. Process (what and how) in the present (here and now) is amplified and
experienced through contact and existential dialogue, and clients are able in such
an environment to assume responsibility for their choices and values. Gestalt
therapists help patients focus on present experience, reexperience emotions or
enact feelings or thoughts in the present, visualize, act out elements of a dream or
parts of a conflict, exaggerate gestures or bodily symptoms—all to increase client
self-awareness and integration through organismic self-regulation. Various spe-
cialized Gestalt techniques to increase awareness, to resolve splits or conflicts
within the self, and to achieve integration have been developed; the therapist
balances frustration and support to achieve these goals. This approach is particu-
larly useful for people who tend to live in the past or the anticipated future, and for
those who overemphasize intellectual functions and restrain or neglect their feel-
ings and bodily experiences.

The person-centered approach is perhaps humanistic psychology’s most prac-
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ticed and influential system of psychotherapy. Developed as a process of counsel-
ing troubled individuals, it has extended to groups, to human relations training
programs, and even to institutional change. The emphasis of the approach is
squarely on the relationship. Grounded in trust, and with the therapist providing
the necessary facilitative conditions of genuineness, unconditional positive regard
for the client, and accurate empathy (deeply listening and reflecting the client’s
feelings and meanings without interpretation or judgment), the relationship is
intended to allow the client to become more genuine and use the self as the basis
for evaluating experience and behavior. The negative feelings, discouragement,
and conflicts typically experienced in early therapy sessions give way to increased
hope and self-acceptance and ultimately to reaching out to others and living a more
flexible, adaptable, existential, constructive, full-functioning life. This approach is
particularly helpful for those who seem to have lost their sense of who they are, or
who are troubled because of external or internal blockages of their growth.

Rogers, Perls, Maslow, and other humanistic psychologists contributed greatly
to the growth of the human potential movement, which promoted sensitivity
training, encounter groups, and other forms of growth groups and workshops. Such
notions and emphases as the self, growth, free will, choice, autonomy, commit-
ment, responsibility, awareness, positive self-regard, integration, congruence,
authenticity, immediacy, encounter, and human potential are also common to group
and institutional applications of the humanistic-existential approach.

Perspective and Prospects
The biological or medical model of human health had rapidly gained ascendance
during and after the Renaissance, and it dominated psychopathology during the
1800’s. This medical approach continues to be a well-established and even en-
trenched model; types of maladjustment or problems in living such as depression,
anxiety disorders, eating disorders, and alcoholism are often viewed essentially
and sometimes exclusively as diseases, notwithstanding limited evidence of bio-
logical factors in many instances of these disorders.

Within contemporary psychopathology, the first comprehensive psychologically
oriented approach for conceptualizing abnormality was Sigmund Freud’s psycho-
analysis. This model, like the medical model, sees the person as a patient, is
pathology centered, implies little free will, and offers limited responsibility and
choice. It has been criticized as being reductionistic (a person is reduced to drives
and intrapsychic conflicts), mechanistic (a person is viewed as a machine would
be), deterministic (a person has little freedom in creating himself or herself), and
pessimistic (a person is motivated by irrational forces, including instincts for
aggression, unrestrained sexuality, and self-destruction). The psychoanalytic ap-
proach inadequately accounts for human potentials or existential concerns. Yet
until the humanistic-existential approaches developed, the psychoanalytic was the
predominant psychotherapy system available.

The classical conditioning work of Ivan Pavlov, the tremendous influence of
John B. Watson, and B. F. Skinner’s subsequent monumental contributions in
instrumental learning led the behavioral approach to rival the psychoanalytic in
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explaining abnormality. Viewing psychopathology as the failure to learn adaptive
responses or the learning of maladaptive ones, behaviorists utilize the scientific
method with precise theoretical formulations and careful observation and measure-
ment to test and advance their views. Their experimental approach, however, is also
reductionistic (a person is reduced to stimulus-response bonds or a product of
reinforcement history), mechanistic, and deterministic; Skinner disavowed free-
dom and even the possibility of dignity.

The humanistic-existential paradigm presented an alternative: a holistic, organ-
ismic, optimistic approach emphasizing innate growth tendencies, potentials, and
freedom. Many instances of abnormality were viewed as failures to grow, and as
resulting from perceived isolation and alienation in an increasingly technological
and bureaucratic world, or as problems concerning values and meaning. In these
cases, applying the other paradigms meant that people simply were not being
understood or helped.

The humanistic-existential model emerged as a significant contemporary para-
digm for explaining and treating psychopathology during the 1940’s and 1950’s,
and became increasingly influential during the next two decades. Carl Rogers
formulated client-centered therapy during the 1940’s as an alternative to psycho-
analytic techniques. Abraham Maslow devoted much of his professional life to the
study of self-actualization. Ludwig Binswanger developed existential analysis
during the 1940’s; Rollo May and Irvin Yalom became highly influential develop-
ers of existential therapy. Fritz Perls’s first book was published in the 1940’s. Thus,
both the humanistic and existential branches of this approach were developing
simultaneously as coherent, interrelated perspectives.

Many humanistic and existential writers believe that their approach will be
successful to the degree that their notions, emphases, and procedures are incorpo-
rated into the underlying attitudes, techniques, and approaches of the other major
models. If this be the measure, then humanistic-existential writers have already
been quite successful. From behavioral medicine to contemporary psychodynamic
approaches to cognitive-behavioral strategies, many theorists and therapists have
broadened their conceptualizing and enhanced the therapy process by incorporat-
ing at least some of the insights, concepts, techniques, and approaches championed
by the major humanistic and existential writers. Given that the true origins of these
insights and notions undoubtedly go back to the philosophers and religious leaders
of antiquity, this important model has achieved another measure of success by
penetrating to a large segment of the lay community. This paradigm points to and
confronts dimensions of each person’s existence and humanity that had previously
been ignored by the other perspectives; in these ways, the humanistic-existential
model has enhanced people’s understanding of normality and abnormality, and of
themselves.
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Abnormality

Legal Models
Abnormality: Legal Models

Type of psychology:Psychopathology
Fields of study:Models of abnormality

The law assumes rationality. Abnormality is a departure from this rationality,
including the incapacity to have criminal intent (insanity) and the inability to
understand legal responsibilities (incompetence). The law protects citizens from
those who are dangerous and protects harmless incompetents from themselves;
psychological research has influenced a broadening of the “insanity” rule and a
limitation on involuntary commitment.

Principal terms
incompetency: the legally established lack of sufficient knowledge and judgment

to perform a given right or responsibility
insanity: the condition of having a mental disease or defect so great that criminal

intent or responsibility and punishability are not possible
M’Naghten rule: the traditional insanity rule, which holds that a person incapa-

ble of knowing the nature, quality, and wrongfulness of his or her act is legally
“insane”

mens rea: the possession of intent to commit a crime; intent must be present as
well as the legal offense itself before a punishable crime exists (literally, “guilty
mind”)

parens patriae: the power of the state to act as guardian of those people who
cannot take care of themselves (literally, “parent of the country”)

psychosis: a mental condition involving distortion of universal assumptions about
time, space, cause and effect, or “reality”

rationality: the capability of thinking logically so that one is aware of the
consequences (rewards and costs) of actions

Overview
In the United States, three broadly based legal principles and their elaboration by
judicial interpretation (case law) and by legislatures (statutory law) reflect the
law’s core assumptions about normal and abnormal behavior. These principles are
rationality, the protection of the incompetent, and protection from the dangerous.

The first of these concerns is the importance of rational understanding. The
normal person is, the law assumes, sufficiently rational that the person can base his
or her choices and actions upon a consideration of possible consequences, of
benefits and costs. In the civil law, two people making a contract or agreement are
expected to be “competent” to understand its terms. In the criminal law, a destruc-
tive act is deemed much worse and punishable if it is intentional and deliberate.
Concern about motivation extends through the normal range of illegal acts, and
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offenses resulting from malice (that is, intentional offenses) are generally dealt
with more harshly than those that result from mere negligence. Under the civil law,
those incapable of understanding simple business transactions with ordinary pru-
dence may be deemed “incompetent.” Under the criminal law, in a principle that
dates back to  Roman times, persons who are deprived of understanding are
considered incapable of intent and the corresponding guilty mind (mens rea). In
the words of the 1843 M’Naghten rule (named for Daniel M’Naghten, also spelled
McNaughton), if the accused is laboring under such a defect of reason from a
disease of the mind as not to know the nature and quality of the act he was doing,
or, if he did know it, he did not know what he was doing was wrong, then this
accused person is “insane” and cannot be found guilty.

Two other basic legal principles justify society’s special attention to helpless
people and to dangerous people. The doctrine ofparens patriaeas early as 1324
authorized King Edward II of England to protect the lands and profits of “idiots”
and “lunatics.” Under this doctrine, the state may appoint a guardian for the
harmless but helpless mentally ill—that is, those incapable of managing their
ordinary business affairs. Since the mentally incompetent cannot make an in-
formed decision about their need for treatment, the protection of the state allows
the “commitment” of such people to hospitals, regardless of their own wishes.

The third doctrine which has been applied to the abnormal is the “police power”
of the state. Inherent in the very concept of a state is a duty to protect its citizens
from danger to their personal safety or property. This duty is considered to include
the right to remove from society those abnormal people who are dangerous and to
segregate them in institutions. In the United States, the laws of all fifty states
authorize the restraint and custody of persons displaying aberrant behaviors that
may be dangerous to themselves or others.

These principles of law, all based upon logically derived exemptions from
assumptions concerning rational intent and understanding, have changed slowly in
response to influences from the public and from the mental health professions. In
institutionalization decisions, theparens patriaepower of the state became more
widely used beginning in the mid-nineteenth century as judges and the public
became more accepting of the mental health enterprise. Hospitals were considered
protective, nonstressful environments where the harmless insane would be safe.

In the decade of the 1960’s, the arguments of critics of these views became
widely known. Psychiatrist Thomas Szasz argued that mental illnesses were little
more  than  crude  metaphors for “problems in living,”  myths that  were  used,
harmfully, to deprive individuals of their feelings of responsibility. Erving Goff-
man charged that institutionalization was a degrading, dependency-producing
process. As a result of these criticisms, the institutionalization of individuals for
their own welfare (parens patriae) became less common. Dangerousness became
the major reason for involuntary commitment.

The insanity exemption from legal responsibility also has been adjusted and
modified. The central concern of the professionals was that strict M’Naghten-rule
“insanity” included only the small minority of offenders who had no understanding
whatsoever that their offense was unlawful, the sort of offender who shot the victim
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thinking he was a tree. An offender could be mentally ill by psychiatric standards
but still be considered sane. As a response to these criticisms, new legal tests that
expanded the meaning of insanity were somewhat experimentally adopted by a few
courts. The “irresistible impulse” rule, stating that a person would not be consid-
ered responsible if driven by an impulse so strong it would have occurred had there
been “a policeman at his elbow,” supplemented the M’Naghten rule in some states.
In 1954, the federal courts, in the case of theUnited States v. Durham, adopted an
even simpler rule: Insanity involves simply the illegal act being “the product of
mental disease or defect.” This Durham rule was quickly attacked for turning a
legal decision over to mental health professionals, some of whom seemed to
consider virtually all deviancy a disease. Stung by such criticisms, the federal
courts, along with twenty-six states, adopted a rule proposed by the American Law
Institutes (the ALI rule) that seemed to incorporate aspects of each of the preceding
rules: Because of mental disease or defect (Durham rule), the defendant lacks the
substantial capacity to appreciate the criminality of his or her conduct (a softening
of M’Naghten “know”), or to conform this act to the requirements of law (the
substance of the “irresistible impulse test”).

As a result of public fears that manipulative villains would use the insanity
defense as a way of escaping punishment, some states have adopted the alternative
of allowing “guilty but mentally ill”  verdicts or abolishing the insanity plea
entirely.

Applications
Abstract models of abnormality represented in the law often present many com-
plexities when applied to an actual case. Before such concepts as insanity or
dangerousness can be implemented, many commonsense and often implicit as-
sumptions are added to the legal definitions.

Studies of the deliberations of mock (simulated) juries and the decisions of real
juries in various types of cases suggest that a successful insanity plea would have
a number of characteristics. The offender would have a record of psychiatric
contact before the offense, preferably hospitalization. His or her offense would not
seem to make sense—that is, it would involve a trivial reward and poor or no
planning. His or her stated reasons for the offense would sound fantastic to others.
He or she would initially be found incompetent to stand trial. The crime with which
he or she was charged would not be murder and especially would not be seen as a
heinous offense. Curiously enough, most of these factors are considered by juries
regardless of the legal rule in effect. Most of the factors are involved in the 80
percent of all successful insanity pleas which seem sufficiently clear that they are
not contested by the prosecution. Most defendants found not guilty by reason of
insanity remain in mental institutions as long as they would have otherwise served
in prison if convicted.

A case that displays most of the ambiguities that sometimes occur in the process,
and that shifted public opinion against the legitimacy of the insanity plea, was the
trial of John Hinckley, a young man who attempted to assassinate President Ronald
Reagan and gravely wounded Reagan’s press secretary. Hinckley’s act had many
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of the elements of an “insane” one. Hinckley identified very closely with a
character in a popular motion picture, a loner who stalks the president and engages
in a rescue attempt that ends in a bloody gun battle. So involved was Hinckley with
the film that he seemed controlled by his fantasy and unaware of his own identity.
Diagnosed a schizophrenic, a condition in which fantasies cannot be separated
from reality, he had wandered aimlessly for years and had consulted psychiatrists.
On the other hand, he had clearly planned the act, bought special bullets, and given
every indication he knew the act was illegal. Under strict M’Naghten-rule stand-
ards, he would probably have been found to “know” right from wrong. Under the
more liberal ALI standard, however, it was felt that he both had a mental disease
and was driven to the act by his fantasy; he lacked the capacity to conform his
behavior to the law. He was found “insane” and committed to locked facilities in a
hospital.

Aside from illustrating the complexity of an actual case at law, the Hinckley case
illustrates an implicit assumption of the public: A notorious offense against a
popular leader seems to justify punishment. In other famous cases, the offenders
appeared clearly schizophrenic as well, but “insanity” was not used successfully
as a defense. Serial killer David Berkowitz received instructions from a dog;
Herbert Mullin killed at random whenever instructed by mysterious voices. Both
were found sane in spite of obvious symptoms. Heinous crimes seem to require
punishment regardless of the mental state of the offender.

The investigation of the meaning of the term “dangerousness” offers an example
of how a term can be operationalized by experience. This term has been elaborated
by the laws of the various states. It usually includes dangerousness against oneself
as well as others. It can include threats against the property of others or even,
sometimes, unintended harm caused by incompetence. A retarded person wander-
ing onto a busy highway might be a case of this last condition. Often the word
“dangerousness” is used in connection with other aberrant behavior.

John Monahan, refining the word “dangerousness” to imply the prediction of
future violent behavior, has reviewed several studies that have spoken to the
question of the accuracy of such predictions. If one excludes that minority of such
individuals who have already committed violent acts, the post hospitalization rate
of violent acts of former mental patients seems approximately similar to the rate
of violent acts in the public in general. In a typical study, offenders at a Massachu-
setts facility were evaluated for dangerousness by clinical examinations and by the
careful construction of their life record. Of 435 patients released during a ten-year
period, approximately 50 were evaluated as dangerous. The rate of commission of
a new violent (assaultive) act was 35 percent among those predicted dangerous but
only 8 percent among those judged nondangerous and ready for release: There was
sufficiently more violence among the predicted group. This research was inter-
preted to indicate that such predictions could be made for groups. Nevertheless,
two-thirds of those predicted as dangerous failed to commit another violent act
during the five-year follow-up period. Were it not for a judicial order, they would
have been incarcerated for what a team of mental health evaluators had to say about
their potential—for what they were expected to do in the future. It should be added
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that among the most valid predictors was the presence of overt violent acts in the
past.

Perspective and Prospects
Legal models of abnormality were formulated in Western civilization many centu-
ries before psychology existed as a science. The models were based upon princi-
ples concerning human beings that evolved in folk wisdom and in religion. The
normal person was expected to be able to undertake important actions intentionally
and to be aware of the consequences. Abnormality was any condition that involved
the incapacity to make intentional decisions with awareness of the consequences.
There was, by necessity, a sharp dividing line between the normal and abnormal,
as a lack of competence made an agreement invalid. The degree of rationality
needed was a minimal one involving only an understanding of the direct and
immediate consequences of an act. The rest of the law concerning abnormality
involved two additional considerations: the protection of the harmless insane, and
protection of citizens from those who were “dangerous.” For centuries, the legal
system merely fine-tuned these basic principles: The M’Naghten rule expressed
proof of the lack of criminal intent more precisely; state laws often provided in
greater detail just what was meant by dangerousness.

The legal model evolved as a separate system and was little influenced by the
academic psychology of the early twentieth century. Since about 1950, the legal
model has been influenced by some general insights from the behavioral sciences.
The broadening of the insanity rule and the narrowing of the justification for
institutionalization were the direct effects of such influences.

Psychological models of abnormality, in contrast to legal models, tend to be less
narrowly focused on thinking processes, look for causes and consequences that are
hidden or far removed, and see abnormality as a matter of degree. Almost inevita-
bly, psychological models are biased against seeing a criminal action entirely as
the result of a decision made a few minutes before and in favor of determination
by external events. A few psychologists have publicly extended the concept of
mental illness to cover such conditions as “television intoxication.” Public reac-
tions to broadening the concept of abnormality, along with the Hinckley case, have
led to pressures to eliminate the insanity defense altogether.

Psychology is well positioned to continue its contributions to legal models by
helping to make clear the meaning of legal terms which sometimes imply predic-
tions or refer to quantifiable dimensions. The skills involved in “competence to
stand trial” or “legal responsibility” have been quantified in standardized inter-
views that yield numerical scores. This can bring greater objectivity to a process
that has largely been intuitive. A better than chance prediction of future violent acts
can be made only for those who have already committed violent acts. Further study
of these violent actors might advance understanding of motivational factors that
lead to the repetition of violence.

Psychological criticism of the legal system is sometimes little more than dis-
guised criticism of the assumption of free will and responsibility on which the law
is based. Psychology (and other behavioral sciences) generally looks for causes of
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external events that are far removed from the point at which individual decisions
are made.

The law, on the other hand, assumes that an individual can at any given moment
exercise a choice, “free will.” Any foreseeable consequences that come from that
choice are “caused” by the individual who makes it. The assumption of free choice
and responsibility found in the law is an assumption necessary to an ordered system
of justice. For this reason, rational intent will continue to be an intrinsic part of the
law, as will special treatment for those who lack the capacity to make this choice.
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Abnormality

Psychodynamic Models
Abnormality: Psychodynamic Models

Type of psychology:Psychopathology
Fields of study:Models of abnormality; psychodynamic and neoanalytic models

Psychodynamic models of psychopathology contribute much to the investigation of
abnormality and to the study of personality in general. The psychodynamic view
pivots around the strong influence of the unconscious and internal psychological
conflict on human emotions and behavior and in the development of psychiatric
disorders. Neoanalytic models such as ego analytic, ego psychology, and self/ob-
ject relations models have gained increasing popularity.

Principal terms
conversion disorder: a disorder in which unconscious conflicts are transformed

into physical symptoms such as blindness, loss of function, or paralysis
defense mechanisms: coping strategies that distort reality to some degree and are

used to deal with anxiety aroused by internal conflict
ego: the fundamental part of the mind that mediates among the reality of the world,

id forces, and superego forces
fixation: an inability to progress to the next level of psychosexual development

because of overgratification or undergratification of desires at a particular stage
id: the part of the mind that operates on the pleasure principle; contains uncon-

scious biological drives for sex, hunger, and aggression
identification: the internalization of parental or societal values, behaviors, and

attitudes
psychosexual stages: the stages of psychosexual (personality) development;

they are the oral, anal, phallic, latency, and genital stages
superego: the process in the mind that is commonly thought of as one’s conscience

Overview
Psychoanalytic theory forms the basis for the psychodynamic model as developed
by  Sigmund  Freud in  the early 1900’s. Freud  and the  other psychodynamic
theorists of his time believed strongly in the principle of psychic determinism. This
principle is founded on the belief that men and women are not free to choose their
behaviors; rather, behaviors, both normal and abnormal, are determined or caused
by a combination of intrapsychic forces, which Freud named the id, ego, and
superego. These processes interact in the execution of internal mental activities that
are both conscious and unconscious. Unsuccessfully resolved conflicts within the
mind can lead to abnormal behavior. The ego, which operates on the reality
principle, must negotiate between the desires generated by the id, the controls of
the superego, and the demands of the real world. Successful negotiation can be
illustrated by the following example. An ice cream truck drives through Michelle’s
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suburban neighborhood every day at dinner time. Michelle’s parents have forbid-
den her to buy a Popsicle, however, because it will ruin her appetite. Michelle
approaches her parents and says, “Can I buy a Popsicle now and put it in the freezer
until after dinner? I promise I will clean my plate.” In this example, the ego has
arrived at an acceptable  compromise between the  id, which operates on the
pleasure principle (”I want the Popsicle now”) and the superego or conscience
(”Mom and dad will be angry at me unless I wait until after dinner”). Partial or
incomplete resolution of internal conflicts is thought to lead to psychopathology.

In 1905, Freud proposed that personality development progresses through a
series of “psychosexual stages.” Disorders such as schizophrenia, according to
some psychoanalytic theorists, are thought to be a result of an individual’s “regres-
sion,” or return to an earlier, more primitive level of psychosexual development,
such as the oral stage. This regression can signal that the patient is not ready to cope
with the demands of adult sexuality or responsibility and may be unconsciously
designed to elicit caregiving or nurturing from others. Some psychoanalysts have
advocated a type of “reparenting therapy” to encourage resolution of early con-
flicts about being cared for and to encourage the patient to return to higher
developmental levels of functioning. In the case of schizophrenia, symptoms such
as symbolic language and bizarre gestures may represent the patient’s distorted
attempt to communicate the underlying conflict or trauma. Some patients who have
experienced schizophrenic regression and withdrawal and recovered have reported
that they knew people were talking to them but could not respond or look at them
because of overwhelming fears, such as that the world would end. The intense,
overwhelming anxiety and the accompanying difficulties in being able to commu-
nicate with others often make it more difficult to reach out to the individual who is
suffering. The bookThe Eden Express(1975), by Mark Vonnegut, presents a
personal account of the experience of developing schizophrenia and recovering
from the disorder.

Many  professionals believe that some major  psychiatric disorders such  as
depression and schizophrenia result from both internal psychological conflict or
trauma and biochemical changes or abnormalities. Combination treatments that
utilize psychotropic medication to calm the overwhelming anxiety or treat the
depression can often make the patient better able to benefit from psychodynamic
therapies. Depression, according to psychoanalysts, may result from anger turned
inward on the self. The self forms a love attachment to an idealized other in a close
relationship; when the relationship is over, that part of the self that identified and
internalized the image of the other turns the anger of rejection in on those parts of
itself. Psychodynamic interventions would seek to help the depressed person
release this anger in appropriate ways rather than internalize it.

The development of some personality disorders or traits is thought to have
origins in the early (pregenital) psychosexual stages. Freud hypothesized that toilet
training that was too harsh or too lax could lead to “fixation” in the anal stage. If
someone became fixated at this or any other pregenital stage, Freud believed that
he or she would be thwarted in achieving mature personality development. He
proposed the “anal character” (such as the obsessive-compulsive personality) to
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describe an adult who may be excessively sloppy or neat, depending on the nature
of the toilet training the person experienced. Similarly, the oral character is a
person who was fixated at the oral stage and may show symptoms such as chain
smoking, overeating, or other excessive oral habits. Although this idea is intrigu-
ing, there has been little empirical support for these hypotheses.

Some of the anxiety disorders are thought to originate in the phallic stage. For
example, a little boy who develops a phobia or irrational fear of adult men might
have been thought to have displaced the castration anxiety he had experienced
from his father to all adult men. The internal conflict related to sexuality results in
anxiety and avoidance. If the central conflict of this period was resolved success-
fully, the child would progress to the next stage of development, the latency period.
Partial resolution of any of the conflicts associated with the stages could lead to
other psychiatric disorders. Freud believed that conflicts over sexuality and trau-
matic experiences would be repressed or eliminated from conscious awareness
because they were too unpleasant and caused too much tension and anxiety if the
person became conscious of these memories or thoughts. This reliance on repres-
sion can lead to dissociative disorders such as fugue states or multiple personality
disorder, in which entire periods of a person’s life are blocked out of conscious
awareness. Although there is controversy over the existence of multiple personality
disorder, a dissociative disorder in which alternate identities are formed through
dissociation and a form of self-hypnosis as a defense against abuse or trauma, many
clinicians believe they have treated individuals with this disorder.

Freud’s last stage of development, the genital stage, represents the highest level
of psychosexual development. Adults who have successfully negotiated the tasks
of this stage are able to sublimate sexual and aggressive energy. Sublimation refers
to the ability to channel these energies into socially acceptable activities. In this
stage, mature sexuality and altruistic (nonselfish) love evolve. Persons who can
function normally are thought to have reached this level of development; however,
Sigmund Freud believed that even emotionally healthy people use defense mecha-
nisms to cope with anxiety.

Anna Freud, his daughter, further developed and refined the list of defense
mechanisms that were originally proposed. Each time one uses a defense mecha-
nism, however, one gives up or distorts a little of the true reality one experiences.
For example, a college student fails to attend class regularly, thinking he or she can
pass the course anyway, but flunks the first test. The student then says to his or her
roommate, “I would have passed the exam if the professor had given a fair test.”
In this example, the student uses the defense of denial, essentially disregarding his
or her failure to attend class as a contributing factor in the poor academic outcome.
It also demonstrates rationalization, or making up an excuse that is not accurate but
is acceptable to one’s self-esteem.

Freud treated the neurotic or anxiety disorders exhibited by his patients with the
method of psychoanalytic psychotherapy. Clients, or patients, as they were referred
to then, would lie on a couch, with Freud seated at the head, looking away from
the client. Then the first step of psychoanalysis, called free association, would
begin; the patient was encouraged to say anything that came to his or her mind.
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Each thought or memory was believed to trigger subsequent memories and tap into
the stream of unconscious thought. During the free association period, early
childhood experiences were relived and their anxiety was released in a process
called catharsis. This represented a cleansing of the mind through the release of
repressed (forgotten) traumas. Repression, previously mentioned, is a defense
mechanism that has a central place in psychodynamic theory; it is thought to occur
at the unconscious level to block memories that are too painful for the person to
remember. Freud used the psychoanalytic technique to treat a common disorder of
the times, which was then called “hysteria.” This disorder was thought by Freud to
be caused by repressed memories that led to the expression of various symptoms
such as temporary loss of vision, temporary paralysis, and anxiety.

The psychoanalytic model and the method of psychoanalysis have been criticized
for several reasons. Neo-Freudians considered the psychodynamic model to be too
focused on psychosexual development, determinism, sexuality, and aggression;
however, most did believe that the model was viable for explaining the development
of various psychiatric disorders. Psychoanalysis, as a method of treatment, has been
criticized as being too time-consuming and expensive, often taking years to accom-
plish its goal. Proof of its effectiveness as a therapeutic approach has not been
unequivocally documented by outcome research. Neoanalytic theorists (or ego
psychologists, as some have been termed) developed psychodynamic theory further
to focus more on the development of the self. Important contributors to modified
versions of psychodynamic theory were Carl Jung, Alfred Adler, Karen Horney, and
Harry Stack Sullivan. Important ego psychologists included Heinz Hartmann and
Erik Erikson. Margaret Mahler, Heinz Kohut, Melanie Klein, James Masterson, and
Otto Kernberg have also been contributors to self or object relations theory, another
psychodynamic stage theory that refers to the development of mental repre-
sentations of one’s emotional attachments to significant others.

Applications
Psychoanalytic models have had widespread influence on the field of psychology and
have strongly influenced contemporary thinking, especially in the area of marketing to
consumers. Although there has been mixed empirical support for the advertising
technique referred to as “subliminal persuasion,” this technique has been used to
market products to consumers in the form of subliminal messages flashed on television
screens, subliminal audio messages played over piped-in music in stores, and pictures
secretly embedded in magazine ads. Subliminal persuasion is designed to influence the
unconscious mind in order to get people to purchase certain products without their
conscious or direct awareness. Subliminal messages are also used in self-help pro-
grams produced on audiocassette tapes to help people relaxor to raise their self-esteem.
The unconscious subliminal messages are embedded in background sounds such as
music and are not audible to the listener.

The most direct applications of the psychodynamic model have been in the
ability to understand psychopathology and personality development. The use of
this model to develop forms of short-term psychodynamic psychotherapy has
played a significant role in the area of psychotherapy. Short-term therapy refers to
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a treatment approach that is more focused and goal-oriented than traditional,
classical psychoanalysis, with a maximum time limit of twenty sessions or six
months. This approach has been popular with third-party reimbursement agencies
such as insurance companies, who often impose limits on reimbursement.

The following case example illustrates the use of short-term psychodynamic
treatment of a conversion disorder. Michael had been playing ball with a friend
when the friend ran out into the street to retrieve the ball. The friend was hit by a
car and became paralyzed and confined to a wheelchair. After a few weeks,
Michael, who had been traumatized by witnessing the event and who felt guilty
about having thrown the ball, lost the function of his legs and became unable to
walk. Physical examination showed no organic cause for his paralysis, and he was
referred to a psychodynamic therapist. A complete history was taken, which
included recent events. His parents reported the incident with his friend; Michael,
however, had repressed it and did not recall what had happened. One day in a
therapy session, Michael noticed a picture in the office of a famous baseball player.
He then remembered for the first time witnessing the accident (a memory he had
previously found too anxiety provoking). After several more sessions in which
Michael expressed his guilt and remorse over the accident, he began to realize that
he did not intentionally want his friend to be hurt. Sometime later, Michael
regained the use of his legs. The treatment took two months, with weekly one-hour
sessions. In this case, the symptom of paralysis of Michael’s legs represented the
unconscious conversion of his intense internal anxiety into a physical symptom.
The memory lapse for the incident represented repression and dissociation.

Art therapists have used psychodynamic models to understand the meaning
underlying artwork created by emotionally disturbed children. This application is
often referred to as art therapy or expressive therapy. The “kinetic house, tree,
person” drawings and “draw a person” tests utilize principles of art therapy using
psychoanalytic theory as the basis for interpreting the drawings and discovering
the developmental level and psychological defenses of the child. Determining the
presence of unconscious conflicts such as a child’s difficulty with aggressive or
sexual impulses has also been accomplished with these interpretive methods.

Hilde Bruch studied eating disorders, particularly anorexia nervosa and bulimia
nervosa, for three decades and was a proponent of the ego-analytic approach to
explain the underlying problem central to eating disorders. Bruch believed that the
central problem in individuals with eating disorders was the failure to develop an
autonomous self. According to her theory, women with anorexia seek to control
their bodies as a substitute for their lack of control in making their own decisions
and because they have not been able to develop mature ego functions as a result of
parental overprotection or domination. Bruch’s work has had a significant influ-
ence on the successful treatment of clients with eating disorders and represents a
lasting contribution to the field of psychology.

Perspective and Prospects
Sigmund Freud has been described as the father of psychoanalysis, the forerunner
of modern psychotherapy. He originally studied hypnosis and trained under Josef
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Breuer. Freud was educated as a physician, with a specialty in neurology; he was
also influenced by the theories of Charles Darwin, particularlyThe Descent of Man
(1871). Freud’s heritage was Jewish, and he was originally from Germany. He fled
Germany to escape the Nazis, an event that undoubtedly had a strong influence on
his perspective. He settled in Vienna, Austria, which became the seat of develop-
ment of  many psychoanalytic theoreticians of late  Victorian times; however,
because of the social setting (upper-middle-class Vienna) and the time period
(Victorian), Freud’s theories met with strong objection. Particularly offensive was
his focus on infant sexuality as well as adult sexuality. During this period, society
in Vienna was very strict and repressive regarding sexuality. Women, especially,
were discouraged from expressing or even acknowledging sexual desires and
impulses. The society was strongly patriarchal, with the male head of the house-
hold holding a dominant position of authority, under which the wife and children
were seen as possessions. Thus, Freud’s theory was not popular with the public; in
fact, it was originally rejected by other professionals as well.

The Neo-Freudians, dissatisfied with the deterministic approach of psychoana-
lytic theory, began to branch out and broaden the psychodynamic perspective. Carl
Jung, a Swiss psychiatrist, believed that Freud’s theory was too negative and
narrow.  Jung proposed that the  mind houses a  “collective unconscious” that
consists of  archetypes,  which are symbols of  the  experience  common  to  all
humans. In addition, Jung’s therapy operated on the integration of conflicting or
opposite aspects of the self, such as masculinity and femininity.

Another contemporary and colleague of Freud, Alfred Adler, disagreed with the
part of drive theory that emphasized sexuality. Adler preferred to emphasize the
ego, or the self, and one’s relationships to others and society. He believed that
humans suffer from feelings of inferiority, and thought that the important drive
determining actions is a drive for dominance over others. In the early and mid-
1900’s, Harry Stack Sullivan and Karen Horney continued this emphasis on the
importance of social relationships, specifically the importance of the parenting
relationship. They suggested that poor parenting during early childhood leads to
anxiety and poor self-concept in later adult years.

In this same period, Heinz Hartmann, credited with being the founding father of
the contemporary school of ego psychology, proposed the existence of the
“conflict-free sphere” of ego functioning. Hartmann believed that the ego not only
negotiates between the  opposing forces of the  id and superego but also has
independent, free functions of its own. Erik Erikson developed a theory of psy-
chosocial development that outlined and defined the formation of “ego identity”
achieved through a conflict resolution of crises presented at eight  stages of
development. For example, in the first stage, from birth to age two, the child has to
learn whether it can trust its caretakers. If not, the child will have a basic mistrust
that will influence subsequent development and relationships.

Margaret Mahler became one of the most influential object relations theorists.
Object relations are defined as the mental representations of one’s emotional
attachments to significant others. Mahler developed a stage theory that outlines the
development of the psychological birth of an individual. The stages are autism,
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symbiosis, separation-individuation, and on-the-way-to-object-constancy. The end
product of the progression through these stages is an individual who can function
independently and hold mental representations of others as whole persons with
both good and bad qualities. Mahler’s separation-individuation stage has been one
of the most important contributions to object relations theory; children who do not
complete the tasks of the stage will never develop into fully independent adults.
Object relations approaches and short-term psychodynamic therapy are widely
used to treat individuals who suffer from personality disorders.
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Abnormality

Sociocultural Models
Abnormality: Sociocultural Models

Type of psychology:Psychopathology; social psychology
Fields of study:Models of abnormality

A sociocultural approach to abnormal psychology examines how cultural factors
determine what behavior is labeled abnormal within different societies; in addi-
tion, it investigates how societal values promote certain types of psychological
abnormality.

Principal terms
cross-cultural research on abnormality: a comparison of different cultures’

practices of labeling behavior as abnormal
cultural factors: the standards and expectations of a particular society that

influence the labeling of behavior as abnormal
psychiatric diagnosis: the label applied to an individual whose behavior is

thought to be the result of a specific mental disorder
stereotypic gender roles: a society’s expectations of individuals’ behavior

based on their gender
stigmatization: the practice of discrediting or discriminating against someone

because of a past or present psychological disorder

Overview
A sociocultural viewpoint of abnormality is one of several approaches used in
attempting to explain the causes of abnormal behavior. Unlike other approaches to
abnormality, this perspective places great emphasis not only on the causes of
abnormality but also on the reasons behind why certain behaviors are labeled
abnormal. Supporters of this approach assert that cultural factors are at work within
each society determining why certain behaviors are considered normal while
others are not. Therefore, a sociocultural perspective uses research from areas such
as anthropology, sociology, and political science as well as psychology in studying
abnormality.

There is a large range of opinion regarding what should be considered abnormal
behavior even among those who take a sociocultural viewpoint. Certain investiga-
tors consider the concept of psychological abnormality to be a complete myth.
Thomas Szasz and R. D. Laing, both psychiatrists, are two examples of such
individuals. Szasz, inThe Myth of Mental Illness(1961), rejected the idea that
people have mental illnesses in the same way that individuals have physical
disorders such as cancer or heart disease. Szasz contended that behavior said to be
the result of mental illness is nothing more than an individual’s way of managing
the problems of living.

R. D. Laing expressed a similar viewpoint and extended it to the condition of

56



schizophrenia. Considered by most mental health professionals to be one of the
most severe psychological disorders, schizophrenia is characterized by symptoms
which include auditory or visual hallucinations (hearing voices or seeing visions
of people or things not physically present), delusions (beliefs not based in reality),
and deterioration in areas such as work or school, interpersonal relationships, and
hygiene. Laing asserted that certain individuals enact these schizophrenic symp-
toms as a reasonable response to an unreasonable living situation. That is, individu-
als who are diagnosed as schizophrenic perceive their current environment as
unlivable and face  it  by  adopting  schizophrenia. Laing concluded that these
individuals are diagnosed as schizophrenic because of their violation of particular
social standards, not because they have an underlying physical disease that causes
their behavior (Richard Evans, 1976).

Most investigators who endorse a sociocultural view of abnormal behavior are
not as radical as Szasz or Laing. More moderate advocates of a sociocultural
perspective do not deny the existence of factors other than societal standards (for
example, biological influences) that cause the development of abnormality. The
goal of sociocultural researchers, however, is to illustrate how societal standards
dictate what behavior is labeled abnormal.

Cross-cultural investigations are one way of examining the influence that socie-
tal factors have on determining the behaviors which are considered abnormal.
Cross-cultural research has shown that societal factors are important in determin-
ing not only what is diagnosed as psychologically abnormal, but also what is
labeled physically abnormal. For example, dyschromic spriochaetosis, a disfigur-
ing disease characterized by multicolored spots on the skin, is so common among
members of a South American tribe that those who donot have it were long
considered abnormal. To a greater extent, societal standards also determine which
behaviors are considered psychologically abnormal. For example, until recently,
every winter near the southeastern Canadian region of the Saint Lawrence River,
male residents of all ages engaged in a yearly ritual of clubbing to death baby seals
for their pelts. Even though more humane ways were available to kill the seals,
citizens of this region viewed clubbing the seals to death as normal because of the
tradition surrounding the practice. This treatment of animals within most parts of
American society would be considered cruel, and it is likely that those who
participated in it would be labeled as abnormal. In summary, cross-cultural studies
demonstrate that what is considered abnormal behavior differs across societies
depending on the values and customs of a particular culture.

The sociocultural approach proposes that, across different societies, there are
certain types of action likely to be viewed as abnormal. One type of conduct that
is likely to be viewed as abnormal is behavior that violates societal expectations.
Each society has expectations about what is appropriate and inappropriate behav-
ior for a given setting. For example, if in the middle of a college lecture a student
were to strip down to a bathing suit, most Americans would believe that this
behavior was the result of a psychological disorder. If the same student were to
undress in a similar fashion on a public beach, however, minimum disruption
would occur, and few, if any, fellow sunbathers would consider this conduct
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abnormal. This example illustrates how a particular society’s expectations regard-
ing what is appropriate behavior for a particular situation determine what is
considered normal or abnormal.

A second type of behavior likely to be termed abnormal is behavior that is
disturbing enough to others that they want it changed (Leonard Krasner, Author
Houts, and Leonard Ullmann, 1992). Children who are diagnosed as having
attention-deficit disorder (ADD) would fit this criterion. In the classroom, ADD
children have difficulty remaining seated and waiting their turns, often blurt out
answers, talk excessively, and do not follow instructions. These behaviors are often
so disturbing to their peers and teachers that children who engage in them are
frequently referred to mental health professionals because they are considered
abnormal and in need of treatment.

A final type of behavior that is likely to be labeled abnormal is behavior that
appears irrational, self-defeating, or maladaptive. For example, imagine the reac-
tion most people would have if they were to view a man walking along a downtown
street, shabbily dressed and foul smelling, and talking to himself about Martian
invaders sent to Earth to steal his mind. It is likely that most observers of this
individual would consider him to be crazy. In this connection, persons who exhibit
the symptoms of schizophrenia, as illustrated in this example, seem to most
observers to be engaging in actions that are irrational and maladaptive.

Applications
Researchers who advocate a sociocultural perspective are very concerned with the
potential weaknesses and misuses of labeling certain people abnormal. Psychiatric
diagnoses are obtained through a psychiatrist’s or other mental health profes-
sional’s labeling of someone as having a mental disorder based on that person’s
reported or observed behavior. In practice, diagnosing involves taking the reported
and observed behavior of an individual and comparing it to the conditions listed in
the American Psychiatric Association’sDiagnostic  and  Statistical  Manual of
Mental Disorders, or DSM; new editions are published periodically. The manual
contains a sanctioned system for diagnosing behavior. A now-classic study con-
ducted by David Rosenhan, “On Being Sane in Insane Places” (1973), demon-
strated several potential problems with correctly diagnosing people as psychologi-
cally abnormal. In Rosenhan’s experiment, he and seven associates from Stanford
University presented themselves to mental hospitals under false identities and
complained of hearing voices saying “empty,” “hollow,” and “thud.” All eight were
admitted to the hospitals; seven were diagnosed as schizophrenic, and the eighth
person was diagnosed as having another severe psychological disorder. After being
admitted to the hospital, the pseudopatients behaved as normally as they did before
their admission and stopped complaining of hearing voices.

During their hospital stay, some of the patients recorded information in note-
books. This note-taking behavior, as well as other normal behavior, was listed in
their medical records as further evidence of their mental disorder. In spite of their
normality, the average patient was hospitalized for nineteen days and typically
released with the diagnosis of “schizophrenia in remission.” That is, although the
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pseudopatients did not exhibit schizophrenic behavior at the time of their dis-
charge, they were labeled as having an underlying psychological disorder that
could recur in the future. Rosenhan’s study illustrates several potential limitations
to declaring people abnormal. First, people are often labeled as abnormal with
insufficient supporting evidence. Second, once a person is designated as abnormal,
much of his or her behavior, whether otherwise normal or not, is seen as part of his
or her abnormality. Third, the label of being abnormal is difficult to discard. That
is, even though the pseudopatients were discharged, they were released carrying
psychiatric diagnoses.

In addition to the potential problems with accurately diagnosing abnormality,
the label of abnormality is often intentionally used to harm or discredit individuals.
One graphic example of how the concept of psychological abnormality has been
misused is the practice of leaders in some countries diagnosing political dissidents
as mentally ill in order to banish them to psychiatric hospitals for “treatment,” thus
silencing their protests. Andrei Sakharov, regarded as a prominent nuclear physi-
cist within the Soviet Union until he began to criticize the Communist party, wrote
about how political opponents of the Communist government were often diag-
nosed as schizophrenic and sent to mental hospitals. Once hospitalized, these
dissidents often were given powerful psychiatric medications and kept from the
public as a means of quieting their protesting.

In America, individuals diagnosed with psychological disorders such as depres-
sion may be refused access to benefits such as health insurance and employment.
In addition, those diagnosed as having mental disorders are often stigmatized.
Stigmatization is the practice of discrediting or discriminating against someone
because of having a past or present psychological disorder. An example of stigma-
tization occurred in the 1972 presidential campaign, when Democratic vice presi-
dential candidate Thomas Eagleton was pressured into withdrawing from the race
because of the revelation that he had received treatment for depression.

In addition to pointing out the potential misuses of labeling someone as abnor-
mal, sociocultural investigators are interested in identifying the larger societal
influences responsible for creating behaviors that are labeled abnormal. Among
these suggested sociocultural causes of abnormal behavior are factors such as
stereotypical gender roles and poverty. Stereotypic gender roles are the types of
behaviors and attitudes that are expected from individuals because they are either
males or females. Each society has its own set of stereotypic gender roles. These
expectations based on gender place both males and females at higher risk for
exhibiting different types of abnormal behavior. For example, males are at much
higher risk to develop pedophilia, a disorder characterized by recurrent sexual
arousal toward children, and frequently accompanied by attempts to have sexual
relations with children. A sociocultural perspective on pedophilia would highlight
the cultural factors that promote pedophilia, such as society’s frequent depiction of
men as dominating women and children, and the belief that men have a right to
satisfy their sexual desires even at the expense of others.

Women also are at greater risk for developing certain psychological disorders as
a result of particular cultural factors. For example, women are approximately
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nineteen  times more  likely than men to  develop anorexia nervosa. Anorexia
nervosa is an eating disorder in which the individual is extremely underweight
because of self-imposed starvation, sees herself as fat even though she is under-
weight, and is fearful of becoming obese. One prominent sociocultural factor that
is suggested as making women more vulnerable to developing anorexia is society’s
emphasis on women being thin in order to be considered attractive. A study by
David Garner and colleagues, published in 1980, illustrated this increased empha-
sis on thinness within today’s society by analyzing the weight of women depicted
in Playboycenterfolds from 1959 to 1978. The results of this analysis revealed that
the average weight of the centerfolds decreased significantly over the twenty-year
period. This finding indicated that the ideal woman, as defined by Western society,
has become thinner even as the weight of the average American woman has
continued to rise. Supporters of a sociocultural viewpoint state that these contra-
dictory events have placed women under pressure to be thin even at extreme costs
to their health and happiness.

Poverty is another sociocultural factor that places particular members of society
at greater risk for developing psychological disorders. For example, children
reared in impoverished environments experience an increased number of stressful
events such as witnessing violence. This high level of stress increases the likeli-
hood that these children will develop psychological disorders such as post-trau-
matic stress disorder (PTSD). PTSD develops as a reaction to a traumatic stressor
(for example, witnessing the murder of one’s parents) and consists of symptoms
such as experiencing recurrent nightmares regarding the traumatic event, with-
drawing from one’s family and friends, and having difficulty concentrating.

Perspective and Prospects
The sociocultural approach to examining abnormal psychology was spurred on by
criticisms made by Thomas Szasz and R. D. Laing in the early 1960’s. Both these
men had personal reasons to react against the practice of labeling people as
psychologically abnormal. Laing was aware that some of his own personal experi-
ences would be considered by many to be abnormal. For example, Laing reported
that he was able to sleep one hour a night for a week’s time, without the use of
drugs, by altering his own state of mind. Laing also described his participation in
mystical experiences of altered consciousness which he regarded as similar to a
schizophrenic’s hallucinations. Because of his own experience of altered states of
mind and his realization of his normality, Laing was adamant in his denunciation
of assigning labels to people whose behavior is different from that of the typical
person.

More recently, those offering a sociocultural perspective on abnormality have
grown concerned over the increase in the number of labels available to diagnose
someone as having a mental disorder. Between the introduction of the first edition
of theDiagnostic and Statistical Manual of Mental Disordersin 1952 and its third
revised edition in 1987, the number of psychiatric labels roughly tripled, from
approximately one hundred to three hundred. Not by coincidence, sociocultural
advocates contend, the number of mental health workers increased fourfold during
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the same approximate time period. This suggests that the rapid expansion of
diagnostic labels has greatly added to the number of people who can be labeled
abnormal, thus creating an increased market for mental health professionals.

As a consequence of the proliferation in the number of diagnostic labels, the
number of people being diagnosed as suffering from a mental disorder also has
increased. Sociocultural advocates are concerned with this trend, given the possi-
bility that someone may be discriminated against because of being diagnosed as
mentally ill. The potential stigmatization that could occur as a result of being
labeled mentally ill should give all reason to reflect on the usefulness and validity
of the current practice of psychiatric labeling.

In addition to its important criticism of the manner in which people are often
diagnosed as abnormal, the sociocultural approach is  useful in that it alerts
individuals to societal pressures that might promote psychological disorders. An
awareness of these societal pressures allows for the initiation of efforts to prevent
the development of certain psychological disorders. For example, if it is acknow-
ledged that society’s overemphasis on thinness for women is behind certain women
developing anorexia nervosa, then steps such as educational efforts within school
systems can be taken to challenge the attitude that women must be thin to be
attractive.
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Addictive Personality

and Behaviors
Addictive Personality and Behaviors

Type of psychology:Psychopathology
Fields of study:Attitudes and behavior; critical issues in stress; substance abuse

The effects of an addictive personality are harmful to the afflicted individual and
are often harmful to others. Addictive behaviors seem to be at least partly caused
by a need to self-medicate and by low self-esteem; study of these behaviors involves
attempts to identify, predict, and treat them.

Principal terms
addiction: a condition of slavery to a habit, or a very strong inclination concern-

ing it
compulsion: an impulse that is difficult to resist
dependency: the state of relying on another for support or existence
obsession: a compelling idea or feeling, usually irrational, over which a person has

little conscious control
personality: the total physical, intellectual, and emotional structure of an indi-

vidual, exhibited through consistent patterns of behavior
symptom: a sign or indication of a problem; it is not necessarily noticeable to the

untrained individual

Causes and Symptoms
Some researchers have asked whether there is a single psychological predisposi-
tion or a multilevel series of complications involved in the addictive personal-
ity—or whether virtually any personality is vulnerable. Researchers administering
the Minnesota Multiphasic Personality Inventory, an objective personality test, to
addicted individuals have found that they have distinctive personality traits; some-
times these traits precede the addiction, and sometimes they seem to be caused by
or exacerbated by the addiction. These findings are highly controversial and have
fueled many heated discussions.

A surplus of aggressive energy seems to be at the core of most addictions.
Indulgence in the addictive behavior is accompanied by the release of aggressive
impulses, resulting in a feeling of euphoria. This feeling of relief is then associated
with the outlet used, and it seduces the user to attempt a duplication of the original
process, thus reexperiencing the euphoria.

Inadequate self-esteem is another psychological predisposition thought to be a
common source of imperceptible pain, and the inability to handle the pain can lead
to striving for a pain-reducing outlet. The addictive personality seems to have the
desire  to  control the pain but  lacks  the  necessary social, psychological,  and
biological tools to follow through. Other symptoms of the addictive personality
that show up early enough to allow preventive measures to be taken include poor
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impulse control; intolerance and low frustration level, leading to a need for control;
a strong sense of denial in everyday situations; and rigidness and extremes in action
and thoughts.

Psychic and/or physical dependence on a release can occur. This dependence
can take the form of an addiction to drugs, food, work, sex, gambling, exercise, or
any number of other compulsive behaviors. Problems such as manipulation, denial
of responsibility, displacement of emotions, and general dishonesty in lifestyle
may provoke the process. The addictive process can be periodic, cyclic, sporadic,
or continuous, depending upon a person’s life patterns.

Different personality theories have conflicting ideas on addiction, adding to the
controversy surrounding this topic. The psychoanalytic group believes that the
addictive personality is a result of unconscious conflicts and of fixation on the
pleasure principle, which states that one’s energy in life is directed toward reducing
pain and that one’s innate drives control one’s actions. Although some neo-Freudi-
ans disagreed with the cause of the pain, most agreed with the basic concept. Social
learning and behavioral psychologists believe that an addictive personality is
molded through shaping—the slow and continual development of a behavior, with
continuous reinforcement along the way, based on the social mores prevalent when
the individual grew up. The need to be accepted becomes the driving force.

The cognitive group holds that an addictive personality is formulated by the way
a person receives, processes, stores, and retrieves information received through the
senses. If the action taken produces a positive effect, then the person is likely to
repeat the process so that the effect can be duplicated. In essence, people become
addicted to the pleasurable results before they become addicted to the particular
path taken to achieve them. The humanistic group concentrates on the here and
now, focusing on the fact that people have choices, yet many people do not know
how to make them because of a trauma they experienced while growing up. To the
humanist, the idea of the family becomes very important, particularly how love was
expressed and experienced, because through love, a person can believe in himself
or herself enough to be able to make a positive choice. The proponents of trait
theory contend that people are born with certain tendencies and preferences of
action, which may or may not be genetic; the evidence is inconclusive. Trait
theorists seem to agree, however, that society and the family have a  strong
influence on people and that some people are predisposed toward compulsive
behavior from an early age.

Biological studies have been conducted to explore the suspected link between
addictive behavior  and genes,  suggesting that, at least  in part, the addictive
personality may be inherited. Studies suggest that certain people may have inher-
ited an impaired neurological homeostasis, which is partly corrected by their
addiction—such as to alcohol. The sons of alcoholic fathers have a higher “body
sway” than do nonalcoholics; it decreases when they are intoxicated. Sons of
alcoholics have a higher rate of addiction than do daughters, no matter which
parent reared the children.

People with “familial essential tremor,” an inherited disorder, have less tremor
when drinking and have a higher rate of alcohol dependence. Also, while alcohol-
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dependent people do not have higher levels of arousal at rest, they become more
aroused when stressed, as measured by heart rate, and are slower to return to rest.

Other studies have suggested that people who are at high risk have abnormal
brain-wave activity, suggesting an inability to concentrate or a reduced brain
capacity. High-risk people have shown normal to slightly above normal intelli-
gence quotient (IQ) test scores, but low scores on verbal subscales and attention.
They also show delayed language development. Moreover, they seem to produce
a heroinlike tranquilizing substance which is released and soothes the person when
using an addictive substance or pursuing addictive behavior.

The majority of controlled scientific studies on genetics have been conducted on
the alcoholic population; because of this, they are inconclusive when discussing
the addictive personality overall. They do, however, add evidence to the possible
link between biology and behavior.

It seems clear from the research that addiction is a multilevel problem with
complex roots, dispersed throughout psychology, sociology, biology, and genetics.
A look at three of the symptoms of this disorder will help provide a clearer picture
of the observable behavior that results from whatever combination of earlier
experiences and inherited traits causes it. Among the symptoms of addictive
behavior are a strong need to self-medicate, low self-esteem, and a tendency
toward excessiveness.

A strong need to self-medicate, or to stop the pain, seems to be found in most
addicts. Whether the pain is real or perceived does not seem to matter; most addicts
have both a low tolerance and a strong need to get their way, which reduces the
pain for them.

This tendency can be traced back to childhood and used as a warning sign so
that an effort can be made to alter the child’s first impulse and slowly, over time
and with much positive reinforcement, show the child alternative, acceptable
behavior. When the child can be taught to achieve the self-medication in a positive
way, according to his or her society, there is a better chance for positive achieve-
ment as an outcome. Sigmund Freud called this mechanism sublimation—the
rechanneling of a socially unacceptable trait or feeling into a socially acceptable
outlet. As an example of self-medication, Alice, a five-year-old child in a typical
suburban community, is experiencing considerable anxiety because of going to
school for the first time. She is swinging her legs back and forth while she sits in
her chair as her mother speaks to the teacher on the first day. Her fingers encircle
her thumbs and her head is down. The swinging of Alice’s legs is a form of
self-medication to relieve the anxiety of starting school; it is perfectly normal in
this situation and is appropriate for a child of Alice’s age.

If this same self-medicating style shows up in other areas of Alice’s life,
however, in less appropriate situations, then it becomes a symptom and deserves to
be watched. At this time, steps can be taken to help Alice feel more confident,
which could relieve much of the anxiety and could reduce the need to self-medi-
cate. Children’s body language can tell much about their inner feelings and give
adults time to alter a potential problem before it gets out of control.

If it is not addressed at this time and Alice is allowed to get into the habit of
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self-medicating in this relatively harmless way, she may develop a tolerance for
this behavior; as she approaches puberty, she might change her habits to include
more powerful self-medicating forms such as alcohol, sex, or overeating, which
may also be more popular with her age group. She would then need to be taught
socially appropriate tools to handle her anxiety. As one can readily see, the deeper
the anxiety, the more powerful the self-medicating outlet, and the more difficult it
is to turn around.

Another warning sign that seems to appear most of the time in addictive people
is low self-esteem. Research has shown that self-esteem is based on a gradual
shaping of many small experiences into a general feeling of power—the ability to
have a positive effect on one’s environment and the people within it. The addictive
person translates a feeling of powerlessness into pain, and then must self-medicate
to alleviate this condition.

The channel taken to ease the pain may be the one that is easiest to reach or that
is most acceptable in the social group that surrounds the individual or that the
individual wishes to enter. Therefore, the addictive personality may reach out
through work, gambling, sex, eating, dieting, substance use, exercising, competi-
tion, or many other ways that can eventually get out of control and lead to
destructive patterns of behavior. Self-esteem, or a general feeling of worth, begins
at birth. (Some say that it begins while the child is still in the womb, around the
sixth or seventh month, but this idea is controversial.)

Children seem to pick up the behaviors and concepts shown them by the society
in which they grow up. Socially, a child becomes what society teaches him or her
to become. Sarah, for example, is one of three  children being reared by an
upwardly mobile family interested only in what is best for their children. All her
life, Sarah has received a double message: “I love you when you do what I want,
and I am disappointed with you when you do what you want to do.”

Sarah, like any healthy child, wants to please her parents, so she concentrates on
doing what they want; however, it does not seem to be enough, and over the years
she begins to numb herself from the pain of rejection and failure. She begins to
believe that she is not worth loving, except when she does what others want—and
when she does, it is not enough, so she does not see why she should bother. She
looks for a group outside her home that will accept her for who she is, or she
withdraws or becomes defiant in order to get attention. Sarah is now vulnerable to
any self-medicating outlet that comes her way, as she seeks to relieve the pain of
her perceived rejection. It does not matter if the pain is justified or is falsely
perceived; to the addictive personality, it is real and must be soothed. Sarah’s
siblings may not experience their family or surroundings in the same way and
therefore may not have the need to self-medicate; not all children in an addictive
family follow addictive behavior patterns.

Another precursor to addictive behavior seems to be an ever-growing need to get
a little more from whatever task is giving one pleasure at the time; this has been
called excessiveness, and it is a controversial issue. Many therapists have heard
clients discuss a seemingly insatiable appetite for pleasure, in whatever form; they
do not know when to stop and simply feel gratitude for the pleasure they have
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experienced. In the beginning of most addictions, there is sufficient relief to
encourage the further use of an acquired outlet, whether it be positive or negative
at this time. Because addictive people have a strong sense of denial, they seem to
be unable to envision the inevitably destructive phase of their choice for relief.

One question that arises regarding excessiveness is how to teach a person
balance when American society in general does not know how to achieve this goal.
The United States has been called a nation of overachievers for profit, success, and
power. People are rewarded highly for these motives and are considered well-ad-
justed by their fellow citizens if they achieve them. A problem arises when one
considers that addictive personalities are a mass of excessive desires to begin with.
They lack impulse control, and there is a strong need to achieve self-validation any
way they can.

A thirteen-year-old boy who is growing up in a city atmosphere finds that there
is constant stimulation and temptation around him. A normal, healthy boy wishes
to be accepted by those who are important to him, and he wishes to have fun. In a
city, stimulation is vast, and inappropriate stimulation may easily be overpowering
to a child who lacks impulse control, may have a low self-esteem, and probably
has already found a way to self-medicate. Even to a thirteen-year-old child without
addictive personality tendencies, city stimulation can be overpowering. Some
researchers say that at age thirteen, life in general is overpowering and that the
child needs strong but nurturing guidance. At this age, a child will look to society
for guidance and approval; in his or her role models is the hope for the tools
necessary to create a balance between what is available and what the child needs
in order to function and mature.

Treatment and Therapy
A concentrated effort was made in Ohio in 1935 by Robert Smith and William
Wilson to help the addictive personality through the organization of Alcoholics
Anonymous (AA) a self-help group of alcoholics in various stages of recovery.

The success of Alcoholics Anonymous is world renowned, and it is considered
by most professionals and nonprofessionals who have contact with it to be one of
the more complete recovery programs in the world. The twelve-step program, an
idea that AA started, transcends the boundaries of alcohol abuse and has been
applied to many addictions. AA is run by recovering alcoholics who are nonpro-
fessionals—simply individual humans helping others. Yet it was not until the early
1970’s that addictive people gained national and international attention.

In 1971, the National Institute on Alcohol Abuse and Alcoholism conducted
research that showed addiction to be threatening American society. A concentrated
effort was made to study the addictive person and attempt to find symptoms that
could predict high-risk individuals. The federally funded studies, it was hoped,
would find ways to help prevent and reduce the tremendous health, social, and
economic consequences of addiction in the United States. Assessing dependence
potential and discovering vulnerability or high-risk factors through demographic
characteristics, psychological status, and individual drug history became its focus.
The funding of these studies has become a critical component in the fight to better
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understand the addictive personality. National programs were begun to attempt to
show individuals and communities how to deal with the behavioral aftermath of
addictive thinking.

David M. Murco, of the Psychiatric Research Center, University of Maryland
School of Medicine, and Lawrence J. Hatterer, a psychiatrist at New York Hospital,
Cornell Medical Center, both leaders in the area of addictive personalities, have
obtained similar findings in their individual research. They conclude that neglect
from parents, absence of family support, and inconsistent or permissive behavior
on the parents’ part can place children in the high-risk category. With the further
sophistication of genetic studies, researchers are slowly compiling an addictive
profile which may lend itself to early intervention and prevention.

Perspective and Prospects
Addictions and their victims have been studied and described at least since the
beginning of written language, and probably since humanity first communicated
by storytelling. Fascination with the idea of an addictive personality and related
behavior dates back to 950b.c., to the works of Homer, the Greek poet, and perhaps
before that to the writings of Lao-tzu, a Chinese philosopher and imperial adviser.
These men studied human nature and sometimes wrote about the uncontrollable
allure of certain desires which led to behaviors that were likely to cause personal
and cultural destruction.

The implications of the effect on society of negative addiction are far reaching.
Each year more accidents are being caused by people who are under the influence
of alcohol or other drugs; more strokes and heart attacks are caused by overwork,
lack of sufficient exercise, and improper nutritional habits. More babies are being
born addicted than ever before. On the other hand, there is the idea of a positive
addiction, or compulsive behavior that actually enriches the individual and the
society in which that person lives. (Even this behavior can get out of control when
a person who has problems with setting healthy limits attempts to use it.)

Whether addictive behavior is learned for survival, genetically passed on, or an
intricate combination of both, there appears to be a set of symptoms which can
predispose a person toward addiction—or, at the least, can place a person in a
high-risk group. If these symptoms can be identified early enough, the chance to
teach potential addicts the path toward balance increases, and the compulsive
lifestyle can be decreased or channeled in a healthy way. Yet it does seem that
American society values addictive behavior in the form of overachievers and
rewards them accordingly, therefore actually encouraging a form of addiction. As
long as addictive behavior is encouraged in any form, there will be a part of the
population that has trouble differentiating excess from balance.

Internationally, it has been surmised that advanced, technological societies seem
to give rise to more kinds of dependency than do more slowly developing countries,
a fact which could help researchers focus on some societal misconceptions of
overall health. For example, in the United States and some other technologically
advanced societies, there seems to be a belief pattern, propagated by the mass
media, that supports instant gratification. If one is tense, one should take a pill; if
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one is lonely, one can call a certain number for conversation. If one is bored, have
an alcoholic drink. If one wants to be part of the in-crowd, smoke; if one is
unhappy, eat. People who are addicted to a negative anxiety releaser have been
described as “committing suicide on the installment plan.” Societies, governments,
and researchers must unite in a desire to unveil all possible symptoms of addiction,
to identify those at high risk toward them, and to employ successful recovery
methods.
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Aggression

Definitions and Theoretical
Explanations
Aggression:D efinitions and Theoretical Explanations

Type of psychology:Social psychology
Fields of study:Aggression

Aggression is conceptualized as a diverse category of behaviors that are intended
to injure or harm another. Psychological theories of aggression seek to explain,
and ultimately to control, people’s hostile or antisocial behaviors. Generally,
psychological theories address the relative influences of biological factors (such
as aggressive instincts or physiological arousal) and situational factors associated
with aggression in animals and humans.

Principal terms
catharsis: a reduction of psychological tension and/or physiological arousal
defense mechanism: according to Sigmund Freud, a psychological strategy by

which an unacceptable sexual or aggressive impulse may be kept from con-
scious thought or expressed in a disguised fashion

displacement: according to Freud, a defense mechanism by which a person
redirects his or her aggressive impulse onto a target that may substitute for the
target that originally aroused the person’s aggression

hostile aggression: aggressive behavior that is associated with anger and is
intended to harm another

instinctive aggressive behavior: aggressive behavior that does not result from
learning experiences; such behavior is expressed by each member of a species
with little variation in its expression

instrumental aggression: aggressive behavior that is a by-product of another
activity; instrumental aggression occurs only incidentally, as a means to another
end

sublimation: according to Freud, a defense mechanism by which a person may
redirect aggressive impulses by engaging in a socially sanctioned activity

Causes and Symptoms
Aggression is any antisocial behavior that is harmful or injurious to another. This
may include overt physical and verbal behaviors (for example, firing a gun or
screaming at someone in anger) as well as nonverbal behaviors, such as the display
of obscene gestures. Psychologists consider aggression to be a category of diverse
behaviors under which two subordinate categories of behaviors can be subsumed.
The first category, instrumental aggression, consists of aggressive behaviors that
are simply a means to another end. Hence, the primary goal of instrumental
aggression is not necessarily to injure another person; aggression is used to attain
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a desired outcome. For example, a soccer player might knock her teammate down
as they both run to tackle a ball. The girl’s aggressive behavior was not intended to
harm her teammate; rather, her goal was to gain possession of the ball and to score.
The second category, hostile aggression, is often the result of anger, and its sole
purpose is to injure or harm its target. Hostile aggression includes cases of physical
assault,  verbal abuse, and  other antisocial  behaviors. Most of the theoretical
perspectives and empirical studies of aggression in psychology are concerned with
hostile aggression.

There are three major psychological perspectives on aggression. The first per-
spective adopts a strongly biological stance on the development and maintenance
of aggression in the human species. The second perspective takes the position that
aggression is a result of the buildup of psychological frustration. The third perspec-
tive argues that aggression is a learned social behavior.

The first theoretical perspective, instinct theories, adopts the position that human
nature includes an inborn drive for aggression. The ethologist Konrad Lorenz
studied the instinctive nature of aggression in animals and humans. According to
his work, aggression is a species-specific impulse that builds within the body and
is eventually released by specific stimuli that elicit aggression. For example, an
aggressive impulse might be unleashed by the presence of one’s enemy. In some
cases, however, the expression of this instinct may be inhibited by certain stimuli
(for example, a parent may become angered by a child’s behavior but not strike the
child). Ethologists argue that the “babyish” facial characteristics of infants and
young children serve as stimuli that inhibit the expression of aggressive behavior
by adults.

Another instinct theory, psychoanalytic theory, posits that the seeds of aggres-
sion lie in the human personality. According to Sigmund Freud, a significant
portion of one’s unconscious psychological processes are governed by Thanatos.
Thanatos, or the death instinct, is a reservoir of aggressive, and often self-destruc-
tive, tendencies that Freud considered to be part of the human species’evolutionary
heritage. The psychic energy dedicated to Thanatos is thought to build over time
until it is released in aggressive behavior. Periodic discharge, or catharsis, of this
psychic energy is necessary for psychological health. Catharsis can occur either
directly through overt aggression or indirectly through a number of disguised
avenues. Many of Freud’s defense mechanisms allow for a safe outlet of a person’s
aggressive impulses. For example, a man might be angered by his abusive em-
ployer’s demands. Instead of accosting his employer directly, however, he might
drive to his health club and “blow off steam” by sparring with a boxing partner. His
aggressive urge is thus reduced through displacement of his aggressive impulse. As
another example, an angry and sarcastic young girl may become a prosecuting
attorney upon reaching adulthood. By aggressively prosecuting accused criminals
and interrogating defense witnesses, a necessary part of her profession, this woman
may be sublimating her aggressive tendencies.

The second theoretical perspective was introduced by John Dollard and his
colleagues’ early work investigating S-R (stimulus-response) theory. Their theory
of aggression consisted of two simple propositions. First, aggression must always
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result from frustration. Second, frustration always leads to aggression. Thus,
aggression was thought to be attributable to the thwarting of one’s purpose or being
prevented from attaining a valued goal. This theory, the frustration-aggression
hypothesis, was later revised by Leonard Berkowitz, who argued that the frustra-

Ethologist Konrad Lorenz studied the instinctive nature of aggression in animals and
humans.(©The Nobel Foundation)
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tion-aggression relationship was not quite so clear-cut. He posited that frustration
simply makes a person ready to be aggressive. Aggression will result from frustra-
tion if, and only if, a cue for aggressive behavior is present. Aggressive cues are
social stimuli, such as potential weapons, that have been associated with aggres-
sion in the past. Thus, the revised frustration-aggression hypothesis posits that
aggressive tendencies will accumulate as a response to frustration. Catharsis is
likely to occur when situational cues support an aggressive response.

The final perspective, social learning theory, emphasizes the role of social and
situational factors in the learning and expression of aggressive behaviors. Accord-
ing to Albert Bandura, aggressive behaviors can be learned through two primary
avenues, direct experience and observational learning. Learning by direct experi-
ence involves the actual enactment of aggressive behavior. If aggression is re-
warded, then it is likely to recur. If aggression is punished, then it is likely to be
suppressed,  especially  in the presence of  the  punishing agent.  Observational
learning, on the other hand, involves a process whereby people attend to the
behaviors of people in their environment and the consequences of these behaviors.
Bandura stated that people are most likely to attend to, and thus learn from, the
behaviors of three salient model categories: families, subcultures, and the media.
For example, a young boy may observe the aggressive behavior exhibited by the
fellow members of his neighborhood gang. This modeling by other gang members
not only may teach him novel behaviors but also may lower his inhibitions on being
aggressive. Thus, when this boy becomes aroused by an aversive event, such as a
taunt from a rival gang member, he will be likely to respond in an aggressive
manner.

Treatment and Therapy
Much of the psychological research investigating the nature of aggression has been
focused on the control of aggression. Of particular interest to researchers is the
notion that allowing limited expression of low levels of aggression (catharsis)
might play an important role in controlling the expression of high levels of
aggression and antisocial behavior. The concept of catharsis is a central component
of both psychoanalytic theory and the frustration-aggression hypothesis. Further,
the idea of catharsis is intuitively appealing to many people who feel that peri-
odically “blowing off steam” is important to positive mental health.

Psychologists Russell Geen, David Stonner, and Gary Shope designed a labora-
tory study to define the role that catharsis plays in aggression. In this study, male
college students were angered and then administered electric shock by a confeder-
ate of the experimenters. When these subjects were allowed to retaliate against the
confederate, they experienced a drop in their blood pressure (defined by the
experimenters as a cathartic release). At this point in the experiment, the role of
catharsis in moderating physiological arousal was supported. The experimenters,
however, also wanted to know the effect of catharsis on subjects’ subsequent
behavior, so they next provided subjects with an opportunity to administer shocks
to the confederate. Geen and his colleagues found that the subjects who had
experienced catharsis (reductions in blood pressure) actually delivered higher
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levels of shock to the confederate. Thus, while catharsis was reflected in decreased
physiological arousal, it was associated with higher, not lower, levels of actual
aggression. These researchers concluded that they were unable to find support for
psychoanalytic theory or the frustration-aggression hypothesis, both of which
would predict that catharsis would reduce subsequent aggression.

Laboratory studies have been subjected to a number of criticisms because they
isolate people from their natural social environments and perhaps encourage the
expression of artificial behavior. Laboratory studies of aggression are particularly
vulnerable to such criticism, because they may provide subjects with a safe arena
within which they may be encouraged to behave in an unnaturally aggressive
manner. In response to these critics, many psychologists have studied the aggres-
sive behavior of adults and children in typical social environments. Leonard Eron
and his associates investigated the role that television might play in modeling
aggressive behavior for a sample of elementary school children. First, the chil-
dren’s viewing habits were observed, to establish the nature of the programming
they preferred and the amount of time they spent watching television. These
children were followed up twenty-two years later to observe the effect their
television viewing habits might have had on their behavior. Eron and his colleagues
found that the amount of television these children had watched was significantly
related to their level of aggressive behavior in young adulthood. The criminal
records of certain children revealed that the more serious crimes were committed
by the children who had been the heaviest consumers of violent television pro-
gramming. The researchers interpreted these results to support social learning
theory; that is, the media may be effective models of aggression, both immediate
and long-term.

Proponents of handgun legislation point to studies such as these to argue for the
control of privately owned firearms. They point to violent models in the media that
may be related to the high rate of homicides in the United States. Additionally, they
argue that the presence of a handgun itself may serve as a cue that elicits aggression
and that the use of a handgun allows the aggressor to distance himself or herself
physically from the victim. At firing range, the cues that elicit empathy and inhibit
aggression are not so readily apparent. The influence of gun control on homicide
rates was studied by a group of physicians led by John Henry Sloan. This team
selected two cities for comparison. One city, Vancouver, British Columbia, had
adopted restrictive handgun regulations. The comparison city, Seattle, Washington,
was similar to Vancouver on a number of important demographic variables, but had
no handgun control. The crime rates for both cities were compared for six years
(1980 through 1986). Although the rates in both cities for burglary, robbery, and
assault were not significantly different, the homicide rate was significantly higher
in Seattle. They found that the citizens of Seattle had a 4.8 times higher risk of
being killed with a handgun than did the citizens of Vancouver. These researchers
concluded their report with the suggestion that handgun control legislation might
reduce community homicide rates.
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Perspective and Prospects
Early psychological theories of aggression were quite pessimistic in the inferences
they made about human nature. Much of Sigmund Freud’s writings about the
nature of Thanatos and the expression of aggression in humans occurred against
the backdrop of the two world wars that he experienced in Europe. Becoming
increasingly pessimistic about human nature and civilization, he revised his theory
of the libido to include not only the sexual instinct, Eros, but also the aggressive
instinct, Thanatos. Other theorists of that time entertained similar views of aggres-
sion as an instinct. For example, social psychologist William McDougall included
aggression in his taxonomy of innate human instincts.

During the 1930’s John Dollard and his colleagues at Yale attempted to reformu-
late psychoanalytic theory by use of S-R theory. These researchers were concerned
with the mentalistic nature of Freud’s theory, and they attempted to test his
propositions by reconceptualizing libidinal impulses as biological drives. The
frustration-aggression hypothesis grew out of this research program and generated
a considerable amount of empirical research for a number of years. Interest in this
concept then flagged, for the most part, until the 1960’s, when Leonard Berkowitz
published his revised frustration-aggression hypothesis that acknowledged the
important role of social cues in the instigation of aggression.

Berkowitz’s revision of the frustration-aggression hypothesis reflected the in-
creased focus of American psychologists on social learning theory. Albert Ban-
dura’s classic studies of the social learning of aggressive responses, published in
the early 1960’s were influential in two ways. First, they generated considerable
empirical research. Second, they provided a theoretical framework and methodol-
ogy by which the effects of a relatively new social phenomenon, television, could
be studied. Since then, more than two thousand studies have looked at the role of
television in the modeling and maintenance of aggression in adults and children.

That is not to say that the instinct theories have fallen into disfavor. Konrad
Lorenz’s influential book,On Aggression, published in 1966, again brought in-
stinct theories into the public eye. His book captured the interest not only of the
comparative psychologists who studied aggression in other species but of the
general reading public as well.
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Aggression

Reduction and Control
Aggression:R eduction and Control

Type of psychology:Social psychology
Fields of study:Aggression

Aggressive behavior has been a problem for humans since before the beginning of
recorded history. Psychologists have developed many theories of aggression, and
there  are  many  different  ideas as to how—or whether—aggression might  be
controlled.

Principal terms
behaviorism: a school of psychology which holds that learning, centering on a

stimulus, a response, and reinforcement, is central to behavior
catharsis: the idea that experiencing aggression or violence vicariously will

relieve an individual’s aggressive drives
frustration-aggression hypothesis: a  concept  pioneered by John Dollard

stating that aggressive behavior is born of frustration in attempting to reach a
goal

social learning theory: a theory introduced by Albert Bandura stating that
behavior is learned by observing others model that behavior

sociobiology: a field of biology that views behavior as being extensively based
on inherited characteristics

Overview
Aggression has been humankind’s steady companion throughout history—in life,
literature, and art. Many hypotheses have been suggested by psychologists and
other scientists concerning the nature of aggression; some have suggested that it is
learned behavior, others that it is an innate, genetically inherited drive. The fields
of ethology and sociology have mustered evidence to support the evolutionary
(genetic) basis of aggression. Theories based on these viewpoints hold that at some
point in humankind’s past, aggressiveness was an adaptive trait—that is, aggres-
sion helped ensure the survival of the individual who possessed that quality,
thereby enabling the aggressive trait to be passed on to future generations. Social
psychologists, on the other hand, have studied the effects of modeling aggressive
behavior. When children, for example, have been exposed to aggressive behavior
modeled (acted out or demonstrated in some way) by others, they have shown an
increase in aggressive behavior. In other words, the children observe and learn the
behavior. Albert Bandura’s social learning theory describes this concept of aggres-
sion.

The frustration-aggression hypothesis, as described by John Dollard, holds that
both violence and aggression are the result of being frustrated in an attempt to
reach a goal. When basic needs have been thwarted, aggression appears. As
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Leonard Berkowitz stated it inRoots of Aggression(1969), “If a person is aggres-
sive, he has been frustrated. If a person is frustrated, he has become aggressive.”
Negative environmental factors are also believed by many to have a major impact
on aggression. Studies have found links, for example, between a high number of
violent crimes and high air temperature. Overcrowding and economic hard times
are also associated with higher crime rates. These studies tend to support negative
affect theory, which holds that exposure to stimuli that create discomfort leads to
aggression.

The amount of hope one holds for the possibility of reducing or controlling
aggression depends, to some extent, on the theory of aggression that one believes
to be most accurate. If aggressive behavior is an integral part of the genetic makeup
of the human species, the outlook is not nearly as promising as it is if aggression
is primarily a behavior learned from others and reinforced by certain rewards. In
the former case, aggressive actions can perhaps be controlled by societal strictures,
but the aggressive instinct will always remain within. In the latter case, decreasing
the modeling of aggression or increasing the modeling of and rewards for nonag-
gressive behavior could conceivably produce effective results. Different studies
have produced different results concerning the effectiveness of various attempts to
reduce aggressive behavior.

Another complication in understanding and controlling aggression is that differ-
ent people will react very differently when in similar circumstances. When frus-
trated, some people will react aggressively, while others will become withdrawn
and depressed. Depression itself can lead to aggression, however, and this type of
delayed aggression can produce seemingly unpredictable acts of violence. Psy-
chologists simply do not have all the answers to why some people react aggres-
sively and others do not when faced with identical predicaments.

Applications
Psychologists Matthew McKay, Martha Davis, and Patrick Fanning (1981) adapted
Donald Meichenbaum’s concept of stress inoculation training to produce one
technique that allows an aggressive person to control his or her own aggressive
behavior. McKay and his colleagues present simple, concise, step-by-step direc-
tions to deal with aggression. Since aggression is often fueled by emotional
distress, they offer a technique of “covert assertion” through the development of
two separate skills: thought interruption and thought substitution. When becoming
angry or frustrated, the potential aggressor thinks of the word “stop” or some other
interrupting device. The void suddenly created is then filled with a reserve of
previously prepared positive, nonaggressive thoughts. This technique can be mas-
tered, the authors maintain, if it is practiced conscientiously throughout the day for
three days to a week.

The creation of an “aggression stimulants structure” gives the individual who is
compelled to be negatively aggressive the opportunity to take a personal inventory
of who (or what) the targets of his or her aggression are, what the feelings
associated with those people are, and what would occur if a plan of “attack” against
them were to be put into action. This type of analysis lends itself well to self-ac-
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countability; it allows the individual to “own” the problem and to believe that it can
be controlled if he or she chooses to control it. It also allows, through its identifi-
cation of specific targets and imaging of the act of aggression, a global perspective
on what can otherwise seem a very fragmented problem.

Aggression in the work environment can be damaging and disruptive both for
individuals and for organizations. In an article in theJournal of Occupational
Psychology,  Philip L.  Storms  and Paul  E.  Spector (1987)  claimed that high
frustration levels of organizational employees were positively related to interper-
sonal aggression, sabotage, and withdrawal. Suggestions for dealing with aggres-
sion in the workplace have included such strategies as training courses and the use
of humor to defuse tensions. Diane Lamplugh notes that aggression in this arena
can range from whispered innuendo to harassment to violence. She maintains that
a training course that focuses on tension control, relaxation techniques, customer-
relations orientation, assertiveness practice, aggression-centered discussions, and
self-defense training can be helpful. She also states that support from management
in identifying problem areas and formulating guidelines for staff support is crucial.
William A. Kahn promotes humor as a means for organizational members to make
statements about themselves, their groups, or their organization. Humor, he notes,
is a nonthreatening vehicle that allows people to say things that might otherwise
insult or offend coworkers, thereby making them defensive and threatening work-
ing relationships.

Written or unwritten laws, rules, and codes of conduct are established in an
attempt to curb unacceptably aggressive behavior. A company may terminate an
employee who does not adhere to certain standards of behavior; athletes are
benched for aggression or violence. Society as a whole formulates laws to control
its members’ aggressive behavior. When individuals act in ways that are damag-
ingly aggressive to other people or to the property of others, law enforcement
agencies step in to safeguard the population. Perpetrators are fined or sentenced to
prison terms.

Studies disagree as to the most effective means of rehabilitating offenders, but
many studies do suggest that rehabilitation is possible. One avenue that is fre-
quently explored is the use of various techniques founded in behaviorism. In
Psychological Approaches to Crime and Its Correction(1984), edited by Irving
Jacks and Steven G. Cox, for example, Stanley V. Kruschwitz investigates the
effectiveness of using a voluntary token reinforcement procedure to change the
behavior of inmates who are difficult to manage. In the same volume, Albert F.
Scheckenbach makes an argument for behavior modification as it relates to adult
offenders. Modeling positive behaviors and holding group discussions have been
found at least somewhat effective in rehabilitating juvenile delinquents, as has the
development of behavioral contracts. John Lochman and his colleagues (1987),
using what they called an “anger coping mechanism,” explored cognitive behav-
ioral techniques for reducing aggression in eleven-year-old boys. The boys treated
with this procedure showed vast improvements—a reduction of disruptive class-
room behavior and an increase in perceived social competence. Such techniques,
used with young people, might reduce their high-risk status for later difficulties.
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Perspective and Prospects
Acts of aggression have been central in human history, myth, literature, and even
religion. In the biblical account, for example, humankind has barely come into
existence when Cain kills his brother Abel. Almost as old are questions concerning
the causes of aggression and the debate over how to control it.

Sigmund Freud saw aggression as the result of struggles within the psyche of the
individual; the tension produced in the struggle between the life instinct and the
death instinct creates outward aggression. Alfred Adler, another psychodynamic
theorist, stated that aggression represents the most general human striving and is a
necessity of life; its underlying principle is self-assertion. Humanistic theorist Rollo
May notes that attention to aggression has nearly universally focused on its negative
aspects. InPower and Innocence(1972), May wrote that “we have been terrified of
aggression, and we assume—delusion though it is—that we can better control it if
we center all our attention on its destructive aspects as though that’s all there is.”

It was first the behaviorists, then social learning theorists (such as Albert
Bandura), who explored ways to reduce and control aggression. The frustration-
aggression hypothesis, for example, was developed in the 1930’s. Behaviorists
tended to approach aggressive behavior in terms of stimuli, responses, and rein-
forcement. In a general sense, any approaches that seek to punish unacceptably
aggressive behavior or to reward positive behavior are related to the behavioral
view. Bandura and other social learning theorists found that, in some situations,
children would respond to viewing aggressive acts by performing aggressive acts
themselves. The implications of this have been widely argued and debated; one
aspect concerns the effects of viewing television and motion-picture violence.
Viewing violence on television does seem to cause increased aggressive behavior,
although because of the nature of the types of studies most often performed, it can
be difficult to draw unarguable cause-and-effect relationships.

The debate over whether aggression is learned, innate, or both (and, if both, over
the relative importance of the two aspects) is not likely to end soon. Debates over
how to control aggression will also continue. As in many areas of psychology,
bridging the gap between the theoretical and the practical is difficult. As only one
example, negative affect theory suggests that noxious environmental stimuli can
produce negative emotions and, therefore, aggression; however, it is virtually
impossible to remove such stimuli, except on a very small scale. Yet another area
that will be increasingly explored is the relationship between aggression and
biochemical factors. Studies have found correlations, for example, between ag-
gressiveness and high levels of norepinephrine and low levels of serotonin, two
important neurotransmitters. The significance of such chemical findings remains
to be ascertained.

Bibliography
Bach, George R., and Herb Goldberg.Creative Aggression. New York: Avon

Books, 1975. A guidebook for people who cannot confront conflict as well as
for those who choose to seek conflict. Helps the reader to assess himself or
herself honestly and to approach aggressiveness in new ways.

Aggression: Reduction and Control Psychology and Mental Health

82



Berkowitz, Leonard, ed.Roots of Aggression. New York: Atherton Press, 1969.
Revisits the frustration-aggression hypothesis. Examines such areas as cathar-
sis, frustration, and conditions facilitating the occurrence of aggression.

Boyd, Neil.The Beast Within: Why Men Are Violent. New York: Greystone Books,
2000. An examination of aggressiveness in men. Includes bibliographical refer-
ences and an index.

Dworetzky, John P.Psychology. 6th ed. Pacific Grove, Calif.: Brooks/Cole, 1997.
This text has a strong research base and contains extensive detail to reinforce
the material presented. Good discussion of aggression.

Fishbein, Diana H., ed.The Science, Treatment, and Prevention of Antisocial
Behaviors: Application to the Criminal Justice System. Kingston, N.J.: Civic
Research Institute, 2000. Relates criminal activity to such topics as genetics,
brain dysfunction, sexual abuse, addiction, and attention-deficit disorder. In-
cludes bibliographical references and an index.

Jacks, Irving, and Steven G. Cox, eds.Psychological Approaches to Crime and Its
Correction. Chicago: Nelson-Hall, 1984. Covers a wide range of topics related
to aggression and positivistic points of view in the face of crime. Examines the
modification of aggressive behavior.

May, Rollo. Power and Innocence. New York: W. W. Norton, 1972. Probes the
sources of violence. Advances solutions for contemporary society, examining
the concept of innocence and challenging traditional views of aggression.

Denise S. St. Cyr
See also:

Aggression: Definitions and Theoretical Explanations; Biofeedback and Re-
laxation; Stress: Behavioral and Psychological Responses; Stress: Coping Strate-
gies; Stress: Physiological Responses; Stress: Prediction and Control.

Psychology and Mental Health Aggression: Reduction and Control

83



Agoraphobia and Panic

Disorders
Agoraphobia and Panic Disorders

Type of psychology:Psychopathology
Fields of study:Anxiety disorders; biology of stress

Panic disorder with agoraphobia is a condition characterized by the presence of
severe anxiety attacks coupled with avoidance of a wide range of situations.
Considerable progress has been made toward understanding its cause and treat-
ment.

Principal terms
depersonalization: a feeling of unreality regarding oneself or one’s body
derealization: a feeling of unreality regarding the external world
flooding: prolonged and intense exposure to feared stimuli
habituation: a process by which physiological or psychological responses de-

cline in intensity with repeated stimulation
hyperventilation: overly rapid or deep breathing
palpitation: pronounced pounding of the heart
paresthesia: numbness or tingling, particularly in the extremities
social phobia: a condition characterized by fear of the possible scrutiny or

criticism of others

Causes and Symptoms
Panic disorder is a condition characterized by frequent panic attacks—that is,
intense surges of anxiety. These attacks of anxiety often occur unexpectedly or “out
of the blue”; the individual frequently is unable to identify an external trigger for
them. Between attacks, the panic-disorder patient often ruminates about the possi-
bility of additional attacks.

Panic attacks tend to be accompanied by a number of physical symptoms.
Hyperventilation—overly rapid or deep breathing—is common, as are choking
and smothering sensations, dizziness, faintness, and paresthesias—sensations of
numbness and tingling, particularly in the extremities. Other common symptoms
during panic attacks are sweating, trembling, nausea, abdominal distress, hot or
cold flashes, accelerated heart rate, chest pain, and palpitations (feeling one’s heart
pound). Not surprisingly, many individuals who are having a panic attack believe
that they are experiencing a heart attack.

Panic attacks are also frequently characterized by a number of psychological
symptoms. Depersonalization and derealization are among the most common of
these symptoms. Depersonalization is marked by feelings of unreality regarding
oneself or one’s body—sensations of being “disconnected” from oneself or of
“watching” oneself as would an outside observer are frequent. Derealization refers
to feelings of unreality concerning the external world; objects or people may seem
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somehow “strange” or unfamiliar.
Also common during panic attacks
are fears of  dying (for example,
from a heart attack or stroke), los-
ing one’s mind, or performing
embarrassing behaviors (such as
screaming uncontrollably).

The difficulties of many patients
with panic disorder do not end
here, however; many, but not all, of
these patients develop an often de-
bilitating syndrome known as ago-
raphobia. Agoraphobia is a fear of
situations in which escape is difficult, inconvenient, or potentially embarrassing,
or in which assistance might not be readily available. Specifically, what appears to
occur is that many panic patients, dreading the possibility of a future attack, begin
to fear and (in many cases) avoid situations that might precipitate such an attack.
The situations feared or avoided by agoraphobics are extremely varied, but they
include public transportation, open spaces, shopping malls, supermarkets, large
social  gatherings, elevators, driving in  heavy traffic,  passing over bridges or
through tunnels, standing in long lines, and sitting in crowded theaters or churches.

In mild cases, agoraphobics may experience moderate discomfort while travel-
ing or shopping alone, and may avoid those situations in only certain cases. In
severe cases, agoraphobics may be unwilling to leave their houses unaccompanied.
The fears of agoraphobics are generally alleviated by the presence of another
individual, particularly one close to the patient. This is probably because this
person would presumably be available to provide help in the event of an emer-
gency, such as a heart attack.

The prevalence of panic disorder with agoraphobia in the general population of
the United States has been estimated to be approximately 5 percent; an additional
2 percent have been estimated to have panic disorder without agoraphobia. Thus,
panic disorder is relatively common and is perhaps the most frequent reason
individuals seek outpatient psychiatric care. In addition, isolated panic attacks
occur frequently among individuals in the general population. G. Ron Norton and
his colleagues, for example, have found that approximately 34 percent of college
students experience occasional panic attacks.

Panic disorder and agoraphobia have been reported to occur more frequently
among females than males, although this difference is probably more marked for
agoraphobia than for panic disorder. In addition, the prevalence of panic disorder
appears to decline with age; its frequency has generally been reported to be highest
among individuals under thirty and lowest among individuals over sixty-five. The
course of panic disorder tends to be chronic but fluctuating. In other words, its
symptoms often persist for many years, but they typically wax and wane depending
upon the level of life stress and other factors.

In addition, panic disorder patients appear to have an elevated rate of several

Possible Symptoms of Panic Disorder

❖ pounding heart
❖ sweating
❖ feeling weak, faint or dizzy
❖ numbness or tingling feeling in hands
❖ feeling flushed or chilled
❖ chest pain or smothering sensations
❖ sense of unreality
❖ fear of impending doom or loss of control
❖ fear of a heart attack or a stroke
❖ fear of losing one’s mind
❖ fear of dying
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medical conditions. A subset of these patients, for example, has been reported to
have mitral valve prolapse syndrome (MVPS), a condition in which the heart’s
mitral valve bulges into the atrium. Because MVPS results in physical symptoms
such as palpitations and chest pain, it may be a risk factor for panic disorder in
some individuals. In addition, a subset of panic patients appear to have distur-
bances of the vestibular system, an apparatus in the inner ear responsible for
maintaining balance. As dizziness is a common symptom of panic attacks, vestibu-
lar dysfunction may be an important precipitant of some panic attacks.

A number of psychiatric conditions are commonly found among patients with
panic disorder and agoraphobia. Depression is a particularly frequent complication
of both syndromes; in many cases it probably results from the distress produced by
panic attacks and the constriction of activities produced by agoraphobia. This
depression  may  have  tragic  consequences; panic disorder patients have been
reported to be at greatly increased risk for suicide compared with individuals in the
general population. In addition, many panic disorder patients turn to alcohol or
other substances to alleviate their anxiety. Also commonly associated with panic
disorder is social phobia, a condition characterized by fears of the possible scrutiny
or criticism of others. Like panic disorder patients, many social phobics experience
panic attacks. Nevertheless, in social phobia these attacks are almost invariably
triggered by situations in which the patient is the perceived focus of others’
attention.

A variety of models have been proposed for the causation of panic disorder and
agoraphobia. Early explanations tended to focus largely or exclusively on physi-
ological factors. In the 1960’s, Donald Klein and his colleagues reported that panic
disorder improved following administration of imipramine, a drug traditionally
used to treat depression, whereas more sustained and long-lasting (”generalized”)
anxiety did not. Based upon this finding, Klein and his coworkers argued that panic
is biologically distinct from other forms of anxiety. Although Klein’s observation
was important, it should be noted that making inferences about the nature of a
disorder from the treatment of that disorder is logically flawed: A condition’s
treatment bears no necessary implications for its cause (for example, one would
not be justified in concluding that headaches are caused by a lack of aspirin).

Nevertheless, it seems likely that physiological factors play an important role in
panic disorder. Identical twins (who share all the same genes) with panic disorder
are more likely than are fraternal twins (who share only half of their genes, on
average) to have co-twins with panic disorder, suggesting that genetic factors play
at least some role in this disorder. It is not known, however, whether these genetic
factors predispose a person to panic disorder per se or to anxiety in general. In
addition, there is evidence that the locus coeruleus, a structure in the pons (which
is located at the back of the brain), is overactive during panic attacks. This is
important because the locus coeruleus is a major center for norepinephrine, a
chemical transmitter in the nervous system that appears to play a major role in the
genesis of arousal and anxiety. Finally, it has been found that, in contrast to
normals, many panic disorder patients develop panic attacks following infusion of
certain substances, such as sodium lactate and caffeine. It is possible, however, that
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this is simply attributable to greater arousal on the part of panic disorder patients;
the infusion of these substances may provoke attacks in these patients because they
are already on the verge of panicking.

Many subsequent models of the causation of panic disorder have attempted to
move beyond physiological abnormalities to examine how panic disorder patients
react to and construe their environment. One of the most influential of these might
be termed the “fear of fear” model. According to Dianne Chambless, Alan Gold-
stein, and other proponents of this model, individuals who are afraid of their own
anxiety are particularly prone to the development of panic disorder. During fright-
ening experiences, this “fear of fear” can spiral into a panic attack.

A more recent theory of panic disorder is the “cognitive model” of David Clark,
Aaron Beck, and other researchers. According to this model, panic attacks result
from the catastrophic misinterpretation of unusual or unexpected bodily sensa-
tions. In other words, panic attacks may occur when a physical symptom (such as
rapid heartbeat or dizziness) is misinterpreted as presaging a disastrous outcome
(heart attack or stroke). Interestingly, many of the physical symptoms of anxiety,
such a rapid heartbeat, can themselves be exacerbated by anxiety, as anyone who
has felt his or her heart race uncontrollably while giving a speech can attest. Thus,
the misinterpretation of certain physical sensations may set in motion a cycle in
which these sensations progressively increase in intensity, giving rise to further
misinterpretations and ultimately culminating in a panic attack. The cognitive
model is also consistent with the evidence, mentioned earlier, that some panic
patients have physiological abnormalities, such as MVPS and vestibular dysfunc-
tion. These abnormalities might be chronically misinterpreted by some individuals
as indicative of serious consequences, and thereby provide a repeated trigger for
panic attacks.

Treatment and Therapy
There is good evidence that many cases of panic disorder and agoraphobia are
treatable by means of either medication or psychotherapy. Imipramine, as well as
several other antidepressant drugs, appears to ameliorate the symptoms of these
syndromes. It is not clear, however, whether these drugs actually exert their impact
upon panic or whether they instead work by alleviating the depressive symptoms
so common to these patients. Alleviating depressive symptoms may then provide
agoraphobics with the energy  and confidence needed to confront previously
avoided situations.

Panic disorder and agoraphobia also are amenable to interventions involving
confrontation with feared situations. For example, many panic patients improve
following flooding, a technique involving prolonged and intense exposure to
feared stimuli. In the case of panic disorder, the patient is typically exposed, in
graduated fashion, to increasingly anxiety-producing situations. The patient is
typically encouraged to remain in the situation until his or her anxiety subsides.

The efficacy of flooding and related treatments for panic disorder and agorapho-
bia can be explained in at least two ways. One possibility is that flooding works by
a process known as habituation. Habituation is a process in which physiological or
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psychological responses decline in intensity with repeated stimulation. For exam-
ple, many parachute jumpers find that their anxiety reactions gradually decrease
with each succeeding jump; habituation may be the basis of this phenomenon. A
second possibility is that flooding works by means of the cognitive model. That is,
prolonged exposure to feared stimuli may demonstrate to patients that these stimuli
are not as dangerous as they had believed.

Perspective and Prospects
The term “panic” derives from the Greek god Pan, who let out a terrifying scream
whenever he was awakened by passersby. Most of the earliest accounts of panic
attacks emphasized their physiological nature. In 1871, Jacob DaCosta described
a syndrome he termed “irritable heart,” which was characterized by palpitations,
shortness of breath, dizziness, and other symptoms now recognized as typical of
panic disorder. DaCosta observed this condition both in Civil War soldiers and in
individuals not involved in military combat. Irritable heart syndrome became a
frequent diagnosis among anxiety-stricken soldiers in the Franco-Prussian and
Boer wars. Other early terms for this syndrome were “effort syndrome” and
“neurocirculatory asthenia”; again, both of these terms emphasized overexertion
of the heart and circulatory system as the principal causes of panic symptoms.

At approximately the same time, Sigmund Freud was describing a syndrome he
called “anxiety neurosis.” Freud noted that this neurosis could occur in a diffuse,
long-lasting form (what would today be called generalized anxiety) or in sudden,
discrete attacks marked by symptoms such as excessive heartbeat and respiration
(what would today be called panic disorder). In contrast to DaCosta and other
writers of this period, Freud emphasized unconscious psychological factors as the
primary determinants of panic disorder. According to Freud, anxiety attacks re-
sulted from a massive damming up (“repression”) of sexual impulses. In his later
writings, Freud revised his position to assert that anxiety served as a signal to the
individual that sexual impulses needed to be repressed. According to this later
view, anxiety (including panic) is a cause, rather than a result, of the repression of
sexual urges. Although many psychologists did not concur with Freud’s conjec-
tures, by World War II there was increasing appreciation that many of the panic
reactions seen among soldiers were largely of psychogenic origin.

The term “agoraphobia” stems from the Greekagora, meaning marketplace. As
noted earlier, however, although agoraphobics fear marketplaces and similar situ-
ations, their fears tend to be extremely varied. “Agoraphobia” was coined by
Alexander Westphal in 1871, who observed that many patients experienced anxiety
while walking across open spaces or deserted streets. Interestingly, Moritz Bene-
dikt had observed a similar syndrome in 1870; he labeled inPlatzschwindel
(dizziness in public places), a term that presaged findings of vestibular dysfunction
in some of these patients.

For many years, panic disorder and agoraphobia were believed to be two quite
different, although often overlapping, conditions. In the third edition of the Ameri-
can Psychiatric Association’sDiagnostic and Statistical Manual of Mental Disor-
ders(DSM-III, 1980), for example, panic disorder and agoraphobia were listed as
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separate disorders. Nevertheless, research has increasingly indicated that agora-
phobia is, in most cases, a consequence of panic attacks. Therefore, in the 1987
revision of DSM-III, a new diagnosis called “panic disorder with agoraphobia”
was christened.
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Alcoholism
Alcoholism

Type of psychology:Psychopathology
Fields of study:Substance abuse

Alcoholism, the compulsive chronic or periodic drinking of alcoholic beverages, is
a widespread substance-abuse problem that can lead to irreversible brain damage,
other tissue damage, and death. It also causes crime and many fatal traffic
accidents. The causes of alcoholism are not clearly understood; it can be arrested
but not cured.

Principal terms
cirrhosis: a chronic liver disease symptomized by destruction of liver cells and

their replacement by nonfunctional tissue; it ultimately causes blocked blood
circulation, liver failure, and death

delirium tremens: a severe alcohol withdrawal syndrome that includes anxiety
attacks, confusion, depression, delirium, and terrifying hallucinations; as it
worsens, tremors can develop

Korsakoff syndrome: alcohol-induced brain damage that causes disorientation,
impaired long-term memory, and production of false memories to fill memory
gaps

manic-depressive disorder: a psychiatric condition involving rapidly alternating
manic elation and melancholic depression

neuritis: an inflammation of a nerve that causes pain, loss of reflexes, and
muscular atrophy

psychosis: any severe mental disorder characterized by deterioration of normal
intellectual and social function and partial or complete withdrawal from reality

substance abuse: excessive use of any controlled substance—such as alco-
hol—that leads to physical dependence and psychological abnormalities

Causes and Symptoms
Pure ethyl alcohol is a colorless, mild-smelling liquid that boils at 79 degrees
centigrade and evaporates quickly at room temperature. It is made either by
fermentation of grain mashed and suspended in water or fruit juice, followed by
the distillation (boiling) of the beer or wine that is produced, or by chemical
synthesis from the petrochemical ethylene. Ethyl alcohol—usually simply called
alcohol—has many uses, including the sterilization of surgical instruments and
inclusion in the fuel gasohol; it is  the liquid in which many  medicines  are
dissolved, serves as the main component of perfumes and colognes, and is used in
the manufacture of many useful chemicals. The best-known use of alcohol, how-
ever, is in alcoholic beverages, viewed by many as recreational beverages because
of the mood-altering properties of the alcohol they contain.

It is believed that alcoholic beverages have been made since prehistoric times.
The oldest records of widespread brewing of beer and production of wine have
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been found in what were ancient Babylon and Egypt, respectively. According to
historians, the main reasons for the preparation of alcoholic beverages by early
civilizations were that their antimicrobial properties kept grape juice and other
food sources from which they were prepared from spoiling, and the fact that
drinking  sparing amounts of fermented beverages was a preventive of many
illnesses that people contracted from contaminated drinking water or from other
unfermented beverages.

The abuse of alcoholic beverages has certainly occurred since their discovery;
however, it became widespread during the Middle Ages, when the art of distillation
became more universal, producing hard liquors (containing five to ten times the
alcohol of beer and wine) that made it much easier to attain alcoholic euphoria and
stupor. It has been estimated that nearly 70 percent of Americans use alcoholic
beverages and that more than ten million of these people are involved in severe
abuse of alcohol. These last people are called alcoholics; their compulsive alcohol
abuse makes it difficult for them to retain a job, obtain an education, or perform
responsible societal roles. Ultimately, alcoholics damage their brains and other
body tissues irreversibly, often dying of the affliction or by suicide.

Unlike with nonalcoholics, once an alcoholic takes a drink, self-control is lost
and a drinking spree begins that ends only in stupor, when intoxication is complete.
Continued alcoholism over a long time period affects many body organs. Among
them is the brain, where related mental disorders include delirium tremens (the
DTs), acute alcoholic hallucinations, and Korsakoff syndrome. Both the DTs—

A drawing from 1885 illustrates the nineteenth century attitude toward alcoholism: “The sins of
the drunken father are visited on the heads of the children—a thief and woman of shame visit their
lunatic father in the criminal lunatic asylum.”(Library of Congress)
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characterized by hallucinations and other psychotic symptoms—and Korsakoff syn-
drome may be accompained by physical debility that can require hospitalization.

Alcoholic neuritis will develop when alcohol is the sole substance consumed. In
addition, alcoholism damages the liver (causing cirrhosis that can be lethal), the
kidneys, the heart, and the pancreas. In fact, a large percentage of diseases of these
organs stems from alcohol abuse. Furthermore, evidence suggests that severe
alcoholism, combined with excessive cigarette smoking, greatly enhances the
incidence of cancer of the mouth and throat.

There is no clear physical explanation for the development of alcoholism.
Rather, it is most often proposed that alcoholism develops as the result of social
problems and psychological stress. Much support is given to the high likelihood of
alcoholism arising in the socioeconomic groups where consumption of alcoholic
beverages is equated with manliness or sophistication. Other major bases proposed
for the development of alcoholism include domineering parents, adolescent peer
pressure, personal feelings of inadequacy, loneliness, job pressures, and marital
discord.

Treatment and Therapy
There is no known cure for alcoholism. A thorough review of the literature led
Diane M. Riley and coworkers to the conclusion that “treatments for alcohol
problems with demonstrated enduring effectiveness do not exist, regardless of
treatment orientations or treatment goals.” It is a disease that can be handled only
by total abstinence from alcoholic beverages, medications that contain alcohol, and
any other potential sources of alcohol in the diet. A single contact with alcohol
from any source frequently leads to a relapse. Its recognition as a medical problem
has led to many alcohol-rehabilitation treatment centers, where psychiatric treat-
ment, medication, and physical therapy—in various combinations—provide valu-
able treatments. Furthermore, many experts believe that Alcoholics Anonymous
(AA) programs are effective deterrents to a return to alcohol abuse.

As pointed out by Andrew M. Mecca, before 1935 the main opinion on alcohol-
ism was that it was criminal behavior that merited punishment. Around 1935, the
identification of the problem as a disease began. Crucial to the successful treatment
of alcoholism was the advent of Alcoholics Anonymous, founded in that year. This
organization operates on the premise that abstinence is the best course of treatment
for alcoholism—an incurable disease that can be arrested by cessation of all
alcohol intake. The goal of the organization is sobriety: the permanent stoppage of
a person’s drinking.

The methodology of Alcoholics Anonymous is psychosocial. It brings alcohol-
ics to the realization that they cannot use alcoholic beverages without succumbing
to alcoholism. It identifies the need for help from a higher power, and it develops
a support group of people with the same condition. As stated by Mecca, “Alcohol-
ics Anonymous never pronounces the disease cured. . . . [I]t is arrested.” Estimates
of the membership of the organization are between 1.5 and 3 million, meaning that
up to a third of American alcoholics are affected by its tenets. These people achieve
results ranging from periods of sobriety (usually lasting longer and longer as
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membership in the organization continues) to lifelong sobriety. A deficit of sole
utilization of Alcoholics Anonymous for treatment—according to many experts—
is a lack of medical, psychiatric, and trained sociological counseling.

As to medical treatment aiming at abstinence via therapeutic drugs, two well-
known drugs for enforcing sobriety are disulfiram (Antabuse) and citrated calcium
carbonate (Abstem). These drugs may be given to alcoholics who wish to avoid
using any alcoholic beverages and who require a deterrent to help them stop
drinking. Neither drug should ever be given in secret by well-meaning family or
friends because of the serious danger they cause in the presence of alcoholic
beverages.

These dangers are attributable to the biochemistry of alcohol utilization via the
enzymes (biological protein catalysts) alcohol dehydrogenase and aldehyde dehy-
drogenase. Normally, alcohol dehydrogenase converts alcohol to the toxic chemi-
cal acetaldehyde, then aldehyde dehydrogenase quickly converts acetaldehyde to
acetic acid, the main biological fuel of the body. Abstem or Antabuse turns off
aldehyde dehydrogenase. This causes acetaldehyde buildup in the body, when
alcohol is consumed, and quickly leads to violent headache, flushing, nausea,
dizziness, heart palpitation, and vertigo. Consumption of alcohol in several drinks
(or even in cough medicines) in the presence of either drug can be fatal. An
interesting sidelight is the view of some researchers, such as Cleamond D. Eskel-
son, that abstinence from alcohol may be genetically related to the presence of too
much alcohol dehydrogenase and/or too little aldehyde dehydrogenase in the body,
producing enough acetaldehyde to cause aversion to alcohol consumption.

Other  therapeutic drugs that have been utilized to treat alcoholics include
lithium (more often given to manic-depressive psychiatric patients), and tranquil-
izers. Their usual function is to soften the severe discomfort of alcohol withdrawal
on the alcoholic patient. Lithium treatment, which must be done with great care
because lithium can become toxic, appears to be effective only in a subset of
alcoholics who drink because of depression or manic-depressive psychosis.

The use of tranquilizers (and related sedative hypnotics) must also be done with
great care, under the close supervision of a physician. There are two main reasons
for this: many of these drugs can be addicting, and their abuse can simply substitute
another drug dependence for alcoholism; and alcohol and some of these drugs have
additive effects that can be fatal if an alcoholic backslides during therapy.

The great value of the psychiatrist in alcoholism therapy has been identified by
various sources. David H. Knott, in his bookAlcohol Problems: Diagnosis and
Treatment(1986), points out that while a psychotherapist cannot perform miracles,
psychotherapy can be very valuable in helping the alcoholic patient by identifying
factors leading to “destructive use of alcohol”; exploring and helping to rectify
problems associated with alcohol abstinence; providing emotional support that
helps many patients to rebuild their lives; and interfacing in referring patients to
Alcoholics Anonymous and other long-term support efforts. The psychotherapist
also has irreplaceable experience with psychoactive therapeutic drugs, behavioral
modification techniques,  and identifying whether a given individual requires
institutionalization.
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Knott also points out the importance of behavioral modification as a cornerstone
of alcohol psychotherapy and makes it clear that a wide variety of choices is
available to alcoholics desiring psychosocial help. An interesting point made by
A. E. Bennet, inAlcoholism and the Brain(1977), is that autopsy and a variety of
sophisticated medical techniques, including computed tomography (CT) scans,
identify atrophy of the cerebral cortex of the brain in many alcoholics. This damage
is viewed as a factor in the inability of alcoholics to stop drinking, as well as in loss
of motor skills and eventual development of serious conditions such as Korsakoff
syndrome.

Perspective and Prospects
The excessive use of alcoholic beverages, with resultant alcoholism, has occurred
for many centuries. In recent years, however, the problem of alcoholism has
assumed epidemic proportions; it affects more than ten million Americans. Two
societal observations that are particularly disturbing are the estimates that 10 to 25
percent of American high school students get drunk once a week and the observa-
tion that alcoholism appears to be self-perpetuating: More than 50 percent of
alcoholics are the offspring of alcoholic parents.

Modern efforts to deal with alcoholism are often considered to have begun in the
early twentieth century, with the activities of the American temperance movement
that culminated with Prohibition upon the passage of the 1919 Volstead Act by the
U.S. Congress. The idea behind the Volstead Act was that making liquor impossible
to obtain would force sobriety on the nation. Prohibition turned out to be self-
defeating, however, and several sources point out that it actually increased the
incidence of alcoholism in the potential problem drinker. It was repealed in 1933.

The next, and much more useful, effort to combat alcoholism was the psychoso-
cial approach of Alcoholics Anonymous, started in 1935 and still operating well.
Yet that organization does not reach the majority of alcoholics, so other efforts
needed to evolve as treatment methodologies. Among these have been the wide use
of psychiatric counseling, alcohol rehabilitation centers, family counseling, and
alcohol management programs in the workplace.

These options—alone or in various combinations—have had considerable suc-
cess in reaching alcoholics, and combined alcoholism therapy seems to work best;
however, it has not yet been possible to stem the tide of increasing alcoholism or
to cure the disease. Instead, these techniques—like those of Alcoholics Anony-
mous—can only arrest it. Part of the reason for this is the fact that the basis for
alcoholism is not clearly understood by those attempting to eradicate it.

One hope for curing alcoholism is ongoing basic research into the biochemistry,
pharmacology, and physiology of alcoholism. A number of aspects of such efforts
are discussed in Ronald Ross Watson’sDiagnosis of Alcohol Abuse(1989). While
the information and answers so far obtained are not yet clear-cut or applicable, it
is hoped that the continuation of such efforts will help to provide better insight and
solutions to the problem.
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Alzheimer’s Disease
Alzheimer’s Disease

Type of psychology:Memory; psychopathology
Fields of study:Cognitive processes; organic disorders

Alzheimer’s disease is the most common cause of dementia in old age, affecting
between 3 and 11 percent of those over sixty-five.

Principal terms
agnosia: an inability to recognize persons or various objects even though the

patient sees them clearly
anomia: an inability to remember the names of persons or objects even though the

patient sees and recognizes the persons or objects
aphasia: difficulty in understanding and talking to other people in the absence of

hearing impairment
apraxia: difficulty in carrying out coordinated voluntary activities (such as dress-

ing, undressing, or  brushing one’s  teeth)  in the absence of any muscular
weakness

benign senescent forgetfulness: a common source of frustration in old age,
associated with memory impairment; unlike dementia, it does not interfere with
the individual’s social and professional activities

cognitive deficit: an impairment in mental functions, including anomia, agnosia,
aphasia, and apraxia; it is usually associated with an impairment in the ability
to make rational decisions

dementia: also called dementing illness; a disease characterized by memory
impairment of sufficient severity to interfere with the individual’s daily social
and professional activities

Causes and Symptoms
Alzheimer’s disease is the most common dementing illness in old age. In the
United States, it is estimated that its prevalence increases from 3 percent in those
aged sixty-five to seventy-four years, to 18.7 percent in those seventy-five to
eighty-four years of age, to as much as 47.2 percent of those over the age of
eighty-five. While both sexes are about equally affected, there are more women
than men with Alzheimer’s disease because women tend to live longer. As with
other dementing illnesses, the characteristic memory impairment initially affects
the recent, rather than the remote, memory and interferes with the patient’s daily
social and professional activities; the patient’s attention span is also significantly
reduced.

The disease typically has a slow, insidious onset, and a very slow, gradual
progress. Caregivers observing this decline are often unable to agree about when
the symptoms  began to manifest  themselves. The memory deficit is  usually
accompanied by an impaired ability to make good, rational decisions. One of the
most common and earliest problems is an inability to take care of one’s financial
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affairs. In addition to being unable to balance a checkbook, the patient may attempt
to pay the same bill several times, while disregarding other financial obligations.
Similarly, the patient may be overly generous at times and extremely mean on other
occasions.

In Alzheimer’s disease, the dementing process is also associated with other
evidence of cognitive deficit. When anomia is present, patients often use para-
phrases to describe various objects because they have difficulty finding the correct
words. For example, they may say “milk pourer” instead of “milk jug.” This
condition is usually present very early in the disease process, but it is often so slight
that it may only be detected by neuropsychological testing. Agnosia develops later
and can be quite hazardous. For example, a patient may confuse a knife with a
comb. As the disease progresses, a patient may develop aphasia and find it difficult
to communicate with other people. Finally, the patient develops apraxia, experi-
encing difficulty carrying out coordinated activities such as dressing or undressing,
even though there is no loss of muscular power. The apraxia may also be respon-
sible for unsteadiness, and  the patient  may  fall repeatedly  and  may become
chairbound or bedfast. Anomia, agnosia, aphasia, and apraxia are sometimes
referred to as the “four A’s” that accompany the memory deficit seen in Alzhe-
imer’s disease.

Alzheimer’s disease is progressive, and there is much individual variability in
the rate of progress. A number of staging classifications, most of them arbitrary,
are available. One of the most practical is the three-stage classification. In stage 1,
the memory impairment and degree of cognitive deficit are so slight that patients
may still be able to function socially and even professionally, although family
members and close associates may have observed strange behavioral patterns.
Superficially, the patients may appear “normal,” although somewhat eccentric.
Although the memory deficit and impaired mental functions are present, patients
may use various tricks to mask this deficit. They may ask a partner to keep score
of a game they are playing because they have “left their reading glasses at home”
or may decline invitations to play card games or socialize altogether. Patients with
this disease may also stop engaging in their favorite hobbies and activities. Patients
at this stage usually have difficulties balancing their checkbooks. Errors of judg-
ment are not infrequent, although they are initially often attributed by family and
friends to age, to eccentricity, or to the patient’s having too many things on his or
her mind. Patients may buy large quantities of the same item and start hoarding
various articles. As time progresses, they may lose their way, and their errors in
judgment while driving may result in traffic accidents. One of the main problems
in this stage is the inability to learn and retain new information. This mental deficit
becomes particularly problematic if the patient’s work is being reorganized or if
the patient relocates. Agitation, irritability, and anxiety are not uncommon in this
stage and probably represent the patient’s inability to cope with a loss of control
over the environment and a declining mental ability.

In stage 2, the memory impairment, cognitive deficit, and degree of impaired
judgment are so great that even a stranger who has never met the patient cannot
help but conclude that there is something wrong with the patient’s mental func-
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tions. In this stage, patients
frequently become lost, even
in very familiar surround-
ings, such as in their own
houses. They may no longer
be able to find their way to
the toilet, they may no longer
recognize people they know
well, and they are unable to
take care of their own hygi-
enic needs. They tend to
walk aimlessly and wander
constantly and are likely to
become agitated, irritable,
and even aggressive. These
symptoms are often pro-
nounced late in the afternoon
or early evening and are
often referred to as “sun-
downing syndrome.”

In stage 3, in addition to
their mental impairment, pa-

tients become unsteady on their feet and may sustain repeated falls. Because they
have become physically frail, they tend to wander much less and to spend most of
their time confined to a chair or bed. They are completely dependent on their
caregivers for most activities. Swallowing is often difficult, and feeding through a
small tube inserted in the nose (a nasogastric tube) may be required. Patients are at
risk of becoming dehydrated and malnourished, and urinary and even fecal incon-
tinence is not uncommon. Mutism gradually sets in, and communication with the
patient becomes difficult. Flexion (bending) contractures gradually develop, and
the patient slowly adopts the fetal position, with the arms and knees bent. The
development of pressure ulcers, or bedsores, is likely. The common cause of death
is septicemia (blood poisoning) resulting from a respiratory tract infection, a
urinary tract infection, or an infected pressure ulcer.

Alzheimer’s  disease is characterized by a loss of brain cells, affecting in
particular the cerebral cortex. The brain appears smaller in size and atrophic, with
the gyri (grooves) much less prominent and the ventricles (cavities inside the brain)
enlarged. Multiple deficiencies in the neurotransmitters, chemical substances in-
side the brain that carry impulses from one cell to another, have been identified
with this disease.

At present, there are no positive tests available to make a definitive diagnosis of
Alzheimer’s disease without examining brain tissue under the microscope. Before
such a diagnosis can be considered, several factors should be present. First, the
memory impairment should be of sufficient magnitude and consistency to interfere
with one’s social and professional activities, and it should be accompanied by

Alzheimer’s
brain

Normal
brain

Alzheimer’s disease causes the volume of the brain to shrink
substantially.(Hans & Cassidy, Inc.)
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evidence of cognitive deficit and impaired judgment. These are the main differen-
tiating features between Alzheimer’s disease and benign senescent forgetfulness,
which is also very common in old age. Although the latter can be quite irritating,
it does not significantly interfere with the person’s professional and social activities
and tends to be selective, with one’s forgetting only unimportant and relatively
trivial matters. The forgetfulness seen in Alzheimer’s disease, on the other hand, is
global and does not distinguish between trivial and important matters.

Second, in Alzheimer’s disease, the onset of memory impairment is insidious,
and the progress is slow. This differentiates it from multiple infarct dementia,
which is caused by multiple strokes and which has an abrupt onset and progress
marked  by  bouts  of deterioration.  Whenever  a stroke develops, the  patient’s
condition deteriorates and then stabilizes until the next stroke occurs.

Third, the patient must be alert, not drowsy—one of the main distinctions
between Alzheimer’s disease and delirium. The latter, in addition to having a
sudden onset, is associated with clouding of consciousness, a rambling and inco-
herent speech, disorganized thinking, hallucinations, and sensory misperceptions.

Finally, as the diagnosis of Alzheimer’s disease is still based on a process of
exclusion, all other possible causes of impaired mental functions must be ruled out.
These causes are numerous and can be conveniently remembered by the mnemonic
device DEMENTIA.

TheD stands for drugs. Older patients are particularly susceptible to the effects
of many medications that may impair mental functions. These indications include
not only those acting specifically on the brain, such as the sedatives and hypnotics,
but also other medications such as those that lower blood pressure. Finally, alcohol
is often abused by older people and may significantly interfere with the older
person’s mental abilities.

TheEstands for emotional disorders. Depression is very common in old age and
may manifest itself with cognitive impairment. Unlike patients with Alzheimer’s
disease, who except in the very early stages of the disease are not aware of their
deficit, those with depression are acutely aware of their problem and often exag-
gerate it. Often, patients with depression also have a long list of complaints. They
lack animation, their appetite is reduced, and they take a diminished interest in their
environment and pleasure in their daily activities. Sleep disturbances, in the form
of insomnia or increased sleepiness, are common. Although most cases of depres-
sion are easily recognized, some may be difficult to diagnose and therefore may
require neuropsychological testing to differentiate them from Alzheimer’s disease.
This differentiation is important, because unlike Alzheimer’s disease, depression
can be treated, and the outlook is good. Additionally, it is important to emphasize
that about 20 percent of patients with Alzheimer’s disease have a coexistent
depression that often responds to appropriate therapy.

TheM stands for metabolic disorders. In old age, both overactivity and under-
activity of the thyroid gland may be responsible for mental impairment without a
patient’s exhibiting any of the characteristic clinical features. Dehydration is a
common cause of confusion in older patients because their sense of thirst is often
reduced. Liver and kidney diseases also may be responsible for impaired mental
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functions. Similarly, patients with diabetes mellitus are susceptible to a number of
metabolic disorders, including an increased or decreased blood sugar level, both of
which may cause cognitive impairment. Serum electrolyte disorders also may
result in confusional states and can be precipitated by severe vomiting, diarrhea, or
the intake of medication. Finally, vitamin B12 deficiency may be responsible for
impaired mental functions, occasionally without there being any other clinical
evidence of this deficiency. Patients who have had a gastrectomy (surgical removal
of their stomach) and no vitamin B12 replacement are likely to develop B12
deficiency a few years after surgery. By this time, however, the patient may have
relocated, changed physicians, and probably “forgotten” about the surgery.

The E stands for both eyes and ears. For individuals to interact appropriately
with others and the environment, they must be aware of the various circumstances
surrounding them. If an individual cannot hear properly and guesses at the ques-
tions asked, he or she often will not give an appropriate answer and may give the
impression of being confused. Hearing impairment is very common among the
older population, and often older people choose not to wear a hearing aid because
of difficulties manipulating the controls or because of embarrassment. Visual
impairment may also interfere with an individual’s appropriate interaction with the
environment and give the impression of dementia. There are many causes of visual
impairment in old age, including glaucoma, cataracts, and macular degeneration (a
progressive disorder of the retina).

TheN stands for neurological disorders; these include other dementias such as
multiple infarct dementia and hydrocephalus (increased fluid in the brain).

TheT stands for both tumors and trauma. A subdural hematoma (a collection of
blood inside the skull) may be precipitated by trauma that is usually trivial. The
symptoms do not become apparent until a few days or even weeks after the trauma,
by which time the patient and caregivers may have forgotten about the physical
trauma. Brain tumors may also manifest themselves with impaired mental func-
tions. The computed tomography (CT) scan and magnetic resonance imaging
(MRI) are useful tools in diagnosing these conditions.

TheI stands for infections. Infections, regardless of their location but especially
those of the respiratory and urinary tracts, may be associated with confusional
states in older people. Unlike younger people, they often do not exhibit a rise in
body temperature, thus making the  diagnosis of infection difficult. Acquired
immunodeficiency syndrome (AIDS) is another cause of dementia that is related
to infection; this condition must be suspected when mental functions deteriorate
rapidly, especially if the patient has risk factors for AIDS.

The A stands for atherosclerosis and includes arteriosclerotic cardiovascular
diseases. Older patients who experience myocardial infarction (a “heart attack”
caused by a sudden reduction of blood flow to the heart muscle) may not experi-
ence any chest pain but may nevertheless develop an acute confusional state.
Generalized arteriosclerosis also might be responsible for multiple, small, repeated
strokes that can eventually interfere with the patient’s cognitive functions.

The accuracy of the clinical diagnosis of Alzheimer’s disease can be increased
to about 90 percent if a few investigations are conducted. These include a complete
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blood count, Chem-18 (a series of blood tests to check on the blood levels of many
substances and the functioning of the kidneys and liver), thyroid function tests,
serum B12 measurement, electrocardiogram, and brain imaging tests. Single pho-
ton emission computed tomography (SPECT) seems to be a promising test in the
diagnosis of Alzheimer’s disease and may represent the first step toward being able
to make a diagnosis without examining brain tissue microscopically.

Treatment and Therapy
Although the understanding of the pathophysiology of Alzheimer’s disease has
increased tremendously since it was first described by Alois Alzheimer in the early
years of the twentieth century, this understanding has not been translated into
effective therapeutic opportunities. A large number of compounds have been and
are being tried for the treatment of Alzheimer’s disease but, unfortunately, without
any significant degree of success. At present, therefore, it is essentially a disease
without a cure.

Nevertheless, many things can be done to aid a patient with Alzheimer’s disease.
It is important to detect the presence of any other disease that may worsen the
patient’s condition, and unnecessary medications must be avoided for the same
reason. Medication may nevertheless be required to control agitation and the
sundowning syndrome. Physicians will generally start with the smallest possible
dose  of medication  and then  gradually increase it  according to the  patient’s
symptoms.

The  patient’s environment  and daily routine should  be  left as constant  as
possible, as any change may precipitate or worsen the symptoms and degree of
confusion. The patient should be spared the task of having to choose an option
among several ones (such as which dress to wear) and to make decisions (such as
which activity in which to become involved). Instead, the daily routine should be
as  structured as  possible and yet retain  enough flexibility for the patient  to
withdraw from any activity that is disliked and to join any that is enjoyed.

The patient with Alzheimer’s disease should be treated not in isolation but by
caregivers and family members, who will also need support and help if they are to
cope effectively with their loved one’s illness. Social workers and various commu-
nity agencies can help develop a management program tailored to the individual
patient’s needs and those  of his or her caregivers. A number of community
programs are available, and the Alzheimer’s Association and support groups are
very useful resources. Caregivers and family members should also be given advice
concerning financial, legal, and ethical issues, such as obtaining a durable power
of attorney and finding out the patient’s wishes concerning advance directives prior
to incapacitation.

Perspective and Prospects
Alzheimer’s disease has been compared to other brain diseases that reduce neuro-
transmission, how the brain communicates with itself, and the actual number of
brain cells. Clinical and experimental drugs have become available that attempt to
treat age-related cognitive decline, Alzheimer’s disease, and other dementias. By
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the beginning of the twenty-first century, no panacea had been developed, but
research in this area continued to be vigorous and well funded.
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Amnesia, Fugue, and

Multiple Personality
Amnesia, Fugue, and Mult iple Personality

Type of psychology:Psychopathology
Fields of study:Anxiety disorders; models of abnormality; organic disorders

Amnesia, fugue, and multiple personality form a group of mental disorders that are
typically referred to as the dissociative disorders; they are called dissociative
because some area of memory is split off, or dissociated, from conscious aware-
ness.

Principal terms
amnesia: total  or partial memory loss, which  is often  acute and  follows an

emotional or physical trauma
biogenic  disorder: an  illness that  is attributable  primarily to some type  of

physiological trauma or sickness
diagnosis: the classification or labeling of a patient’s problem within one of a set

of recognized categories of abnormal behavior
dissociative disorders: disorders that occur when some psychological function,

such as memory, is split off from the rest of the conscious mind
fugue state: a flight from reality in which the individual leaves his or her present

situation, travels to a new location, and establishes a new identity
multiple personality: a rare mental disorder characterized by the development

and existence of two or more relatively unique and independent personalities in
the same individual

psychogenic disorder: an illness that is attributable primarily to some psycho-
logical conflict or to emotional stress

Causes and Symptoms
Amnesia, fugue, and multiple personality are considered by most mental health
professionals to be the three major types of dissociative disorders—disorders in
which some important area of memory is split off (dissociated) from the individ-
ual’s conscious awareness.

Like all the dissociative disorders, amnesia has long fascinated both mental
health professionals and the general public. Most professionals define amnesia as
the sudden inability to recall important personal information, such as one’s name,
occupation, or family. Amnesia victims, or amnesiacs, suddenly wonder who they
are and why they are in their present circumstances.

In some cases, amnesia is caused by biological factors. A variety of physical
traumas, such as a blow to the head, gunshot wound to the brain, stroke, or history
of chronic alcoholism, can cause an individual to suffer from impaired memory.
When amnesia is caused by such physical problems, the amnesia is said to be
biogenic. A person who suffers from biogenic amnesia will typically experience
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the loss of both personal and general knowledge. For example, a concert pianist
with biogenic amnesia not only will lose personal information such as name and
family history but also will lose such general information as knowledge of music
and the ability to play the piano. If physicians are able to treat the physical causes
of biologically based amnesia in a successful manner, the afflicted individual’s
memory often tends to return slowly—over a period of weeks, months, or even
years.

When amnesia is caused by emotional factors, the individual’s situation is
somewhat different. In these cases, the person is said to have psychogenic amnesia.
This person will typically suffer the loss of personal, but not general, information.
For example, the concert pianist with psychogenic amnesia may forget such
personal information as his or her name and address but will still be able to play
difficult pieces of music and recall the complexities of music theory. Such a case
of psychogenic amnesia will typically occur when a person is suffering from
numerous emotional stressors, such as marital, financial, or career problems, or
when the person receives a severe emotional shock, such as the unexpected death
of a loved one. The amnesia may thus help the person escape such unpleasant
circumstances. Many theorists believe that psychogenic amnesia victims forget in
order to avoid the unbearable anxiety that is associated with their problems or
traumatic experiences.

A few cases of psychogenic amnesia have continued for the rest of the victim’s
life. In most cases, however, the afflicted individual will regain his or her memory
anywhere from a day to several years after the syndrome’s onset; no one knows
why many amnesiacs are suddenly able to regain their memory. Psychogenic
amnesia will often come and go in a rapid manner.

Like amnesia, a fugue syndrome tends to begin and end abruptly. Fugue (also
known as psychogenic fugue) occurs when the afflicted individual takes an unex-
pected trip or excursion, forgets his or her identity, and assumes a new identity. The
term “fugue” is derived from the Latin wordfuga, meaning flight. This is an
appropriate name, since the fugue victim is usually in a state of flight, fleeing some
intolerable situation. While amnesiacs may wander about in a confused manner,
fugue patients tend to travel in a way that appears both purposeful and deliberate.
Fugue patients also tend, unlike amnesiacs, to manufacture a new identity. This
new identity allows these individuals greater freedom and an escape from their
troubles.

The length of fugue states varies considerably. In most cases, the person travels
for little more than a day or two and goes no farther than the next town. A small
group of  fugue patients, however, will travel hundreds of miles, create  new
identities, and pursue their new lives for months or even years. During the fugue
state, the patient will appear normal to other people. When the person finally
“wakes up,” he or she will have no memory of what took place during the fugue
state. Like amnesia, fugue states seem to occur when a person has numerous
troubles or has experienced an unbearable psychological trauma. For this reason
fugue states, which are normally quite rare, are more common in wartime or after
natural disasters.
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While fugue patients travel to a new place to be someone else, individuals with
multiple personality disorder stay in one place as they experience the existence of
two or more separate personalities. Each personality will have a unique set of
habits, tastes, and learned behaviors. Only one personality will dominate the
person’s thoughts and consciousness at a given time, and the shifts from one
personality to the next will be quite abrupt and dramatic. While cases of multiple
personality are very rare, this disorder has received considerable attention from the
popular media because of its bizarre and fascinating nature.

Most individuals with multiple personality disorder have one primary personal-
ity, as well as one or more secondary personalities. The primary personality is the
individual who is known to most people. This personality is often quiet, meek, and
obedient, while the secondary personalities tend to be more aggressive, irrespon-
sible, and pleasure seeking.

Though it is not entirely clear how an individual comes to have more than one
personality, many professionals now believe that this disorder stems from a history
of extreme emotional, physical, or sexual abuse during one’s childhood. If a small
child is severely beaten or molested, he or she may attempt to cope by pretending
that the abuse is happening to someone else. The child may even give a name to
this “other” person. As the child comes to rely repeatedly on this other person to
cope with the abuse, the secondary personality eventually takes on a life of its own.

Treatment and Therapy
Like all psychiatric diagnoses, the dissociative disorders are useful when they help
mental health professionals understand the experience of a disturbed individual. If
it is known that someone suffers from a particular syndrome, such as amnesia, the
knowledge may facilitate the individual’s treatment. Diagnostic categories also
enable psychologists to place individuals in groups, so that their problems and
potential treatment can be studied by research scientists. One way to understand
how knowledge of dissociative disorders can help professionals make sense of an
individual’s problems is to review some of the well-known case studies in this field.

In 1967, Henry Laughlin published the story of a patient named Robert who
joined the Army and served for a year during a fugue state. Laughlin reports that
Robert was a fifteen-year-old boy who was attending high school in a small New
Jersey town. At the onset of his fugue state, Robert was beset by numerous
problems. He was unusually large for his age and was frequently teased by peers.
He was also engaging in a number of quarrels with his parents and was making
poor grades at school. Robert was apparently quite upset by these problems, and
he had begun to believe that his current situation was hopeless. One afternoon
Robert came home and, with a sense of utter despair, threw his schoolbooks on the
front porch.

Robert then remembered nothing more until approximately one year later. At
that time, Robert, who was successfully serving under another name in the Army,
suddenly recalled his life as a high school student. The last thing he remembered
was throwing his books on the front porch. Robert had no idea why he was on an
Army base, and he could remember nothing of his military career. His family was
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eventually contacted, and he was discharged for being underage.
Robert’s fugue state was typical in that he had been experiencing considerable

stress before the onset of his illness. Like most fugue patients, he temporarily
escaped his troubles by creating a new identity in a new locale. Robert was also
like most fugue patients in that he regained his memory rapidly and was then
unable to recall what had transpired during his travels and military career. Although
Robert’s fugue state did last for an unusually long time, his case is in many ways
a classic example of psychogenic fugue.

A case that is perhaps even more sensational than Robert’s is the story of Eve
White, a multiple personality patient described by Corbett Thigpen and Hervey
Cleckley. Thigpen and Cleckley indicate that Eve White was a young woman who
sought medical assistance because of severe headaches and occasional blackouts.
This woman was described as “demure, retiring, in some respects almost saintly.”
Eve White was a devoted mother who worked extremely hard to support and rear
a young daughter. Friends and coworkers found Eve White to be quiet, sensitive,
and at times a little too serious.

One day as Eve White was describing her problems to her therapist, she was
seized by a sudden headache and put both hands to her head. Thigpen and Cleckley
report that “after a tense moment of silence, her hands dropped. There was a quick,
reckless smile and, in a bright voice that sparkled, she said, ‘Hi there, Doc!’ ” The
patient began to talk about Eve White in a casual and carefree manner; she referred
to Eve White as “her” and “she.” When asked her name, the patient stated, “Oh,
I’m Eve Black.” As time went on, the therapist began to discover that Eve Black
was “a party girl, shrewd, childishly vain, and egocentric.” While Eve White was
suffering from blackouts, Eve Black would attend parties, flirt with men in bars,
and engage in wild spending sprees. Eve Black would then retreat and force Eve
White to deal with the consequences of her reckless behavior. Eve White had no
awareness of Eve Black. Eve Black was, however, typically conscious of Eve
White and her troubles. Eve Black was also able to remember a number of painful
childhood memories that Eve White was completely unable to recall. For example,
as treatment progressed, it was Eve Black who was able to tell the therapist how
Eve White was severely beaten by her parents as a child.

Eventually a third personality emerged from this young woman. This personal-
ity, named Jane, was aware of both Eve White and Eve Black. Jane was described
as more mature, thoughtful, and balanced than either Eve White or Eve Black. The
emergence of Jane may thus have represented an attempt on the part of this patient
to integrate aspects of Eve White and Eve Black into one cohesive personality.

As the three personalities became better known, Thigpen and Cleckley eventu-
ally published a popular account of them in a book entitledThe Three Faces of Eve
(1957). Eve’s case history serves as a clear example of how an individual can
develop multiple personalities, each of which can take on a life of his or her own.

Perspective and Prospects
Mental health professionals have known about the existence of dissociative disor-
ders for many years. Sigmund Freud and his followers began to study psychogenic
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amnesia  around the  beginning  of  the twentieth century, and  the  first widely
publicized case of multiple personality was reported by Morton Prince in 1905.
Since the time of this early work, both professionals and the general public have
been fascinated with the dissociative disorders.

Despite the widespread interest in psychogenic amnesia, psychogenic fugue,
and multiple personality, these disorders are actually quite rare. Many experienced
psychiatrists and clinical psychologists have never encountered a patient with one
of these dissociative disorders in their practice. Because of the extreme rarity of
these conditions, the dissociative disorders are not a major mental health problem
in the United States.

Many social scientists, however, continue to believe that these disorders merit
further study. It is difficult to conduct large-scale research projects on the dissocia-
tive disorders, simply because it is so hard to obtain an adequate number of
subjects. Carefully  conducted  case  studies, however, will  continue to further
understanding of the disorders. These case histories may be able to teach some
important lessons about human nature. Although most individuals do not experi-
ence the dramatic memory problems of amnesia or multiple personality patients,
the dissociative experience should not be seen as  completely foreign to the
ordinary person. Expressions that suggest dissociative reactions are commonly
used to describe ordinary individuals. One might say that someone is “running
away from his problems,” is “not quite herself today,” or “has become a different
person.” All these expressions suggest that the person has somehow disavowed a
part of his or her conscious experience or personality style. It is possible that the
dissociative disorders of psychogenic amnesia. psychogenic fugue, and multiple
personality may thus be nothing more than a very extreme and dramatic exaggera-
tion of a common human experience.
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Analytical

Psychotherapy
Analytical Psychotherapy

Type of psychology:Psychotherapy
Fields of study:Psychodynamic therapies

Analytical psychotherapy is associated with the theory and techniques of Carl
Gustav Jung. Similar to other psychodynamic therapies, it stresses the importance
of discovering unconscious material. Unique to this approach is the emphasis on
reconciling opposite personality traits that are hidden in the personal and collec-
tive unconsciouses.

Principal terms
collective unconscious: memories and emotions of which people are usually

unaware but which are shared by all humanity
compensatory function: displaying denied aspects of one’s personality; a char-

acteristic of dreams
confession: the first stage of Jungian psychotherapy, in which the patient relates

conflicts in an emotional fashion
education: the third stage of Jungian psychotherapy, in which the therapist

communicates the danger of one-sided personality development
elucidation: the second stage of Jungian psychotherapy, in which the patient acts

toward the therapist as toward some significant person from the patient’s past
method of active imagination: the process of discovering unconscious material

from the patient’s artistic productions
method of amplification: a Jungian technique for dream analysis in which the

patient makes multiple associations to the contents of the dream
personal unconscious: a structure of personality that contains thoughts and

emotions that are too anxiety-provoking for conscious awareness
transference: acting toward the therapist in a similar way as to some significant

person from the patient’s past
transformation: the fourth stage of Jungian psychotherapy, in which the patient

seeks self-discovery through reconciling opposite personality traits

Overview
Analytical psychotherapy is an approach to psychological treatment pioneered by
Carl Gustav Jung (1875-1961), a Swiss psychoanalyst. A follower of Sigmund
Freud, Jung was trained in the psychoanalytic approach, with its emphasis on the
dark, inaccessible material contained in the unconscious mind. Freud was fond of
Jung and believed that he was to be the heir to the legacy he had begun. Jung began
to disagree with certain aspects of Freud’s theory, however, and he and Freud
parted ways bitterly in 1914.

Jung’s concept of the structure of personality, on which he based his ideas of
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psychotherapy, was obviously influenced by Freud and the psychoanalytic tradi-
tion, but he added his own personal and mystical touches to its concepts. Jung
believed that the personality consists of the ego, which is one’s conscious mind. It
contains the thoughts, feelings, and perceptions of which one is normally aware.
Jung also proposed a personal unconscious that contains events and emotions of
which people remain unaware because of their anxiety-provoking nature. Memo-
ries of traumatic childhood events and conflicts may reside in the personal uncon-
scious. Jung’s unique contribution to personality theory is the idea of a collective
unconscious. This consists of memories and emotions that are shared by all
humanity. Jung believed that certain events and feelings are universal and exert a
similar effect on all individuals. An example would be his universal symbol of a
shadow, or the evil, primitive nature that resides within everyone. Jung believed
that although people are aware of the workings of the conscious ego, it is the
unavailable material contained in the personal unconscious and collective uncon-
scious that has the greatest influence on one’s behavior.

Jung believed that emotional problems originate from a one-sided development
of personality. He believed that this is a natural process and that people must
constantly seek a balance of their traits. An example might be a person who
becomes overly logical and rational in her behavior and decision making while
ignoring her emotional and spontaneous side. Jung believed this one-sided devel-
opment eventually would lead to emotional difficulty and that one must access the
complementary personality forces that reside in the unconscious. Even psycho-
therapists must be aware that along with their desire to help others, they have
complementary darker desires that are destructive to others. Jung believed that
emotional problems are a signal that one is becoming unbalanced in one’s person-
ality and that this should motivate one to develop more neutral traits.

The process of analytical psychotherapy, as in most psychodynamic approaches,
is to make the patient conscious or aware of the material in his or her unconscious
mind. Jung believed that if the conscious mind were overly logical and rational, the
unconscious mind, to balance it, would be filled with equally illogical and emo-
tional material. To access this material, Jung advocated a free and equal exchange
of ideas and information between the analyst and the patient. Jung did not focus on
specific techniques as did Freud, but he did believe that the unconscious material
would become evident in the context of a strong, trusting therapeutic relationship.
Although the patient and analyst have equal status, the analyst serves as a model
of an individual who has faced her or his unconscious demons.

Analytic psychotherapy  proceeds  in  four  stages.  The  first stage is that of
confession. Jung believed that it is necessary for the patient to tell of his or her
conflicts and that this is usually accompanied by an emotional release. Jung did not
believe that confession is sufficient to provide a cure for one’s ills, however, nor
did he believe (unlike Freud) that an intellectual understanding of one’s difficulties
is adequate. The patient must find a more neutral ground in terms of personality
functioning, and this can only be accomplished by facing one’s unconscious
material.

The second stage of psychotherapy is called elucidation, and it involves becom-
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ing aware of one’s unconscious transferences. Transference is a process in which
a patient transfers emotions about someone else in his or her life onto the therapist;
the patient will behave toward the therapist as he or she would toward that other
person. It is similar to meeting someone who reminds one of a past relationship;
for no apparent reason, one might begin to act toward the new person the same way
one did to the previous person. Jung believed that these transferences to the analyst
give a clue about unconscious material. A gentle, passive patient might evidence
hostile transferences to the therapist, thus giving evidence of considerable rage that
is being contained in the unconscious.

The third stage of analytic psychotherapy consists of education. The patient is
instructed about the dangers of unequal personality development and is supported
in his or her attempts to change. The overly logical business executive may be
encouraged to go on a spontaneous vacation with his family with few plans and no
fixed destinations. The shy student may be cajoled into joining a debate on
emotional campus issues. Jung believed in the value of experiencing the messages
of one’s unconscious.

The final stage of psychotherapy, and one that is not always necessary, is that of
transformation. This goes beyond the superficial encouragements of the previous
stages and attempts to get the patient to delve deeply into the unconscious and
thereby understand who he or she is. This process of understanding and reconciling
one’s opposites takes considerable courage and exploration into one’s personal and
cultural past. It is a quest for one’s identity and purpose in life that requires diligent
work between the analyst and patient; the result is superior wisdom and a transcen-
dent calm when coping with life’s struggles.

Applications
Jung developed several techniques aimed at uncovering material hidden in the
unconscious. Like Freud, Jung believed that the content of dreams is indicative of
unconscious attitudes. He believed that dreams have a compensatory function; that
is, they are reflections of the side of personality that is not displayed during one’s
conscious, everyday state. The sophisticated librarian may have dreams of being
an exotic dancer, according to Jung, as a way of expressing the ignored aspects of
personality.

Jung gives an example of the compensatory aspects of dreams when describing
the recollections of a dutiful son. The son dreamed that he and his father were
leaving home and his father was driving a new automobile. The father began to drive
in an erratic fashion. He swerved the car all over the road until he finally succeeded
in crashing the car and damaging it very badly. The son was frightened, then became
angry and chastised his father for his behavior. Rather than respond, however, his
father began to laugh until it became apparent that he was very intoxicated, a
condition the son had not previously noticed. Jung interpreted the dream in the
context of the son’s relationship with his father. The son overly idealized the father
while refusing to recognize apparent faults. The dream represented the son’s latent
anger at his father and his attempt to reduce him in status. Jung indicated to the
young man that the dream was a cue from his unconscious that he should evaluate
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his relationship with his father with a more balanced outlook.
Jung employed the method of amplification for interpreting dreams. This tech-

nique involved focusing repeatedly on the contents of the dream and giving
multiple associations to them. Jung believed that the dream often is basically what
it appears to be. This differs dramatically from Freudian interpretation, which
requires the patient to associate dream elements with childhood conflicts.

The amplification method can be applied to a dream reported by a graduate
student in clinical psychology. While preparing to defend his dissertation, the final
and most anxiety-provoking aspect of receiving the doctorate, the student had a
dream about his oral defense. Before presenting the project to his dissertation
committee that was to evaluate its worth (and seemingly his own), the student
dreamed that he was in the bathroom gathering his resources. He noticed he was
wearing a three-piece brown suit; however, none of the pieces matched. They were
different shades of brown. Fortunately, the pieces were reversible, so the student
attempted to change them so they would all be the same shade. After repeated
attempts he was unable to get all three pieces of the suit to be the same shade of
brown. He finally gave up in despair and did not appear for his defense. With a little
knowledge about the student, an analytical therapist would have an easy time with
the meaning of this dream. This was obviously a stressful time in the young man’s
life, and the dream reflected his denied anxiety. In addition, the student did not like
brown suits; one that does not match is even more hideous. It is apparent that he
was unhappy and, despite his best attempts to portray confidence, the budding
clinician was afraid that he was going to “look stupid.” Jung would have encour-
aged him to face these fears of failure that were hidden in his unconscious.

A final application of analytical psychotherapy stems from Jung’s method of
active imagination. Jung believed that unconscious messages could come not only
from dreams but also from one’s artistic productions. He encouraged his patients
to produce spontaneous, artistic material. Some patients sketched, while others
painted, wrote poetry, or sang songs. He was interested in the symbols that were
given during these periods, and he asked his clients to comment on them. Jung
believed that considerable material in the unconscious could be discovered during
these encounters. He also talked with his patients about the universal meanings of
these symbols (as in his idea of the collective unconscious), and they would attempt
to relate this material to the patients’ cultural pasts.

Many modern therapies, such as art, music, and dance therapy, draw heavily
from this idea that one can become aware of unconscious and emotional material
through association involving one’s artistic productions. These therapists believe,
as did Jung, that patients are less defensive during these times of spontaneous work
and, therefore, are more likely to discover unconscious material.

Perspective and Prospects
Jung’s analytical psychotherapy was a pioneering approach during the very early
era of psychological treatment. He conformed to the beliefs of other psychody-
namic therapists, such as Sigmund Freud and Alfred Adler, in the importance of
discovering unconscious material. The psychoanalysts would be followed by the
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behavioral school’s emphasis on environmental events and the cognitive school’s
focus on thoughts and perceptions. Psychoanalysis  brought a prominence to
psychology it had not known previously.

Jung expanded on Freud’s beliefs about the unconscious. Rather than focus on
instinctual forces, Jung chose to focus on the human being’s spiritual side through
his idea of the collective unconscious. His mystical beliefs about humankind’s
spirituality were new to the growing field of psychotherapy and have not been
equalled since. Jung also took into account a person’s cultural past. He proposed
the idea of a universal human relatedness with his idea of common cultural
symbols; however, it would be many years before this idea was fully developed.

Analytical psychotherapy is not considered a mainstream approach to psycho-
therapy, but it does have a small group of devoted followers. Some of Jung’s
techniques have been adapted into other, more common approaches. Many thera-
pists agree with Jung’s de-emphasis on specific techniques in favor of a focus on
the establishment of a supportive therapy relationship. Jung moved away from the
stereotypical analyst’s couch in favor of face-to-face communication between
doctor and patient. Many psychotherapists endorse Jung’s belief that the analyst
and patient should have relatively equal status and input. Jung also reduced the
frequency of meeting with his patients to weekly, which is the norm today.

Jung’s analytical approach changed the focus of psychotherapy from symptom
relief to self-discovery. He was interested not only in patients with major problems
but also in those who were dissatisfied with their mundane existences. These
people were usually bright, articulate, and occupationally successful.

Jung’s most lasting  contributions probably have been his insights into the
polarity of personality traits. The Myers-Briggs Type Indicator, based on Jungian
personality descriptions, is one  of  the most widely  used personality  tests  in
business and industry. Jung also believed that personality changes throughout one’s
life, and he encouraged a continual evaluation of oneself. The idea of a “midlife
crisis,” a period when one reevaluates personal and occupational goals, is a product
of Jung’s theory. He believed that individuals continually should strive to achieve
a balance in their personality and behavior.
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Anorexia Nervosa and

Bulimia Nervosa
Anorexia Nervosa and Buli mia Nervosa

Type of psychology:Psychopathology
Fields of study:Childhood and adolescent disorders

Anorexia and bulimia nervosa are disorders characterized by a distorted body
image, an intense fear of becoming obese, and a desperate attempt to lose weight;
these disorders most frequently occur in female adolescents, and they present
serious health risks.

Principal terms
behavioral therapy: a treatment that emphasizes the utilization of learning

principles—the use of positive reinforcers and negative consequences—in
order to change maladaptive behavior

binging: a period of excessive eating in which as many as 15,000 calories may be
consumed in a few hours

cognitive behavior therapy: a therapy approach which, in addition to behav-
ioral techniques, uses cognitive methods such as modifying maladaptive per-
sonal beliefs and expectations

distorted body image: misperception of one’s body size or shape such that one
sees oneself as “fat” even though one may be underweight

hypothalamus: a brain structure that regulates bodily functions such as hunger,
hormonal balance, temperature, and sexual interest

purging: a method of weight reduction that most commonly involves the empty-
ing of one’s digestive organs through either self-induced vomiting or the use of
laxatives

weight phobia: an intense fear of gaining weight accompanied by an avoidance
of eating that increases as weight loss progresses

Causes and Symptoms
Anorexia nervosa and bulimia nervosa are two of several types of eating disor-
ders—ways of managing food and/or weight that are unhealthy. “Anorexia” literally
means a “severe loss of appetite,” while “nervosa” means “nervousness.” Actually,
the word “anorexia” is somewhat of a misnomer, given that most people with
anorexia nervosa have not lost their appetites. The syndrome of anorexia nervosa
consists of four prominent symptoms, according to the American Psychiatric Asso-
ciation. The first symptom is a failure to maintain a normal weight for one’s age and
height such that one’s weight is less than 85 percent of what is considered normal.
The weight of most anorectics (persons with anorexia nervosa) is usually much less
than 85 percent of their normal weight. For example, a review of treatment studies
for anorexia nervosa found that the average anorectic weighed 37 kilograms (82
pounds), 69 percent of normal weight (R. C. Qualls and J. S. Berman, 1988).
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The second symptom of anorexia nervosa is an intense fear of gaining weight
that increases even as the anorectic continues to lose weight. This second symptom
has been labeled weight phobia by some researchers because of the anorectic’s
anxiety toward food and the desperate attempts she (most documented anorectics
have been girls or women) makes to avoid food. The third major symptom of the
syndrome is distorted body image. Distorted body image involves the anorectic
seeing herself as obese when in reality she is extremely underweight. For example,
when an anorectic is asked to view her body in a mirror, she is likely to comment
on how fat she looks. The final symptom for women with anorexia nervosa is the
absence of at least three menstrual cycles, which is caused by their being severely
underweight.

Bulimia nervosa refers to the recurring cycle of binging, a period of excessive
overeating, followed by purging, engaging in drastic efforts to lose the weight
gained by binging. For the bulimic, binge episodes may consist of consuming up
to 15,000 calories, more than five times the recommended daily number, within a
few hours. Purging may be accomplished through several means including vomit-
ing (done either by gagging oneself or through the consumption of certain drugs),
the use of laxatives, strict dieting, or stringent exercising. In order to meet this first
criterion of bulimia, one must engage in the binge-purge cycle at least two times
per week for three months.

In addition to the recurrent binging and purging, other symptoms of bulimia
nervosa include the feeling that one has no control over one’s eating binges and
constant concern regarding one’s body shape or weight. In contrast to anorectics,
who are grossly underweight, bulimics may be normal weight or even slightly
obese. That is, the weight-loss effects of a bulimic’s purging are often negated by
the weight gained during her binging.

There are numerous potential health problems that may occur as a result of
anorexia or bulimia. The health problems of anorectics include an abnormally low
body temperature and blood pressure, irregular heart functioning, and bone thin-
ning. Of those diagnosed with anorexia, approximately 4 percent die. The health
complications of bulimia include the erosion of tooth enamel; sudden mineral
depletions, particularly potassium reduction; irregular heart functioning; and a
variety of disorders affecting digestive organs. A significantly lower number of
people are thought to die from bulimia as compared to anorexia.

When compared to the most common eating disorder, obesity, anorexia and
bulimia are rare. Approximately 30 percent of all Americans are reported to be
obese. In contrast to the thirty out of one hundred who are obese, about one out of
every one thousand Americans will have anorexia during his or her life (L. N.
Robins et al., 1984). The incidence of anorexia among adolescent females, how-
ever, is about ten times higher than in the general population. In comparison,
bulimia is estimated to occur in approximately three out of every one hundred
Americans. Again, the incidence of bulimia among adolescent females is believed
to be significantly higher.

The proposed causes of anorexia and bulimia can be grouped into the following
four categories: biological, sociocultural, familial, and psychological. The notion
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of biological causes of anorexia and bulimia involves the idea that anorectics and
bulimics have specific brain or biochemical disturbances that lead to their inability
to maintain a normal weight and/or eating pattern. The most popular biological
explanation for the occurrence of anorexia and bulimia is the existence of an
abnormal number of certain neurotransmitters. Neurotransmitters are chemical
messengers within the brain that transmit nerve impulses between nerve cells.
Potential abnormal levels of the neurotransmitters norepinephrine and serotonin
have received the most investigation as causes of anorexia and bulimia.

In contrast to biological explanations, sociocultural causes are factors that are
thought to exist within a society that lead certain individuals to develop anorexia
or bulimia. Joan Brumberg, a historian of anorexia, has outlined the sociocultural
forces of the late nineteenth and twentieth centuries that many believe promoted
the increased incidence of eating disorders among women (1988). These societal
forces included an emphasis on weight reduction, aesthetic self-control, and the
regarding of women as sexual objects. The most prominent of these suggested
cultural factors is the heightened (some would say obsessive) importance placed
on being thin.

Some researchers believe that particular family types cause certain of their
members to develop anorexia and bulimia. For example, family investigators
believe that a family whose members are too emotionally close to one another may
lead one or more family members to strive for independence by refusing to eat,
according to Salvador Minuchin, Bernice Rosman, and Lester Baker. Other re-
searchers believe that families whose members are controlling and express an
excessive amount of hostility toward one another promote the occurrence of
bulimia.

Psychological features make up the final category of causes for anorexia and
bulimia. The most prominent of the suggested psychological causes for anorexia
and bulimia are those expressed by researchers who take psychoanalytic or cogni-
tive behavioral perspectives. For example, cognitive behavioral theorists empha-
size the role of distorted beliefs in the development and continuation of anorexia
and bulimia. These distorted beliefs include, “I am only attractive when I weigh a
certain number of pounds [well below normal weight],” or “If I eat certain types
of food [for example, carbohydrate-rich foods], I will become fat.”

Treatment and Therapy
In general, the initial treatment for anorexia occurs within the hospital setting,
given the risk of death associated with this disorder. Follow-up therapy for ano-
rexia, as well as the typical treatment for bulimia, takes place on an outpatient
basis. Numerous treatments have been used for individuals afflicted by these
disorders. These treatments can be broadly grouped into the categories of medical
and psychological therapies.

Prior to the 1960’s, medical therapies for anorexia included such radical ap-
proaches as lobotomies and electroconvulsive therapy (ECT). The performing of a
lobotomy involves the surgical removal of prefrontal portions of the brain. Electro-
convulsive therapy, commonly known as “shock treatment,” involves the introduc-
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tion of an electrical current into a patient’s body through electrodes placed on the
patient’s head. These treatments were shown to be of no benefit for anorectics.
Although a controversial treatment, various types of tube feeding continue to be
used when a patient’s malnutrition from anorexia poses an imminent risk of death.
Tube feeding can be accomplished either intravenously or by inserting a tube via
a patient’s nasal cavity into the patient’s stomach.

Since the 1960’s, medications are used more often as the medical treatments of
choice for anorexia and bulimia. These medications include such categories of
drugs as antidepressants and major tranquilizers. For anorexia, these drugs are
thought to increase eating behavior and promote weight gain by correcting imbal-
ances in an individual’s neurotransmitters. For bulimia, certain medications are
thought to reduce carbohydrate cravings that precede the binge-purge cycle. In
addition, antidepressant medication may be prescribed for bulimia because of the
depression that often accompanies binging and purging.

Different psychological interventions also have been attempted for anorexia and
bulimia. These psychological treatments include individual, family, and group
interventions. One type of individual therapy for anorexia is behavioral therapy. In
behavioral therapy, weight gain is promoted through the use of positive reinforcers
for increases in weight and negative consequences for weight decreases or the
absence of weight gain. These positive reinforcers include such things as access to
telephone and visitation privileges. Negative consequences for remaining the same
weight or weight loss include confinement to bed and denial of all unit privileges.
Besides behavioral treatment, other types of individual therapy include cognitive
behavioral, Gestalt, hypnosis, and psychoanalytic interventions.

Another common treatment for both anorexia and bulimia is family therapy. The
family treatment of an anorectic patient involves the therapist seeking to change
the interactions among family members that serve to maintain the self-starvation
of the patient. In attempting to correct faulty family interactions, the family
therapist might address the overprotectiveness of the patient by her parents or the
way that family members manipulate one another’s behavior. For the bulimic
patient, the family therapist would seek to lower the amount of family conflict or
to redirect conflict between the parents away from the bulimic.

Another frequently employed method of treatment for bulimia is group therapy.
Group treatment initially involves educating bulimics about their disorder, includ-
ing its negative health consequences. The group experience provides members
with the opportunity to share with fellow bulimics issues regarding their eating
problems and to find support from one another in overcoming bulimia. In addition,
the therapist or therapists initiate discussions regarding healthy eating and exercise
habits as well as specific ways to curb the binge-purge cycle.

A final issue involved in surveying the different interventions for anorexia and
bulimia is the effectiveness of these treatments. The effectiveness of treatments for
anorexia was addressed by Christopher Qualls and Jeffrey Berman in a 1988 study
that grouped treatments reported in one hundred studies according to their type and
then analyzed the effectiveness of each. The results of their study indicated that the
average anorectic gains approximately 8 kilograms (18 pounds) during the initial
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phase of treatment and another 5 kilograms (11 pounds) by the time of a follow-up
evaluation about four years later. There were only small differences between the
various types of treatment for the amount of weight produced during therapy,
although behavioral treatments appeared to work faster. Less research has been
conducted investigating the effectiveness of different therapies for bulimia. No one
therapy for bulimia, however, whether medical or psychological, has shown clear
superiority in its effectiveness as compared to other interventions.

Perspective and Prospects
Anorexia is a disorder that can be traced as far back as seven hundred years ago.
The disorder was specifically written about in 1874, when Sir William Gull
published an article giving the disorder its present name. Bulimia nervosa, as a
disorder separate from anorexia, has received meaningful attention only since the
late 1970’s. There is evidence to suggest that the incidence of both disorders has
increased in the last two decades. As previously discussed, the increased emphasis
being placed on thinness within current Western societies represents a likely
explanation for the increase in eating disorders such as anorexia and bulimia.

Another area within the study of anorexia and bulimia that has begun to receive
attention is the prevention of eating disorders. In discussing the prevention of
eating disorders, Catherine Shisslak and colleagues have suggested that preventive
efforts should be targeted at adolescent females, given that they are at increased
risk for developing an eating disorder. These efforts should focus on issues such as
the physical as well as emotional and social changes that occur in maturation. Also,
information regarding diet and exercise should be provided, and the connection
between emotions and eating should be discussed, as should ways to resist the
pressure to conform to peers’ and societal expectations for one’s appearance. It
should also be recognized that there are those who oppose preventive efforts,
including segments of the media, fashion, and exercise industries.

With evidence of the increasing prevalence of anorexia and bulimia, it is important
to learn more regarding the causes and effective treatment methods of these disorders.
In these areas, some of the questions that remain to be definitively answered are: Why
do certain groups of people have a greater likelihood of developing anorexia and
bulimia (notably, white adolescent females) as compared to other groups? Are the
underlying causes of anorexia different from those of bulimia? Can a treatment with
superior effectiveness be developed for those suffering with anorexia and bulimia?
Anorexia and bulimia nervosa remain elusive syndromes for professionals and patients
alike. It is hoped that present and future endeavors will answer these and other
remaining questions regarding these disorders.
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Antisocial Personality
Antisocial Personality

Type of psychology:Psychopathology
Fields of study:Aggression; personality disorders; personality theory

Antisocial personality is a personality disorder characterized by chronic criminal
and otherwise irresponsible behaviors. Although extensively researched, it is one
of the most controversial diagnostic categories, and its causes and treatment
remain largely an enigma.

Principal terms
arousal modification: the technique of increasing arousal in order to decrease

the motivation for antisocial behavior
conduct disorder: a disorder, beginning in childhood, in which the rights of

others and age-appropriate social norms or rules are repeatedly violated
dyssocial psychopathy: a syndrome in which antisocial behavior results from

allegiance to a culturally deviant subgroup
neurotic psychopathy: a syndrome in which antisocial behavior is a conse-

quence of psychological conflict and turmoil
psychopathic personality: a personality disorder characterized by traits such as

guiltlessness, dishonesty, charm, fearlessness, callousness, and egocentricity
somatization disorder: a condition characterized by multiple physical symp-

toms lacking any demonstrated medical basis
successful psychopathy: a category consisting of psychopathic personalities

who are functioning highly
Yerkes-Dodson law: the principle that moderate levels of arousal tend to yield

optimal performance

Causes and Symptoms
By personality disorder, psychologists mean a disorder in which personality traits
are rigid and maladaptive, and produce considerable impairment and distress for
the individual. In the case of antisocial personality, these traits are thought to be
manifested in criminal and otherwise irresponsible behaviors, which create prob-
lems for the individual and, more important, for society—hence the term “antiso-
cial.”

Antisocial personalities have a childhood history of conduct disorder—a pattern
in which both the rights of others and age-appropriate social norms or rules are
repeatedly violated—and continue to exhibit criminal and other irresponsible
behaviors in adulthood. The major symptoms of antisocial personality include
theft, school truancy, fire setting, vandalism, physical cruelty toward animals and
people, financial irresponsibility, repeated lying, reckless driving, sexual promis-
cuity, and poor parenting. Not surprisingly, a large percentage of incarcerated
criminals fulfill the criteria for this disorder.

Many of the symptoms of antisocial personality were identified by the sociolo-
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gist Lee Robins in her influential workDeviant Children Grown Up(1966). Robins
found that between 20 and 30 percent of children with conduct disorder develop
antisocial personality in adulthood. There is also evidence that a subset of children
with hyperactivity or attention-deficit disorder develop antisocial personality in
adulthood. Nevertheless, because many of these same children have conduct
disorder, it may be conduct disorder, rather than hyperactivity, that is the major
determinant of antisocial personality.

In addition to the behaviors mentioned above, antisocial personalities have a
number of other psychological and interpersonal difficulties. For example, they
have high rates of alcohol and drug abuse, divorce, venereal disease, out-of-
wedlock pregnancies, and depression. In addition, individuals with this disorder
are more likely than those in the general population to die prematurely from violent
crimes and accidents. Antisocial personality  is also  associated  with  criminal
recidivism: Individuals with this disorder who are released from prison are at high
risk for subsequent incarceration.

In the United States, about 3 percent of males and 1 percent of females have
antisocial personalities. The reason for this sex difference is unknown; some
authors have speculated that females who are predisposed to antisocial personality
may be likely to develop somatization disorder, a condition characterized by
multiple physical complaints lacking any demonstrated medical basis. Indeed,
somatization disorder is found among many of the female relatives of antisocial
personalities. Thus, somatization disorder may be an alternative manifestation of
antisocial personality that is found primarily among females, although consider-
ably more research will be needed to corroborate this hypothesis. Antisocial
personality is also associated with low social class, although the causes of this
relationship are unknown.

Many antisocial personalities possess a constellation of personality traits known
as the psychopathic personality. In his classic bookThe Mask of Sanity(1941),
psychiatrist Hervey Cleckley provided a detailed description of this syndrome.
According to Cleckley, psychopathic personalities (or, as they are sometimes
called, psychopaths) tend to be superficially charming individuals who are rela-
tively free of anxiety and seem possessed of excellent reason. Nevertheless, they
also tend to be guiltless, callous, dishonest, and self-centered persons who rarely
learn from their mistakes or take responsibility for their behavior.

Some psychologists believe that
psychopathic personality is a more
valid category than antisocial per-
sonality. According to these re-
searchers, many antisocial person-
alities lack the traits characteristic
of psychopathic personality, and
instead exhibit antisocial behavior
for a variety of other reasons. For
example, some antisocial person-
alities may fall into a category

Possible Symptoms of Conduct

Disorders in Children and Adolescents

❖ lying
❖ stealing
❖ destroying property
❖ misbehaving sexually
❖ expressing their anger inappropriately
❖ often breaking rules or laws
❖ showing physical and verbal aggressive be-

havior with other children and/or to adults
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known as dyssocial psychopathy, a syndrome in which antisocial behavior results
from allegiance to  a  culturally deviant subgroup.  Many gang delinquents  or
members of organized crime could probably be classified in this group. The
behavior of still other antisocial personalities may result from neurotic psycho-
pathy, a syndrome in which antisocial behavior is a consequence of internal
psychological conflict and turmoil. Many  neurotic psychopaths  are probably
socially anxious individuals who inhibit their anger for long periods of time and
then erupt intermittently but violently.

Conversely, some critics of the antisocial personality diagnosis have argued that
many psychopaths do not fulfill the criteria for antisocial personality. Indeed, some
psychopaths may function highly in society, and would thus not be detected by the
antisocial personality criteria in many cases. Cathy Spatz Widom has found that
many persons who possess the traits described by Cleckley can be found outside
prisons, and in some cases have socially valued occupations (for example, corpo-
rate executive). Further study of these “successful” psychopaths may shed light on
factors that allow individuals at risk for antisocial personality to avoid legal and
interpersonal problems.

One of the most active areas of research on antisocial personality concerns
possible causes of the disorder. Psychologist David Lykken, for example, has
theorized that the behavior of many antisocial personalities, particularly those who
are psychopaths, can be traced to fearlessness.

Lykken has found that, compared with other individuals with antisocial behavior
and with “normals,” psychopaths tend to exhibit less sweating of the palms prior
to a buzzer that has been repeatedly paired with a painful electric shock. Robert
Hare has similarly shown that psychopaths tend to show relatively little palmar
sweating during the countdown period prior to a painful electric shock or jarring
blast of white noise. Because palmar sweating is often indicative of fear or arousal,
the findings of Lykken and Hare can be interpreted to mean that psychopaths are
not frightened or aroused by signals of impending punishment. This, in turn, might
explain why many psychopaths engage in repeated antisocial behavior: The warn-
ing signs that would deter most people from performing such acts have little impact
upon the psychopath. The average child or adult is prevented from committing
antisocial acts largely by signals that punishment or danger is imminent: a parent
or teacher saying “No” as a child reaches for a forbidden piece of candy, the
watchful eye of a museum guard as one passes by a valuable painting, a light
turning yellow as one approaches a busy intersection. If such signals arouse little
or no fear in a person, however, his or her threshold for committing antisocial acts
will surely be lowered.

Lykken also constructed a “mental maze” task, in which subjects were required
to learn a complex series of lever presses. On each trial, some errors were punished
with painful shock, whereas others were not. Lykken found that, compared with
other subjects, psychopaths did not make more errors overall, indicating that they
can learn certain tasks as well as other individuals. Nevertheless, Lykken found that
psychopaths made more punished errors than other individuals, suggesting that
they have difficulty learning from punishment. Again, this finding is consistent
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with the fearlessness hypothesis, because the capacity to benefit from punishment
is largely dependent upon the capacity to become frightened of this punishment.
Moreover, this finding has important implications; the psychopath’s failure to learn
from punishment in the laboratory may be a useful model for the antisocial
personality’s recidivism in the real world.

An alternative hypothesis for the behavior of antisocial personalities is that these
individuals have unusually low levels of arousal. According to the Yerkes-Dodson
law, moderate levels of arousal are optimal for performance and psychological
functioning. Thus, as Herbert Quay and other psychologists have argued, many of
the thrill-seeking and dangerous behaviors of antisocial personalities may repre-
sent attempts to bring their arousal to higher and thus more optimal levels. George
Skrzypek has found that psychopathic delinquents, compared with other delin-
quents, have a greater preference for complex and novel stimuli. This is consistent
with Quay’s hypothesis, because such stimuli would be expected to increase
arousal. Skrzypek also found that after both groups  were placed in sensory
isolation, psychopaths’ preference for complex and novel stimuli increased more
compared with nonpsychopaths.

There is considerable evidence that antisocial personality is influenced by
genetic factors. Identical twins (who share all their genes) with antisocial person-
ality are much more likely than are fraternal twins (who share only half their genes
on average) to have co-twins with the disorder. Nevertheless, many of the co-twins
of identical twins with antisocial personality do not have the disorder, which
indicates that environmental factors play an important role in the development of
antisocial personality. In addition, adopted children whose natural parents had
antisocial personality are more likely to develop the disorder than are adopted
children whose natural parents did not. Again, this is consistent with a genetic
influence upon antisocial personality.

Nevertheless, several important questions concerning the genetics of antisocial
personality remain. First, it is not  known what  factors are  being  genetically
transmitted. Second, it is not known whether this genetic influence applies to all,
or only some, individuals with antisocial personality. For example, this genetic
influence might only play a role in individuals with psychopathic personality.
Third, it is not known how environmental factors combine or interact with genetic
factors to produce antisocial personality. These three questions are likely to occupy
researchers for a number of years to come.

Treatment and Therapy
Little is known about the treatment of antisocial personality, except that no clearly
effective treatment has been found. A number of therapies have been attempted,
including psychoanalysis, behavior therapy, group therapy, and medication, but
there is little evidence that any of them have been especially successful. As the
symptoms of antisocial personality begin early in life and are easily identifiable, it
may be prevention, rather than treatment, that holds the greatest promise for
reducing the prevalence of this disorder.

One implication of findings about low arousal is that at least some antisocial
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personalities might benefit from treatments that boost their arousal levels. For
example, antisocial personalities could be encouraged to find occupations (for
example, combat soldier) or avocations (for example, skydiving) that might pro-
vide outlets for their risk-taking tendencies. Similarly, some researchers have
explored the possibility that some antisocial personalities might be helped by
stimulant medication. Stanley Schachter and Bibb Latane found that when psycho-
paths were asked to perform Lykken’s mental-maze task while taking adrenaline,
a stimulant drug, they were as successful as were nonpsychopaths at learning to
avoid punishment. Nevertheless, as these “arousal modification” approaches have
not been adequately researched, their potential as treatments for antisocial person-
ality remains speculative.

What happens to antisocial personalities over time? There is evidence that many
such individuals “burn out” in middle age: Their antisocial behaviors decrease in
frequency and severity in later adulthood. The reasons for this burnout phenome-
non are unclear, but it may be a consequence of the decline in activity level and
energy seen in most individuals with age.

Perspective and Prospects
Although the term “antisocial personality” did not enjoy widespread currency until
the latter half of the twentieth century, individuals with chronic antisocial symp-
toms have been described by a variety of labels over the years. In 1809, Philippe
Pinel discussed a syndrome calledmanie sans délire, or mania without delusion.
Such individuals, according to Pinel, are driven by strong instinctual forces but
maintain good contact with reality. In 1835, James Pritchard coined the term
“moral insanity” to refer to a condition characterized by severe deficits in ethical
behavior.

In 1891, German psychiatrist August Koch referred to a group of conditions
called “psychopathic inferiorities.” In doing so, Koch broadened the concept of the
disorder to include a diverse spectrum of abnormalities, not all of which were
characterized by moral depravity. Koch’s tradition was followed by the great
German  classifier Kurt Schneider,  who  in  1923  described  a  wide variety of
psychopathic personalities, each of which was considered to be an exaggeration of
a normal personality style. Thus, the German conceptualization was generally
inclusive and viewed psychopathic personality as a set of conditions that created
problems for the individual, society, or both.

It was authors such as Cleckley and Benjamin Karpman who were largely
responsible for shaping contemporary notions of psychopathic personality. These
authors emphasized personality traits as the key features of the disorder, and they
de-emphasized antisocial and criminal behaviors. This view was reflected in the
second edition of the American Psychiatric Association’sDiagnostic and Statistical
Manual of Mental Disorders(DSM-II) in 1968, which focused upon personality
traits such as guiltlessness and selfishness as the primary criteria for the disorder.

This personality-based approach, however, came under attack in the 1970’s and
1980’s for its subjectivity. After all, what one diagnostician might view as a
pathological absence of guilt might be viewed by another as a healthy absence of
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self-criticism. Thus, in 1980, the third edition of theDiagnostic and Statistical
Manual of Mental Disorders(DSM-III) introduced “antisocial personality disor-
der,” a new diagnosis in which explicit references to personality traits were all but
expunged. Instead, the emphasis in DSM-III (as well as in the 1994 fourth edition,
DSM-IV) was upon easily agreed-upon transgressions against society. The advan-
tage of this new approach was its objectivity: Clinicians could easily agree upon
whether an individual had committed a robbery or driven while intoxicated.

Although advocates of this behavior-based approach contend that their diagno-
sis  identifies a homogeneous group of  individuals, many researchers  remain
convinced that lumping together virtually all chronically antisocial individuals
under  a  single rubric  is  bound  to  fail.  Nevertheless,  advocates  of these  two
approaches agree upon one thing: Their disagreement is more than semantic. Is the
smooth confidence artist who bilks others without remorse fundamentally different
from the loyal gang member who sacrifices his or her livelihood for the good of
the group? The answer to this and related questions will almost certainly have
profound implications for psychologists’ conceptualizations of antisocial person-
ality, as well as for their approaches to understanding and treating it.
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Anxiety Disorders
Anxiety Disorders

Type of psychology:Psychopathology; stress
Fields of study:Anxiety disorders; biology of stress

Anxiety is heightened fear or tension that causes psychological and physical
distress. The American Psychiatric Association recognizes several types of anxiety
disorders, which can be treated with medications or through counseling.

Principal terms
anxiety: abnormal fear or tension, which may occur without any obvious trigger
brain imaging: any of several techniques used to visualize anatomic regions of

the brain, including X rays, magnetic resonance imaging, and positron emission
tomography

compulsion: a repetitive, stereotyped behavior performed to ward off anxious
feelings

GABA/benzodiazepine receptor: an area on a nerve cell to which gamma
aminobutyric acid (GABA) attaches and that causes inhibition (quieting) of the
nerve; benzodiazepine drugs enhance the attachment of GABA to the receptor

obsession: a recurrent, unwelcome, and intrusive thought
panic: a sudden episode of intense fearfulness

Causes and Symptoms
Anxiety is a subjective state of fear, apprehension, or tension. In the face of a
naturally fearful situation, anxiety is a normal and understandable condition. When
anxiety occurs without obvious provocation or is excessive, however, anxiety may
be said to be abnormal or pathological (existing in a disease state). Normal anxiety
is useful because it provides an alerting signal and improves physical and mental
performance. Excessive anxiety results in a deterioration in performance and in
emotional and physical discomfort.

There are several forms of pathological anxiety, known collectively as the
anxiety disorders. As a group, they constitute the fifth most common medical or
psychiatric disorder. In the United States, 14.6 percent of the population will
experience anxiety at some point in their lives. More women suffer from anxiety
disorders than do men, by a 2:1 ratio.

The anxiety disorders are distinguished from one another by characteristic
clusters of symptoms. These disorders include generalized anxiety disorder, panic
disorder, obsessive-compulsive disorder, phobias, adjustment disorder with anx-
ious mood, and post-traumatic stress disorder. The first three disorders are charac-
terized by anxious feelings that may occur without any obvious precipitant, while
the latter three are closely associated with anxiety-producing events in a person’s
life.

Generalized anxiety disorder is thought to be a biological form of anxiety
disorder in which the individual inherits a habitually high level of tension or
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anxiety that may occur even when
no threatening circumstances are
present. Generally, these periods of
anxiety occur in cycles which may
last weeks to years. The prevalence
is unknown, but this disorder is not
uncommon. The male-to- female
ratio is nearly equal.

Evidence suggests that general-
ized anxiety disorder is related to
an abnormality in a common neuro-
transmitter receptor complex found
in many brain neurons. These com-

plexes, the GABA/benzodiazepine receptors, decrease the likelihood that a neuron
will transmit an electrochemical signal, resulting in a calming effect on the portion
of the brain in which they are found. These receptors exist in large numbers in the
cerebral cortex (the outer layer of the brain), the hippocampus (the sea horse-
shaped structure inside the temporal lobe), and the amygdala (the almond-shaped
gray matter inside the temporal lobe). The hippocampus and amygdala are impor-
tant  parts of the  limbic system, which is significantly involved in emotions.
Benzodiazepine drugs enhance the efficiency of these receptors and have a calming
effect. In contrast, if these receptors are inhibited, feelings of impending doom
result.

Panic disorder is found in 1.5 percent of the United States population, and the
female-to-male ratio is 2:1. This disorder usually begins during the young adult
years. Panic disorder is characterized by recurrent and unexpected attacks of
intense fear or panic. Each discrete episode lasts about five to twenty minutes.
These episodes are intensely frightening to the individual, who is usually con-
vinced he or she is dying. Because people who suffer from panic attacks are often
anxious about having another one (so-called secondary anxiety), they may avoid
situations in  which they fear  an attack  may occur,  in  which help would be
unavailable, or in which they would be embarrassed if an attack occurred. This
avoidance behavior may cause restricted activity and can lead to agoraphobia, the
fear of leaving a safe zone in or around the home. Thus, agoraphobia (literally,
“fear of the marketplace”) is often secondary to panic disorder.

Panic disorder appears to have a biological basis. In those people with panic
disorder, panic attacks can often be induced by sodium lactate infusions, hyperven-
tilation, exercise, or hypocalcemia (low blood calcium). Normal people do not
experience panic attacks when these triggers are present. Highly sophisticated
scans show abnormal metabolic activity in the right parahippocampal region of the
brain of individuals with panic disorder. The parahippocampal region, the area
surrounding the hippocampus, is involved in emotions and is connected by fiber
tracts to the locus ceruleus, a blue spot in the pons portion of the brain stem that is
involved in arousal.

In addition to known biological triggers for panic attacks, emotional or psycho-

Possible Symptoms of Generalized

Anxiety Disorder

❖ inability to relax
❖ inability to fall asleep or stay asleep
❖ trembling or irritability
❖ twitching or muscle tension
❖ headaches
❖ sweating or hot flashes
❖ feeling lightheaded or out of breath
❖ feeling nauseated
❖ going to the bathroom frequently
❖ feeling tired or unable to concentrate

Anxiety Disorders Psychology and Mental Health

132



logical events may also cause an attack. To be diagnosed as having panic disorder,
however, a person must experience attacks that arise without any apparent cause.
The secondary anxiety and avoidance behavior often seen in these individuals
result in difficulties in normal functioning. There is an increased incidence of
suicide attempts in people with panic disorder; up to one in five have reported a
suicide attempt at some time. The childhoods of people with panic disorder are
characterized by an increased incidence of pathological separation anxiety and/or
school phobia.

Obsessive-compulsive disorder (OCD) is an uncommon anxiety disorder with
an equal male-to-female ratio. It is characterized by obsessions (intrusive, unwel-
come thoughts) and compulsions (repetitive, often stereotyped behaviors that are
performed to ward off anxiety). The obsessions in OCD are often horrifying to the
afflicted person. Common themes concern sex, food, aggression, suicide, bath-
room functions, and religion. Compulsive behavior may include checking (such as
repeatedly checking to see if the stove is off or the door is locked), cleaning (such
as  repetitive  handwashing or the wearing  of gloves to  turn a doorknob), or
stereotyped behavior (such as dressing by using an exact series of steps that cannot
be altered). Frequently, the compulsive behaviors must be repeated many times.
Sometimes, there is an exact, almost magical number of times the behavior must
be done in order to ward off anxiety. Although people with OCD have some
conscious control over their compulsions, they are driven to perform them because
intense anxiety results if they fail to do so.

The most common psychological theory for OCD was proposed by Sigmund
Freud, who believed that OCD symptoms were a defense against unacceptable
unconscious wishes. Genetic and brain imaging studies, however, suggest a bio-
logical basis for this disorder. Special brain scans have shown increased metabo-
lism in the front portion of the brain in these patients, and it has been theorized that
OCD results from an abnormality in a circuit within the brain (the cortical-striatal-
thalamic-cortical circuit). Moreover, OCD is associated with a variety of known
neurological diseases, including epilepsy, brain trauma, and certain movement
disorders.

Phobias are the most common anxiety disorders. A phobia is an abnormal fear
of a particular object or situation. Simple phobias are fears of specific, identifiable
triggers such as heights, snakes, flying in an airplane, elevators, or the number
thirteen. Social phobia is an exaggerated fear of being in social settings where the
phobic person fears he or she will be open to scrutiny by others. This fear may
result in phobic avoidance of eating in public, attending church, joining a social
club, or participating in other social events. Phobias are more common in men than
in women, and they often begin in late childhood or early adolescence.

In classic psychoanalytic theory, phobias were thought to be fears displaced
from one object or situation to another. For example, fear of snakes may be a
displaced fear of sex because the snake is a phallic symbol. It was thought that this
process of displacement took place unconsciously. Many psychologists now be-
lieve that phobias are either exaggerations of normal fears or that they develop
accidentally, without any symbolic meaning. For example, fear of elephants may
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arise if a young boy at a zoo is accidentally separated from his parents. At the same
time that he realizes he is alone, he notices the elephants. He may then associate
elephants with separation from his parents and fear elephants thereafter.

Adjustment disorder with anxious mood is an excessive or maladaptive response
to a life event in which the individual experiences anxiety. For example, an
individual may become so anxious after losing a job that he or she is unable to eat,
sleep, or function and begins to entertain the prospect of suicide. While anxiety is
to be expected, this person has excessive anxiety (the inability to eat, sleep, or
function) and a maladaptive response (the thought of suicide). The exaggerated
response may be attributable to the personality traits of the individual. In this
example, a dependent person will be more likely to experience an adjustment
disorder than a less dependent person.

Adjustment disorders are very common. In addition to adjustment disorders with
anxious mood, people may experience adjustment disorders with depressed mood,
mixed emotional features, disturbance of conduct, physical complaints, with-
drawal, or inhibition in school or at work. These disorders are considered to be
primarily psychological.

Post-traumatic stress disorder (PTSD) is similar to adjustment disorder because
it represents a psychological reaction to a significant life event. PTSD only occurs,
however, when the precipitating event would be seriously emotionally traumatic to
a normal person, such as war, rape, natural disasters such as major earthquakes, or
airplane crashes. In PTSD, the individual suffers from flashbacks to the precipitat-
ing event  and  “relives” the  experience. These  episodes are  not simply vivid
remembrances of what happened but a transient sensation of actually being in that
circumstance. For example, a Vietnam War veteran may literally jump behind
bushes when a car backfires.

People who suffer from PTSD usually are anxious and startle easily. They may
be depressed and have disturbed sleep and eating patterns. They often lose normal
interest in sex, and nightmares are common. These individuals usually try to avoid
situations that remind them of their trauma. Relationships with others are often
strained, and the patient is generally pessimistic about the future.

In addition to the anxiety disorders described, abnormal anxiety may be caused
by a variety of drugs and medical illnesses. Common drug offenders include
caffeine, alcohol, stimulants in cold preparations, nicotine, and many illicit drugs,
including cocaine and amphetamines. Medical illnesses that may cause anxiety
include thyroid disease, heart failure, cardiac arrhythmias, and schizophrenia.

Treatment and Therapy
When an individual has difficulty with anxiety and seeks professional help, the cause
of the anxiety must be determined. Before the etiology can be determined, however,
the professional must first realize that the patient has an anxiety disorder. People with
such disorders often complain primarily of physical symptoms that result from the
anxiety. These symptoms may include motor tension (muscle tension, trembling, and
fatigue) and autonomic hyperactivity (shortness of breath, palpitations, cold hands,
dizziness, gastrointestinal upset, chills, and frequent urination).
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When an anxiety disorder is suspected, effective treatment often depends on an
accurate diagnosis of the type of anxiety disorder present. A variety of medications
can be prescribed for the anxiety disorder. In addition, several types of psychother-
apy can be used. For example, patients with panic disorder can be educated about
the nature of their illness, reassured that they will not die from it, and taught to ride
out a panic attack. This process avoids the development of secondary anxiety,
which complicates the panic attack. Phobic patients can be treated with systematic
desensitization, in which they are taught relaxation techniques and are given
graded exposure to the feared situation so that their fear lessens or disappears.

The origin, diagnosis, and treatment of anxiety disorders can best be portrayed
through case examples. Three fictional cases are described below to illustrate
typical anxiety disorder patients.

Ms. Smith is a twenty-four-year-old married mother of two young children. She
works part-time as a bookkeeper for a construction company. Her health had been
good until a month ago, when she began to experience spells of intense fearfulness,
a racing heart, tremors of her hands, a dry mouth, and dizziness. The spells would
come on suddenly and would last between ten and fifteen minutes. She was
convinced that heart disease was causing these episodes and was worried about
having a heart attack. As a result, she consulted her family physician.

Physical examination, electrocardiogram, and laboratory studies were all nor-
mal. Her physician had initially considered cardiac arrhythmia (abnormal rhythm
of the heartbeat) as a cause but diagnosed panic disorder on the basis of Ms.
Smith’s history and the outcome of the tests. Treatment consisted of medication
and comforting explanations of the nonfatal nature of the disorder. Within three
weeks, the panic attacks stopped altogether.

This case illustrates many common features of panic disorder. The patient is a
young adult female with classic panic attacks striking “out of the blue.” Most
patients fear that they are having a heart attack or a stroke or that they are going
insane. Typically, they present their symptoms to general medical physicians rather
than to psychiatrists. Treatment with medication and simple counseling techniques
are usually successful.

Mr. Jones is a thirty-five-year-old single man who works as an accountant. He
has always been shy and has adopted leisure activities that he can do alone, such
as reading, gardening, and coin collecting. As a child, he was bright but withdrawn.
His mother described him as “high-strung,” “a worrier,” and “easily moved to
tears.” Recently, he has been bothered by muscle achiness, frequent urination, and
diarrhea alternating with constipation. He thinks constantly about his health and
worries that he has cancer.

Mr. Jones makes frequent visits to his doctor, but no illness is found. His doctor
tells him that he worries too much. The patient admits to himself that he is a worrier
and has been his whole life. He ruminates about the details of his job, his health,
his lack of friends, the state of the economy, and a host of other concerns. His
worries make it hard for him to fall asleep at night. Once asleep, however, he sleeps
soundly. Finally, Mr. Jones is given a tranquilizer by his physician. He finds that
he feels calm, no longer broods over everything, falls asleep easily, and has relief
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from his physical symptoms. To improve his social functioning, he sees a psychia-
trist, who diagnoses a generalized anxiety disorder and an avoidant (shy) person-
ality disorder.

This case illustrates many features of patients with generalized anxiety disorder.
These individuals have near-continuous anxiety for weeks or months that is not
clearly related to a single life event. In this case, some of the physical manifesta-
tions of anxiety are prominent (muscle tension, frequent urination, and diarrhea).
Difficulty falling asleep is also common with anxiety. In contrast, patients who are
depressed will often have early morning wakening. In this case example, the
patient also has a concomitant shy personality that aggravates his condition. Such
a patient usually benefits from treatment. Medication may be required for many
years, although it may be needed only during active cycles of anxiety. Because
some patients attempt to medicate themselves with alcohol, secondary alcoholism
is a potential complication.

Ms. Johnson is a forty-two-year-old married homemaker and mother of four
children. She works part-time in a fabric store as a salesclerk. She is friendly and
outgoing. She has also been very close with her family, especially her mother. Ms.
Johnson comes to her family physician because her mother has just had a stroke.
Because her mother lives on the other side of the country, Ms. Johnson needs to
take an airplane if she is to get to her mother’s bedside quickly. Unfortunately, Ms.
Johnson has a long-standing fear of flying; even the thought of getting into an
airplane terrifies her. She has not personally had a bad experience with flying but
remembers reading about a plane crash when she was a teenager. She denies any
other unusual fears and otherwise functions well.

Her family physician refers her to a psychologist for systematic desensitization
to relieve her phobia for future situations. As a stop-gap measure for the present,
however, she is taught a deep-muscle relaxation technique, is shown videotapes
designed to reduce fear of flying, and is prescribed a tranquilizer and another drug
to reduce the physical manifestations of anxiety (a beta-blocker). This combination
of treatments allows her to visit her mother immediately and, eventually, to be able
to fly without needing medication.

This case illustrates a typical patient with an isolated phobia. Phobias are
probably the most common anxiety disorders. Treatments such as those described
above are usually quite helpful.

Perspective and Prospects
Anxiety has been recognized since antiquity and was often attributed to magical or
spiritual causes, such as demonic possession. Ancient myths provided explanations
for fearful events in people’s lives. Pan, a mythological god of mischief, was
thought to cause frightening noises in forests, especially at night; the term “panic”
is derived from his name. An understanding of the causes of panic and other anxiety
disorders has evolved over the years.

Sigmund Freud (1856-1939) distinguished anxiety from fear. He considered fear
to be an expected response to a specific, identifiable trigger, whereas anxiety was
a similar emotional state without an identifiable trigger. He postulated that anxiety

Anxiety Disorders Psychology and Mental Health

136



resulted from unconscious, forbidden wishes that conflicted with what the person
believed was acceptable. The anxiety that resulted from this mental conflict was
called an “anxiety neurosis” and was thought to result in a variety of psychological
and physical symptoms. Psychoanalysis was developed to uncover these hidden
conflicts and to allow the anxiety to be released.

Freud’s theories about anxiety are no longer universally accepted. Many psy-
chiatrists now believe that several anxiety disorders have a biological cause and
that they are more neurological diseases than psychological ones. This is primarily
true of generalized anxiety disorder, panic disorder, and obsessive-compulsive
disorder. It is recognized that anxiety can also be triggered by drugs (legal and
illicit) and a variety of medical illnesses.

Psychological causes of anxiety are also recognized. Adjustment disorder with
anxious mood, phobias, and post-traumatic stress disorder are all thought to be
primarily psychological disorders. Unlike with Freud’s conflict theory of anxiety,
most modern psychiatrists consider personality factors, life experiences, and views
of the world to be the relevant psychological factors in such anxiety disorders.
Nonpharmacological therapies are no longer designed to uncover hidden mental
conflicts; they provide instead support. Specific therapies include flooding (mas-
sive exposure to the feared situation), systematic desensitization (graded expo-
sure), and relaxation techniques.

Bibliography
American Psychiatric Association.Diagnostic and Statistical Manual of Mental

Disorders, Fourth Edition (DSM-IV). 4th ed. Washington, D.C.: Author, 1994.
This textbook contains the official diagnostic criteria and classification for all
the anxiety disorders. Provides useful descriptions, definitions, and prevalence
data.

Bellenir, Karen, ed.Mental Health Disorders Sourcebook: Basic Consumer Health
Information About Anxiety Disorders, Depression, and Other Mood Disorders.
2d ed. Detroit: Omnigraphics, 2000. A volume on mental illness in the health
reference series. Includes a bibliography and an index.

Bourne, Edmond J.The Anxiety and Phobia Workbook. Oakland, Calif.: New
Harbinger, 1995. This is an excellent self-help book for problems related to
anxiety. It may also be helpful for family members seeking to understand
anxiety better or to support those affected by anxiety.

Craske, Michelle G.Anxiety Disorders: Psychological Approaches to Theory and
Treatment. Boulder, Colo.: Westview Press, 1999. This volume in the series
Perspectives in Clinical Psychology addresses the diagnosis and treatment of
anxiety disorders. Includes bibliographical references and an index.

Greist, John H., James W. Jefferson, and Isaac M. Marks.Anxiety and Its Treat-
ment. Washington, D.C.: American Psychiatric Press, 1986. A short book
written by three psychiatrists with a special interest in the anxiety disorders.
Intended for a lay audience, it describes the nature of the anxiety disorders and
their treatment.

Kleinknecht, Ronald A.Mastering Anxiety: The Nature and Treatment of Anxious

Psychology and Mental Health Anxiety Disorders

137



Conditions. New York: Plenum Press, 1991. This book provides a good over-
view, with statistics and good explanations of the different types of anxiety
disorder.

Leaman, Thomas L.Healing the Anxiety Diseases. New York: Plenum Press, 1992.
A helpful text written by a family physician with an interest in anxiety disorders.
Provides a good overview to the subject in nontechnical terms and contains
practical advice on dealing with anxiety.

Noyes, Russell, Jr., and Rudolf Hoehn-Saric.The Anxiety Disorders. New York:
Cambridge University Press, 1998. This comprehensive text covers all the
anxiety disorders found in DSM-IV. Includes bibliographical references and an
index.

Sheehan, David V.The Anxiety Disease. New York: Bantam Books, 1983. A classic
book written for the layperson that explains the nature of anxiety, the different
types of anxiety disorder, and treatment approaches.

Weekes, Claire.Hope and Help for Your Nerves. New York: Hawthorne Books,
1969. A classic text describing the nature of panic disorder. Weekes describes
her pioneering approach to the nonpharmacological management of this dis-
order.

Peter M. Hartmann, M.D.
See also:

Agoraphobia and Panic Disorders; Depression; Grief and Guilt; Hypochondri-
asis, Conversion, Somatization, and Somatoform Pain; Manic-Depressive Disor-
der; Midlife Crises; Neurosis; Obsessive-Compulsive Disorder; Paranoia; Phobias;
Psychoanalysis; Psychosomatic Disorders; Sexual Dysfunction; Stress; Stress:
Coping Strategies.

Anxiety Disorders Psychology and Mental Health

138



Aphasias
Aphasias

Type of psychology:Language
Fields of study:Cognitive processes

Aphasias include a variety of conditions in which a partial or total loss of the
ability to understand or produce language-based material occurs; the deficits can
be in speech, reading, or writing. Knowledge of aphasias can aid in the localiza-
tion of brain injuries. An understanding of aphasias is also important because they
cause communication problems that require treatment.

Principal terms
equipotentiality: a theory of cerebral functioning that holds that, although

sensory input may be localized, perception involves the whole brain
expressive aphasia: severe impairment of previously intact language-production

abilities as a result of brain injury or cerebral dysfunction
global aphasia: substantial impairments in both language production and lan-

guage comprehension
interactionist theory: the idea that perception and behavioral output are based

on interactions between basic components; although component processes are
localized, there is redundancy in regard to function

localizationist theory: the idea that specific sensory, perceptual, and behav-
ioral processes are controlled by particular cerebral structures and/or areas of
the brain

paraphasia: impairment in which articulation is intact but unintended sounds are
substituted for others (phonemic paraphasia) or words are substituted (semantic
paraphasia)

receptive aphasia: severe impairment of previously intact language-comprehen-
sion abilities as a result of brain injury or other cerebral dysfunction

Causes and Symptoms
Nearly all definitions of aphasia agree on the following four points: Aphasia refers
to a condition in which a person suffers a loss in the ability to understand or
produce language-referenced material; the deficits can be in speech, reading,
and/or writing; the impairment is assumed to be caused by cerebral rather than
peripheral impairments; and aphasias represent a devastation of a previously
manifested ability rather than a developmental failure.

A fifth point, included or implied in most descriptions of aphasias, is that they
occur as a result of structural damage or disease processes that directly affect the
brain—an organic etiology. This view is taken because functional mental disorders
that produce aphasic-like symptoms are best understood in the context of the
psychological and environmental events that produce them. Aphasias, however, are
best comprehended in relationship to the physical injuries and structural changes
that cause their appearance. Furthermore, interventions that would be effective for

139



the treatment of aphasias would have little or no relevance for the amelioration of
aphasic-like symptoms that result from functional causes.

Vascular disorders, particularly strokes, are the most frequent cause of aphasia.
Other conditions likely to lead to aphasia include traumatic head injuries, brain
tumors, infections, toxins, and dementia.

It is left-hemisphere damage that is most commonly associated with aphasia. For
most persons, language abilities are localized in the left hemisphere of the brain.
Damage to the right side of the brain seldom results in any noticeable effect on
language skills. The fact that left-handers sometimes show speech impairments
following injury to the right side of the brain has often been taken as evidence that
lefthanders are right-brain dominant in regard to language. Research has failed to
support this contention. Most left-handers show bilateral or left-hemisphere domi-
nance for language, with no more than 15 percent showing primary control of
speech via the right hemisphere.

Aphasias can be divided into three general categories: expressive aphasias,
receptive aphasias, and mixed or global aphasias. Most persons with aphasia show
a mixture of expressive and receptive symptoms.

Expressive  aphasia is often referred to as Broca’s aphasia, motor aphasia,
nonfluent aphasia, executive aphasia, or verbal aphasia. Expressive aphasia can be
considered to subsume subfluent aphasia, anarthric aphasia, expressive dyspros-
ody, kinetic (efferent) motor aphasia, speech apraxia, subcortical motor aphasia
(pure word-dumbness), transcortical motor aphasia (dynamic aphasia), conduction
(central) aphasia, anomic (amnestic or nominal) aphasia, and agraphia.

Expressive aphasia describes a condition in which language comprehension
remains intact but speech—and quite often the ability to write—is impaired.
People who suffer from expressive aphasia understand what is being asked of them,
and their ability to read is unaffected; they have difficulty, however, communicat-
ing their understanding.

When expressive aphasia is extreme, the affected person may be totally unable
to speak (aphonia) or may be able to speak only in so distorted a way that he or she
becomes incomprehensible. Still, as is the case with all other forms of aphasia,
singing and swearing are generally preserved.

Paraphasias are a common form of expressive aphasia. Paraphasia differs from
articulation problems, which are also quite prominent. When a person with expres-
sive aphasia has difficulties with articulation, he or she has trouble making
recognizable speech sounds. Paraphasia, on the other hand, refers to a condition in
which articulation is intact but unintended syllables, words, or phrases are inserted.
For example, one patient, in referring to his wife, always said “my dog.”

Telegraphic speech, in which speech is reduced to its most elemental aspects, is
frequently encountered in expressive aphasia. In telegraphic speech, the meaning
is often clear; however, communications are reduced to the bare minimum and
consist of simple noun-verb phrases.

Verbal fluency, the capacity to produce uninterrupted phrases and sentences, is
typically adversely affected in expressive aphasias. As a result of word-finding
difficulties, speech may take on a halting and labored character.
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Receptive aphasia is often referred to as Wernicke’s aphasia, sensory aphasia,
fluent aphasia,  or  agnosia.  Receptive  aphasia can be considered to  subsume
semantic aphasia, jargon aphasia, visual aphasia (pure word-blindness), transcor-
tical sensory aphasia (isolation syndrome), syntactical aphasia, and alexia. In
receptive aphasia, speech is generally fluent, with few, if any, articulatory prob-
lems; however, deficits in language comprehension are always present.

While fluent, the speech of a person with receptive aphasia is seldom normal.
People who have receptive aphasia may insert nonwords—neologisms—into their
communications, and in severe cases their communications may contain nothing
but jargon speech. For example, one patient, when asked what he had for breakfast,
responded, “Eating and food. Got no more heavy come to there. No come good,
very good, in morning.”

Unlike people who have expressive aphasia, who generally show great distress
in regard to their disorder, people who have receptive aphasia may appear oblivious
to their disorder. They may produce lengthy nonsensical utterances and then look
at the listener as if confused by the listener’s lack of comprehension.

Global aphasia describes a condition in which there is a mixture of receptive and
expressive deficits. Global aphasia is typically associated with less focalized brain
injury. Although comprehension is generally less impaired than production in
global aphasia, this disorder does not fit neatly into either the expressive or the
receptive category. The prognosis is generally much poorer for persons with global
aphasia than for those with purely receptive or expressive deficits.

An appreciation for the nature and extent of aphasias is important because such
knowledge can facilitate the identification of disease processes that may be affect-
ing cerebral functioning, can assist in the localization of brain injuries, and can
provide information that must be considered in making post-discharge placements.
Finally, and perhaps most important, knowledge of aphasias is needed because they
cause significant communication deficits that require treatment.

A variety of conditions can lead to aphasic-like symptoms: functional mental
disorders, peripheral nervous system damage, peripheral motor impairments, con-
genital disorders, degenerative disease processes of the brain, cerebral vascular
injury, central nervous system toxins, epilepsy, migraine, brain tumors, central
nervous system infections, and cerebral trauma. Being able to discriminate be-
tween true aphasias (those caused by cerebral complications) and aphasic-like
symptoms brought on by other causes can enable the selection of the most effective
treatment and improve prognostic prediction. For example, depression, Parkin-
son’s disease, and certain focal lesions can cause persons to appear emotionally
unreactive (flat affect) and speak in a manner that lacks expressive intensity and
intonation (dysprosody). The treatments of choice for these disorders are substan-
tially different,  and  some interventions that  would be recommended for one
disorder would be contraindicated for another. Similarly, knowing that cerebral
hemorrhage is most often associated with global aphasia and diffuse tissue dam-
age—whereas  cerebral embolisms typically damage areas  served by the left
middle cerebral artery, resulting in more specific aphasias—has implications in
regard to patient monitoring, treatment, and prognosis.
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The interrelationships between aphasias and localized brain injuries have impor-
tant ramifications. Among other implications, knowing the neural basis for lan-
guage production and processing can facilitate the identification of the best candi-
date sites for surgical intervention and can provide clues regarding whether a
disease process has been arrested or continues to spread. For example, an aphasia
that begins with clear articulation and no identifiable deficits in language produc-
tion would be consistent with conduction aphasia, and it might be assumed that
damage to the arcuate fasciculus had occurred. If, over the course of time, the
person began to manifest increasing difficulty with speech comprehension but
articulation continued to appear intact, it could be inferred that damage was
spreading downward and affecting a broader region of the temporal lobe. Such
information would have important treatment and prognostic ramifications.

Given the importance of language and the ability to communicate in managing
daily affairs, it can be seen that having information concerning the nature and the
extent of aphasia is an important consideration that must be taken into account
when making postdischarge plans. On the one hand, if the person’s deficits are
purely expressive in nature, it can be assumed that he or she will more likely be
able to manage his or her daily affairs and will be more capable of managing
independent placement. On the other hand, persons with receptive aphasia, despite
wishes to the contrary, may have to be referred to a more restrictive environment.
Not being able to understand the communications of others and perhaps manifest-
ing deficits in safety and judgment require that the person with receptive aphasia
be carefully assessed to ascertain the degree to which he or she is competent to
manage his or her affairs.

Treatment and Therapy
Aphasias cause significant communication problems that require treatment and
amelioration. While there is no doubt that considerable spontaneous recovery takes
place in regard to aphasia, research shows that treatment can have a facilitating
effect. Furthermore, the earlier treatment is initiated, the more profound its effects.

Under most circumstances,  therapy for aphasia is  one  element of  a  more
comprehensive treatment process. Aphasia seldom occurs in isolation, and, de-
pending on the type of damage, one is likely to see paresis, memory deficits,
apraxias, agnosias, and various difficulties related to information processing oc-
curring in conjunction with the aphasia. As a result, the person with aphasia is
likely to be treated by an interdisciplinary team. The team will typically consist of
one or more physicians, nurses, nursing support personnel, physical therapists,
occupational therapists, speech therapists, a rehabilitation psychologist or neuro-
psychologist, a clinical psychologist, and one or more social workers. Each team
member is expected to have an area of expertise and specialization, but the team
approach requires that team members work together and, individually and collec-
tively, support each discipline’s treatment goals.

The most common treatments for the aphasic person are systematic stimulation,
behavioral teaching programs, deblocking, and compensation therapy. Systematic
stimulation involves the use of everyday objects and everyday situations to stimu-
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late language production and to facilitate language comprehension. Behavioral
teaching programs are similar to systematic stimulation but are more organized,
are designed more precisely to take into account known structural damage, and
frequently employ behavior modification techniques. Deblocking, a less fre-
quently used therapy, consists of stimulating intact language functions as a vehicle
for encouraging rehabilitation of damaged processes. Compensation therapy in-
cludes teaching the person alternative communication strategies and utilizing
intact abilities to circumvent the functional limitations that result from her or his
aphasia.

Perspective and Prospects
The study of aphasias dates back more than four thousand years. An Egyptian
papyrus dated between 3000 and 2500b.c.e. provides a case example of language
deficits following traumatic head injury.

The Greeks variously subscribed to hypotheses that mental processes were
located in the brain or the heart. Not until the time of the physician Galen (130-201
c.e.) did the brain hypothesis gain full sway. Galen based his arguments on
dissection and clinical experience—he spent five years as a physician to the
gladiators of the  Roman circus, where  he  was exposed to multiple cases of
traumatic head injury.

Over the next thirteen hundred years, little progress was made in relation to an
appreciation of cerebral anatomy or physiology. With the anatomical observations
of Andreas Vesalius (1514-1564) and the philosophical speculations of René
Descartes (1596-1650), however, the stage was set for a new understanding of
cerebral functioning.

In the early nineteenth century, phrenology, which postulated that specific areas
of the brain controlled particular intellectual and psychological processes, became
influential. Although it was subsequently discredited, phrenology provided the
foundation for the localizationist position in neuropsychology.

Paul Broca (1824-1880) can be credited with raising the study of cerebral
localization of speech to a scientific level. Broca’s first case study was “Tan,” a
patient with apparently intact receptive abilities whose expressive skills had been
reduced to uttering the word “tan” and a few colorful oaths. According to Broca,
“Tan” was shown in an autopsy to have a lesion of the left anterior lobe of his brain,
which caused his speech problems. Subsequently, the syndrome he described
became known as Broca’s aphasia. Furthermore, the posterior third of the left third
frontal convolution of the left hemisphere of the brain became known as Broca’s
area.

Carl Wernicke (1848-1905) was the next person to make major contributions to
the understanding of cerebral organization and language functioning. Wernicke
proposed a sequential processing model that held that several areas of the brain
affected language development, production, and expression. Following his work,
the left first temporal gyrus was named Wernicke’s area, and the particular type of
receptive aphasia that resulted from damage to this area became known as Wer-
nicke’s aphasia.
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Over the ensuing years, arguments raged regarding whether the localizationist
position was tenable. As a general rule, researchers supporting equipotentiality
(sensory input may be localized, but perception involves the whole brain) held
sway. By the 1950’s, interactionist theory had gained the ascendancy. Interactionist
theory holds that basic functions are localized; however, there is redundancy in
regard to function. Therefore, damage to a specific area of the brain may or may
not cause a deficit in higher-order behaviors, since the damaged functions may be
assumed by redundant or parallel backup components.

Recent years have seen notable advances in the understanding and treatment of
aphasias. Psychometric instruments founded on modern principles of test construc-
tion have become available. Experimental techniques that take into account known
aspects of cerebral functioning have been developed. Furthermore, advances in
brain imaging have done much to aid in understanding cortical function and the
effects of injury as they relate to the development of aphasias.
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Attention-Deficit

Disorder
Attention-Deficit Disorder

Type of psychology:Psychopathology
Fields of study:Attitudes and behavior; childhood and adolescent disorders

Attention-deficit disorder is one of the most common disorders of childhood and
adolescence, but it is also one of the most disturbing and debilitating disorders that
a child or adolescent can experience. Research into this disorder has identified its
primary causes; however, it remains a difficult disorder to treat effectively.

Principal terms
etiology: the factors that are thought to cause or contribute to a particular disorder
impulsivity: excitability, poor self-control, and inability to delay gratification or

to inhibit urges; examples include difficulty waiting, blurting out answers, and
interrupting others

inattention: difficulty in sustaining attention, distractibility; examples include
poor concentration and distraction by unimportant stimuli, such as a passing
vehicle

overactivity: excessive levels of vocal or motor activity, such as restlessness,
fidgeting, and unnecessary movements

prevalence: the percentage of a population that has a particular disorder at a given
time

treatment: the attempt to ameliorate or treat the symptoms of a disorder; treat-
ments can include medication, cognitive-behavioral therapy, and parent training,
among others

Causes and Symptoms
Attention-deficit disorder (ADD), also known as attention-deficit/hyperactivity
disorder (ADHD) or hyperactivity, is one of the most extensively studied behavior
disorders of childhood. It is estimated that there are more than ten thousand
individual studies of this disorder, as well as numerous books and other writings.
There are a number of reasons why this disorder is of such interest to researchers
and clinicians. The two primary reasons are, first, that ADD is a relatively common
disorder of childhood, and second, there are numerous problems associated with
ADD, including lower levels of intellectual and academic performance and higher
levels of aggressive and defiant behavior.

In national and international studies of childhood emotional and behavioral
disorders, ADD has been found to be relatively common among children. Although
prevalence estimates range from 1 percent to 20 percent, most researchers agree
that between 3 percent and 5 percent of children could be diagnosed as having
ADD. In order to be diagnosed as having ADD, a child needs to show more than
hyperactivity alone. The fourth edition of theDiagnostic and Statistical Manual of
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Mental Disorders(DSM-IV), which
was published by the American Psy-
chiatric Association in 1994, de-
scribed diagnostic criteria for ADD.
A child had to show twelve out of
eighteen listed behaviors falling
roughly into three categories: inat-
tention (such as having difficulty
sustaining attention in play activities
or tasks), impulsivity (such as having
difficulty waiting one’s turn in a
game), and hyperactivity (such as
difficulty remaining still or seated
when asked). Although many of
these behaviors are quite common
for most children at some point in
their  lives,  the important point to
consider is that they must be
maladaptive and  inconsistent  with
developmental level. Additionally, it
is expected that these behaviors have
been present for at least six months.

Boys tend to outnumber girls in
the diagnosis of ADD. It is esti-
mated that, of children diagnosed
as having ADD, boys outnumber
girls six to one. This estimate may
be somewhat high, however, since
the ratio is reported to be three to
one in samples of children who
have not been referred for therapy.
It may be that boys are dispropor-
tionately referred for therapy. ADD
boys tend to be more aggressive
and antisocial than ADD girls, and
therefore boys may be more fre-
quently referred for therapy than girls even when similar levels of ADD behavior
occur.

There are a number of additional problems associated with ADD, including the
greater likelihood of ADD boys exhibiting aggressive and antisocial behavior.
Although many ADD children do not show any associated problems, many ADD
children show deficits in both intellectual and behavioral functioning. For exam-
ple, a number of studies have found that ADD children score an average of seven
to fifteen points below normal children on standardized intelligence tests. It may
be, however, that this poorer performance reflects poor test-taking skills or inatten-

Possible Symptoms of ADD with

Hyperactivity (Impulsive) in Children

❖ fidgety
❖ leaves seat when should not
❖ runs or climbs inappropriately
❖ talks excessively
❖ difficulty playing quietly
❖ always on the go
❖ blurts out answers
❖ has trouble waiting turns
❖ interrupts

Possible Symptoms of ADD without

Hyperactivity (Inattentive) in Children

❖ difficulty following through on instructions
❖ difficulty keeping attention on tasks or play
❖ loses things at school and home
❖ does not listen
❖ fails to give close attention to detail
❖ seems disorganized
❖ trouble with tasks needing long-term effort
❖ forgetful
❖ easily distracted

Possible Symptoms of ADD in Adults

❖ a tendency to be easily distracted
❖ hyperactivity, usually in the form of restless-

ness
❖ mood swings (which very often become the

main symptom in adults)
❖ inability to complete things
❖ a hot temper, with low stress tolerance
❖ difficulties getting along with spouses, co-

workers, and other significant people in their
lives.
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tion during the test rather than actual impairment in intellectual functioning.
Additionally, ADD children tend to have difficulty with academic performance and
scholastic achievement. It is assumed that this poor academic performance is a
result of inattention and impulsiveness in the classrooom. When ADD children are
given medication to control their inattention and impulsiveness, their academic
productivity has been shown to improve.

ADD children have also been shown to have a high number of associated
emotional and behavioral difficulties. As mentioned earlier, ADD boys tend to
show higher levels of aggressive and antisocial behavior than ADD girls and
normal children. Additionally, it is estimated that 11 percent of ADD children have
at  least  three other psychiatric disorders, 32 percent have at least two other
disorders, and 44 percent have at least one other disorder. Many of these problems
are related to depression and anxiety, although many ADD children also have
severe problems with temper tantrums, stubbornness, and defiant behavior. It is
also  estimated that up to  50  percent  of  ADD children  have impaired  social
relations; that is, they do not get along with other children. In general, there are
many problems associated with ADD, and this may be part of the reason that
researchers have been so intrigued by this disorder.

Researchers must understand a disorder before they can attempt to treat it. There
are a variety of theories on the etiology of ADD, but most researchers now believe
that there are multiple factors that influence its development. It appears that many
children may have a biological predisposition toward ADD; in other words, they
may have a greater likelihood of developing ADD as a result of genetic factors. This
predisposition is exacerbated by a variety of factors, such as complications during
pregnancy, neurological disease, exposure to toxins, family adversity, and inconsis-
tent parental discipline. Although a very popular belief is that food additives or sugar
can cause ADD, there has been almost no scientific support for these claims. Since
so many factors have been found to be associated with the development of ADD, it
is not surprising that numerous treatments have been developed for the amelioration
of ADD symptoms. Although numerous treatment methods have been developed
and studied, ADD remains a difficult disorder to treat effectively.

Treatment and Therapy
Treatments of ADD can be broken down into roughly two categories: medication;
and behavioral or cognitive-behavioral treatment with the individual ADD child,
parents, or teachers. It should be noted that traditional psychotherapy and play
therapy have not been found to be effective in the treatment of ADD. Stimulant
medications have been used in the treatment of ADD since 1937. The most
commonly prescribed stimulant medications are methylphenidate (Ritalin),
pemoline (Cylert),  and dextroamphetamine (Dexedrine).  Behavioral improve-
ments caused by stimulant medications include impulse control and improved
attending behavior. Overall, approximately 75 percent of ADD children on stimu-
lant medication show behavioral improvement, and 25 percent show either no
improvement or decreased behavioral functioning. The findings related to aca-
demic performance are mixed. It appears that stimulant medications can help the

Attention-Deficit Disorder Psychology and Mental Health

148



ADD child with school productivity and accuracy, but not with overall academic
achievement. In addition, although ADD children tend to show improvement while
they are on a stimulant medication, there are rarely any long-term benefits to the
use of stimulant medications. In general, stimulant medication can be seen as only
a short-term management tool.

Antidepressant medications (such as imipramine and desipramine) have also
been used with ADD children. These medications are sometimes used when
stimulant medication is not appropriate (for example, if the child has motor or
vocal tics). Antidepressant medications, however, like stimulant medications, ap-
pear to provide only short-term improvement in ADD symptoms. Overall, the use
or nonuse of medications in the treatment of ADD should be carefully evaluated
by a qualified physician (such as a psychiatrist). If the child is started on medica-
tion for ADD, the safety and appropriateness of the medication must be monitored
continually throughout its use.

Behavioral and cognitive-behavioral treatments have been used with ADD
children themselves, with parents, and with teachers. Most of these techniques
attempt to provide the child with a consistent environment in which on-task
behavior is rewarded (for example, the teacher praises the child for raising his or
her hand and not shouting out an answer), and in which off-task behavior is either
ignored or punished (for example, the parent has the child sit alone in a chair near
an empty wall, a “time-out chair,” after the child impulsively throws a book across
the room). In addition, cognitive-behavioral treatments try to teach ADD children
to internalize their own self-control by learning to “stop and think” before they act.

One example of a cognitive-behavioral treatment, which was developed by
Philip Kendall and Lauren Braswell, is intended to teach the child to learn five
“steps” that can be applied to academic tasks as well as social interactions. The five
problem-solving steps that children are to repeat to themselves each time they
encounter a new situation are the following: Ask “What am I supposed to do?”; ask
“What are my choices?”; concentrate and focus in; make a choice; and ask “How
did I do?” (If I did well, I can congratulate myself; if I did poorly, I should try to
go more slowly next time.) In each therapy session, the child is given twenty plastic
chips at the beginning of the session. The child loses a chip each time he or she
does not use one of the steps, goes too fast, or gives an incorrect answer. At the end
of the session, the child can use the chips to purchase a small prize; chips can also
be stored in a “bank” in order to purchase an even larger prize in the following
sessions. This treatment approach combines the use of cognitive strategies (the
child learns self-instructional steps) and behavioral techniques (the child loses a
desired object, a chip, for impulsive behavior).

Overall, behavioral and cognitive-behavioral treatments have been found to be
relatively effective in the settings in which they are used and at the time they are
being instituted. Like the effects of medication, however, the effects of behavioral
and cognitive-behavioral therapies tend not to be long-lasting. There is some
evidence to suggest that the combination of medication and behavior therapy can
increase the effectiveness of treatment. In the long run, however, no treatment of
ADD has been found to be truly effective.
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Perspective and Prospects
Children who might now be diagnosed as having ADD have been written about and
discussed in scientific publications since the mid-1800’s. Attention to ADD began
in the United States after an encephalitis epidemic in 1917. Because the damage to
the central nervous system caused by the disease led to poor attention, impulsivity,
and overactivity in children who survived, researchers began to look for signs of
brain injury in other children who had similar behavioral profiles. By the 1950’s,
researchers began to refer to this disorder as “minimal brain damage,” which was
then changed to “minimal brain dysfunction” (MBD). By the 1960’s, however, the
use of the term MBD was severely criticized because of its overinclusiveness and
nonspecificity. Researchers began to use terms that more specifically characterized
children’s problems, such as “hyperkinesis” and “hyperactivity.”

TheDiagnostic and Statistical Manual of Mental Disorders(DSM), published by
the American Psychiatric Association, is the primary diagnostic manual used in the
United States. In 1968, DSM-II presented the diagnosis of “Hyperkinetic Reaction
of Childhood” to characterize children who were overactive and restless. By 1980,
when DSM-III was published, researchers had begun to focus on the deficits of
attention in these children, so two diagnostic categories were established: “Attention
Deficit Disorder with Hyperactivity (ADD with H)” and “Attention Deficit Disorder
without Hyperactivity (ADD without H).” After the publication of DSM-III, many
researchers argued that there were no empirical data to support the existence of the
ADD without H diagnosis. In other words, it was difficult to find any children who
were inattentive and impulsive but who were not hyperactive. For this reason, in
1987, when DSM-III-R was published, the only diagnostic category for these
children was “Attention-Deficit/Hyperactivity Disorder.”

The interest in and commitment to this disorder is likely to continue. Children
and adults with ADD, as well as the people around them, have difficult lives to lead.
The research community is committed to finding better explanations of the etiol-
ogy and treatment of this common disorder.
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Autism
Autism

Type of psychology:Psychopathology
Fields of study:Childhood and adolescent disorders; interpersonal relations

Autism, a poorly understood, nonschizophrenic psychosocial problem, includes
great social unresponsiveness, speech and language impairment, ritualistic play
activity, and resistance to change. It causes the parents of autists great grief and
disrupts the life of the entire family, although the autist is oblivious to the familial
trauma.

Principal terms
affective: behavior resulting from emotions or feelings, rather than from thought
aphasic: one who has lost the ability to articulate ideas because of brain damage
cognitive: relating to the mental process or faculty by which humans acquire

knowledge
echolalia: an involuntary and parrotlike repetition of words or phrases spoken by

others
epileptic seizure: an attack of epilepsy, characterized by convulsion, motor,

sensory, and psychic malfunction
schizophrenia: any of a group of psychotic reactions characterized by with-

drawal from reality, with accompanying affective, behavioral, and intellectual
disturbances

serotonin: a neurotransmitter produced from the amino acid tryptophan; impli-
cated in a number of psychological disorders

tardive dyskinesia: slow, involuntary motor movements, especially of the mouth
and tongue, which can become permanent and untreatable

Causes and Symptoms
The modern term “autism” was originated by Leo Kanner in the 1940’s. In
“Autistic Disturbances of Affective Contact” (1943), he described a group of these
children;  he viewed them as much more similar to  one  another  than to the
schizophrenics, with whom they generally had been associated. Until that time, the
classical definition for autism (still seen in some dictionaries) was “a form of
childhood schizophrenia characterized by acting out and withdrawal from reality.”
Kanner  believed that  these children  represented an entirely  different clinical
psychiatric disorder. He noted four main symptoms associated with the disease:
social withdrawal or “extreme autistic aloneness”; either muteness or failure to use
spoken language “to convey meaning to others”; an “obsessive desire for mainte-
nance of sameness”; and preoccupation with highly repetitive play habits, produc-
ing “severe limitation of spontaneous activity.” Kanner also noted that autism—
unlike other types of childhood psychoses—began in or near infancy.

Over the years, several attempts have been made to establish precise diagnostic
criteria for autism. The criteria given in the American Psychiatric Association’s
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Diagnostic and Statistical Manual of Mental Disorders(3d ed., 1980, DSM-III)
for “Autism Disorder” were onset prior to thirty months of age; pervasive lack of
responsiveness to other people; gross deficits in language development; if speech
is present, peculiar patterns (such as delayed echolalia and pronoun reversals);
bizarre reaction to environmental aspects (resistance to change); and the absence
of any symptoms of schizophrenia. These criteria were largely a restatement of
Kanner’s viewpoint.

Criteria from the fourth edition of the manual, DSM-IV, published in 1994, were
qualitative impairment in social interactions, qualitative abnormalities in commu-
nication, and restricted repetitive and stereotyped patterns of behavior, interests,
and activities. Qualitative impairment in social interactions included marked im-
pairment in the use of multiple nonverbal behaviors; a lack of spontaneous seeking
to share enjoyment, interests, or achievements with others; and lack of social or
emotional reciprocity. Qualitative abnormalities in communication included delay
in or total lack of the development of spoken language not accompanied by an
attempt to compensate through alternative modes of communication; stereotyped
and repetitive use of language or idiosyncratic language; and lack of varied,
spontaneous make-believe play or social imitative play. Restricted repetitive and
stereotyped patterns of behavior, interests, and activities  included apparently
inflexible adherence to specific,
nonfunctional routines or rituals;
stereotyped and repetitive motor
mannerisms such as hand or finger
flapping or twisting, and complex
whole-body movements; and per-
sistent preoccupation with parts of
objects. Delays or abnormal func-
tioning had to be present in at least
one of the following areas, with
onset prior to age three: social in-
teraction, language as used in so-
cial communication, or symbolic
or imaginative play.

Although the basic cause of
autism is still in dispute, it is be-
lieved to be attributable to a funda-
mental cognitive deficit. The
prevalence of autism is generally
estimated at between 0.1 and 0.4
percent of  the population of  the
world. Study of the sex distribution
shows that it is 2.5 to 4 times as
common in males as in females.

Largely because of Kanner’s
original sample (now known to

Possible Signs of Autism in an Infant or

Toddler

❖ does not cuddle or respond to affection and
touching

❖ does not make eye contact
❖ appears to be unable to communicate
❖ displays persistent failure to develop two-

way social relationships in any situation
❖ does not show a preference for parents over

other adults
❖ does not develop friendships with other chil-

dren
❖ has poor language skills; or nonexistent ones
❖ shows unusual, extreme responses to objects—

either avoidance or preoccupation
❖ finds moving objects, such as a fan, hold

great fascination
❖ may form an unusual attachment to odd ob-

jects such as a paper or rubberband
❖ displays repetitive activities of a restrictive

range
❖ spins and repeats body movements, such as

arm flapping
❖ may repeat television commercials
❖ may indulge in complex bedtime rituals
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have been atypical), many people believe that autistic children come from profes-
sional families and have the capacity for quite normal intellectual function. Sub-
sequent studies have indicated that this is not so. Rather, autistic children come
from families within a wide socioeconomic range, and more than 70 percent of
them are mentally retarded, exhibiting quite stable intelligence quotient (IQ) scores
over a wide age range.

The behavior that characterizes the autistic personality strongly suggests that the
disorder is related to other types of neurologic dysfunction. Identified neurological
correlations include soft neurologic signs (such as poor coordination), seizure
disorders (such as phenylketonuria), abnormal electroencephalograms, and un-
usual sleep patterns. This emphasis on neurologic—or organic—explanations for
autism is relatively new; autism was previously thought to be an entirely emotional
disorder.

The difficulties that autistic children show in social relationships are exhibited
in many ways. Most apparent is a child’s failure to form social bonds. For example,
such youngsters rarely initiate any interactions with other children. Moreover,
unlike nonautistic children, they do not seek parental company or run to parents
for solace when distressed. Many sources even point to frequent parental state-
ments that an autistic child is not as “cuddly” as normal babies and that autists do
not respond to their mothers or to affectionate actions. Autistic children avoid
direct eye contact and tend to look through or past other people. In addition, autistic
children rarely indulge in any cooperative play activities or strike up close friend-
ships with peers.

Sometimes speech does not develop at all. When speech development does
occur, it is very slow and may even disappear again. Another prominent speech
pathology in autism is either immediate or delayed repetition of something heard
but simply parroted back (such as a television commercial), phenomena called
immediate and delayed echolalia, respectively. Yet another problem seen is lack of
true language comprehension, shown by the fact that an autistic child’s ability to
follow instructions is often dependent on situational cues. For example, such a
child may understand the request to come and eat dinner only when a parent is
eating or sitting at the dinner table.

Behavior denoting resistance to change is often best exemplified by rigid and
repetitive play patterns, the interruption of which results in tantrums and even
self-injury. Some autistic children also develop very ritualistic preoccupations with
an object or a schedule. For example, they may become extremely distressed with
events as minor as the rearrangement of furniture in a particular room at home.

Treatment and Therapy
Autistic children can be very frustrating to both parents and siblings, disrupting
their lives greatly. Often, autists also cause grief and guilt feelings in parents and
may diminish their social standing. According to Mary Van Bourgondien, Gary
Mesibov, and Geraldine Dawson, in “Pervasive Developmental Disorders:
Autism” (1987), this can be ameliorated by psychodynamic, biological, or behav-
ioral techniques. These authors point out that all psychodynamic therapy views

Autism Psychology and Mental Health

154



autism as an emotional problem, recommending extensive psychotherapy for the
autist and the rest of the family. In contrast, biological methodology applies
psychoactive drugs and vitamins. Finally, behavioral therapy uses the axioms of
experimental psychology, along with special education techniques that teach and
reinforce appropriate behavior.

Some interesting aspects of behavioral techniques are described inEffective
Teaching Methods for Autistic Children(1974), by Rosalind Oppenheim. For
example, it is pointed out that many autists have the speech problems associated
with aphasic children and the odd body movements of children with perceptual
problems. A suggested technique used successfully by Oppenheim is teaching an
autistic child to write and then asking “why” questions, to be answered in writing.
This technique is reported to be quite successful at enhancing the “inner intellec-
tual development” of some autists.

One autistic child cited by these authors was a teenager designated as Bill.
Initially, Bill was uncommunicative, failed to look at his teacher or school work,
and persisted in being uncooperative. Within about five months he was reported as
having made substantial improvement in a number of academic areas and in
speech. The regimen utilized to cause the improvement was a combination of the
use of multiple-choice questions and longer written answers to questions.

A wide discussion of the use of biological intervention can be found inThe
Biology of the Autistic Syndrome(1985), by Mary Coleman and Christopher
Gillberg, and inAutism: Nature, Diagnosis, and Treatment(1989), edited by
Geraldine Dawson. As these authors and others point out, the therapeutic drugs of
most frequent choice are anticonvulsants, amphetamines, phenothiazines, Haldol,
and megavitamins. Anticonvulsants are utilized to control epileptic seizures be-
cause of frequent occurrence of this problem in up to 40 percent of autists. The
medications of widest use are those that do not cause hyperactivity, another
problem often observed in autistic children. Also used to combat hyperactivity are
amphetamines; concurrent with their calming effect, these drugs may make autists
more teachable.

Phenothiazines and Haldol are used mostly to reduce the occurrence of aggres-
sion and self-injury seen in some autists. It is necessary to use carefully monitored
doses of these drugs to prevent the occurrence of epileptic seizures and tardive
dyskinesia. Along these lines, the use of large amounts of standard vitamins
(megavitamins) has also been attempted, with varying effects.

A major aspect of many drug treatments concerns efforts to alter the serotonin
levels in autists, as this neurotransmitter (associated with other psychiatric disor-
ders and elevated in some autists) is thought by many to be related to autism. Such
conceptualization has also led to utilization of a drug called fenfluramine, a diet
drug that lowers serotonin levels in the general population. Neither consistent
results nor clear interrelationships between serotonin level alteration and easing of
autistic symptoms have been obtained, however; in some cases, biological inter-
vention has had good results, but successes have been low overall.

Similarly, the psychodynamic approach has had varied success. Regrettably, no
widepread and predictable results have been achieved in treating autism with any
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of the methods tested by the 1980’s; the treatment of autistic children remains
highly individualized. It has been proposed that this is partly the result of an
insufficiency of facilities that provide for special learning and other needs of
autists.

Perspective and Prospects
It is widely reported that autistic children, as defined by Kanner in the 1940’s, were
at first perceived as victims of an affective disorder brought on by their emotionally
cold, very intellectual, and compulsive parents. The personality traits of these
parents, it was theorized,  encouraged  such children to withdraw from social
contact with them, and then with all other people. This conceptualization fit not
only with the data available but also with the highly behavioristic bent of psychia-
try and psychology at the time.

In the years that have followed, additional data—as well as conceptual changes
in medicine and psychology—have led to the belief that autism, which may
actually be a constellation of disorders that exhibit similar symptoms, has a
biological basis that may reside in subtle brain and hormone abnormalities. These
concepts have been investigated and are leading to definitive changes in the therapy
used to treat individual autistic children. Although no general treatment or unifying
concept of autism has developed, promising leads include modalities that utilize
drugs which alter levels of serotonin and other neurotransmitters, as well as
examination of patients by nuclear magnetic resonance and other new techniques
useful for studying the brain and the nervous system.

The evolution of educational methodology aimed at helping autists has also been
useful, aided by legislation aimed at bringing severely developmentally disabled
children into the mainstream. Some cities and states have developed widespread
programs for educating autistic people of all ages. Instrumental here has been the
development of the National Society for Autistic Children, which has focused
some of its efforts on dealing with autistic adolescents and adults.

The fruits of all these efforts are the fact that combined therapy, biological
intervention, and educational techniques have helped autistic persons and their
families to cope; have decreased behavior problems in autists; have enhanced the
scholastic function of a number of these people; and have produced hope for
autistic adults, once nearly all institutionalized.
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Aversion, Implosion, and

Systematic

Desensitization

Therapies
Aversion, Implosion, and Systematic Desensitization

Type of psychology:Psychotherapy
Fields of study:Behavioral therapies

Aversion, implosion, and systematic desensitization therapies are effective therapy
techniques based on the principles of Pavlovian conditioning. The latter two are
most effective in treating fear and anxiety; aversion therapy is most often used in
treating habit disorders such as cigarette smoking or drug abuse.

Principal terms
aversion therapy: a therapy that involves pairing something negative (such as

electric shock) with an undesired behavior (such as drinking alcohol or smoking
cigarettes)

covert sensitization: aversion therapy using imagination or “imagery”; for
example, having an alcoholic imagine vomiting or becoming sick after sipping
a favorite drink

desensitization hierarchy: a list of feared situations, ordered from the least
fear-producing to the most fear-producing, for use in systematic desensitization

exposure therapies: therapies in which real or imagined exposure to a fear-
inducing situation reduces the fear response—for example, systematic desensi-
tization, flooding, and implosion

flooding: a therapy in which a phobic person imagines his or her most feared
situation until fear decreases; differs from implosion in that it includes only the
elements of the situation of which the patient is afraid

implosion therapy: a therapy in which the patient imagines his or her feared
situation (plus elements from psychodynamic theory that the therapist thinks
are related to the fear) until fear decreases

Pavlovian conditioning: learning in which two stimuli are presented one after
the other, and the response to the first changes because of the response to the
second stimulus

systematic desensitization: an exposure therapy in which the phobic person is
gradually presented with a feared object or situation

Overview
Systematic desensitization, implosion, and aversion therapy are all behavior ther-
apy techniques that are based on Pavlovian conditioning. In Pavlovian condition-
ing, when one stimulus is paired with another, the response to the second stimulus
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can affect the response to the first. For example, if the presence of a dog is followed
by a painful bite, the pain and fear that  result from the bite can produce a
conditioned response of fear toward dogs. An important process in Pavlovian
conditioning is extinction: When the first stimulus is presented a number of times
without the second stimulus, the response that became conditioned because of the
pairing becomes extinguished. If, after having been bitten by a dog, a person
spends time around dogs without being bitten, his or her fear of dogs will gradually
disappear. Both systematic desensitization and implosion therapy use extinction to
eliminate fear of an object or situation. Aversion therapy uses conditioning to
attach a negative response to something pleasant but undesirable (such as cigarettes
or alcohol) in order to eliminate a bad habit.

Systematic desensitization, developed and described by Joseph Wolpe in the
1950’s, is one of the most well-accepted and effective psychological treatments. It
is most successful when used to eliminate phobias, which are fears of specific
objects or situations. The goal of systematic desensitization is to put the patient into
a relaxed state and gradually present him or her with the feared situation, so that
very little anxiety is actually experienced during treatment. The therapist usually
presents the feared situation to the patient by having the patient vividly imagine
being in the situation. Systematic desensitization starts out with the patient briefly
imagining a situation that provokes very little anxiety. This is repeated until no
anxiety is produced by the image; then the patient moves on to a slightly more
anxiety-provoking image. This continues until the person can imagine his or her
most-feared situation with little or no anxiety.

Implosion is similar to systematic desensitization in that a person repeatedly
imagines a feared situation until the fear dissipates; however, if systematic desen-
sitization is like lowering inch by inch into a cold pool, implosion is like diving
headfirst into the deep end. Unlike systematic desensitization, which proceeds
gradually and evokes little discomfort, implosion plunges the patient right into
imagining his or her most intensely feared situation. Whereas systematic desensi-
tization uses short image periods, implosion requires a person to keep imagining
the feared situation for as long as it takes until the fear begins to decrease.
Implosion works best with long sessions of imagining, sometimes two hours or
more. As might be expected, implosion works faster than systematic desensitiza-
tion but is more uncomfortable and is more likely to cause people not to want to
try the treatment.

As originally described by Thomas Stampfl, implosion was a mixture of extinc-
tion and psychodynamic theory. In addition to imagining the situation that the
patient presented as anxiety-provoking, the patient would imagine things the
therapist thought were psychodynamic elements related to the anxiety, such as
childhood fears or conflict. For example, the therapist might instruct the patient to
imagine being rejected by his or her parents. Flooding is very similar to implosion,
except that the image is restricted to the specific situations the client describes as
fearful and does not include elements the therapist introduces from psychodynamic
theory. Flooding is now a more commonly used therapy than implosion.

Both systematic desensitization and flooding can be done through exposure to
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the actual situation, as well as through imagining it. For example, a person with a
phobia of dogs could approach a real dog rather than merely imagine it. Research
has shown that confronting the actual fear situation is more effective than imagin-
ing it; however, sometimes there are practical constraints. It would be too expen-
sive, for example, for a person who is afraid of flying to buy an airplane ticket every
week to become desensitized to the situation; imagining an airplane trip costs

Russian physiologist Ivan Pavlov conducted experiments with dogs that lead him to discover
several properties regarding the production of behavior. Systematic desensitization, implo-
sion, and aversion therapy are techniques based on Pavlovian conditioning.(©The Nobel
Foundation)
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nothing. In practice, treatment usually involves a combination of imagery and
actual exposure. The flight phobic might imagine being on an airplane during
therapy sessions and between sessions have a homework assignment to drive to an
airport and watch planes take off.

Whereas systematic desensitization and flooding try to extinguish a fear re-
sponse, the goal of aversion therapy is to attach a new, aversive response to a
currently positive stimulus. This is usually done to eliminate a bad habit like
drinking alcohol, smoking, or overeating. During treatment, the sight, smell, or
taste of alcohol, cigarettes, or a favorite food might be followed by electric shock
or a nausea-inducing drug. After experiencing a number of these pairings, the
person begins to develop a negative response to the previously valued stimulus.
Like flooding and systematic desensitization, aversion therapy can be performed
either in actuality or through the use of imagery. The use of imagery in this case is
called covert sensitization; an example would be an alcoholic who imagines
becoming violently ill after sipping his favorite drink.

There are a number of concerns with using aversion therapy. First, there are
always ethical concerns about any treatment that involves punishment or severe
discomfort. Aversive procedures are preferred only when other effective treatments
are not available or if other treatments have failed. A second concern with aversion
therapy is its effectiveness. The alcoholic may avoid drinking when he is hooked
up to the electric shock or has taken the nausea-producing drug, but aversion
therapy may not be effective in stopping him from drinking after treatment, when
no punishment will be suffered.

Applications
Systematic desensitization is most useful when applied to reduce fear. The appli-
cation of systematic desensitization is straightforward. The first step in systematic
desensitization is to establish a list of ten to fifteen feared situations (called a
desensitization hierarchy), ordered from least to most anxiety-provoking. For
example, the hierarchy for a person afraid to fly might start out with making an
airplane reservation a month before a scheduled trip and end with actually being
in a plane while it is taking off. Creating the desensitization hierarchy is one of the
most important parts of treatment and involves finding out what is most important
to the phobia: It might be fear of heights, fear of crashing, or fear of being in a
closed space with no escape. Two people with the same phobia may have com-
pletely different desensitization hierarchies.

When the hierarchy is complete, desensitization can begin. The therapist first
gets the patient or client to relax deeply, usually by teaching a specific muscle
relaxation technique the patient can practice at home. While the patient is relaxed,
the therapist instructs him or her to imagine vividly the item on the hierarchy that
provokes the least anxiety. This image is held for only a few seconds, so very little
anxiety is felt; then the patient returns to relaxing. This is repeated until no anxiety
is felt while imagining the scene; then the person imagines the next situation on the
hierarchy. Over the course of a number of sessions, the patient progresses up the
hierarchy until he or she can imagine the highest, most fear-provoking scene
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without feeling any fear. As noted earlier, treatment usually includes between-
session homework assignments that involve confronting the fear situation.

Flooding is used in the treatment of similar problems. In this case, the client is
immediately immersed in the most fearful situation he can imagine. The person
with a fear of flying might be asked immediately to imagine being on a flight over
the ocean while the plane is being jostled by severe turbulence. The phobic would
continue to imagine this (sometimes for hours) until the anxiety reduces. One
interesting and successful application of flooding has been in treating people with
compulsive washing rituals. People with obsessive-compulsive disorder will often
wash their hands until they are raw or bleeding, or will wash their clothes or clean
house many hours a day, fearing unseen contamination and germs. Because of the
time and energy this takes, the disorder can severely interfere with a person’s life.
Treatment involves having the person get his hands dirty by touching garbage or
some other feared material (or put on dirty clothes), then not allowing the person
to wash. This treatment is technically known as “exposure with response preven-
tion.” Because invisible germs are often what is most feared, the treatment also
involves having the person imagine germs covering and infecting his skin. In
severe cases, the person may need to be prevented from washing for days or even
weeks before the anxiety goes away. This is obviously a very uncomfortable
treatment for both patient and therapist, but it is one of the few long-lasting
treatments for this disorder.

Aversion therapy is used much less frequently than systematic desensitization
or flooding, and it is not used when other effective therapies are available. One
relatively common application of aversion therapy is rapid smoking. In  this
technique a cigarette smoker will smoke one cigarette after another in a small,
enclosed room until it causes a feeling of nausea. After a few sessions of this, the
person begins to anticipate the nausea at the first cigarette, reducing the desire to
smoke. Rapid smoking can be effective when used as one component of a treatment
program and when there are no medical reasons for the person to avoid this
technique.

Although aversion therapy is not used as often as systematic desensitization or
flooding, an especially creative application of it, reported by Peter Lang and
Barbara Melamed in 1969, illustrates its importance in certain situations. The case
involved a nine-month-old infant who was failing to gain weight because he
vomited his food ten minutes after every meal. No physical reason for this was
found, despite three hospitalizations, many medical tests, and surgery. Several
treatments were tried without success prior to beginning aversion therapy. When
aversion therapy was begun, the child was in critical condition and was being fed
through a nasogastric tube. Therapy involved giving an electric shock to the leg
whenever the child was vomiting. Within three days, shocks no longer had to be
given. His weight had increased 26 percent by the time he was discharged from the
hospital thirteen days after treatment began. One year later, he was still progressing
normally. This dramatic case shows that there is a place for aversion therapy in
psychology.
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Perspective and Prospects
Systematic desensitization, implosion, and aversion therapy were among the first
psychotherapies that were developed from principles discovered in the experimen-
tal psychology laboratory. During the 1960’s, they also were the first therapies to
have  their effectiveness confirmed in controlled experimental studies. In the
1950’s, a patient seeking treatment for a phobia might have received a course of
psychoanalysis, potentially stretching hundreds of sessions over several years with
questionable effectiveness. By the 1970’s, a patient going to a psychologist for the
same problem would probably receive systematic desensitization or flooding,
treatments with proven effectiveness and lasting only a handful of sessions.

On a broader level, these therapies and the research done on them ushered in a
new era of scientific standards for clinical psychology. They led the behavior
therapy movement, which continued to develop therapy techniques from research
done in experimental psychology and to test the effectiveness of these therapies.
This led to an expectation that all therapies should have proven effectiveness.
These therapies, then, represent a large step forward for the importance of scientific
principles in all areas of clinical psychology and psychiatry.

Although systematic desensitization and flooding are standard and effective
treatments, they are not 100 percent effective. Research continues to improve their
effectiveness and to reach the percentage of people who do not seem to improve
with these therapies. A particularly important area of research is to figure out how
best to combine these therapies with drug therapies for fear and anxiety. Regardless
of where this research leads, however, systematic desensitization and flooding will
remain important therapy techniques in clinical psychology.

Aversion therapy also is important as one of the original scientifically derived
and tested treatments, but it has more of a checkered history. One of its initial uses
in the 1960’s was to “treat” homosexual males by pairing pictures of attractive men
with electric shock. It should be noted that this was in an era when society had a
much different attitude toward homosexuality, and gay males voluntarily ap-
proached psychologists for this treatment. Nevertheless, aversion therapy contrib-
uted to an early popular view of behavior therapy as dehumanizing behavior
control that took away free will and reduced individual rights. When used thought-
fully and ethically by competent psychologists, aversion therapy has an important
role in psychological treatment; however, psychologists will surely continue to
debate the ethics and effectiveness of aversion therapy.
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Bed-Wetting
Bed-Wetting

Type of psychology:Developmental psychology
Fields of study:Childhood and adolescent disorders; organic disorders

Bed-wetting, technically known as enuresis, is a disorder characterized by the
frequent failure to maintain urinary control by a certain age. It most frequently
occurs in young children, although it may continue through adulthood.

Principal terms
antidiuretic hormone (ADH): a naturally occurring hormone within the body,

produced by the pituitary gland, that controls urine production
diurnal enuresis: the presence of enuretic episodes when the individual is awake
nocturnal enuresis: the failure to maintain urinary control during sleep
organic enuresis: a type of enuresis caused by identifiable physical problems,

such as diabetes
overlearning: a behavioral principle that involves the enuretic practicing the

ability to maintain urinary control under more difficult circumstances than are
typically present

primary enuresis: the presence of enuresis in an individual who has never
maintained adequate urinary control

secondary enuresis: the recurrence of enuresis in an individual who previously
has maintained urinary control

Causes and Symptoms
Enuresis is a disorder characterized by an individual’s repeated inability to main-
tain urinary control after having reached an adequate age. Although enuresis may
continue into adulthood, it most frequently occurs in young children. For example,
at age five, approximately 15 percent of all children are enuretic at night on a
once-a-week basis. By age eighteen, however, only about 1 percent of adolescents
are enuretic. Among children under the age of eleven, boys are more likely to be
enuretic than girls. After age eleven, however, boys and girls have equal rates of
enuresis, according to Arthur C. Houts and Hillel Abramson. It should be noted that
bed-wetting by children under five years of age and occasional bed-wetting by
older children are common and usually not cause for concern.

Because of the many different types of enuresis, several distinctions should be
made in discussing the disorder. The first distinction involves the cause. If enuresis
is the result of obvious physical causes, such as a urinary tract infection or diabetes,
it is referred to as organic enuresis. Although estimates vary, fewer than 5 percent
of enuretic cases are thought to be the result of physical causes. The majority of
the cases of enuresis are referred to as functional enuresis because no physical
cause can be identified. Even though most cases of enuresis are functional types,
a medical examination always should be conducted in order to make certain that
the enuresis is not the result of a physical problem.
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Another important distinction to make in discussing enuresis involves the time
at which it occurs. Nocturnal enuresis, bed-wetting, refers to the loss of urinary
control when an individual is sleeping. Diurnal enuresis refers to the loss of urinary
control during an individual’s waking hours. Nocturnal enuresis occurs much more
frequently than diurnal enuresis. Diurnal enuresis is more often the result of
physiological causes, such as urinary tract infections.

A final useful distinction is that between primary and secondary enuresis.
Primary enuretics are individuals who have never demonstrated proper bladder
control. Secondary enuretics are individuals who, after a substantial period of
urinary control (six months to a year), become enuretic again. Approximately 80
percent of all nocturnal enuretics have never gained proper urinary control. Al-
though professional differences of opinion exist, most researchers believe that the
causes of primary and secondary enuresis are usually the same and that children
with both types respond equally well to treatment. In order to avoid possible
confusion, the remainder of this section will focus on the most common type of
enuresis in children: functional primary nocturnal enuresis.

Over the years, numerous explanations have been given for the occurrence of
nocturnal enuresis. These various explanations can be grouped into one of three areas:
emotional, biological, or learning. An emotional explanation for the occurrence of
enuresis involves the idea that the enuretic is suffering from an emotional disorder that
causes him or her to lose urinary control. Examples of these proposed emotional
disturbances include anxiety disorders, poor impulse control, and passive-aggressive
tendencies. Recent research indicates, however, that few enuretic children have emo-
tional problems that cause their enuresis. In fact, among enuretic individuals who do
have emotional disturbance, it may be that their enuresis actually causes their emo-
tional problems. In this regard, it is widely accepted that the occurrence of enuresis
lowers children’s self-esteem as well as increases family conflict.

Biological deficiencies are a second suggested cause of enuresis. Approximately
50 percent of enuretic children have a parent or close family member who has had
the disorder. The tendency for enuresis to occur within certain families increases
the likelihood that enuresis has a biological cause. There are various biological
maladies that have been proposed to cause enuresis, including sleep disorders,
small bladder capacity, and a deficiency of antidiuretic hormone.

Danish researcher J. P. Norgaard and his associates investigated the potential
physical causes of enuresis. At one time, it was believed by many professionals that
enuretics engaged in deeper sleep than nonenuretics. For this reason, they were
unable to awaken in response to the sensation of a full bladder. Norgaard’s precise
measurement of the time that enuretic and nonenuretic individuals spend in
different levels of sleep, ranging from light to deep sleep, failed to demonstrate
consistent differences between the sleep patterns of these two groups.

The second suggested biological cause, small bladder capacity, has received
limited support. The best evidence suggests that while enuretics tend to have small
bladder capacities, this factor alone is insufficient to account for their enuresis.

The third suggested biological cause appears to have the most scientific support.
This explanation involves the failure of enuretic children to release a sufficient
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amount of antidiuretic hormone during their sleeping cycle. Antidiuretic hormone
(ADH) is secreted by the pituitary gland and is responsible for the control of urine
production. Because enuretics do not produce adequate amounts of ADH during
sleep, they produce more urine, leading to a greater risk of bed-wetting.

The improper learning of bladder control is the final category of proposed causes
of enuresis. This proposition rests on the notion that bladder control is a learned
response and that enuretic children have not properly mastered this response. Some
support for this proposition comes from the fact that mentally retarded children
take longer to control their elimination functions, such as urination and defecation,
than intellectually normal children. Enuresis researcher Arthur Houts has proposed
that nonenuretic children may be better able to inhibit the contractions of the
muscles responsible for urination; that is, while enuretic children may not have
impaired muscle reflexes, they may have greater difficulty voluntarily inhibiting
these muscles as compared with nonenuretic children.

Treatment and Therapy
Consistent with the large number of suggested causes of enuresis, or bed-wetting,
numerous treatments have been attempted. Early “treatments” for enuresis, dating
back some three thousand years, included such things as giving the child juniper
berries, cypress, and beer, or having the child consume ground hedgehog. Cur-
rently, drug and behavioral therapies are the two treatments that have been utilized
and studied to the greatest extent.

Among the drug therapies, imipramine was the first drug widely used in the
treatment of enuresis. Imipramine has been widely prescribed in the treatment of
depression for more than thirty years. In addition to its antidepressant qualities, it
was observed early in its usage to stop previously enuretic patients from bed-
wetting. Imipramine appears to stop bed-wetting by causing the contraction of the
muscles responsible for the release of urine. Based on a review of the scientific
literature, Houts and Abramson have concluded that imipramine is effective in
treating about half of the children with whom it is used. Unfortunately, once the
medication is withdrawn, almost all the successfully treated children return to
wetting their beds.

Another medication that has shown promise in the treatment of enuresis is
desmopressin (DDAVP). DDAVP is a drug administered internasally that is hy-
pothesized to prevent enuresis by causing the kidneys to concentrate urine, thus
preventing its passage into the bladder during sleep. DDAVP is completely effec-
tive in about 40 percent of the children for whom it is prescribed; however, the
removal of this medication also results in a very high recurrence of bed-wetting.

Another category of enuresis treatment is behavioral therapy. Variations of
behavioral therapy have been used with enuretics since the early 1900’s. The “urine
alarm” is at the center of the behavioral treatment approach; it is a device that
typically is attached to the underwear of enuretics prior to their going to bed. When
urine comes in contact with the sensors of the device, a loud noise is emitted by
the alarm attached to the undershirts or pajama tops of the children. The alarm’s
sound is utilized in order to awaken the children and the parents at the first emission
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of urine. It is necessary for parents to be awakened by the alarm because initially
the children may have difficulty rousing themselves when the alarm sounds. In
order for the children to be sufficiently awakened, it is often necessary to have them
wash their faces as a way of increasing alertness. Once the children are awake, they
are instructed to void the remainder of their urine. After voiding, the children return
to their bedrooms, where parents check the dampness of the bedding and, if it is
sufficiently wet, change the bedding. At this point, the children put on dry under-
wear, reattach the sensors, and return to bed.

During the treatment  process, the child and the parents record the child’s
progress through the use of a chart on which stars are placed when the child has a
dry bed. The accumulation of a certain number of stars usually results in the child’s
earning a reward of his or her choice. The treatment goal is for the enuretic not to
wet the bed for fourteen consecutive nights. It typically takes ten to twelve weeks
before this goal is met. It is best to instruct all members of the family regarding the
purpose and the exact workings of the treatment in order to avoid misunderstand-
ings and potential frustrations during the process. The lack of parental compliance
with the treatment procedures is the most frequent reason for therapy failure.

Additional components often are added to the basic behavioral treatment in
order to improve therapy effectiveness. Overlearning is one of these additional
components; it begins once the previously enuretic child has been dry for fourteen
consecutive nights. Based on the child’s age, he or she is instructed to drink a
certain amount of fluid prior to going to bed. The amount of fluid is gradually
increased as the child demonstrates the ability to remain dry during the night. Once
the child is able to remain dry after the intake of a maximum amount of fluid (2
ounces plus 1 ounce for every year of the child’s age), the procedure is stopped.
Overlearning typically reduces the recurrence of bed-wetting by 50 percent as
compared with the use of the standard treatment alone.

Urine retention exercises are often another procedure added to the standard
behavioral treatment. These exercises involve the child drinking a certain amount
of water (for example, 8 ounces) during the daytime and then telling the parents
when he or she first feels the need to urinate. At this point, the child is instructed
to hold the urine for a specific period of time. Upon successful completion of urine
retention, the child is allowed to urinate. Over a period of days, the amount of time
the child is asked to wait before urination is increased from three minutes to a
maximum of forty-five minutes. The effectiveness of this procedure is based on its
ability to increase the child’s bladder capacity and to strengthen the muscles
responsible for urine release.

Compared with drug therapy, behavior therapy is viewed by the majority of
professionals as the  most effective treatment for enuresis. In a review study
conducted by Houts and Abramson, approximately three out of every four children
treated with a behavioral treatment stopped bed-wetting after ten to twelve weeks.
In contrast with the high relapse rates of drug treatments, the percentage of children
who return to bed-wetting after a behavioral treatment is relatively small. As
previously mentioned, this 40 percent relapse can be substantially reduced by the
addition of auxiliary treatment components.
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Perspective and Prospects
Enuresis is a disorder that has probably existed since the beginning of humankind.
In spite of the fact that since the 1960’s considerable scientific research has been
conducted examining enuresis, many misconceptions continue to exist. For exam-
ple, many believe that children’s bed-wetting is a result of their “laziness” and not
wanting to take the time to use the bathroom. This is not the case; most enuretic
children desperately want to stop their bed-wetting.

Another misconception is that children will “outgrow” their bed-wetting. In fact,
the yearly spontaneous remission rate for enuretic children, a measure of how
many children stop wetting their beds without treatment during a year’s time, is
only about 15 percent. According to Houts and Abramson, on average, it takes
more than three years for enuretic children to stop wetting the bed on their own.
During this time, the enuretic child may develop poor self-esteem and feelings of
failure and isolation.

Misconceptions also continue regarding the effectiveness of different treatments
for enuresis. For example, many parents believe if they sufficiently shame or
punish their child for bed-wetting that it will cease. This is not an effective
approach, and it exerts a negative influence on a child’s self-concept. A more
humane but also ineffective treatment technique is the restriction of fluids given to
the child prior to bedtime. Restricting fluids prior to bedtime is ineffective because
the bladder will continue to empty even when fluids are withheld for long periods
of time.

One of the reasons for  these continued fallacies is the secrecy  that often
accompanies the disorder. The parents of enuretic children are often unwilling,
because of embarrassment, to ask others, including professionals, for assistance in
dealing with an enuretic child. When the parents of an enuretic child do seek
guidance, they are often given advice that is ineffective in treating the problem. For
this reason, better efforts are needed to educate parents and professionals who work
with enuretics. In this regard, the basic message that should be delivered to parents
is that enuresis is a treatable problem and that they should not be reluctant to take
their child to a qualified professional for evaluation and treatment.
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Behavioral Assessment

and Personality Rating

Scales
Behavioral Assessment and Personality Rating Scales

Type of psychology:Personality
Fields of study:Personality assessment

Behavioral assessment and personality rating scales are two methods of examining
personality. Both use reports by the person or others of observable behavior rather
than making inferences from more subjective sources to determine personality.
Both approaches are much more direct than other personality assessment methods.

Principal terms
discriminative stimulus: an event that serves as a cue or a prompt for a response
learning history: a person’s accumulated life experiences, which result in a

unique pattern of responding to new situations
reliability: the extent to which test results are repeatable across different testing

sessions
target behavior: the specific behavior that is the object of the assessment or

intervention
validity: the extent to which a test actually measures what it is supposed to

measure

Overview
Among the various ways of assessing human behavior are behavioral assessment
and personality rating scales. These approaches to assessment arose from behav-
ioral research, which offered explanations of human behavior that differed from
traditional theories. For example, early behaviorists believed that a person’s behav-
ior was the appropriate focus for understanding the person, while other psycholo-
gists believed that behavior is only a symbolic representation of an unconscious
conflict. Rating scales were developed by psychologists interested in behavioral
assessment and in determining the intensity of a behavior experienced by a person.
Behavioral assessment and rating scales differ from traditional assessment primar-
ily in the philosophical underpinnings of each.

Traditional assessment approaches describe a person as having a particular trait
or characteristic. For example, a person might be described as having an authority
conflict or an anxious personality. In contrast, behavioral assessment describes the
person’s behavior in specific situations. For example, the behavioral assessment
might say, “When the person is given an order by a superior, the person argues and
makes sarcastic remarks.” The behavioral assessment would go on to describe the
consequences of arguing and talking back, which could be anything from the
superior withdrawing the order to the superior punishing the person who argues.

172



Contemporary behavioral assessment is concerned with both internal and exter-
nal events. Marvin Goldfried describes a model of behavioral assessment that
includes a systematic analysis of internal and external events. Four classes of
variables are assessed in this model: stimulus antecedents, organismic variables,
response variables, and consequent variables. Stimulus antecedents refer to the
environmental events that precede the occurrence of the target behavior. They are
sometimes called discriminative stimuli, and they may be either external or inter-
nal. An example of an external event that serves as a stimulus antecedent is
drinking a cup of coffee, which serves as a discriminative stimulus for lighting a
cigarette. An internal event that might serve as a prompt for an emotional response
is thinking about taking a test, which results in a feeling of anxiety. Both internal
and external stimulus antecedents can produce behaviors that are experienced as
either external (observable) or internal (unobservable).

This model of behavioral assessment includes a thorough description of organ-
ismic variables. These variables include anything that is personally relevant and
could influence the response to the stimulus antecedents. Both acute and chronic
medical conditions which may affect the perception of and/or response to the
discriminative stimuli are noted. The influence of the person’s genetic makeup is
assessed when  it  seems relevant to  the  target  behavior. Finally, the  person’s
learning history is considered important in understanding the response to the
antecedent stimuli. Organismic variables serve as mediators or filters between the
stimulus antecedents and the responses.

Response  variables are  the  person’s behaviors in response to the  stimulus
antecedents and filtered through the organismic variables. The response variables
are considered to be part of the triple-response system. The triple-response system
requires the assessment of behavior in each of three domains: motor, physiological,
and cognitive/emotional. Motor behavior refers to the observable actions of the
person. Examples of motor behavior include lighting a cigarette, leaving a room,
and throwing a temper tantrum. Physiological responses are unobservable behav-
iors that can be made observable by using specialized instruments. Heart rate is an
unobservable physiological response until the person is placed on an instrument
that detects and displays it. Cognitive and emotional responses are also unobserv-
able events. The behavioral assessment of these responses requires the person to
report his or her own thoughts and feelings in the presence of the stimulus
antecedents.

The triple-response system is important from the perspectives of both assess-
ment and treatment. While behaviorists have historically focused on motor behav-
ior, it is well known that people experience physiological changes and cogni-
tive/emotional changes concurrently with the motor behavior in the presence of the
stimulus antecedents. As behavioral assessment has become more sophisticated, it
has become apparent that the relative importance of the components of the triple-
response system varies in different people. Thus, treatment may focus on cognition
in one person because it is the most important behavior, and on physiological
responses in another.

The final component of this model of behavioral assessment requires a consid-
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eration of consequent variables. The events that follow a response are the conse-
quent variables. These variables are important in determining whether the response
will be continued or discontinued. The consequences of a response also determine
the strength of the response. Any consequence that leads to a reward for the person
will strengthen the response it follows. Rewards may include getting something
one wants (for example, studying results in a good grade on a test) or ending
something that is unpleasant (for example, leaving a situation results in reduced
anxiety). Consequences that do not reward the person lead to a weakening of the
behavior he or she follows.

The goal of the behavioral assessment is to describe fully the problem behavior
and the events that surround it. While earlier approaches tried to limit the assess-
ment to one or two behaviors identified as problems, more recent approaches apply
the assessment methodology to clusters of behaviors that may form syndromes or
diagnostic categories.

A variety of approaches are used to gather the information that constitutes a
behavioral assessment. Naturalistic observation is used to observe the person’s
behavior in the settings most germane to the behaviors of interest. These settings
may include home, school, work, hospital, and others. In self-monitoring, the
person observes and records each instance of the behavior of interest. Researchers
use role playing and controlled observations to study the behaviors of interest
while maintaining more control over the environment than is possible with natu-
ralistic observation. Rating scales are also used to determine the intensity of the
behavior under study.

”Personality” is a general term that summarizes the group of behaviors associ-
ated with a person’s tendency to respond in certain ways. Most behaviorists think
that personality is too general a term and that it does not provide much usable
information. Nevertheless, personality  is  assessed  in a variety  of  ways.  One
approach is to use rating scales. Rating scales assess the intensity of a particular
behavior or feeling. The rating may be done by the person being rated (self-rating),
by peers, by professionals, or by anyone in a position to observe the behaviors of
interest.

In his classic workPersonality and Prediction: Principles of Personality Assess-
ment(1973), Jerry Wiggins describes one rating scale that provides a multidimen-
sional approach to assessing personality. The semantic differential asks respon-
dents to describe the meaning of a word on each of three scales using dichotomous
adjectives to measure the dimensions of evaluation (good versus bad), potency
(powerful versus weak), and activity (active versus passive). This particular ap-
proach provides information about the intensity and meaning of emotionally laden
words or concepts. Other rating scales focus on the intensity to which the concept
being rated is experienced.

Applications
Behavioral assessment and personality rating scales have many uses in psychology.
There are three major ways of interpreting the data obtained from these assessment
procedures. Client-referenced interpretation compares one performance on a task

Behavioral Assessment and Personality Rating Scales Psychology and Mental Health

174



with another performance by the same person on the same task. The simplest
example of this is a comparison of pretreatment and post-treatment performance
on a task to see if the person improved after the intervention. There is no consid-
eration of how other people do on the task. Criterion-referenced interpretation
compares the person’s performance to a previously established level of acceptable
performance. Finally, norm-referenced interpretations compare an individual’s
performance  with normative  data;  thus, it  is possible to learn how a person
compares with all others for whom norms are available. The comparison could be
with everyone who has completed the task or taken the test in the normative
sample, or with specific age or ethnic groups, genders, or occupational groups.
Norm-referenced interpretations can be used to compare an individual with any
group for which norms are available. It is up to the psychologist to ensure that the
normative group used for comparison is one that is appropriate for the person being
evaluated.

Behavioral assessment has been used in industrial and organizational settings.
Robert P. Bush and others (1990) describe a procedure for developing a scale to
assess the performance of people working in retail sales. They point out the
shortage of good information about the performance of people in retail sales and
the need for more research in this area. Their article describes the important role
the sales force has in the success of the business and the need to measure the
behavior of the sales representatives. Richard Reilly and others (1990) describe the
use of a behavioral assessment procedure within the context of an assessment
center. Assessment centers are established by businesses in order to simulate the
tasks associated with different positions. It is assumed that superior performance
in the assessment center will translate into superior performance on the job. Reilly
and others demonstrated that by incorporating behavioral assessment procedures—
checklists—into the assessment center procedures, the validity of the assessment
center results was improved.

The clinical use of behavioral assessment procedures is quite extensive and
includes both children and adults. Thomas Ollendick and Greta Francis have
reviewed the use of behavioral assessment techniques in the assessment and
treatment of children with phobias. These authors provide examples of how to
obtain information about fears and phobias from children by asking them questions
in both direct and indirect ways. A variety of rating scales are reviewed, including
the Fear Survey Schedule for Children and and the Children’s Manifest Anxiety
Scale. The Fear Survey Schedule for Children consists of eighty items pertaining
to childhood fears, which the child rates on a scale ranging from “none” to “a lot.”
Normative data are available for children between the ages of seven and sixteen
years. It is possible to obtain information about fear of failure, fear of the unknown,
fear of danger and death, and so on. The Children’s Manifest Anxiety Scale
measures the extent of anxiety the child feels. This scale assesses the child’s
anxiety in the domains of physiological responsiveness, worry/oversensitivity, and
concentration. It is appropriate for children between the ages of six and eighteen
years.

Other scales for children, reviewed by Larry D. Evans and Sharon Bradley-
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Johnson, assess adaptive behavior. Adaptive behavior is the degree to which a child
is able to cope effectively with the environment based upon the child’s age. Deficits
in adaptive behavior are an important part of the definition of mental retardation.
These authors review several measures of adaptive behavior that are completed by
teachers, caregivers, or psychologists. Comparisons are made with existing scales
assessing adaptive behavior. Rating scales are used to measure various behaviors
in adolescents and children. In addition to the behaviors mentioned above, there
are rating scales for attention and distractibility, autism, and various psychiatric
syndromes.

Randall Morrison describes a variety of rating scales that assess adult psycho-
pathology. These include scales of schizophrenic symptoms that are completed by
the psychologist interviewing and observing the person suspected of having
schizophrenia. A scale of global adjustment is also reviewed by Morrison. This
scale is a 100-point rating scale that is useful with a wide variety of psychiatric
patients. It focuses on the extent to which the person has coped effectively with
environmental events during the past year. According to Morrison, it has some
value in predicting how well a person will cope after treatment, as well as in
assessing the effectiveness of the treatment.

There are many rating scales for children, adolescents, and adults. They assess
a wide  range  of behaviors and vary in the degree to which they have been
constructed with attention to the standards for test development and the compila-
tion of appropriate norms.

Perspective and Prospects
The history of psychological assessment is replete with examples of attempts to
measure the characteristics and traits of people. These traits and characteristics are
defined as underlying psychological processes that are pervasive aspects of person-
ality. In fact, they define the personality for many psychologists. Traditional
approaches to psychotherapy try to identify the traits  in order to develop  a
therapeutic strategy that will reveal the unconscious conflicts.

Unlike traditional approaches to psychological assessment and psychotherapy,
behavioral assessment arose from the need of behavior therapists to describe more
completely the events surrounding the problem behavior. The history of behavior
therapy is one of defining a target behavior and designing a program to change the
behavior. As behavior therapy developed and became more sophisticated, it be-
came apparent that more information was  needed  to  identify  the antecedent
stimuli, the organismic filters that were operating, which aspect of the triple-
response system was relevant, and what the consequences of the target behavior
were. In response to that need, behavioral assessment was developed. Initially,
behavioral assessment was rather straightforward and did not bother much with the
procedures of psychological test construction since the process itself was one of
observing behavior rather than making inferences about behavior from test re-
sponses. As behavioral assessment has matured, it has become more concerned
with meeting the standards of test construction applied to other assessment meth-
ods and has become more sophisticated and complex.
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Behavioral assessment is used to measure clusters of behaviors and syndromes
rather than merely isolated problem behaviors. More attention is paid to the extent
to which standards of validity and reliability are met. Psychologists are putting
behavioral assessment to the test of demonstrating its worth as an assessment
procedure: It must add something to the understanding of the person being assessed
in order to justify its use. The challenge is being met, and behavioral assessment
continues to provide valuable information about the person being assessed. Infor-
mation obtained is useful in determining the extent to which certain behaviors are
problems. Other information is used in determining the personality of the individ-
ual, with all the attendant traits and characteristics.
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Behavioral Family

Therapy
Behavioral Family Therapy

Type of psychology:Psychotherapy
Fields of study:Behavioral therapies; group and family therapies

Behavioral family therapy is a type of psychotherapy that applies the principles of
learning theory to the treatment of family problems. It is most frequently used to
treat parent-child problems, with the parents being taught to apply behavioral
techniques in order to correct their children’s misbehavior.

Principal terms
circular causality: the concept that behavior occurs as the result of many

factors and circumstances, not as the product of a simple, cause-and-effect
relationship

classical conditioning: the process by which new behavior becomes more
likely to recur because it has been paired with old behavior that has been
positively reinforced

contingency management: the providing and removing of positive rewards in
accordance with whether the individual being treated engages in the expected
behavior

linear causality: the concept that a specific action happens as the direct result
of the occurrence of another action (simple cause and effect)

operant conditioning: the process by which behavior is made to occur at a faster
rate because a specific action is followed by positive reinforcement

positive reinforcement: the rewarding consequences that follow a behavior,
which increase the rate at which the behavior will recur

response cost: negative consequences that follow the commission of an undesired
behavior, decreasing the rate at which the misbehavior will recur

Overview
Behavioral family therapy is a type of psychotherapy that is used to treat families in
which one or more family members are exhibiting behavior problems. Behavioral
therapy was employed originally in the treatment of individual disorders such as
phobias (irrational fears). Behavioral family therapy represents an extension of the use
of behavioral techniques from the treatment of individual problems to the treatment of
family problems. The most common problems treated by behavioral family therapy
are parent-child conflicts; however, the principles of this type of therapy have been
used to treat other familial difficulties, including marital and sexual problems.

The principles of learning theory underlie the theory and practice of behavioral
family therapy. Learning theory was developed through laboratory experimenta-
tion largely begun by Ivan Pavlov and Edward L. Thorndike during the early
1900’s. Pavlov was a Russian physiologist interested in the digestive processes of
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dogs. In the process of his experimentation, he discovered several properties
regarding the production of behavior which have become embodied in the theory
of classical conditioning. Pavlov observed that his dogs began to salivate when he
entered their pens because they associated his presence (new behavior) with their
being fed (previously reinforced old behavior). From this observation and addi-
tional experimentation, Pavlov concluded that a new behavior which is regularly
paired with an old behavior acquires the same rewarding or punishing qualities that
the old behavior had. That is, new actions become conditioned to produce the same
responses as the previously reinforced or punished actions.

Another component of learning theory was discovered by Thorndike. Thorndike
observed that actions followed closely by rewards were more likely to recur than
those not followed by rewards. Similarly, he observed that actions followed closely
by punishment were less likely to recur. Thorndike explained these observations
on the basis of the law of effect. The law of effect holds that behavior closely
followed by a response will be more or less likely to recur depending on whether
the response is reinforcing (rewarding) or punishing. Building on the observations
of Thorndike, B. F. Skinner developed the theory of operant conditioning in the
1930’s. Operant conditioning is the process by which behavior is made to occur at
a faster rate when a specific behavior is followed by positive reinforcement. An
example that Skinner used in demonstrating operant conditioning involved placing
a rat in a box with different levers. When the rat accidentally pushed a predesig-
nated lever, it was given a food pellet. As predicted by operant conditioning, the rat
subsequently increased its pushing of the lever which provided it with food.

The principles of classical and operant conditioning serve to form the foundation
of learning theory. Although initially derived from animal experiments, learning
theory also was applied to humans. Psychologists who advocated learning theory
began to demonstrate that all behavior, whether socially appropriate or inappropri-
ate, occurred because it was either classically or operantly conditioned. John B.
Watson, a psychologist of the early twentieth century, illustrated this by producing
a fear of rats in an infant named Albert by repeatedly making a loud noise when a
rat was presented to Albert. After a number of pairings of the loud noise with the
rat, Albert began to show fear when the rat was presented.

In addition to demonstrating how inappropriate behavior was caused, behavioral
psychologists began to show how learning theory could be used to treat people with
psychological disorders. Joseph Wolpe, a pioneer in the use of behavioral treatment
during the 1950’s, showed how phobias could be alleviated by using learning princi-
ples in a procedure termed systematic desensitization. Systematic desensitization
involves three basic steps: teaching the phobic individual how to relax; having the
client create a list of images of the feared object (for example, snakes), from least to
most feared; and repeatedly exposing the client to the feared object in graduated
degrees, from least to most feared images, while the individual is in a relaxed state.
This procedure has been shown to be very effective in the treatment of phobias.

Behavioral family therapy makes the same assumptions regarding the causes of
both individual and family problems. For example, consider the fictional case of
the Williams family, who came to treatment because their seven-year-old son,
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John, refused to sleep in his own bed at night. In attempting to explain John’s
behavior, a behaviorally oriented psychologist would seek to find out what positive
reinforcement John was receiving in response to his refusal to stay in his own bed.
It may be that when John was younger his parents allowed him to sleep with them,
thus reinforcing his behavior by giving him the attention he desired. Now that John

Edward L. Thorndike proposed the law of effect, which holds that behavior closely followed
by a response will be more or less likely to recur depending on whether the response is
reinforcing (rewarding) or punishing.(Library of Congress)
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is seven, however, his parents believe that he needs to sleep in his own bed, but
John continues to want to sleep with his parents because he has been reinforced by
being allowed to sleep with them for many years. This case provides a clinical
example of operant conditioning in that John’s behavior, because it was repeatedly
followed by positive reinforcement, was resistant to change.

Applications
Behavioral family therapy is a treatment approach that includes the following four
steps: problem assessment, family (parent) education, specific treatment design,
and treatment goal evaluation. It begins with a thorough assessment of the present-
ing family problem. This assessment process involves gathering the following
information from the family: what circumstances immediately precede the prob-
lem behavior; how family members react to the exhibition of the client’s problem
behavior; how frequently the misbehavior occurs; and how intense the misbehavior
is. Behavioral family therapy differs from individual behavior therapy in that all
family members are typically involved in the assessment process. As a part of the
assessment process, the behavioral family therapist often observes the way in
which the family handles the presenting problem. This observation is conducted in
order to obtain firsthand information regarding ways the family may be unknow-
ingly reinforcing the problem or otherwise poorly handling the client’s misbe-
havior.

Following the assessment, the behavioral family therapist, with input from
family members, establishes treatment goals. These treatment goals should be
operationalized; that is, they should be specifically stated in order that they may be
easily observed and measured. In the example of John, the boy who refused to sleep
in his own bed, an operationalized treatment goal would be as follows: “John will
be able to sleep from 9:00p.m.: to 6:00a.m.: in his own bed without interrupting
his parents during the night.”

Once treatment goals have been operationalized, the next stage involves design-
ing an intervention to correct the behavioral problem. The treatment procedure
follows from the basic learning principles previously discussed. In cases involving
parent-child problems, the behavioral family therapist educates the parents in
learning theory principles as they apply to the treatment of behavioral problems.
There are three basic learning principles that are explained to the child’s parents.
First, positive reinforcement should be withdrawn from the unwanted behavior. For
example, a parent who meets the demands of a screaming preschooler who throws
a temper tantrum in the checkout line of the grocery store because he or she wants
a piece of candy is unwittingly reinforcing the child’s screaming behavior. “Time-
out” is one procedure used to remove the undesired reinforcement from a child’s
misbehavior. Utilizing time-out involves making a child sit in a corner or other
nonreinforcing place for a specified period of time (typically, one minute for each
year of the child’s age).

Second, appropriate behavior that is incompatible with the undesired behavior
should be positively reinforced. In the case of the screaming preschooler, this
would involve rewarding him or her for acting correctly. An appropriate reinforcer
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in this case would be giving the child his or her choice of a candy bar if the child
were quiet and cooperative during grocery shopping—behavior inconsistent with
a temper tantrum. In order for positive reinforcement to have its maximum benefit,
the child should be informed about what is expected of him or her and what reward
he or she will receive for fulfilling these responsibilities prior to the beginning of
the specific activity (for example, grocery shopping). This process is called contin-
gency management because the promised reward is made contingent upon the
child’s acting in a prescribed manner. In addition, the positive reinforcement
should be given as close to the completion of the appropriate behavior as possible.

Third, aversive consequences should be applied when the problem behavior
recurs. That is, when the child engages in the misbehavior, he or she should
consistently experience negative costs. In this regard, response cost is a useful
technique because it involves taking something away or making the child do
something he or she finds unrewarding as a way of making misbehavior cost him
or her. For example, the preschooler who has a temper tantrum in the checkout line
may have a favorite dessert, which he or she had previously selected while in the
store, taken away as the cost for throwing a temper tantrum. As with positive
reinforcement, response cost should be applied as quickly as possible following the
misbehavior in order for it to produce its maximum effect.

Once the parents receive instruction regarding the principles of behavior ther-
apy, they are actively involved in the process of designing a specific intervention
to address their child’s behavior problems. The behavioral family therapist relates
to the parents as cotherapists with the hope that this approach will increase the
parents’ involvement in the treatment process. In relating to Mr. and Mrs. Williams
as cotherapists, for example, the behavioral family therapist would have the couple
design  a  treatment intervention to  correct  John’s misbehavior. Following  the
previously described principles, the Williamses might arrive at the following
approach: The couple would refuse to give in to John’s demands to sleep with
them; John would receive a token for each night he slept in his own bed (after
earning a certain number of tokens, he could exchange them for toys); and John
would be required to go to bed fifteen minutes earlier the following night for each
time he asked to sleep with his parents.

Once the intervention has been implemented, the therapist, together with the
parents, monitor the results of the treatment. This monitoring process involves
assessing the degree to which the established treatment goals are being met. For
example, in the Williamses’ case, the treatment goal was to reduce the number of
times that John attempted to get into bed with his parents. Therapy progress,
therefore, would be measured by counting the number of times that John attempted
to get into bed with his parents. Careful assessment of an intervention’s results is
essential in order to determine whether the intervention is accomplishing its goal.

Perspective and Prospects
The development of behavioral family therapy occurred in several stages, starting
with the discovery of the principles of learning theory in the animal laboratories of
Pavlov and Thorndike. These discoveries were refined by Watson and Skinner

Psychology and Mental Health Behavioral Family Therapy

183



before being applied to the treatment of individual problems, most notably by
Wolpe. Gerald Patterson and Richard Stuart, beginning in the late 1960’s, were
among the first clinicians to apply behavioral techniques, previously utilized with
individuals, to the treatment of family problems. While Patterson worked primarily
with parent-child problems, Stuart extended behavioral family therapy to the
treatment of marital problems.

Given the increasing prevalence of family problems, as seen by the rise in the
number of divorces and cases of child abuse, the advent of behavioral family
therapy has been welcomed by many therapists who treat families. The findings of
a study by William Quinn and Bernard Davidson (1984) revealed the increasing
use of this therapy, with more than half of all family therapists reporting the use of
behavioral techniques in their family therapy. In spite of its popularity, this type of
therapy has not been without its critics. For example, behavioral family therapy’s
explanations regarding the causes of family problems differ from those given by
the advocates of other family therapies. One major difference is that behavioral
family therapists are accused of taking a linear (as compared to a circular) view of
causality. From a linear perspective, misbehavior occurs because A causes B and
B causes C. Those who endorse a circular view of causality, however, assert that
this simplistic perspective is inadequate in explaining why misbehavior occurs.
Taking a circular perspective involves identifying multiple factors that may be
operating at the same time in order to determine the reason for a particular
misbehavior. For example, consider John’s refusal to sleep in his own bed. From a
linear view of causality, John’s misbehavior is seen as the result of being reinforced
for sleeping with his parents. According to a circular perspective, however, John’s
behavior may be the result of many factors, all possibly occurring together, such
as his parents’ marital problems or his genetic predisposition toward insecurity.

Partially in response to this criticism, attempts have been made to integrate
behavioral family therapy with other types of family therapy. Another major
purpose of integrative efforts is to address the resistance often encountered from
families during treatment. Therapeutic resistance is a family’s continued attempt
to handle the presenting problem in a maladaptive manner in spite of having
learned better ways. In the past, behavioral family therapists gave limited attention
to dealing with family resistance; however, behavioral family therapy has at-
tempted to improve its ability to handle resistance by incorporating some of the
techniques used by other types of family therapy.

In conclusion, numerous research studies have demonstrated that behavioral
family therapy is an effective treatment of family problems. One of the major
strengths of behavioral family therapy is its willingness to assess objectively its
effectiveness in treating family problems. Because of its emphasis on experimen-
tation, behavioral family therapy continues to adapt by modifying its techniques to
address the problems of the modern family.
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Biofeedback and

Relaxation
Biofeedback and Relaxation

Type of psychology:Stress
Fields of study:Behavioral therapies; coping; stress and illness

Responses to stress by the body have traditionally been thought to be made up of
involuntary reactions which are beyond the control of the individual. Some of these
responses become maladaptive, and may now be brought under control by using
various relaxation techniques and biofeedback.

Principal terms
autogenic phrases: phrases used by  the therapist  to help the  client  while

relaxing and performing biofeedback (for example, “Your hands feel heavy
and warm”)

classical conditioning: learning that occurs by contiguously pairing two stim-
uli, whereby the second stimulus comes to yield a response similar to the first;
traditionally thought to be successful with involuntary responses mediated by
the autonomic nervous system

electroencephalography: measurement of the electrical output of the brain,
which may be brought under voluntary control by biofeedback and relaxation

electromyography: measurement of the electrical output of muscles, which may
be brought under voluntary control by biofeedback and relaxation

galvanic skin response (GSR): a measurement of the electrical conductivity of
the skin; an operational measure of anxiety which may be brought under
voluntary control by biofeedback and relaxation

instrumental conditioning: learning that occurs from reinforcing a response;
traditionally thought to be successful with voluntary responses mediated by the
skeletal nervous system

thermal response: a measurement of the amount of blood flow to various areas
of the body recorded by heat sensors; may be brought under voluntary control
by biofeedback and relaxation

Overview
From the day people are born, and even before that, they are subjected to a variety
of stressors from the environment around them. Each one of these exacts a certain
toll on their bodies. Some stressors seem to affect individuals differently, while
others seem to have a universal effect; in any case, both the mind and the body must
mobilize to deal effectively with these factors. The individual is usually able to
handle these problems by using various coping strategies to help alleviate the
stress. The problem arises when too many stressors are present at one time or when
these stressors last too long. The individual must adapt or change his or her coping
strategies to return to a normal equilibrium. A coping strategy is a process which
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takes effort and is learned; the individual must acquire this coping skill as one
acquires any skill. It must be practiced.

If the stressors are not dealt with adequately, fatigue and illness may result. In
the most serious circumstances, the organism can die. Hans Selye reported on what
he termed the general adaptation syndrome (GAS). As stressors affect an organism,
a series of neurological and biological responses occur to protect the body. If these
responses are prolonged and go unchecked, however, the body will begin to break
itself down. In the first phase, the alarm phase, the body mobilizes itself. The
adrenal glands enlarge, and release epinephrine (adrenaline) and steroids to cope.
After a while, the body adapts and seems to be normal; this is the resistance stage.
In fact, the body is not normal. It is very vulnerable to further stress, and, if
subjected to additional stressors, it will enter the third stage, exhaustion. The
organism can then become extremely sick or die.

It becomes essential for the individual to adopt a successful coping strategy in
order to avert this progression of events. Two such techniques will be discussed
here. Biofeedback is a procedure whereby the individual is given information
about how a variety of body responses are reacting in various circumstances. The
individual is generally unaware of these reactions, but biofeedback technology
allows the individual to monitor them and eventually bring them under control.
Autonomic, visceral responses to stress have traditionally been thought to be
involuntary and automatic. Biofeedback is a technique aimed at gaining control
over these reactions. Voluntary responses can affect these visceral responses, and
this fact complicates the ultimate effectiveness of biofeedback.

Neal E. Miller was one of the early pioneers in the field. His work has been
applied to the control of a wide variety of stress-related problems through the use
of biofeedback. The control of what have been termed psychosomatic problems
has been accomplished using Miller’s assumptions. Individuals have learned to
control blood pressure, heart rate, muscle spasms, headaches, and myriad other
ailments through biofeedback techniques.

Miller believed that these responses to stress can be changed through the use of
instrumental conditioning and reinforcement. When a machine makes this infor-
mation available to a person, the responses can be reinforced (or they can reinforce
themselves) when a therapeutic change occurs. The same principle is at work when
an experimental rat learns to press a bar for food.

Another coping strategy which can be used to deal with stressors is the adoption
of one of a variety of relaxation procedures. As odd as it may sound to some, people
must learn to relax in many situations, and this takes practice. Relaxation tech-
niques are often used in conjunction with biofeedback, which sometimes makes it
difficult to determine which of the two procedures is responsible for the changes
that occur and to what degree they are acting in relationship to each other.

There are several relaxation techniques, and different techniques are successful
for different individuals. One of the most widely used techniques is progressive
muscle relaxation, proposed by Edmund Jacobson. The individual is instructed to
tense a particular muscle group and hold it for several seconds, paying attention to
the feelings associated with this state. Then the individual is told to relax the
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muscle group and is asked to concentrate on the different feelings while the muscle
is relaxed. The major muscle groups of the body are put through this procedure.
Ultimately, the individual is able to reproduce the relaxed sensations when he or
she feels tense.

Rhythmic breathing techniques are also used for relaxation in order to combat
stress. The person learns to inhale through the nose to the count of three and exhale
through the mouth to the count of five. Between each breath is a count of two. The
breathing should be with the stomach as much as possible, as opposed to the chest.
Meditation, another relaxation technique that often incorporates rhythmic breath-
ing, may require that the person either visualize an object or repeat a word or phrase
with each breath. This prevents the person’s mind from wandering to the anxiety-
provoking stimuli.

Applications
One of the experiments that pioneered the use of biofeedback in a clinical setting
was conducted by Neal Miller using white rats. Miller wanted to demonstrate that
the animal was able to learn to increase the blood flow to one ear by dilating the
capillaries in the ear. He needed to ensure that the animal was not using a skeletal
response  (”cheating”)  to  influence  this  response. For example,  a human can
accomplish this task by covering the ear with the palm of the hand for a period of
time. The question Miller was asking was, could this be done without a skeletal
response? Miller administered the drug curare to the rat to incapacitate the skeletal
nervous system and kept the animal alive by using an artificial respirator. He
attached a sensitive thermometer, which was able to detect slight changes in
temperature caused by differential blood flow, to the animal’s ear. When a slight
increase in temperature was detected, the message was sent to a computer, which
delivered an electrical reinforcement to the brain of the subject. This represents the
same mechanism which establishes the bar-pressing response in a white rat:
operant conditioning. The experiment was successful.

One of the first applications of this experiment to humans came when a woman
who had suffered paralysis in an automobile accident was unable even to remain
in a sitting position without her blood pressure dropping to dangerous levels. Miller
and his staff assembled a biofeedback device which allowed the woman to deter-
mine the nature of her blood pressure from moment to moment. No external
reinforcement (such as food) was necessary in this case; knowing that the response
was therapeutic was reinforcement enough. The woman was able to learn how to
raise and lower her blood pressure at will through the use of the biofeedback
device. By learning to control her blood pressure (and eventually wean herself off
the biofeedback machine), she was able to become more productive and do some
tasks on her own.

The concept of biofeedback, then, can be generalized to learning to control any
of the visceral responses to accomplish clinically a healthier state. As society’s
stressors increase, many of the visceral responses can cause clinical problems.
Among the most common are headache symptoms: muscular (tension) and vascu-
lar (migraine). By using electromyography (EMG) biofeedback, a person can
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monitor the muscle tension in the forehead and learn to decrease the tension by
obtaining constant auditory feedback. By the same token, thermal biofeedback
machines can monitor blood flow to the cranial arteries and can teach a person how
to reduce the volume of blood to this area and redirect it to the periphery of the
body. This often helps other problems associated with migraines such as Raynaud
disease, in which the extremities are cold because of lack of blood flow.

The galvanic skin response (GSR) is one of the most common responses used to
measure the degree of anxiety and stress. In fact, it is one of the measures in a lie
detector, which assumes that when one lies, anxiety increases automatically. The
GSR can be brought under control using biofeedback methods. For example, if a
pregnant woman is anxious about the upcoming birth, she can receive constant
feedback from a GSR biofeedback apparatus and learn to lower the GSR by
attending to the machine. As she learns to accomplish this, she can apply these
skills on her own and eventually use them during the birth process.

Yet another application of biofeedback in coping with stress has been the use of
the technique in controlling brain waves through electroencephalography (EEG)
biofeedback. It is thought that the brain’s alpha wave (eight to thirteen cycles per
second) represents the resting brain. By placing electrodes on the scalp and having
a machine monitor the amount of alpha activity from moment to moment, a person
can learn to increase alpha production and reduce stress by doing so.

Prior to and during biofeedback training, various relaxation techniques are
employed to help with the procedure. This actually leads to an academic problem:
Which technique is working and to what degree? The use of Jacobson’s progressive
muscle relaxation with asthmatic children and adults helped to reduce the fre-
quency and severity of the incidents. One of the common problems that arises from
increased stress is insomnia. The use of Jacobson’s technique has proved useful in
combating this problem in several documented cases. Autogenic phrases are often
employed with biofeedback, as well. For muscular disorders, phrases such as “My
leg is heavy” can be used. For cardiac problems, a common phrase is “My heartbeat
is calm and regular.”

Meditation has been shown to produce an increase in alpha-wave activity, as has
biofeedback. Practitioners of yoga focus on a phrase or word (a mantra) and
exclude everything else. The nervous system shows evidence of reduced stress and
arousal. A variety of businesses have used meditation programs for their employees
and have realized improved health and productivity from them.

Perspective and Prospects
The ability to gain voluntary control over the autonomic nervous system responses
in order to help cope with stressors is a valuable skill. The area of biofeedback has
important implications for both the theoretical and clinical sides of the field of
psychology. First, it is traditionally thought that classical conditioning deals with
the “involuntary” nervous system responses, while instrumental conditioning me-
diates the “voluntary” skeletal responses. Since biofeedback deals with visceral
autonomic nervous system reactions and is basically  a form of  instrumental
conditioning, this traditional dichotomy must be brought into question. Biofeed-
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back, a phenomenon of the second half of the twentieth century, is still in its
infancy. Biofeedback techniques ultimately aim at bringing unconscious, pre-
viously uncontrolled body responses into conscious awareness in order to bring
them under control therapeutically. It is a wonderful example of the interaction of
the mind and body and the complicated dilemma of how and when they interact.

Biofeedback therapy invariably uses other therapies, such as relaxation and
meditation, along with it in the clinical setting. This naturally raises the question
of whether, and to what degree, biofeedback, relaxation, meditation, and their
interactions are responsible for changes in the condition of the client. Many
experiments are being conducted to determine the answers to these questions, and
the results are equivocal. It is also important to know what type of feedback, what
type of feedback schedule, and what additional therapies are indicated for various
problems.

The control of stress-related disorders without drugs or surgery is obviously a
desirable goal, and biofeedback, relaxation, and meditation seem to hold some
promise in this field for certain types of cases. The applications seem extensive.
Hypertension, insomnia, sexual dysfunction, cardiac arrhythmias, asthma, and
gastrointestinal disorders are but a few of the problems which have been tackled
so far, with varying degrees of success. The jury is still out concerning the degree
of success of biofeedback and relaxation as coping strategies for dealing with
stress. The results so far, however, are promising and are spawning much research.
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Borderline, Histrionic,

and Narcissistic

Personalities
Borderline, Histrionic, and Narcissistic Personalities

Type of psychology:Psychopathology
Fields of study:Personality assessment; personality disorders; personality theory

Borderline, histrionic, and narcissistic personalities are three of the major person-
ality disorders in the diagnostic system. The diagnosis of these disorders is highly
controversial, and their causes are largely unknown.

Principal terms
antisocial personality: a personality disorder characterized by a history of

chronic criminal and otherwise irresponsible behavior
ego-syntonic: perceived as acceptable to the person and as consistent with one’s

self-image
entitlement: the expectation of special or unusually favorable treatment by

others, which is commonly seen among narcissistic personalities
heterogeneity: differences among individuals given the same diagnosis
object relations theory: a personality theory that focuses upon the relations

among internalized persons and objects and their implications for personality
development

personality disorder: a disorder in which personality traits are rigid and mal-
adaptive and produce considerable impairment or distress for the individual

schizophrenia: a condition characterized by severe abnormalities in thinking
processes

somatization disorder: a condition characterized by multiple physical symp-
toms lacking any demonstrated medical basis

validity: the extent to which a psychological test measures what it is intended to
measure

Causes and Symptoms
Of all psychiatric disorders, the group of conditions that psychologists call person-
ality disorders is perhaps the most puzzling and controversial. According to most
researchers, personality disorders can be viewed as conditions in which personality
traits are rigid and maladaptive and cause considerable impairment or distress for
the individual. Some of these disorders are notable for the psychological pain that
they cause the person afflicted with them. Others, however, are more notable for
the psychological pain that they cause others. Borderline, histrionic, and narcissis-
tic personality disorders fall primarily into this latter group. This is not to imply
that individuals with these disorders do not suffer: Many such persons experience
chronic feelings of depression, emptiness, and anger. Nevertheless, what distin-

192



guishes people with these disorders from the majority of other psychiatric patients
is the distress that they inflict upon others, especially those close to them.

These three disorders share at least two important features. First, individuals
with these disorders tend to view their problems as ego-syntonic—that is, as
acceptable and as consistent with their self-image. As a result, such individuals
tend to view their difficulties in life as stemming primarily from others’ actions,
rather than from their own. Second, the behavior of individuals with these disorders
tends to be impulsive, unpredictable, and dramatic. Given the similarities among
these three disorders, perhaps it is not surprising that they overlap substantially
within individuals; a person with one of these disorders is likely to have features
of one or both of the other two. Nevertheless, despite their commonalities, these
disorders possess a number of important characteristics that differentiate them
from one another; these are outlined below.

Individuals with borderline personality share one major feature: instability.
More specifically, borderline personality, which is generally found among women,
is characterized by instability in sense of self, relationships with others, and mood.
In fact, borderline personalities have been described as possessing a kind of
“stable instability”—their instability seems an ingrained part of their personality
structure.

One of the central features of borderline personality is confusion with regard to
identity. Borderline personalities often express concerns such as “I don’t really
know who I am,” and they may be uncertain regarding what types of friends to
have, values to hold, or career aspirations to pursue. In many cases, borderline
personalities appear to rely heavily upon others to define their identity. Perhaps as
a consequence, they often go to great lengths to avoid abandonment and frequently
feel “empty” or bored, especially when alone.

Borderline personalities tend to be impulsive individuals who may excessively
eat, drink alcohol, spend money, or have sex. In addition, they often explode
angrily in response to minor provocations. Suicide attempts, threats, and gestures
are common, as is self-mutilating behavior such as wrist-slashing. The relation-
ships of borderline personalities frequently alternate between the extremes of
overidealization and devaluation: Friends or lovers are initially worshiped or
“placed on a pedestal” but abruptly fall from grace when they are perceived as
having erred. Borderline personalities also tend to be moody individuals whose
emotions shift radically with little or no warning.

Histrionic personalities who, like borderline personalities, tend be to female, are
characterized by excessive emotionality and attention-seeking. Such persons tend
to be extremely dramatic and often seem to be playing the part of an actor or
actress—hence the term “histrionic.” They frequently express their emotions with
great intensity; for example, they may cry uncontrollably after a mild rebuff or
passionately hug individuals they have just met.

Histrionic personalities tend to enjoy “being in the spotlight” greatly and are
often uncomfortable when they are not being showered with adoration or praise.
Moreover, they are often sexually seductive individuals who behave flirtatiously
and are overconcerned with their dress and appearance. Histrionic personalities are

Psychology and Mental Health Borderline, Histrionic, and Narcissistic Personalities

193



often vain and self-centered individuals who have difficulty postponing gratifica-
tion. Finally, many histrionic personalities have been described as possessing a
style of speech that is vague and impressionistic: For example, they may make
frequent use of hyperbolic statements such as “Oh, it was just terrible,” or “She is
absolutely wonderful.”

Finally, narcissistic personalities are characterized by egocentricity, lack of em-
pathy, and oversensitivity to negative evaluation by others. (In contrast with border-
line and histrionic personalities, little is known about the sex ratio of this disorder.)
Narcissistic personalities often have an inordinate sense of self-importance and may
be surprised or indignant when others fail to appreciate their “unique” qualities. In
addition, they are often consumed with fantasies of greatness, power, or meeting the
perfect romantic partner.

Such individuals commonly possess “entitlements,” that is, expectations of
unusually favorable treatment by others. For example, they may believe that certain
rules or norms, such as having to wait one’s turn in line or having to pay taxes,
should not apply to them. Narcissistic personalities often appear to have little
empathy; for example, they may become enraged when a friend who is very ill
cancels a date. In addition, they often seem quite willing to “step on others’ toes”
to accomplish their goals. Finally, narcissistic personalities often tend to be very
envious of other peoples’ successes or accomplishments.

Unfortunately, there has been relatively little research done on these three
disorders. In part, this lack is probably a result of the fact that these disorders,
especially borderline and narcissistic personality disorders, are relatively new
additions to the diagnostic nomenclature. In addition, many of the symptoms of
these disorders (for example, identity disturbance) are latent constructs that are
difficult to measure with adequate reliability—that is, with consistency. Typically,
the reliability of a psychiatric diagnosis is indexed by agreement among different
observers. By this standard, the reliability of these disorders, as well as that of most
personality disorders, is among the lowest of all psychiatric conditions: Two
clinicians interviewing the same patient will often disagree on whether that patient
has one of these disorders. This is important because reliability sets an upper limit
upon validity—the extent to which a measure (in this case, a diagnosis) measures
what it is intended to measure. As cited below, the validity of these disorders has
been a major bone of contention among researchers.

Of  the  three disorders,  borderline  personality has been probably  the  most
extensively researched. One question that has occupied many researchers is
whether borderline personality is a single disorder or a group of disorders. Psy-
chologist Harrison Pope and his colleagues found that borderline personality
seems to identify a rather heterogeneous group of patients—that is, there appear to
be a number of important differences among individuals given a borderline diag-
nosis. Specifically, Pope found that some patients with borderline personality
suffer from depression, whereas others suffer from a variety of personality disor-
ders. Moreover, Pope reported that borderline personalities were difficult to distin-
guish from other personality-disordered patients with respect to variables such as
outcome and family history of psychiatric illness. Similarly, Hagop Akiskal has
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found that borderline personality overlaps substantially with a variety of psychiat-
ric conditions, especially depression and antisocial personality, and personality
disorder characterized by a history of chronic criminal and otherwise irresponsible
behavior. Akiskal also reported that a subset of borderline patients appears to suffer
from a mild from of schizophrenia, a condition characterized by severe abnormali-
ties in thinking processes.

What are the implications of these findings? Although more research is neces-
sary, it appears that patients given a borderline personality diagnosis do not all
suffer from the same major underlying problem. Instead, these patients seem to
have a variety of underlying pathologies that are superficially similar to one
another. A major challenge for future researchers will be to isolate subgroups of
borderline patients who are relatively homogeneous in terms of factors such as
family history, outcome, and response to treatment.

If the nature of borderline personality is unclear, the picture is perhaps even
fuzzier for histrionic and narcissistic personalities. There has been relatively little
research on histrionic personality, although several investigators have found that,
like borderline personality, it overlaps substantially with antisocial personality. In
addition, there is good evidence that histrionic personalities are at substantially
increased risk for somatization disorder, a condition characterized by multiple
physical symptoms lacking any demonstrated medical basis. The reasons for this
association, however, are unknown.

Similarly, little is known about narcissistic personalities, although it has been
reported that such individuals are prone to episodes of depressed mood, especially
in middle age. These episodes may occur when these individuals perceive that
others no longer admire or idolize them. Some authors, including Christopher
Lasch, have argued that narcissistic personality may be increasing in prevalence in
Western culture, perhaps as a result of social changes  such as  an  increased
emphasis upon individualism, success, and hedonism. Nevertheless, systematic
research is not yet available to corroborate this conjecture.

Although the causes of these three disorders are largely unknown, it seems likely
that genetic factors play at least some role. Auke Tellegen and his colleagues have
found that genetic factors strongly influence traits such as impulsivity, risk-taking,
and the propensity to experience negative emotions, all of which are commonly
found among individuals with these three disorders. Nevertheless, it also seems
clear that environmental factors play an important role. For example, there is some
evidence that borderline patients have an elevated rate of physical and sexual abuse
in childhood. Although genetic factors cannot be excluded as a mediator of this
association, it seems plausible that such abuse might lead predisposed individuals
to develop problems such as identity disturbance, chronic anger, and other symp-
toms common to borderline personalities.

Treatment and Therapy
Almost nothing is known about the treatment of these disorders. There is evidence,
however, that a subset of borderline personalities may benefit from medications
used to treat depression. This is consistent with the possibility that at least some of
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these patients have an underlying form of depression. Surprisingly, there have been
virtually no systematic studies of the effectiveness of psychotherapy for any of
these three conditions, although many individuals with these disorders have under-
gone psychotherapy for decades.

As noted, these three conditions overlap substantially within individuals. A
number of researchers have argued that this overlap calls into question the validity
of these conditions, because psychiatric disorders have traditionally been viewed
as fairly distinct categories that do not blend into one another extensively. Thus,
perhaps the primary challenge for researchers in this area will be to determine
whether these three diagnoses actually represent three different conditions or
instead represent variants of one underlying disorder.

Perspective and Prospects
The term “borderline personality” has a long and rather checkered history. Initially,
this term referred to a condition “on the border” between neurosis and psychosis.
Later, however, the term increasingly came to refer to a disorder that is qualitatively
distinct from these two broad classes of conditions. In 1968, Roy Grinker and his
colleagues delineated several features that they believed distinguished borderlines
from other patients, including chronic anger and identity problems.

Another influential approach to borderline (as well as narcissistic) personality
has been object relations theory. This theory focuses upon the relations among
internalized persons and objects and the implications of these relations for person-
ality development. Otto Kernberg, for example, discusses the “borderline person-
ality organization,” a character structure that he believes results from disturbances
in the child’s psychological internalization of parental images. According  to
Kernberg, borderline individuals never learn to incorporate good and bad repre-
sentations of themselves or others simultaneously; consequently, they lack the
capacity to view themselves and others as possessing both good and bad attributes.

Unfortunately, the overlap among these different conceptualizations is not as
great as might be hoped; in 1978, J. Christopher Perry and Gerald Klerman
reported that four commonly used criteria sets for borderline personality differed
substantially in the symptoms they assess. The third edition of theDiagnostic and
Statistical Manual of Mental Disorders(1980, DSM-III) provided researchers with
the first standard set of criteria to assess the disorder.

Although the term “histrionic personality” did not formally appear until the
advent of DSM-III, the “hysterical personality” has a lengthy history in psychiatry.
Indeed, the concept of “hysteria” (literally, “wandering womb”) dates back at least
four thousand years to Egypt, where it was believed that the disorder was attribut-
able to a displaced uterus. In the late nineteenth century, French neurologist Jean
Charcot and, later, his student Sigmund Freud attempted to treat hysterics, many
of whom probably had what would today be called histrionic personality, by means
of hypnosis. In 1958, psychiatrists Paul Chodoff and Henry Lyons outlined the
major features of hysterical personality, including vanity, dramatic behavior, and
coquetry. Their conceptualization had a major influence upon subsequent criteria
for histrionic personality.
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Freud was one of the first major authors to discuss narcissism as a pathological
character trait. According to Freud, narcissism resulted from a failure of the child
to develop beyond the stage in which sexual impulses are focused upon the self.
Thus, according to Freud, narcissistic individuals are psychologically “stuck” at a
primitive stage of development characterized by an inability to direct sexual urges
toward other individuals. More recently, object relations theorists, such as Heinz
Kohut, have argued that narcissistic personality results from profound failures in
parental empathy. As a result of these failures, according to Kohut, such individuals
remain “stuck” at an early stage of development characterized by self-centered-
ness, resulting in a never-ending search for the love and admiration they never
received.
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Brain Disorders
Brain Disorders

Type of psychology:Psychopathology
Fields of study:Organic disorders

Disorders of the brain can interfere with its role in the control of body functions,
behavior, learning, and expression, while defects can also threaten life itself.

Principal terms
anencephaly: a fatal congenital condition in which tissues that should have

differentiated to form the brain failed to do so
coma: a condition of unconsciousness that may or may not be reversible; various

degrees of coma are assessed by the presence or absence of reflex responses,
such as pupil dilation when a light is shone into the eyes

dementia: a diseased state in which intellectual ability is ever decreasing; person-
ality changes, decreased interest or ability to care for one’s self, and long-term
and short-term memory loss can indicate dementia

hydrocephalus: a painful condition caused by excess cerebrospinal fluid within
the spaces of the brain

ischemia: an inadequate blood flow to a region; may be caused by an incomplete
blockage in or constriction of a blood vessel (as may occur with atherosclerosis
or a blood clot)

seizure: a misfiring of cortical neurons that alters the patient’s level of conscious-
ness; the seizure may or may not involve muscular convulsions

stroke: a complete loss of blood flow to a region of the brain that is of sudden
onset and causes abrupt muscular weakness, usually to one side of the body

Causes and Symptoms
The cerebral cortex acts as a processor for sensory information and as an integrator
of memory, interpretation, creativity, intellect, and passion. Disorders of the brain
or brain defects can disrupt these processing or integrating functions. Disorders of
the brain include such commonly heard terms as stroke, ischemia, dementia,
seizure, and coma. Brain disorders may also occur as a result of infection, various
tumors, traumas leading to blot clots (hematomas) or lack of oxygen (hypoxia),
and cancer. Brain defects include anencephaly, a congenital defect in which a
newborn lacks a brain, and hydrocephaly, commonly called “water on the brain.”

A stroke is any situation in which the blood supply to a region of the brain is
lost. This can occur as a result of a cerebral hemorrhage, during which blood
escapes from blood vessels to surround and compress brain tissue; cerebral throm-
bosis, whereby a clot attached to the wall of a blood vessel restricts the amount of
blood flowing to a particular region; or an embolus, a foreign substance which may
be a clot that migrates in the bloodstream, often to lodge in a smaller vessel in the
brain. The embolus will block blood flow to some area. An embolus can originate
from substances other than a blood clot, which is why health care staff often squirt
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fluid out of a needle before administering a shot or other therapy: to ensure that no
air embolus, which could induce a stroke or prove fatal if it enters the brain, is
injected.

Transient ischemic attacks (TIAs) are often thought of as small strokes, but,
technically, ischemia simply means that oxygen is not reaching the cells within a
tissue. Basically, the mechanism is similar to a stroke, in that blood flow to a
portion of the brain is compromised. Although blood actually reaches the brain
tissue during ischemia, there is not a sufficient flow to ensure that all cells are
receiving the oxygen necessary to continue cellular life. This condition is called
hypoxia (low oxygen). If hypoxia is sustained over a sufficient period of time,
cellular death occurs, causing irreversible brain damage.

The important differences between a stroke and a TIA are the onset and duration
of symptoms, as well as the severity of the damage. Persons with atherosclerosis
actually have fat deposits along the interior walls of their blood vessels. These
people are vulnerable to experiencing multiple TIAs. Many TIAs are small enough
to be dismissed and ignored; others are truly inapparent, causing no symptoms.
This is unfortunate because TIAs often serve as a warning of an impending
full-scale stroke. Action and treatments could be implemented, if medical advice
is sought early, to decrease the likelihood of a stroke. Repeated TIAs also contrib-
ute to dementia.

Dementia is not the normal path for the elderly, nor is it a sign of aging.
Dementia is a sign of neurological chaos and can be caused by diseases such as
Alzheimer’s disease or acquired immunodeficiency syndrome (AIDS). Although
most elderly are not afflicted with dementia, nearly all have a slowing of reaction
and response time. This slowing is believed to be associated with chemical changes
within nerve cell membranes as aging occurs; slowing of reaction times is not
necessarily indicative of the first steps on a path to dementia. In addition, forget-
fulness may not be a sign of dementia, since it occurs at all ages. Forgetfulness is
such a sign, however, if it is progressive and includes forgetting to dress or
forgetting one’s name or date of birth.

While it is incorrect to say that dementia is caused by aging, it is correct to say
that dementia is age-related. It may first appear in a person any time between the
late thirties and the  mid-nineties, but it usually begins to appear in the late
seventies. Patients with Alzheimer’s disease are believed to account for about 20
percent of all cases of dementia. Other diseases cause dementia, including an
autosomal-dominant genetic disease called Huntington’s disease. Huntington’s
disease manifests itself with a distinct chorea, or dance, of the body that is neither
solicited nor controlled. This genetic disease is particularly cruel  in that its
symptoms appear in midlife, often after the patient has had offspring and passed
on the gene. The disease continues to alter the intellect and personality of the
afflicted and progresses to the point of complete debilitation of the body and mind.

A seizure occurs when a collection of neurons misfires, sending nerve impulses
that are neither solicited nor controllable. In the everyday use of the term, seizure
describes a condition of epilepsy or convulsion. Medically speaking, a seizure is a
sign of an underlying problem within the gray matter of the brain; it is the most
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common neurological disorder. Epilepsy is a term used to describe a condition of
repeated seizures, while convulsion is a term generally applied to describe an
isolated seizure. A seizure may occur as a consequence of extreme fever or a
violent blow to the head. Seizures are also associated with metabolic disorders,
such as hypoglycemia (low blood sugar); trauma causing a loss of blood or oxygen
to a region, such as in a newborn after a traumatic birth; toxins, as seen in drug
abuse or withdrawal; or bacterial or viral encephalitis or meningitis. In addition,
about one-third of those persons who survive a gunshot wound to the head will
experience seizures  afterward. In closed head trauma, which  can  occur  in a
sporting or  automobile accident, there is  a  5  percent  chance  of  post-trauma
seizures.

Loss of consciousness can be caused by a violent impact to the head, a lack of
oxygen or blood flow to the head, a metabolic imbalance, or the presence of a toxin
such as alcohol. Usually, this is a transient event, but it may become a permanent
condition. When this happens, a person is said to be in a coma. A comatose person
exists in a nonresponsive state and may be assessed for brain death. Brain death is
a legally defined term which means that no electrical activity in the brain is seen
on an electroencephalogram (EEG). Thus some comatose patients may be deter-
mined to be brain-dead, particularly if the condition is deemed irreversible.

Brain defects are not common, but they do occur. One particularly tragic defect
is the absence of a brain in a newborn, called anencephaly. Death usually occurs
within a few hours of birth. Although anencephaly is rare and generally associated
with a genetic factor, there have been cases in population clusters, such as one in
the Rio Grande area of south Texas, suggesting that an environmental factor may
contribute to these defects.

Another defect that may appear in newborns or in an infant’s first months of life
is hydrocephalus. Although the descriptive term “water on the brain” is often used,
the condition does not involve a collection of water in the cranium; rather, it
involves an accumulation of cerebrospinal fluid (CSF). CSF is the fluid that
insulates the brain and allows it to “float” under the bony cranial encasement. As
the ventricles, or spaces, in the brain fill with CSF, bulging occurs and pressure
builds to the point of compressing the surrounding brain tissue. This can be very
painful and is fatal if untreated. Hydrocephalus can be caused by an overproduc-
tion of CSF or a blockage of the CSF drainage from the ventricles of the brain. The
symptoms often include a protrusion or abnormal shape of the cranium. In new-
borns, the skull bones have not yet sutured (fused) to one another, so the soft bones
are pushed apart, causing unusual head shapes. This is a warning sign. Another sign
is observed if a newborn’s head has a circumference greater than 35.5 centimeters
(14 inches); if that is the case, the newborn must be immediately checked for
hydrocephalus. Adolescents and adults may also experience hydrocephalus. This
can be a response to head trauma, infection, or the overproduction of CSF. The
symptoms include lethargy, headache, dullness, blurred vision, nausea, and vom-
iting.
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Treatment and Therapy
TIAs can progress to strokes. In fact, about 30 percent of those diagnosed with TIA
will have a major stroke within the subsequent four years. One of the most
prevalent causes of TIAs is hypertension. Hypertension is known as the “silent
killer” because many persons with this problem ignore the subtle symptoms of
fatigue, headache, and general malaise. Hypertension is also known as a good
predictor of major strokes if left untreated. Thus, hypertensive persons need to be
diagnosed as such in order to control their blood pressure. This allows them to
avoid or delay either a  major  stroke or multiple TIAs. Management for the
hypertensive’s blood pressure may include taking diuretics and hypotensive drugs
(to lower the blood pressure). If taken diligently, these drugs offer longevity and
quality of life to the sufferer. Aside from hypertension, TIAs may be induced in
some metabolic disorders, which should be corrected if possible, or by constricted
blood vessels. Sometimes, surgery on such vessels can stop the ischemic attacks
and prevent or delay the onset of a stroke.

Although TIAs lead to strokes, strokes are not necessarily preceded by a TIA.
Nearly 90 percent of all major strokes occur without a TIA warning. Sadly,
hypertension is the main contributor to this number. Measures can be taken to avoid
strokes. This includes maintaining cardiovascular health by exercising, not smok-
ing, and managing hypertension, diabetes mellitus, or other problems that may
place stresses on the body’s chemical balance.

Dementia is so poorly understood in terms of causes that a rational probe of drug
therapy or a cure is nearly impossible. The drugs most often used in dementia
treatment, the ergoloid mesylates, are used to manage the symptoms; namely, the
confused mind. These drugs, however, do not stop or prevent the unexplained cellular
degeneration associated with dementia. It is interesting to note that a tiny subgroup
within those persons suffering from Alzheimer’s disease have greatly improved in
mental status with the drug tacrine. It is unfortunate that all patients are not responsive
to this drug—a fact which suggests that Alzheimer’s disease is a complex condition.

Seizures are treated pharmacologically according to type. Carbamazepine, phe-
nobarbitol, phenytoin, and valproate are some of the drugs available to treat seizure
disorders. Barbiturates may also be used in certain cases. Most of these drugs are
highly effective when taken as prescribed, and patient noncompliance is the main
cause of drug failure. Sometimes, two drugs are combined in therapy. It should be
mentioned that pregnant women with epilepsy are urged to continue taking anti-
epilepsy drugs during pregnancy, since a maternal seizure may be more damaging
to the fetus than the drug itself.

Some forms of hydrocephalus can be corrected surgically by performing a CSF
shunt from the cranium to the peritoneal (abdominal) region, where the fluid can
be eliminated from the body as waste. This is not without risk, and the introduction
of infection into the brain is a major concern.

Perspective and Prospects
The therapies in use for brain diseases and disorders have been derived from the
practical experience of physicians, the laboratory research of scientists, and the
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hopes of multitudes of doctors, patients, families, and friends. Advances in medical
science have done much to improve the lives of those who suffer with seizures, to
reduce the risk of strokes to the hypertensive person and those with TIAs, and is
making great progress in treating certain kinds of dementia. Yet much remains to
be done.

While one can argue that much is known about the human brain, it would be
erroneous to argue that the human brain is fully understood. Despite centuries of
research, the brain, as it functions in health, remains largely a mystery. Since the
healthy brain is yet to be understood, it is not surprising that the medical commu-
nity struggles to determine what goes wrong in dementia, seizure, or mental illness
or to discover drug therapies that can cross the blood-brain barrier. Thus, the human
brain is the uncharted frontier in medicine. As technology improves to support
researchers and medical practitioners in their pursuits of cures and treatments for
brain diseases and disorders, one can only remain hopeful for the future ability to
restore health to the damaged human brain.
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Child Abuse
Child Abuse

Type of psychology:Developmental psychology
Fields of study:Adolescence; infancy and childhood

The experience  of physical or psychological abuse in childhood can have  a
profound, long-term, deleterious effect upon a person’s social development and
emotional well-being. Child abuse places a youngster at increased risk to develop
a variety of psychological problems, including low self-esteem, anxiety and depres-
sion, behavior disorders, educational difficulties, and distorted relationships with
peers and adults.

Principal terms
neglect: the repeated failure to meet minimal standards for satisfying a child’s

basic needs for food, clothing, shelter, medical care, and safety
physical abuse: any nonaccidental injury caused by a parent or a person respon-

sible for a child’s care, including fractures, burns, bruises, welts, cuts, and
internal injuries

psychological abuse: acts by which children are rejected, terrorized, corrupted,
isolated, ridiculed, or humiliated; parental behavior fails to meet the child’s
need for nurturance or penalizes the child for normal behavior

sexual abuse: any contact between a child and an adult in which the child is being
used for the sexual stimulation of the perpetrator or another person; includes
exhibitionism, fondling, rape, and sodomy

Overview
It is difficult to imagine anything more frightening to a child than being rejected,
threatened, beaten, or molested by an adult who is supposed to be his or her
primary source of nurturance and protection. Yet throughout human history, chil-
dren have been abandoned, incarcerated, battered, mutilated, and even murdered
by their caregivers. Although the problem of child maltreatment is an old one, both
the systematic study of child abuse and the legally sanctioned mechanisms for
child protection are relatively new and have gained their greatest momentum in the
last half of the twentieth century.

In the United States, the Federal Child Abuse Prevention and Treatment Act of
1974 broadly defines child abuse as

the physical or mental injury, sexual abuse or exploitation, negligent treatment, or
maltreatment of a child under the age of eighteen. . . by a person who is responsible
for that child’s welfare under circumstances which indicate that the child’s health or
welfare is harmed or threatened thereby.

When applied by legal and mental health professionals in real-world situations,
however, the definition of abuse may vary according to the developmental age of
the child victim, the frequency or intensity of the behaviors regarded as abusive,
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the degree of intentionality, and a consideration of extenuating circumstances. In
general, however, child abuse includes any act or omission on the part of a parental
figure that damages a child’s physical or psychological well-being or development
that is nonaccidental or the  result  of a  habitual behavioral pattern. A broad
spectrum of behaviors are considered to be abusive, ranging from the more easily
recognizable physical abuse to the more subtle forms of maltreatment including
neglect, sexual abuse, and emotional abuse.

Estimates of the extent of child abuse in the United States have ranged from two
hundred  thousand  to four million cases per year. The  most widely  accepted
incidence figure comes from the National Committee for the Prevention of Child
Abuse, which estimates that more than a million children are “severely abused”
each year, including more than two thousand abuse-related deaths annually. It is
important, when considering the actual magnitude of the problem of child mal-
treatment, to remember that the estimates given most likely underestimate the true
incidence of child abuse, both because of the large number of cases that go
unreported and because of the lack of agreement as to precisely which behaviors
constitute “abuse” or “neglect.” In addition, abusive treatment of children is rarely
limited to a single episode, and it frequently occurs within the context of other
forms of family violence.

Certain forms of maltreatment seem to appear with greater regularity within
certain age groups. Neglect is most often reported for infants and toddlers, with
incidence declining with age. Reports of sexual abuse and emotional maltreatment
are most common among older school-aged children and adolescents. Physical
abuse seems to be reported equally among all age groups; however, children less
than five years old and adolescents have the highest rates of actual physical injury.

Although research studies generally conclude that there is no “typical” child
abuse case consisting of a typical abused child and a typical abusive parent or
family type, there are certain characteristics that occur with greater regularity than
others. For example, there is considerable evidence that premature infants, low-
birth-weight infants, and children with problems such as hyperactivity, physical
handicaps, and mental retardation are at particularly high risk for being abused by
their caregivers. Physical abuse and neglect are reported with approximately equal
frequency for girls and boys, while sexual abuse against girls is reported four times
more frequently than is sexual abuse against boys.

Contrary to the once-held stereotype of abusive parents, only a small proportion
(5 to 10 percent) of abusive parents suffer from a severe psychiatric disorder. While
female caregivers are the perpetrators in approximately 60 percent of all reported
cases of child maltreatment, male caregivers are more likely to inflict actual
physical injury, and they are the primary perpetrators in cases of sexual abuse of
both male and female children. Although no one abusive personality type has been
identified, research has revealed a number of areas of psychological functioning in
which abusive parents often differ from nonabusive parents. Abusive parents tend
to exhibit low frustration tolerance and express negative emotions (for example,
anger or disappointment) inappropriately. They are more socially isolated than are
nonabusive parents. Abusive parents also tend to have unrealistic expectations of

Child Abuse Psychology and Mental Health

206



their children, to misinterpret their children’s motivations for misbehaving, to
utilize inconsistent and inflexible parenting skills, and to view themselves as
inadequate or incompetent as parents.

Research also indicates that marital conflict, unemployment, large and closely
spaced families, overcrowded living conditions, and extreme household disorien-
tation are common in abusive homes. Statistics regarding race, education level, and
socioeconomic status of abusive families are somewhat controversial in that there
exists the possibility of an underreporting bias favoring the white, middle- to
upper-class family; however, like several other negative outcomes in childhood
(for example, underachievement, criminality, teen pregnancy),  child  abuse is
associated with poverty, underemployment, insufficient education, and the in-
creased experience of unmanageable stress and social isolation that coexists with
these sociodemographic variables.

Applications
Abused children are believed to be at much greater risk of developing some form
of pathology in childhood or in later life. When considered as a group and
compared with nonabused youngsters, abused children exhibit a variety of psycho-
logical difficulties and behavioral problems. Yet there is no single emotional or
behavioral reaction that is consistently found in all abused children. It is important,
when investigating the impact of child abuse, to view the abuse within a develop-
mental perspective. Given a child’s different developmental needs and capabilities
over the course of his or her development, one might expect that both the psycho-
logical experience and the impact of the abuse would be quite different for an infant
than if the same maltreatment involved an eight-year-old child or an adolescent.
One should also note that the abuse occurs within a particular psychological
context, and that the experience of the abuse per se may not be the singular, most
powerful predictor of the psychological difficulties found in abused children.
Rather, the child’s daily exposure to other, more pervasive aspects of the psycho-
logical environment associated with an abusive family situation (for example,
general environmental deprivation, impoverished parent-child interactions, or
chronic family disruption and disorganization) may prove to be more psychologi-
cally  damaging. Finally, it is  important not to  view the range of  symptoms
associated with abused children solely as deficits or pathology. These “symptoms”
represent an abused child’s best attempt at coping with an extremely stressful
family environment given the limited psychological resources and skills he or she
has available at that particular time in his or her development.

From the home environment, and from parents in particular, children learn their
earliest and perhaps most influential lessons about how to evaluate themselves as
valuable, lovable, and competent human beings. They learn about controlling their
own actions and about successfully  mastering  their environment. They learn
something about the goodness of their world and how to relate to the people in it.
Growing up in an abusive home distorts these early lessons, often resulting in
serious interference with the most important dimensions of a child’s development:
the development of a healthy sense of self, the development of self-control and a
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sense of mastery, the capacity to form satisfying relationships, and the ability to
utilize one’s cognitive capacities to solve problems.

In general, research has shown that abused children often suffer from low
self-esteem, poor impulse control, aggressive and antisocial behaviors, fearfulness
and anxiety, depression, poor relationships with peers and adults, difficulties with
school adjustment, delays in cognitive development, lowered academic achieve-
ment, and deficits in social and moral judgment. The way in which these difficul-
ties are expressed will vary according to a child’s stage of development.

In infancy, the earliest sign of abuse or neglect is an infant’s failure to thrive.
These infants show growth retardation (weight loss can be so severe as to be
life-threatening) with no obvious physical explanation. To the observer, these
infants appear to have “given up” on interacting with the outside world. They
become passive, socially apathetic, and exhibit little smiling, vocalization, and
curiosity. Other abused infants appear to be quite irritable, exhibiting frequent
crying, feeding difficulties, and irregular sleep patterns. In either case, the resulting
parent-child attachment bond is often inadequate and mutually unsatisfying.

Abused toddlers and preschoolers seem to lack the infectious love of life,
fantasy, and play that is characteristic of that stage of development. They are
typically anxious, fearful, and hypervigilant. Their emotions are blunted, lacking
the range, the spontaneity, and the vivacity typical of a child that age. Abused
toddlers’ and preschoolers’ ability to play, particularly their ability to engage in
imaginative play, may be impaired; it is either deficient or preoccupied with themes
of aggression. Abused children at this age can either be passive and overcompliant
or oppositional, aggressive, and hyperactive.

School-aged children and adolescents exhibit the more recognizable signs of
low self-esteem and depression in the form of a self-deprecating attitude and
self-destructive behaviors. They are lonely, withdrawn, and joyless. Behaviorally,
some act in a compulsive, overcompliant, or pseudomature manner, while others
are overly impulsive, oppositional, and aggressive. Problems with school adjust-
ment and achievement are common. With the school-aged child’s increased expo-
sure to the larger social environment, deficits in social competence and interper-
sonal relationships become more apparent. Progressing through adolescence, the
manifestations of low self-esteem, depression, and aggressive, acting-out behav-
iors may become more pronounced in the form of suicide attempts, delinquency,
running away, promiscuity, and drug use.

These distortions in self-esteem, impulse control, and interpersonal relation-
ships often persist into adulthood. There has been much concern expressed regard-
ing the possibility of an intergenerational transmission of abuse—of the experience
of abuse as a child predisposing a person to becoming an abusive parent. Research
indicates that abused children are six times more likely to abuse their own children
than the general population.

Perspective and Prospects
Child maltreatment is a complex phenomenon that does not have a simple, discrete
cause, nor does it affect each victim in a predictable or consistent manner. Since
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the “battered child syndrome” gained  national attention in the early  1960’s,
theories attempting to explain child maltreatment have evolved from the simplistic
psychiatric model focusing on the abuser as a “bad” parent suffering from some
form of mental illness to a view of child abuse as a multidetermined problem, with
anyone from any walk of life a potential abuser.

Perhaps the most comprehensive and widely accepted explanation of child abuse
is the ecological model. This model views abuse as the final product of a set of
interacting factors including child-mediated stressors (for example, temperamental
difficulties, or a mental or physical handicap), parental predispositions (for exam-
ple, history of abuse as a child, emotional immaturity), and situational stresses (for
example, marital conflict, insufficient social support, or financial stress) occurring
within a cultural context that inadvertently supports the mistreatment of children
by its acceptance of corporal punishment and tolerance for violence, and its
reluctance to interfere with family autonomy. Utilizing this ecological framework,
one can imagine how an abusive situation can develop when, for example, an
irritable, emotionally unresponsive infant is cared for by an inexperienced, socially
isolated mother in a conflict-filled and financially strained household embedded
within a larger cultural context in which the rights and privileges of childhood do
not necessarily include freedom from violence.

Knowledge regarding the impact of child abuse has also changed over the years,
from a view of maltreated children as almost doomed to develop some form of
psychopathology to an acknowledgment that child abuse, like other major child-
hood stressors, can result in a broad spectrum of adaptive consequences, ranging
from psychological health to severe psychiatric disorder. Some children actually
do well in their development despite their experience with extreme stress and
adversity. For example, while adults who were abused as children are more likely
than nonabused individuals to become child abusers, nearly two-thirds of all
abused children do not become abusive parents. The important questions to be
answered are why and how this is so. Research on “stress-resistant” individuals
such  as these  nonabusers has  shifted  the focus away from  pathology  to  the
identification of factors within the individual (for example, coping strategies) and
within the environment (for example, social support) that appear to serve a
protective function.

Finally, while the treatment of abused children and their abusive caregivers
remains an important goal in the mental health field, a focus on the prevention of
child abuse has also gained momentum. Many abused children and their families
can be helped with proper treatment; however, the existing need for services far
exceeds the mental health resources available. An increased understanding of the
factors that protect families against engaging in abusive behaviors has resulted in
the creation of successful preventive interventions. These prevention programs
seek to reduce the incidence of new cases of child abuse by encouraging the
development and strengthening of competencies, resources, and coping strategies
that promote psychological well-being and positive development in parents, chil-
dren, and families.

The problem of child abuse does not occur in isolation. It coexists with other
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abhorrent problems facing American children such as poverty, lack of guaranteed
adequate medical care, insufficient quality day care, and unequal educational
resources. Child abuse, like these other problems, can be prevented and eradicated.
People have come a long way in terms of their understanding of child maltreat-
ment; yet until the needs of children truly become a national priority, child abuse
will continue, brutally and unnecessarily, to rob children of their childhood.
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thology. Newbury Park, Calif.: Sage, 1987. Presents a thorough review of facts
and issues regarding the abuse of children, emphasizing topics such as socio-
demographic risk factors, variations in family socialization practices, factors
associated with healthy versus abusive parent-child relationship, psychological
characteristics of the abusive parent, and a developmental perspective on the
abused child.

Judith Primavera
See also:
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and Control; Alcoholism; Antisocial Personality; Behavioral Family Therapy;
Divorce and Separation: Children’s Issues; Domestic Violence; Juvenile Delin-
quency; Substance Abuse.
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Child and Adolescent

Psychiatry
Child and AdolescentPsychiatry

Type of psychology:Developmental psychology; psychotherapy
Fields of study:Adolescence; childhood and adolescent disorders; infancy and

childhood

This branch of psychiatry is concerned with the mental and emotional health and
development of infants and teenagers.

Principal terms
development: the process of progressive change that takes place as one matures

from birth to death; development can be gradual, as on a continuum, or ordered,
as in distinctly different stages

disorder: a persistent or repetitive maladaptive pattern in thinking, behaving, or
feeling that necessitates treatment

mental retardation: a condition characterized by a below-average intelligence
quotient (IQ) and deficits in adaptive functioning before the age of eighteen
years; the degree of retardation ranges from mild to severe

normal: a term of reference that can mean average (as in statistically normal),
functional (as in adaptive), or socially appropriate (as in within cultural bounds
of acceptability)

Overview
Specialists in child and adolescent psychiatry are responsible for the physical and
mental health of the individuals whom they treat. They must be acute observers of
individual and family behavior, as well as knowledgeable about how certain
nutritional, physical, and situational conditions can present themselves as mental
or emotional problems. Particularly with infants, this requires keen knowledge of
normal and abnormal development, both mental and physical. Additionally, these
specialists must be able to consult with a variety of medical and other profession-
als—from psychologists, who provide behavioral and diagnostic assessments, to
social work professionals and lawyers, when child abuse or neglect enters into the
clinical picture.

Practitioners in child or adolescent psychiatry receive extensive training. First,
they must complete medical school in order to obtain a doctorate in medicine.
Next, they must complete a four-year residency in psychiatry and a two-year
specialty residency in child psychiatry. Finally, they must go through licensing and
certification procedures in order to practice independently.

This training prepares them to diagnose and treat the wide variety of psychiatric
disorders  experienced by  children  and  adolescents.  Anxiety,  attention-deficit/
hyperactivity, autistic, conduct, learning, mental retardation, mood, oppositional-
defiant, pervasive developmental, and substance abuse disorders are some of the
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most well researched disorders in children. Other problems include asthma, bed-
wetting or bed-soiling, child abuse and neglect, conflicts related to sexuality, eating
disorders, elective mutism, epilepsy, fire-setting and vandalism, identity disorders,
personality disorders, school difficulties, schizoid disorders, sleepwalking, sleep
terror, stuttering, and tantrums. Disorders such as these are described in detail in
the American Psychiatric Association’sDiagnostic and  Statistical  Manual  of
Mental Disorders(4th ed., 1994, DSM-IV).

Applications
Practitioners of child and adolescent psychiatry are generally introduced to their
patients via the parents or an intervening medical professional or agency. In most
cases, these specialists diagnose disorders through clinical interviews with the
patient, the patient’s parents, and sometimes even schoolteachers or other ob-
servers of relevant problems. Additionally, diagnoses are sometimes confirmed via
a patient’s response to drugs (such as Ritalin, antidepressants, or lithium carbonate)
or via test results from a psychological or behavioral assessment. Some assess-
ments are based on structured, pencil-and-paper tests that measure intelligence or
other personal attributes. Others are based on direct observations of the patient
and/or family interactions.

Once a diagnosis is made, practitioners provide therapy to the individual child
or adolescent and/or to the entire family. Acute or severe problems might be treated
in a hospital setting, while chronic or mild problems might be treated on an
outpatient basis. Therapies typically selected include medicinal and psychotropic
drugs, dietary recommendations, behavioral therapies and parent training, family
therapy, play therapy, and individual psychotherapy. In these situations, a good
practitioner will try to involve the child in the process of consent to treatment so as
to facilitate trust and gain compliance from the child.

Finally, practitioners in this specialty area perform two other important func-
tions. First, in some cases, no disorder is present, and the psychiatrist provides
normative information about child and adolescent growth and development. Sec-
ond, these professionals must provide protection to suspected victims of abuse or
neglect. In such cases, the psychiatrist must report these suspicions to the ap-
propriate authorities, initiate referral to social service agencies, and protect the
children or adolescents as necessary.

Perspective and Prospects
Work by Sigmund Freud, the Austrian physician and founder of psychoanalysis,
marked the birth of this field of study. By focusing his work on the relationship
between childhood experiences and adult functioning, Freud was able to foster
interest in child development and welfare. Issues such as family relationships; the
emotional, physical, and sexual mistreatment of children; and differences in the
way that children and adults perceive and experience the world became highlighted
through his work and that of those who followed. Finally, in 1959, child psychiatry
became a specialty certified by the American Board of Psychiatry and Neurology,
adding credibility and importance to this growing field of practice and research.
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Today, child and adolescent psychiatry remains in its infancy compared with
other specialties. Relationships between childhood and adult disorders continue to
be explored through a variety of epidemiological, genetic, psychiatric, and behav-
ioral studies. Prime topics include connections among attention-deficit/hyperactiv-
ity, mood, learning, and a broad spectrum of developmental disorders. Similarly,
interest in understanding how trauma, neglect, and family influences relate to
childhood mood, learning, and substance abuse disorders is also increasing.

Innovative drug and psychotherapeutic strategies are being explored for the
disorders described above. The greatest treatment advances should be expected in
the development and application of new drug therapies for childhood and adoles-
cent psychiatric disorders. Further, refinement of behavioral assessment and man-
agement strategies for both school and home environments are likely to contribute
greatly to this progress. Finally, because this specialty faces growing challenges
posed by long-term childhood medical disorders, such as cancer, it is likely that
interventions will be improved specifically to meet these needs.
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Bulimia Nervosa; Anxiety Disorders; Attention-Deficit Disorder; Autism; Bed-
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Codependent

Personality
Codependent Personality

Type of psychology:Psychopathology
Fields of study:Personality theory; substance abuse

The codependent personality is characterized by a lack of a stable self-concept,
which manifests itself in a troubled perception of self and disturbed relationships
with others. By compulsively taking care of others and denying their own needs,
often to the point of serious self-neglect, codependents seek an identity through
achieving a favorable image in the eyes of others.

Principal terms
addiction: a progressive, out-of-control pursuit of a substance, object, or relation-

ship that results in life-damaging consequences for the addicted person
compulsion: a behavior or thought pattern in which the individual feels driven to

engage, normally to ward off anxiety or other uncomfortable feelings
identity development: the process of forming a separate self with distinct

thoughts, needs, and feelings that differentiate the self from others
self-concept: the individual’s thoughts about the value of the self, particularly in

relationship to others; it influences self-esteem, or feelings about the self
systems theory: the interconnection of individuals in family, work, and commu-

nity systems so that change in one member in the system necesarily produces
change in the other members as well

Overview
At the foundation of the codependent personality is a pervasive lack of identity
development. Codependents look to others for thoughts, feelings, and values that
would normally come out of a well-developed sense of self. For example, when
asked to offer an opinion on the death penalty, a typical codependent reaction
would be to wait for the group consensus and offer a “safe” response—one that
would be most in keeping with the thoughts of the group. This is often done
subconsciously and is in contrast with the healthy reaction of offering an honest
personal viewpoint.

In truth, codependents do not withhold their feelings as much as they are unaware
of what they feel, because of their incomplete development of a separate self: They
cannot reveal what they literally do not know. Since their self-perceptions are
composites of the reflections they have received from others, how they present
themselves will vary, often markedly, depending on who is with them. Codepen-
dents have difficulty recognizing and articulating feelings, and they often hold
back their feelings out of fear. Though they may not be aware of their feelings, their
feelings do, nevertheless, influence them. Their needs remain unmet in their desire
to please others, or at the very least to avoid disapproval. As a result, they
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accumulate anger and rage for
which they have no healthy outlet.
Depression is also common, par-
ticularly a low-grade, chronic de-
pression that would be relieved if
they could focus on their own
needs.

Codependents have high, and
often unrealistic, expectations for
themselves, and they tend to be
perfectionists. An exaggerated fear
of failure drives them, as does a
barely conscious sense of being de-
fective or somehow incomplete as
a person. As the result of this poor
evaluation of themselves, codepen-
dents fear getting close to others
because others may judge them as
harshly as they judge themselves.
To guard against being “found out,”
they  keep emotionally  distant,  al-
though their behaviors may appear
to others as genuinely warm and
intimate. In truth, their real selves
are closely guarded and available
to no one—including themselves.

They often channel this backlog
of unmet emotional needs into ad-
dictive or compulsive behaviors. When the pressure builds, codependents may seek
diversion in shopping, gambling, work, chemicals, overeating, or other addictions.
Instead of experiencing the emotional development that occurs from facing and
overcoming interpersonal problems, codependents retreat further from their feel-
ings through the quick “fix” of indulging in addictive behaviors. The effect of their
inattention to their needs is cumulative and progressive and interferes with inter-
personal relationships. Codependents take care of others, both emotionally and
physically, to feel needed as caretakers. Their focus is primarily external, so they
pay close attention to how others are feeling and behaving, then adjust how they
act to receive the approval they crave.

Since codependents cannot be sure they are interpreting others’wants and needs
correctly, their efforts to achieve approval are often unsuccessful. They have
unrealistic perceptions of their abilities to control the environment, and when faced
with normal limitations, they may frantically increase their efforts in the aim for
perfection. As with all  their efforts, the goal is self-esteem through external
approval. Even when the approval is forthcoming, ironically, the satisfaction is
small, because the approval is for a false representation of self. This leaves them

Possible Characteristics of

Codependent People

❖ an exaggerated sense of responsibility for
the actions of others

❖ a tendency to confuse love and pity, with the
tendency to “love” people they can pity and
rescue

❖ a tendency to do more than their share, all
the time

❖ a tendency to become hurt when people do
not recognize their efforts

❖ an unhealthy dependence on relationships;
the codependent will do anything to hold on
to a relationship to avoid the feeling of aban-
donment

❖ an extreme need for approval and recognition
❖ a sense of guilt when asserting themselves
❖ a compelling need to control others
❖ lack of trust in self and/or others
❖ fear of being abandoned or alone
❖ difficulty identifying feelings
❖ rigidity/difficulty adjusting to change
❖ problems with intimacy/boundaries
❖ chronic anger
❖ lying/dishonesty
❖ poor communication
❖ difficulty making decisions
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feeling that if others really knew them, they would not be accepted. Codependents
typically channel this feeling, as they do most other feelings, into more controlling
and caretaking behaviors in an attempt to bolster self-esteem.

Because codependents have not developed clear identities, the interdependence
between two persons that is characteristic of healthy relationships is not possible.
Getting  close  brings fears of  losing  what  little  identity  they have. Typically
codependents move closer to others to achieve intimacy, then retreat when they fear
the closeness will overwhelm them. They fear abandonment as well, so when the
emotional distance from others seems too great, they move closer to others and
again face their fears of intimacy overwhelming them. This dance between inti-
macy and distance is ultimately not satisfying and leaves the codependent feeling
even more alone.

Codependency originates in settings where individuals feel unwilling or unable
to display their true identities. Most typically, codependency occurs in addictive
family systems where the family members’needs are secondary to the needs of the
addicted individual. Family members cope with and adapt to the addiction in an
attempt to stabilize the family system. Individual members’ needs are not met if
they conflict with the central need of keeping the family in balance and denying
the effects of the addiction. Children in these family systems fail to develop
separate identities because so much of their energy goes to controlling the environ-
ment. The adults in the family also may have failed to develop identities as
children, or they may have abandoned their identities as adults under the pressure
of keeping the family stable. In other words, codependency can be the result of the
failure of normal identity development or of the abandonment of an already
developed identity under the pressure of a dysfunctional family system.

Applications
A look at identity development in a healthy family system provides a clear picture
of codependency. Theorist Erik Erikson proposed in 1963 that identity formation
occurs through the resolution of crises throughout the life cycle. According to
Erikson, as the individual masters the tasks of the various stages of development,
he or she moves on to the next stage. Failure to work through the tasks of any stage
results in incomplete development for the person. In a healthy family that meets a
child’s basic needs, he or she receives support and guidance to pass through the
early stages of identity formation, as outlined by Erikson.

Stage one, trust versus mistrust, occurs from birth through the age of eighteen
months; the second stage, autonomy versus shame and doubt, occurs between
eighteen months and three years. Stage three, initiative versus guilt, lasts from the
age of three to the age of six. Industry versus inferiority, the fourth stage, lasts from
the age of six to age eighteen. The emerging identity is built upon the basic sense
of trust the child develops in the early years of life. If experience teaches the child
that others are not trustworthy, then the child’s  sense  of  self will be weak.
Therefore, efforts to move through the later developmental stages will be ham-
pered. In short, trust is essential to all the later developmental work.

In a family in which trust is not easily developed, such as in an addictive family
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system, the children direct most of their energy toward achieving a feeling of
relative safety. The children learn to look to others to provide the sense of safety
they could not develop internally. As they take care of other family members’
needs, the family system remains stable, which provides a type of security, though
the children’s individual needs are not recognized and met. This external focus is
adaptive in the short term, as the children are meeting some of their safety and
security needs, but ultimately, mature identity development is thwarted. The more
stable and emotionally healthy the parents are, the more likely it is that the child
will move successfully through the later developmental stages. With the mastery
of the developmental tasks, the child begins to feel like a competent individual in
a stable and predictable environment. This emerging identity then forms the core
of the self as a distinct individual.

Claudia Black (1981) identified roles that children adopt in alcoholic families in
order to get some of their needs met. These roles have been found to be applicable
to other dysfunctional family systems as well. The “responsible one,” who is often
the oldest child, functions as an adult by taking care of many basic needs of the
family members, sometimes including the parents. The “adjuster” adapts to what-
ever the family system needs and avoids calling attention to himself or herself. The
“placater” brings comfort and diversion to the family and takes on the responsibil-
ity for the family members’ emotional stability. A final role is the “acting-out
child,” who keeps the family focused on his or her problem behaviors and receives
punishment, criticism, and predominantly negative attention.

These roles can overlap so that the “responsible one” may alternate his or her
overly mature behaviors with periods of acting out that direct the family’s attention
to the current problem and away from the fact that the whole family system is in
trouble. The family can then console itself that without “the problem,” it would be
fine. The “placater” also might shift roles and take care of physical needs and
responsibilities that would be more appropriately handled by the adults in the
family. The “acting-out child” does not always act out; she or he can stop delin-
quent behaviors if they are not needed. The important issue for the development of
codependency is not that children put the needs of the family ahead of their own
but that they fill these roles to achieve safety emotionally and physically and fail
to develop their own individual thoughts, needs, and feelings. Their development
gets lost in their efforts to maintain the family balance.

This ability of codependents to adopt roles and cope despite how they feel is a
major strength in certain settings, such as in an alcoholic or other unpredictable
family setting. The adapting and responding to others becomes a problem when it
is not a choice but is the only way that the codependent knows how to react. As
adults, their behavioral repertoire is limited, as their response to demands is to
adapt and take care of what everyone else needs first.

The picture is not as bleak as it may seem. Basic personality traits for such
occupations as teaching, nursing, and counseling include empathy and the ability
to “read” others, which are typically highly developed skills for codependents. On
the whole, codependents are resourceful people who learned to survive in difficult
circumstances by being acutely aware of the needs and viewpoints of others. The
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focus of treatment for these individuals is not to reconstruct their personalities but
to help them expand their range of behavioral and emotional options.

Perspective and Prospects
The term “codependency” originated in the 1970’s in the alcohol-treatment field
to describe individuals whose lives had become unmanageable because of their
relationships with alcoholics. Prior to that time the term used was “co-alcoholic”
or “para-alcoholic,” which described a cluster of symptoms that the family mem-
bers of the alcoholic displayed that included depression, anxiety, and interpersonal
difficulties. The introduction of the term “codependency” helped to define the
cluster of symptoms more clearly so that codependency became a legitimate focus
for treatment. Families began receiving treatment targeted at their needs, at times
completely independent of the alcoholic’s treatment. Research showed that this
focus on the family’s need resulted in longer-term sobriety for the alcoholic.

In the 1980’s, clinicians became aware that while codependency most obviously
arose from alcoholic families or relationships, it also occurred where other addic-
tions or serious dysfunctions were present. Thus, the model for understanding
codependency began to be applied by professionals to diverse problems such as
eating disorders, gambling, and other addictions. Codependency as an issue began
to gain the attention of professionals beyond the addictions field and in other
treatment disciplines.

Many traditional clinicians and researchers have been slow to accept codepen-
dency as a legitimate treatment issue since the theory has not been grounded in the
scholarly research considered necessary for establishing new trends in the field.
Clinicians who treat clients for codependency issues maintain, however, that it is
not necessary to wait for research to verify what has already been shown to be
useful in clinical practice. Their position is that when a treatment modality helps
people, it is ethical to continue the treatment concurrently with the research that
should  ultimately validate their work. Treatment  for codependency has been
multifaceted and is apparently most effective when it includes some combination
of individual or group therapy, self-help groups, workshops, and educational
resources. Through the various treatment strategies, codependents begin to recog-
nize the positive aspects of their personalities, such as adaptiveness and the ability
to intuit what others need. In time they can learn to extend to themselves the same
attention and caretaking they previously gave only to others.

A common fear of codependents is that if they stop being “caretakers” of others
they will become uncaring individuals. This fear is usually unfounded, since
greater intimacy and depth of emotion are possible in relationships in which
individuals give to others by choice rather than through the continuing sacrifice of
their own needs. Codependent personalities develop out of dysfunctional family,
community,  or other systems; when  left untreated,  this situation results in a
continued poor self-concept and in disturbed relationships with others. Treatment
has apparently been effective in helping codependents make significant changes.
Recognition of codependent traits can therefore be a springboard for personal
growth and development rather than a cause for despair.
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Cognitive Behavior

Therapy
Cognitive Behavior Therapy

Type of psychology:Psychotherapy
Fields of study:Behavioral therapies

A number of approaches to therapy fall within the scope of cognitive behavior
therapy. These approaches all share a theoretical perspective that assumes that
internal cognitive processes, called thinking or cognition, affect behavior; that this
cognitive activity may be monitored; and that desired behavior change may be
effected through cognitive change.

Principal terms
behavior therapy: a branch of psychotherapy narrowly conceived as the appli-

cation of classical and operant conditioning to the alteration of clinical prob-
lems, but more broadly conceived as applied experimental psychology in a
clinical context

cognition: private or internal processes such as imagery, symbolic representation
of external events, and the verbal coding of experience

cognitive restructuring: any behavior therapy procedure that attempts to alter
the manner in which clients think about life so that they change their overt
behavior and emotions

cognitive therapy: a therapeutic approach developed by Aaron T. Beck, the goal
of which is for patients to discover for themselves the irrationality of their
thoughts

depression: strong feelings of sadness, dejection, and often apathy that last more
than two weeks and pervade a person’s thoughts

Overview
The cognitive behavior therapies are not a single therapeutic approach, but rather
a loosely organized collection of therapeutic approaches that share a similar set of
assumptions. At their core, cognitive behavior therapies share three fundamental
propositions: Cognitive activity affects behavior; cognitive activity may be moni-
tored and altered; and desired behavior change may be effected through cognitive
change.

The first of the three fundamental propositions of cognitive behavior therapy
suggests that it is not the external situation which determines feelings and behavior,
but rather the person’s view or perception of that external situation that determines
feelings and behavior. For example, if one has failed the first examination of a
course, one could appraise it as a temporary setback to be overcome or as a horrible
loss. While the situation remains the same, the thinking about that situation is
radically different in the two examples cited. Each of these views will lead to
significantly different emotions and behaviors.
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The third cognitive behavioral assumption suggests that desired behavior
change may be effected through cognitive change. Thus, while cognitive behavior
theorists do not reject the notion that rewards and punishment (reinforcement
contingencies) can alter behavior, they are likely to emphasize that there are
alternative methods for behavior change, one in particular being cognitive change.
Many approaches to therapy fall within the scope of cognitive behavior therapy as
it is defined above. While these approaches share the theoretical assumptions
described above, a review of the major therapeutic procedures subsumed under the
heading of cognitive behavior therapy reveals a diverse amalgam of principles and
procedures, representing a variety of theoretical and philosophical perspectives.

Rational-emotive therapy, developed by psychologist Albert Ellis, is regarded
by many as one of the premier examples of the cognitive behavioral approach; it
was introduced in the early 1960’s. Ellis proposed that many people are made
unhappy by their faulty, irrational beliefs, which influence the way they interpret
events. The therapist will interact with the patient or client, attempting to direct the
patient to more positive and realistic views. Cognitive therapy, pioneered by
Aaron T. Beck, has been applied to such problems as depression and stress. For
stress reduction, ideas and thoughts that are producing stress in the patient will be
questioned; the therapist will get the patient to examine the validity of these
thoughts; thought processes can then be restructured so the situations seem less
stressful. Cognitive therapy has been found to be quite effective in treating depres-
sion, as compared with other therapeutic methods. Beck held that depression is
caused by certain types of negative thoughts, such as devaluing the self or viewing
the future in a consistently pessimistic way.

Rational behavior therapy, developed by psychiatrist Maxie Maultsby, is a close
relative of Ellis’s rational-emotive therapy. In this approach, Maultsby combines
several approaches to include rational-emotive therapy, neuropsychology, classical
and operant conditioning, and psychosomatic research; however, Maultsby was
primarily influenced by his association with Ellis. In this approach, Maultsby
attempts to couch his theory of emotional disturbance in terms of neuropsycho-
physiology and learning theory. Rational behavior therapy assumes that repeated
pairings of a perception with evaluative thoughts lead to rational or irrational
emotive and behavioral reactions. Maultsby suggests that self-talk, which origi-
nates in the left hemisphere of the brain, triggers corresponding right-hemisphere
emotional equivalents. Thus, in order to maintain a state of psychological health,
individuals must practice rational self-talk that will, in turn, cause the right brain
to convert left-brain language into appropriate emotional and behavioral reactions.

Rational behavior therapy techniques are quite similar to those of rational-
emotive therapy. Both therapies stress the importance of monitoring one’s thoughts
in order to become aware of the elements of the emotional disturbance. In addition,
Maultsby advocates the use of rational-emotive imagery, behavioral practice, and
relaxation methods in order to minimize emotional distress.

Self-instructional training was developed by psychologist Donald Meichen-
baum in the early 1970’s. In contrast to Ellis and Beck, whose prior training was
in psychoanalysis, Meichenbaum’s roots are in behaviorism and the behavioral
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therapies. Thus Meichenbaum’s approach is heavily couched in behavioral termi-
nology and procedures. Meichenbaum’s work stems from his earlier research in
training schizophrenic patients to emit “healthy speech.” By chance, Meichen-
baum observed that patients who engaged in spontaneous self-instruction were less
distracted and demonstrated superior task performance on a variety of tasks. As a
result, Meichenbaum emphasizes the critical role of “self-instructions”—simple
instructions such as, “Relax.. . . Just attend to the task”—and their noticeable effect
on subsequent behavior.

Meichenbaum developed self-instructional training to treat the deficits in self-
instructions manifested in impulsive children. The ultimate goal of this program
was to decrease impulsive behavior. The way to accomplish this goal, as hypothe-
sized by Meichenbaum, was to train impulsive children to generate verbal self-
commands, to respond to their verbal self-commands, and to encourage the chil-
dren to self-reinforce their behavior appropriately.

The specific procedures employed in self-instructional training involve having
the child observe a model performing a task. While the model is performing the
task, he or she is talking aloud. The child then performs the same task while the
model gives verbal instructions. Subsequently, the child performs the task while
instructing himself or herself aloud, then while whispering the instructions. Fi-
nally, the child performs the task covertly. The self-instructions employed in the
program included questions about the nature and demands of the task, answers to
these questions in the form of cognitive rehearsal, self-instructions in the form of
self-guidance while performing the task, and self-reinforcement. Meichenbaum
and his associates have found that this self-instructional training program signifi-
cantly improves the task performance of impulsive children across a number of
measures.

Systematic rational restructuring is a cognitive behavioral procedure developed
by psychologist Marvin Goldfried in the mid-1970’s. This procedure is a variation
on Ellis’s rational-emotive therapy; however, it is more clearly structured than
Ellis’s method. In systematic rational restructuring, Goldfried suggests that early
social learning experiences teach individuals to label situations in different ways.
Further, Goldfried suggests that emotional reactions may be understood as re-
sponses to the way individuals label situations, as opposed to responses to the
situations themselves. The goal of systematic rational restructuring is to train
clients to perceive situational cues more accurately.

The process of systematic rational restructuring is similar to systematic desen-
sitization, in which a subject is to imagine fearful scenes in a graduated order from
the least fear-provoking to the more fear-provoking scenes. In systematic rational
restructuring, the client is asked to imagine a hierarchy of anxiety-eliciting situ-
ations. At each step, the client is instructed to identify irrational thoughts associated
with the specific situation, to dispute them, and to reevaluate the situation more
rationally. In addition, clients are instructed to practice rational restructuring in
specific real-life situations.

Stress inoculation training incorporates several of the specific therapies already
described in this section. This procedure was developed by psychologist Donald
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Meichenbaum. Stress inoculation training is analogous to being inoculated against
disease. That is, it prepares clients to deal with stress-inducing events by teaching
them to use coping skills at low levels of the stressful situation, and then gradually
to cope with more and more stressful situations. Stress inoculation training in-
volves three phases: conceptualization, skill acquisition and rehearsal, and appli-
cation and follow-through.

In the conceptualization phase of stress inoculation training, clients are given an
adaptive way of viewing and understanding their negative reactions to stressful
events. In the skills-acquisition and rehearsal phase, clients learn coping skills
appropriate to the type of stress they are experiencing. With interpersonal anxiety,
the client might develop skills that would make the feared situation less threatening
(for example, learning to initiate and maintain conversations). The client might
also learn deep muscle relaxation to lessen tension. In the case of anger, clients
learn to view potential provocations as problems that require a solution rather than
as threats that require an attack. Clients are also taught to rehearse alternative
strategies for solving the problem at hand.

The application and follow-through phase of stress inoculation training involves
the clients practicing and applying the coping skills. Initially, clients are exposed
to low levels of stressful situations in imagery. They practice applying their coping
skills  to handle the stressful events, and  they overtly role-play  dealing  with
stressful events. Next, the client is given homework assignments that involve
gradual exposure to actual stressful events in his or her everyday life. Stress
inoculation training has been effectively applied to many types of problems. It has
been used to help people cope with anger, anxiety, fear, pain, and health-related
problems (for example, cancer and hypertension). It appears to be suitable for all
age levels.

Problem-solving therapy, as developed by psychologists Thomas D’Zurilla and
Marvin Goldfried, is also considered one of the cognitive behavioral approaches.
In essence, problem-solving therapy is the application of problem-solving theory
and research to the domain of personal and emotional problems. Indeed, the
authors see the ability to solve problems as the necessary and sufficient condition
for emotional and behavioral stability. Problem solving is, in one way or another,
a part of all psychotherapies.

Applications
Cognitive behavior therapists have taught general problem-solving skills to clients
with two specific aims: to alleviate the particular personal problems for which
clients have sought therapy, and to provide clients with a general coping strategy
for personal problems.

The actual steps of problem solving that a client is taught to carry out system-
atically are as follows. First, it is necessary to define the dilemma as a problem to
be solved. Next, a goal must be selected which reflects the ultimate outcome the
client desires. The client then generates a list of many different possible solutions,
without evaluating their potential merit (a kind of brainstorming). Now the client
evaluates the pros and cons of each alternative in terms of the probability that it
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will meet the goal selected and its practicality, which involves considering the
potential consequences to oneself and to others of each solution. The alternative
solutions are ranked in terms of desirability and practicality, and the highest one is
selected. Next, the client tries to implement the solution chosen. Finally, the client
evaluates the therapy, assessing whether the solution alleviated the problem and
met the goal, and, if not, what went wrong—in other words, which of the steps in
problem solving needs to be redone.

Problem-solving therapies have been used to treat a variety of target behaviors
with a wide range of clients. Examples include peer relationship difficulties among
children and adolescents, examination and interpersonal anxiety among college
students, relapse following a program to reduce smoking, harmony among family
members, and the ability of chronic psychiatric patients to cope with interpersonal
problems.

Self-control therapy for depression, developed by psychologist Lynn Rehm, is
an approach to treating depression which combines the self-regulatory notions of
behavior therapy and the cognitive focus of the cognitive behavioral approaches.
Essentially, Rehm believes that depressed people show deficits in one or some
combination of the following areas: monitoring (selectively attending to negative
events), self-evaluation (setting unrealistically high goals), and self-reinforcement
(emitting high rates of self-punishment and low rates of self-reward). These three
components are further broken down into a total of six functional areas.

According to Rehm, the varied symptom picture in clinically depressed clients
is a function of different subsets of these deficits. Over the course of therapy with
a client, each of the six self-control deficits is described, with emphasis on how a
particular deficit is causally related to depression, and on what can be done to
remedy the deficit. A variety of clinical strategies are employed to teach clients
self-control skills, including group discussion, overt and covert reinforcement,
behavioral assignments, self-monitoring, and modeling.

Structural psychotherapy is a cognitive behavioral approach that derives from
the work of two Italian mental health professionals, psychiatrist Vittorio Guidano
and psychologist Gianni Liotti. These authors are strongly persuaded by cognitive
psychology, social learning theory, evolutionary epistemology, psychodynamic
theory, and cognitive therapy. Guidano and Liotti suggest that for an understanding
of the full complexity of an emotional disorder and subsequent development of an
adequate model of psychotherapy, an appreciation of the development and the
active role of an individual’s knowledge of self and the world is critical. In short,
in order to understand a patient, one must understand the structure of that person’s
world.

Guidano and Liotti’s therapeutic process utilizes the empirical problem-solving
approach of the scientist. Indeed, the authors suggest that therapists should assist
clients in disengaging themselves from certain ingrained beliefs and judgments,
and in considering them as hypotheses and theories subject to disproof, confirma-
tion, and logical challenge. A variety of behavioral experiments and cognitive
techniques are utilized to assist the patient in assessing and critically evaluating his
or her beliefs.
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As can be seen, the area of cognitive behavior therapy involves a wide collection
of therapeutic approaches and techniques. The approaches described here are but
a representative sample of possible cognitive behavioral approaches. Also included
within this domain are anxiety management training, which comes from the work
of psychologist Richard Suinn. and personal science, from the work of psycholo-
gist Michael Mahoney.

The cognitive behavioral approaches are derived from a variety of perspec-
tives, including cognitive theory, classical and operant conditioning approaches,
problem-solving theory, and developmental theory. All these approaches share the
perspective that internal cognitive processes, called thinking or cognition, affect
behavior, and that behavior change may be effected through cognitive change.

These approaches have several other similarities. One is that all the approaches
see therapy as time-limited. This is in sharp distinction to the traditional psycho-
analytic therapies, which are generally open-ended. The cognitive behavior thera-
pies attempt to effect change rapidly, often with specific, preset lengths of thera-
peutic contact. Another similarity among the cognitive behavior therapies is that
their target of change is also limited. For example, in the treatment of depression,
the target of change is the symptoms of depression. Thus, in the cognitive behav-
ioral approaches to treatment, one sees a time-limited focus and a limited target of
change.

Perspective and Prospects
Cognitive behavior therapy evolved from two lines of clinical and research activ-
ity: First, it derives from the work of the early cognitive therapists (Albert Ellis and
Aaron Beck); second, it was strongly influenced by the careful empirical work of
the early behaviorists.

Within the domain of behaviorism, cognitive processes were not always seen as
a legitimate focus of attention. That is, in behavior therapy, there has always been
a strong commitment to an applied science of clinical treatment. In the behavior
therapy of the 1950’s and 1960’s, this emphasis on scientific methods and proce-
dures meant that behavior therapists focused on events that were directly observ-
able and measurable. Within this framework, behavior was seen as a function of
external stimuli which determined or were reliably associated with observable
responses. Also during this period, there was a deliberate avoidance of such
“nebulous” concepts as thoughts, cognitions, or images. It was believed that these
processes were by their very nature vague, and one could never be confident that
one was reliably observing or measuring these processes.

It is important to note that by following scientific principles, researchers devel-
oped major new treatment approaches which in many ways revolutionized clinical
practice (among  them are systematic desensitization  and the use of  a token
economy). Yet during the 1960’s, several developments within behavior therapy
had emphasized the limitations of a strict conditioning model to understanding
human behavior.

In 1969, psychologist Albert Bandura published his influential volumePrinci-
ples of Behavior Modification. In this volume, Bandura emphasized the role of
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internal or cognitive factors in the causation and maintenance of behavior. Follow-
ing from the dissatisfaction of the radical behavioral approaches to understanding
complex human behavior and the publication of Bandura’s 1969 volume, behavior
therapists began actively to seek and study the role of cognitive processes in human
behavior.
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Cognitive Therapy
Cognitive Therapy

Type of psychology:Psychotherapy
Fields of study:Cognitive therapies

Cognitive therapy holds that emotional disorders are largely determined by cogni-
tion or thinking, that cognitive activity can take the form of language or images,
and that emotional disorders can be treated by helping patients modify their
cognitive distortions. Treatment programs based on this model have been highly
successful with depression, panic disorder, generalized anxiety disorder, and other
emotional problems.

Principal terms
arbitrary inference: the process of drawing a conclusion from an experience

where there is no evidence to support such a conclusion
automatic thoughts: thoughts experienced by individuals of which they are

dimly aware and that seem believable, but that can be highly unrealistic and
maladaptive

cognitive specificity hypothesis: the idea that each of the emotional disorders
is characterized by its own patterns of thinking or cognitive distortions

cognitive triad: seen as the core of depression; consists of a negative view of the
self, one’s experiences, and the future

schemata: fundamental beliefs people hold about themselves or the world; these
beliefs appear to be the rules by which one lives

selective abstraction: focusing on something taken out of context and concep-
tualizing the experience on the basis of this particular element

Overview
Cognitive therapy, originally developed by Aaron T. Beck, is based on the view that
cognition (the process of acquiring knowledge and forming beliefs) is a primary
determinant of mood and behavior. Beck developed his theory while treating
depressed patients. He  noticed that  these  patients tended to distort  whatever
happened to them in the direction of self-blame and catastrophes. Thus, an event
interpreted by a normal person as irritating and inconvenient (for example, the
malfunctioning of an automobile) would be interpreted by the depressed patient as
another example of the utter hopelessness of life. Beck’s central point is that
depressives draw illogical conclusions and come to evaluate negatively them-
selves, their immediate world, and their future. They see only personal failings,
present misfortunes, and overwhelming difficulties ahead. It is from these cogni-
tions that all the other symptoms of depression derive.

It was from Beck’s early work with depressed patients that cognitive therapy was
developed. Shortly thereafter, the concepts and procedures were applied to other
psychological problems, with notable success.

Two concepts of particular relevance to cognitive therapy are the concepts of
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automatic thoughts and schemata (schemata is the plural of schema). Automatic
thoughts are thoughts that appear to be going on all the time. These thoughts are
quite brief—only the essential words in a sentence seem to occur, as in a tele-
graphic style. Further, they seem to be autonomous, in that the person made no
effort to initiate them,  and they  seem plausible or  reasonable to the person
(although they may seem far-fetched to somebody else). Thus, as a depressed
person is giving a talk to a group of business colleagues, he or she will have a
variety of thoughts. There will be thoughts about the content of the material. There
is also a second stream of thoughts occurring. In this second channel, the person
may experience such thoughts as: “This is a waste of time,” or “They think I’m
dumb.” These are automatic thoughts.

Beck has suggested that although automatic thoughts are occurring all the time,
the person is likely to overlook these thoughts when asked what he or she is
thinking. Thus, it is necessary to train the person to attend to these automatic
thoughts. Beck pointed out that when people  are depressed, these automatic
thoughts are filled with negative thoughts of the self, the world, and the future.
Further, these automatic thoughts are quite distorted, and finally, when these
thoughts are carefully examined and modified to be more in keeping with reality,
the depression subsides.

The concept of schemata, or core beliefs, becomes critical in understanding why
some people are prone to having emotional difficulties and others are not. The schema
appears to be the root from which the automatic thoughts derive. Beck suggests that
people develop a propensity to think crookedly as a result of early life experiences. He
theorizes that in early life, an individual forms concepts—realistic as well as unrealis-
tic—from experiences. Of particular importance are individuals’ attitudes toward
themselves, their environment, and their future. These deeply held core beliefs about
oneself are seen by Beck as critical in the causation of emotional disorders. According
to cognitive theory, the reason these early beliefs are so critical is that once they are
formed, the person has a tendency to distort or view subsequent experiences to be
consistent with these core beliefs. Thus, an individual who, as a child, was subjected
to severe, unprovoked punishment from a disturbed parent may conclude “I am weak”
or “I am inferior.” Once this conclusion has been formulated, it would appear to be
strongly reinforced over years and years ofexperiencesat thehandsof the parent.Thus,
when this individual becomes an adult, he or she tends to interpret even normal
frustrations as more proof of the original belief: “See, I really am inferior.” Examples
of these negative schemata or core beliefs are: “I am weak,” “I am inferior,” “I am
unlovable,” and “I cannot do anything right.” People holding such core beliefs about
themselves would differ strongly in their views of a frustrating experience from those
people who hold a core belief such as “I am capable.”

Another major contribution of cognitive therapy is Beck’s cognitive specificity
hypothesis. Specifically, Beck has suggested that each of the emotional disorders
is characterized by its own patterns of thinking. In the case of depression, the
thought content is concerned with ideas of personal deficiency, impossible envi-
ronmental demands and obstacles, and nihilistic expectations. For example, a
depressed patient might interpret a frustrating situation, such as a malfunctioning

Psychology and Mental Health Cognitive Therapy

231



automobile, as evidence of his or her own inadequacy: “If I were really competent,
I would have anticipated this problem and been able to avoid it.” Additionally, the
depressed patient might react to the malfunctioning automobile with: “This is too
much, I cannot take it anymore.” To the depressed patient, this would simply be
another example of the utter hopelessness of life.

While the cognitive content of depression emphasizes the negative view of the
self, the world, and the future, anxiety disorders are characterized by fears of
physical and psychological danger. The anxious patient’s thoughts are filled with
themes of danger. These people anticipate detrimental occurrences to themselves,
their family, their property, their status, and other intangibles that they value.

In phobias, as in anxiety, there is the cognitive theme of danger; however, the
“danger” is confined to definable situations. As long as phobic sufferers are able to
avoid these situations, then they do not feel threatened and may be relatively calm.
The cognitive content of panic disorder is characterized by a catastrophic interpre-
tation of bodily or mental experiences. Thus, patients with panic disorder are prone
to regard any unexplained symptom or sensation as a sign of some impending
catastrophe. As a result, their cognitive processing system focuses their attention
on bodily or psychological experience. For example, one patient saw discomfort in
the chest as evidence of an impending heart attack.

The cognitive feature of the paranoid reaction is the misinterpretation of expe-
rience in terms of mistreatment, abuse, or persecution. The cognitive theme of the
conversion disorder (a disorder characterized by physical complaints such as
paralysis or blindness, where no underlying physical basis can be determined) is
the conviction that one has a physical disorder. As a result of this belief, the patient
experiences sensory and/or motor abnormalities that are consistent with the pa-
tient’s faulty conception of organic pathology.

Applications
The goal of cognitive therapy is to assist the patient to evaluate his or her thought
processes carefully, to identify cognitive errors, and to substitute more adaptive,
realistic cognitions. This goal is accomplished by therapists helping patients to see
their thinking about themselves (or their situation) as similar to the activity of a
scientist—that they are engaged in the activity of developing hypotheses (or
theories) about their world. Like a scientist, the patient needs to “test” his or her
theory carefully. Thus, patients who have concluded that they are “worthless”
people would be encouraged to test their “theories” rigorously to determine if this
is indeed accurate. Further, in the event that the theories are not accurate, patients
would be encouraged to change their theories to make them more consistent with
reality (what they find in their experience).

A slightly different intervention developed by Beck and his colleagues is to help
the patient identify common cognitive distortions. Beck originally identified four
cognitive distortions frequently found in emotional disorders: arbitrary inference,
selective abstraction, overgeneralization, and magnification or minimization.
These were later expanded to ten or more by Beck’s colleagues and students.

Arbitrary inference is defined as the process of drawing a conclusion from a
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situation, event, or experience when there is no evidence to support the conclusion
or when the conclusion is contrary to the evidence. For example, a depressed
patient on a shopping trip had the thought, “The salesclerk thinks I am a nobody.”
The patient then felt sad. On being questioned by the psychologist, the patient
realized that there was no factual basis for this thought. Selective abstraction refers
to the process of focusing on a detail taken out of context, ignoring other, more
salient features of the situation, and conceptualizing the whole experience on the
basis of this element. For example, a patient was praised by friends about the
patient’s child-care activities. Through an oversight, however, the patient failed to
have her child vaccinated during the appropriate week. Her immediate thought
was, “I am a failure as a mother.” This idea became paramount despite all the other
evidence of her competence.

Overgeneralization refers to patients’ patterns of drawing a general conclusion
about their ability, their performance, or their worth on the basis of a single
incident. For example, a student regards his poor performance on the first exami-
nation of the semester as final proof that he “will never make it in college.”
Magnification and minimization refer to gross errors in evaluation. For example, a
person, believing that he has completely ruined his car (magnification) when he
sees that there is a slight scratch on the rear fender, regards himself as “good for
nothing.”  In contrast, minimization refers to minimizing one’s achievements,
protesting that these achievements do not mean anything. For example, a highly
successful businesswoman who was depressed concluded that her many prior
successes “were nothing . . . simply luck.” Using the cognitive distortions, people
are taught to examine their thoughts, to identify any distortions, and then to modify
their thoughts in order to eliminate the distortions.

In terms of the therapeutic process, the focus is initially on the automatic
thoughts of patients. Once patients are relatively adept at identifying and modify-
ing their maladaptive automatic thoughts, the therapy begins to focus on the
maladaptive underlying beliefs or schemata. As previously noted, these beliefs are
fundamental beliefs that people hold about themselves. These beliefs are not as
easy  to  identify  as the automatic thoughts. Rather,  they are  identified  in an
inferential process. Common patterns are observed; for example, the person may
seem to be operating by the rule: “If I am not the best [parent, spouse, employee],
then I am a failure,” or “If I am not loved by my spouse or mate, then I am
worthless.” As in the case of the earlier cognitive work with automatic thoughts,
these beliefs are carefully evaluated for their adaptability or rationality. Maladap-
tive beliefs are then modified to more adaptive, realistic beliefs.

A variety of techniques have been developed by cognitive therapists for modi-
fying maladaptive cognitions. One example of these techniques is self-monitoring.
This involves the patient’s keeping a careful hour-by-hour record of his or her
activities, associated moods, or other pertinent phenomena. One useful variant is
to have the patient record his or her mood on a simple zero-to-one-hundred scale,
where zero represents the worst he or she has ever felt and one hundred represents
the best. In addition, the patient can record the degree of mastery or pleasure
associated with each recorded activity.
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A number of hypotheses can be tested using self-monitoring, such as: “It does
not do any good for me to get out of bed,” “I am always miserable; it never lets
up,” and “My schedule is too full for me to accomplish what I must.” By simply
checking the self-monitoring log, one can easily determine if one’s miserable
mood ever ceases. A careful examination of the completed record is a far better
basis for judging such hypotheses than is the patient’s memory of recent events,
because his or her recollections are almost always tainted by the depression.

As therapy progresses and patients begin to experience more elevated moods,
the focus of treatment becomes more cognitive. Patients are instructed to observe
and record automatic thoughts, perhaps at a specific time each evening, as well as
recording when they become aware of increased dysphoria. Typically, the thoughts
are negative self-referents (“I am worthless”; “I will never amount to anything”),
and initially, the therapist points out their unreasonable and self-defeating nature.
With practice, patients learn “distancing,” that is, dealing with such thoughts
objectively and evaluating them rather than blindly accepting them. Homework
assignments can facilitate distancing: The patient records an automatic thought,
and next to it he or she writes down a thought that counters the automatic thought,
as the therapist might have done. According to Beck, certain basic themes soon
emerge, such as being abandoned, as well as stylistic patterns of thinking, such as
overgeneralization. The themes reflect the aforementioned rules, and the ultimate
goal of therapy is to assist the patient to modify them.

Finally, cognitive therapy has been applied to a variety of psychological disor-
ders with striking success. For example, studies from seven independent centers
have compared the efficacy of cognitive therapy with antidepressant medication, a
treatment of established efficacy. Comparisons of cognitive therapy to drugs have
found cognitive therapy to be superior or equal to antidepressant medication.
Further, follow-up studies indicate that cognitive therapy has greater long-term
effects  than drug therapy. Of special significance is the evidence of  greater
sustained improvement over time with cognitive therapy.

Cognitive therapy has been successfully applied to panic disorder, resulting in
practically complete reduction of panic attacks after twelve to sixteen weeks of
treatment. Additionally, cognitive therapy has been successfully applied to gener-
alized anxiety disorder, eating disorders, and inpatient depression.

Perspective and Prospects
Cognitive theory and cognitive therapy originated in Aaron T. Beck’s observation
and treatment of depressed patients. Originally trained in psychoanalysis, Beck
observed that his patients experienced specific types of thoughts, of which they
were only dimly aware, that they did not report during their free associations. Beck
noticed that these thoughts were frequently followed by an unpleasant effect.
Further, he noted that as the patients examined and modified their thoughts, their
mood began to improve.

At the time of the emergence of the cognitive model, the treatment world was
dominated primarily by the psychoanalytic model (with its heavy emphasis on the
unconscious processes) and to a lesser extent by the behavioral model (with its
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emphasis on the behavioral processes, to the exclusion of thought). The psycho-
analytic model was under attack, primarily because of a lack of careful empirical
support. In contrast, behavior therapists were actively demonstrating the efficacy
of their approaches in carefully designed studies. Beck and his students began to
develop and test cognitive procedures systematically, and they have developed an
impressive body of research support for the approach.
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Community Psychology
Community Psychology

Type of psychology:Social psychology
Fields of study:Attitudes and behavior; social perception and cognition

Community psychology is dedicated to the development of a knowledge base that
can be used to implement and evaluate culturally congruent  human-services
programs. Community psychology is associated with the community mental health
movement, and community psychologists have a particular interest in research and
services that focus on prevention.

Principal terms
action-oriented research: the study of real-world problems using ecologically

valid methods; findings should be translated into a policy context and recom-
mendations implemented

culturally congruent services: interventions that take into account the his-
tory, aspirations, belief systems, and environmental circumstances of the serv-
ice recipient

epidemiology: the study of the rates and distributions of disorders as these data
pertain to causes and prevention

incidence: the number of new cases of a disorder that occur in a given population
over a specific time period

person-environment fit: a concept related to the fact that adaptation requires
compatibility between an individual’s behavior and the demands of the environ-
mental setting

primary prevention: interventions designed to eradicate the causes of disorders
and/or the development of interventions that can be initiated before pathology
develops

secondary prevention: interventions designed  to reduce the prevalence of
disorders by means of early identification and timely intervention

tertiary prevention: interventions in which the underlying disorder is not
directly treated or eliminated; instead, the focus is on mitigating the conse-
quences of the disorder

Overview
Community psychology is founded on the following precepts: an emphasis on the
competence of persons and communities; an appreciation of personal and cultural
diversity; an orientation that promotes prevention; a preference for organizational,
community-level and/or systems-level intervention; and a belief in the need for an
ecologically valid data base with which to determine the appropriateness and value
of human-service interventions.

Community psychology emphasizes social, environmental, and cultural factors
as significant elements influencing the development and expression of behaviors
commonly identified as signs of maladjustment. Community psychology demands
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a respect for human diversity—people have a right to be different. Requiring that
people fit into a particular mold or conform to a particular standard increases the
probability that some people will be considered failures or maladjusted individu-
als. Instead of focusing on how to motivate “deviant” people to adjust, the
community psychologist attempts to increase behavioral options, expand cultural
and environmental choices, redistribute resources, and foster the acceptance of
variability.

From  a community psychology perspective,  it is not  the weakness of  the
individual that causes psychopathology but a lack of person-environment fit. The
concept of person-environment fit is founded in ecology. Ecology posits that each
organism is in constant interaction with all aspects of its environment, including
all things animate and inanimate. From the ecological perspective, it is the unique
interaction  of species and the environmental  milieu that dictates survival. In
relation to people, ecology requires not only an appreciation for the ambient
environment but also social, psychological, personal, and cultural factors that
interact and influence an individual’s adjustment and survival.

Community psychologists use their knowledge of ecological principles to create
culturally congruent interventions that maximize service effectiveness. To develop
services that are culturally congruent requires an appreciation for the history,
aspirations, belief systems, and environmental circumstances of the community or
group with which one is to work. Knowing that it is interactions and the fit between
persons and environments that are of primary importance, community psycholo-
gists work to promote changes at a systems level rather than only working to
change the individual. Community psychologists know, however, that even systems-
level changes will be of little value—and will perhaps even lead to harm—if they
are not personally and culturally relevant to the persons they are designed to help.

There is considerable diversity in the training and orientation of community
psychologists. Still, as a general rule, community psychologists can be expected to
have knowledge and expertise in the following areas: program  development,
resource utilization, community organization, consultation, community mental
health programming, preventive interventions, program evaluation, grant writing,
needs assessment, advocacy, crisis intervention, direct service delivery, manpower
training, systems analysis, and the political ramifications of social change. Com-
munity psychologists use their knowledge of the preceding areas as they work
within the framework of one of the following models: clinical/community, com-
munity/clinical, community activist, academic/research, prevention, social ecol-
ogy, evaluation/policy analysis, or consultation.

Psychologists trained in the clinical/community model have expertise in individ-
ual assessment and psychotherapy. They are likely to work within community
mental health centers or other human-services programs as direct service provid-
ers. They differ from traditionally trained clinical psychologists in having an
orientation that is directed toward crisis intervention, public health, and prevention.

The community/clinical model leads to a primary emphasis of working with
community groups to enable the development, implementation, and administration
of human-services initiatives. This model is very similar to the community-activist
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model; persons with a community/clinical orientation, however, are more likely to
work within the system than outside it.

Persons following the  community-activist model  draw on  their training in
psychology to enable them to confront social injustice and misallocation  of
resources. These individuals are versed in grassroots community organization, the
realities of social confrontation, and advocacy.

The academic/research model of community psychology is founded on the
principles of action-oriented research. Here the researcher is directed to work
on real-world problems using ecologically valid methods. Furthermore, action-
oriented research requires that recommendations that follow from the researcher’s
findings be implemented.

Psychologists who advocate the prevention model use epidemiological data—
information concerning the rates and distribution of disorders—to enable the
development of programs designed to prevent mental health problems. Primary
prevention programs—undertakings that attempt to keep problems from form-
ing—are the preferred initiatives.

Persons trained in the social-ecology model participate in the development of
research and interventions based on an ecological perspective. Here an apprecia-
tion of the complexities and the myriad interactions of communities and social
organizations is paramount.

The evaluation/policy-analysis model requires that adherents be versed in pro-
gram evaluation methods—techniques related to the assessment of the quality,
efficiency, and effectiveness of service initiatives. This model dictates that infor-
mation obtained from program evaluation be fed back into the system in the form
of policy recommendations.

The consultation model provides a framework for the dissemination of knowl-
edge. To be an effective consultant, the community psychologist must be cognizant
of various consultation methods. Furthermore, she or he must have specialized
expertise founded in one of the preceding models.

Regardless of the model followed, community psychology demands a commit-
ment to the community, group, or individual served. The job of the community
psychologist is to foster competence and independence. The ideal client, whether
the client is an individual or a community, is the client who no longer needs the
psychologist.

Applications
Community psychology has played a major role in sensitizing human-services
professionals to the need for services oriented toward prevention. Many of the
assumptions and principles of prevention are taken from the field of public health
medicine. Public health officials know that disease cannot be eradicated by treat-
ment alone. Furthermore, the significant gains in life expectancy that have oc-
curred over the last one hundred years are not primarily the result of wonder drugs,
transplants, or other marvels of modern medicine. Instead, improved sanitation,
immunizations, and access to an adequate food supply have been the key factors
in conquering diseases and increasing the human life span.
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In order to design and implement effective prevention-oriented programs, one
must have an understanding of epidemiology, incidence, and prevalence. Epide-
miology is the study of the rates and distributions of disorders as these data pertain
to causes and prevention. Incidence is the number of new cases of a disorder that
occur in a given population in a specific period. Prevalence is either the total
number of cases of a disorder in a given population at a specific point in time or
the average number of cases during a specific period. By combining information
concerning epidemiology, incidence, and prevalence, it is possible to arrive at
insights into the causes of a disorder, likely methods of transmission, prognosis,
and intervention methods that may prove fruitful.

Community psychologists identify prevention activities as falling into one of
three classifications: primary prevention, secondary prevention, and tertiary pre-
vention. Although some have argued that only primary prevention activities should
be recognized as prevention, all three classifications have a place.

In tertiary prevention, the underlying disorder is not directly treated or elimi-
nated; instead, tertiary prevention focuses on mitigating the consequences of a
disorder. Tertiary prevention has no effect on incidence rates and little or no effect
on prevalence rates. Reducing the stigma associated with the label “mental ill-
ness,” increasing the self-help skills of persons who have mental retardation,
promoting the independence of persons with chronic mental disorders, and devel-
oping programs to provide cognitive retraining for persons who have suffered head
injuries are examples of tertiary-prevention activities.

An example of a tertiary-prevention program is the community lodge program
developed by George Fairweather, which has come to be known as the Fairweather
Lodge Program. The program was begun as an attempt to solve a problem that
arose in an experiment in giving psychiatric patients the power to direct their
treatment by means of self-governing groups. Although it was quite effective, the
program suffered because many of its gains did not carry over after patients were
discharged. The community lodge program was  developed to deal  with this
problem. During their hospital stays, patients were encouraged to form small
support groups. Prior to discharge, members of these support groups would be
introduced to the lodge concept. The lodge concept called for former patients to
live together, pool their resources, and work as a team in a lodge-owned enterprise.
This program, which began in the early 1960’s, has been replicated on numerous
occasions. Data show that patients discharged to a community lodge are more
likely to maintain gainful employment and are less likely to be readmitted to the
hospital than are patients discharged to a traditional community mental health
program.

Secondary prevention has its basis in the belief that prevalence rates can be
reduced if disorders are identified and treated as early as possible. Diversion
programs for youths who manifest predelinquent behavior, acute care for persons
with mental disorders, employee assistance programs, and psychological screen-
ings for schoolchildren are examples of secondary prevention.

An example of a secondary-prevention program is the Primary Mental Health
Project (PMHP) developed by Emory Cowen in the late 1950’s. The PMHP was
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founded on the basis of the idea that maladjustment in early school grades is
associated with the development of behavioral and emotional problems later in life.
The program was designed to provide early detection so that interventions could
be introduced before significant dysfunction had an opportunity to develop. Fur-
thermore, consultation and competency building—rather than traditional therapeu-
tic techniques—were viewed as the most effective interventions. Although the
PMHP has not had a demonstrated effect in reducing later psychiatric disorders,
the program has been shown to have other beneficial effects.

Primary prevention is aimed at the eradication of the causes of disorders and/or
the development of interventions that can be initiated before pathology develops.
Primary prevention results in a lowering of both incidence and prevalence rates.
Psychological services for disaster victims, genetic screening, parenting classes,
reducing exposure to toxins, immunization for rubella, and maternal nutrition
programs  are examples  of  primary-prevention  activities. Another  example  of
primary prevention is community education programs designed to teach safe sex
and/or to reduce the sharing of contaminated needles. To the extent that these
programs reduce the spread of acquired immunodeficiency syndrome (AIDS), they
will also decrease the incidence of AIDS dementia complex.

Community psychologists are involved in many service activities besides
prevention-oriented enterprises. These initiatives include the training and utiliza-
tion of paraprofessionals, the promotion of self-help groups and natural helping
networks, advocacy, community consultation, program evaluation, the planning
and implementation of new human-services programs, crisis intervention, and
mental health education.

Perspective and Prospects
Community psychology had its origins in the 1960’s, a time of radical ideas,
antiestablishment attitudes, and a belief in the perfectibility of humankind. In 1965
in Swampscott, Massachusetts, a meeting was called to ascertain how psychology
could most effectively contribute to the emerging community mental health move-
ment.

A transformation in treatment focus was taking place at the time of the Swamp-
scott meeting. This change had been provided with a blueprint for its development
in a report by the Joint Commission on Mental Illness and Health written in 1961.
The Joint Commission report,Action for Mental Health, called for a shift from
treating psychiatric patients in large state mental hospitals to the provision of care
through outpatient community mental health clinics and smaller inpatient units
located in general hospitals. Additionally, the report included the following recom-
mendations: increasing support for research, developing “aftercare,” providing
partial hospitalization and rehabilitation services, and expanding mental health
education to ensure that the public became more aware of mental disorders and to
reduce the stigmatization associated with mental illness.

On February 5, 1963, President John F. Kennedy became the first president of
the United States to address Congress regarding the needs of the mentally ill and
the mentally retarded. President Kennedy called for a “bold new approach” that
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would include funding for prevention; expanding the knowledge base regarding
causes of disorders and treatment alternatives; and creating a new type of treatment
facility that, independent of the ability to pay, would provide high-quality compre-
hensive care in the local community—the creation of community mental health
centers.

In October of 1963, President Kennedy signed into law the Community Mental
Health Centers Act. The law required that programs funded through the act provide
five essential services: inpatient care, outpatient treatment, emergency services,
partial hospitalization, and consultation and education.

Although the initial purpose for convening the Swampscott meeting had been to
determine how psychology could contribute to the staffing needs of community
mental health centers, the conferees took a broader perspective and chose to view
the community mental health movement as addressing a limited aspect of a larger
set of social problems. As a consequence, the meeting failed to address adequately
the training needs of psychologists who would be working in the new community
mental health centers; intead, the most significant result of the meeting was the
birth of community psychology.

In the ensuing years, community psychology and community psychology train-
ing programs have varied in the degree to which they involve the educational needs
of psychologists employed by community mental health centers. Still, there is no
doubt that the research and service initiatives that community psychologists have
developed in regard to crisis intervention, consulation, prevention, empowerment,
the use of paraprofessionals, program planning, resource development, and pro-
gram evaluation serve as valuable models and contribute to the successful opera-
tion of community mental health programs and a variety of other human-services
activities.
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Couples Therapy
Couples Therapy

Type of psychology:Psychotherapy
Fields of study:Group and family therapies

Relationship distress represents one of the most common reasons that individuals
seek psychological help in the United States. As a result, there is an increasing
demand for treatment services which are both effective in altering destructive
marital interactions and efficient in the use of the therapist’s and client’s time.

Principal terms
cross-complaining loop: an interactional sequence wherein both individuals

describe areas of dissatisfaction within the relationship yet fail to attend to the
issue raised by their partner

domestic violence: physical, emotional, psychological, or sexual abuse perpe-
trated by a family member toward another family member; typically the abuse
follows a repetitive, predictable pattern

operant conditioning: a type of learning in which behaviors are altered primar-
ily by the consequences that follow them (reinforcement or punishment)

prevention programs: intervention strategies designed to reduce or eliminate
difficulties in the future by providing training in specific skills

prosocial behavior: activities or behaviors performed by an individual which are
intended to benefit others or society

psychophysiological: referring to the interaction between the psyche (mind) and
the physiology (such as the regulatory processes of the nervous system) of an
organism

validation loop: an interactional sequence in which one partner  expresses
dissatisfaction and the other partner expresses either agreement or support

Overview
Traditionally, marriage vows have represented pledges of mutual love and endur-
ing commitment. Since the 1960’s, however, marital relationships have changed
dramatically. In fact, while more than 90 percent of the United States population
will marry at least once in their lifetime, it is anticipated that approximately 50
percent of first marriages and 60 percent of second marriages will end in divorce.
Moreover, while the average first marriage in the United States will last only five
to seven years, second marriages typically endure only for five years. It appears
that a repetitive pattern of marriage, distress, and divorce has become common-
place. Such a cycle often results in considerable pain and psychological turmoil for
the couple, their family, and their friends. These statistics dramatically indicate the
need for effective ways to help couples examine and reapproach their relationships
before deciding whether to terminate them.

Research has found evidence that links divorce and relationship distress to a
wide variety of emotional disorders in spouses and their children. Depressive
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syndromes are evident in approximately half of female spouses and nearly 15
percent of male partners in  dysfunctional marriages. Almost half of all first
admissions to state hospitals in the United States have relationship stress as a major
factor. Evidence further reveals that suicide often follows marital discord, separa-
tion, and divorce. In fact, divorce and marital separation represent two of the most
common yet significant stressors in adult life.

Partners who seek couples therapy or counseling frequently have problems in
two areas: communication and conflict resolution. These are the two major diffi-
culties that most often lead to divorce. It has been shown that communication skills
differentiate satisfied and dissatisfied couples more powerfully than any other
factor. Indeed, communication difficulties are the most frequently cited complaint
among partners reporting relationship distress.

Psychologist John M. Gottman, in his booksMarital Interaction: Experimental
Investigations(1979) andA Couple’s Guide to Communication(Gottman et al.,
1976), and various other researchers have highlighted the importance of commu-
nication problems within distressed relationships. Many characteristic differences
between distressed and satisfied couples have been noted. Partners in distressed
couples often misperceive “well-intended” statements from their partners, whereas
satisfied couples are more  likely to  rate  well-intended  messages as positive;
distressed partners also engage in fewer rewarding exchanges and more frequent
punishing interactions than nondistressed couples. A partner in a distressed rela-
tionship is more immediately reactive to perceived negative communication exhib-
ited by his or her partner. There is generally a greater emphasis on negative
communication strategies between distressed partners.

Distressed couples appear to be generally unskilled at generating positive change in
their relationship. Gottman also reported that distressed couples are often ineffectual
in their attempts to resolve conflicts. Whereas nondistressed couples employ “valida-
tion loops” during problem-solving exercises (one partner states the conflict and the
other partner expresses agreement or support), distressed couples typically enter into
repetitive, cross-complaining loops. Moreover, as one spouse initiates aversive control
tactics, the other spouse will typically reciprocate with similar behavior.

Couples therapy attempts to alleviate distress, resolve conflicts, improve daily
functioning, and prevent problems via an intensive focus on the couple as a unit
and on each partner as an individual. Couples therapists are faced with a variety of
choices regarding treatment format and therapeutic approach. Individual therapy
focuses treatment on only one of the partners. Although generally discouraged by
most practitioners, individual treatment of one partner can provide greater oppor-
tunities for the client to focus more on his or her own thoughts, feelings, problems,
and behaviors. Clients may feel less hesitant in sharing some details they would
not want a spouse to hear, and individual treatment may encourage the client to
take greater personal responsibility for problems and successes. In general, these
advantages are outweighed by the difficulties encountered when treating “relation-
ship problems” without both partners being present. In particular, interpersonal
interactions are complex phenomena that need to be evaluated and treated with
both partners present.
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Concurrent therapy involves both partners being seen in treatment separately,
either by  the same  therapist or by two separate but collaborating therapists.
Advantages of the concurrent format include greater individual attention and
opportunities to develop strategies to improve relationship skills by teaching each
partner those techniques separately. Concurrent treatment, however, does not allow
the therapist(s) to evaluate and treat the nature of the interpersonal difficulties with
both partners simultaneously present in the same room.

Conjoint format, on the other hand, involves both partners simultaneously in the
therapy session. Conjoint treatment tends to be widely used and generally recom-
mended because it focuses intensively on the quality of the relationship, promotes
dialogue between the couple, and can attend to the needs and goals of each partner
as well as the needs and goals of the couple. The history of conjoint marital therapy
begins, ironically, with Sigmund Freud’s failures in this area. He believed firmly
that it was counterproductive and dangerous for a therapist ever to treat more than
one member of the same family. In fact, after attempting to provide services
simultaneously to a husband and wife, Freud (in 1912) concluded that he was at a
complete loss in terms of understanding how to treat relationship problems within
a couple. He also added that he had little faith in individual therapy for them.

As currently practiced, conjoint treatment is designed to focus intensively on the
relationship in order to effect specific therapeutic change for that particular couple.
Interventions can be “tailor-made” for the couple seeking treatment, regardless of
the nature of the problem the couple describes (such as sexual relations, child
rearing, household responsibilities). Moreover, couples are constantly engaged in
a direct dialogue with each other, which can foster improved understanding and
resolution or conflict. As compared with other approaches, conjoint marital ther-
apy can focus on each of the specific needs and goals of the individual couple.

Group couples treatment programs have received increased attention and have
shown very good to excellent treatment success. Advantages of group treatment for
couples include opportunities for direct assessment and intervention of the rela-
tionship within a setting which promotes greater opportunity for feedback and
suggestions from other couples experiencing similar difficulties. In fact, group
therapy may promote positive expectations through witnessing improvements
among other couples as well as fostering a sense of cohesiveness among couples
within the group. In the group format, each partner has the opportunity to develop
improved communication and conflict resolution appraoches by learning relation-
ship skills via interaction with the therapist(s), his or her spouse, and other group
members. In addition, the cost of individual, concurrent, and conjoint therapy, in
terms of time as well as dollars, has prompted several researchers and clinicians to
recommend group couples therapy.

Applications
There are numerous approaches to the treatment of relationship problems currently
practiced in the United States. Psychodynamic therapy focuses attention on the
unconscious needs and issues raised during an individual’s childhood. Pheno-
menological therapists focus  on  the  here-and-now  experiences of being  in a
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relationship and  have developed a variety of creative therapeutic techniques.
Systems therapists view interpersonal problems as being maintained by the nature
of the relationship structure, patterns of communication, and family roles and rules.

Behavioral marital therapy, however, is the most thoroughly investigated ap-
proach within the couples therapy field. Starting from a focus on operant condi-
tioning, behavioral marital therapy includes a wide range of assessment and
treatment strategies. The underlying assumption that best differentiates behavioral
treatments for distressed couples from other approaches is that the two partners are
viewed as ineffectual in their attempts to satisfy each other. Thus, the goal of
therapy is to improve relationship satisfaction by creating a supportive environ-
ment in which the skills can be acquired. Behavioral marital therapy incorporates
strategies designed to improve daily interactions, communication patterns, and
problem-solving abilities, and to examine and modify unreasonable expectations
and faulty thinking styles.

Psychologists Philip and Marcy Bornstein, in their bookMarital Therapy: A
Behavioral-CommunicationsApproach(1986), described a sequential five-step proce-
dure in the treatment of relationship dysfunction. These steps include intake interview-
ing, behavioral exchange strategies, communication skills acquisition, training in
problem solving, and maintenance and generalization of treatment gains.

Intake interviewing is designed to accomplish three primary goals: development
of a working relationship with the therapist, collection of assessment information,
and implementation of initial therapeutic regimens. Because spouses entering
treatment have often spent months, if not years, in conflict and distress, the intake
procedure attempts to provide a unique opportunity to impact and assess the
couple’s relationship immediately. Since distressed couples often devote a consid-
erable amount of time thinking about and engaging in discordant interpersonal
interactions with each other, it naturally follows that they will attempt to engage in
unpleasant interactions during initial sessions. Information about current difficul-
ties and concerns is clearly valuable, but improved communication skills and
positive interactions appear to be of even greater merit early in treatment. Thus,
couples are discouraged from engaging in cross-complaining loops and are encour-
aged to develop skills and implement homework procedures designed to enhance
the relationship.

Building a positive working relationship between partners is viewed as essential
in couples treatment programs. During training in behavioral exchange strategies,
couples are aided in specifying and pinpointing behaviors that tend to promote
increased harmony in their relationship. Couples engage in contracting and com-
promise activities in order to disrupt the downward spiral of their distressed
relationship.

Training in communication skills focuses on teaching and practicing the basics
of communication (such as respect, understanding, and sensitivity), positive prin-
ciples of communication (timeliness, marital manners, specification, and “mind
reading”), improving nonverbal behaviors, and learning “molecular” verbal behav-
iors (such as assertiveness and constructive agreement). Improved communication
styles are fostered via a direct, active approach designed to identify, reinforce, and
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rehearse desirable patterns of interactions. Clients are generally provided with
specific instructions and “practice periods” during sessions in which partners are
encouraged to begin improving their interactional styles. It is common that these
sessions are audiotaped or videotaped to give couples specific feedback regarding
their communication styles.

Training in problem solving is intended to teach clients to negotiate and resolve
conflicts in a mutually beneficial manner. Conflict resolution training focuses on
teaching, practicing, and experiencing effective problem-solving approaches. Cou-
ples receive specific instruction on systematic problem-solving approaches and are
given homework assignments designed to improve problem-solving skills. Be-
cause the value of couples therapy lies in the improvement, maintenance, and use
of positive interaction styles over time and across situations, treatment often aims
to promote constructive procedures after the termination of active treatment. Thus,
people are taught that it is generally easier to change oneself than one’s partner,
that positive interaction styles may be forgotten or unlearned if these strategies are
not regularly practiced, and that new positive interactions can continue to develop
in a variety of settings even as treatment ends.

To highlight further the utility and effectiveness of behavioral-communications
relationship therapy, Philip Bornstein, Laurie Wilson, and Gregory L. Wilson (1988)
conducted an empirical investigation comparing conjoint behavioral-communica-
tions  therapy  and  group  behavioral-communications therapy  to  a  waiting-list
control group (the waiting-list control group included couples who were asked to
wait two months prior to beginning treatment). Fifteen distressed couples were
randomly assigned to experimental conditions and offered eight sessions of cou-
ples therapy. At the conclusion of treatment (as well as six months later), the
couples in active treatment revealed significant alleviation of relationship distress.
The conjoint and group couples revealed similar levels of improvement in commu-
nication skills, problem-solving abilities, and general relationship satisfaction. The
waiting-list couples, on the other hand, revealed no improvement while they waited
for treatment, indicating that relationship distress does not tend to improve simply
as the result of the passage of time.

Another line of couples research has focused on the utility of premarital inter-
vention, or distress and divorce prevention programs. Unlike treatment programs,
prevention programs intervene prior to the development of relationship distress.
Prevention efforts are focused on the future and typically involve the training of
specific skills which are viewed as useful in preventing relationship distress. Three
major approaches to premarital intervention include the Minnesota Couples Com-
munication Program, Bernard Guerney’s relationship enhancement approach, and
the Premarital Relationship Enhancement Program. Research is generally suppor-
tive of the effectiveness of these programs in helping partners learn useful skills
which translate into improved relationships for at least three to eight years follow-
ing the program. In addition, some evidence indicates that the alarming divorce rate
in the United States can be decreased if partners participate in prevention programs
prior to marriage; prevention programs that emphasize communication and conflict-
resolution skills seem most advantageous.
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There has also been considerable interest in the utility of couples-based treat-
ment for various psychological disorders, including depression, anxiety disorders,
and alcoholism. For example, the rationale for couples intervention as a viable
treatment for depressed clients rests on the assumption that marital dysfunction is
either causative or related to the maintenance of the depressed state. Whereas more
than 50 percent of married couples seeking relationship therapy have at least one
spouse who is depressed, and nearly 50 percent of women seeking depression
treatment report marital discord, it appears that depression and marital dysfunction
are not necessarily distinct problems. Thus, a primary advantage of marital therapy
strategies in the resolution of depression is the simultaneous emphasis and demon-
strated effectiveness of such interventions in reducing relationship discord as well
as depression.

Perspective and Prospects
Since 1970, researchers and clinicians have witnessed large increases in the numbers
of couples seeking treatment from therapists. As the demand for couples treatment has
increased, more time and effort has been devoted to improving treatment methods. The
behavioral approach has been shown to be highly effective in reducing relationship
distress and preventing divorce; however, several investigations have demonstrated
that cognitive components such as causal attributions and expectations are strongly
related to satisfaction in the relationship. Moreover, it has been argued that dysfunc-
tional cognitions may interfere with both the establishment and maintenance of
positive behavior change. Evidence has prompted several researchers and practitioners
alike to advocate a more systematic inclusion of strategies of cognitive behavior
therapy within the behavioral marital therapy framework. Specifically, it is possible
that the combination of cognitive and behavioral approaches will demonstrate in-
creased utility if the two treatments are presented together in a singular, integrated
treatment intervention. Such treatment would afford couples the opportunity to benefit
from either one or both of the complementary approaches, depending on their own
unique needs, at any time during the course of treatment. Moreover, suchan integration
of cognitive and behavioral tactics would parallel effective approaches already em-
ployed with depressed and anxious clients.

Interpersonal relationships are a highly complex yet important area of study and
investigation. The decision to marry (or at least to commit to a serious intimate
relationship) is clearly one of the most significant choices people make in their
lives. Unfortunately, it is rare to find school curricula that offer any assistance,
training, or education to help young people understand interpersonal relationships
or make the decision to marry. Fortunately, advances in couples therapy have led
to increased knowledge about interpersonal relationships and methods for improv-
ing relationship satisfaction. These advances have been documented in the scien-
tific literature, and they extend to the treatment of cohabitating partners, premarital
couples, remarried partners, gay or lesbian couples, separating or divorced couples,
and stepfamilies. Moreover, couples-based treatment programs have shown effec-
tiveness in the treatment of depression, anxiety disorders, domestic violence,
sexual dysfunction, and a host of other problems.
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Dementia
Dementia

Type of psychology:Memory; psychopathology
Fields of study:Cognitive processes; organic disorders

Dementia is a generally irreversible decline in intellectual ability resulting from a
variety of causes. It differs from mental retardation, in which the affected person
never reaches an expected level of mental growth.

Principal terms
basal ganglia: a collection of nerve cells deep inside the brain, below the cortex,

that controls muscle tone and automatic actions such as walking
cortical dementia: dementia resulting from damage to the brain cortex, the

outer layer of the brain that contains the bodies of the nerve cells
delirium: an acute condition characterized by confusion, a fluctuating level of

consciousness, and visual, auditory, and even tactile hallucinations; often
caused by acute disease, such as infection or intoxication

hydrocephalus: a condition resulting from the accumulation of fluid inside the
brain in cavities known as ventricles; as fluid accumulates, it exerts pressure on
the neighboring brain cells, which may be destroyed

subcortical dementia: dementia resulting from damage to the area of the brain
below the cortex; this area contains nerve fibers that connect various parts of the
brain with one another and with the basal ganglia

vascular dementia: dementia caused by repeated strokes, resulting in interfer-
ence with the blood supply to parts of the brain

Causes and Symptoms
Dementia affects millions of people in the United States and is a major cause of
disability in old age. Its prevalence increases with age. Dementia is characterized
by a permanent memory deficit affecting recent memory in particular and of
sufficient severity to interfere with the patient’s ability to take part in professional
and social activities. Although the aging process is associated with a gradual loss
of brain cells, dementia is not part of the aging process. It also is not synonymous
with benign senescent forgetfulness, which is very common in old age and affects
recent memory. Although the latter is a source of frustration, it does not signifi-
cantly interfere with the individual’s professional and social activities because it
tends to affect only trivial matters (or what the individual considers trivial).
Furthermore, patients with benign forgetfulness usually can remember what was
forgotten by utilizing a number of subterfuges, such as writing lists or notes to
themselves and  leaving them in conspicuous places. Individuals with benign
forgetfulness also are acutely aware of their memory deficit, while those with
dementia—except in the early stages of the disease—have no insight into their
memory deficit and often blame others for their problems.

In addition to the memory deficit interfering with the patient’s daily activities,

250



patients with dementia have evidence of impaired abstract thinking, impaired
judgment, or other disturbances of higher cortical functions such as aphasia (the
inability to use or comprehend language), apraxia (the inability to execute com-
plex, coordinated movements), or agnosia (the inability to recognize familiar
objects).

Dementia may result from damage to the cerebral cortex (the outer layer of the
brain), as in Alzheimer’s disease, or from damage to the subcortical structures (the
structures below the cortex), such as white matter, the thalamus, or the basal
ganglia. Although memory is impaired in both cortical and subcortical dementias,
the associated features are different. In cortical dementias, for example, cognitive
functions such as the ability to understand speech and to talk and the ability to
perform mathematical calculations are severely impaired. In subcortical demen-
tias, on the other hand, there is evidence of disturbances of arousal, motivation, and
mood, in addition to a significant slowing of cognition and of information pro-
cessing.

Alzheimer’s disease, the most common cause of presenile dementia, is charac-
terized by progressive disorientation, memory loss, speech  disturbances, and
personality disorders. Pick’s disease is another cortical dementia, but unlike Alz-
heimer’s disease, it is rare, tends to affect younger patients, and is more common
in women. In the early stages of Pick’s disease, changes in personality, disinhibi-
tion, inappropriate social and sexual conduct, and lack of foresight may be evi-
dent—features that are not common in Alzheimer’s disease. Patients also may
become euphoric or apathetic. Poverty of speech is often present and gradually
progresses to mutism, although speech comprehension is usually spared. Pick’s
disease is characterized by cortical atrophy localized to the frontal and temporal
lobes.

Vascular dementia is a common cause of dementia in patients over the age of
sixty-five. It is caused by interference with the blood flow to the brain. Although
the overall prevalence of vascular dementia is decreasing, there are some geo-
graphical variations, with the prevalence being higher in countries with a high
incidence of cardiovascular and cerebrovascular diseases, such as Finland and
Japan. About 20 percent of patients with dementia have both Alzheimer’s disease
and vascular dementia. Several types of vascular dementia have been identified.

Multiple infarct dementia (MID) is the most common type of vascular dementia.
As its name implies, it is the result of multiple, discrete cerebral infarcts (strokes)
that have destroyed enough brain tissue to interfere with the patient’s higher mental
functions. The onset of MID is usually sudden and is associated with neurological
deficit, such as the paralysis or weakness of an arm or leg or the inability to speak.
The disease characteristically progresses in steps: With each stroke experienced,
the patient’s condition suddenly deteriorates and then stabilizes or even improves
slightly until another stroke occurs. In about 20 percent of patients with MID,
however, the disease displays an insidious onset and causes gradual deterioration.
Most patients also show evidence of arteriosclerosis and other factors predisposing
them to the development of strokes, such as hypertension, cigarette smoking, high
blood cholesterol, diabetes mellitus, narrowing of one or both carotid arteries, or
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cardiac disorders, especially atrial
fibrillation (an irregular heartbeat).
Somatic complaints, mood changes,
depression, and nocturnal confu-
sion tend to be more common in
vascular dementias, although there
is relative preservation of the pa-
tient’s personality. In such cases,
magnetic resonance imaging (MRI)
or a computed tomography (CT)

scan of the brain often shows evidence of multiple strokes.
Strokes are not always associated with clinical evidence of neurological deficits,

since the stroke may affect a “silent” area of the brain or may be so small that its
immediate impact is not noticeable. Nevertheless, when several of these small
strokes have occurred, the resulting loss of brain tissue may interfere with the
patient’s cognitive functions. This is, in fact, the basis of the lacunar dementias.
The infarcted tissue is absorbed into the rest of the brain, leaving a small cavity or
lacuna. Brain-imaging techniques and especially MRI are useful in detecting these
lacunae.

A number of neurological disorders are associated with dementia. The combi-
nation of dementia, urinary incontinence, and muscle rigidity causing difficulties
in walking should raise the suspicion of hydrocephalus. In this condition, fluid
accumulates inside the ventricles (cavities within the brain) and results in increased
pressure on the brain cells. A CT scan demonstrates enlargement of the ventricles.
Although some patients may respond well to surgical shunting of the cerebrospinal
fluid, it is often difficult to identify those who will benefit from surgery. Post-
operative complications are significant and include strokes and subdural hema-
tomas.

Dementia has been linked to Parkinson’s disease, a chronic, progressive neuro-
logical disorder that usually manifests itself in middle or late life. It has an
insidious onset and a very slow progression rate. Although intellectual deteriora-
tion is not part of the classical features of Parkinson’s disease, dementia is being
recognized as a late manifestation of the disease, with as many as one-third of the
patients eventually being afflicted. The dementing process also has an insidious
onset and slow progression rate. Some of the medication used to treat Parkinson’s
disease also may induce confusion, particularly in older patients.

Subdural hematomas (collections of blood inside the brain) may lead to mental
impairment and are usually precipitated by trauma to the head. Usually, the trauma
is slight and the patient neither loses consciousness nor experiences any immediate
significant effects. A few days or even weeks later, however, the patient may
develop evidence of mental impairment. By that time, the patient and caregivers
may have forgotten about the slight trauma that the patient had experienced. A
subdural hematoma should be suspected in the presence of a fairly sudden onset
and progressing course. Headaches are common. A CT scan can reveal the pres-
ence of a hematoma. The surgical removal of the hematoma is usually associated

Possible Symptoms of Multiple

Infarct Dementia

❖ wandering or getting lost in familiar sur-
roundings

❖ moving with rapid, shuffling steps
❖ loss of bladder or bowel control
❖ laughing or crying inappropriately
❖ difficulty following instructions
❖ problems handling money
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with a good prognosis if the surgery is done in a timely manner, before irreversible
brain damage occurs.

Brain tumors may lead to dementia, particularly if they are slow growing. Most
tumors of this type can be diagnosed by CT scanning or MRI. Occasionally, cancer
may induce dementia through an inflammation of the brain.

Many chronic infections affecting the brain can lead to dementia; they include
conditions that, when treated, may reverse or prevent the progression of dementia,
such as syphilis, tuberculosis, slow viruses, and some fungal and protozoal infec-
tions. Human immunodeficiency virus (HIV) infection is also a cause of dementia,
and it may be suspected if the rate of progress is rapid and the patient has risk
factors for the development of HIV infection. Although the dementia is part of the
acquired immunodeficiency syndrome (AIDS) complex, it may occasionally be
the first manifestation of the disease.

It is often difficult to differentiate depression from dementia. Nevertheless,
sudden onset—especially if preceded by an emotional event, the presence of sleep
disturbances, and a history of previous psychiatric illness—is suggestive of depres-
sion. The level of mental functioning of patients with depression is often inconsis-
tent. They may, for example, be able to give clear accounts of topics that are of
personal interest to them but be very vague about, and at times may not even
attempt to answer, questions on topics that are of no interest to them. Variability in
performance during testing is suggestive of depression, especially if it improves
with positive reinforcement.

For physicians, an important aspect of diagnosing patients with dementia is
detecting potentially reversible causes which may be responsible for the impaired
mental functions. A detailed history followed by a meticulous and thorough
clinical examination and a few selected laboratory tests are usually sufficient to
reach a diagnosis. Various investigators have estimated that reversible causes of
dementia can be identified in 10 percent to 20 percent of patients with dementia.
Recommended investigations include brain imaging (CT scanning or MRI), a
complete blood count, and tests of erythrocyte sedimentation rate, blood glucose,
serum electrolytes, serum calcium, liver function, thyroid function, and serum B12
and folate. Some investigators also recommend routine testing for syphilis. Other
tests, such as those for the detection of HIV infection, cerebrospinal fluid exami-
nation, neuropsychological testing, drug and toxin screen, serum copper and
ceruloplasmin analysis, carotid and cerebral angiography, and electroencepha-
lography, are performed when appropriate.

Treatment and Therapy
It is of paramount importance for health care providers to adopt a positive attitude
when managing patients with dementia. Although at present little can be done to
treat and reverse dementia, it is important to identify the cause of the dementia. In
some cases, it may be possible to prevent the disease from progressing. For
example, if the dementia is the result of hypertension, adequate control of this
condition may prevent further brain damage. Moreover, the prevalence of vascular
dementia is decreasing in countries where efforts to reduce cardiovascular and
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cerebrovascular diseases have been successful. Similarly, if the dementia is the
result of repeated emboli (blood clots reaching the brain) complicating atrial
fibrillation, then anticoagulants or aspirin may be recommended.

Even after a diagnosis of dementia is made, it is important for the physician to
detect the presence of other conditions that may worsen the patient’s mental
functions, such as the inadvertent intake of medications that may induce confusion
and mental impairment. Medications with this potential are numerous and include
not only those that act on the brain, such as sedatives and hypnotics, but also
hypotensive agents (especially if given in large doses), diuretics, and antibiotics.
Whenever the condition of a patient with dementia deteriorates, the physician
meticulously reviews all the medications that the patient is taking, both medical
prescriptions and medications that may have been purchased over the counter.
Even if innocuous, some over-the-counter preparations may interact with other
medications that the patient is taking and lead to a worsening of mental functions.
Inquiries are also made into the patient’s alcohol intake. The brain of an older
person is much more sensitive to the effects of alcohol than that of a younger
person, and some medications may interact with the alcohol to impair the patient’s
cognitive functions further.

Many other disease states also may worsen the patient’s mental functions. For
example, patients with diabetes mellitus are susceptible to developing a variety of
metabolic abnormalities including a low or high blood glucose level, both of which
may be associated with confusional states. Similarly, dehydration and acid-base or
electrolyte disorders, which may result from prolonged vomiting or diarrhea, may
also precipitate confusional states. Infections, particularly respiratory and urinary
tract infections, often worsen the patient’s cognitive deficit. Finally, patients with
dementia may experience myocardial infarctions (heart attacks) that are not asso-
ciated with any chest pain but that may manifest themselves with confusion.

The casual observer of the dementing process is often  overwhelmed  with
concern for the patient, but it is the family that truly suffers. The patients them-
selves experience no physical pain or distress, and except in the very early stages
of the disease, they are oblivious to their plight as a result of their loss of insight.
Health care professionals therefore are alert to the stress imposed on the caregivers
who must deal with loved ones with dementia. Adequate support from agencies
available in the community is essential.

When a diagnosis of dementia is made, the physician discusses a number of
ethical, financial, and legal issues with the family, and also the patient if it is
believed that he or she can understand the implications of this discussion. Families
are encouraged to make a list of all the patient’s assets, including insurance
policies, and to discuss this information with an attorney in order to protect the
patient’s and the family’s assets. If the patient is still competent, it is recommended
that he or she select a trusted person to have durable power of attorney. Unlike the
regular power of attorney, the former does not become invalidated when the patient
becomes mentally incompetent and continues to be in effect regardless of the
degree of mental impairment of the person who executed it. Because durable power
of attorney cannot be easily reversed once the person is incompetent, great care
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should be taken when selecting a person, and the specific powers granted should
be clearly specified. It is also important for the patient to make his or her desires
known concerning advance directives and the use of life-support systems.

Courts may appoint a guardian or conservator to have charge and custody of the
patient’s property (including real estate and money) when no responsible family
members or friends are willing or available to serve as guardian. Courts supervise
the actions of the guardian, who is expected to report all the patient’s income and
expenditures to the court once a year. The court may also charge the guardian to
ensure  that the patient  is adequately  housed, fed,  and clothed and  receiving
appropriate medical care.

Perspective and Prospects
Dementia is a very serious and common condition, especially among the older
population. Dementia permanently robs patients of their minds and prevents them
from  functioning  adequately in  their environment by impairing memory and
interfering with the ability to make rational decisions. It therefore deprives patients
of their dignity and independence.

Because dementia is mostly irreversible, cannot be adequately treated at present,
and is associated with a fairly long survival period, it has a significant impact not
only on the patient’s life but also on the patient’s family and caregivers and on
society in general. The expense of long-term care for patients with dementia,
whether at home or in institutions, is staggering. Every effort, therefore, is made to
reach an accurate diagnosis and especially to detect any other condition that may
worsen the patient’s underlying dementia. Finally, health care professionals do not
treat the patient in isolation but also concern themselves with the impact of the
illness on the patient’s caregivers and family.

Much progress has been made in defining dementia and determining its cause.
Terms such as “senile dementia” are no longer in use, and even the use of the term
“dementia” to diagnose a patient’s condition is frowned upon because there are so
many types of dementia. The recognition of the type of dementia affecting a
particular patient is important because of its practical implications, both for the
patient and for research into the prevention, management, and treatment of demen-
tia. The prevalence of vascular dementia, for example, is decreasing in many
countries where the prevention of cardiovascular diseases such as hypertension and
arteriosclerosis has been successful.

Unfortunately, there is little that can be done to cure dementia and no effective
means to regenerate nerve cells. Researchers, however, are feverishly trying to
identify factors that control the growth and regeneration of nerve cells. Although
no single medication is expected to be of benefit to all types of dementia, it is hoped
that effective therapy for many dementias will be developed.
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Depression
Depression

Type of psychology:Psychopathology
Fields of study:Depression

Depression is the single most common psychiatric disorder, caused by biological
and/or psychological factors; approximately 15 percent of cases result in suicide.

Principal terms
bipolar disorder: a mood disorder characterized by one or more manic and major

depressive episodes occurring simultaneously or in cycles
cyclothymia: a mood disorder characterized as a less intense form of bipolar

disorder
dysthymia: a mood disorder characterized as a less intense form of depressive

disorder
electroconvulsive therapy: the use of electric shocks to induce seizure in

depressed patients as a form of treatment
major depressive disorder: a pattern of major depressive episodes that form an

identified psychiatric disorder
major depressive episode: a syndrome of symptoms characterized by depressed

mood; required for the diagnosis of some mood disorders
manic episode: a syndrome of symptoms characterized by elevated, expansive, or

irritable mood; required for the diagnosis of some mood disorders
seasonal affective disorder: a mood disorder  associated with the winter

season, when the amount of daylight hours is reduced

Causes and Symptoms
The term “depression” is used to describe a fleeting mood, an outward physical
appearance of sadness, or a diagnosable clinical disorder. It is estimated that 13
million Americans suffer from a clinically diagnosed depression, a mood disorder
that often affects personal, vocational, social, and health functioning. TheDiag-
nostic and Statistical Manual of Mental Disorders(4th ed., 1994, DSM-IV) of the
American Psychiatric Association delineates a number of mood disorders that
subsume the various types of clinical depression.

A major depressive episode is a syndrome of symptoms, present during a
two-week period and representing a change from previous functioning. The symp-
toms include at least five of the following: depressed or irritable mood, diminished
interest in previously pleasurable activities, significant weight loss or weight gain,
insomnia or hypersomnia, physical excitation or slowness, loss of energy, feelings
of worthlessness or guilt, indecisiveness or a diminished ability to concentrate, and
recurrent thoughts of death. The clinical depression cannot be initiated or main-
tained by another illness or condition, and it cannot be a normal reaction to the
death of a loved one (some symptoms of depression are a normal part of the grief
reaction).
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In major depressive disorder, the patient experiences a major depressive episode
and does not have a history of mania or hypomania. Major depressive disorder is
often first recognized in the patient’s late twenties, while a major depressive
episode can occur at any age, including infancy. Women are twice as likely to suffer
from the disorder than are men.

There are several potential causes of major depressive disorder. Genetic studies
suggest a familial link with higher rates of clinical depression in first-degree
relatives. There also appears to be a relationship between clinical depression and
levels of the brain’s neurochemicals, specifically serotonin and norepinephrine. It
is important to keep in mind, however, that 20 to 30 percent of adults will
experience depression in their lifetime. Common causes of clinical depression
include psychosocial stressors, such as the death of a loved one or the loss of a job,
or any of a number of personal stressors; it is unclear why some people respond to
a specific psychosocial stressor with a clinical depression and others do not.
Finally, certain prescription medications have been noted to cause clinical depres-
sion. These drugs include muscle relaxants, heart medications, hypertensive medi-
cations, ulcer medications, oral contraceptives, and steroids. Thus there are many
causes of clinical depression, and no single cause is sufficient to explain all clinical
depressions.

Another category of depressive disorder are bipolar disorders, which affect
approximately 1 to 2 percent of the population. Bipolar I disorder is characterized
by one or more manic episodes along with persisting symptoms of depression. A
manic  episode is defined as a distinct period of abnormally and persistently

Many of the psychosocial stressors associated with old age, such as the deaths of loved ones and
chronic illnesses, are common causes of clinical depression.(PhotoDisc)

Psychology and Mental Health Depression

259



elevated, expansive, or irritable mood. Three of the following symptoms must
occur during the period of mood disturbance: inflated self-esteem, decreased need
for sleep,  unusual talkativeness or pressure to  keep talking, racing thoughts,
distractibility, excessive goal-oriented activities (especially in work, school, or
social areas), and reckless activities with a high potential for negative conse-
quences (such as buying sprees or risky business ventures). For a diagnosis of
bipolar disorder, the symptoms must be sufficiently severe to cause impairment in
functioning and/or concern regarding the person’s danger to himself/herself or to
others, must not be superimposed on another psychotic disorder, and must not be
initiated or maintained by another illness or condition. Bipolar II disorder is
characterized by a history of a major depressive episode and current symptoms of
mania.

Patients with bipolar disorder will display cycles in which they experience a
manic episode followed by a short episode of a major depressive episode, or vice
versa. These cycles are often separated by a period of normal mood. Occasionally,
two or more cycles can occur in a year without a period of remission between them,
in what is referred to as rapid cycling. The two mood disorders can also occur
simultaneously in a single episode. Bipolar disorder is often first recognized in
adolescence or in the patient’s early twenties; it is not unusual, however, for the
initial recognition to occur later in life. Bipolar disorder is equally common in both
males and females.

Genetic patterns are strongly involved in bipolar disorder. Brain chemicals
(particularly dopamine, acetylcholine, GABA, and serotonin), hormones, drug
reactions, and life stressors have all been linked to its development. Of particular
interest are findings which suggest that, for some patients with bipolar disorder,
changes in the seasons affect the frequency and severity of the disorder. These
meteorological effects, while not well understood, have been observed in relation
to other disorders of mood.

Cyclothymia is another cyclic mood disorder related to depression; it has a
reported lifetime prevalence of approximately 1 to 2 percent. This chronic mood
disorder is characterized by manic symptoms without marked social or occu-
pational impairment (“hypomanic” episodes) and symptoms of major depressive
episode that do not meet the clinical criteria (less than five of the nine symptoms
described above). These symptoms must be present for at least two years, and if
the patient has periods without symptoms, these periods cannot be longer than two
months. Cyclothymia cannot be superimposed on another psychotic disorder and
cannot be initiated or maintained by another illness or condition. This mood
disorder has its onset in adolescence and early adulthood and is equally common
in men and women. It is a particularly persistent and chronic disorder with an
identified familial pattern.

Dysthymia is another chronic mood disorder affecting approximately 2 to 4
percent of the population. Dysthymia is characterized by at least a two-year history
of depressed mood and at least two of the following symptoms: poor appetite,
insomnia or hypersomnia, low energy or fatigue, low self-esteem, poor concentra-
tion or decision making, or feelings of hopelessness. There cannot be evidence of
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a major depressive episode during the first two years of the dysthymia or a history
of manic episodes or hypomanic episodes. The patient cannot be without the
symptoms for more than two months at a time, the disorder cannot be superim-
posed on another psychotic disorder, and it cannot be initiated or maintained by
another illness or condition. Dysthymia appears to begin at an earlier age, as young
as childhood, with symptoms typically evident by young adulthood. Dysthymia is
more common in adult females, equally common in both sexes of children, and
with a greater prevalence in families. The causes of dysthymia are believed to be
similar to those listed for major depressive disorder.

Treatment and Therapy
Crucial to the choice of treatment for clinical depression is determining the variant
of depression being experienced. Each of the diagnostic categories has associated
treatment approaches that are more effective for a particular diagnosis. Multiple
assessment techniques are available to the health care professional to determine the
type of clinical depression. The most valid and reliable is the clinical interview. The
health care provider may conduct either an informal interview or a structured,
formal clinical interview assessing the symptoms that would confirm the diagnosis
of clinical depression. If the patient meets the criteria set forth in the DSM-IV, then
the patient is considered for depression treatments. Patients who meet many but
not all diagnostic criteria are sometimes diagnosed with a “subclinical” depression.
These patients might also be considered appropriate for the treatment of depres-
sion, at the discretion of their health care providers.

Another assessment technique is the “paper-and-pencil” measure, or depression
questionnaire. A variety of questionnaires have proven useful in confirming the
diagnosis of clinical depression. Questionnaires such as the Beck Depression
Inventory, Hamilton Depression Rating Scale, Zung Self-Rating Depression Scale,
and the Center for Epidemiologic Studies Depression Scale are used to identify
persons with clinical depression and to document changes with treatment. This
technique is often used as an adjunct to the clinical interview and rarely stands
alone as the definitive assessment approach to diagnosing clinical depression.

Laboratory tests, most notably the dexamethasone suppression test, have also
been used in the diagnosis of depression. The dexamethasone suppression test
involves injecting a steroid (dexamethasone) into the patient and measuring the
production levels of another steroid (cortisol) in response. Studies have demon-
strated, however, that certain severely depressed patients do not reveal the suppres-
sion of cortisol production that would be expected following the administration of
dexamethasone. The test has also failed to identify some patients who were
depressed and has mistakenly identified others as depressed. Research continues
to determine the efficacy of other laboratory measures of brain activity to include
computed tomography (CT) scanning, positron emission tomography (PET) scan-
ning, and magnetic resonance imaging (MRI). At this time, laboratory tests are not
a reliable diagnostic strategy for depression.

Once a clinical depression (or a subclinical depression) is identified, there are at
least four general classes of treatment options available. These options are depend-
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ent on the subtype and severity of the depression and include psychopharmacology
(drug therapy), individual and group psychotherapy, light therapy, family therapy,
electroconvulsive therapy  (ECT),  and other less traditional  treatments. These
treatment options can be provided to the patient as part of an outpatient program
or, in certain severe cases of clinical depression in which the person is a danger to
himself/herself or others, as part of a hospitalization.

Clinical depression often affects the patient physically, emotionally, and so-
cially. Therefore, prior to beginning any treatment with a clinically depressed
individual, the health care provider will attempt to develop an open and communi-
cative relationship with the patient. This relationship will allow the health care
provider to provide patient education on the illness and to solicit the collaboration
of the patient in treatment. Supportiveness, understanding, and collaboration are
all necessary components of any treatment approach.

Three primary types of medications are used in the treatment of clinical depres-
sion: cyclic antidepressants, monoamine oxidase inhibitors (MAOIs), and lithium
salts. These medications are considered equally effective in decreasing the symp-
toms of depression, which begin to resolve in three to four weeks after initiating
treatment. The health care professional will select an antidepressant based on side
effects, dosing convenience (once daily versus three times a day), and cost.

The cyclic antidepressants are the largest class of antidepressant medications.
As the name implies, the chemical makeup of the medication contains chemical
rings, or “cycles.” There are unicyclic (buproprion and fluoxetine, or Prozac),
bicyclic (sertraline and trazodone), tricyclic (amitriptyline, desipramine, and nor-
triptyline), and tetracyclic (maprotiline) antidepressants. These antidepressants
function to either block the reuptake of neurotransmitters by the neurons, allowing
more of the neurotransmitter to be available at a receptor site, or increase the
amount of neurotransmitter produced. The side effects associated with the cyclic
antidepressants—dry mouth, blurred vision, constipation, urinary difficulties, pal-
pitations, and sleep disturbance—vary and can be quite problematic. Some of these
antidepressants have deadly toxic effects at high levels, so they are not prescribed
to patients who are at risk of suicide.

Monoamine oxidase inhibitors (MAOIs) (isocarboxazid, phenelzine, and tranyl-
cypromine) are the second class of antidepressants. They function by slowing the
production of the enzyme monoamine oxidase. This enzyme is responsible for
breaking down the neurotransmitters norepinephrine and serotonin, which are
believed to be responsible for depression. By slowing the decomposition of these
transmitters, more of them are available to the receptors for a longer period of time.
Restlessness, dizziness, weight gain, insomnia, and sexual dysfunction are com-
mon side effects of the MAOIs. MAOIs are most notable because of the dangerous
adverse reaction (severely high  blood pressure) that can occur if the patient
consumes large  quantities  of foods  high  in  tyramine  (such  as aged cheeses,
fermented sausages, red wine, foods with a heavy yeast content, and pickled fish).
Because of this potentially dangerous reaction, MAOIs are not usually the first
choice of medication and are more commonly reserved for depressed patients who
do not respond to the cyclic antidepressants.
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A third class of medication used in the treatment of depressive disorders consists
of the mood stabilizers, the most notable being lithium carbonate, which is used
primarily for bipolar disorder. Lithium is a chemical salt that is believed to effect
mood stabilization by influencing the production, storage, release, and reuptake of
certain neurotransmitters. It is particularly useful in stabilizing and preventing
manic episodes and preventing depressive episodes in patients with bipolar dis-
order.

Another drug occasionally used in the treatment of depression is alprazolam, a
muscle relaxant benzodiazepine commonly  used  in  the treatment of anxiety.
Alprazolam is believed to affect the nervous system by decreasing the sensitivity
of neuronal receptors believed to be involved in depression. While this may in fact
occur, the more likely explanation for its positive effect for some patients is that it
reduces the anxiety or irritability often coexisting with depression in certain
patients.

Psychotherapy refers to a number of different treatment techniques used to deal
with the psychosocial contributors and consequences of clinical depression. Psy-
chotherapy is a common supplement to drug therapy. In psychotherapy, the patients
develop knowledge and insight into the causes and treatment for their clinical
depression. In cognitive psychotherapy, cure comes from assisting patients in
modifying maladaptive, irrational, or automatic beliefs that can lead to clinical
depression. In behavioral psychotherapy, patients modify their environment such
that social or personal rewards are more forthcoming. This process might involve
being more assertive, reducing isolation by becoming more socially active, in-
creasing physical activities or exercise, or learning relaxation techniques. Research
on the effectiveness of these and other psychotherapy techniques indicates that
psychotherapy is as effective as certain antidepressants for many patients and, in
combination with certain medications, is more effective than either treatment
alone.

Electroconvulsive (or “shock”) therapy is the single most effective treatment for
severe and persistent depression. If the clinically depressed patient fails to respond
to medications or psychotherapy and the depression is life-threatening, electrocon-
vulsive therapy is considered. It is also considered if the patient cannot physically
tolerate antidepressants, as with elders who have other medical conditions. This
therapy involves inducing a seizure in the patient by administering an electrical
current to specific parts of the brain. The therapy is quite sophisticated and safe,
involving little risk to the patient. Patients undergo six to twelve treatments over a
two-day to five-day period. Some temporary memory impairment is a common
side effect of this treatment.

A variant of clinical depression is known as seasonal affective disorder. Patients
with this illness demonstrate a pattern of clinical depression during the winter,
when there is a reduction in the amount of daylight hours. For these patients,
phototherapy has proven effective. Phototherapy, or light therapy, involves expos-
ing patients to bright light (greater than or equal to 2,500 lux) for two hours daily
during the depression episode. The manner in which this treatment approach
modifies the depression is unclear and awaits further research.

Psychology and Mental Health Depression

263



Psychosurgery, the final treatment option, is quite rare. It refers to surgical
removal or destruction of certain portions of the brain believed to be responsible
for causing severe depression. Psychosurgery is used only after all treatment
options have failed and the clinical depression is life-threatening. Approximately
50 percent of patients who undergo psychosurgery benefit from the procedure.

Perspective and Prospects
Depression, or the more historical term “melancholy,” has had a history predating
modern medicine. Writings from the time of the ancient Greek physician Hip-
pocrates refer to patients with a symptom complex similar to the present-day
definition of clinical depression.

Major depressive episodes and  the  various subtypes of depression are  the
leading psychiatric diagnoses treated by health care professionals. Prevalence rates
from large-scale studies of depression suggest that approximately 1 in 20 adults
will meet the criteria for a major depressive episode at some point in their lives; 1
in 100 for bipolar disorder; 1 in 33 for dysthymia; and 1 in 100 for cyclothymia.

The rates of clinical depression have increased since the early twentieth century,
while the age of onset of clinicaldepression has decreased. Womenappear to be at least
twice as likely as men to suffer from clinical depression, and people who are happily
married have a lower risk for clinical depression than those who are separated,
divorced, or dissatisfied in their marital relationship. These data, along with recurrence
rates of 50 to 70 percent, indicate the importance of this psychiatric disorder.

While most psychiatric disorders are nonfatal, clinical depression can lead to
death. Of the approximately 30,000 suicide deaths per year in the United States,
40 to 80 percent are believed to be related to depression. Approximately 15 percent
of patients with major depressive disorder will die by suicide. There are, however,
other costs of clinical depression. In the United States, billions of dollars are spent
on clinical depression, divided among the following areas: treatment, suicide, and
absenteeism (the largest). Clinical depression obviously has a significant economic
impact on a society.

The future of clinical depression lies in early identification and treatment.
Identification will involve two areas. The first is improving the social awareness of
mental health issues to include clinical depression. By eliminating the negative
social stigma associated with mental illness and mental health treatment, there will
be an increased level of the reporting of depression symptoms and thereby an
improved opportunity for early intervention, preventing the progression of the
disorder to the point of suicide. The second approach to identification involves the
development of reliable assessment strategies for clinical depression. Data suggest
that the majority of those who commit suicide see a physician within thirty days of
the suicide. The field will continue to strive to identify biological markers and other
methods to predict and/or identify clinical depression more accurately. Treatment
advances will focus on further development of pharmacological strategies and
drugs with more specific actions and fewer side effects. Adjuncts to traditional drug
therapies need continued development and refinement to maximize the success of
integrated treatments.
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in basic behavorial science discusses depression and other mental disorders,
interpersonal relations, and methods of psychotherapy. A bibliography and an
index are provided.

Oliver Oyama
updated by Nancy A. Piotrowski

See also:
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Diagnosis and

Classification
Diagnosis and Classification

Type of psychology:Psychopathology
Fields of study:Personality assessment; schizophrenia; stress and illness

The standard system of diagnosis and classification of psychological and emo-
tional disorders utilizes the DSM-IV, the fourth edition of theDiagnostic and
Statistical Manual of Mental Disordersof the American Psychiatric Association.
Mental health workers in the United States use this system of communication for
insurance purposes, treatment  recommendations, and overall assessment  and
research.

Principal terms
cluster analysis: analysis that involves the grouping of variables that explain the

same event
criteria: specific behavioral, cognitive, emotional, social, or physical compo-

nents of disorders that must be met in order to render a diagnosis
factor analysis: the statistical procedure of determining the key factors that

describe a given event
mental disorders: a pattern of clinically significant behavioral or psychological

problems associated with distress, disability, or increased risk of suffering pain,
death, or loss of freedom.

neurological problems: problems that are the result of brain or central-nervous-
system damage

suicidal ideation: thoughts and ideas that revolve around the act of suicide
validity: a statistical value that tells the degree to which a test measures what it is

intended to measure; the test is usually compared to external criteria

Overview
Nearly all mental health workers in the United States employ the same system for
making psychological and psychiatric diagnoses. This system, which was estab-
lished by the American Psychiatric Association, is called theDiagnostic and
Statistical Manual of Mental Disorders(4th ed., 1994, DSM-IV). This manual was
coordinated with an international diagnostic system that was established by the
World Health Organization and published in theManual of the International
Statistical Classification of Diseases, Injuries, and Causes of Death(10th ed.,
1992). This coordination of diagnoses permits researchers to investigate whether
some disorders are more prevalent in certain areas and whether some disorders are
virtually nonexistent in certain countries or ethnic groups.

DSM-IV is a multiaxial classification system; that is, a patient is diagnosed on
a series of relevant axes that examine various aspects of the patient’s functioning.
This classification system consists of five axes. Axis 1 requires the diagnostician
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to indicate the major disorder of the patient. This refers to the set of symptoms that
best describes the patient’s problems. There are sixteen categories of disorders
listed under axis 1. There is one category that is not attributed to mental disorders
but for which people  may seek help, such as marital problems, parent-child
problems, and academic or vocational problems. Generally, however, axis 1 re-
flects serious disorders that require treatment, such as anxiety disorders, sexual
disorders, mood disorders, substance-abuse disorders, schizophrenia, dissociative
disorders, delirium, dementia, and amnesiac disorders, and disorders first evi-
denced in infancy, childhood, and adolescence (excluding mental retardation). In
order for a person to be diagnosed under axis 1, the patient must exhibit a required
number of symptoms for specific periods of time. The presence of a minimum
number of symptoms or criteria for each disorder ensures that all diagnosticians
rate the same disorder in the same way.

Axis 2 includes personality disorders and mental retardation. Personality disor-
ders refer to long-standing maladaptive behaviors that lead to difficulty in social or
occupational functioning. Often, individuals who suffer from personality disorders
exhibit behavior that makes it difficult for them to function effectively under
ordinary circumstances. When such persons tend to resist treatment, their pattern
of adjustment tends to become progressively worse.

Axis 3 requires the clinician to indicate any physical disorders that the patient
may have or conditions that may be relevant to the management or treatment of the
case, such as neurological problems or diabetes or any physical condition that
could affect the patient’s treatment.

Axis 4 refers to the severity of any psychosocial or environmental stress that
might affect the diagnosis, treatment, or prognosis. The clinician is asked to list these
stresses. Examples of stress are marital separation, the loss of a job, or the the death
of a spouse or a child. With children or adolescents, psychosocial stressors take on
a different perspective. For example, stress might involve the divorce of parents, an
arrest by the police, sexual or physical abuse, or the death of a parent. The death of
both parents or the development of a life-threatening illness such as leukemia also
would be considered major stress for children and adolescents.

Axis 5 is called “Global Assessment of Functioning” (GAF). This axis allows
the clinician to indicate an overall judgment of the patient’s psychological, social,
and occupational functioning during the past year. The GAF scale is viewed as a
hypothetical scale of mental health and illness. It ranges from 0 to 100. A zero
indicates that the rater did not have enough information to make a judgment. A
ranking at the end of the scale near the value of 1 reflects the presence of a serious
psychological disorder as a result of which the person is dangerous either to
himself or herself or to others. The high end of the scale reflects the absence of
symptoms or the presence of very minimal symptoms; in other words, it indicates
a person who is functioning well in daily life.

This classification system is a noticeable improvement over those of previous
diagnostic manuals. The format of five axes allows clinicians to describe more
accurately the symptoms and syndromes the patient is expressing. It also allows
the clinician to indicate several diagnoses for the same patient if they happen to
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coexist. For example, while the patient may be principally exhibiting a depressed
mode, he or she may also be experiencing a personality disorder. This system
allows  for  a broader perspective  on the patient’s functioning,  since multiple
diagnoses may be made.

Characteristically, the clinician will assess the patient on all five axes. These are
all viewed as the important clinical axes. The last two, however, are often used for
research purposes. These axes, which provide for background information on the
patient, are useful as a means of collecting information about situations and
stresses that may contribute to and sustain some disorders. They also provide
clinicians with a way to index progress or deterioration during treatment.

Users of this system have indicated its advantages and disadvantages. Those
who see its advantages point out that such a system is important in facilitating
communication between professional persons. They also note that it is useful for
statistical purposes, since it tracks  the incidence of  disorders  nationally and
internationally. Such a system can contribute to  the planning  for a  patient’s
treatment if what the patient is experiencing is known. In addition, using specific
diagnostic criteria that match a clear list of symptoms with a client’s behavior
increases the accuracy and reliability of the diagnosis.

Critics of the system point out that this is basically a medical approach to
classification and diagnosis rather than a psychological approach. They point out
that the medical model that looks for symptoms leading to treatment may not be
accurate or applicable to psychological disorders. Many emotional problems show
the same symptoms but emerge from different causes, often requiring very differ-
ent forms of treatment.

A second criticism involves the question of the reliability and validity of the
diagnosis. Reliability refers to whether clinicians viewing the same patient would
arrive at the same diagnosis. While the reliability of this system is substantially
better than the reliability of systems described in prior manuals, there is still some
question about the reliability of the diagnosis when judging axis 2. Finally, some
criticize this system for providing no explanations for why the disorders exist. The
system simply lists symptoms and behaviors without attempting to explain the
cause or the reasons for their existence. These critics believe that the system is
much too descriptive, providing little explanation for the existence of the disorder
itself. Others see this as a prime strength, however, as it allows for these problems
to be investigated from a variety of different theoretical perspectives.

Applications
Since it was first devised in 1952, theDiagnostic and Statistical Manual of Mental
Disordershas become an important part of the diagnostic process for most mental
health workers. This is partly because almost all insurance companies require the
diagnosis of a patient’s illness before payment is made for services, and the
DSM-IV system has been widely accepted. The following example will illustrate
the way in which clinicians translate a case study into the multiaxial system.

This is the case of a twenty-five-year-old male who came to the clinic complain-
ing about depression, sadness, suicidal thoughts, and a general sense of hopeless-
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ness. He was born and reared in a large city on the East Coast. His mother was a
caring, affectionate woman who nurtured her four children, but his father was a
chronic alcoholic who verbally and physically abused his wife and children. The
patient, the oldest boy in the family, was made to feel responsible for everything
that went wrong.

At age seventeen, he left home and moved to California, where he had hoped the
stress of life would be diminished. He found himself drinking heavily, using drugs
excessively, and slowly drifting into a life of homelessness. He tried several times
to obtain a job but was refused because of his disheveled appearance. In his
wandering, he met a girl who shared his life of alcohol and drugs. This relationship,
while superficial, was the only meaningful adult relationship that the patient had.
They had traveled together for several years when, without much explanation, his
girlfriend committed suicide. At this time, the patient’s depression and despair
became more severe, and his alcohol problems increased significantly. Two weeks
after this event, he was admitted to a mental health clinic for attempting to slash
his wrists after being arrested for alcohol intoxication. The mental health worker
who conducted the initial interview produced the following diagnoses.

On axis 1, the clinician diagnosed “Major Depressive Disorder, single episode,
severe, without psychotic features,” “Alcohol Intoxication,” and “Alcohol Depend-
ence.” The clinician observed some significant symptoms lasting more than two
weeks that are characteristic of major depression, even when the client was not
intoxicated:  a  depressed mood  most  of the day nearly every day; a  marked
diminished interest in any activities during the day; a significant weight loss and
decrease in appetite; feelings of worthlessness and guilt, particularly over the death
of the girlfriend; and recurrent thoughts of death, as well as a suicide attempt. Since
this patient also had alcohol problems for more than a year (consisting of tolerance
of alcohol, withdrawal when he stopped drinking, and an inability to quit despite
a strong desire to quit), he was also diagnosed on axis 1 with alcohol dependence.
The diagnosis of alcohol intoxication characterized his presentation when he
arrived at the treatment unit. No diagnosis was made on axis 2 or on axis 3. On axis
4, the clinician found “Psychological Stressors.” The death of the man’s girlfriend
by suicide was judged to be a significant stressor.

On axis 5, the current “Global Assessment of Functioning” was rated 10 because
of the persistent danger of the patient committing suicide. The clinician was also
asked to estimate the highest global assessment of functioning during the past year.
Prior to the suicide attempt of his girlfriend, the patient was judged to be function-
ing at 50. This reflected the fact that there was suicidal ideation and that it was
difficult for this young man to find and keep a job for any long period of time.

This illustrates the manner in which clinicians report information after taking a
thorough history and often doing considerable psychological testing to determine
the assets and liabilities of the patient’s functioning at the moment.

Perspective and Prospects
Prior to 1952, there was no systematic procedure for establishing diagnosis and
classification. Clinics and hospitals devised systems that were unique to their own
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settings and often to their own communities. It was difficult for professionals to
communicate with one another when a patient went from one setting to another or
from one therapist to another.

It was not until 1952 that the American Psychiatric Association published its first
manual, theDiagnostic and Statistical Manual of Mental Disorders, which at-
tempted to define all the known psychological and psychiatric disorders. It encour-
aged all mental health workers to use the same terminology and the same descrip-
tion of disorders so that statistical data could be accumulated on the incidence of
mental health disorders in various communities and states. That early manual
achieved the purpose of standardizing diagnostic terms, but it had shortcomings;
for example, it had no section for children or adolescents. The manual assumed that
only adult disorders were diagnosable. Additionally, the manual made assumptions
about the origins of disorders on the basis of only one theory: psychoanalytic
theory. Since most psychiatrists at that time were psychoanalytically oriented, the
manual reflected their theoretical bias in its description of some of the major
disorders.

In 1968, the second revision of theDiagnostic and Statistical Manual of Mental
Disorders, DSM-II, was published. In this version, many disorders that had been
omitted from the first volume were added. A new section—“Behavior Disorders of
Childhood and Adolescence,” which listed six disorders—was added. While this
was a notable improvement on the prior volume, it certainly did not reflect a
comprehensive understanding of disorders in children or adolescents.

In 1980, the third version of the diagnostic manual, DSM-III, was published; a
complete revision was made. This manual was more complete than the previous
one; it added many more disorders that were not present in the previous volume
and omitted those disorders that were duplicated or extremely rare. This volume
also altered its theoretical perspective by attempting to describe behaviors rather
than to explain them. No theoretical assumptions were made regarding the cause
of the disorders. The clinician was to match the list of symptoms with the disorder.
This volume used more precise language, increased its coverage, and introduced
the multiaxial classification system that was described above. It also made a
significant attempt to coordinate the manual with the International Classification
of Diseases, a system adopted by the World Health Assembly of the World Health
Organization, thus allowing statistical comparisons to be made between different
countries and different parts of the world.

In 1980, the third, revised edition was published. It built upon the strengths of
DSM-III by being somewhat more dimensional, not discussing disorders just as
categories, but also in terms of severity. It also incorporated research findings
derived from the categories listed in DSM-III and advanced a wide variety of
disorders in terms of making them more specifically defined. Another prime
improvement in DSM-III-R was that the text avoided labeling people and instead
labeled disorders. So, rather than discussing “schizophrenics” or “alcoholics,” the
text referred to individuals with schizophrenia or individuals with alcohol depend-
ence.

The publication of DSM-IV in 1994, however, marked a significant advance.
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The emphasis of severity within diagnostic categories received much more atten-
tion. A section was also added defining criteria sets for further study, consisting of
disorders that are not yet in the classification, but need to be researched further.
These include conditions such as passive-aggressive personality disorder, depres-
sive personality disorder, postconcussional disorder, premenstrual dysphoric dis-
order, and mild neurocognitive disorder. Additionally, several new axes were
proposed to describe better psychological defenses and specific functioning in
relationships and social and occupational roles. DSM-IV also has a special section
on cultural issues (Appendix I). This provides an outline of cultural issues to be
noticed in assessment and treatment in diverse ethnic and cultural settings. Addi-
tionally, a variety of culture-bound syndromes are described. These are syndromes
that appear only in certain cultures.

As the diagnostic field advances, clinical psychology is taking more of a role in
the establishment of the diagnosis and classification of psychological disorders.
This perspective is based on a psychological rather than a medical model. Its
starting point is the assumption that measured behavior determines the description
of a syndrome. Such measured characteristics are obtained by means of rating
scales or tests. Using a statistical procedure called cluster analysis or factor
analysis, one reduces the largest number of variables into the smallest number of
categories that are distinctly different from one another. These categories are
viewed as different diagnostic states. This procedure increases the reliability of the
measurement and the validity of the diagnosis. It also allows for the establishment
of a direct relationship between the diagnosis of the clinician and the data from
which that diagnosis is obtained. The American Psychological Association has
discussed ways of proceeding with the establishment of such a system of classifi-
cation. As such, it is likely that collaborative efforts between psychologists and
psychiatrists will continue to improve the DSM system.

Bibliography
American Psychiatric Association.Diagnostic and Statistical Manual of Mental

Disorders, Fourth Edition (DSM-IV). 4th ed. Washington, D.C.: Author, 1994.
This manual summarizes all the psychological and psychiatric disorders and
gives the criteria for each classification. Almost all mental health workers are
familiar with this volume and use it when diagnoses must be made for insurance
companies.

Frances, Allen, M.D., and Ruth Ross.DSM-IV Case Studies: A Clinical Guide to
Differential Diagnosis. Washington, D.C.: American Psychiatric Press, 1996.
Case studies illustrating the diagnostic descriptions found in DSM-IV, and the
process of differentiating one diagnosis from another. For psychiatrists and
students.

Spitzer, Robert L., Michael B. First, Janet B. Williams, Miriam Gibbon, and
Andrew E. Skodol.DSM-IV Casebook: A Learning Companion to the Diagnos-
tic and Statistical Manual of Mental Disorders. 4th ed. Washington, D.C.:
American Psychiatric Press, 1994. This excellent paperback provides many
case histories, with accompanying diagnoses according to the DSM-IV. The

Diagnosis and Classification Psychology and Mental Health

272



book, which also includes mental disorders of children and adolescents, dis-
cusses fascinating historical cases that were treated by such great therapists as
Sigmund Freud, Emil Kraepelin, and Alois Alzheimer. In addition, presents a
number of cases from Africa, India, Polynesia, and Russia.

World Health Organization.Manual of the International Statistical Classification
of Diseases, Injuries, and Causes of Death. 10th ed. Geneva, Switzerland:
Author, 1992. An internationally recognized diagnostic system established
under the auspices of the United Nations. It allows the diagnostician to record
and compare disorders from around the world. The mental health section
permits nations to compare the incidence of specific psychological disorders in
different countries.

Gerald Sperrazzo
updated by Nancy A. Piotrowski

See also:
Abnormality: Behavioral Models; Abnormality: Biomedical Models; Abnor-

mality: Psychodynamic Models; Anxiety Disorders; Depression; Manic-Depres-
sive Disorder; Schizophrenia.

Psychology and Mental Health Diagnosis and Classification

273



Divorce and Separation

Adult Issues
Divorce and Separation: AdultI ssues

Type of psychology:Developmental psychology
Fields of study:Adulthood; coping; interpersonal relations

Divorce results in serious psychological and economic consequences for parents
and children; adults must confront feelings of anger, loss, and alienation. They
need to create new lives, with different social and economic realities, and must
often approach relationships with their children in new ways.

Principal terms
custodial parent: the parent with physical custody—the parent with whom the

child normally lives
divorce mediation: mediation of the terms of divorce by a mental health profes-

sional or a team composed of such a professional and an attorney
involuntary child-absence syndrome: a  pattern of depression  and anger

shown by fathers who are out of touch with their children
joint legal custody: an arrangement in which each parent has the right to

provide input on major decisions affecting the child but only one has physical
custody

joint physical custody: an arrangement in which each parent has significant
time living with the child, who usually moves between homes; the time with
each parent does not have to be exactly equal

noncustodial parent: the parent who has only visitation rights to see the child
and the obligation to pay child support

sole custody: all rights to make decisions, to have physical custody of a child,
and to receive support on the behalf of the child; the noncustodial parent may
get visitation rights and owes support

Overview
Once it was believed that traumatic events, such as earthquakes or divorce, would
cause shock followed by quick and complete recovery. Studies of people exposed
to natural disasters, however, have shown that recovery is a process with acute
followed by chronic stages. The sequence is called post-traumatic stress disorder
(PTSD). The acute stage is marked by denial, defensive reactions, and passivity.
Cognitive integration, realism, and active adjustment mark the chronic stage.
Reactions to divorce follow this pattern. Divorce is not one event, but a continuum
beginning in an unhappy marriage and continuing for many years. Divorce is a
catalyst for change, but many factors influence which choices will be available.
Rage is almost inevitable, and it can serve as a defense against depression. Divorce
is the only major interpersonal crisis with a high probability of violence.

Judith Wallerstein and Sandra Blakeslee in 1989 proposed a stage model for
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divorce in their bookSecond Chances. Their three stages are an acute stage, a
transitional stage, and a stage of renewed stability. Escalating unhappiness ends
with the divorce decision and ejection of one parent from the home. In the acute
stage, divorce unleashes primitive impulses, sometimes including violence, often
in front of the children. People act in odd ways, and parental affairs frighten
children.

Women are almost twice as likely to have initiated the divorce, are more likely
to believe it is justified, and adjust better initially. Many experience euphoria at
escaping and defensively deny real problems, anxieties, inadequate skills, and the
chaos in their homes. Women first tend to be more independent, and men more
likely to attempt reconciliation. More women feel that they control the divorce;
men feel controlled by their external situations.

During the transitional stage, the divorced persons make efforts to solve prob-
lems and develop new lifestyles through trial and error. Families are unstable; there
are new lovers and friends. In the renewed stability stage, cognitive restructuring
that reflects postdivorce reality occurs, allowing major changes in parenting,
social, and occupational behaviors. Self-esteem often drops. The differences in
adjustment favoring women decrease. Ten years after divorce, almost half of
women and about one-third of men remain very angry and feel exploited and
rejected.

Adjustment during this stage depends on the resources available compared with
the needs that must be met. Women tend to have more social resources, but men
tend to have more financial resources. Women who are divorced by their early
thirties are often energized, and 70 percent remarry. Assertive women tend to do
well; maintaining a low-conflict relationship with the former husband predicts
physical and emotional health.

According to Wallerstein and Blakeslee’s research, women have a difficult job
maintaining both parenting and economic support. Child support is a constant
source of tension and conflict. Women in their late thirties and older are often
immobilized by anger, depression, and helplessness. Many work hard at low-
paying jobs and gain little; many women believe that eligible men are too hard to
find and give up. Few older women studied by Wallerstein and Blakeslee explored
new second chances. They involved themselves in clubs, friends, and churches but
remained lonely and missed their marriage roles. They tended to become depend-
ent on their children, and they had more physical complaints.

Many men who are divorced in their twenties stop maturing; most fail in second
marriages. Of those studied by Wallerstein and Blakeslee, half had no stable
careers five years after the divorce. Fewer than a third paid full child support, and
most saw their children rarely, if at all. Most of their social contacts were with dates
or male friends. Most took the blame for their failed marriages; older men more
than older women had regrets, accepted responsibility, and did not remarry. Having
visitation rights was experienced as being far inferior to watching their children
grow up day by day, and many men had little life except their work.

More than half of divorced fathers eventually lose close contact with their
children. When a custodial parent uses the children against the noncustodial parent,
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the children may become hostile toward the “out” parent. The majority of divorced
fathers show the involuntary child-absence syndrome characterized by depression,
anxiety, physical symptoms, and anger.

Joint physical custody, usually simply called joint custody, means that both
parents share significant time with the children. This solves some problems but
produces new ones. Most states reduce child-support payments with joint custody,
although some of a parent’s costs continue even when the child is with the other
parent. Joint custody requires the continuation of stressful adjustments. More joint
physical custody fathers stay involved with their children, pay more support, and
talk with the mothers, yet the communication is too often hostile, and some fathers
do become violent. Joint legal custody means that both parents can share important
decisions. The child lives with one parent, and the other has visitation rights. Joint
legal custody can ease a father’s feelings of powerlessness about his children. This
is beneficial both emotionally and economically, because fathers will be more likely
to stop disapproving of the divorce and more likely to pay child support. More joint
legal custody fathers continue parenting; they also start fewer court battles.

Many adults, especially women, ultimately grow in competence and self-esteem
after a divorce. People with histories of talent, marketable  skills, and  social
networks do best; the person filing the divorce petition is more likely to be happy
and more social. The most consistent winners are well-established men in their
thirties and forties. All the men in Wallerstein and Blakeslee’s studies who initiated
divorce had another, usually younger, woman waiting. The best predictor of good
adjustment was a successful second marriage. These men knew they wanted, and
found, women they believed to be less critical, sexier, or more responsive. Once
remarried, they developed community ties and more friendships than unmarried
men. Many did well as parents of a new set of children.

Lenore Weitzman has critiqued joint custody and no-fault divorce as impover-
ishing mothers. Many women experience a sharp drop in their standard of living
immediately after divorce, but do better with a few years. Unmarried mothers with
custody have, on average, about half the earnings of single-father households. The
average child-support payments made (by those men who do pay) represent about
half the cost of rearing each child. Fewer than half of divorced women receive full
payments. Fathers are unlikely to pay for college, and most focus on legal du-
ties—not on the children’s needs.

Remarriage often improves a divorced woman’s economic condition, and it may
increase the happiness and economic status of a single parent of either sex.
Remarriages tend to be fragile, however, and the divorce rates higher. The failure
of a second marriage produces more trauma than a first failure. Fathers who marry
mothers with children encounter financial burdens. Unless parents bringing chil-
dren to a remarriage make a special effort to create a significant legitimate role for
a stepparent, the stepparent often feels like an outsider.

Applications
Research on the effects of divorce shows that the effects are often harmful and may
last a lifetime. Sometimes they may even last over generations; the children of
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divorce who witnessed physical abuse at home are much more likely to be abusive
or to be abused. Problems are created that need to be addressed by family therapy
and other interventions.

Stage models of divorce adjustment have important implications for family
therapy. Clinicians must evaluate the amount of time elapsed since the beginning
of the divorce process when judging the appropriateness of a divorcing or divorced
client’s reactions. Because early reactions to divorce are so different from long-
term reactions, therapists should be careful about assuming that a happy client will
continue doing well. Women surveyed soon after divorce may have good emotional
health, unless they are victims of violence, despite problems with social support
and finances. This good adjustment, however, can gradually deteriorate in the face
of unpleasant realities.

Single-parent families make the poorest transition; they are more vulnerable,
and have few economic and social resources. Women’s self-esteem drops as stress
and fear of being alone continue. Men may cope with feelings of helplessness by
having distorted and abnormally negative perceptions of their former wives. The
need for counseling services may be even greater after a divorce than before or
during the divorce. Fifty-five percent of divorced adults and 60 percent of adults
divorced after a second marriage seek counseling. There is no significant differ-
ence between male and female readiness to seek professional help.

Father dropout is infrequent for fathers who have joint custody (and who were
involved with the children before the separation), but joint custody is not a magic
solution to the problems of the children or parents of divorce. High levels of
conflict between former spouses correlate with poor adjustment of parents and
children. Since the legal adversary system often promotes conflict, more use
should be made of nonadversary procedures such as mediation of disputes to
reduce continuing conflict between parents. Mediators help resolve disputes by
acting as referees and information sources. The variables that determine whether
mediation will be successful must be explored. When divorcing parents are each
uncritically supported by an attorney of their own sex, a voluntary settlement is less
likely. Interventions with divorcing families and their children need to address
distorted attributions and perceptions that result from a flawed cognitive restruc-
turing process as well as personal and environmental factors.

There needs to be greater understanding about the psychological issues that
underlie the inadequate parenting provided by noncustodial parents, mainly fa-
thers. The quality of parenting by a father before divorce does not accurately
predict postdivorce parenting. The present system of forcing fathers to pay support
without receiving some compensating right or benefit has resulted in withdrawn
fathers. Visitation needs to be designed to meet the needs of both children and
fathers or it fails in its essential purpose. The legal system’s response to the
feminization of poverty—using more force to make men pay more—motivates
more fathers to contest custody and creates lasting bad feelings. Even those fathers
who do pay support rarely pay for college once the court order expires. The
children of divorce underachieve relative to their parents and their peers from intact
homes.
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Divorce makes women feel powerless because of the financial and emotional
costs of rearing children. It makes men feel powerless because they face the loss
of power in their relationships with their children. Moreover, many men face the
prospect of having a large part of their salary support not only their children but
also the woman who has made it difficult to continue to be a parent. Custodial
mothers need more money; noncustodial fathers need easier and more rewarding
access to their children. Children need to be in real relationships with both parents.

Research on divorce and its effects suggests many changes that could be made
in how divorce is handled and in how families can best approach life after divorce.
Among  the  things that  are  needed are  reasonable support orders, with strict
enforcement as well as a sharing of parental power.  Moderately priced  and
high-quality day care services are needed; more mental health professionals are
needed to work in mediation, family services, and private practice to help divorced
parents reduce conflict and avoid focusing on blame and power.

About 12 percent of parents become or remain friends after divorce. An addi-
tional 38 percent manage to cooperate by considering the child or children first
instead of attempting to win a power struggle with the other parent. Few “friends
after divorce” remain friends after one partner enters a new stable relationship, but
they usually continue to cooperate. New female partners are more likely to be
threatened by a former spouse and create problems in the coparenting arrangement.
The new partners in the process should be recognized and involved. Further study
is needed on how to encourage cooperation between former spouses to create
healthier “binuclear” families for the estimated one in three children who will grow
up with stepparents.

Perspective and Prospects
Longitudinal research on the process of divorce is a relatively recent area of
psychology. The historical impetus was the adoption by all states of some form of
no-fault divorce, beginning in California in 1970. No-fault divorce contributed to
a great increase in divorces—to a level of one divorce for every two marriages, a
rate double that of most countries. The explosion in the number of people under-
going divorce made their experiences a desirable area for large-scale research.
Divorce research has origins in sociology, social psychology, clinical psychology,
and developmental psychology. The results have been surprising and disturbing,
with implications for cognitive psychology, stress theory, and personality theories.

The traditional view of divorce was that it was a one-time traumatic event with
a few aftereffects. Both the public and psychologists believed that ties between the
parents of children should be cut to allow stepfathers to replace former husbands
more easily. It is now known that the effects of separation and divorce act much
like other severe traumas and produce a prolonged post-traumatic stress disorder.
Stage models of divorce, and Wallerstein and others’ research results, have shown
that recovery is often very slow, if indeed it occurs at all. Children have a continued
need for close contacts with biological fathers, and fathers suffer from the loss of
parenting experiences. Clinical problems persist in a very large percentage of the
divorced, and these problems relate to the lack of critical resources.
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Psychologists once thought that human development ended after adolescence.
Now it is known that people continue to grow and change throughout their lives.
Maturation can be stunted by the absence of healthy family structures; full social
maturation of men requires parenting experiences. Theories of child development
are mainly based on observations of intact two-parent families. Finally, the psy-
chology of personality variables and cognitive learning may be altered by recent
research on the long-term effects of divorce. Perceptions of the locus of control in
the divorced person shifts as real power to control events changes. Cognitive
restructuring in stressful situations may be adaptive and protective, but the ten-
dency of divorced men to devalue their former mates severely can be mean-spirited
and harmful. Understanding the cognitive mechanisms operating in this behavior
will help in coping with severe stress.

The implications of divorce are important and pervasive. About 15 million
children are growing up in single-parent homes, and 10 million in homes with a
stepparent. Predictions from early research are that about a third of them will be
seriously disturbed, depressed, poorly motivated, or easily defeated by rejections
and losses. Large numbers of older divorced women are living alone in poverty.
Millions of young men remain fixated at an immature level of development,
preoccupied with dating and working but disconnected from future generations.
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Divorce and Separation

Children’s Issues
Divorce and Separation: Children’s Issues

Type of psychology:Developmental psychology
Fields of study:Adolescence; coping; infancy and childhood; psychodynamic and

neoanalytic models

Research on divorce and separation has provided insight into how this event affects
family life and child development. Understanding the consequences of divorce-re-
lated issues for children has permitted the refinement of methods to prevent or
relieve the emotional distress associated with family breakup.

Principal terms
custodial parent: as decided by the court, the parent with whom a child lives

after a divorce
displacement communication: a method of indirect communication that uses an

object or fictional character to represent the action and thoughts of the person
to whom one is talking

ego defense mechanisms: unconscious and irrational ways in which people
distort reality in order to reduce anxiety

egocentric thinking: an intellectual tendency to attribute the cause of events to
oneself

enmeshment: an excessively close relationship between parent and child in which
adult concerns and needs are communicated and in which overdependence on
the child is apparent

regression: an ego defense mechanism that a person uses to return to an earlier
stage of development when experiencing stress

stage theory of development: the belief that development moves through a set
sequence of stages; the quality of behavior at each stage is unique but is
dependent upon movement through earlier stages

Overview
Separation and divorce terminate the social and legal contract of marriage and
result in the breakup of a family. Divorce can represent the end of emotional
suffering and an escape from an abusive environment, and it can provide the
potential for personal growth. Conversely, the adult experience of divorce and
separation can be devastating. Strong feelings of loss, anxiety, and damage to
self-esteem often accompany divorce. Anger, depression, and guilt are also com-
monly reported. Divorced men are more likely than married men to experience
psychiatric problems, serious accidents, and poor health; divorced women fre-
quently experience depression and economic impoverishment.

The trouble that children have in adjusting to divorce has long been acknow-
ledged. Between 30 and 50 percent of children of divorced parents experience
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long-lasting problems related to the divorce. Primary symptoms include anger and
aggressive behavior, sadness, low self-esteem, depression, and impaired academic
performance. Children of divorced parents are also more likely to experience
trouble with intimate relationships in adulthood.

Contemporary mental health workers no longer view divorce as a discrete event,
but as a process. Neil Kalter takes this view in his bookGrowing Up with Divorce:
Helping Your Child Avoid Immediate and Later Emotional Problems(1989). He
describes divorce as a three-stage process: the immediate-crisis stage, the short-
term aftermath stage, and the long-range period. The help children will require
hinges upon which stage the divorce is in, their level of emotional and intellectual
development, and their gender.

During the immediate-crisis stage, parents are often enraged. Wounded pride
and self-esteem provoke responses ranging from verbal insult to physical violence.
Frequently during this initial stage, little regard for the children is apparent, and
children react with shock and disbelief. They are frightened, surprised, and sad-
dened by the news that their parents are divorcing. They see that their parents are
often short-tempered and occasionally show extreme anger. Conversely, they may
see a parent crying, oversleeping, and anxious. During this stage, parents are often
inattentive to the needs of their children. When parents show these behaviors, it
creates stress for children. There are additional sources of stress for children as
well. The rupture of a safe and predictable home environment and the loss of
father-presence troubles them. If the parent with whom a child is living is having
emotional trouble, enmeshment can represent another source of stress. Enmesh-
ment refers to an excessively close and overdependent relationship between a
parent and a child.

As parents and children move into the short-term aftermath stage, the realities
of the divorce are better understood. Issues of economic support, custody, and
visitation schedules become routine, and with effort, life becomes more predict-
able. Warfare between parents, however, often proceeds. Children are frequently
enlisted as allies, weapons, and messengers in this battle. It is also possible for
parents to develop an enmeshed relationship with a child during this stage. Some-
times parents do this unconsciously in an attempt to ward off feelings of loneliness
and rejection. The children are counted on for adultlike emotional support as well
as help with childrearing and household chores.

Another source of stress to children is the sense that they have lost their parents.
The noncustodial parent is often absent in both the psychological and the physical
sense. By this time, most children have little or no contact with the noncustodial
parent. Since this is likely to be their father, children often lose access to the
father-child relationship. This is unfortunate, because the father represents a model
of masculine behavior that is important for both genders. The children may also
see their mother less frequently. She may be working longer hours, engaging in
acquiring additional training, or investing more time in her social life. Dating on
the part of the single parent represents a particularly salient source of stress for
children, especially older elementary school children and adolescents. Young
children fear abandonment, while older children harbor competitive feelings and
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resentment toward their parents’ dating partners. Older children must also face the
reality of their parents’ sexuality.

Between two and three years after the divorce, the long-range period begins. A
major source of stress for children during this period occurs when parents continue
to show open anger toward each other. This happens primarily because one parent
is having trouble accepting the divorce. This parent may feel a desperate need for
emotional support and entertain a fantasy of reuniting with the former spouse.
Alternatively, one parent may feel the need to heap punishment on the other for
deciding upon the divorce. This particular source of stress has been found to
increase the likelihood that children will develop severe emotional and/or behav-
ioral disorders. Serious—and, if necessary, legal—efforts to put an end to warring
between parents must now be made. A second important source of stress to children
during the long-range period is remarriage.

The remarriage of a parent is stressful to children of all ages, with the possible
exception of infants. Children often view a stepparent as a rival for the time and
love of the custodial parent. Younger children may fear abandonment. Loyalty
conflicts between the stepparent and the noncustodial parent may exist. Children
often become angry because the fantasy that their parents may reunite is shattered.
Finally, children frequently become furious when a stepparent takes on the role of
a parent. This is particularly true if the stepparent assigns chores and takes on a
disciplinary role too quickly. The situation will be especially stressful if new
siblings are brought to the marriage, thereby increasing feelings of competition for
the time and affection of the custodial parent.

Divorce presents children with myriad external stressors. Older children, be-
cause of their expanding intellectual abilities, often create debilitating internal
stressors for themselves as well.

Applications
Knowledge gained through study of the divorce process can be used to help
children adapt. Examining some of the issues involved in helping children between
three and five years of age adjust to divorce will help to illustrate this point. One
must understand, however, that reactions to divorce are largely tied to the develop-
mental level of the child.

During the immediate-crisis stage, stressors for preschool children include
unpredictable daily routines, warfare between parents, distraught parents, and loss
of the father-child relationship. During the short-term aftermath stage, key stres-
sors are fighting between parents, enmeshed relationships, and the loss of the
father-child relationship. Stressors in the long-range period include parental war-
fare, relocations, a distant father-child relationship, and remarriage.

A common symptom indicating a reaction of preschool children to stress is
called regression. Regression is an ego defense mechanism. Ego defense mecha-
nisms are ways in which people distort reality in order to reduce stress; regression
is evident when a child returns to an earlier stage of development. Regression in
sleeping patterns, eating habits, motor achievements, language, toilet training, and
emotional independence all signal trouble. For example, a child who was consis-

Psychology and Mental Health Divorce and Separation: Children’s Issues

283



tently using the toilet may begin to soil and wet himself or herself again. Children
may also show a failure to develop psychologically; for example, a child of four
may continue to panic when her mother leaves her sight.

In addition to regression, preschool children display the ego defenses of dis-
placement and denial. Displacement is apparent when children show their anger at
parents indirectly by becoming uncooperative or by fighting more frequently with
other children. Denial is apparent when they simply do not admit that the divorce
has taken place, or deny the divorce in fantasy. Preschool children also show a
phenomenon known as emotional resonance. They resonate to the anger of their
parents, and this results in diffuse feelings of distress. If warring between parents
is not controlled, it produces chronic fear and a reluctance to engage in new
activities and begin new social relationships.

An intellectual characteristic of preschool children is their tendency to have
trouble separating fact from fantasy. They also show egocentric thinking—the
tendency to attribute the cause of events to themselves. Consequently, they can
create their own stress. For example, they are likely to blame themselves for the
divorce, believing that their father left because they were bad. Leaving a child at a
day care center may lead her to fear that she is being abandoned because she is no
longer loved. In a similar way, relocations and remarriage can spawn egocentric
fantasies. Once such fantasies are developed, children believe them.

Preschool children have a more advanced striving for independence from their
mothers than younger children. The absence of a father will hamper this progress.
Both genders are expanding their social worlds; however, their sense of social and
emotional independence is still shaky. They need a safe home-base in order to
consolidate their independence. Since children are attempting to establish their
independence from their mothers, their fathers provide a good alternative relation-
ship. Further, boys need access to their fathers to nurture their emerging sense of
masculine identity. Girls look to their fathers for acceptance of their feminine
identity. In males, long-term father absence may produce a reluctance to interact
with other boys; in females, it increases the probability of an enmeshed relationship
with their mothers. Further, as children become more psychologically distant from
their father, they may become angry at being forced to visit him. In addition, they
may misunderstand why they must visit. For example, they may believe they are
forced to visit because their mother does not care about them or does not want them
around. This can produce symptoms of displaced anger, sadness, and withdrawal.

The thrust in helping these children cope is to reduce or eliminate their stress.
Several steps are recommended in order to reduce external stress. Efforts should
be made to ensure that the child’s daily schedule is routine and predictable. Anger
between parents should be reduced or eliminated. Professional help should be
obtained for a distraught parent. Finally, establishing an effective coparenting
relationship is critically important. In this way, the child’s divorce environment can
be brought in line with his or her needs. Children between the ages of three and
five need a  predictable, safe,  and tranquil environment. Although  alleviating
sources of external stress is enormously helpful, the stress that children create
themselves must also be addressed.
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Research shows that discussing the divorce with preschool children before it
occurs is helpful. The content of the discussion should be concrete and make clear
what the divorce will mean. For example, the child should be told which parent
will be moving out, where this parent will be living, and when he or she will see
the noncustodial parent. Any changes in daily routine should also be explained.
Reasons for the divorce should be explained in age-appropriate terms. The child’s
role in the divorce should be made clear, and it should be explained that divorce is
adult business and that the child had no part in the decision. It should be empha-
sized that the divorce does not mean that parents will stop loving the child or will
love the child any less.

If stress is minimized and the divorce has been clearly explained, chances are
much better that post-divorce adjustment will go smoothly. It is, however, still
possible, and perhaps likely, that the child will display divorce-related symptoms.
If signals of distress occur, they are probably a result of egocentric fantasies. A
technique known as displacement communication has been found to be an ex-
tremely effective way to reduce or eliminate sources of internal stress; Kalter’s
book provides several excellent examples of how to apply this approach.

Perspective and Prospects
The study of divorce as it affects family life and child development has long been
of concern to psychology. Many works on the subject began to appear in the
1970’s, reflecting an increased need for knowledge that corresponded to a rising
divorce rate (the rate of divorce tripled between 1960 and 1980). In 1977, the
Journal of Divorcewas founded as a vehicle for the publication of data relating to
divorce. This journal publishes interdisciplinary findings on all aspects of di-
vorce—from clinical practice to theory and research. It will be important to persist
in accumulating data on divorce-related effects on child development, since pro-
jections indicate that divorce rates are expected to continue increasing.

Beginning in the late 1970’s, systematic studies of how divorce affects child
development began to appear. During this time, the emphasis in research shifted
from describing case studies and reporting descriptive statistics to refining existing
knowledge of how children perceive and react to divorce. The focus was on
understanding specific divorce-related effects on psychological development, and
the way in which long-range effects are mediated as a function of developmental
level and family relations became a popular area of research. Further, significant
gains have been made in understanding how to mediate in the divorce process in
order to minimize negative consequences on children.

Contemporary understanding of how divorce affects child development may be
viewed as growing out of Erik Erikson’s theory of personality development and
Jean Piaget’s theory of intellectual development. Although some disagreement
exists in the details of their perspectives, in general, agreements outweigh disagree-
ments. Both are stage theorists who adhere to the notion that development is not a
continuous process. This means that characteristics of personality and intelligence
differ in quality as a function of age. These characteristics are so different that they
are better described as new features of the person—features that did not exist
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before. As stage theorists, Erikson and Piaget adhere to the notion that develop-
ment unfolds in an invariant sequence of stages. Consequently, success at earlier
stages in development is viewed as crucial for success at later stages. Both theorists
agree that achievements of emotional and intellectual development depend on
biological maturity; that is, biological maturity is necessary to permit a child to
benefit, or suffer, from experience. Both theorists would predict that the impact of
divorce on a child will depend on the child’s developmental level and gender and
on the types of experiences to which he or she is exposed.

Data gathered since the 1960’s on how divorce affects children lend validity to
these perspectives. The notion that development occurs in a stagelike manner and
unfolds in an invariant sequence has generally been supported. The notion that
early success or failure affects later development has become clear. The tenet that
experience interacts with biological maturity to determine outcome has also found
strong support in the divorce literature. Furthermore, the stress-related symptoms
that children display in attempting to cope with divorce clearly support Erikson’s
notions about the function of ego defense mechanisms.
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Domestic Violence
Domestic Violence

Type of psychology:Psychopathology
Fields of study: Adolescence; adulthood; aggression; infancy and childhood;

interpersonal relations

Domestic violence is assaultive behavior intended to punish, dominate, or control
another in an intimate family relationship. Physicians are often best able to identify
situations of domestic violence and assist victims to implement preventive inter-
ventions.

Principal terms
cycle of violence: a repeating pattern of violence characterized by increasing

tension, culminating in violent action, and followed by remorse
family violence: violence against an intimate partner, typically to assert domi-

nation, control actions, or punish, which occurs as a pattern of behavior, not as
a single, isolated act; also called battering, marital violence, domestic violence,
relationship violence, child abuse, or elder abuse

funneling: an interviewing technique for assessing violence in a patient’s rela-
tionship, beginning with broad questions of relationship conflict and gradually
narrowing to focus on specific violent actions

hands-off violence: indirect attacks meant to terrorize or control a victim; may
include property or pet destruction, threats, intimidating behavior, verbal abuse,
stalking, and monitoring

hands-on violence: direct attacks upon the victim’s body, including physical and
sexual violence; comprises a continuum of acts ranging from seemingly minor
to obviously severe

lethality: the potential, given the particular dynamics of violence in a relation-
ship, for one or both partners to be killed

safety planning: the development of a specific set of actions and strategies to
enable a victim either to avoid violence altogether or, once violence has begun,
to escape and minimize damage and injury

Causes and Symptoms
Domestic or family violence is the intentional use of violence against an intimate
partner. The purpose of the violence is to assert domination, to control the victim’s
actions, or to punish the victim for some actions. Family violence generally occurs
as a pattern of behavior over time rather than as a single, isolated act.

Forms of family violence include child physical abuse, child sexual abuse,
spousal or partner abuse, and elder abuse. These forms of violence are related, in
that they occur within the context of the family unit. Therefore, the victims and
perpetrators know one another, are related to one another, may live together, and
may love one another. These various forms of violence also differ insofar as victims
may be children, adults, or frail, elderly adults. The needs of victims differ with
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age and independence, but there are also many similarities between the different
types of violence. One such similarity is the relationship between the offender and
the victim. Specifically, victims of abuse are always less powerful than abusers.
Power includes the ability to exert physical and psychological control over situ-
ations. For example, a child abuser has the ability to lock a child in a bathroom or
to abandon him or her in a remote area in order to control access to authorities. A
spouse abuser has the ability to physically injure a spouse, disconnect the phone,
and keep the victim from leaving for help. An elder abuser can exert similar control.
Such differences in power between victims and offenders are seen as a primary
cause of abuse; that is, people batter others because they can.

Families that are violent are often isolated. The members usually keep to
themselves and have few or no friends or relatives with whom they are involved,
even if they live in a city. This social isolation prevents victims from seeking help
from others and allows the abuser to establish rules for the relationship without
answering to anyone for these actions. Abuse continues and worsens because the
violence occurs in private, with few consequences for the abuser.

Victims of all forms of family violence share common experiences. In addition
to physical violence, victims are also attacked psychologically, being told they are
worthless and responsible for the abuse that they receive. Because they are socially
isolated, victims do not have an opportunity to take social roles where they can
experience success, recognition, or love. As a result, victims often have low
self-esteem and truly believe that they cause the violence. Without the experience
of being worthwhile, victims often become severely depressed and anxious, and
they experience more stress-related illnesses such as headaches, fatigue, or gastro-
intestinal problems.

Child and partner abuse are linked in several ways. About half of the men who
batter their wives also batter their children. Further, women who are battered are
more likely to abuse their children than are nonbattered women. Even if a child of
a spouse-abusing father is not battered, living in a violent home and observing the
father’s violence has negative effects. Such children often experience low self-
esteem, aggression toward other children, and school problems. Moreover, abused
children are more likely to commit violent offenses as adults. Children, especially
males, who have observed violence between parents are at increased risk of
assaulting their partners  as  adults.  Adult sexual offenders  have an increased
likelihood of having been sexually abused as children. Yet, while these and other
problems are reported more frequently by adults who were abused as children than
by adults who were not, many former victims do not become violent. The most
common outcomes of childhood abuse in adults are emotional problems. Although
much less is known about the relationship between child abuse and future elder
abuse, many elder abusers did suffer abuse as children. While most people who
have been abused do not themselves become abusers, this intergenerational effect
remains a cause for concern.

In its various forms, family violence is a public health epidemic in the United
States. Once thought to be rare, family violence occurs with high frequency in the
general population. Although exact figures are lacking and domestic violence
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tends to be underreported, it is estimated that each year 1.9 million children are
physically abused; 250,000 children are sexually molested; 1.6 million women are
assaulted by their male partners; and between 500,000 and 2.5 million elders are
abused. Rates of violence directed toward unmarried heterosexual women, married
heterosexual women, and members of homosexual male and female couples tend
to be similar. No one is immune: Victims come from all social classes, races, and
religions. Partner violence directed toward heterosexual men, however, is rare and
usually occurs in relationships in which the man hits first.

Because family violence is so pervasive, physicians encounter many victims.
One out of every three to five women visiting emergency rooms is seeking medical
care for injuries related to partner violence. In primary care clinics, including
family medicine, internal medicine, and obstetrics and gynecology, one out of
every four female patients reports violence in the past year, and two out of five
report violence at some time in their lives. It is therefore reasonable to expect all
physicians and other health care professionals working in primary care and emer-
gency rooms to provide services for victims of family violence.

Family violence typically consists of a pattern of behavior occurring over time
and involving both hands-on and hands-off violence. Hands-on violence consists
of direct attacks against the victim’s body. Such acts range from pushing, shoving,
and restraining to slapping, punching, kicking, clubbing, choking, burning, stab-
bing, or shooting. Hands-on violence also includes sexual assault, ranging from
forced fondling of breasts, buttocks, and genitals; to forced touching of the abuser;
to forced intercourse with the abuser or with other people.

Hands-off violence includes physical violence that is not directed at the victim’s
body but is intended to display destructive power and assert domination and
control. Examples include breaking through windows or locked doors, punching
holes through walls, smashing objects, destroying personal property, and harming
or killing pet animals. The victim is often blamed for this destruction and forced
to clean up the mess. Hands-off violence also includes psychological control,
coercion, and terror. This includes name calling, threats of violence or abandon-
ment, gestures suggesting the possibility of violence, monitoring of the victim’s
whereabouts, controlling of resources (such as money, transportation, and prop-
erty), forced viewing of pornography, sexual exposure, or threatening to contest
child custody. These psychological tactics may occur simultaneously with physical
assaults or may occur separately. Whatever the pattern of psychological and
physical tactics, abusers exert extreme control over their partners.

Neglect—the failure of one person to provide for the basic needs of another
dependent person—is another form of hands-off abuse. Neglect may involve
failure to provide food, clothing, health care, and shelter. Children, older adults,
and developmentally delayed or physically handicapped people are particularly
vulnerable to neglect.

Family violence differs in two respects from violence directed at strangers. First,
the offender and victim are related and may love each other, live together, share
property, have children, and share friends and relatives. Hence, unlike victims of
stranger violence, victims of family violence cannot quickly or easily sever ties
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with or avoid seeing their assailants. Second, family violence often increases
slowly in intensity, progressing until victims feel immobilized, unworthy, and
responsible for the violence that is directed toward them. Victims may also feel
substantial and well-grounded fear about leaving their abusers or seeking legal
help, because they have been threatened or assaulted in the past and may encounter
significant difficulty obtaining help to escape. In the case of children, the frail and
elderly, or people with disabilities, dependency upon the caregiver and cognitive
limitations make escape from an abuser difficult. Remaining in the relationship
increases the risk of continued victimization. Understanding this unique context of
the violent family can help physicians and other health care providers understand
why battered victims often have difficulty admitting abuse or leaving the abuser.

Family violence follows a characteristic cycle. This cycle of violence begins
with escalating tension and anger in the abuser. Victims describe a feeling of
“walking on eggs.” Next comes an outburst of violence. Outbursts of violence
sometimes coincide  with  episodes of alcohol and drug abuse. Following the
outburst, the abuser may feel remorse and expect forgiveness. The abuser often
demands reconciliation, including sexual interaction. After a period of calm, the
abuser again becomes increasingly tense and angry. This cycle generally repeats,
with violence becoming increasingly severe. In partner abuse, victims are at
greatest risk when there is a transition in the relationship such as pregnancy,
divorce, or separation. In the case of elder abuse, risk increases as the elder
becomes increasingly dependent on the primary caregiver, who may be inexperi-
enced or unwilling to provide needed assistance. Without active intervention, the
abuser rarely stops spontaneously and often becomes more violent.

Treatment and Therapy
Physicians play an important role in stopping family violence by first identifying
people who are victims of violence, then taking steps to intervene and help.
Physicians use different techniques with each age group because children, adults,
and older adults each have special needs and varying abilities to help themselves.
This section will first consider the physician’s role with children and then will
examine the physician’s role with adults and older adults.

Because children do not usually tell a physician directly if they are being abused
physically or sexually, physicians use several strategies to identify child and
adolescent victims. Physicians screen for abuse during regular checkups by asking
children if anyone has hurt them, touched them in private places, or scared them.
To accomplish this screening with five-year-old patients having a routine checkup,
physicians may teach their young patients about private areas of the body; let them
know that they can tell a parent, teacher, or doctor if anyone ever touches them in
private places; and ask the patients if anyone has ever touched them in a way that
they did not like. For fifteen-year-old patients, physicians may screen potential
victims by providing information on sexual abuse and date rape, then ask the
patients if they have ever experienced either.

A second strategy that physicians use to identify children who are victims of
family violence is to remain alert for general signs of distress that may indicate a
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child or youth lives in a violent situation. General signs of distress in children,
which may be caused by family violence or by other stressors, include depression,
anxiety, low self-esteem, hyperactivity, disruptive behaviors, aggressiveness to-
ward other children, and lack of friends.

In addition to general signs of distress, there are certain specific signs and
symptoms of physical and sexual abuse in children which indicate that the child
has probably been exposed to violence. For example, bruises that look like a
handprint, belt mark, or rope burn would indicate abuse. X rays can show a history
of broken bones that are suspicious. Intentional burns from hot water, fire, or
cigarettes often have a characteristic pattern. Sexually transmitted diseases in the
genital, anal, or oral cavity of a child who is aged fourteen or under would suggest
sexual abuse.

A physician observing specific signs of abuse or violence in a child, or even
suspecting physical or sexual abuse, has an ethical and legal obligation to provide
this information to state child protective services. Every state has laws that require
physicians to report suspected child abuse. Physicians do not need to find proof of
abuse before filing a report. In fact, the physician should never attempt to prove
abuse or interview the child in detail because this can interfere with interviews
conducted by experts in law, psychology, and the medicine of child abuse. When
children are in immediate danger, they may be hospitalized so that they may
receive a thorough medical and psychological evaluation while also being removed
from the dangerous situation. In addition to filing a report, the physician records
all observations in the child’s medical chart. This record includes anything that the
child or parents said, drawings or photographs of the injury, the physician’s
professional opinion regarding exposure to violence, and a description of the child
abuse report.

The physician’s final step is to offer support to the child’s family. Families of
child victims often have multiple problems, including violence between adults,
drug and alcohol abuse, economic problems, and social isolation. Appropriate
interventions for promoting safety include foster care for children, court-ordered
counseling for one or both parents, and in-home education in parenting skills. The
physician’s goal, however, is to maintain a nonjudgmental manner while encour-
aging parental involvement.

Physicians also play a key role in helping victims of partner violence. Like
children and adolescents, adult victims will usually not disclose violence. There-
fore physicians should screen for partner violence and ask about partner violence
whenever they notice specific signs of abuse or general signs of distress. Physicians
screen for current and past violence during routine patient visits, such as during
initial appointments; school, athletic, and work physicals; premarital exams; ob-
stetrical visits; and regular checkups. General signs of distress include depression,
anxiety disorders, low self-esteem, suicidal ideation, drug and alcohol abuse, stress
illnesses (headache, stomach problems, chronic pain), or patient comments about
a partner being jealous, angry, controlling, or irritable. Specific signs of violence
include physical injury consistent with assault, including those requiring emer-
gency treatment.
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When a victim reports partner violence, there are five steps that a physician can
take to help. Communicating belief and support is the first step. Sometimes abuse
is extreme and patient reports may seem incredible. The physician validates the
victim’s experience by expressing belief in the story and exonerating the patient of
blame. The physician can begin this process by making eye contact and telling the
victim, “You have a right to be safe and respected” and “No one should be treated
this way.”

The second step is helping the patient assess danger. This is done by asking
about types and severity of violent acts, duration and frequency of violence, and
injuries received. Specific factors that seem to increase the risk of death in violent
relationships include the abuser’s use of drugs and alcohol, threats to kill the
victim, and the victim’s suicidal ideation or attempts. Finally, the physician should
ask if the victim feels safe returning home. With this information, the physician can
help the patient assess lethal potential and begin to make appropriate safety plans.

The third step is helping the patient identify resources and make a safety plan.
The physician begins this process by simply expressing concern for the victim’s
safety and providing information about local resources such as mandatory arrest
laws, legal advocacy services, and shelters. For patients planning to return to an
abusive relationship, the physician should encourage a detailed safety plan by
helping the patient identify safe havens with family members, friends, or a shelter;
assess escape routes from the residence; make specific plans for dangerous situ-
ations or when violence recurs; and gather copies of important papers, money, and
extra clothing in a safe place in or out of the home in the event of a quick exit.
Before the patient leaves,  the physician  should give  the patient a follow-up
appointment within two weeks. This provides the victim with a specific, known
resource. Follow-up visits should continue until the victim has developed other
supportive resources.

The physician’s final step is documentation in the patient’s medical chart. This
written note includes the victim’s report of violence, the physician’s own observa-
tions of injuries and behavior, assessment of danger, safety planning, and follow-
up. This record can be helpful in the event of criminal or civil action taken by the
victim against the offender. The medical chart, and all communications with the
patient, is kept strictly confidential. Confronting the offender about the abuse can
place the victim at risk of further, more severe violence. Improper disclosure can
also result in loss of the patient’s trust, precluding further opportunities for help.

There are several things that a physician should never do when working with a
patient-victim. The physician should not encourage a patient to leave a violent
relationship as a first or primary choice. Leaving an abuser is the most dangerous
time for victims and should be attempted only with adequate planning and re-
sources. The physician should not recommend couples counseling. Couples coun-
seling endangers victims by raising the victim’s expectation that issues can be
discussed safely. The abuser often batters the victim after disclosure of sensitive
information. Finally, the physician should not overlook violence if the violence
appears to be “minor.” Seemingly minor acts of aggression can be highly injurious.

Physicians also play an important role in helping adults who are older, develop-
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mentally delayed, or physically disabled. People in all three groups experience a
high  rate  of family violence. Each group presents unique challenges for the
physician. One common element among all three groups is that the victims may be
somewhat dependent upon other adults to meet their basic needs. Because of this
dependence, abuse may sometimes take the form of failing to provide basic needs
such as adequate food or medical care. In many states, adults who are developmen-
tally delayed are covered by mandatory child abuse reporting laws.

The signs and symptoms of the abuse of elders are similar to the other forms of
family violence. These include physical injuries consistent with assault, signs of
distress, and neglect, including self-neglect. Elder abuse victims are often reluctant
to reveal abuse because of fear of retaliation, abandonment, or institutionalization.
Therefore, a key to intervention is coordinating with appropriate social service and
allied health agencies to support an elder adequately, either at home or in a care
center. Such agencies include aging councils, visiting nurses, home health aids, and
respite or adult day care centers. Counseling and assistance for caregivers is also
an important part of intervention.

Many states require physicians to report suspected elder abuse. Because many
elder abuse victims are mentally competent, however, it is important that they be
made part of the decision-making and reporting process. Such collaboration puts
needed control in the elder’s hands and therefore facilitates healing. Many other
aspects of intervention described for partner abuse apply to working with elders,
including providing emotional support, assessing danger, safety planning, and
documentation.

In addition to helping the victims of acute, ongoing family violence, physicians
have an important role to play in helping survivors of past family violence. People
who have survived family violence may continue to experience negative effects
similar to those experienced by acute victims. Physicians can identify survivors of
family violence by screening for past violence during routine exams. A careful his-
tory can determine whether the patient has been suffering medical or psychological
problems related to the violence. Finally, the physician should identify local
resources for the patient, including a mutual help group and a therapist.

Physicians can also help prevent family violence. One avenue of prevention is
through education of patients by discussing partner violence with patients at key
life transitions, such as during adolescence when youths begin dating, prior to
marriage, during pregnancy, and during divorce or separation. A second avenue of
prevention is making medical clinic waiting rooms and examination rooms into
education centers by displaying educational posters and providing pamphlets.

Perspective and Prospects
Despite its frequency, family violence has not always been viewed as a problem.
In the 1800’s, it was legal in the United States for a man to beat his wife, or for
parents to use brutal physical punishment with children. Although the formation of
the New York Society for the Prevention of Cruelty to Children in 1874 signaled
rising concern about child maltreatment, the extent of the problem was underesti-
mated. As recently as 1960, family violence was viewed as a rare, aberrant
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phenomenon and women who were victims of violence were often seen as partially
responsible because of “masochistic tendencies.” Several factors combined to turn
the tide during the next thirty years. Medical research published in the early 1960’s
began documenting the severity of the problem of child abuse. By 1968, every state
in the United States had passed a law requiring that physicians report suspected
child abuse, and many states established child protective services to investigate and
protect vulnerable children.

Progress in the battle against partner violence was slower. The battered women’s
movement brought new attention and a feminist understanding to the widespread
and serious nature of partner violence. This growing awareness provided the
impetus, during the 1970’s and 1980’s, for reform in the criminal justice system,
scientific research, continued growth of women’s shelters, and the development
of treatment programs for offenders.

The medical profession’s response to partner abuse followed these changes. In
1986, Surgeon General C. Everett Koop declared family violence to be a public
health problem and called upon physicians to learn to identify and intervene with
victims. In 1992, the American Medical Association (AMA) echoed the Surgeon
General and stated that physicians have an ethical obligation to identify and assist
victims of partner violence, and it established standards and protocols for identify-
ing and helping victims of family violence. Because partner and elder abuse have
been recognized only recently by the medical community, many physicians are just
beginning to learn about their essential role.

Family violence has at various times been considered as a social problem, a legal
problem, a political problem, and a medical problem. Because of this shifting
understanding and because of the grassroots political origins of the child and
partner violence movements, some may question why physicians should be in-
volved. There are three compelling reasons.

First, there is a medical need: Family violence is one of the most common causes
of injury, illness, and death for women and children. Victims seeking treatment for
acute injuries make up a sizable  portion of emergency room visits. Even in
outpatient clinics, women report high rates of recent and ongoing violence and
injury from partners. In addition to physical injuries, many victims experience
stress-related medical problems for which they seek medical care. Among obstet-
rical patients who are battered, there is a risk of injury to both the woman and her
unborn child. Hence, physicians working in clinics and emergency rooms will see
many people who are victims.

Second, physicians have a stake in breaking the cycle of violence because they
are interested in injury prevention and health promotion. When a physician treats
a child or adult victim for physical or psychological injury but does not identify
root causes, the victim will return to a dangerous situation. Prevention of future
injury requires proper diagnosis of root causes, rather than mere treatment of
symptoms.

Third, physicians have a stake in treatment of partner violence because it is a
professional and ethical obligation. Two principles of medical ethics apply. First,
a physician’s actions should benefit the patient. Physicians can benefit patients
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who are suffering the effects of family violence only if they correctly recognize the
root cause and intervene in a sensitive and professional manner. Physicians should
also “do no harm.” A physician who fails to recognize and treat partner violence
will harm the patient by providing inappropriate advice and treatment.
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Down Syndrome
Down Syndrome

Type of psychology:Developmental psychology; psychopathology
Fields of study:Cognitive processes; organic disorders

Down syndrome is a congenital abnormality characterized by moderate to severe
mental retardation and a distinctive physical appearance caused by a chromoso-
mal aberration, the result of either an error during embryonic cell division or the
inheritance of defective chromosomal material.

Principal terms
chromosomes: small, threadlike bodies containing the genes that are microscopi-

cally visible during cell division
gametes: the egg and sperm cells that unite to form the fertilized egg (zygote) in

reproduction
gene: a segment of the DNA strand containing instructions for the production of

a protein
homologous chromosomes: chromosome pairs of the same size and centromere

position that possess genes for the same traits; one homologous chromosome is
inherited from the father and the other from the mother

meiosis: the type of cell division that produces the cells of reproduction, which contain
one-half of the chromosome number found in the original cell before division

mitosis: the type of cell division that occurs in nonsex cells, which conserves
chromosome number by equal allocation to each of the newly formed cells

translocation: an aberration in chromosome structure resulting from the attach-
ment of chromosomal material to a nonhomologous chromosome

Causes and Symptoms
Down syndrome is an example of a genetic disorder, that is, a disorder arising from
an abnormality in an individual’s genetic material. Down syndrome results from
an incorrect transfer of genetic material in the formation of cells. It is also termed
trisomy 21 because it most commonly results from the presence of an extra copy
of the smallest human chromosome, chromosome 21. Actually, it is not the entire
extra chromosome 21 that is responsible, but rather a small segment of the long
arm of this chromosome. Only two other trisomies occur with any significant
frequency: trisomy 13 (Patau’s syndrome) and trisomy 18 (Edwards’s syndrome).
Both of these disorders are accompanied by multiple severe malformations, result-
ing in death within a few months of birth. Most incidences of Down syndrome are
a consequence of a nondisjunction during meiosis. In about 75 percent of these
cases, the extra chromosome is present in the egg. About 1 percent of Down
syndrome cases occur after the fertilization of normal gametes from a mitosis
nondisjunction, producing a mosaic in which some of the embryo’s cells are
normal and some exhibit trisomy. The degree of mosaicism and its location will
determine the physiological consequences of the nondisjunction. Although mosaic
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individuals range from apparent normality to completely affected, typically the
disorder is less severe.

In about 4 percent of all Down syndrome cases, the individual possesses not an
entire third copy of chromosome 21 but rather extra chromosome 21 material,
which has been incorporated via a translocation into a nonhomologous chromo-
some. In  translocation, pieces of  arms  are  swapped  between  two  nonrelated
chromosomes, forming “hybrid” chromosomes. The most common translocation
associated with Down syndrome is that between the long arm (Down gene area) of
chromosome 21 and an end of chromosome 14. The individual in whom the

Many agencies offer social and emotional support for people with Down syndrome and their
families.(National Library of Medicine)
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translocation has occurred shows no evidence of the aberration, since the normal
complement of genetic material is still present, only at different chromosomal
locations. The difficulty arises when this individual forms gametes. A mother who
possesses the 21/14 translocation, for example, has one normal 21, one normal 14,
and the hybrid chromosomes. She is a genetic carrier for the disorder, because she
can pass it on to her offspring even though she is clinically normal. This mother
could produce three types of viable gametes: one containing the normal 14 and 21;
one containing both translocations, which would result in clinical normality; and
one containing the normal 21 and the translocated 14 having the long arm of 21. If
each gamete were fertilized by normal sperm, two apparently normal embryos and
one partial trisomy 21 Down syndrome embryo would result. Down syndrome that
results from the passing on of translocations is termed familial Down syndrome
and is an inherited disorder.

The presence of an extra copy of the long arm of chromosome 21 causes defects
in many tissues and organs. One major effect of Down syndrome is mental
retardation. The intelligence quotients (IQs) of affected individuals are typically in
the range of 40-50. The IQ varies with age, being higher in childhood than in
adolescence or adult life. The disorder is often accompanied by physical traits such
as short stature, stubby fingers and toes, protruding tongue, and an unusual pattern
of hand creases. Perhaps the most recognized physical feature is the distinctive
slanting of the eyes, caused by a vertical fold (epicanthal fold) of skin near the nasal
bridge which pulls and tilts the eyes slightly toward the nostrils. For normal
Caucasians, the eye runs parallel to the skin fold below the eyebrow; for Asians,
this skin fold covers a major portion of the upper eyelid. In contrast, the epicanthal
fold in trisomy 21 does not cover a major part of the upper eyelid.

It should be noted that not all defects associated with Down syndrome are found
in every affected individual. About 40 percent of Down syndrome patients have
congenital heart defects, while about 10 percent have intestinal blockages. Af-
fected individuals are prone to respiratory infections and contract leukemia at a rate
twenty times that of the general population. Although Down syndrome children
develop the same types of leukemia in the same proportions as other children, the
survival rate of the two groups is markedly different. While the survival rate for
non-Down syndrome patients after ten years is about 30 percent, survival beyond
five years is negligible in Down syndrome patients. It appears that the extra copy
of chromosome 21 not only increases the risk of contracting the cancer but also
exerts a decisive influence on the disease’s outcome. Reproductively, males are
sterile while some females are fertile. Although many Down syndrome infants die
in the first year of life, the mean life expectancy is about thirty years. This reduced
life expectancy results from defects in the immune system, causing a high suscep-
tibility to infectious disease. Most older Down syndrome individuals develop an
Alzheimer’s-like condition, and less than 3 percent live beyond fifty years of age.

Treatment and Therapy
Trisomy 21 is one of the most common human chromosomal aberrations, occur-
ring in about 0.5 percent of all conceptions and in one out of every seven hundred
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to eight hundred live births. About 15 percent of the patients institutionalized for
mental deficiency suffer from Down syndrome.

Even before the chromosomal basis for the disorder was determined, the fre-
quency of Down syndrome births was correlated with increased maternal age. For
mothers at age twenty, the incidence of Down syndrome is about 0.05 percent,
which increases to 0.9 percent by age thirty-five and 3 percent for age forty-five.
Studies comparing the chromosomes of the affected offspring with both parents
have shown that the nondisjunction event is maternal about 75 percent of the time.
This maternal age effect is thought to result from the different manner in which the
male and female gametes are produced.

Gamete production in the male is a continual, lifelong process, while it is a
one-time event in females. Formation of the female’s gametes begins early in
embryonic life, somewhere between the eighth and twentieth weeks. During this
time, cells in the developing ovary divide rapidly by mitosis, forming cells called
primary oocytes. These cells then begin meiosis by pairing up the homologues. The
process is interrupted at this point, and the cells are held in a state of suspended
animation until needed in reproduction, when they are triggered to complete their
division and form eggs. It appears that the frequency of nondisjunction events
increases with the length of the storage period. Studies have demonstrated that cells
in a state of meiosis are particularly sensitive to environmental influences such as
viruses, X rays, and cytotoxic chemicals. It is possible that environmental influ-
ences may play a role in nondisjunction events. Up to age thirty-two, males
contribute an extra chromosome 21 as often as do females. Beyond this age, there
is a rapid increase in nondisjunctional eggs, while the number of nondisjunctional
sperm remains constant. Where the maternal age effect is minimal, mosaicism may
be an important source of the trisomy. An apparently normal mother who possesses
undetected mosaicism can produce trisomy offspring if gametes with an extra
chromosome are produced. In some instances, characteristics such as abnormal
fingerprint patterns have been observed in the mothers and their Down syndrome
offspring.

Techniques such as amniocentesis, chorionic villus sampling, and alpha-
fetoprotein screening are available for prenatal diagnosis of Down syndrome in
fetuses. Amniocentesis, the most widely used technique for prenatal diagnosis, is
generally performed between the fourteenth and sixteenth weeks of pregnancy. In
this technique, about one ounce of fluid is removed from the amniotic cavity
surrounding the fetus by a needle inserted through the mother’s abdomen. Al-
though some testing can be done directly on the fluid (such as the assay for spina
bifida), more information is obtained from the cells shed from the fetus that
accompany the fluid. The mixture obtained in the amniocentesis is spun in a
centrifuge to separate the fluid from the fetal cells. Unfortunately, the chromosome
analysis for Down syndrome cannot be conducted directly on the amount of
cellular material obtained. Although the majority of the cells collected are nonvi-
able, some will grow in culture. These cells are allowed to grow and multiply in
culture for two to four weeks, and then the chromosomes undergo karyotyping,
which will detect both trisomy 21 and translocational aberration.
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In karyotyping, the chromosomes are spread on a microscope slide, stained, and
photographed. Each type of chromosome gives a unique, observable banding
pattern when stained which allows it to be identified. The chromosomes are then
cut out of the photograph and arranged in homologous pairs, in numerical order.
Trisomy 21 is easily observed, since three copies of chromosome 21 are present,
while the translocation shows up as an abnormal banding pattern. Termination of
the pregnancy in the wake of an unfavorable amniocentesis diagnosis is compli-
cated, because the fetus at this point is usually about eighteen to twenty weeks old,
and elective abortions are normally performed between the sixth and twelfth weeks
of pregnancy. Earlier sampling of the amniotic fluid is not possible because of the
small amount of fluid present.

An alternate testing procedure called chorionic villus sampling became avail-
able in the mid-1980’s. In this procedure, a chromosomal analysis is conducted on
a piece of placental tissue that is obtained either vaginally or through the abdomen
during the eighth to eleventh week of pregnancy. The advantages of this procedure
are that it can be done much earlier in the pregnancy and that enough tissue can be
collected to conduct the chromosome analysis  immediately, without the cell
culture step. Consequently, diagnosis can be completed during the first trimester
of the pregnancy, making therapeutic abortion an option for the parents. Chorionic
villus sampling does have some negative aspects. One disadvantage is the slightly
higher incidence of test-induced miscarriage as compared to amniocentesis—
around 1 percent (versus less than 0.5 percent). Also, because tissue of both the
mother and the fetus are obtained in the sampling process, they must be carefully
separated, complicating the analysis. Occasionally, chromosomal abnormalities
are observed in the tested tissue that are not present in the fetus itself.

Prenatal maternal alpha-fetoprotein testing has also been used to diagnose Down
syndrome. Abnormal levels of a substance called maternal alpha-fetoprotein are
often associated with chromosomal disorders. Several research studies have de-
scribed a high correlation between low levels of maternal alpha-fetoprotein and the
occurrence of trisomy 21 in the fetus. By correlating alpha-fetoprotein levels, the
age of the mother, and specific female hormone levels, between 60 percent and 80
percent of fetuses with Down syndrome can be detected. Although techniques
allow Down syndrome to be detected readily in a fetus, there is no effective
intrauterine therapy available to correct the abnormality.

The care of a Down syndrome child presents many challenges for the family
unit. Until the 1970’s, most of these children spent their lives in institutions. With
the increased support services available, however, it is now common for such
children to remain in the family environment. Although many Down syndrome
children have happy dispositions, a significant number have behavioral problems
that can consume the energies of the parents, to the detriment of the other children.
Rearing a Down syndrome child often places a large financial burden on the
family: Such children are, for example, susceptible to illness; they also have special
educational needs. Since Down syndrome children are often conceived late in the
parents’ reproductive period, the parents may not be able to continue to care for
these children throughout their offspring’s adult years. This is problematic because
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many Down syndrome individuals do not possess sufficient mental skills to earn a
living or to manage their affairs without supervision.

All women in their mid-thirties have an increased risk of producing a Down
syndrome infant. Since the resultant trisomy 21 is not of a hereditary nature, the
abnormality can be detected only by the prenatal screening, which is recommended
for all pregnancies of women older than age thirty-four.

For parents who have produced a Down syndrome child, genetic counseling can
be beneficial in determining their risk factor for future pregnancies. The genetic
counselor determines the specific chromosomal aberration that occurred utilizing
chromosome studies of the parents and affected child, along with additional
information provided by the family history. If the cause was nondisjunction and the
mother is young, the recurrence risk is much less than 1 percent; for mothers over
the age of thirty-four, it is about 5 percent. If the cause was translocational, the
Down syndrome is hereditary and risk is much greater—statistically, a one-in-
three chance. In addition, there is a one-in-three chance that clinically normal
offspring will be carriers of the syndrome, producing it in the next generation. For
couples who come from families having a history of spontaneous abortions, which
often result from lethal chromosomal aberrations and/or incidence of Down syn-
drome, it is suggested that they undergo chromosomal screening to detect the
presence of a Down syndrome translocation.

Perspective and Prospects
English physician John L. H. Down is credited with the first clinical description of
Down syndrome, in 1886. Since the distinctive epicanthic fold gave Down children
an appearance that John Down associated with Asians, he termed the condition
“mongolism”—an unfortunate term showing a certain racism on Down’s part,
since it implies that those affected with the condition are throwbacks to a more
“primitive” racial group. Today, the inappropriate term has been replaced with the
term “Down syndrome.”

A French physician, Jérôme Lejeune, suspected that Down syndrome had a
genetic basis and began to study the condition in 1953. A comparison of the
fingerprints and  palm  prints of affected individuals with  those of unaffected
individuals showed a high frequency of abnormalities in the prints of those with
Down syndrome. These prints are developed very early in development and serve
as a record of events that take place early in embryogenesis. The extent of the
changes in print patterns led Lejeune to the conclusion that the condition was not
a result of the action of one or two genes but rather of many genes or even an entire
chromosome. Upon microscopic examination, he observed that Down syndrome
children possess forty-seven chromosomes instead of the forty-six chromosomes
found in normal children. In 1959, Lejeune published his findings, showing that
Down syndrome is caused by the presence of an extra chromosome which was later
identified as an extra copy of chromosome 21. This first observation of a human
chromosomal abnormality marked a turning point in the study of human genetics.
It demonstrated that genetic defects not only were caused by mutations of single
genes but also could be associated with changes in chromosome number. Although
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the presence of an extra chromosome allows varying degrees of development to
occur, most of these abnormalities result in fetal death, with only a few resulting
in live birth. Down syndrome is unusual in that the affected individual often
survives into adulthood.
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Dyslexia
Dyslexia

Type of psychology:Language
Fields of study:Childhood and adolescent disorders

Dyslexia is often defined as severe reading disability in children of otherwise
average or above-average intelligence; it is thought to be caused by neuropsy-
chological problems. Dyslexia frustrates afflicted children, damages their self-
image, produces grave maladjustment in many cases, and decreases their adult
contributions to society.

Principal terms
auditory dyslexia: the inability to perceive individual sounds associated with

written language (for example, certain vowels or consonants)
brain dysfunction: disordered or impaired brain function resulting from damage

too minor to be observed by existing biomedical technology
dysgraphia: the inability to write legibly, resulting from badly impaired hand-eye

coordination
imprinting: a method of training a dyslexic person to overcome reading problems

by use of often-repeated, exaggerated language drills
kinesthetic: related to the sensation of body position, presence, or movement,

resulting mostly from the stimulation of sensory nerves in muscles, tendons, and
joints

phonology: the science of speech sounds, especially phonetics and phonemics
visual dyslexia: the lack of ability to translate observed written or printed

language into meaningful terms

Causes and Symptoms
The ability to read quickly and well is essential for success in modern industrial-
ized societies. Several researchers, including Robert E. Valett, have pointed out that
an individual must acquire considerable basic cognitive and perceptual-linguistic
skills in order to learn to read. First, it is necessary to learn to focus one’s attention,
to concentrate, to follow directions, and to understand the language spoken in daily
life. Next, it is essential to develop the following: auditory and visual memory with
sequencing ability; word-decoding skills; a facility for structural-contextual lan-
guage analysis; the ability to interpret the written language; a useful vocabulary
that expands as needed; and speed in scanning and interpreting written language.
Valett has noted that these skills are taught in all good developmental reading
programs.

Yet 20 to 25 percent of the population of the United States and many other
industrialized societies, people who otherwise possess at least average intelligence,
cannot develop good reading skills. Many such people are viewed as suffering from
a neurological disorder called dyslexia, a term that was first introduced by a
German ophthalmologist, Rudolph Berlin, more than one hundred years ago.
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Berlin meant it to designate all those individuals who possessed an average or
above-average performance intelligence quotient (IQ) but who could not read
adequately because of an inability to process language symbols.

Others reported children who could see perfectly well but who acted as if they
were blind to the written language. For example, they could see a bird flying but
were unable to identify the word “bird” written in a sentence. In essence, though
the problem has been redefined many times over the ensuing years, the modern
definition of dyslexia is still fairly close to Berlin’s definition.

Two basic explanations have evolved for dyslexia. Many physicians propose that
it is caused by either brain damage or brain dysfunction. Evolution of the problem
is attributed to accident, to disease, or to faults in body chemistry. Diagnosis is
made by the use of electroencephalograms (EEGs), computed tomography (CT)
scans, and other related technology. After such evaluation, medication is often used
to diminish  hyperactivity and nervousness,  and a group of  physical training
procedures called patterning are used as tools to counter the neurological defects.

In contrast, many special educators and other related researchers believe that the
problem is one of dormant, immature, or undeveloped learning centers in the brain.
The proponents of this concept encourage the correction of dyslexic problems by
emphasized teaching of specific reading skills to appropriate individuals. While
such experts also agree that use of appropriate medication can be of value, they
lend most of their efforts to curing the problem by a process called imprinting,
which essentially trains the dyslexic patient through use of often-repeated, exag-
gerated language drills.

Another interesting point of view is the idea that dyslexia may at least partly be
the fault of the written languages of the Western world. Rudolph F. Wagner has
pointed out that children in Japan exhibit an incidence of dyslexia that is less than
1 percent. One explanation for this, say Wagner and others, is that the languages of
the Western world require reading from left to right. This characteristic is absent
in Japanese—possibly, they suggest, making it easier to learn.

A number of experts, among them Dale R. Jordan, recognize three types of
dyslexia. The most common type—and the one most often identified as dys-
lexia—is visual dyslexia: the lack of ability to translate observed written or printed
language into meaningful terms. The major difficulty here is that the afflicted
people see certain letters backward or upside down. The result is that, to them, a
written sentence is a jumble of letters whose accurate translation may require five
times as much time as would be needed by an unafflicted person.

The other two problems viewed as dyslexia are auditory dyslexia and dys-
graphia. Auditory dyslexia is the inability to perceive individual sounds of spoken
language. Despite having  normal  hearing, auditory dyslexics are  deaf  to the
differences between certain vowel or consonant sounds; what they cannot hear,
they cannot write. Dysgraphia is the inability to write legibly. The basis for this
problem is a lack of the hand-eye coordination required to write legibly.

Usually, a child who suffers from visual dyslexia also exhibits elements of
auditory dyslexia. This complicates the issue of teaching such a student, because
only one type of dyslexic symptom can be treated at a time. Also, dyslexia appears
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to be a sex-linked disorder; three to four times as many boys have it as do girls. In
all cases, early diagnosis and treatment of dyslexia are essential to its eventual
correction. For example, if treatment begins before the third grade, there is an 80
percent probability that dyslexia can be corrected. When dyslexia remains undis-
covered until the fifth grade, this probability is halved. If treatment does not begin
until the seventh grade, the probability of successful treatment is only 3 to 5
percent.

Preliminary identification of the dyslexic child often can be made from symp-
toms that include poor written schoolwork, easy distractibility, clumsiness, poor
coordination and spatial orientation, confused writing and/or spelling, and poor
left-right orientation. Because nondyslexic children can also show many of these
symptoms, the second step of such identification is the use of written tests designed
to pick out dyslexic children. These include the Peabody Individual Achievement
Test, the Halstead-Reitan Neuropsychological Test Battery, and the SOYBAR
Criterion Tests. Many more personalized tests are also available.

Treatment and Therapy
Once conclusive identification of a dyslexic child has been made, it becomes
possible to begin a corrective treatment program. Most such programs are carried
out by special-education teachers in school resource rooms, in special classes
limited to children with reading disabilities, and in schools that specialize in
treating the disorder.

One often-cited method is that of Grace Fernald, which utilizes kinesthetic
imprinting, based on a combination of “language experience” and tactile stimula-
tion. In this popular method, a given child learns to read as follows. First, the child
relates a spontaneous story to the teacher, who transcribes it. Next, each word
unknown to the child is written down by the teacher, and the child traces its letters
over and over until he or she can write that word without using the model. Each
word learned becomes part of the child’s word file. A large number of stories are
handled this way. Many variants of the method are in use. Though it is quite slow,
many anecdotal reports praise its results. (Despite this, Donald K. Routh pointed
out in 1987 that the method had never been subjected to a rigorous, controlled
study of its efficacy.)

A second common method utilized by special educators is the Orton-Gilling-
ham-Stillman method, developed in a collaboration by teachers Anna Gillingham
and Essie Stillman and the pediatric neurologist Samuel T. Orton. The method
evolved from Orton’s conceptualization of language as developing from a se-
quence of processes in the nervous system that end in unilateral control by the left
cerebral hemisphere. He proposed that dyslexia arises from conflicts, which need
to be corrected, between this hemisphere and the right cerebral hemisphere, usually
involved in the handling of nonverbal, pictorial, and spatial stimuli.

Consequently, the method used is multisensory and kinesthetic, like Fernald’s;
however, it begins with the teaching of individual letters and phonemes, and
progresses to dealing with syllables, words, and sentences. Children taught by this
method are drilled systematically to imprint a mastery of phonics and the sounding
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out of unknown written words. They are encouraged to learn how the elements of
written language look, how they sound, how it feels to pronounce them, and how
it feels to write them down. Donald Routh has pointed out that the Orton-Gilling-
ham-Stillman method is equally laborious as that of Fernald. It is widely used and
appreciated, however, and believed to work well.

Another method that merits brief discussion is the use of therapeutic drugs in the
treatment of dyslexia. Most physicians and educators propose the use of these
drugs as a useful adjunct to the training of dyslexic children who are easily
distracted and restless or who have low morale because of embarrassment resulting
from peer pressure. The drugs used most often are the amphetamine Dexedrine and
methylphenidate (Ritalin).

These stimulants, taken in appropriate doses, lengthen the time period during
which some dyslexic children function well in the classroom and also produce
feelings of self-confidence. Side effects of overdose, however, include lost appe-
tite, nausea, nervousness, and sleeplessness. Furthermore, there is the potential
problem of drug abuse. Despite this, numerous sources (including both Valett and
Jordan) indicate that stimulant benefits far outweigh any possible risks when the
drugs are utilized carefully and under close medical  supervision. Other, less
dependable therapies sometimes attempted include special diets and the use of
vitamins and minerals.

One other important aspect of the treatment of dyslexia is good parental emo-
tional support, which helps children cope with their problems and with peer
pressure. Useful aspects of this support include a positive attitude toward the
afflicted child; appropriate home help for the child that complements efforts
undertaken at school; encouragement and praise for achievements, without re-
crimination when repeated mistakes are made; and good interaction with special-
education teachers assigned to a child.

Perspective and Prospects
The identification of dyslexia more than one hundred years ago, which resulted
from the endeavors of the German physician Rudolph Berlin and of W. A. Morgan,
in England, launched efforts to find a cure for this unfortunate disorder. In 1917,
the Scottish eye surgeon James Hinshelwood published a book on dyslexia, which
he viewed as being a hereditary problem, and the phenomenon became better
known to physicians. Attempts at educating dyslexics, as recommended by Hin-
shelwood and other physicians, were highly individualized until the endeavors of
Orton and coworkers and of Fernald led to more standardized and soon widely used
methods.

Furthermore, with the development of a more complete understanding of the
brain and its many functions, better counseling facilities, and the conceptualization
and actualization of both parent-child and parent-counselor interactions, the prog-
nosis for successful dyslexic training has improved significantly. Also, a number
of extensive studies of dyslexic children have been carried out and have identified
dyslexia as a complex syndrome composed of numerous associated behavioral
dysfunctions related to visual-motor brain immaturity. These include poor memory
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for details, easy distractibility, poor motor skills, letter and word reversal, and the
inability to distinguish between important elements of the spoken language.

A particularly extensive and useful study was carried out by Edith Klasen and
described in her bookThe Syndrome of Specific Dyslexia: With Special Considera-
tion of Its Physiological, Psychological, Testpsychological, and Social Correlates
(1972). The Klasen study identified the role of psychoanalytical interventions in
the treatment of some dyslexic subjects, and it pointed out that environmental and
socioeconomic factors contribute relatively little to occurrence of dyslexia but
affect the outcomes of its treatment.

It is the endeavors of special education that have made the greatest inroads into
treatment of dyslexia. Further advances in the area will undoubtedly be made, as
the science of the mind grows and diversifies and as the contributions of the
psychologist, physician, physiologist, and special educator mesh together more
effectively.
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Eating Disorders
Eating Disorders

Type of psychology:Psychopathology
Fields of study:Childhood and adolescent disorders

A set of emotional disorders centering on body image that lead to misuse of food
in a variety of ways—through overeating, overeating and purging, or undereat-
ing—that severely threaten the physical and mental well-being of the individual.

Principal terms
amenorrhea: the cessation of menstruation
anorexia nervosa: a disorder characterized by the phobic avoidance of eating,

the relentless pursuit of thinness, and fear of gaining weight
arrhythmia: irregularity or loss of rhythm, especially of the heartbeat
bulimia: a disorder characterized by binge eating followed by self-induced vom-

iting
electrolytes: ionized salts in blood, tissue fluid, and cells, including salts of

potassium, sodium, and chloride

Causes and Symptoms
The presence of an eating disorder in a patient is defined by an abnormal mental
and physical relationship between body image and eating. While obesity is consid-
ered an eating disorder, the most prominent conditions are anorexia nervosa and
bulimia nervosa. Anorexia nervosa (the word “anorexia” comes from the Greek for
“loss of appetite”) is an illness characterized by the relentless pursuit of thinness
and fear of gaining weight. Bulimia nervosa (the word “bulimia” comes from the
Greek for “ox appetite”) refers to binge eating followed by self-induced vomiting.
These conditions are related in intimate, yet ill-defined ways.

Anorexia nervosa affects more women than men by the overwhelming ratio of
nineteen to one. It most often begins in adolescence and is more common among
the upper and middle classes of the Western world. According to most studies, its
incidence increased severalfold from the 1970’s to the 1990’s. Prevalence figures
vary from 0.5 to 0.8 cases per one hundred adolescent girls. A familiar pattern of
anorexia nervosa is often present, and studies indicate that 16 percent of the
mothers and 23 percent of the fathers of anorectic patients had a history of
significantly low adolescent weight or weight phobia.

The criteria for anorexia nervosa include intense fear of becoming obese, which
does not diminish with the progression of weight loss; disturbance of body image,
or feeling “fat” even when emaciated; refusal to maintain body weight over a
minimal weight for age and height; the loss of 25 percent of original body weight
or being 25 percent below expected weight based on standard growth charts; and
no known physical illness that would account for the weight loss. Anorexia nervosa
is also classified into primary and secondary forms. The primary condition is the
distinct constellation of behaviors described above. In secondary anorexia nervosa,
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the weight loss results from another emotional or organic disorder.
The most prominent symptom of anorexia nervosa is a phobic avoidance of

eating that goes beyond any reasonable level of dieting in the presence of striking
thinness. Attending this symptom is the characteristic distorted body image and
faulty perceptions of hunger and satiety, as well as a pervasive sense of inadequacy.

The distortion of body image renders patients unable to evaluate their body
weight accurately, so that they react to weight loss by intensifying their desire for
thinness. Patients characteristically describe themselves as “fat” and “gross” even
when totally emaciated. The degree of disturbance in body image is a useful
prognostic index. Faulty perception of inner, visceral sensations, such as hunger
and satiety, extends also to emotional states. The problem of nonrecognition of
feelings is usually intensified with starvation.

Other cognitive distortions are also common in anorectic patients. Dichotomous
reasoning—the assessment of self or others—is either idealized or degraded.
Personalization of situations and a tendency to overgeneralize are common. Ano-
rectics display an extraordinary amount of energy, directed to exercise and school-
work in the face of starvation, but may curtail or avoid social relationships. Crying
spells and complaints of depression are common findings and may persist in some
anorectic patients even after weight is gained.

Sleep disturbances have also been reported in anorectics. Obsessive and/or
compulsive behaviors, usually developing after the onset of the eating symptoms,
abound with anorexia. Obsession with cleanliness and house cleaning, frequent
handwashing, compulsive studying habits, and ritualistic behaviors are common.

As expected, the most striking compulsions involve food and eating. Anorectics’
intense involvement with food belies their apparent lack of interest in it. The term
“anorexia” is, in fact, a misnomer because lack of appetite is rare until late in the
illness. Anorectics often carry large quantities of sweets in their purses and hide
candies or cookies in various places. They frequently collect recipes and engage in
elaborate meal preparation for others. Anorectics’behavior also includes refusal to
eat with their families and in public places. When unable to reduce food intake
openly, they may resort to such subterfuge as hiding food or disposing of it in
toilets. If the restriction of food intake does not suffice for losing weight, the patient
may resort to vomiting, usually at night and in secret. Self-induced vomiting then
becomes associated with bulimia. Some patients also abuse laxatives and diuretics.

Commonly reported physical symptoms include constipation, abdominal pain,
and cold intolerance. With severe weight loss, feelings of weakness and lethargy
replace the drive to exercise. Amenorrhea (cessation of menstruation) occurs in
virtually all cases, although it is not essential for a diagnosis of anorexia. Weight
loss generally precedes the loss of the menstrual cycle. Other physical symptoms
reveal the effects of starvation. Potassium depletion is the most frequent serious
problem occurring with both anorexia and bulimia. Gastrointestinal disturbances
are common, and death may occur from either infection or electrolyte imbalance.

Bulimia usually occurs between the ages of twelve and forty, with greatest
frequency between the ages of fifteen and thirty. Unlike anorectics, bulimics
usually are of normal weight, although some have a history of anorexia or obesity.
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Like anorectics, however, they  are not  satisfied by  normal food  intake. The
characteristic symptom of bulimia is episodic, uncontrollable binge eating fol-
lowed by vomiting or purging. The binge eating, usually preceded by a period of
dieting lasting a few months or more, occurs when patients are alone at home and
lasts about one hour. In the early stages of the illness, patients may need to
stimulate their throat with a finger or spoon to induce vomiting, but later they can
vomit at will. At times, abrasions and bruises on the back of the hand are produced
during vomiting. The binge-purge cycle is usually followed by sadness, self-
deprecation, and regret. Bulimic patients have troubled interpersonal relationships,
poor self-concept, a high level of anxiety and depression, and poor impulse control.
Alcohol and drug abuse are not uncommon with bulimia, in contrast to their
infrequency with anorexia.

From the medical perspective, bulimia is nearly as damaging to its practitioners
as anorexia. Dental problems, including discoloration and erosion of tooth enamel
and irritation of gums by highly acidic gastric juice, are frequent. Electrolyte
imbalance, such as metabolic alkalosis or hypokalemia (low potassium levels)
caused by the self-induced vomiting, is a constant threat. Parotid gland enlarge-
ment, esophageal lacerations, and acute gastric dilatation may occur. Cardiac
irregularities may also result. The chronic use of emetics such as ipecac to induce
vomiting after eating may result in cardiomyopathy (disease of the middle layer of
the walls of the heart, the myocardium), occasionally with a fatal outcome. While
their menstrual periods are irregular, these patients are seldom amenorrheic.

Another eating disorder, obesity, is the most prevalent nutritional disorder of the
Western world. Using the most commonly accepted definition of obesity—a body
weight greater than 20 percent above an individual’s normal or desirable weight—
approximately 35 percent of adults in the United States were considered obese at
the end of the 1990’s. This figure represents twice the proportion of the population
that was obese in 1900. More sedentary lifestyles strongly contributed to this
increase. Although the problem affects both sexes, obesity is found in a larger
portion of women than men. In the forty- to forty-nine-year-old age group, 40
percent of women, while only 30 percent of men, were found to meet the criterion
for obesity. Prevalence of obesity increases with both age and lower socioeconomic
status.

While results of both animal and human studies suggest that obesity is geneti-
cally influenced to some degree, most human obesity is reflective of numerous
influences and conditions. Evidence indicates that the relationship between caloric
intake and adipose tissue is not as straightforward as had been assumed. In the light
of this evidence, the failure to lose unwanted pounds and the failure to maintain
hard-won weight  loss experienced by many dieters seem much more under-
standable. Frequently, obese individuals are viewed pejoratively by others and by
themselves. They are seen as having insufficient willpower and self-discipline. It
is incorrectly assumed that it is no more difficult for most obese individuals to lose
fat by decreasing caloric intake than it is for individuals in a normal weight range
and that it is just as easy for the obese to maintain normal weight as it is for those
who have never been obese.
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Treatment and Therapy
The management of anorectic patients, in either hospital or outpatient settings, may
include individual psychotherapy, family therapy, behavior modification, and phar-
macotherapy. Many anorectic patients are quite physically ill when they first
consult a physician, and medical evaluation and management in a hospital may be
necessary at this stage. A gastroenterologist or other medical specialist familiar
with this condition may be required to evaluate electrolyte disturbance, emaciation,
hypothermia, skin problems, hair loss, sensitivity to cold, fatigue, and cardiac
arrhythmias. Starvation may cause cognitive and psychological disturbances that
limit the patient’s cooperation with treatment.

Indications for hospitalization are weight loss exceeding 30 percent of ideal
body weight or the presence of serious medical complications. Most clinicians
continue the hospitalization until 80 percent to 85 percent of the ideal body weight
is reached. The hospitalization makes possible hyperalimentation (intravenous
infusion of nutrients) when medically necessary. Furthermore, individual and
family psychiatric evaluations can be performed and a therapeutic alliance estab-
lished more rapidly with the patient hospitalized.

Most programs utilize behavior modification during the course of hospitalization,
making increased privileges such as physical and social activities and visiting
contingent on weight gain. A medically safe rate of weight gain is approximately
one-quarter of a pound a day. Patients are weighed daily, after the bladder is emptied,
and daily fluid intake and output are recorded. Patients with bulimic characteristics
may be required to stay in the room two hours after each meal without access to the
bathroom to prevent vomiting. Some behavior modification programs emphasize
formal contracting, negative contingencies, the practice of avoidance behavior,
relaxation techniques, role-playing, and systematic desensitization.

The goal of dynamic psychotherapy is to achieve patient autonomy and inde-
pendence. The female anorectic patient often uses her body as a battleground for
the separation or individuation struggle with her mother. The cognitive therapeutic
approach begins with helping the patient to articulate beliefs, change her view of
herself as the center of the universe, and render her expectations of the conse-
quences of food intake less catastrophic. The therapist acknowledges the patient’s
beliefs as genuine, particularly the belief that her self-worth is dependent on
achieving and maintaining a low weight. Through a gradual modification of
self-assessment, the deficits in the patient’s self-esteem are remedied. The therapist
also challenges the cultural values surrounding body shape and addresses behav-
ioral and family issues such as setting weight goals and living conditions.

The behavioral management of bulimia includes an examination of the patient’s
thinking and behavior toward eating and life challenges in general. The patient is
made fully aware of the extent of her binging by being asked to keep a daily record
of her eating and vomiting practices. A contract is then established with the patient
to help her restrict her eating to three or four planned meals per day. The second
stage of treatment emphasizes self-control in eating as well as in other areas of the
patient’s life. In the final stage of treatment, the patient is assisted in maintaining
her new, more constructive eating behaviors.
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Almost all clinicians work intensively with the family of anorectic patients,
particularly in the initial stage of treatment. Family treatment begins with the
current family structure and later addresses the early family functioning that can
influence family dynamics dramatically. Multigenerational sources of conflict are
also examined.

Family therapy with bulimics explores the sources of family conflicts and helps
the family to resolve them. Particular attention is directed toward gender roles in
the family, as well as the anxiety of the parents in allowing their children autonomy
and self-sufficiency. The roots of impulsive and depressive behaviors and the role
of parental satisfaction with the patients’ lives and circumstances are often ex-
plored and addressed.

In the treatment of obesity, the use of a reduced-calorie diet regimen alone does
not appear to be an effective treatment approach for many patients, and it is
believed that clinicians may do more harm than good by prescribing it. In addition
to the high number of therapeutic failures and possible exacerbation of the prob-
lem, negative emotional responses are common side effects. Depression, anxiety,
irritability, and preoccupation with food appear to be associated with dieting. Such
responses have been found to occur in as many as half of the general obese
population while on weight-loss diets and are seen with even greater frequency in
the severely obese. Some researchers conclude that some cases are better off with
no treatment. Their reasoning is based not only on the ineffectiveness of past
treatments and the evidence of biological bases for differences in body size but also
on the fact that mild to moderate obesity does not appear to put women (or men)
at significant health risk. Moreover, an increase in the incidence of serious eating
disorders in women has accompanied the increasingly stringent cultural standards
of thinness for women. Given the present level of knowledge, it may be that some
individuals would benefit most by adjusting to a weight that is higher than the
culturally determined ideal.

When an individual of twenty-five to thirty-four years of age is more than 100
percent above normal weight level, however, there is a twelvefold increase in
mortality, and the need for treatment is clear. Although much of the increased risk
is related to the effects of extreme overweight on other diseases (such as diabetes,
hypertension, and arthritis), these risks can decrease with weight loss. Conserva-
tive treatments have had very poor success rates with this group, both in achieving
weight reduction and in maintaining any reductions accomplished. Inpatient star-
vation therapy has had some success in reducing weight in the severely obese but
is a disruptive, expensive, and risky procedure requiring very careful medical
monitoring to avoid fatality. Furthermore, for those patients who successfully
reduce their weight by this method, only about half will maintain the reduction.

Severe obesity seems to be treated most effectively by surgical measures, which
include wiring the jaws to make oral intake nearly impossible, reducing the size of
the stomach by suturing methods, or short-circuiting a portion of the intestine so
as to reduce the area available for uptake of nutrients. None of these methods,
however, are without risk.
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Perspective and Prospects
The apparent increase in the incidence of anorexia and bulimia in the 1980’s and
the interest that they have generated both within the scientific community and
among the general public have created the impression that these are new diseases.
Although scientific writings on the two disorders were uncommon before the early
1960’s, eating disorders are by no means recent developments.

Many early accounts of what might have been the condition of anorexia nervosa
exist. The clearest and most-detailed account is probably the treatise by Richard
Morton, a London physician, in hisPhthisiologica: Or, A Treatise of Consumptions
(1964), first published in Latin. In the book, he described several conditions of
consumption, devoting one section to the condition of “nervous consumption” in
which the emaciation occurred without any remarkable fever, cough, or shortness
of breath. He believed the illness to be the result of violent “passions of the mind,”
the intemperate drinking of alcohol, and an “unwholesome air.” He then described
two cases, an eighteen-year-old woman who subsequently died following a “faint-
ing fit” and a sixteen-year-old boy who made a partial recovery.

The term “anorexia nervosa” was first used by Sir William Gull (1816-1890), a
physician at Guy’s Hospital in London, in a paper published in 1874 in which he
described the case histories of four women, including one for whom the illness was
fatal. He had first mentioned the illness, briefly calling it “apepsia hysterica,” in a
lengthy address on diagnosis in medicine that he delivered in Oxford, England, in
1868. By 1874, however, he believed that the term “anorexia” would be more
correct, and he preferred the more general term “nervosa,” since the disease occurs
in males as well as females. As part of the clinical picture of the illness, he
emphasized the presence of amenorrhea, constipation, bradycardia, loss of appe-
tite, emaciation, and in some cases low body temperature, edema in the legs, and
cyanotic peripheries. He commented particularly on the remarkable restlessness
and “mental perversity” of the patients and was convinced that the loss of appe-
tite was central in origin. He found the illness to occur mainly in young females
between the ages of sixteen and twenty-three.

Ernest Charles Laseque (1816-1883), a professor of clinical medicine in Paris,
published an article in 1873 in which he reported on eight patients. He found the
illness to occur mostly in young women between the ages of fifteen and twenty,
with the onset precipitated  by some emotional upset.  He  also  described  the
occurrence of diminished food intake, constipation, increased activity, amenor-
rhea, and the patient’s contentment with her condition despite the entreaties and
threats of family members.

Despite these promising beginnings, the concept of anorexia nervosa was not
clearly established until modern times. The main reason for the conceptual confu-
sion was the overgeneralized interpretation of the nature of the patient’s refusal to
eat. A second source of confusion was the erroneous view that severe emaciation
was a frequent, if not primary, feature of hypopituitarism, a condition first de-
scribed in 1914. That anorexia nervosa was not related to hypopituitarism was
finally clarified by researchers in 1949, but the overgeneralized interpretation of
the nature of the food refusal persisted into the early 1960’s.
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If anorexia is taken to mean a loss of the desire to eat, then there is no doubt that
the term “anorexia nervosa” is a misnomer. Anorectic patients refuse to eat not
because they have no appetite, but because they are afraid to eat; the food refusal
or aversion to eating is the result of an implacable and distorted attitude toward
weight, shape, and fatness. The idea that this characteristic attitude is the primary
feature of the disorder was not clearly formulated until the early 1960’s. Once the
concept took hold, the illness of anorexia nervosa became distinguishable from
other illnesses that led to similar malnutrition. Thus, for example, a person with
hysteria may refuse to eat because of a genuine loss of appetite but does demon-
strate the characteristic pursuit of thinness. In the 1980’s, there was a revival of the
idea that the eating disorders are merely variants of an affective illness.

After occurrences of vomiting and binge eating in a context of anorexia nervosa
were described, other investigators proposed two subgroups of anorectic patients:
the restrictors and the vomiters. This idea was taken further in 1980 by researchers
who divided anorexia nervosa into the restrictor and the bulimic subgroups. The
occurrence of binge eating in the context of obesity was described as early as 1959,
and in 1970, one investigator described the condition as the “stuffing syndrome.”
Meanwhile, in 1977, several researchers in Japan proposed thatkibarashigui
(binge eating with an orgiastic quality) be delineated as a separate syndrome from
anorexia nervosa. The confusion produced by using a symptom (bulimia) to
describe a syndrome (also bulimia) is considerable, and in the English-speaking
world the terms “bulimarexia,” “dietary chaos syndrome,” and “abnormal normal
weight control syndrome” have been proposed for the binge-eating syndrome in
patients with a normal or near-normal weight.

In 1980, the American Psychiatric Association (APA) distinguished bulimia as
a syndrome from anorexia nervosa, and in 1987, the APA replaced the term with
“bulimia nervosa.” Doubts still persisted, however, regarding the identification of
the eating disorders. On the one hand, the boundary between the disorders and
“normal” dieting behavior seems blurred. On the other hand, the eating disorders
are sometimes considered to be variants of other psychiatric illnesses, previously
schizophrenia, obsessive-compulsive disorder, and in the 1980’s, the mood disor-
ders. A discussion of the eating disorders is necessary if researchers are to agree
on definitions so that the disorders are distinguishable from a major depression or
from each other.
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Electroconvulsive

Therapy
Electroconvulsive Therapy

Type of psychology:Psychotherapy
Fields of study:Biological treatments

Electroconvulsive therapy (ECT), or “shock” therapy, is the controlled application
of an electric current to the brain to induce a seizure. This treatment is used
primarily for severe and debilitating mental disorders, such as major depression.
It is a controversial treatment that has both proponents and opponents.

Principal terms
anterograde amnesia: the inability to remember new material
grand mal seizure: a seizure characterized by intense stiffening of the body

followed by sharp, jerky movements and unconsciousness
mania: a mental disorder marked by extreme hyperactivity, agitation, racing

thoughts, and distractibility
psychotropic medication: medication that is used in the treatment of mental

disorders
retrograde amnesia: the inability to remember things from the past
schizophrenia: a mental disorder marked by disorganized and odd thinking,

hearing or seeing things that are not there, and flattened or blunt affect
somatic therapy: a treatment for a mental disorder that involves a physical

component, such as medications or ECT

Overview
Electroconvulsive therapy (ECT), sometimes known as shock therapy, is a somatic,
or physical, form of therapy that is used for some individuals who suffer from
severe mental disorders. It involves the direct application of an electric current to
the brain. Typically, this current lasts for up to one second at a rate of 140 to 170
volts. The purpose of this electrical charge is to induce a grand mal seizure that will
usually last for thirty to sixty seconds. The seizure that is induced is similar to those
experienced in some types of epilepsy. It is through this grand mal seizure that ECT
has its beneficial effect in reducing the symptoms of the patient.

The use of electrical charges as a medical treatment has been reported for
centuries. As early as 47c.e., Scribonius Largus used an electric eel to treat
headaches. During the sixteenth century, Ethiopians were reported to have used
electric catfish to expel evil spirits from the bodies of the mentally ill. Direct
electric charges for the treatment of nervous complaints was also reported during
the eighteenth century in Europe.

The modern application of electric current for the treatment of individuals with
mental disorders began in 1938. It was at this time that two Italians, Ungo Cerletti,
a psychiatrist, and Lucino Bini, a neuropathologist, invented the first ECT machine
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for use on humans. Cerletti and Bini first used their newly developed ECT machine
to induce convulsions for the treatment of schizophrenic patients, and they reported
that the treatment was a success.

ECT was introduced into the United States in 1940, at which time it quickly
became the major somatic treatment for all severely disturbed individuals, regard-
less of mental disorder. By the mid-1950’s, its use began to decline rapidly for
several reasons, including the introduction of psychotropic medications, increasing
demands for civil rights for the mentally ill, and concerns about potential adverse
effects of ECT. Subsequently, however, a growing body of research has indicated
that ECT is an effective treatment for some severe mental disorders. This research
has led to a gradual increase in the acceptance of its use, particularly in the
treatment of severely depressed individuals.

When ECT was first used for the treatment of mental disorders, the patient
would be strapped to a table and, without any medications or other medical
safeguards, would be administered the electrical current and sent into a convulsion.
During this convulsion, the patient would thrash around on the table, often being
left with broken limbs and other physical complications. In its current use, prior to
administration of the ECT, the patient is given a muscle relaxant, which completely
immobilizes the body, and anesthesia, which makes the patient completely uncon-
scious. The result of these safeguards has been a much safer treatment of the
patient.

The theoretical basis of the original use of ECT had to do with the observation
that schizophrenia and epilepsy rarely occur together, suggesting that the two are
mutually exclusive. Based on this observation, it was hypothesized that, if a seizure
could be induced in a schizophrenic, the schizophrenic symptoms could be elimi-
nated. Physicians  had tried previously to induce such seizures by means  of
injections of insulin, camphor, and other chemicals, but these approaches proved
to be too dangerous for the patients.

Although this early theory of the mechanics of ECT has been refuted, there still
is little knowledge of how and why ECT actually works. The only fact that has been
firmly established is that it is the seizure that ECT induces that creates any positive
changes in the patient’s symptoms. There is no clear-cut explanation, however, of
how the seizure creates the changes. Several theories have been developed to
explain the process, most of which center on ECT’s effect on neurotransmitters.

Neurotransmitters are chemicals that are used in the brain to transmit messages from
one cell to another. One well-accepted theory holds that abnormalities in the level and
utilization of certain neurotransmitters lead to the development of mental disorders
such as depression, schizophrenia, and mania. Consequently, it is thought that ECT,
through the creation of a seizure, somehow affects the level and utilization of some of
these neurotransmitters, and that it is this process that reduces the patient’s symptoms
of mental disorder. While research to investigate how ECT works continues, it is
important to remember that, as with all somatic treatments, ECT does not cure the
disorder; it provides only temporary relief from the symptoms.

Despite its reported effectiveness, ECT remains a controversial treatment for
mental disorders. Opponents point to potential adverse effects that ECT can cause,
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particularly the possibility of permanent brain damage resulting from the induced
seizure. These opponents, who highlight the negative effects that ECT can have on
a patient’s memory, prefer the use of alternative treatment methods. The public
media have served to exacerbate negative perceptions of ECT by depicting it as an
inhumane treatment that is used only to control and punish malcontents, not to help
the severely disturbed. There is perhaps no better example of the media’s distorted
depiction of ECT than that found in the filmOne Flew over the Cuckoo’s Nest
(1975), in which ECT was used as a brutal method to control and manage the main
character. As a result of these misunderstandings and distorted perceptions, ECT
is often not used when it might be helpful.

Applications
It has been estimated that each year 60,000 to 100,000 people in the United States
receive electroconvulsive therapy. This form of treatment has been used to treat a
veriety of mental disorders, including severe major depression, schizophrenia, and
mania. Several surveys have indicated that more than three-fourths of individuals
who receive ECT have been diagnosed as suffering from severe major depression.
The second-largest group of individuals receiving ECT consists of those who have
been diagnosed as schizophrenic. While there is substantial evidence that ECT is
effective in the treatment of severe major depression, the evidence supporting the
use of ECT to treat other disorders is not as strong.

Generally speaking, ECT is not seen as a treatment of choice. That is, it will most
likely not be the first treatment given to someone suffering from a severe mental
disorder. Instead, it is typically viewed as the treatment of last resort and is used
primarily to treat individuals who do not respond to any other treatments. For
example, a typical course of treatment for an individual suffering from debilitating
severe major depression would be first to try talking therapy and to use one of the
many antidepressant medications. For most people, it takes two to four weeks to
respond to such medications. If the patient does not respond to the medication,
another antidepressant medication may be tried. If, after several trials of medica-
tion, the patient still does not respond and continues to be severely depressed, ECT
might be considered a viable option.

There are few individuals for whom ECT might be considered the treatment of
choice. These individuals include those who are in a life-threatening situation, such
as those who show symptoms of severe anorexia or strong suicidal tendencies, or
those for whom medications would be damaging. ECT might be used to treat
pregnant women, for example,  since  it presents fewer risks for a fetus than
medication does, or individuals with heart disease, for whom medications can
cause severe complications.

Because of the stigma attached to ECT as a result of its historical misuse and its
characterization in the popular media, many physicians believe that ECT is not
used as widely as it could and should be. Often, ECT is suggested as the treatment
of choice, but because of its stigma, other approaches are tried first. The effect of
this decision is to deprive the patient of an effective treatment and delay or prevent
remission.
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When ECT is indicated for the treatment of a mental disorder, it usually involves
five to ten applications of ECT administered at a rate of two or three per week. The
number of ECT treatments given, however, will vary depending on the individual’s
medical history and the severity of the presenting symptoms. ECT is always
administered by a physician; it cannot be ordered by a psychologist. When ECT is
applied, many medical safeguards are used to prevent or minimize adverse effects.
These include the use of a muscle relaxant, anesthesia, and oxygen. These medical
procedures have made the use of ECT much safer than it was during the days when
the patient would thrash about the table, breaking bones.

There have been additional refinements in the use of ECT that have made it even
safer. One such refinement is the application of unilateral, rather than bilateral,
ECT. In unilateral ECT, the electric shock is sent through only one of the brain’s
two hemispheres. Usually, the shock is sent through the right hemisphere, which
controls abstract thinking and creativity, rather than the left hemisphere, which
controls language and rational thinking. While usually as effective as bilateral
ECT, in which the shock goes through the entire brain, unilateral ECT has been
shown to cause fewer adverse side effects.

Despite the refinements in ECT and the caution exercised in its use, there are
several documented potential adverse side effects. Although most research indi-
cates that these effects are temporary, some researchers suggest that ECT can cause
permanent brain damage. The major adverse effects of ECT relate to how well the
patient’s brain functions after the treatment. The most common effect is extreme
confusion and disorientation in the patient upon awakening after an ECT treatment.
Generally, this confusion will last for only a few minutes to a few hours.

Another serious concern about ECT’s effects on the cognitive functioning of the
patient has to do with the patient’s memory. ECT can cause retrograde amnesia,
the inability to remember things from the past, and anterograde amnesia, the
inability to memorize new material. Both forms of amnesia are most noticeable in
the first days and weeks after the ECT treatments have stopped. With the passage
of time, the patient will slowly remember more from the past and will regain or
strengthen the ability to remember new material. In most patients, this recovery of
memory will take no more than two to six months. The patient may, however,
permanently lose memories of events that occurred immediately prior to the ECT
treatments or while the patient was hospitalized for the treatments. The degree of
memory loss appears to be related to the number of ECT treatments the patient
received.

Research investigating permanent brain damage from the use of ECT has been
mixed. Some research has indicated that any application of ECT will cause brain
damage and that more brain damage will occur as more treatments are applied.
Long-term impairment in the patient’s memory is one effect that has thus been
identified as permanent. Other researchers, however, have reported that ECT does
not cause permanent brain damage. In the meantime, ECT is used cautiously, and
research continues into its potential adverse effects.
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Perspective and Prospects
Prior to the advent of psychotropic medications, there were few effective treat-
ments for the severely mentally ill. Numerous treatment methods were attempted
to help  relieve the  symptoms of mental illness. Among these methods were
bloodletting, the use of leeches, and immersion in water. Perhaps the most common
approach was the permanent institutionalization of severely mentally ill individu-
als. This was done not only to control patients but also to protect others, since
patients were viewed as a threat to others and themselves.

As a result of the ineffectiveness of the treatments described above and the
growing concern about the institutionalization of the mentally ill, a number of new
treatment approaches were developed and applied. Among these new approaches
was electroconvulsive therapy. Electroconvulsive shock therapy was first used on
schizophrenic patients, and the treatment met with some success. It was also tried
on depressed and manic patients with even greater success. As a result of these
successes and the lack of other effective treatment approaches, ECT quickly came
to be a commonly used treatment for individuals who suffered from a variety of
mental disorders.

There were many factors that led to ECT’s falling out of favor during the late
1950’s. First, the earlier applications of ECT held significant dangers for the
patient. The risk of death was approximately one in one thousand, and the risk of
physical damage, such as broken bones, was even greater—in fact, such damage
was noted in up to 40 percent of the patients. Concerns about complications caused
by the use of ECT continue today, and their focus is ECT’s impact on cognitive
functioning.

Another factor that led to the decline in the use of ECT was the development and
introduction of psychotropic medications. These medications revolutionized the
treatment of the mentally ill and led to thousands of patients being deinstitutional-
ized. In terms of both effectiveness and safety, it soon became evident that the use
of these medications was substantially preferable to the use of ECT.

A third major influence on the decline of ECT’s use was the growing civil rights
movement for the mentally ill. Many community and religious leaders began to
advocate the fair and humane treatment of  the seriously mentally ill. These
individuals saw ECT as an undesirable treatment method, used as an instrument
for controlling and punishing individuals who could not defend themselves. This
view of ECT as inhumane soon came to be widely held. ECT was perceived as a
method to control, rather than help, patients—as a punishment rather than a
therapy.

These and other factors led to the substantially decreased use of ECT. Sub-
sequently, however, well-designed research has begun to define ECT as a relatively
safe treatment method that may be the best therapy in certain situations. Addition-
ally, refinements in the application of ECT have increased its effectiveness and
reduced its complications. As a result of not only the ambiguity about its potential
adverse effects but also the emotional issues related to its use, the controversy
about ECT and its relative risks and benefits is likely to continue for many years.
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Forgetting and

Forgetfulness
Forgetting and Forgetfulness

Type of psychology:Memory
Fields of study:Cognitive processes

Forgetting is one of the many puzzling aspects of memory, and various theories
have tried to explain it in different ways; among the proposed theories are the
concepts of memory decay, interference, and purposeful forgetting.

Principal terms
bit: a very small amount of data or information, such as a number, letter, or name
chunk: an amount of information or data
decay: the loss of memory traces over time
encoding: the learning of new material or information
information-processing model: the idea that people learn new information by

performing various operations on it; the analogy is to a computer’s operation
retrieval: the remembering or recalling of previously learned information or

material

Overview
Although everyone has forgotten something at some point in their lives, some
people seem to have better memories than others. There are several theories
concerning why people forget and why some people seem to be forgetful or
“absentminded.” Nevertheless, it is not really known why some people forget and
others have very good memories.

One theory on forgetting holds that “forgotten” material was never learned in
the first place. Another possibility is that very little importance was attached to the
material learned and forgotten. Sometimes people are overwhelmed by the sheer
amount of information they must learn and are simply incapable of remembering
the massive amount of material. Another theory about forgetting suggests that
material is never really forgotten; rather, one cannot find the key to retrieve the
information from the brain’s filing system—its long-term memory. Nearly every-
one has experienced the “tip-of-the-tongue” phenomenon (one sees someone at a
party, for example, and cannot quite remember the person’s name). Sometimes
concentration aids memory retrieval; often association helps the process. Psy-
chologists have also noted primacy and recency effects regarding memory; that is,
one remembers what is learned first and what is learned last most efficiently.
Material that is presented in the middle tends to be more easily forgotten. Aging
seems to affect the retrieval process, but the reasons are not completely understood;
brain deterioration and diminished care, concern, or motivation are all possible
factors.

Sometimes interference can affect one’s ability to remember. If one is taking
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classes at nine, ten, and eleven in the morning, for example, one may have
difficulty remembering material because the information from each of the three
classes interferes with that of the other classes; this will be especially true if the
subject matter is similar. This same process can affect memories of everything from
motion pictures seen to events in one’s own life. The greater the number of similar
films or events (such as dinners in the same type of restaurant) there have been, the
more interference there may be. There are two types of interference, retroactive
and proactive interference. In proactive interference, occurrences that come before
an event or learning situation interfere with one’s ability to learn or remember; in
retroactive interference, the occurrence that interferes with remembering comes
after the event or learning situation.

One’s mental state, according to many psychologists, has much to do with one’s
ability to learn, retain, and recall information. If one is suffering from grief or loss,
one’s ability to remember will be severely impaired. Children who are abused often
have difficulties learning and remembering, since they are preoccupied with the
worries and concerns caused by their traumatic home situation. People suffering
from depression also may have problems remembering. Counseling or therapy will
sometimes alleviate a person’s emotional concerns and therefore result in better
recall. Emotional problems that may be helped in this way include depression,
anxiety, and fear of failure.

There has been debate among psychologists as to whether information stored in
long-term memory is stored there permanently. Some memory theorists believe
that a decay or fading factor is at work when one forgets information. That is,
memory traces naturally fade away and are lost simply because of the passage of
time. If one is a freshman in college, one may remember many members of one’s
senior class in high school very well. In another ten years, however, one may be
less able to remember one’s classmates and may have forgotten some of those with
whom one had only superficial friendships. In twenty years, more information will
fade unless one actively tries to rehearse or review the people who were in the class.
For example, if one takes out one’s high school yearbook every June for twenty
years and reminisces about the people in it, one will better be able to recall the
names at a twenty-fifth high school reunion.

Some theorists believe that if one can link or associate people, places, or events
with other things, one may be able to recall past people or events more effectively.
This theory holds that people’s minds normally tend to associate one thing with
another. These “associationistic” theories are based on the idea that bonds are
formed  in the brain between places or bits of information. If the bonds are
inadequately or poorly formed, then forgetting may occur; bonds must periodically
be re-formed to guard against forgetting.

The psychoanalytic (or Freudian) perspective on forgetting emphasizes the idea
that people “forget” events that are emotionally traumatic. This is motivated, or
purposeful, forgetting; the Freudian term for it is “repression.” An example would
be a woman who, as a six-year-old girl, had been sexually molested by her father
or another relative and who has since forgotten the incident. Interestingly, repres-
sion has been known to occur in both victims and perpetrators of violent crimes.
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Applications
Two different types of tests are used to assess memory and learning; one type tests
recognition, while the other tests recall. A multiple-choice test assesses the first
type of memory, because in this type of test one needs to recognize the correct
answer when one sees it. An essay examination tests recall—all the responsibility
is on the learner to recall as much relevant information as he or she can.

Research on memory and forgetting can be applied in both academic and
nonacademic settings. There are a number of things one can do to aid learning and
protect against forgetting. Overlearning is one tactic that ensures that one has
learned material and will remember it later. In this technique, a student repeats the
material by rehearsing it in his or her head to ensure later recall. If one needs to
learn a formula, one may repeat it over and over—perhaps writing it a hundred
times. This can be tedious, which undoubtedly spurred the search for other options
to learn and remember more effectively. Constant review is another strategy. In
spaced practice, students study materials to be learned for one hour each night
before the test. These students seem to remember the material better than those
who spent eight hours studying the material the night before the test. (That type of
study—“cramming”—is called massed practice.) For some students, cramming
does work, but the material is easily forgotten following its use immediately after
the cramming session. Cramming also creates anxiety and fatigue, which may
interfere with optimal performance. It is important to eat and sleep well the night
before a test.

Some students with poor organizational skills need to expend extra effort to
organize  the material they have learned.  They may employ index cards, for
example, to help group and link relevant materials. Mnemonics are memory tricks
or devices that help one recall information. The poem that begins “Thirty days have
September, April, June, and November,” for example, helps one remember the
number of days in each month. The word “homes” is frequently used as an
acronym for the names of the Great Lakes—Huron, Ontario, Michigan, Erie, and
Superior.

Note taking is one way to minimize forgetting; reviewing notes can help one
prepare for an examination. For this to be most effective, however, one must be
able to discriminate between useful and unimportant information at the time of
writing the material down. The same holds true for underlining or highlighting
material in books or notes. Taping lectures for later review is particularly useful in
cases where a lecturer speaks very rapidly, making effective note taking difficult.
Tapes are also effective and important aids in learning a foreign language. One
advantage is that material can be reviewed in the car or while using a portable
cassette player.

Concentration is an important part of learning and remembering, and people do
not often spend enough time concentrating intensely. It has been said that thirty
minutes of concentrated, uninterrupted study is better than two hours of haphazard
study. The minimizing of outside stimuli is also important; one should study in a
quiet place with few distractions. Studying in the same place (and at the same time)
every night is also thought to be important for optimal results. Learning should also
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be active in order to minimize forgetting. Making decisions regarding material to
be learned is a useful tool for facilitating learning; one may ask oneself questions
about topics or subjects in order to learn or review. Students should be prompted
to think about their own learning styles and to allot the necessary time to learn a
given amount of material. Many people have their own preferred learning style.
Some people learn better by seeing data and information; others assimilate infor-
mation better by hearing it. Ideally, one should find and maximize one’s preferred
mode. There are tests designed to determine one’s preferred mode of learning.

If one is trying to assimilate too much information in too short a time, one may
experience “information overload.” Students taking summer classes in which a
semester’s worth of information is compressed into a few weeks experience this,
as may those taking eighteen or more hours of classes in a semester. This may also
affect someone beginning a new job that involves mastering a large amount of
information or technical material. Material that is meaningful to the learner has
been found to be easier to remember and recall.

Perspective and Prospects
The mysteries of remembering and forgetting have certainly fascinated humankind
for hundreds, even thousands, of years. In the late nineteenth century, memory was
one of the areas of interest to early psychologists such as Hermann Ebbinghaus and
William James. Ebbinghaus conducted an experiment in 1885 in which he tested
his own memory; he graphed a “forgetting curve,” illustrating how much informa-
tion on a particular list he forgot over time. William James wrote about the
“tip-of-the-tongue” phenomenon in 1890, evocatively describing the “gap” that
exists in the place of a name one is trying to recall as “intensely active” and
containing the “wraith of the name” beckoning within it.

Research on memory has explored many avenues; among them are memory
losses that are attributable to physical or physiological causes. Head injuries, for
example, can cause difficulties remembering certain information after an accident.
In cases of brain tumor, when certain parts of the brain are removed, aspects of
memory may be irreparably lost. Alcoholics who drink heavily for many years
frequently encounter difficulties remembering; this condition is sometimes termed
Korsakoff syndrome. Those who use drugs may also experience memory impair-
ment; actual brain damage may occur in such cases. Older people with Alzheimer’s
disease or other types of dementia have trouble remembering. Strokes or internal
injuries can also cause memory loss, as can epilepsy; during an epileptic seizure,
oxygen is not getting to the brain, a condition that may result in brain damage and
memory loss.

It is not known exactly how people learn or why they remember or forget. Some
psychologists posit that the brain’s chemical makeup and activity (particularly
involving those substances known as neurotransmitters) are central to learning and
remembering; others contend that the brain’s electrical activity is crucial in deter-
mining one’s memory. If there is either a chemical or an electrical abnormality in
the brain, people may have difficulties learning or recalling information and events
that have been learned.
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With  newer  methodologies for  brain  scanning,  including  such  noninvasive
procedures as nuclear magnetic resonance (NMR) imaging, positron emission
tomography (PET) scanning, and computerized axial tomography (CAT) scanning,
researchers may be better able to probe various physiological reasons for forget-
ting. With more and more data available to be learned, research on memory and
forgetting will continue to be imperative. Teachers must teach students how to
learn and remember, and students must participate actively in the learning process
as well as employ many of the available tactics for aiding recall.
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reference book for the serious investigator of human memory in all of its
complexities.

Michael F. Shaughnessy
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Geriatric Psychiatry
Geriatric Psychiatry

Type of psychology:Developmental psychology
Fields of study:Adulthood; interpersonal relations

This subspecialty of psychiatry deals with the diagnosis and treatment of psychiat-
ric syndromes experienced by older people.

Principal terms
acute confusion syndrome: a transient condition caused by the action of various

biological stressors on vulnerable older persons, who may experience inatten-
tion, disorganized thinking, other cognitive impairments, and emotional prob-
lems

anxiety: a condition characterized by nervousness or agitation; in older people, it
is often caused by the existence of a psychiatric disorder such as depression, a
general medical condition such as hypothyroidism, or a side effect of medica-
tion

depression: a condition characterized by a persistent mood of sadness, weight
loss, greatly decreased interest in life, and sometimes psychotic episodes;
biological factors, family history of depression, underlying medical problems,
and medication side effects all can contribute to these symptoms

hypochondriasis: a condition in which the patients believe strongly that they are
suffering from one or more serious illnesses, even when this belief is unsup-
ported by medical evidence

insomnia: disturbed sleep, which occurs in older people more often than in any
other age group; insomnia in older people can be caused by many factors, such
as dysfunctional sleep cycle, breathing problems, leg jerking, underlying medi-
cal and psychiatric disorders, and the side effects of medication

memory loss syndrome: a condition in which a person gradually but progres-
sively loses capacity in many cognitive areas, but especially in the ability to
remember; Alzheimer’s disease is considered the most common factor causing
serious memory loss in older people

suspiciousness: a range of symptoms from increasing distrust of others to para-
noid delusions of conspiracies; changes related to aging are thought to be major
factors causing increased suspiciousness in older people

Overview
Growing numbers of old and very old people and the increased complexity of
diagnosis and treatment of this age group has driven the growth of geriatric
psychiatry. Psychiatrists who specialize in working with the geriatric population
note that the psychiatric problems experienced by older people often fit poorly in
the diagnostic categories set down in theDiagnostic and Statistical Manual of
Mental Disorders(4th ed., 1994, DSM-IV). The interplay among declining physi-
cal health, decreasing mental functioning, social withdrawal and isolation, and
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vulnerability to stress makes proper diagnosis and appropriate treatment more
difficult. In response to this complexity, practitioners of geriatric psychiatry tend
to take a broader approach to diagnosis and to use an interdisciplinary model in
developing a treatment plan. The profession of geriatric psychiatry has developed
most in Great Britain and Canada but is attracting growing numbers of practi-
tioners in the United States and other Western countries.

Applications
Geriatric psychiatrists tend to follow the lead of specialists in geriatric medicine,
who have found that taking a syndromal approach to diagnosis appears to work
better with older patients. Among the psychiatric syndromes used by geriatric
psychiatrists are acute confusion, anxiety, depression, hypochondriasis, insomnia,
memory loss, and suspiciousness. Special attention must be given by geriatric
psychiatrists to the older person’s overall ability to function, general health status,
social support system, family history, and preexisting conditions. Geriatric psy-
chiatrists are forced to acknowledge the role played by changes in the brain as it
ages and to separate changes that are relatively benign from those that pose real
threats to the patient. Hospitalization and significant medical intervention tend to
occur more often in the later stages of a person’s life, and geriatric psychiatrists are
aware that these events can have a great impact on the patient’s mental well-being.

The need for specialists in geriatric psychiatry has increased with rising life expectancies in the
United States.(Digital Stock)
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When they can, geriatric psychiatrists draw readily upon the help of other health
care providers in treating the older person, including the use of specially qualified
clinical psychologists,  social workers,  nurses, occupational  therapists, speech
pathologists, dietitians, and physical therapists. Improving the understanding of
family members and providing them with supportive advice and services can be an
important part of the overall treatment plan.

Perspective and Prospects
In the United States, federal funding has expanded for qualified providers, such as
clinical psychologists and social workers, to render mental health services for older
people, especially those who live in long-term care facilities. Funds have increased
for the proper training of those who provide mental health services to older people.
Examinations have been established to show evidence of “added qualifications” in
geriatric medicine and psychiatry. More textbooks and specialty journals devoted
to geriatric mental health are now in circulation. The federal government has
sponsored important national conferences on various aspects of geriatric mental
health. With the cost of hospitalized and long-term care continuing to rise, more
emphasis has been given to preventive services and day care services.

Furthermore, some hospitals have established specialized geropsychiatric units
to improve diagnosis and treatment and to decrease the time that older people
spend in the hospital. Services are expected to increase for adult children who care
for older parents with mental illnesses. Research efforts have increased concerning
the causes and appropriate treatment of psychiatric problems in older people. Older
people are becoming healthier as they learn more about how mental and physical
health are affected by the way in which one lives: Older people are advised to stop
smoking, eat a better diet, exercise more, and continue to take an active part in
family and community life. All these trends are expected to continue in the future.
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Gestalt Therapy
Gestalt Therapy

Type of psychology:Psychotherapy
Fields of study:Humanistic therapies

Gestalt therapy, founded by Fritz Perls, is an outgrowth of the existential-humanistic
approach to psychotherapy. It focuses on nonverbal behaviors, dreams, and current
thoughts and emotions; as clients become more aware of denied feelings, their innate
healing powers are activated.

Principal terms
dreamwork: the Gestalt process of determining the meaning of one’s dreams by

role-playing the various parts of the dream
empty-chair technique: a Gestalt procedure in which one discusses an interper-

sonal conflict by addressing an empty chair as though the other person were
seated in it

existential-humanistic psychotherapy: an approach to psychotherapy that
stresses one’s freedom to make choices, responsibility, and the innate goodness
of human beings

here and now: a term used in Gestalt therapy that refers to allowing the client to
focus only on present thoughts and feelings

hot seat: a term used in Gestalt group therapy for the situation in which one of
the clients sits in front of the therapist

Overview
Gestalt therapy emerged during the 1960’s as a powerful alternative to the main
two available therapeutic techniques, psychoanalysis and behavioral therapy. This
approach to therapy, founded by Frederick (Fritz) Perls, attempts to integrate
clients’ thoughts, feelings, and actions into a unified whole;Gestalt, in fact, is the
German word for “whole.” Gestalt therapists believe that emotional problems as
well as some  of  the  dissatisfactions experienced  by  ordinary individuals are
attributable to a lack of recognizing and understanding one’s feelings. The fast pace
of technological society and the general loss of purpose in individuals’ lives has
led to a numbing of emotions. Gestaltists believe that many people deny or lose
parts of themselves when they are faced with the overwhelming task of coping in
society; for example, a person may deny anger toward a loved one.

The role for the Gestalt therapist is to help the client become more aware of the
split-off emotions. The therapist takes an active role by requiring the patient to talk
about current experiences and feelings. The patient is neither allowed to look for
explanations or problems from the past nor expected to talk about future plans.
Gestaltists believe that anxiety is the result of an excessive focus on the future. The
client is expected to attend to current feelings and experiences—to stay in the “here
and now.”

Gestalt therapy arose from the existential-humanistic school of psychology.
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Prior schools had portrayed individuals rather pessimistically, believing that hu-
man beings are relatively evil creatures whose actions are determined by forces
outside their control (such as instincts or the environment). People were seen as
adaptive hedonists trying to receive the greatest amount of pleasure for the least
amount of effort. The existential-humanistic school of psychology portrays indi-
viduals more optimistically, believing people innately strive to achieve their fullest
human potential. Failure to do so is not the result of an evil nature but rather the
fault of obstacles on this path to perfection. Gestalt therapists agree with the
existential-humanistic focus on individual responsibility. One freely chooses one’s
actions and therefore is responsible for them. There is no provision for blaming a
past situation or one’s current environment. Gestalt therapists encourage inde-
pendence and uniqueness in their clients. They push them to be themselves rather
than adopting the “shoulds” and “oughts” recommended by society. Perls empha-
sized this focus on independence and responsibility by stating that the process of
maturation is moving from environmental support to self-support.

Probably the greatest contribution of the Gestalt style of therapy has been the
techniques developed to increase individual self-awareness. These techniques are
consistent with the belief that emotional problems stem from avoidance of or
failure to recognize one’s feelings. The Gestalt therapist is very active and confron-
tational during the therapy session (in fact, in a group setting, talking to the
therapist is called taking the “hot seat”) and frequently interprets and questions the
client’s statements. The goal is a genuine relationship between two individuals,
free of normal social conventions, in which a free exchange of thoughts and
feelings can take place.

In one technique of Gestalt therapy, called the “dreamwork,” the client reports
a recent dream. The Gestalt school believes that the events in a dream represent
fragmented and denied parts of the personality. Rather than search for explanations
in one’s childhood, as in the approach of dream analysis originated by Sigmund
Freud, clients are encouraged to bring the dream into the present by acting out
different parts of the dream. Rather than say “There was a train in my dream,” they
are required to act out the part of the train. They might say “I am a train. I am very
powerful and useful as long as I stay on track.” This moves the focus of the dream
into the here and now.

Another therapeutic technique used by Gestalt therapists involves a focus on and
exaggeration of nonverbal behaviors. Gestaltists believe that much denied infor-
mation is accessible through body language. For example, a client may state that
she is happy and content in a relationship, while she is scowling and keeping her
arms and legs crossed in a tight and tense fashion. Gestalt therapists help their
clients become aware of these feelings by getting them to exaggerate their actions.
A man who is talking about his wife while clenching his hand in a fist and tapping
it on the table may be told to clench his fist tighter and bang it hard on the table.
This exaggeration of nonverbal behavior would be to make him acutely aware of
his anger toward his wife.

Another well-known procedure developed by the Gestalt school of psychother-
apy  is the “empty-chair technique.” This strategy is employed to bring  past
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conflicts into the here and now, where feelings can be reexperienced. The client
often will relate to the therapist a disagreement with some significant other. Rather
than ask for details of the encounter (a procedure that keeps the focus in the past),
the therapist will encourage the client to address an empty chair in the office as
though  that person  were sitting  in  it. The  client  must  role-play  the  relevant
situation. The therapist may also get the client to play the part of the significant
other in the empty chair. This switching back and forth of chairs and roles is a
powerful technique to foster empathy, understanding, and a clarification of feel-
ings. This technique can be used not only for conflicts between individuals but also
for discrepant feelings within one person.

Applications
The Gestalt approach to psychotherapy is best explained by examples. A student
once reported a dream in which she remembered a gum wrapper being dropped
outside a nearby church. Rather than search for a meaning of the dream’s symbols
in her childhood, her friend, a clinical psychologist, asked her to become the
elements in the dream. She initially chose the gum wrapper. She stated that as a
gum wrapper she concealed something very good and appealing and that most
people took the good part from inside her and then threw her away. She stated that
she felt like trash littered on a beautiful lawn and that eventually some caring
person would come and throw her away.

The student then began to play the role of the church in the dream. She stated
that as a church she was a beautiful building constructed from caring hands. She
indicated that good things happened inside her but that she was used too infre-
quently. Many people were afraid or disliked coming to her, she said, and most of
the time she was empty inside. The student was surprised as she completed this
description of the dream. She talked about the similarity of her explanations of the
two elements in the dream. When asked if she felt this way, she stated that this idea
at first surprised her somewhat; however, as she continued to elaborate, she became
more aware of her feelings of emptiness and loneliness. She had become aware of
denied aspects of her emotions.

Gestalt therapy’s active focus on nonverbal behavior and denied portions of the
personality often can be quite dramatic. The judicious use of these techniques may
allow insights into dynamics that are not available through ordinary interpersonal
interactions. In one case, a family was being seen by co-therapists in family
therapy. The family consisted of a mother, father, son, and daughter. The son was
the identified troublemaker in the family, and he demonstrated a wide range of
symptoms that caused the family much pain and suffering. During the course of
therapy, it became apparent that the mother was an unwitting co-conspirator in
these troubles. She often would rescue her son from his precarious and often
dangerous situation and restore matters to normal. This served the function of
ensuring her role as a “good mother,” while providing the son with the reassurance
that he was loved by her. Whenever she threatened not to rescue him, he accused
her of not caring for him. She inevitably crumbled and provided for his needs. The
father and daughter had their own alliance in the family and, although they
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complained, they did not interfere in this dysfunctional family pattern that fre-
quently ended in severe problems.

The two therapists hypothesized the pathological nature of this interaction and
periodically attempted to present it to the family; however, the pattern was so
important and so entrenched in the family’s style of interaction that any mention
of it led to vehement protests and denials that it was an issue of importance. During
a therapy session, one of the therapists noticed the pattern in which the family
members usually seated themselves. The mother and son sat close to each other on
one side of the therapy room, while the father and daughter sat near each other
across from them. The two therapists sat across from each other on the other sides
of the room. One therapist, taking a cue from the Gestalt emphasis  on the
importance of nonverbal behaviors, moved his chair and sat in the small space
between the mother and son. A stunned silence ensued. The mother and son began
to show agitation, while the father and daughter, from across the room, became
increasingly amused at the nature of this interaction. The therapists elicited the
reactions and analyses of the family to this new seating arrangement. The mother
and son continued to display uncertainty and bewilderment, while the father and
daughter immediately identified that someone had dared to come between “Mom
and her boy.” This led to a more open discussion of the pathological nature of the
family interactions. The father and daughter could see that they had allowed this
damaging pattern to continue. The mother and son, while not quite as open to this
discovery because of the threatening nature of the disclosure, could not deny the
emotions that were aroused from someone physically invading their territory. The
insights that resulted from this simple Gestalt technique moved therapy along
much faster than had previous verbal interactions. It demonstrates the Gestalt tenet
that a focus on nonverbal patterns of communication may allow clients to become
aware of previously denied aspects of their personalities.

Perspective and Prospects
Gestalt therapy emerged during a period of increased popularity for the existential-
humanistic position in psychology. This approach, sometimes known as the “third
force” in psychology, came from opposition to the earlier forces of psychoanalysis
and behaviorism. Existential-humanistic proponents objected to the pessimistic
psychoanalytic view of humans as vile creatures held captive by primitive, uncon-
scious desires. They also differed from the environmental determinism set forth by
the behavioral school that people are simply products of past punishments and
rewards. The existential-humanistic therapists focused on the human freedom to
choose one’s actions (regardless of unconscious desires and past consequences),
the relative goodness of the human species, and people’s innate desire to reach their
fullest potential. This approach fit well with the period of great social upheaval and
change following World War II.

The Gestalt approach often is compared to the client-centered (or person-
centered) therapy of Carl Rogers. Both types of psychotherapy endorse the basic
assumptions of the existential-humanistic school; however, they differ consider-
ably in their approach and techniques. In client-centered therapy, the client is
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encouraged to express his or her thoughts and feelings about a situation. The
therapist remains relatively passive, giving minimal verbal prompts or paraphras-
ing the client’s statements. The client is responsible for the direction and content
of  the therapy session;  the therapist  provides only a clarification  of unclear
statements or feelings. The idea behind this approach is that the therapist is
providing an atmosphere of unconditional acceptance in which the client can
explore his or her emotional issues. Eventually, the client’s innate curative ability
will take over. The Gestalt therapist, in contrast, is much more confrontational in
interpreting statements and asking questions. The Gestalt approach places a greater
emphasis on the interpretation of nonverbal  behaviors and the  usefulness of
dreams. Although different in technique, both approaches point to the freedom to
choose, the innate goodness of the client, and the strength of the therapeutic
relationship as curative factors.

The influence of the Gestalt approach to psychotherapy diminished with the
death of Fritz Perls in 1970. He was the emotional and spiritual leader of the group,
and his charisma was not replaced easily. Gestalt therapy is not considered a
mainstream psychotherapy; however, it does have numerous enthusiastic follow-
ers. The greatest contribution of the Gestalt orientation has been the techniques
developed  to  assist clients in becoming more  aware  of hidden  thoughts and
emotions. Therapists from a wide variety of orientations have adapted and applied
these procedures within their own theoretical framework. The impact of dream-
work, the hot seat, nonverbal interpretations, and the empty-chair techniques seems
to have outlasted the theory from which they came.
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Grief and Guilt
Grief and Guilt

Type of psychology:Social psychology; stress
Fields of study:Coping; critical issues in stress; interpersonal relations

Grief and accompanying guilt are common reactions to the fact or eventuality of
serious losses of various kinds, especially death; every person eventually experi-
ences grief, and while grief is normal, its effects can be incapacitating.

Principal terms
abnormal grief: an unhealthy response to a loss, which may include anger, an

inability to feel loss, withdrawal, and deterioration in health
grief: a multifaceted physical, emotional, psychological, spiritual, and social

reaction to loss
guilt: a cognitive and emotional response often associated with the grief experi-

ence in which a person feels a sense of remorse, responsibility, and/or shame
regarding the loss

loss: the sudden lack of a previously held possession, physical state, or social
position or the death of a loved one

Causes and Symptoms
During life, people unavoidably experience a variety of losses. These may include
the loss of loved ones, important possessions or status, health and vitality, and
ultimately the loss of self through death. “Grief” is the word commonly used to
refer to an individual’s or group’s shared experience following a loss. The experi-
ence of grief is not a momentary or singular phenomenon. Instead, it is a variable,
and somewhat predictable, process of life. Also, as with many phenomena within
the range of human experience, it is a multidimensional process including biologi-
cal, psychological, spiritual, and social components.

The  biological  level of the  grief experience includes the neurological and
physiological processes that take place in the various organ systems of the body in
response to the recognition of loss. These processes, in turn, form the basis for
emotional and psychological reactions. Various organs and organ systems interact
with one another in response to the cognitive stimulation resulting from this
recognition.  Human  beings are  self-reflective creatures with  the capacity for
experiencing, reflecting upon, and giving meaning to sensations, both physical and
emotional. Consequently, the physiological reactions of grief that take place in the
body are given meaning by those experiencing them.

The cognitive and emotional meanings attributed to the experience of grief are
shaped by and influence interactions within the social dimensions of life. In other
words, how someone feels or thinks about grief influences and is influenced by
interactions with family, friends, and helping professionals. In addition, the indi-
vidual’s religious or spiritual frame of reference may have a significant influence
on the subjective experience and cognitive-emotional meaning attributed to grief.
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The grief reactions associated with a loss such as death vary widely. While it is
very difficult and perhaps unfair to generalize about such an intensely personal
experience, several predictors of the intensity of grief have become evident. The
amount of grief experienced seems to depend on the significance of the loss, or the
degree to which the individual subjectively experiences a sense of loss. This

The loss of a life partner, particularly after a lengthy relationship, is a source of intense grief
and may trigger guilt in the survivor.(PhotoDisc)
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subjective experience is partially dependent on the meaning attributed to the loss
by the survivors and others in the surrounding social context. This meaning is in
turn shaped by underlying belief systems, such as religious faith. Clear cognitive,
emotional, and/or spiritual frameworks are helpful in guiding people construc-
tively through the grief process.

People in every culture around the world and throughout history have developed
expectations about life, and these beliefs influence the grief process. Common
questions in many cultures include “Why do people die?” “Is death a part of life,
or a sign of weakness or failure?” “Is death always a tragedy, or is it sometimes a
welcome relief from suffering?” and “Is there life after death, and if so, what is
necessary to attain this afterlife?” The answers to these and other questions help
shape people’s experience of the grief process. As Elisabeth Kübler-Ross states in
Death: The Final Stage of Growth(1975), the way in which a society or subculture
explains death will have a significant impact on the way in which its members view
and experience life.

Another factor that influences the experience of grief is whether a loss was
anticipated. Sudden and/or unanticipated losses are more traumatic and more
difficult to explain because they tend to violate the meaning systems mentioned
above. The cognitive and emotional shock of this violation exacerbates the grief
process. For example, it is usually assumed that youngsters will not die before the
older members of the family. Therefore, the shock of a child dying in an automobile
crash may be more traumatic than the impact of the death of an older person
following a long illness.

Death and grief are often distasteful to human beings, at least in Western
Judeo-Christian cultures. These negative, fearful reactions are, in part, the result of
an individual’s difficulty accepting the inevitability of his or her own death.
Nevertheless, in cultures which have less difficulty accepting death and loss as
normal, people generally experience more complicated grief experiences. The
Micronesian society of Truk is a death-affirming society. The members of the Truk
society believe that a person is not really grown up until the age of forty. At that
point, the individual begins to prepare for death. Similarly, some native Alaskan
groups teach their members to approach death intentionally. The person about to
die plans for death and makes provisions for the grief process of those left behind.

In every culture, however, the grief-stricken strive to make sense out of their
experience of loss. Some attribute death to a malicious intervention from the
outside by someone or something else; death becomes frightening. For others,
death is in response to divine intervention or is simply the completion of “the circle
of life” for that person. Yet for most people in Western societies, even those who
come to believe that death is a part of life, grief may be an emotional mixture of
loss, shock, shame, sadness, rage, numbness, relief, anger, and/or guilt.

Kübler-Ross points out in her timeless discourse “On the Fear of Dying” (On
Death and Dying, 1969) that guilt is perhaps the most painful companion of death
and grief. The grief process is often complicated by the individual’s perception that
he or she should have prevented the loss. This feeling of being responsible for the
death or other loss is common among those connected to the deceased. For
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example, parents or health care providers may believe that they should have done
something differently in order to detect the eventual cause of death sooner or to
prevent it once the disease process was detected.

Guilt associated with grief is often partly or completely irrational. For example,
there may be no way that a physician could have detected an aneurysm in her
patient’s brain prior to a sudden and fatal stroke. Similarly, a father cannot monitor
the minute-by-minute activities of his adolescent children to prevent lethal acci-
dents. Kübler-Ross explains a related phenomenon among children who have lost
a parent by pointing out the difficulty in separating wishes from deeds. A child
whose wishes are not gratified by a parent may become angry. If the parent
subsequently dies, the child may feel guilty, even if the death is some distance in
time away from the event in question.

The guilt may also involve remorse over surviving someone else’s loss. People
who survive an ordeal in which others die often experience “survivor’s guilt.”
Survivors may wonder why they survived and how the deceased person’s family
members feel about their survival, whether they blame the survivors or wish that
they had died instead. As a result, survivors have difficulty integrating the experi-
ence with the rest of their lives in order to move on. The feelings of grief and guilt
may be exacerbated further if survivors believe that they somehow benefited from
someone else’s death. A widow who is suddenly the beneficiary of a large sum of
money attached to her husband’s life insurance policy may feel guilty about doing
some of the things that they had always planned but were unable to do precisely
because of a lack of money.

Lastly, guilt may result when people believe that they did not pay enough
attention to, care well enough for, or deserve the love of the person who died. These
feelings and thoughts are prompted by loss—loss of an ongoing relationship with
the one who died, as well as part of the empathetic response to what it might be
like to die oneself.

Feelings of guilt are not always present, even if the reaction is extreme. If
individuals experience guilt, however, they may “bargain” with themselves or a
higher power, review their actions to find what they did wrong, take a moral
inventory to see where they could have been more loving or understanding, or even
begin to act self-destructively. Attempting to resolve guilt while grieving loss is
doubly complicated and may contribute to the development of what is considered
an abnormal grief reaction.

The distinctions between normal and abnormal grief processes are not clear-cut
and are largely context-dependent; that is, what is normal depends on standards
that vary among different social groups and historical periods. In addition, at any
particular time the variety of manifestations of grief depend on the individual’s
personality and temperament; family, social, and cultural contexts; resources for
coping with and resolving problems; and experiences with the successful resolu-
tion of grief.

Despite this diversity, the symptoms that are manifested by individuals experi-
encing grief are generally grouped into two different but related diagnostic catego-
ries: depression and anxiety. It is normal for the grieving individual to manifest
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symptoms related to anxiety and/or depression to some degree. For example, a
surviving relative or close friend may temporarily have difficulty sleeping, or feel
sad or that life has lost its meaning. Relative extremes of these symptoms, however,
in either duration or intensity, signal the possibility of an abnormal grief reaction.

In Families and Health(1988), family therapist William Doherty and family
physician Thomas Campbell identify the signs of abnormal grief reactions as
including periods of compulsive overactivity without a sense of loss; identification
with the deceased; acquisition of symptoms belonging to the last illness of the
deceased; deterioration of health in the survivors; social isolation, withdrawal, or
alienation; and severe depression. These signs may also include severe anxiety,
abuse of substances, work or school problems, extreme or persistent anger, or an
inability to feel loss.

Treatment and Therapy
There is no set time schedule for the grief process. While various ethnic, cultural,
religious, and political groups define the limits of the period of mourning, they
cannot prescribe the experience of grief. Yet established norms do influence the
grief experience inasmuch as the grieving individuals have internalized these
expectations and standards. For example, the typical benefit package of a profes-
sional working in the United States offers up to one week of paid “funeral” leave
in the event of the death of a significant family member. On the surface, this policy
begins to prescribe or define the limits of the grief process.

Such a policy suggests, for example, that a mother or father stricken with grief
at the untimely death of a child ought to be able to return to work and function
reasonably well once a week has passed. Most individuals will attempt to do so,
even if they are harboring unresolved feelings about the child’s death. Coworkers,
uncomfortable with responding to such a situation and conditioned to believe that
people need to “get on with life,” may support the lack of expression of grief.

Helpful responses to grief are as multifaceted as is grief itself. Ultimately,
several factors ease the grief process. These include validating responses from
significant others, socially sanctioned expression of the experience, self-care,
social or religious rituals, and possibly professional assistance. Each person re-
sponds to grief differently and requires or is  able to  use  different forms of
assistance.

Most reactions to loss run a natural, although varied, course. Since grief involves
coming to grips with the reality of death, acceptance must eventually be both
intellectual and emotional. Therefore, it is important to allow for the complete
expression of both thoughts and feelings. Those attempting to assist grief-stricken
individuals are more effective if they have come to terms with their own feelings,
beliefs, and conflicts about death, and any losses they personally have experienced.

Much of what is helpful in working through grief involves accepting grief as a
normal phenomenon. Grief-related feelings should not be judged or overly scruti-
nized. Supportive conversations include time for ventilation, empathic responses,
and sharing of sympathetic experiences. Helpful responses may take the form of
“To feel pain and sadness at this time is a normal, healthy response” or “I don’t
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know what it is like to have a child die, but it looks like it really hurts” or “It is
understandable if you find yourself thinking that life has lost its purpose.” In short,
people must be given permission to grieve. When it becomes clear that the person
is struggling with an inordinate amount of feelings based on irrational beliefs, these
underlying beliefs—not the feelings—may need to be challenged.

People tend to have difficulty concentrating and focusing in the aftermath of a
significant loss. The symptoms of anxiety and depression associated with grief
may be experienced, and many of the basic functions of life may be interrupted.
Consequently, paying attention to healthy eating and sleeping schedules, estab-
lishing small goals, and being realistic about how long it may take before “life
returns to normal” are important.

While the prescription of medication for the grief-stricken is fairly common, its
use is recommended only in extreme situations. Antianxiety agents or antidepres-
sants can interfere with the normal experiences of grief that involve feeling and
coming to terms with loss. Sedatives can help bereaved family members and other
loved ones feel better over the short term, with less overt distress and crying. Many
experts believe, however, that they inhibit the normal grieving process and lead to
unresolved grief reactions. In addition, studies suggest that those who start on
psychotropic medication during periods of grief stay on them for at least two years.

The grief process is also eased by ritual practices that serve as milestones to
mark progress along the way. Some cultures have very clearly defined and well-
established rituals associated with grief. In the United States, the rituals practiced
continue to be somewhat influenced by family, ethnic, and regional cultures. Very
often, however, the rituals are confined to the procedures surrounding the prepara-
tion and burial of the body (for example, viewing the body at the mortuary, a
memorial service, and interment). As limited as these experiences might be, they
are designed to ease people’s grief. Yet the grief process is often just beginning with
the death and burial of the loved one. Consequently, survivors are often left without
useful guidelines to help them on their way.

Another common, although unhelpful, phenomenon associated with the process
is  for the grief-stricken person  initially  to  receive a  considerable amount of
empathy and support from family, friends, and possibly professionals (such as a
minister or physician) only to have this attention drop off sharply after about a
month. The resources available through family and other social support systems
diminish with the increasing expectation that the bereaved should stop grieving and
“get on with living.” If this is the case, or if an individual never did experience a
significantly supportive response from members of his or her social system, the
role of psychotherapy and/or support groups should be explored. Many public and
private agencies offer individual and family therapy. In addition, in many commu-
nities there are a variety of self-help support groups devoted to growth and healing
in the aftermath of loss.

Perspective and Prospects
The grief process, however it is shaped by particular religious, ethnic, or cultural
contexts, is reflective of the human need to form attachments. Grief thus reflects
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the importance of relationships in one’s life, and therefore it is likely that people
will always experience grief (including occasional feelings of guilt). Processes
such as the grief experience, with its cognitive, emotional, social, and spiritual
dimensions, may affect an individual’s psychological and physical well-being.
Consequently, medical and other health care and human service professionals will
probably always be called upon to investigate, interpret, diagnose, counsel, and
otherwise respond to grief-stricken individuals and families.

In the effort to be helpful, however, medical science has frequently intervened
too often and too invasively into death, dying, and the grief process—to the point
of attempting to disallow them. For example, hospitals and other institutions such
as nursing homes have become the primary place that people die. It is important to
remember that it has not always been this way. Even now in some cultures around
the world, people die more often in their own homes than in a “foreign” institution.

In the early phases of the development of the field of medicine, hospitals as
institutions were primarily devoted to the care of the dying and the indigent.
Managing the dying process was a primary focus. More recently, however, techno-
logical advances and specialty development have shifted the mission of the hospi-
tal to being an institution devoted to healing and curing. The focus on the recovery
process has left dying in the shadows. Death has become equated with failure and
associated with professional guilt.

It is more difficult for health care professionals to involve themselves or at least
constructively support the grief process of individuals and families if it is happen-
ing as a result of the health care team’s “failure.” In a parallel fashion, society has
become unduly fixated on avoiding death, or at least prolonging its inevitability to
the greatest possible extent. The focus of the larger culture is on being young,
staying young, and recoiling from the effects of age. As a result, healthy grief over
the loss of youthful looks, stamina, health, and eventually life is not supported.

Medical science can make an important contribution in this area by continuing
to define the appropriate limits of technology and intervention. The struggle to
balance quantity of life with quality of life (and death) must continue. In addition,
medical science professionals need to redouble their efforts toward embracing the
patient, not simply the disease; the person, not simply the patient; and the com-
plexities of grief in death and dying, not simply the joy in healing and living.
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Group Therapy
Group Therapy

Type of psychology:Psychotherapy
Fields of study:Group and family therapies

Group therapy allows individuals to enter into the therapeutic process with others
who have the same or similar problems. This gives an individual much more
freedom of expression and the support of others from within the group.

Principal terms
disclosure: the point at which a member of a group will share private feelings and

concerns
group dynamic: the commonality of purpose that unites a group of people and

their desire to succeed
group leader: a qualified and trained therapist whose work is to lead the group

through the therapeutic process
session: the time span allotted to and agreed on by the group as an acceptable time

in which to complete the necessary therapy
therapeutic process: the various stages of understanding through which an

individual will pass during a therapy session

Overview
Society to a greater or lesser degree always forms itself into some kinds of
groupings, whether they are for economic stability, religious expression, educa-
tional endeavor, or simply a sense of belonging. Within the field of psychotherapy,
many theories and practices have been developed that deal with specific problems
facing individuals as they try to relate to their environment as a whole and to
become valuable members of society. Available approaches range from psycho-
analysis to the more recently formulated transpersonal therapy. Taking advantage
of the natural tendency for people to form groups, therapists, since the years
following World War II, have developed various forms of group therapy. Therapy
groups, although they do not form “naturally,” are most frequently composed of
people with similar problems.

Among the different types of group counseling available are those that focus on
preventive and developmental aspects of living. Preventive group counseling deals
with enhancing the individual’s understanding of a specific aspect of life. These
aspects range from simple job-seeking skills to more complex studies of career
changes in midlife. Developmental groups are composed of well-adjusted people
who seek to enhance their social and emotional skills through personal growth and
transformation. Conversely, group therapy is concerned with remedial help. The
majority of people entering group therapy are aware that they have dysfunctional
components in their life; they are seeking group work as a possible way of
resolving those problems. The size of most groups ranges from four to twelve
participants. Sometimes all the members in the group belong to one family, and the
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group becomes a specialized one with the emphasis being on family therapy.
Treating the problems of one family member in the larger context of the whole
family has proved successful.

There are as many approaches to therapy as there are therapists; thus, the
direction that any given group takes will be dependent on the group leader. Group
leadership is probably the one factor that is vital in enabling a group to succeed in
reaching both individual and group goals. Often there will be two therapists
involved with the one group, the second therapist sometimes being an intern or
trainee.

There are definite advantages, both economic and therapeutic, to group therapy.
The economic burden of paying for therapy does not fall solely on one person’s
shoulders; moreover, the therapist can use his or her time economically, helping a
larger number of people. More important, group work may be much more benefi-
cial than individual therapy for certain people. Often the group setting will produce
conditions similar to those the member faces in real life and can thus offer an
opportunity to face and correct the problem.

In group therapy, a “session” consists of a number of meetings; the number is
specific and is usually determined at the beginning by the group leader. Flexibility
is a key concept in counseling, however, and if a group requires more time and all
the participants agree, then the number of sessions can usually be extended.
Therapists have generally come to accept five stages as being necessary for a group
to complete a therapy session. These five stages do not have definite boundaries;
indeed, if a group experiences problems at any stage, it may return to earlier stages.

Orientation is a necessary first step in establishing a sense of well-being and trust
among the group’s members. A therapy group does not choose its own members;
it is a random and arbitrary gathering of different people. Each member will
critically assess the group as to whether this group will benefit them significantly.
One way for participants to discover the sincerity of the membership of the group
is to reveal something of the problem which brought them to the group in the first
place, without going into a full disclosure. An individual can then assess from the
responses of  the  other members of  the  group  whether  they are going  to be
empathetic or critical. After the orientation stage comes the transitional stage, in
which more self-revelation is required on the part of the individual members. This
is usually an anxious time for members of the therapy group. Yet despite this
anxiety, each member must make a commitment to the group and must further
define the problem that has brought him or her to the group in the first place.

When the transitional stage has proved successful, the group will be able to
begin the third stage, which involves a greater sense of cohesiveness and openness.
This sense of belonging is a necessary and important aspect of group therapy.
Without this feeling, the subsequent work of resolving problems cannot be fully
addressed. By this time, each member of the group will have disclosed some very
personal and troubling part of their lives. Once a group cohesiveness has been
achieved, the fourth stage—actually wanting to work on certain behavior-modifying
skills—becomes dominant. At this point in the therapeutic continuum, the group
leader will play a less significant role in what is said or the direction taken. This
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seeming withdrawal on the part of the leader allows the group participants to take
the primary role in creating changes that will affect them on a permanent basis.

As with all therapeutic methods and procedures, regardless of school or persua-
sion, a completion or summation stage is vital. The personal commitment to the
group must be seen in the larger context of life and one’s need to become a part of
the greater fabric of living. By consciously creating a finale to the therapy sessions,
members avoid being limited in their personal growth through dependence on the
group. This symbolic act of stepping away from the group reaffirms all that the
group work achieved during the third and fourth stages of the therapeutic process.

Applications
Group work offers participants an opportunity to express their feelings and fears
in the hope that behavioral change will take place. Group therapy only takes on
significance and meaning when the individual members of the group want to
change their old behavioral patterns and learn a new behavioral repertoire. Most
individuals come from a background where they have experienced difficulties with
other members of their immediate family. Whether the problem has been a spousal
difficulty or a parental problem, those who enter into therapy are desperately
looking for answers. The very fact that there is more than one person within the
group who can understand and sympathize with another’s problem begins the
process of acceptance and change.

A group will very quickly become close, intimate, and in some ways self-guarding
and self-preserving. Through continually meeting with one another in an intense
emotional environment, members begin to look upon the group as a very important
part of their life. When one member does not come to a meeting, it can create
anxiety in others, for the group works as a whole; for one person not to be present
undermines the confidence of those who already lack self-esteem. There are also
those who come to group meetings and express very little in the way of what is
actually bothering them. While even coming into the therapeutic process is one
large step, to disclose anything about themselves is too painful. For those who
remain aloof and detached, believing that they are the best judge of their own
problems, the group experience will be a superficial one.

According to Irvin D. Yalom, therapy is “an emotional and a corrective experi-
ence.” The corrective aspect of therapy takes on a new meaning when placed in a
group setting. There is general agreement that a person who seeks help from a
therapist will eventually reveal what is truly troubling him or her. This may take
weeks or even months of talking—generally talking around the problem. This is
equally true of group participants. Since many difficulties experienced by the
participants will be of an interpersonal nature, the group acts as a perfect setting
for creating the conditions in which those behavioral problems will manifest. One
major advantage that the group therapist has over a therapist involved in individual
therapy is that the conditions that trigger the response can also be observed.

For those people who believe that their particular problem inhibits them from
caring or even thinking about others, particularly the narcissistic or schizoid
personality, seeing the distress of others in the group often evokes strong sympathy
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and caring. The ability to be able to offer some kind of help to another person often
acts as a catalyst for a person to see that there is an opportunity to become a whole
and useful member of the greater community. For all of its limitations, the group
reflects, to some degree, the actual real-life situations that each of its members
experiences each day.

The acknowledgment of another member’s life predicament creates a cohesive-
ness among the members of the group, as each participant grapples with his or her
own problems and with those of the others in the group. As each member becomes
supportive of all other members, a climate of trust and understanding comes into
being. This is a prerequisite for all group discovery, and it eventually leads to the
defining of problems and thus to seeking help for particular problems shared by
members. When the individual members of a group begin to care and respond to
the needs of the other members, a meaningful relationship exists that allows
healing to take place. Compassion, tempered by understanding and acceptance,
will eventually prove the ingredients of success for participating members.

Perspective and Prospects
Immediately after World War II, the demand for therapeutic help was so great that
the only way to cope with the need was to create therapeutic groups. Group therapy
did not boast any one particular founder at that time, although among the first
counseling theorists to embrace group therapy actively were Joseph Pratt, Alfred
Adler, Jacob Moreno, Trigant Burrow, and Cody Marsh. Psychoanalysis, so firmly
placed within the schools for individual psychotherapy, nevertheless became one
of the first therapeutic approaches to be applied to group therapy. Gestalt therapy
and transactional analysis have proved extremely successful when applied to the
group dynamic. Fritz Perls was quick to apply his theories to group therapy work,
although he usually worked with one member of the group at a time. Gestalt group
therapists aim as part of their treatment to try and break down the numerous denial
systems which, once overcome, will bring the individual to a new and more unified
understanding of life. Eric Berne, the founder of transactional analysis, has postu-
lated that the group setting is the ideal therapeutic setting.

Group therapy has certainly not been fully accepted in all quarters of the
therapeutic professions. Advocates of group therapy have attempted to show,
through research and studies, that group therapy is equally effective as individual
therapy, but this claim has not settled all arguments. In fact, what has been shown
is that if the group leader shows the necessary warmth, understanding, and empa-
thy with the members, then success is generally assured. If the group leader is more
on the offensive, however—even taking on an attacking position—then the effects
are anything but positive.

Group therapy continues to play an important role within the field of profes-
sional care. Perhaps what has been lacking and will need to be reassessed is not so
much whether the theories work but whether the participants gain as much as they
can from group work. There has been a general lack of systematized study and
research into the effectiveness of group therapy, especially as far as feedback from
the participants of the group therapy experience is concerned. This reluctance on
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the part of psychologists and counselors to assess more closely the type of therapy
that is being offered will change as participants of group work expect a greater
degree of accountability from the professionals who serve them.
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Hypochondriasis,

Conversion,

Somatization, and

Somatoform Pain
Hypochondriasis

Type of psychology:Psychopathology
Fields of study:Anxiety disorders; models of abnormality

Conversion, hypochondriasis, somatization, and somatoform pain are a group of
mental disorders that are typically referred to as the somatoform disorders. The
primary feature of these disorders, as their name suggests, is that psychological
conflicts take on a somatic, or physical, form.

Principal terms
cathartic method: a therapeutic procedure in which the patient recalls an earlier

emotional trauma in order to express the accompanying tension and unhappi-
ness in a useful manner

conversion disorder: the loss or impairment of some motor or sensory function
when no organic illness is present

hypochondriasis: a mental disorder in which the person is unrealistically preoc-
cupied with the fear of disease and worries excessively about his or her health

somatization disorder: a mental syndrome in which the person chronically has
a number of vague but dramatic medical complaints, which apparently have no
physical cause

somatoform disorders: a group of mental disorders in which the person has
physical complaints or symptoms that appear to be caused by psychological
rather than physical factors

somatoform pain: the experience of sensory pain which appears to be caused by
psychological rather than physical factors

Causes and Symptoms
Conversion, hypochondriasis, somatization, and somatoform pain are thought by
most mental health professionals, such as psychiatrists and clinical psychologists,
to be the four major types of somatoform disorders. These disorders are typically
studied together because they have an important similarity. With each of these
disorders, a psychological conflict is expressed through a somatic, or physical,
complaint.

The manifestation of a psychological conflict through a physical complaint is
perhaps most apparent with conversion disorders. When an individual suffers from
a conversion disorder, the psychological conflict results in some type of disability.
While conversion disorders  vary widely,  some of  the most common  involve
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blindness, deafness, paralysis, and anesthesia (loss of sensation). In all these cases,
medical examinations reveal that there is nothing wrong physiologically with the
individual. The handicap stems from a psychological or emotional problem.

In many instances, the handicap is thought to develop because it gives the person
an unconscious way of resolving his or her conflict. For example, an adult who is
feeling powerful yet morally unacceptable feelings of anger and rage may wish to
strike his or her young child. Rather than carry out this dreadful action, this person

Josef Breuer, who reported the classic case study of conversion disorder sufferer “Anna O.”
in 1895.
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will suddenly develop a paralyzed arm. The unacceptable emotion impulse is then
“converted” (thus the term “conversion”) into a physical symptom. When this
happens, individuals will sometimes seem strangely unconcerned about their new
physical disabilities. They will have what is known by the French termla belle
indifference(or “beautiful indifference”). While most people would be quite upset
if they suddenly became blind or paralyzed, conversion patients will often be rather
calm or nonchalant about their disability, because their symptom unconsciously
protects them from their desire to act on an unacceptable impulse.

The situation is somewhat different for individuals with hypochondriasis or
somatization disorder, since individuals with these syndromes generally do not
experience a dramatic physical disability. Individuals with hypochondriasis or
somatization disorder are troubled instead either by fear of illness or by complaints
about being sick.

With hypochondriasis, the afflicted individual, who is typically referred to as a
hypochondriac, often misinterprets ordinary physical symptoms as a sign of some
extremely serious illness. For example, the hypochondriac with mild indigestion
may think that he or she is having a heart attack. In a similar fashion, a mild
headache may be interpreted as a brain tumor. Hypochondriacs are usually quite
interested in medical information and will keep a wide array of medical specialists
at their disposal. After a visit to the physician, the typical hypochondriac is relieved
to learn that he or she does not suffer from some dreaded disease. When this person
again experiences an everyday ache or pain, such as muscle soreness or indiges-
tion, however, he or she will again mistakenly believe that he or she has come down
with some terrible illness.

While the hypochondriac is typically afraid of having one particular disease, the
individual with a somatization disorder will often have numerous medical com-
plaints with no apparent physical cause. Somatization disorder is also sometimes
known as Briquet syndrome, because a physician by that name described it in detail
in 1859. The individual who develops a somatization disorder, or Briquet syn-
drome, is known as a somatizer. This person is not bothered by the fear of disease,
but rather by the actual symptoms that he or she reports. This individual will
generally describe numerous aches and pains in a vague and exaggerated manner.
Like the hypochondriac, the somatizer will often seek out frequent, unnecessary
medical treatment. The somatizer, however, will be a particularly difficult patient
for the physician to handle. The somatizer will often present his or her physician
with a long, vague, and confusing list of complaints. At times, it may seem as if the
somatizer is actually developing new symptoms as he or she talks to the physician.
The dramatic and disorganized manner in which these patients describe their
problems, and their tendency to switch from one doctor to the next with great
frequency, make somatizers some of the most frustrating patients that medical
professionals are likely to encounter.

It will also be difficult for even the most capable of medical professionals to
work effectively with an individual who is suffering from somatoform pain. The
concept of somatoform pain is a relatively new diagnostic category, in which the
individual experiences physical pain that is thought to be caused by emotional
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factors. Somatoform pain is similar to conversion disorder, except that the individ-
ual experiences pain rather than some type of disability or anesthesia. Since pain
is a subjective sensory experience rather than an observable symptom, it is often
quite difficult for physicians to determine whether pain is caused by psychological
or physical factors. It is therefore very hard to diagnose somatoform pain with any
certainty.

The somatoform disorders, like all psychiatric diagnoses, are worth studying
only when they can contribute to an understanding of the experience of a troubled
individual. In particular, the somatoform disorders are useful when they help show
that while an individual may genuinely feel sick, or believe he or she has some
physical illness, this is not always the case. There are times when a psychological
conflict can manifest itself in a somatic form.

A classic example of this situation is a famous case of conversion disorder that
was reported by Josef Breuer and Sigmund Freud in 1895. This case involved
“Anna O.,” a well-educated and extremely intelligent young Viennese woman who
had rapidly become bedridden with a number of mysterious physical symptoms.
By the time that Anna O. sought the assistance of Breuer, a prominent Austrian
physician, her medical condition was quite serious. Both Anna O.’s right arm and
her right leg were paralyzed, her sight and hearing were impaired, and she often
had difficulty speaking. She also sometimes went into a rather dreamlike state,
which she referred to as an “absence.” During these periods of absence, Anna O.
would mumble to herself and appear quite preoccupied with disturbing thoughts.

Anna O.’s symptoms were quite troubling to Breuer, since she did not appear to
suffer from any particular physical ailment. To understand this young woman’s
condition, Breuer encouraged her to discuss her symptoms at length, and used
hypnosis to explore the history of her illness. Over time, Breuer began to get Anna
O. to talk more freely, until she eventually discussed some troubling past events.
Breuer noticed that as she started to recall and discuss more details from her
emotionally disturbing history, her physical symptoms began to go away.

Eventually, under hypnosis, Anna O. described what Breuer thought was the
original trauma that had precipitated her conversion reaction. She indicated that
she had been spending a considerable amount of time caring for her seriously ill
father. After many days of patiently waiting at her father’s bedside, Anna naturally
grew somewhat resentful of the great burden that his illness had placed upon her.
These feelings of resentment were morally unacceptable to Anna O., who also
experienced genuine feelings of love and concern for her father. One day, she was
feeling particularly tired as she sat at her father’s bedside. She dropped off into
what Breuer describes as a waking dream, with her right arm over the back of a
chair. After she fell into this trancelike state, Anna O. saw a large black snake
emerge from the wall and slither toward her sick father to bite him. She tried to
push the snake away, but her right arm had gone to sleep. When Anna O. looked at
her right hand, she found that her fingers had turned into little snakes with death’s
heads.

The next day, when Anna O. was walking outside, she saw a bent branch. This
branch reminded her of her hallucination of the snake, and at once her right arm
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became rigidly extended. Over time, the paralysis in Anna O.’s right arm extended
to her entire right side; other symptoms began to develop as well. Recalling her
hallucination of the snake and the emotions that accompanied it seemed to produce
a great improvement in her condition. Breuer hypothesized that Anna O. had
converted her original trauma into a physical symptom, and was unable to recover
until this traumatic memory was properly expressed and discussed. The way in
which Breuer treated Anna O. eventually became known as the cathartic method.

Anna O.’s case and the development of the cathartic method eventually led to
widespread interest in conversion disorders, as well as in the other types of
somatoform disorders. Many mental health professionals began to suspect that all
the somatoform disorders involved patients who were unconsciously converting
unpleasant or unacceptable emotions into somatic complaints. The manner in
which somatoform patients could misinterpret or misperceive their bodily sensa-
tions, however, remained rather mysterious. For example, how can an individual
who has normal vision truly believe that he or she is blind? Research conducted by
the team of Harold Sackheim, Johanna Nordlie, and Ruben Gur has suggested a
possible answer to this question.

Sackheim and his colleagues studied conversion patients who believed they
were blind. This form of blindness, known as hysterical blindness, can be quite
debilitating. Patients who develop hysterical blindness are generally unable to
perform their usual functions, and often report total loss of vision. But when the
vision of these patients was tested in an empirical fashion, an interesting pattern of
results emerged. On each trial of a special visual test there were two time intervals,
each of which was bounded by the sounding of a buzzer. During each trial, a bright
visual target was illuminated during one of the intervals. Hysterically blind sub-
jects were asked to report whether the visual target was illuminated during the first
or the second interval. If truly blind subjects were to attempt this task, they should
be correct by chance approximately 50 percent of the time. Most hysterically blind
subjects were correct only 20 to 30 percent of the time, as if they were deliberately
trying to demonstrate poor vision. A smaller number of hysterically blind subjects
were correct on almost every trial, suggesting that they were actually able to see
the visual stimuli before them.

Sackheim and his colleagues have suggested that a two-state defensive reaction
can explain these conflicting findings. First, the perceptual representations of
visual stimuli are blocked from conscious awareness, so that subjects report that
they are blind. Then, in the second part of the process, subjects continue to gain
information from the perceptual representations of what they have seen. The
performance of subjects on a visual task will then depend on whether the subjects
feel they must deny access to the information that was gained during the second
part of the visual process. If subjects believe that they must deny access to visual
information,  they will perform  more poorly  on a  visual task  than  would be
expected by chance. If subjects believe that they do not need to deny access to
visual information, then they will perform like a normal subject on a visual task.
In other words, according to Sackheim and his colleagues, hysterically blind
patients base their responses on the consequences of their behavior.
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The way in which hysterically blind patients can manipulate their ability to see
has led many scholars to question whether these patients are being truthful.
Sackheim, Nordlie, and Gur, however, report that there are patients with lesions in
the visual cortex (a part of the brain which processes visual information) who
report that they are blind. These patients believe that they cannot see, even though
they have normal eyes and can respond accurately to visual stimuli. They believe
they are blind because they have trouble processing visual information. It is thus
possible that an individual can have normal eyesight and still believe that he or she
is blind. It may thus be the case that many somatoform patients truly and honestly
believe that they have a physical symptom, even though they are actually quite
healthy.

Treatment and Therapy
The study of somatoform disorders is an important area of concern for both
medical professionals and social scientists. The somatoform disorders are rela-
tively common, and their great prevalence poses a serious problem for the medical
establishment. A tremendous amount of professional energy and financial re-
sources is expended in the needless medical treatment of somatoform patients, who
really suffer from emotional rather than physical difficulties. For example, when
Robert Woodruff, Donald Goodwin, and Samuel Guze compared fifty somatiza-
tion patients with fifty normal control  subjects in 1974, they found that  the
somatization patients had undergone major surgical procedures three times more
frequently than had the normal controls. Since an effort was made to match the
somatizing and control patients on the basis of their actual medical condition, one
can assume that much of the surgery performed on the somatization patients was
unnecessary.

On the other hand, there is also a considerable amount of evidence to indicate
that many people who are genuinely ill are misdiagnosed with somatoform disor-
ders. Charles Watson and Cheryl Buranen published a follow-up study of somati-
zation patients in 1979 which found that 25 percent of the patients actually suffered
from real physical disorders. It seems physicians who are unable to explain a
patient’s puzzling medical problems may be tempted to label the patient prema-
turely with a somatoform disorder. The diagnosis of a somatoform disorder needs
to be made with great caution, to ensure that a genuine medical condition will not
be overlooked. There is also a need for further research into the causes and nature
of the somatoform disorders, so that they can be diagnosed in a more definitive
fashion.

Perspective and Prospects
One hopes that further research will also shed light on the ways in which somato-
form disorders can be treated. Most somatoform patients are truly in need of
assistance,  for while  their  physical  illness may be  imaginary, their  pain and
suffering are real. Unfortunately, at this time, it is often difficult for mental health
professionals to treat somatoform patients effectively since these individuals tend
to focus on their physical complaints rather than on their emotional problems.
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More research is needed on the treatment of somatoform patients so that they can
overcome the psychological difficulties that plague them.

Bibliography
Alloy, Lauren B., Neil S. Jacobson, and Joan Acocella.Abnormal Psychology:

Current Perspectives. 8th ed. New York: McGraw-Hill, 1998. This textbook
contains an excellent chapter on the somatoform disorders which describes
relevant case studies and explains how different psychological theorists view
the somatoform diagnoses. Discussion of hypochondriasis and conversion dis-
order is particularly informative. Clear, easy to read, and comprehensible to the
high school or college student.

Breuer, Josef, and Sigmund Freud.Studies in Hysteria. Translated and edited by
James Strachey, with the collaboration of Anna Freud. New York: Basic Books,
1982. In many ways, this landmark book, first published in 1895, was the
genesis of contemporary psychotherapy. Describes the famous case of Anna O.,
as well as the histories of a number of other conversion patients. A challenging
book, useful to the college student who has a serious interest in either conver-
sion disorders or the history of psychology.

Jacob, Rolf G., and Samuel M. Turner. “Somatoform Disorders.” InAdult Psycho-
pathology and Diagnosis, edited by Samuel M. Turner and Michel Hersen. New
York: John Wiley & Sons, 1984. Provides the reader with a scholarly overview
of somatoform disorders. Relevant diagnostic issues are discussed, in conjunc-
tion with a thorough review of the major research studies that have been
conducted on somatization disorder, hypochondriasis, and conversion disorder.

Ono, Yukata, et al., eds.Somatoform Disorders. New York: Springer, 1999. Exam-
ines the social aspects of somatoform disorders from a worldwide, cross-
cultural perspective. Includes bibliographical references and an index.

Pilowsky, Issy.Abnormal Illness Behaviour. New York: John Wiley & Sons, 1997.
Provides a general introduction to the early recognition and management of
abnormal illness behavior.

Sackheim, Harold A., Johanna W. Nordlie, and Ruben C. Gur. “A Model of
Hysterical and Hypnotic Blindness: Cognition, Motivation, and Awareness.” In
Journal of Abnormal Psychology88 (October, 1979): 474-489. Recommended
for the college student or serious reader who is interested in learning about
contemporary research on conversion disorders. In particular, research on hys-
terical blindness is described in a complete and detailed fashion. The authors
attempt to explain why hysterically blind patients believe they have lost their
vision, when in reality they are able to see.

Sarason, Irwin G., and Barbara R. Sarason.Abnormal Psychology: The Problem of
Maladaptive Behavior. 8th ed. Upper Saddle River, N.J.: Prentice Hall, 1996.
Includes a very readable chapter on the psychological factors which can pro-
duce physical symptoms. A well-organized overview of somatization disorders
is enhanced with a number of lively examples. Recommended for the high
school student, college student, or casual reader.

Steven C. Abell

Hypochondriasis Psychology and Mental Health

366



See also:
Abnormality: Biomedical Models; Abnormality: Psychodynamic Models;

Anxiety Disorders; Grief and Guilt; Phobias; Post-traumatic Stress; Psychoso-
matic Disorders; Stress: Behavioral and Psychological Responses; Stress: Physi-
ological Responses.

Psychology and Mental Health Hypochondriasis

367



Identity Crises
Identity Crises

Type of psychology:Developmental psychology
Fields of study:Adolescence; adulthood

Identity crises are the internal and external conflicts faced by the adolescent/young
adult when choosing an occupation and coming to terms with a basic ideology.
Development of a personal identity is a central component of psychosocial ma-
turity.

Principal terms
identity: a configuration of occupational, sexual, and ideological commitments;

according to Erikson,  the  positive  pole of  the  fifth  stage  of  psychosocial
development

identity confusion/diffusion: an incomplete or inadequate sense of self, which
can range from a state of occasional uncertainty to a psychotic state

identity status: a  description of  one’s self-structure based on evidence  of
exploration of alternatives and commitments to a career and a basic set of values

negative identity: a self-structure that reflects a deviant lifestyle such as that
taken on by a delinquent

psychosocial maturity: the completion of development in those areas that
include both psychological and social aspects, such as identity and sexuality

psychosocial moratorium: a period during which the adolescent is free from
responsibilities and obligations in order to explore the meaning of life

Overview
Identity crises are an integral phase in human development. According to Erik
Erikson, successful resolution of the identity crisis is contingent on the earlier
resolution of the crises associated with infancy and childhood, such as trust,
autonomy, initiative, and industry. Further, the extent to which the conflict sur-
rounding identity is resolved will influence how the individual will cope with the
crises of adulthood.

According to Erikson’s model of the human life cycle, an identity crisis is one
of the psychosocial conflicts faced by the adolescent. In Erikson’s model, which
was published in the 1960’s, each age period is defined by a certain type of
psychosocial crisis. Adolescence is  the life stage during  which acquiring  an
identity presents a major conflict. Failure to resolve the conflict results in identity
confusion/diffusion—that is, an inadequate sense of self.

Identity implies an existential position, according to James Marcia, who con-
strues identity as a self-structure composed of one’s personal history, belief system,
and competencies. One’s perception of uniqueness is directly related to the devel-
opment of this self-structure. A somewhat similar position has been taken by Jane
Kroger, who views the identity crisis as a problem of self-definition. The resulting
identity is a balance between self and others. Erikson defines identity as the belief
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that  one’s past  experiences and  identity will be  confirmed in  the future—as
exemplified in the choice of a career. Identity is a composite of one’s sexuality,
physical makeup, vocation, and belief system. Identity is the pulling together of
who one is and who one can become, which involves compositing one’s past,
present, and future. It is a synthesis of earlier identifications. Successfully resolv-
ing the identity crisis is contingent on the interactions that the adolescent/young
adult has with others. Erikson contends that interacting with others provides the
needed feedback about who one is and who one ought to be. These interactions
with others enable the adolescent/young adult to gain a perspective of self that
includes an evaluation of his or her physical and social self. Identity acquisition is
cognitive as well as social.

From Erikson’s perspective, as discussed by James Cote and Charles Levine
(1987), four conditions are necessary for an identity crisis: Puberty has been
reached; the requisite cognitive development is present; physical growth is nearing
adult stature; and societal influences are guiding the person toward an integration
and resynthesis of identity. The dialectics of society and personality, implicit in the
last condition, are given the most attention by Erikson, according to Cote and
Levine, because the other three conditions are part of normative development.
Developmental level of the individual and societal pressures combine to elicit an
identity crisis; but Cote and Levine note that timing of this crisis is contingent on
factors such as ethnicity, gender, socioeconomic status, and subculture, as well as
personality factors (for example, authoritarianism or neuroticism) and socializa-
tion practices. The severity of the identity crisis is determined by the extent to
which one’s identity portrayal is interfered with by the uncertainty inherent in
moving toward self-definition and unexpected events.

An integral part of the identity crisis is the psychological moratorium, a time
during which society permits the individual to work on crisis resolution. During
this moratorium, the adolescent/young adult has the opportunity to examine socie-
tal roles, career possibilities, and values, free from the expectation of commitments
and long-term responsibilities. Although some individuals choose to remain in a
moratorium indefinitely, Erikson contends that there is an absolute end to the
recognizable moratorium. At its completion, the adolescent/young adult should
have attained the necessary restructuring of self and identifications so that he or
she can find a place in society which fits this identity.

Based on Erikson’s writings, Cote and Levine identify two types of institution-
alized moratoria: the technological moratorium, which is highly structured, and the
humanistic moratorium, which is less highly structured. The technological mora-
torium is the product of the educational system, which is charged by society with
socializing youth to fit in adult society. Individuals in this moratorium option
experience less difficulty in resolving the identity crisis because they move into
occupations and societal roles for which they have been prepared with significantly
less intrapsychic trauma in accepting an ideology. The school takes an active role
in easing this transition by providing vocational and academic counseling for
students, facilitating scheduling so that students can gain work experience while
enrolled in school, and encouraging early decision making as to a future career.
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The identity crisis for individuals in the humanistic moratorium is more stress-
ful, painful, and of longer duration than for those in the technological moratorium.
The focal concern of the adolescent/young adult in the humanistic moratorium is
humanistic values, which are largely missing from the technological moratorium.
There is more variability in this concern for humanistic values, which is reflected
in the moratorium that is chosen and the commitments that are made. These
conditions elicit an alternation between progressive and regressive states, with the
individual making commitments at one time and disengaging at another. The
character Holden Caulfield in J. D. Salinger’s classic novelThe Catcher in the Rye
(1951) is an example of this type of identity problem. More extreme identity
confusion is found among individuals in this moratorium. According to Cote and
Levine, social support is often lacking, which hinders formation of a stable identity.
Family and community support is especially important for these individuals. Yet
these are the adolescents/young adults who, because their lifestyle departs from the
societal mold, are often ostracized and denied support. Individuals may promote a
cause of some type. Those who choose a humanistic moratorium are more likely
to be intellectual, artistic, antiestablishment, and ideologically nonconforming.
After a time, some of these individuals accept technological values and roles.

Individuals whose identity seeking is not influenced by technological or human-
istic moratoria face a rather different situation. Some remain in a constant state of
flux in which choices are avoided and commitments are lacking. Others take on a
negative identity by accepting a deviant lifestyle and value system (for example,
delinquency or gang membership). In this instance, the negative elements of an
identity outweigh the positive elements. This type of identity crisis resolution
occurs in an environment which precludes normative identity development (for
example, excessively demanding parents, absence of an adequate role model).

Applications
Erikson’s writings on identity crises have been responsible for an extensive litera-
ture, consisting of conceptual as well as empirical articles. Perhaps the most widely
used application is Marcia’s identity status paradigm, in which he has conceptual-
ized and operationalized Erikson’s theory of identity development in terms of
several statuses which result from exploration and commitment. More than one
hundred empirical studies have been generated from this paradigm, according to a
review  by Cote and  Levine  (1988). The identity  status paradigm  provides a
methodological procedure for determining identity statuses based on resolution of
an identity crisis and the presence of commitments to an occupation and an
ideology.

According to the Marcia paradigm, an ego identity can be one of several statuses
consisting of achievement, foreclosure, moratorium, or diffusion. An achievement
status indicates resolution of the identity crisis and firm commitments to an
occupation and an ideology. In a foreclosure status, one has formed commitments
but has not experienced a crisis. The moratorium status denotes that an identity
crisis is currently being experienced, and no commitments have been made. The
diffusion status implies the absence of a crisis and no commitments. Much of the
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research has focused on identifying the personality characteristics associated with
each of these statuses. Other studies have examined the interactional patterns as
well as information-processing and problem-solving strategies. Achievement and
moratorium statuses seek out, process, and evaluate information in their decision
making. Foreclosures have more rigid belief systems and conform to normative
standards held by significant others, while those in the diffusion status delay
decision making. Significant differences have been found among the statuses in
terms of their capacity for intimacy, with diffusions scoring lowest, followed by
foreclosures. Achievement and moratorium statuses have a greater capacity for
intimacy.

Two areas of research that continue to attract attention are parental socialization
patterns associated with crisis resolution, and identity crises in females. The
findings to date reveal distinctive parental patterns associated with each status.
Positive but somewhat ambivalent relationships between parents and the adoles-
cent/young adult are reported for achievement status. Moratorium-status adoles-
cents/young adults also seem to have ambivalent relationships with their parents,
but they are less conforming. Males in this status tend to experience difficulty in
separating from their mothers. Foreclosures view their parents as highly accepting
and encouraging. Parental pressure for conformity to family values is very evident.
Diffusion-status adolescents report much parental rejection and detachment from
parents, especially from the father. In general, the data from family studies show
that the same-sex parent is an important figure in identity resolution.

The interest in female identity has arisen because different criteria have been
used to identify identity status based on the Marcia paradigm. Attitudes toward
premarital sexual relations is a major content area in status determination. The
research in general shows that achievement and foreclosure statuses are very
similar in females, as are the moratorium and diffusion statuses. This pattern is not
found for males. It has been argued by some that the focal concerns of females, in
addition to concerns with occupation and ideology, involve interpersonal relation-
ships more than do the concerns of males. Therefore, in forming a self-structure,
females may examine the world outside for self-evaluation and acceptance in
addition to the internal examination of self which typically occurs in males. The
effect of an external focus on identity resolution in females is unknown, but this
type of focus is likely to prolong the identity crisis. Further, it is still necessary to
determine the areas in which choices and commitments are made for females.

The concept of negative identity has been used frequently in clinical settings to
explain antisocial acts and delinquency in youth, as well as gang-related behavior.
Randall Jones and Barbara Hartman (1988) found that the use of substances (for
example, cigarettes, alcohol, and other drugs) was higher and more likely in youths
of identity-diffusion status. Erikson and others have argued that troubled youths
find that elements of a negative identity provide them with a sense of some mastery
over a situation for which a positive approach has been continually denied them.
In the examples cited, deviant behavior provided this sense of mastery and an
identity.
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Perspective and Prospects
The identity crisis is the major conflict faced by the adolescent. Erikson’s
theorizing about the identity crisis made a major contribution to the adolescent
literature. Marcia’s reconceptualization of ego identity facilitated identity re-
search and clinical assessment by providing a methodological approach for
determining identity development and the psychological concomitants of identity.
As a result, the study of identity and the awareness of the psychological impact
on the individual has become a major research area and has provided a basis for
clinical intervention.

The concept of identity crises originated with Erikson, based on the clinical
experiences which he used to develop a theory of ego identity development.
Explication of this theory appeared in his writings during the 1950’s and 1960’s.
Erikson’s theory of the human life cycle places identity resolution as the major
crisis faced by the adolescent. The success of this resolution is determined by the
satisfactory resolution of crises in the stages preceding adolescence.

Identity formation is a major topic in most textbooks on adolescence, and it is a
focal concern of practitioners who treat adolescents with psychological adjustment
problems. Until the appearance of Erikson’s writings, the field of adolescence was
mostly a discussion of physical and sexual development. His focus on psychosocial
development, especially the emergence of a self-structure, increased immeasur-
ably the understanding of adolescent development and the problems faced by the
adolescent growing up in Western society. As Cote and Levine have noted, identity
is a multidimensional construct, consisting of sociological perspectives, specifi-
cally the social environment in which the individual interacts, as well as psycho-
logical processes. Thus, a supportive social environment is critical to crisis resolu-
tion. The absence of this supportive environment has frequently been cited as an
explanation for identity problems and the acquisition of a negative identity.

It is important to realize that identity has a temporal element as well as a lifelong
duration. That is, identity as a personality characteristic undergoes transformations
throughout the life cycle. While crisis resolution may be achieved during adoles-
cence/young adulthood, this self-structure is not permanent. Crises can reemerge
during the life span. The midlife crises of middle adulthood, written about fre-
quently in the popular press, are often viewed as a manifestation of the earlier
identity crisis experienced during adolescence/young adulthood.

A future role for identity crises is difficult to forecast. The psychological
moratorium will continue to be an important process. Given the constant change
in American society, the moratorium options available for youth may be more
restricted, or more ambiguous and less stable. This scenario is more probable for
humanistic moratoria as society moves toward more institutional structure in the
form of schools taking on increased responsibility for the socialization of children
and youth. The provision of child care before and after school is one example of
the school’s increased role. The erosion which has occurred in family structure
presents another problem for identity crisis resolution.
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Insomnia
Insomnia

Type of psychology:Consciousness
Fields of study:Sleep

Insomnia is a complaint of poor, insufficient, or nonrestorative sleep; it may be
experienced for a few nights or for a lifetime. Daytime functioning is often affected.
Insomnia may be caused by an underlying physiological or psychological disorder,
or by substance abuse, but it can also occur independently of these factors.

Principal terms
chronotherapy: the systematic adjustment of an individual’s sleep-wake cycle

to align it with the person’s circadian rhythm
circadian rhythm: a rhythm, such as the human sleep-wake cycle, that follows

a roughly twenty-four-hour pattern
persistent psychophysiological insomnia (PPI): behavioral insomnia that may

be caused by sleep-incompatible behaviors (such as stimulant intake) or by
chronic anxiety or stress

polysomnography: a technique employed in a sleep laboratory to monitor the
electrical activity, respiration, heart rate, and movements of the body during
sleep

transient insomnia: a period of insomnia lasting no more than three weeks

Causes and Symptoms
Insomnia is defined as a person’s perception that his or her sleep is inadequate or
abnormal. It may include difficulty initiating sleep, short sleep time, frequent
awakenings from sleep, and sleep that is nonrestorative. The daytime symptoms of
insomnia include fatigue, excessive daytime sleepiness, mood changes, and im-
paired mental as well as physical functioning. Insomnia can be caused by condi-
tions such as stress, anxiety, depression, substance abuse, medical illness, or other
sleep disorders, but it may stand alone in some patients, separate from any known
underlying disorders. The occurrence of insomnia increases with age; one study
estimates that approximately 50 percent of persons between the ages of sixty-five
and seventy-nine experience trouble sleeping.

The Association of Sleep Disorders Centers (ASDC) recognizes that there are
two general types of insomnia. Classified on the basis of the duration of the period
in which the person experiences insomnia, these two types are transient insomnia
and primary insomnia. Transient insomnia is seen when persons have had a history
of normal sleep but experience a period of insomnia which lasts less than three
weeks; the patient returns to normal sleep after the insomnia period. The insomnia
period is usually tied to a specific experience or situation, and it is believed that
there are two common processes that are involved in transient insomnia. The first
involves central nervous system arousal and any condition which may cause such
arousal, whether it is psychological or environmental. There is no clear physiologi-
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cal disorder associated with this condition, but some research suggests that indi-
viduals who are likely to be aroused by stress may be more vulnerable to this type
of insomnia than other people. Some sleep researchers indicate that emotional
disturbance may play a role in up to 80 percent of transient insomnia cases.

A second process involved in transient insomnia results from persons having a
sleep-wake schedule that is not aligned with their own circadian (twenty-four-
hour) rhythms. Biological rhythms control many bodily functions, such as blood
pressure, body temperature, hormonal activity, and the menstrual cycle, as well as
the sleep-wake cycle. Insomnia can be caused by a sleep-wake cycle which is
misaligned with the circadian rhythm, such as that which occurs when persons
travel across many time zones or engage in shift work. Circadian rhythm disorders
can last for periods of more than six months, in which case the problem would be
considered chronic.

Primary insomnia is diagnosed when the patient’s insomnia is not secondary to
problems such as depression, anxiety, pain, or some other sleep disorder, and it
lasts for a period longer than three weeks. Two types of primary insomnia are
persistent psychophysiological insomnia (PPI) and insomnia complaints without
objective findings. PPI is commonly known as learned, or behavioral, insomnia, as
it is caused or maintained by maladaptive learning—that is, by the occurrence of
sleep-incompatible behaviors, such  as caffeine intake before bedtime.  PPI is
diagnosed when the patient demonstrates sleep difficulties which are verified in a
sleep laboratory and are then traced to their behavioral causes. Figures vary, but
approximately 15 percent of those patients diagnosed as having insomnia probably
have PPI. One common feature of PPI is excessive worrying about sleep problems.
Great efforts are made to fall asleep at night, which are unsuccessful and lead to
increased sleep difficulty; however, the patient may fall asleep quite easily when
not trying to fall asleep.

One theory concerning how persistent psychophysiological insomnia can de-
velop suggests that some people have a poor sleep-wake system, which makes it
more difficult for them to overcome sleep-inhibiting behavior. For example, it is
possible for persons to become so anxious concerning their poor sleep that even
the thought of their own bedroom causes them stress, which further increases their
sleep problems and creates a cycle of increasingly difficult sleep. This cycle would
eventually end for persons with normal sleep cycles, but it is much easier for these
events to disrupt those who already have the poor sleep-wake cycle suggested by
this theory. Although PPI may begin in response to stress or an emotional situation,
it should again be noted that in PPI this type of learning or behavior plays the major
role in the insomnia complaint.

Most insomnia patients will exhibit irregular sleep patterns or polysomnog-
raphic findings when tested in a sleep laboratory; however, there are those who
complain of insomnia yet show no irregular sleep patterns. In the past, these people
were viewed as having “pseudoinsomnia,” and they were even thought of as
possibly using poor sleep as an excuse for being lazy. Those who have insomnia
complaints without objective findings do not show any physiological or psycho-
logical disorder and do not exhibit any sleep-incompatible behaviors, yet they
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commonly respond to treatment of their insomnia as would a verified insomnia
patient.

One study found that insomnia was associated with anxiety, depression, psychi-
atric distress, and medical illness in 47 percent of the cases. The medical and
psychiatric disorders, as well as the pharmacological substances, that can cause
insomnia are too numerous to list here. James Walsh and Roger Sugerman note
three theories which attempt to explain the occurrence of insomnia in psychiatric
disorders that may prove helpful in understanding the process. The first suggests
that insomnia results from a psychological disturbance that goes unresolved and
leads to arousal that prevents sleep. The second states that neurochemical abnor-
malities may be the cause of insomnia in psychiatric disorders. The final theory
asserts that affective (emotional) disorders may disturb the biological rhythms that
control sleep.

The trouble that many people face when trying to get a good night’s rest is not
the only problem caused by insomnia. Insomnia may have drastic effects on
behavior during the day. As stated previously, fatigue, excessive daytime sleepi-
ness, mood changes, and impaired mental and physical functioning are all fre-
quently caused by insomnia. Difficulties in the workplace, as well as increased
health problems, are also associated with complaints of insomnia, though they are
not necessarily caused by insomnia. Insomnia is not a problem that the individual
faces only at night.

Diagnosis of insomnia depends on an accurate evaluation of the circumstances
surrounding the complaint. The clinician must take many things into account when
diagnosing each particular case, as insomnia may be the result of any number of
factors in the patient’s life. Questions concerning behavior should be asked to
determine if the insomnia is caused by sleep-incompatible behaviors. Polysomnog-
raphic testing in a sleep laboratory may be necessary in order to determine which
type of insomnia the patient has.

Treatment and Therapy
Once properly diagnosed, insomnia may be treated in a number of ways, all of
which are dependent on the type of insomnia with which the clinician is faced.
While the classical treatment for sleeping problems in the past has been “sleeping
pills,” and treatment of transient insomnia today may still involve small doses of a
short-acting drug (such as benzodiazepines) when necessary, merely counseling or
educating patients concerning situations that may increase their sleep problems is
frequently found to be effective. If the transient insomnia is caused by disrupting
sounds in the sleeping environment (such as snoring or traffic noise), devices that
mask the noise may be used; earplugs and placing a fan in the room to mask the
noise are two simple examples of this method. If the sleep disturbance is associated
with misaligned circadian rhythms, the person’s bedtime may be systematically
adjusted toward either an earlier or later hour, depending on what time they
presently go to sleep. Strict adherence to the adjusted sleep-wake schedule is then
necessary in order for the individual to remain on a regular schedule. This method
is referred to as chronotherapy.
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Peter Hauri suggests that treatment of persistent psychophysiological insomnia
will typically involve aspects of three “domains”: sleep hygiene, behavioral treat-
ment, and the use of hypnotics. Methods involving sleep hygiene focus on educat-
ing the patient concerning proper sleep habits. Hauri states that the goal is for the
patient to avoid all thoughts that may stimulate or arouse the patient. This is done
by focusing on or engaging in monotonous or nonstimulating behaviors at bedtime
such as reading or listening to pleasant music.

Behavioral methods include relaxation therapy, limiting sleep time to a few
hours per night until the patient is able to use the time in bed as “true” sleeping
time, and using “stimulus control” therapy. This method requires the patient to get
out of bed whenever she or he is not able to sleep. The process is aimed at reducing
the association between the bedroom and the frustration with trying to go to sleep.
Finally, the use of hypnotic medications is indicated in patients who have such a
need for sleep that they “try too hard” and thus become aroused by their efforts. As
with transient insomnia, a small dose of a short-acting drug is suggested in order
to break this cycle of frustration. The treatment for patients who exhibit no
objective polysomnographic findings is similar to that for patients with any other
type of insomnia. Such patients also tend to respond to behavioral, educational, and
pharmacological methods.

Perspective and Prospects
The importance of a greater  understanding of  the mechanisms  of sleep and
insomnia can be appreciated by everyone. Anyone knows that when one feels truly
sleepy, it is difficult to concentrate, perform simple tasks, or maintain patience with
other people. If this situation were to last for a week, a month, or several years, one
would at least wish for it to end and at most find it nearly intolerable.

A National Institute of Mental Health survey reported that approximately 17
percent of a nationally representative sample had experienced “serious” trouble
sleeping in the year prior to the survey. Other research suggests that as many as 38
percent of adults in the United States experience trouble sleeping. It is likely that
at some time in their lives, nearly everyone has experienced some difficulty
sleeping.

The discovery of the methods used to monitor electrical activity in the human
brain during the late 1920’s essentially ushered in the modern era of sleep research.
With this development, sleep stages were discovered, which eventually led to a
greater understanding of what takes place in both normal and abnormal sleep.

A. Michael Anch, Carl Browman, Merrill Mitler, and James Walsh write in
Sleep: A Scientific Perspective(1988) that most insomnia research prior to 1980
treated insomniacs as one group, with little attention paid to differences such as
duration or causal factors in the subject’s insomnia. While this limits the ability to
generalize the earlier findings, these authors concede that the inclusion of different
types of insomnia in studies eventually came to increase knowledge of the psychol-
ogy of sleep and insomnia.

With regard to the treatment of insomnia, much has been learned that allows
doctors and psychologists to treat the different types of this disorder more effec-
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tively. The myth of the “cure-all” sleeping pill has been replaced with a more
sophisticated approach, which includes educational and behavioral practices.
Medications are still used, but treatment options have increased so that clinicians
are not as limited as they once were.

As the study of sleep disorders has developed in terms of scientific sophistica-
tion,  researchers  have been able to  learn the  importance  that sleep holds in
day-to-day functioning. They have also discovered how detrimental sleep loss or
disruption of the sleep-wake cycle can be. Aiding in the discoveries have been
scientific developments in neurobiology, behavioral medicine, physiology, and
psychiatry that allow analysis of the mechanisms in normal and abnormal sleep. It
is hoped  that  as scientists gain a  further understanding of insomnia  through
research, they will also understand, more generally, the true purpose of sleep.
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Jealousy
Jealousy

Type of psychology:Social psychology
Fields of study:Interpersonal relations

Jealousy is the experience of perceiving that one’s relationship is threatened; it is
influenced by cultural expectations about relationships, personal self-esteem, and
feelings of possessiveness. Jealousy is a common source of conflict, and it can have
a destructive impact on relationships.

Principal terms
dispositional: relating to disposition or personality
dyadic: pertaining to a couple
patrilineage: the tracing of ancestry through fatherhood
possessiveness: the desire to maintain and control a resource, object, or person
socialization: the process of learning and internalizing social rules and standards

Causes and Symptoms
Jealousy is not a single emotion; it is most likely a complex of several emotions.
Their central theme is the fear of losing to someone else what rightfully belongs to
one. In personal relationships, jealousy focuses on fear of losing the partner; the
partner is seen as a possession whose ownership is in jeopardy. Whether the threat
is real or imaginary, it endangers the jealous person’s self-esteem as well as the
relationship. Theorists argue that three elements are central to the emotional
experience of jealousy: an attachment between two people; valued resources that
are exchanged between them; and an intrusion on this attachment by a third person
seen to be supplanting the giver or receiver of resources.

Early theories of jealousy suggested that the jealous person fears losing posses-
sion; later conceptualizations, however, have specified that jealousy is a fear not of
loss of possession but of loss of control. The intrusion of a third party also threatens
the cohesiveness of the attachment, dividing partners into opponents. Insofar as the
relationship has been integrated into each partner’s identity, the intruder threatens
not only what the jealous person has but also who he or she is. Most researchers
conclude that the experience of jealousy is itself a damaging and destructive
relationship event. Emotional bonds  are reduced to  property  rights; jealousy
involves the manipulation of feelings and behaviors, and it can erupt in anger or
cause depression. The positive aspects of jealousy are few, but they are identifiable:
It intensifies feelings, provides information about the partners, can trigger impor-
tant discussions between them, and can enhance the jealous person’s self-concept.

Jealousy is more likely when a relationship is intensely valued by someone; the
more important it is, the more dangerous would be its loss. Social norms do not
support the expression of some forms of jealousy; for example, most cultures do
not tolerate expressing jealousy of one’s own children. Inexpressible jealousies
may be displaced onto the more tolerated forms, such as a couple’s  sexual
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relationship. Sexual attraction or behavior is often the focus of jealousy, even
though sexual interaction may not be the most valued aspect of a relationship. For
example, one gender difference that has been identified in the experience of
jealousy (in heterosexual relationships) is that while men focus on sexual infidelity
or intrusion, women express greater jealousy about the emotional attachment
between a partner and a rival.

Dispositional factors in jealousy include feelings of personal insecurity, a poor
self-image, and deficient education. Jealous people appear to be unhappy even
before they identify a target for their dissatisfaction. Describing oneself as “a
jealous person” is related to a negative attributional style; a self-described jealous
person sees his or her jealous reaction as stable and uncontrollable, and thus as less
likely to change. Developmental research suggests that jealous emotions originate
in childhood when the child’s exclusive attachment to the mother outlives the
mother’s intense bond to the child. Childhood jealousy also manifests itself in
rivalry with one’s other parent or with siblings, implying that jealousy assumes that
love is a finite resource that cannot be shared without diminishment. A common
theme in jealousy research is the jealous person’s sense of dependence on the
threatened relationship, as well as the conviction that he or she is somehow lacking.
Before an intrusion appears or is imagined, therefore, a jealous person may already
feel inadequate, insecure, and threatened.

Jealousy is also related to possessiveness—the desire to maintain and control a
person or resource. Thus the central issue of relationship jealousy is not love but
power and control. Relatively powerful people (in most societies, men rather than
women) feel less possessive because they feel less powerless. Circumstances can
trigger possessiveness: In all types of relationships studied, one partner feels more
possessive when he or she fears that the other might have a meaningful interaction
with a third person.

Cultural and subcultural norms determine the forms and incidences of jealousy.
For both men and women, jealousy is related to the expectation of exclusiveness
in a relationship. For men in particular, jealousy is related to gender-role tradition-
alism  (adherence  to traditional  standards of masculinity) and dependence  on
partners’evaluations for self-esteem. For women, jealousy is related to dependence
on the relationship. With these gender-role expectations, individuals decide
whether they are “obligated” to feel jealous when the circumstances indicate a
threat to self-esteem or intimacy.

Cultures vary widely in the standards and degree of jealousy attached to sexual
relationships. Jealousy is rare in cultures that place few restrictions on sexual
gratification and do not make marriage or progeny important to social recognition.
In contrast, high-jealousy cultures are those that place great importance on control
of sexual behavior and identification of patrilineage. Cultural researchers conclude
that jealousy is not inborn but learned through socialization to what is valued in
one’s culture. For example, a cultural norm commonly associated with jealousy is
monogamy. In monogamous cultures, alternative liaisons are condemned as
wrong, and jealousy is seen as a reasonable, vigilant response. In such contexts a
double standard is promoted, separating jealousy from envy, a covetous feeling
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about material property.  While envy  and greed are considered unacceptable,
jealousy is justified as a righteous defense of intimate territory.

Despite the negative form and consequences of jealousy in most relationships,
it is popularly associated with intensity of romantic commitment. Researchers have
found that individuals who score high in measures of romanticism believe that
jealousy is a desirable reaction in a partner. Perhaps because jealousy is mistakenly
believed to strengthen intimacy (although research indicates that it has the oppo-
site effect), some individuals may seek to induce jealousy in their partners. Re-
searchers have found that women are more likely than men to induce jealousy with
an expectation of renewed attention or greater control of the relationship. Five
jealousy-inducement techniques have been identified: exaggerating a third per-
son’s appeal, flirting with others, dating others, fabricating another attachment, and
talking about a previous partner. Theorists speculate that the gender difference in
jealousy inducement reflects the imbalance of power in male-female relationships.
Provoking jealousy may be an attempt to redress other inequities in the relation-
ship.

Reactions to jealousy vary by age, gender, and culture. Young children may
express rage in tantrums or attack the interloping sibling. Research has identified
six common responses made by jealous children: aggression, identification with
the rival (for example, crying or acting cute like a new baby), withdrawal, repres-
sion or feigning apathy, masochism (exaggerating pain to win attention), and
creative competition (with the possible outcome of greater self-reliance).

Gender differences in jealous reactions include self-awareness, emotional ex-
pression, focus  of  attention,  focus of blame, and  restorative  behavior. When
jealous, men are more likely to deny such feelings, while women more readily
acknowledge them. Men express jealousy in rage and anger, while women experi-
ence depression and fear (that the relationship may end). Men are more likely to
blame the third party or the partner, while women blame themselves. Men engage
in confrontational behavior and focus on restoring self-esteem. Women intensify
possessiveness and  focus on strengthening the  relationship. In general, these
gender differences reflect different sources of jealousy and different emotional and
social implications. For most men, a relationship is regarded as a personal posses-
sion or resource to be protected with territorial aggression. For most women, a
relationship is an extension of the self, a valued opportunity but not a personal
right, whose loss is feared and defended with efforts to secure the bonds of
attachment. The focus of postjealousy behavior is guided by the resource that is
most damaged or threatened by the episode: For men, this is the role of the
relationship in supporting self-esteem; for women, it is the health and security of
the relationship.

Cultural differences in reacting to jealousy range from extreme violence to
dismissive inattention. A jealous Samoan woman might bite her rival on the nose,
while a New Mexican Zuñi wife might refuse to do her straying husband’s laundry.
Cultures may overtly or tacitly condone violence incited by jealous passion.
Jealousy has been cited as a justifying factor in many forms of social violence:
family murder and suicide, spouse abuse, divorce, depression, and criminal behav-
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ior. Despite cultural stereotypes of woman as more prone to jealousy, a review of
murders committed in a jealous rage has revealed women to be the perpetrators in
fewer than 15 percent of the cases.

Treatment and Therapy
Researchers have identified positive, constructive approaches to managing jealous
experiences. Three broad coping strategies have been identified: self-reliance,
self-image improvement, and selective devaluing of the loved one. In the first case,
self-reliance involves controlling expressions of sadness and anger, and forging a
tighter commitment with one’s partner. In the second, one’s self-image can be
enhanced by making positive social comparisons and identifying and developing
one’s good qualities. Finally, jealousy can be reduced and the threat eliminated if
one convinces oneself that the loved person is not so important after all. These
approaches are all popular, but they are not equally effective. Researchers com-
ment that self-reliance works best, selective devaluing is less effective, and self-
bolstering does not appear to be effective at all.

Perspective and Prospects
Research on jealousy has several origins. Anthropologists have long observed the
dramatic cultural variations in the causes and expressions of jealousy. Psycholo-
gists have noted that jealousy has no consistent emotional expression or definition:
For some people, jealousy is a version of anger; for others, it resembles sadness,
depression, or fear. When research on close relationships began to develop in the
1960’s and 1970’s, jealousy was found to help explain the dynamics of power and
conflict in intimacy. Early research produced the counterintuitive findings that
jealousy hinders rather than enhances romantic relationships, and that its roots are
not in intimacy but possessiveness. Jealousy was eventually found to be an aspect
of self-esteem and defensiveness rather than a quality of intimacy or dyadic
communication.

Jealousy has also gained attention as a social problem because of its implications
in criminal behavior and domestic violence. Increases in the rate of domestic
assault and murder have warranted a closer examination of the cultural assump-
tions and stereotypes that support jealous rage and depression. Educational pro-
grams to address self-esteem, especially in young children and adolescents, are
focusing on jealousy as a symptom of pathology rather than a normal or healthy
emotional experience.

Consistent discoveries of cultural differences in patterns of jealous experience
have supported the view that jealousy, like many other “natural” relationship
phenomena, is learned and acquired through socialization and experience. Thus,
jealousy research is contributing to the “demystification” of close relationships—
attraction and attachment are not seen as mysterious or fragile processes, but as
learned behavior patterns that can be both understood and modified. Jealous
individuals can be taught to derive their sense of self-esteem or security from more
stable, self-controlled sources. Jealousy can be explained as the unhealthy symp-
tom of a treatable complex of emotions, beliefs, and habits. Its contributions to
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relationship conflict and personal distress can be reduced, and its lessons applied
to developing healthier attitudes and behaviors.
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Juvenile Delinquency
Juvenile Delinquency

Type of psychology:Developmental psychology; social psychology
Fields of study:Adolescence; aggression; substance abuse

Juvenile delinquency refers to crime or status offenses by juveniles; the adult
criminal typically began as a juvenile delinquent.

Principal terms
crime: activity defined as illegal by authorized officials, such as the legislature,

and having punishment spelled out for violations
delinquency: violation of the law, or proof of violation of the law
juvenile: one below the legally established age of adulthood
parental neglect: failure of parents to show proper concern for their child;

failure to provide a child with such things as food, shelter, and psychological
support

status offense: violation of rules which the state  holds to govern juvenile
conduct, such as curfews, school attendance, or obeying parents

Causes and Symptoms
Juvenile delinquency may be defined in either of two ways. It refers either to crime
or to status offenses by a person defined as not yet being an adult. The age of
adulthood varies somewhat from state to state. For example, one is an adult in
California at age eighteen, while one becomes an adult under Louisiana law at
seventeen years of age. A crime is anything which the criminal laws of the state
define as illegal. This is what most people think of when they hear the term “juvenile
delinquency.” There is a second category of juvenile delinquency, however, known
as status offenses. These are actions for which the state holds the youth responsible,
although they would not be illegal if the person were an adult. Examples include not
attending school, staying out too late at night, and defiance of parents.

A juvenile can be sent to a juvenile prison for a status offense. For example, in
one instance a youth was sent to a juvenile prison for status offense, fell in with
more criminally oriented youth, and participated in the burglary of the home of a
woman who did volunteer work with the prisoners. It was rumored that she was
well-to-do, although this was apparently not really the case. The youths did not find
the money, but in the process of the crime they confronted and killed the woman.
Thus, a youth sent to a juvenile facility for a status offense was charged with
murder for his part in the affair.

Studies of juvenile delinquents often try to explain why the youth became a
criminal. In many cases, especially with youths from the lower socioeconomic
classes but also sometimes with middle-class or upper-class youths, the finding is
that the family unit is dysfunctional. That is, the youth does not come from a
normal healthy home but from a home in which there is considerable aggression
among family members, either verbal or physical. Often the parents are not very
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supportive of the children but instead show either indifference or constant criti-
cism. Youths who murder have often been physically and psychologically abused
by their parents. For example, there is a case of a young murderer who shot and
killed a female boarder in his home when he was fifteen years old. The youth had
received beatings from a series of stepfathers. He said that the psychological abuse
he suffered was even worse than the physical abuse. He gave an example in
psychotherapy of one of his stepfathers telling him, “You are no better than the dog.
You can go sleep outside in the doghouse tonight.” With that, the adult forced him
out of the house.

Many juvenile delinquents have suffered parental physical, sexual, or psycho-
logical abuse when growing up, and turning to crime seems to be one way of
responding to these abuses. Too few people see the various kinds of abuse as a
possible causal factor in choosing a life of crime. There is, however, increasing
research supporting this notion. This leads to the idea that early intervention into
the home may be a preventive, in that stopping some of this abuse may save some
juveniles from becoming criminals. Yet not everyone who suffers such abuse
becomes a criminal, so there must be many causes of crime. Some people grow up
to be fairly normal despite the abuse, while others suffer various degrees of mental
illness instead of becoming criminals or growing up to be normal.

James Dean played a young man labeled a “juvenile delinquent” in the 1955 filmRebel Without
a Cause.The motion picture reflected society’s concerns about the behavior and changing attitudes
of teenagers in the 1950’s.(The Museum of Modern Art, Film Stills Archive)
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In the instances where there is no obvious physical, sexual, or psychological
abuse leading to juvenile delinquency, one often finds that the parents themselves
are antisocial. Thus, in a sense, the child grows up following rules of socialization,
but in these cases the child is socialized to antisocial choices. For example, parents
may violate certain laws, often in a flagrant fashion, such as using cocaine in their
child’s presence. The child learns that this is the normal, approved way within his
or her household, and adopts the parents’ values. Thus, the road is set for the child
to become a juvenile delinquent. When one thinks of crime, one may think of
lower-class people, and indeed prisons are primarily filled with people from the
lower socioeconomic classes, including many minorities. Middle- or upper-class
youths may also be delinquent, but they are more likely to avoid going to prison,
either through preferential treatment or by having better attorneys.

A totally different view of crime from the one presented thus far puts the blame
squarely on the shoulders of the offender. According to this view, people have free
will and commit crimes because they choose to do so. They are not seen as victims
of family background but as bad people who do bad things. A slightly modified
version of this approach would be that there is something in the offender that
predisposes him or her toward committing crimes. It could, for example, possibly
be brain chemistry which makes a person oriented toward thrill-seeking behavior.
Perhaps some people have such a strong need for sensation-seeking that ordinary
excitements do not satisfy them, and under the right circumstances, such as a group
which encourages them, they will commit crimes. Yet another view which places
the responsibility primarily on the individual would be approaches suggesting that
many criminals suffer from brain  damage  or other physical problems which
interfere with good judgment.

All these explanations focus on the individual as being responsible and shy away
from seeing the social setting, including the family, as having much to do with the
juvenile becoming delinquent. An attempt to explain crime by saying that many
criminals possess an extra Y chromosome, thus putting the cause on a genetic basis,
has been shown to be inadequate. Most criminals do not possess an extra Y
chromosome, and those who do seem to have low intelligence. They apparently do
not become criminals because of their chromosomal abnormality.

Treatment and Therapy
Given that society thinks of some juveniles as delinquent, there are two general
approaches to the problem. First, society needs some way of controlling those
juveniles who disobey the law. Here one has the whole criminal justice system:
police, juvenile courts, probation officers, prisons, and so on. Second, people can
try to help the juvenile via treatment. Some would say that prison or probation is
treatment, but what is meant here is the kind of intervention that a social worker,
psychologist, or psychiatrist might make.

There are three kinds of prevention. Primary prevention occurs when something
bad is prevented from happening before the person shows any signs of a problem.
Drug education in the early school grades would be an example. Secondary
prevention occurs when professionals work with an at-risk population. For ex-
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ample, helping a youth who lives in a high-crime area where drugs are sold and
laws are often violated, but who himself or herself is not delinquent, would be
secondary prevention. He or she is at risk of becoming a delinquent, given the
environment, but has not become delinquent yet. Tertiary prevention occurs when
the problem has already occurred and then something is done. Treating a disease
after a person has become sick is tertiary prevention; so is doing psychotherapy
with people who already are mentally ill, or performing some kind of intervention
with someone who is already a delinquent.

Unfortunately, most of society’s preventive attempts are tertiary prevention,
whereas primary prevention would seem to be the most effective, followed by
secondary prevention. Psychologists and psychiatrists are typically called upon for
tertiary prevention. Social workers are as well, but some of the time they may
intervene in a primary or secondary fashion, as when they do home visits to assess
the problems in a home and devise some strategy for improving the situation.
Psychologists and psychiatrists can do primary and secondary prevention, and
sometimes they do, especially if they work with some agency, such as a school, and
try to prevent problems before they occur. It may be too late to change most
juvenile  delinquents once  they reach about  sixteen years of age. Primary or
secondary preventive efforts would seem the most effective approach. By the time
an offender is sixteen, he or she may have a long history of crime and may be
dedicated to an antisocial lifestyle. Some sixteen-year-olds can be helped, cer-
tainly, especially if they are fairly new to crime. Many juvenile delinquents have
no sense of how they could be other than a criminal. Treatment efforts need to
provide them with alternatives and with the skills, via education or job training, to
meet these alternatives.

Once the juvenile has been tried and convicted in a juvenile court (or in a regular
adult court, if tried as an adult, as sometimes occurs in very serious cases), the court
has three major dispositions it can make. The convicted juvenile may be placed on
probation, ordered to make restitution if money was stolen or property damaged,
or incarcerated. One would hope that fairness would prevail and that the sentences
handed down from jurisdiction to jurisdiction would be similar for similar offenses.
Such, unfortunately, is not always the case.

The criminal justice system is plagued with the problem of sentencing disparity.
This affects juvenile and adult offenders alike. In other words, if an offender is
convicted in one court, the sentence may be very different from that which is
handed down in another court for the same offense, and for a juvenile with the same
history. History here means that the court, legitimately, takes into account the
previous arrest and conviction record of the juvenile in determining sentence. In
one look at sentences given to juveniles by courts in six different sites (five
different states and Washington, D.C.), all the offenders were repeat offenders
convicted of serious crimes. The sentences handed down in the different sites
should have been about the same. They were not. In one jurisdiction, most of the
convicted juvenile offenders were incarcerated and none received probation. In the
other sites, incarceration was very unlikely, and probation or restitution were
frequently employed. Thus, what sentence one received depended upon where one
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was convicted. This is hardly an equitable application of the law. The one jurisdic-
tion which typically used incarceration may be overly harsh, while the other
jurisdictions may be overly lenient. Sometimes probation or restitution makes
sense in order to give the offender another chance, while sometimes incarceration
is necessary for the protection of society. The sentences should fit the needs of
society and of the offender, but at times they seem to reflect the bias of the
community for either harsh or lenient treatment of convicted juveniles.

Perspective and Prospects
The idea that juveniles should be treated differently from adults is a fairly modern
one. For example, in the Middle Ages people had quite a different conception of
childhood. Their art often shows babies who look like small adults. Until quite
recently, juveniles were often placed in prison with adults, where they were
sometimes subject to rape or other abuse. Some states still place juveniles in adult
prisons. Thinking of someone as a juvenile delinquent, instead of simply as a
delinquent (criminal), often means that the juvenile receives what are supposed to
be special considerations. For example, the juvenile may not be “convicted of a
crime” but instead may have a “sustained petition” declaring him or her delinquent.
The penalties may be much less than if an adult had committed the crime.

Since juveniles are treated differently, it once was held that the juvenile court
was not really a court in the adult sense but a place where the judge’s function was
to help the youth. One consequence of this thinking was that the adult right to have
an attorney was not granted universally to juveniles. Thus, those charged with
juvenile delinquency would face the possibility of being convicted and sent to
prison but might not have a lawyer during their trial. The United States Supreme
Court changed that in 1967 in a case known asIn re Gault, in which it ruled that
juveniles are entitled to adultlike protections, including having an attorney. No
longer would juveniles be tried and convicted without legal counsel.

It was previously noted that juveniles may receive lesser penalties for crimes
than adults; sometimes, however, the penalties are worse. Two examples are status
offenses, wherein the offense, such as disobeying parents, would not even be a
crime if the juvenile were an adult, and instances where the juvenile may be
confined in a juvenile prison until he or she becomes an adult. In the second case,
an adult male who breaks into a warehouse may receive a three-year sentence,
while a fourteen-year-old boy may be confined until he is eighteen or perhaps even
until he is twenty-one. In this case, the person would have received a shorter
sentence had he been an adult. The use of status offenses as a basis for charging or
imprisoning juveniles has received much criticism from social scientists as unfair.
Those who favor retaining it see it as an effective social control mechanism for
what they consider criminal tendencies.
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Learning Disabilities
Learning Disabilities

Type of psychology:Language; memory
Fields of study:Childhood and adolescent disorders; cognitive processes; social

perception and cognition

This variety of disorders involves the failure to learn an academic skill despite
normal levels of intelligence, maturation, and cultural and educational opportu-
nity. Estimates of the prevalence of learning disabilities in the general population
range between 2 and 20 percent.

Principal terms
achievement test: a measure of an individual’s degree of learning in an academic

subject, such as reading, mathematics, and written language
dyslexia: difficulty in reading, with an implied neurological cause
intelligence test: a psychological test designed to measure an individual’s

ability to think logically, act purposefully, and react successfully to the environ-
ment; yields intelligence quotient (IQ) scores

neurological dysfunction: problems associated with the way in which differ-
ent sections and structures of the brain perform tasks, such as verbal and spatial
reasoning and language production

neurology: the study of the central nervous system, which is composed of the
brain and spinal cord

perceptual deficits: problems in processing information from the environment,
which may involve distractibility, impulsivity, and figure-ground distortions
(difficulty distinguishing foreground from background)

standardized test: an instrument used to assess skill development in comparison
to others of the same age or grade

Causes and Symptoms
An understanding of learning disabilities must begin with the knowledge that the
definition, diagnosis, and treatment of these disorders have historically generated
considerable disagreement and controversy. This is primarily attributable to the
fact that people with learning disabilities are a highly diverse group of individuals
with a wide variety of characteristics. Consequently, differences of opinion among
professionals remain to such an extent that presenting a single universally accepted
definition of learning disabilities is not possible. Definitional differences most
frequently center on the relative emphases that alternative groups place on char-
acteristics of these disorders. For example, experts in medical fields typically
describe these disorders from a disease model and view them primarily as neuro-
logical dysfunctions. Conversely, educators usually place more emphasis on the
academic problems that result from learning disabilities. Despite these differences,
the most commonly accepted definitions, those developed by the United States
Office of Education in 1977, the Board of the Association for Children and Adults
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with Learning Disabilities in 1985,
and the National Joint Committee
for Learning Disabilities in 1981,
do include some areas of common-
ality.

Difficulty in academic function-
ing is included in the three defini-
tions, and virtually all descriptions
of learning disabilities include this
characteristic. Academic deficits
may be in one or more formal scho-
lastic subjects, such as reading or
mathematics. Often the deficits
will involve a component skill of
the academic area, such as prob-
lems with comprehension or word
knowledge in reading or difficulty
in calculating or applying arith-
metical reasoning in mathematics.
The academic difficulty may also

be associated with more basic skills of learning that influence functioning across
academic areas; these may involve deficits in listening, speaking, and thinking.
Dyslexia, a term for reading problems, is the most common academic problem
associated with learning disabilities. Because reading skills are required in most
academic activities to some degree, many view dyslexia as the most serious form
of learning disability.

The presumption of a neurological dysfunction as the cause of these disorders
is included, either directly or indirectly, in each of the three definitions. Despite
this presumption, unless an individual has a known history of brain trauma, the
neurological basis for learning disabilities will not be identified in most cases
because current assessment technology does not allow for such precise diagnoses.
Rather, at least minimal neurological dysfunction is simply assumed to be present
in anyone who exhibits characteristics of a learning disorder.

The three definitions all state that individuals with learning disabilities experi-
ence learning problems despite possessing normal intelligence. This condition is
referred to as a discrepancy between achievement and ability or potential.

Finally, each of the three definitions incorporates the idea that learning disabili-
ties cannot be attributed to another handicapping condition such as mental retarda-
tion, vision or hearing problems, emotional or psychiatric disturbance, or social,
cultural, or educational disadvantage. Consequently, these conditions must be
excluded as primary contributors to academic difficulties.

Reports on the prevalence of learning disabilities differ according to the defini-
tions and identification methods employed. Consequently, statistics on prevalence
range between 2 and 20 percent of the population. Many of the higher reported
percentages are actually estimates of prevalence that include individuals who are

Possible Signs of Learning Disabilities

in Children

❖ difficulty understanding and following in-
structions

❖ trouble remembering what someone just
told him or her

❖ failing to master reading, writing, and/or
math skills, and thus failing schoolwork

❖ difficulty distinguishing right from left, for
example, confusing 25 with 52, “b” with
“d,” or “on” with “no.”

❖ lacking coordination in walking, sports, or
small activities such as holding a pencil or
tying a shoelace

❖ easily losing or misplacing homework,
schoolbooks, or other items

❖ not understanding the concept of time; con-
fused by “yesterday,” “today,” and “tomor-
row.”

Learning Disabilities Psychology and Mental Health

394



presumed to have a learning disorder but who have not been formally diagnosed.
Males are believed to constitute the majority of individuals with learning disabili-
ties, and estimated sex ratios range from 6:1 to 8:1. Some experts believe that this
difference in incidence may reveal one of the causes of these disorders.

A number of causes of learning disabilities have been proposed, with none being
universally accepted. Some of the most plausible causal theories include neuro-
logical deficits, genetic and hereditary influences, and exposure to toxins during
fetal gestation or early childhood.

Evidence to support the assumption of a link between neurological dysfunction
and learning disabilities has been supported by studies using sophisticated brain
imaging techniques such as positron emission tomography (PET) and computed
tomography (CT) scanning and magnetic resonance imaging (MRI). Studies using
these techniques have, among other findings, indicated subtle abnormalities in the
structure and electrical activity in the brains of individuals with learning disabili-
ties. The use of such techniques has typically been confined to research; however,
the continuing advancement of brain imaging technology holds promise not only
in contributing greater understanding of the nature and causes of learning disabili-
ties but also in treating the disorder.

Genetic and hereditary influences also have been proposed as causes. Suppor-
tive evidence comes from research indicating that identical twins are more likely
to  be  concordant for learning disabilities than  fraternal twins and that these
disorders are more common in certain families.

A genetic cause of learning disabilities may be associated with extra X or Y
chromosomes in certain individuals. The type and degree of impairment associated
with these conditions vary according to many genetic and environmental factors,
but they can involve problems with language development, visual perception,
memory, and problem solving. Despite evidence to link chromosome abnormali-
ties to those with learning  disabilities, most experts  agree that such  genetic
conditions account for only a portion of these individuals.

Exposure to toxins or poisons during fetal gestation and early childhood can also
cause learning disabilities. During pregnancy nearly all substances the mother
takes in are transferred to the fetus. Research has shown that mothers who smoke,
drink alcohol, or use certain drugs or medications during pregnancy are more likely
to have children with developmental problems, including learning disabilities. Yet
not all children exposed to toxins during gestation will have such problems, and
the consequences of exposure will vary according to the period when it occurred,
the amount of toxin introduced, and the general health and nutrition of the mother
and fetus.

Though not precisely involving toxins, two other conditions associated with
gestation and childbirth have been linked to learning disabilities. The first, anoxia
or oxygen deprivation, occurring for a critical period of time during the birthing
process has been tied to both mental retardation and learning disabilities. The
second, and more speculative, involves exposure of the fetus to an abnormally large
amount of testosterone during gestation. Differences in brain development are
proposed to result from the exposure causing learning disorders, among other
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abnormalities. Known as the embryological theory, it may account for the large
number of males with  these disabilities,  since they have greater amounts of
testosterone than females.

The exposure of the immature brain during early childhood to insecticides,
household cleaning fluids, alcohol, narcotics, and carbon monoxide, among other
toxic substances, may also cause learning disabilities. Lead poisoning resulting
from ingesting lead from paint, plaster, and other sources has been found in
epidemic numbers in some sections of the country. Lead poisoning can damage the
brain and cause learning disabilities, as well as a number of other serious problems.

The number and variety of proposed causes not only reflect differences in
experts’ training and consequent perspectives but also suggest the likelihood that
these disorders can be caused by multiple conditions. This diversity of views also
carries to methods for assessing and providing treatment and services to individ-
uals with learning disabilities.

Treatment and Therapy
In 1975, the U.S. Congress adopted the Education for All Handicapped Children
Act, which, along with other requirements, mandated that students with disabili-
ties, including those with learning disabilities, be identified and provided appropri-
ate educational services. Since that time, much effort has been devoted to develop-
ing adequate assessment practices for diagnosis and effective treatment strategies.

In the school setting, assessment of students suspected of having learning
disabilities is conducted by a variety of professionals, including teachers specially
trained in assessing learning disabilities, school nurses, classroom teachers, school
psychologists, and school administrators. Collectively, these professionals are
known as a multidisciplinary team. An additional requirement of this educational
legislation is that parents must be given the opportunity to participate in the
assessment process. Professionals outside the school setting, such as clinical
psychologists and independent educational specialists, also conduct assessments
to identify learning disabilities.

Because the definition of learning disabilities in the 1975 act includes a discrep-
ancy between achievement and ability as a characteristic of the disorder, students
suspected of having learning disabilities are usually administered a variety of
formal and informal tests. Standardized tests of intelligence, such as the third
edition of the Wechsler Intelligence Scale for Children, are administered to deter-
mine ability. Standardized tests of academic achievement, such as the Woodcock-
Johnson Psychoeducational Battery and the Wide Range Achievement Test, also
are administered to determine levels of academic skill.

Whether a discrepancy between ability and achievement exists to such a degree
to warrant diagnosis of a learning disability is determined by various formulas
comparing the scores derived from the intelligence and achievement tests. The
precise methods and criteria used to determine a discrepancy vary according to
differences among state regulations and school district practices. Consequently, a
student diagnosed with a learning disability in one part of the United States may
not be viewed as such in another area using different diagnostic criteria. This
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possibility has been raised in criticism of the use of the discrepancy criteria to
identify these disorders. Other criticisms of the method include the use of intelli-
gence quotient (IQ) scores (which are not as stable or accurate as many assume),
the inconsistency of students’ scores when using alternative achievement tests, and
the lack of correspondence between what students are taught and what is tested on
achievement tests.

In partial consequence of these and other problems with standardized tests,
alternative informal assessment methods have been developed. One such method
that is frequently employed is termed curriculum-based assessment (CBA). The
CBA method uses materials and tasks taken directly from students’ classroom
curriculum. For example, in reading, CBA might involve determining the rate of
words read per minute from a student’s textbook. CBA has been demonstrated to
be effective in distinguishing among some students with learning disabilities, those
with other academic difficulties, and those without learning problems. Neverthe-
less, many professionals remain skeptical of CBA as a valid alternative to tradi-
tional standardized tests.

Other assessment techniques include vision and hearing tests, measures of
language development, and tests examining motor coordination and sensory per-
ception and processing. Observations and analyses of the classroom environment
may also be conducted to determine how instructional practices and a student’s
behavior contribute to learning difficulties.

Based on the information gathered by the multidisciplinary team, a decision is
made regarding the diagnosis of a learning disability. If a student is identified with
one of these disorders, the team then develops an individual education plan to
address identified educational needs. An important guideline in developing the
plan is that students with these disorders should be educated to the greatest extent
possible with their nonhandicapped peers, while still being provided with appro-
priate services. Considerable debate has occurred regarding how best to adhere to
this guideline.

Programs for students with learning disabilities typically are implemented in
self-contained classrooms, resource rooms, or regular classrooms. Self-contained
classrooms usually contain ten to twenty students and one or more teachers
specially trained to work with these disorders. Typically, these classrooms focus
on teaching fundamental skills in basic academic subjects such as reading, writing,
and mathematics. Depending on the teacher’s training, efforts may also be directed
toward developing perceptual, language, or social skills. Students in these pro-
grams usually spend some portion of their day with their peers in regular education
meetings, but the majority of the day is spent in the self-contained classroom.

The popularity of self-contained classrooms has decreased significantly since
the 1960’s, when they were the primary setting in which students with learning
disabilities were educated. This decrease is largely attributable to the stigmatizing
effects of placing students in special settings and the lack of clear evidence to
support the effectiveness of this approach.

Students receiving services in resource rooms typically spend a portion of their
day in a class where they receive instruction and assistance from specially trained
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teachers. Students often spend one or two periods in the resource room with a small
group of other students who may have similar learning problems or function at a
comparable academic level. In the elementary grades, resource rooms usually
focus on developing basic academic skills, whereas at the secondary level time is
more typically spent in assisting students with their assignments from regular
education classes.

Resource room programs are viewed as less restrictive than self-contained
classrooms; however, they too have been criticized for segregating children with
learning problems. Other criticisms center on scheduling difficulties inherent in the
program and the potential for inconsistent instructional approaches and confusion
over teaching responsibilities between the regular classroom and resource room
teachers. Research on the effectiveness of resource room programs also has been
mixed; nevertheless, they are found in most public schools across the United
States.

Though they remain a minority, increasing numbers of students have their
individual education plans implemented exclusively in a regular classroom. In
most schools where  such programs exist, teachers are  given assistance  by a
consulting teacher with expertise in learning disabilities. Supporters of this ap-
proach point to the lack of stigma associated with segregating students and the
absence of definitive research supporting other service models. Detractors are
concerned about the potential for inadequate support for the classroom teacher,
resulting in students receiving poor quality or insufficient services. The movement
to provide services to educationally handicapped students in regular education
settings, termed the Regular Education Initiative, has stirred much debate among
professionals and parents. Resolution of the debate will greatly affect how indi-
viduals with learning disabilities are provided services.

No one specific method of teaching these students has been demonstrated to be
superior to others. A variety of strategies have been developed, including percep-
tual training, multisensory teaching, modality matching, and direct instruction.
Advocates of perceptual training believe that academic problems stem from under-
lying deficits in perceptual skills. They use various techniques aimed at developing
perceptual abilities before trying to remedy or teach specific academic skills.
Multisensory teaching involves presenting information to students through several
senses. Instruction using this method may be conducted using tactile, auditory,
visual, and kinesthetic exercises. Instruction involving modality matching begins
with identifying the best learning style for a student, such as visual or auditory
processing. Learning tasks are then presented via that mode. Direct instruction is
based on the principles of behavioral psychology. The method involves developing
precise educational goals, focusing on teaching the exact skill of concern, and
providing frequent opportunities to perform the skill until it is mastered.

With the exception of direct instruction, research has generally failed to demon-
strate  that  these  strategies are uniquely effective with students with learning
disabilities. Direct instruction, on the other hand, has been demonstrated effective
but has also been criticized for focusing on isolated skills without dealing with the
broader processing problems associated with these disorders. More promisingly,
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students with learning disabilities appear to benefit from teaching approaches that
have been found effective with students without learning problems when instruc-
tion is geared to ability level and rate of learning.

Perspective and Prospects
Interest in disorders of learning can be identified throughout the history of medi-
cine. The specific study of learning disabilities, however, can be traced to the
efforts of a number of physicians working in the first quarter of the twentieth
century who studied the brain and its associated pathology. One such researcher,
Kurt Goldstein, identified a number of unusual characteristics, collectively termed
perceptual deficits, which were associated with head injury.

Goldstein’s work influenced a number of researchers affiliated with the Wayne
County Training School, including Alfred Strauss, Laura Lehtinen, Newell Kep-
hart, and William Cruickshank. These individuals worked with children with
learning  problems  who  exhibited many of the  characteristics of brain  injury
identified by Goldstein. Consequently, they presumed that neurological dysfunc-
tion, whether it could specifically be identified or not, caused the learning difficul-
ties. They also developed a set of instructional practices involving reduced en-
vironmental stimuli and exercises to develop perceptual skills. The work and
writings of these individuals through the 1940’s, 1950’s, and 1960’s were highly
influential, and many programs for students with learning disabilities were based
on their theoretical and instructional principles.

Samuel Orton, working in the 1920’s and 1930’s, also was influenced by
research into brain injury in his conceptualization of children with reading prob-
lems. He observed that many of these children were left-handed or ambidextrous,
reversed letters or words when reading or writing, and had coordination problems.
Consequently, he proposed that reading disabilities resulted from abnormal brain
development and an associated mixing of brain functions. Based on the work of
Orton and his students, including Anna Gilmore and Bessie Stillman, a variety of
teaching strategies were developed which focused on teaching phonics and using
multisensory aids. In the 1960’s, Elizabeth Slingerland applied Orton’s concepts in
the classroom setting and they have been included in many programs for students
with learning disabilities.

A number of other researchers have developed theories for the cause and
treatment of learning disabilities. Some of the most influential include Helmer
Mykelbust and Samuel Kirk, who emphasized gearing instruction to a student’s
strongest  learning modality,  and Norris Haring,  Ogden Lindsley, and Joseph
Jenkins, who applied principles of behavioral psychology to teaching.

The work of these and other researchers and educators raised professional and
public awareness of learning disabilities and the special needs of individuals with
the disorder. Consequently, the number of special education classrooms and pro-
grams increased dramatically in public schools across the United States in the
1960’s and 1970’s. Legislation on both the state and federal level, primarily
resulting from litigation by parents to establish the educational rights of their
children, also has had a profound impact on the availability of services for those
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with learning disabilities. The passage of the Education for All Handicapped
Children Act in 1975 not only mandated appropriate educational services for
students with learning disabilities but also generated funding, interest, and research
in the field. The Regular Education Initiative has since prompted increased efforts
to identify more effective  assessment  and treatment strategies and generated
debates among  professionals and  the  consumers of these services. Decisions
resulting from these continuing debates will have a significant impact on future
services for individuals with learning disabilities.
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Lobotomy
Lobotomy

Type of psychology:Psychotherapy
Fields of study:Aggression; anxiety disorders; biological treatments

Lobotomy is a psychosurgical treatment in which portions of the brain are discon-
nected or removed by surgical methods in order to treat psychiatric problems such
as aggression, anxiety disorders, and schizophrenia; it was used mostly between
1935 and the 1960’s, until psychoactive drugs and more targeted psychosurgery
began to replace it.

Principal terms
affective: pertaining to or resulting from emotion or feeling rather than from

thought
centrum ovale: a portion of the frontal lobes of the cerebrum, rich in nerve fibers

and lacking major blood vessels
cerebrum: The large, rounded brain structure that occupies most of the cranial

cavity; it is divided into two cerebral hemispheres by a deep groove and is joined
at the bottom by the corpus callosum

frontal lobe: the largest part of the anterior portion of the cerebral cortex
psychosis: a severe mental disorder characterized by the deterioration of normal

intellectual and social function and by withdrawal from reality
schizophrenia: a group of psychotic conditions characterized by withdrawal

from reality and accompanied by highly variable affective, behavioral, and
intellectual disturbances

thalamus: a large ovoid mass of gray matter that is connected to the cerebrum
and relays sensory stimuli to the cerebral cortex

Overview
According to Elliot S. Valenstein, inGreat and Desperate Cures: The Rise and
Decline of Psychosurgery and Other Radical Treatments for Mental Illness(1986),
“Between 1948 and 1952 tens of thousands of mutilating brain operations were
performed on men and women around the world.” By 1960, however, Valenstein
states, the practice had fallen off drastically. “Not only had chlorpromazine and
other psychoactive drugs provided a simple and inexpensive alternative, but it was
discovered that these operations were leaving in their wake many seriously brain
damaged people.”

Why, then, was lobotomy pursued by reputable members of the medical profes-
sion, both on indigent patients in publicly supported institutions and on the wealthy
in expensive private hospitals and at universities? The answer is quite complex; it
includes the powerful proponents of the method in the medical community, the
state of knowledge of the brain at the time, the extensive overcrowding of mental
hospitals, and the ministrations of the popular press, which lauded the method with
uncritical and uninformed enthusiasm.
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Two main figures in lobotomy were António Egas Moniz, the Portuguese
neurologist who initiated lobotomy operations—and later won a Nobel Prize for
his work—and Walter Freeman, the well-known American neuropathologist and
neuropsychiatrist who roamed the world and convinced many others to carry out
these operations. No evil was intended by these well-known physicians; they were
driven by compassion for the mentally ill at a time when the mentally ill lived
horrible lives under degrading conditions in understaffed asylums that were lik-
ened to hell by many observers. As Valenstein pointed out, “into the fourth decade
of the twentieth century. . . conditions in the institutions for the incurably insane
had advanced but little.. . . Patients were beaten, choked, and spat on by attendants.
They were put in dark, damp, padded cells.” Very little could be done to cure them.

There were, at the time, two opposing theories of mental illness: the somatic or
organic theory that mental disease was of biological origin, and the functional
theory, which supposed that life experiences caused mental problems. The somatic
theory was shaped mostly by Emil Kraepelin, a prominent authority during the
early twentieth century. Kraepelin distinguished more than twenty types of mental
disorder, including dementia praecox (schizophrenia) and manic-depressive disor-
der (bipolar disorder). Kraepelin and his colleagues viewed these diseases as being
genetically determined, and practitioners of psychiatry developed complex physi-
cal diagnostic schemas that supposedly identified people with the various types of
psychoses. In contrast, Sigmund Freud was the main proponent of the functional
theory.

Attempts to help mental patients included electroconvulsive therapy; various
water treatments; and surgical treatment by removal of tonsils, sex organs, and
portions of the digestive system. These and many other attempted cures had widely
varied success rates. By the 1930’s, the most generally effective curative proce-
dures were believed to be several types of shock treatments and lobotomy.

The first lobotomy was performed on November 12, 1935, at a hospital in
Lisbon, Portugal. A neurosurgeon drilled two holes into the skull of a female
mental patient and injected ethyl alcohol directly into the frontal lobes of her brain
to destroy  nerve  cells. After  several more such  operations, the tissue-killing
procedure was altered in that an instrument called a leucotome was used. After its
insertion into the brain, the knifelike instrument was rotated, like an apple corer, to
destroy chosen areas of the lobes.

The already well-known neurologist who devised the operation, António Egas
Moniz, initially named it prefrontal leucotomy. Within a year, the psychosurgery
(a term also coined by Egas Moniz) had spread through Europe. It was widely
reported—though denied by Egas Moniz—that the idea for the procedure came
when Egas Moniz noted that removal of the frontal lobes of chimpanzees (not by
Egas Moniz) had made them less emotional and more docile. The main justifica-
tions for wide use of the procedure were the absence of any other effective somatic
treatment and the emerging concept that the frontal lobes of the cerebrum are the
site of both intellectual activity and mental problems.

Selection of the target site for the leucotomy was reportedly based on two
considerations: finding the position in the frontal lobes where nerve fibers (not
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nerve cells) were most concentrated, and avoiding damage to large brain blood
vessels. Therefore, Egas Moniz used as his target the centrum ovale of the frontal
lobes, which contains few blood vessels. With the surgical site chosen, the first
subject, a sixty-three-year-old woman suffering from severe anxiety and paranoia,
was operated on. The operation, overseen by Egas Moniz, was carried out by his
neurosurgeon colleague, Pedro Almeida Lima. Egas Moniz and Lima continued
with more of the operations, and after eight operations—half on schizophren-
ics—they asserted that their  cure rates were good. Several other psychiatric
physicians, however, disagreed strongly.

After twenty operations, it became fairly clear that the new psychosurgery was
most effective on mental patients suffering from anxiety and depression; schizo-
phrenics did not benefit very much. The main effect of the leucotomy surgery
appeared to be a calming down of patients; it made them much more docile.
Retrospectively, it is believed that Egas Moniz’s evidence for serious improvement
in many cases was very sketchy; however, many psychiatrists and neurologists of
the time were impressed with the procedure, and the stage was set for its wide
dissemination.

Applications
The second great proponent of Egas Moniz’s leucotomy—the physician who
renamed it lobotomy and then greatly modified the methodology used—was
Walter Freeman, a professor of neuropathology at George Washington University
Medical School. He is reported to have come upon Egas Moniz’s first paper in
1936, tested the procedure on preserved brains from the medical school morgue,
and set out to replicate Egas Moniz’s efforts.

After six lobotomies, Freeman and his associate, James Winston Watts, became
optimistic that the method was useful for treating patients exhibiting apprehension,
anxiety, insomnia, and nervous tension. They were quick to point out, however, that
the words “recovery” and “cure” could not be applied to mental problems “until
after a period of five years.”

As Freeman and Watts continued to operate, they began to notice problems:
These included a relapse to the original abnormal state of mind in many patients
and the need for repeated surgery in others; the inability of lobotomized patients
to resume any jobs that required the use of reasoning power; and deaths from
hemorrhage after the surgery. This led them to develop a more precise technique
that involved the use of landmarks on the skull to identify where to drill the entry
holes into it, cannulation to ensure that the lobar penetration depth obtained was
not dangerous to the patient, and the use of a knifelike spatula to make the actual
lobotomy cuts. The extent of surgery was also varied depending upon whether the
patient involved was suffering from an affective psychological disorder or from
schizophrenia. Their methodology, which became known as the “routine Freeman-
Watts lobotomy procedure,” became popular throughout the world.

Another method used for prefrontal lobotomy was that of J. G. Lyerly, who
designed a procedure in which the brain was opened enough that the psychosur-
geon involved could look into it and see exactly what was being done to the frontal
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lobes being operated on. This technique also became popular and was used at many
prestigious sites throughout the United States. Near the same time, in Japan,
Mizuho Nakata of Niigata Medical College began to remove from the brain
portions of one or both frontal lobes that were operated on.

The Freeman-Watts method became the most popular, however, because their
1942 book on the procedure constituted what a number of experts, including Elliot
Valenstein, have called a “do-it-yourself manual” and “manifesto” for psychosur-
gery. As Valenstein also pointed out, Watts’s book theorized that brain pathways
between the cerebral frontal lobes and the thalamus regulate the “intensity of the
emotions invested in ideas,” and acceptance of this theory led to the “scientific
justification of psychosurgery.”

A final type of lobotomy that became fairly widespread was the transorbital
method designed by Freeman (on the framework of a method originally used by
the Italian physician Amarro Fiamberti), because of the shortcomings of his routine
method and because he thought that the new method aided schizophrenics. This
simple, very rapid—but frightening—procedure entailed driving icepicklike trans-
orbital leukotomes through the eye sockets (orbits of the eyes) above the eyeballs
and into the frontal lobes. Electroconvulsive shock treatment was used as the
anesthetic method that rendered subjects unconscious, and the procedure was
carried  out before they woke up.  Transorbital lobotomy  reportedly  alienated
Freeman’s collaborator, Watts. The charismatic Freeman gained many other con-
verts to its use, however, and gruesome as the procedure may seem, the method
produced much less brain damage than the other lobotomy procedures already
described. It was widely used at state hospitals for the insane and received many
laudatory comments  from the popular  press,  including  statements  that many
previously hopeless cases were immediately transformed by the procedure to quite
normal states and that it was more useful with schizophrenics than other proce-
dures were.

Perspective and Prospects
Lobotomy and other forms of psychosurgery might be defined as the disconnection
or destruction of part of the brain to alleviate severe and otherwise untreatable
psychiatric disease. Lobotomy is believed to have originated with the observation
by early medical practitioners that severe head injuries could produce extreme
changes in behavior. In addition, according to several sources, practitioners from
the thirteenth to the sixteenth century reported that sword and knife wounds that
penetrated into the skull could change both normal and abnormal behavior pat-
terns.

In the late nineteenth and  early twentieth centuries,  several experimenters
showed that removal of parts of the cerebral cortexes of animals profoundly altered
their behavior. Then, Egas Moniz (who was also the founder of brain angiography)
triggered the widespread use of lobotomy in 1935. His efforts and those of Freeman
and Watts popularized the concept of lobotomy, though different styles of opera-
tion were used by these main proponents of this surgery, for which Freeman
became the main spokesperson.
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Largely because of the overcrowding of understaffed mental institutions and a
lack of effective alternate methods for treating mental disorders, lobotomy was
widely used between 1936 and 1955; Egas Moniz won the Nobel Prize in Physi-
ology or Medicine in 1949. It is estimated by various sources that between 75,000
and 150,000 lobotomies were performed, worldwide, in this time period. The
development of psychoactive drugs in the 1950’s and growing concern about the
damage done to lobotomized patients led to a rapid decrease in the number of
patients operated on. For example, Valenstein has reported that from 1956 to 1977
the number of American lobotomies fell dramatically. Since then, the amount of
such surgery has decreased still more.

There has been considerable criticism of lobotomy. Its opponents argue that
tremendous damage was done to patients, that many studies were not compared to
appropriate—or even any—controls, and that observations made about cures failed
to take into account the fact that mental aberrations tend to fluctuate temporally.
Even more moderate voices point out that whatever positive results came of
lobotomies were too heavily weighted toward the elimination of behavior that was
inconvenient to medical personnel and families of patients, without consideration
being given to the quality of life of the patients themselves.

In addition, there has been eloquent support for the rights of disturbed persons,
and legal decisions have upheld those rights. The use of psychosurgery has come
to be limited to patients who are not helped by existing chemotherapeutic or
psychoanalytical methodology. This number is small, but psychosurgical proce-
dures are still highly controversial.
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Madness

Historical Concepts
Madness:H istorical Concepts

Type of psychology:Psychopathology
Fields of study:Models of abnormality

Throughout history and, it might be assumed, prehistory, human society has tried
to explain the abnormal behavior of people with mental disorders. From ancient
concepts of animism and demonology to modern biological and psychological
explanations, these attempts have influenced the way society treats those who are
labeled “mad.”

Principal terms
cognition: that aspect of human functioning involving thought, decision making,

perception, memory, and other basic mental functions
demonology: the belief that evil spirits inhabit the world and may actually “take

over” a personality
labeling: attaching a name to some aspect of a person which may influence how

that person is perceived in almost all aspects of his or her life
lobotomy: an operation on the frontal lobe of the brain which was used on some

mental patients whose behavior was aggressive or uncontrollable
moral treatment: a way of helping mentally ill patients which emphasized

humane treatment, useful work, and ethical and religious teaching
perception: the psychological process by which information which comes in

through the sense organs is meaningfully interpreted by the brain
phenothiazines: a group of drugs, some forms of which decrease or eliminate

psychotic symptoms
psychosis: a term which includes the most severe mental disorders such as the

schizophrenias and manic-depressive (bipolar) disorder

Overview
In many ways, the history of madness is really the story of how society has
understood and behaved toward those whom it considers to be “mad.” Many
anthropologists and historians believe that, throughout prehistory and up to fairly
recent times, madness was almost universally believed to be the result of the
possession of a person by evil spirits. The idea is by no means dead, even at the
present time. Since animism and demonology were nearly universal ideas in
prehistorical and (to some extent) medieval religion, an idea such as demoniacal
possession seemed quite congruent with a point of view which tended to believe
that all things were inhabited by souls or spirits which at times could be quite evil.
This idea—that possession was responsible for the strange and incomprehensible
behaviors of the mentally ill person—was for a long time the dominant theory of
madness.
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One of the terrible consequences of the belief in supernatural possession by
demons was the inhumane treatment which often resulted. An example is found in
the book of Leviticus in the Bible, which many scholars believe is a compilation
of laws which had been handed down orally in the Jewish community for as long
as a  thousand  years until  they were written down, perhaps about 700b.c.e.

Leviticus 20:27, in the King James version, reads, “A man or a woman that hath a

Benjamin Rush, one of the founders of the American Psychiatric Association, invented this
“tranquillizing chair” in 1811 to help calm the mentally ill.(National Library of Medicine)
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familiar spirit . . . shall surely be put to death: they shall stone him with stones.”
The term “familiar spirit” suggests demoniac possession, and the recommended
treatment seems worse than the disease.

It is important to remember, however, that the mentally ill were often very
difficult to deal with. There were no “cures,” there was no real understanding, and
undoubtedly there was often considerable fear—some based on the socially un-
aceptable behavior of the “mad” person, some based on the fearsome unanswered
questions raised by the very existence of these people.

There were exceptions to the possession theory and the inhumane treatment to
which it often led. Hippocrates, who lived around 300b.c.e. in Greece and who is
regarded as the father of medicine, believed that mental illness had biological
causes and could be explained by human reason through empirical study. Although
his attempt to develop a natural understanding of mental illness did not result in a
correct explanation, it did change attitudes toward the mentally ill. Hippocrates
found no cure, but he did recommend that the mentally ill be treated with a general
humane approach, as other ill people would be treated. Humane treatment of the
mentally ill (which in the eighteenth century came to be known as the “moral
treatment”) was often the best that physicians and others could do; it has much to
recommend it, even in the present.

The period of Western history that is sometimes known as the Dark Ages was
particularly dark for the mentally ill. Folk myth, theology, and occult beliefs and
practices of all kinds often led to terrible treatment of those persons with a mental
illness or defect. Although some educated and thoughtful people, even in that
period, held humane views toward the mentally ill, they were in the minority.

It was not until what could be considered the modern historical period, the end
of the eighteenth century—the time of the French Revolution—that major changes
took place in the treatment of the mentally ill. There was a change in attitudes
toward the mentally ill, toward their treatment, and toward the causes of their
strange behaviors. The man who, because of his courage, has become a symbol of
this new attitude was the French physician Philippe Pinel (1745-1826). Appointed
physician in chief of the Bicêtre Hospital in Paris in 1792, Pinel literally risked his
neck at the guillotine. The Bicêtre was one of a number of “asylums” which had
developed in Europe and in Latin America over several hundred years to house the
mentally ill. Often started with the best of intentions, most of the asylums had
become the epitome of inhumanity, more like prisons (or worse) than hospitals.

In the Bicêtre, patients were often chained to the walls of their cells and lacked
even the most elementary amenities. Pinel insisted to a skeptical committee of the
Revolution that he be permitted to remove the chains from the patients. In one of
the great, heroic acts in human history, Pinel restored the “moral treatment” to the
mentally ill, risking grave personal consequences if his humane experiment had
turned out badly.

This change was occurring in other places at about the same time. A Quaker,
William Tuke, started the York Retreat and fought the inhumane beliefs and
practices prevalent in Great Britain. In America, Benjamin Rush, a founder of the
American Psychiatric Association, applied the moral treatment from his Philadel-
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phia hospital. Toward the middle of the nineteenth century, a crusader by the name
of Dorothea Dix fought for the establishment of state mental hospitals for the
mentally ill. Under the influence of Dix, some thirty-two states established at least
one mental hospital. Dix had been influenced by the moral model, as well as by the
medical sciences, which were so rapidly developing in the nineteenth century.
Unfortunately, the state mental hospital, established under the most humanitarian
of motives, soon tended to lose its character as a “retreat” for some of the victims
of society. In 1946, a former mental patient named Mary Jane Ward published a
book calledThe Snake Pit, whose very title suggests the negative image that many
had of the large mental institution.

The nineteenth century was the first time in human history (with some excep-
tions already noted) when a number of scientists turned their attention to abnormal
behavior. For example, the German psychiatrist Emil Kraepelin spent much of his
life trying to develop a scientific classification system for psychopathology. Sig-
mund Freud attempted to develop a science of mental illness. Although many of
Freud’s specific points have not withstood empirical investigation, perhaps his
greatest contribution was his insistence that scientific principles apply to mental
illness. He believed that abnormal behavior is not caused by supernatural forces
and does not arise in a chaotic, random way, but that it can be understood as serving
some psychological purpose.

Many of the medical/biological treatments for mental illness in the first half
of the twentieth century were frantic attempts to deal with very serious problems—

A “centrifugal bed” for spinning mental patients in 1818.(National Library of Medicine)
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attempts made by clinicians who had few therapies to use. The attempt to produce
convulsions (which often did seem to make people “better,” at least temporarily)
was popular for a decade or two. One example was insulin shock therapy, in which
convulsions were induced in mentally ill people by insulin injection. Electrocon-
vulsive (electric shock) therapy was also used. Originally it was primarily used
with patients who had schizophrenia, perhaps the worst form of psychosis. Al-
though it was not very effective with schizophrenia, it was found to be useful with
patients  who had resistant forms of  depressive  psychosis.  Another treatment
sometimes used, beginning in the 1930’s, is prefrontal lobotomy. Many profes-
sionals today would point out that the use of lobotomy illustrates the almost
desperate search for an effective treatment for the most aggressive or the most
difficult psychotic patients. As originally used, lobotomy was merely an imprecise
slashing of the frontal lobe of the brain.

The real medical breakthrough  in  the  treatment of  psychotic patients was
associated with the use of certain drugs from a chemical family known as phe-
nothiazines. Originally used in France as a tranquilizer for surgery patients, their
potent calming effect attracted the interest of psychiatrists and other mental health
workers. One drug of this group, chlorpromazine, was found to reduce or eliminate
psychotic symptoms in many patients. This and similar medications came to be
referred to as antipsychotic drugs. Although their mechanism of action is still not
completely understood, there is no doubt that they worked wonders with many
severely ill patients (although they did have severe side effects in some patients).
The drugs allowed patients to function outside the hospital and often to lead normal
lives. They enabled many patients to benefit from psychotherapy. The approval of
the use of chlorpromazine as an antipsychotic drug in the United States in 1955
revolutionized the treatment of many mental patients. Individuals who, prior to
1955, might have spent much of their lives in a hospital could now control their
illness effectively enough to live in the community, work at a job, attend school,
and be a functioning member of a family.

In 1955, the United States had approximately 559,000 patients in state mental
hospitals; seventeen years later, in 1972, the population of the state mental hospi-
tals had decreased almost by half, to approximately 276,000. Although all of this
cannot be attributed to the advent of the psychoactive drugs, they undoubtedly
played a major role. The phenothiazines had finally given medicine a real tool in
the battle with psychosis. One might believe that the antipsychotic drugs, com-
bined with an up-to-date edition of the moral treatment, would enable society to
eliminate madness as a major human problem. Unfortunately, good intentions go
awry. The “major tranquilizers” can easily become chemical straitjackets; those
who  prescribe the drugs sometimes forget  about the human beings they are
treating. The makers of social policy saw what appeared to be the economic
benefits of reducing the role of the mental hospital, but did not foresee the homeless
psychotics who are often the end product of what is sometimes called “deinstitu-
tionalization.”
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Applications
The twentieth century saw the exploration of many avenues in the treatment of
mental disorders. Treatments ranging from classical psychoanalysis to cognitive
and humanistic therapies to the use of therapeutic drugs were applied. Psycholo-
gists examined the effects of mental disorders on many aspects of life, including
cognition and personality. These disorders affect the most essential of human
functions, including cognition, which has to do with the way in which the mind
thinks and makes decisions. Cognition does not work in “ordinary” ways in the
person with a serious mental illness, making his or her behavior very difficult for
family, friends, and others to understand. Another aspect of cognition is perception.
Perception has to do with the way that the mind, or brain, interprets and under-
stands the information which comes to a person through the senses. There is a
general consensus among most human beings about what they see and hear, and
perhaps to a lesser extent about what they touch, taste, and smell. The victim of
“madness,” however, often perceives the world in a much different way. The victim
of mental illness may see objects or events that no one else sees, phenomena called
hallucinations. The hallucinations may be visual—a frightening wild animal which
is seen by no one else—or the person may hear a voice accusing him or her of
terrible crimes or behaviors.

A different kind of cognitive disorder is delusions. Delusions are untrue and
often strange ideas, usually growing out of psychological needs or problems of a
person who may have only tenuous contact with reality. A woman, for example,
may believe that other employees are plotting to harm her in some way when, in
fact, they are merely telling innocuous stories around the water cooler. Sometimes
people with mental illness will be disoriented, which literally means that they do
not know where they are in time (what year, what season, or what time of day) or
in space (where they live, where they are at the present moment, or where they are
going).

In addition to the cognitively related functions which create so much havoc in
mentally ill persons, these persons may also have emotional problems that go
beyond the ordinary. For example, they may live on such an emotional “high” for
weeks or months at a time that their behavior is exhausting both to themselves and
to those around them. They may exhibit bizarre behavior in which, for example,
they may talk about giving away vast amounts of money (which they do not have),
or they may go without sleep for days until they literally drop from exhaustion.
This emotional “excitement” which seems to dominate their lives is called mania.
The word “maniac” comes from this terrible emotional extreme.

At the other end of the emotional spectrum is clinical depression. This does not
refer to the ordinary “blues” of daily life, with all its ups and downs, but to an
emotional emptiness in which the individual seems to have lost all emotional
“energy.” The individual often seems completely apathetic. The person may see
nothing which makes life worth living and may have anhedonia, which refers to an
inability to experience pleasure of almost any kind.

Anyone interacting with a person with these sorts of problems comes to think of
him or her as being different from most other human beings. Their behavior is
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regarded, with some justification, as bizarre and unpredictable. They are often
labeled with a term that sets them apart, such as “crazy” or “mad.” There are many
words in the English language that have been, or are, used to describe these
persons—many of them quite cruel and derogatory. Since at least the eighteenth
century, the preferred word among many behavioral and medical scientists to
designate this individual has been the word “psychotic,” which could be translated
as suffering from a “sickness of the soul.” Until recently, the term psychotic was
used to differentiate those who had these severe cognitive/perceptual and emo-
tional problems from those who had “neurosis” (literally, a disease of the nerves).
Whether neurosis is always less disabling or disturbing than psychosis has been an
open question. An attempt was made to deal with this dilemma in 1980, when the
third edition of theDiagnostic and Statistical Manual of Mental Disorders(DSM-
III) of the American Psychiatric Association officially dropped the term “neurosis”
from the diagnostic terms.

Perspective and Prospects
The contemporary approach to “madness,” at its best, emphasizes a humane
approach to the cognitive and emotional dysfunctions which characterize mental
illness. Psychology’s best understandings  of  these behaviors—understandings
which have arisen from knowledge in biological and medical science, psychologi-
cal and social science—are incomplete. What psychologists do understand has
often helped them to treat and to care for the human beings who exhibit these
puzzling behaviors in ways that offer hope as well as healing.

In 1963, President John F. Kennedy signed the Community Mental Health and
Retardation Act. The goal was to set up areas covering the United States which
would offer services to mentally and emotionally disturbed citizens and their
families, incorporating the best that had been learned and that would be learned
from science and from common humanity. Outpatient services in the community,
emergency services, “partial” hospitalizations (adult day care), consultation, edu-
cation, and research were among the programs built into the act. Not perfect, it
nevertheless demonstrated how far science had come from the days when witches
were burned at the stake and the possessed were stoned to death.

When one deals with “madness,” one is dealing with human behavior—both the
behavior of the individual identified as having the problem and the behavior of the
rest of society. If society is going to solve the problem, it must take into account
both poles. How society deals with the mentally ill is crucial. D. L. Rosenhan, in a
well-known 1973  study published under the  title “On Being Sane in Insane
Places,” showed how easy it is to be labeled “crazy” and how difficult it is to get
rid of the label. The real essence of the study is how one’s behavior is interpreted
and understood on the basis of the labels that have been applied. (The “pseudopa-
tients” in the study had been admitted to a mental hospital and given a diagnosis—a
label—of schizophrenia. Consequently, even their writing of notes in a notebook
was regarded as evidence of their illness.) To understand madness is not merely to
understand something that some people have, but also to understand social and
cultural biases and the way in which a culture interprets behavior.
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Manic-Depressive

Disorder
Manic-Depressive Disorder

Type of psychology:Psychopathology
Fields of study:Depression

This  recurrent affective (mood) illness is  characterized either by alternating
periods of extreme depression and extreme elation or, less often, by only one of
these moods.

Principal terms
affective disorders: a group of disorders characterized by a disturbance of mood

accompanied by a full or partial manic or depressive syndrome that is not
caused by any other physical or mental disorder

bipolar: a manic-depressive course with both manias and depressions
dual diagnosis: when a patient receives the diagnosis of a substance use disorder

and another major clinical syndrome, such as manic-depressive disorder
lithium: a drug used in the treatment of manic depression
psychosis: any mental disorder in which the personality is seriously disorganized
unipolar: a manic-depressive course with recurrent depression and no mania

Causes and Symptoms
Although the causes of manic-depressive illness (often called manic depression or
bipolar disorder) are not known, research indicates that some persons may be
genetically predisposed to respond readily with manic or depressive episodes to
internal and external influences. It is believed that insufficient resolution of deep
personality problems may also play a role. While changes in the metabolism of the
brain are thought to be significant in the development of manic depression, both
psychological and nonpsychological stresses are able to precipitate episodes. It is
often not possible to find one precipitating factor, however, since there is presum-
ably a complex interaction between the effects of internal and external influences
in persons suffering from this disease.

Manic depression is an illness that occurs in attacks, or episodes. These may be
attacks of mania (periods of extreme elation and increased activity) or attacks of
depression (periods of abnormal sadness and melancholy). A patient may have
both manias and depressions (a bipolar course) with varying levels of intensity for
each type of episode. Occasionally, the disease presents a mixture of manic and
depressive features; this condition is referred to as a “mixed state.” The degree,
type, and chronicity of cognitive, perceptual, and behavioral disorganization deter-
mine the subclassifications, or stages, of mania. In increasing order of severity,
these stages are hypomania, acute mania, and delirious mania (severe mania with
psychotic overtones). Recent work indicates that many variants of this disorder
exist.
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Manic depression occurs in
about one to two persons out of
every hundred, at some time in life,
of such severity that hospitaliza-
tion is required. More women than
men suffer from the disease. The
onset of the disease frequently oc-
curs between the ages of twenty
and fifty, but it may appear for the
first time at fifteen years of age and
as late as sixty to seventy years.
Manic and depressive episodes pre-
sent themselves differently in differ-
ent persons; they can even vary
within a particular patient from one
time to another. Although mania has
characteristic features, not all fea-
tures are present during each manic

episode.
Prominent features of manic episodes are elation, easily aroused anger, and

increased mental activity. The elation varies from unusual vigor to uninhibited
enthusiasm. The anger most often takes the form of irritability. Manic patients
become annoyed if other people are unable to keep up with their racing thoughts.
Intellectual activity takes place with lightning speed, ideas race through the mind,
speech flows with great rapidity and almost uninterruptedly, and puns alternate
with caustic commentary.

During a manic episode, patients are often excessively self-confident and lack-
ing in self-criticism. This produces a previously unknown energy, and when that
energy is combined with racing thoughts, indefatigability, and lack of inhibition,
the consequences are often disastrous. During manic episodes, patients may de-
stroy their relationships, ruin their reputations, or create financial disasters. Manic
patients usually sleep very little. They rarely feel tired and are usually kept awake
by the rapid flow of ideas. Sexual activity may also be increased. Manic patients
often neglect to eat and may lose weight. The combination of violent activity,
decreased food intake, and an inadequate amount of sleep may lead to physical
exhaustion.

Depressions are in many respects the opposite of manias. They are characterized
by sadness, a lack of self-confidence, and decreased mental activity. The sadness
may vary from a slight feeling of being “down” to the bleakest despair. Ideas are
few, thoughts move slowly, and memory function is impaired. Frequently, de-
pressed patients feel tired and emotionally drained; they feel the need to cry but are
unable to do so. Weighed down by feelings of guilt and self-reproach, they may
contemplate or even commit suicide. The depressed patient’s courage and self-
confidence are often eroded, and, as a result, the patient may withdraw socially,
lack initiative and energy, feel that obstacles are insurmountable, and have diffi-

Symptoms of Mania

❖ increased energy, activity, restlessness, rac-
ing thoughts and rapid talking

❖ denial that anything is wrong
❖ excessive “high” or euphoric feelings
❖ extreme irritability and distractibility
❖ decreased need for sleep
❖ unrealistic beliefs in one’s ability and pow-

ers
❖ uncharacteristically poor judgment
❖ a sustained period of behavior that is differ-

ent from the person’s usual behavior
❖ increased sexual drive
❖ abuse of drugs, particularly cocaine, alco-

hol and sleeping medications
❖ provocative, intrusive, or aggressive behav-

ior
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culty making even trivial deci-
sions. Because of their low self-es-
teem and feelings of inadequacy,
patients suffering from depression
often fear social interaction and be-
come anxious, agitated, and rest-
less in a crowd. Sleep disturbances
are also frequent. Occasionally,
there is an increased need for sleep,
but more often patients have diffi-
culty sleeping. Some patients find
it difficult to fall asleep, others
wake up frequently during the
night, and others wake up early
with feelings of anxiety. Depressed
patients often experience vari-
ations in mood over the course of a
day. They are, typically, depressed
late at night and in the early morn-
ing. The desire to stay in bed is overwhelming, and the first hours of the day are
difficult to get through.

Depressions are often accompanied by physical transformations. The muscles
give the impression of being slack, the facial expression is static, and movement is
slow. There may be constipation, menstruation may stop, and sexual interest and
activity may decrease or disappear completely for a time. Appetite is reduced, and
there is a resulting loss of weight. The cessation of depression is sometimes
followed by a light and transient mania, which may be seen as a reaction to the
depression or as a sign of relief that it is over.

In addition to manias and depressions, manic-depressive disease may present
mixed states during which signs of mania and depression are present concurrently.
Patients who experience mixed states may be sad and without energy but also
irritable, or they may be manic and restless yet feel an underlying melancholy.
Mixed states may occur as independent episodes, but they are seen more often
during transitions from mania to depression or from depression to mania. During
these periods of transition, the condition may alternate between mania and depres-
sion several times within the course  of a day. During the  intervals between
episodes, the patients often enjoy mental health and stability.

Treatment and Therapy
Until the 1950’s, manic-depressive illness had remained intractable, frustrating the
best efforts of clinical practitioners and their predecessors. This long history ended
abruptly with the discovery of the therapeutic effects of lithium. In an ironic turn
of events, the pharmacologic revolution then initiated a renaissance in the psycho-
therapy of manic-depressive patients. Substantially freed from the severe disrup-
tions of mania and the profound withdrawal of depression, patients, with the help

Symptoms of Depression

❖ persistent sad, anxious, or empty moods
❖ feelings of hopelessness or pessimism
❖ feelings of guilt, worthlessness, or helpless-

ness
❖ loss of interest or pleasure in ordinary activi-

ties, including sex
❖ decreased energy, a feeling of fatigue or of

being “slowed down”
❖ difficulty concentrating, remembering, or

making decisions
❖ restlessness or irritability
❖ sleep disturbances
❖ loss of appetite and weight, or weight gain
❖ chronic pain or other persistent bodily symp-

toms that are not caused by physical disease
❖ thoughts of death or suicide; including sui-

cide attempts
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of their therapists, focused on the many psychological issues related to the illness
and confronted basic developmental tasks. Even a combination of drugs and
psychotherapy, however, did not yield a completely satisfactory outcome for every
patient. The treatment approaches that are available, however, do allow most
manic-depressive patients to lead relatively normal lives.

Electroconvulsive therapy (ECT) is one alternative to medications in treating
acute manic-depressive disorder. Although ECT may be used to treat severely
manic patients, those who have proven unresponsive to drugs, and those in mixed
states with a high risk of suicide, it is used primarily for severe depressions. In ECT,
following narcosis (an unconscious state induced by narcotics), certain parts of the
patient’s brain are stimulated electrically through electrodes placed on the skin.
This stimulation elicits a seizure, but since the drug relaxes the muscles, the seizure
manifests as muscle twitching only. The patients do not feel the treatment, but
during the hours following the treatment, they may have headaches and feel
tenderness of the muscles. Transitory memory impairment may also occur. Treat-
ment, which occurs two to four times a week for three to four weeks, leads to
amelioration of symptoms in most patients. ECT may be given at a hospital or on
an outpatient basis.

For treatment of manic agitation, the so-called neuroleptics are often used.
These are sedative drugs such as chlorpromazine (Largactil, Thorazine) and halop-
eridol (Haldol). Neuroleptics exert a powerful tranquilizing effect on anxiety,
restlessness, and tension. They also attenuate or relieve hallucinations and delu-
sions. Neuroleptics are not specific for any single disease. They may be used,
possibly in conjunction with lithium, in the treatment of mania, and they may be
used in depressions that are accompanied by delusions. Neuroleptics may, how-
ever, produce side effects involving the muscles and the nervous system.

Antidepressants act, as the name indicates, on depression, but only on abnormal
depression; they do not affect ordinary sadness or grief. They are drugs such as
imipramine (Tofranil), amitriptyline (Elavil, Tryptizol), and fluoxetine (Prozac).
The side effects of antidepressants may include tiredness, mouth dryness, tremor,
constipation, difficulty in urinating, and a tendency to faint. Changes in heart rate
and rhythm may also occur, and careful evaluation is necessary in patients with
cardiac disease.

Treatment with antidepressants is often continued for some time after disappear-
ance of the symptoms; for example, three to four months. Occasionally, antidepres-
sant therapy precipitates episodes of mania, and patients with previous attacks of
mania may have to discontinue antidepressants earlier than other patients. In
patients with a bipolar course who require prophylactic (preventive) treatment,
lithium is indicated. Patients with a unipolar course may be treated prophylacti-
cally with either lithium or antidepressants.

Lithium, a metallic element  discovered by a  Swedish chemist in 1818, is
produced from lithium-containing minerals such as spodumene, amblygonite,
lepidolite, and petalite. As a drug, lithium is always used in the form of one of its
salts; for example, lithium carbonate or lithium citrate. It is the lithium portion of
these salts that is effective medically. Lithium was introduced into medicine in
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1850 for the treatment of gout, and during the following century many medical uses
of the element were proposed. It was used, for example, as a stimulant, as a
sedative, for the treatment of diabetes, for the treatment of infectious diseases, as
an additive to toothpaste, and for the treatment of malignant growths. The efficacy
of lithium in these conditions was not proved, however, and lithium treatment never
became widespread.

In 1949, an Australian psychiatrist, John Cade, published an article that forms
the basis of all later lithium treatment. The prophylactic action of lithium in
manic-depressive illness was debated in the psychiatric literature for some years,
but extensive trials in many countries have fully documented the efficacy of the
drug. Its prophylactic action is exerted against both manic and depressive relapses
and can be seen in unipolar as well as bipolar patients. One of the characteristic
features of lithium is that it removes manic symptoms without producing sedation,
unlike treatment with neuroleptics, which are also effective in the treatment of
mania but which exert sedative action. Lithium may occasionally produce side
effects, such as nausea, stomachache, tremor of the hands, and muscle weakness,
but these symptoms are usually neither severe nor incapacitating. The greatest
drawback of the treatment is that the full antimanic effect is usually not seen until
after six to eight days of treatment, and sometimes it is necessary to supplement
lithium with a neuroleptic drug.

In addition to being used in the treatment of manic episodes, lithium is also used
in the prevention of manic-depressive illness; moreover, the drug’s prophylactic
effect is almost as beneficial in the treatment of depression as it is in the treatment
of mania. While lithium may also be used to treat depressive episodes, this use is
less widespread because treatment with antidepressants and electric convulsive
therapy appear to be more effective in cases of depression.

Although  prophylaxis denotes prevention, lithium is unable to prevent the
development of manic-depressive illness. Lithium prophylaxis merely prevents
relapse so that manic and depressive recurrences become less frequent or disappear
during treatment. Thus, prophylactic lithium keeps the illness under control but
does not cure it. If the patient’s lithium therapy ceases, the disease is likely to
reappear, exhibiting episodes as frequent and severe as those that occurred before
therapy. Therefore, it is necessary that patients continue taking lithium during
periods in which no signs of illness are present.

Manic-depressive illness is treated  most effectively with a combination of
lithium or other medications and adjunctive psychotherapy. Drug treatment, which
is primary, relieves most patients of the severe disruptions of manic and depressive
episodes. Psychotherapy can assist them in coming to terms with the repercussions
of past episodes and in comprehending the practical implications of living with
manic-depressive illness.

Although not all patients require psychotherapy, most can benefit from individual,
group, and/or family therapy. Moreover, participation in a self-help group is often
useful in supplementing or supplanting formal psychotherapy. Psychotherapeutic
issues are dictated by the nature of the illness: Manifested by profound changes in
perception, attitudes, personality, mood, and cognition, manic-depressive illness can
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lead to suicide, violence, alcoholism, drug abuse, and hospitalization. Although
reactions vary widely, patients typically feel angry and ambivalent about both the
illness and its treatment. They may deny its existence, its severity, or its consequences,
and they are often concerned about issues such as relationships and the possibility of
genetically transmitting the illness to their children.

No one technique has been shown to be superior in the psychotherapy of
manic-depressive patients. The therapist is guided by knowledge of both the illness
itself and its manifestation in the individual patient. In style and technique, the
therapist must remain flexible in order to adjust to the patient’s fluctuating levels
of dependency and mood change, cognition and behavior. The therapist must be
especially  alert to the  countertransference issues that commonly occur when
working with manic-depressive patients. In addition, educating patients and their
families is essential because it helps them to recognize new episodes.

Perspective and Prospects
Manic-depressive illness is among the most consistently identifiable of all mental
disorders, and it is also one of the oldest; it is discernible in descriptions in the Old
Testament, and it was recognized in clinical medicine almost two thousand years
ago. The medical writers of ancient Greece (the Hippocratic school) conceived of
mental disorders in terms that sound remarkably modern. They believed that
melancholia was a psychological manifestation of an underlying biological distur-
bance—specifically, a perturbation in brain function. Early conceptions of “mel-
ancholia” and “mania” were, however, broader than those of modern times. These
two terms, together with “phrenitis,” which roughly corresponds to an acute
organic delirium, comprised all mental illnesses throughout most of the ancient
period.

As they did with other illnesses, the Hippocratic writers argued forcefully that
mental disorders were not caused by supernatural or magical forces, as primitive
societies had believed. Their essentially biological explanation for the cause of
melancholia, which survived until the Renaissance, was part of the prevailing
understanding of all health as an equilibrium of the four humors—blood, yellow
bile, black bile, and phlegm—and all illness as a disturbance of this equilibrium.
First fully developed in the Hippocratic workNature of Man(c. 400b.c.e.), the
humoral theory linked the humors with the seasons and with relative moistness. An
excess of black bile was seen as the cause of melancholia, a term that literally
means “black bile.” Mania, by contrast, was usually attributed to an excess of
yellow bile.

Reflections on the relationship between melancholia and mania date back at
least to the first centuryb.c.e. and Soranus of Ephesus. Aretaeus of Cappadocia,
who lived in the second centuryc.e., appears to have been the first to suggest that
mania was an end-stage of melancholia, a view that was to prevail for centuries to
come. He isolated “cyclothymia” (an obsolete term for mild fluctuations of the
manic-depressive type) as a form of mental disease presenting phases of depression
alternating with phases of mania. Although Aretaeus included syndromes that in
the twentieth century would be classified as schizophrenia, his clear descriptions
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of the spectrum of manic conditions are impressive even in modern times.
The next significant medical writer, Galen of Pergamon (131-201c.e.), firmly

established melancholia as a chronic condition. His few comments on mania
included the observation that it can be either a primary disease of the brain or
secondary to other diseases. His primary contribution was his all-encompassing
elaboration of the humoral theory, a system so compelling that it dominated
medical thought for more than a millennium.

Medical observations in succeeding centuries continued to subscribe to the
conceptions of depression and mania laid down in classical Greece and Rome.
Most authors wrote of the two conditions as separate illnesses yet suggested a close
connection between them. Yet where mania and depression are considered in the
historical medical literature, they are almost always linked.

The explicit conception of manic-depressive illness as a single disease entity
dates from the mid-nineteenth century. Jean Pierre Falret and Jules Baillarger,
French “alienists,” independently and almost simultaneously formulated the idea
that mania and depression could represent different manifestations of a single
illness. In 1854, Falret described a circular disorder that he expressly defined as an
illness in which the succession of mania and melancholia manifested itself with
continuity and in an almost regular manner. That same year, Baillarger described
essentially the same thing, emphasizing that the manic and depressive episodes
were not two different attacks, but two different stages of the same attack. Despite
the contributions of Falret, Jeanne-Étienne-Dominique Esquirol, and other ob-
servers, however, most clinical investigators continued to regard mania and melan-
cholia as separate chronic entities that followed a deteriorating course.

It was left to the German psychiatrist Emil Kraepelin (1856-1926) to distinguish
psychotic illnesses from one another and to draw the perimeter clearly around
manic-depressive illness. He emphasized careful diagnosis based on both longitu-
dinal history and the pattern of current symptoms. By 1913, in the eighth edition
of Kraepelin’s textbook of psychiatry, virtually all of melancholia had been
subsumed into manic-depressive illness.

Wide acceptance of Kraepelin’s broad divisions led to further explorations of the
boundaries between the two basic categories of manic-depressive illness and
dementia praecox, the delineation of their similarities, and the possibility that
subgroups could be identified within two basic categories. Kraepelin’s synthesis
was a major accomplishment because it formed a solid and empirically anchored
base for future developments.

During the first half of the twentieth century, the views of Adolf Meyer (1866-
1950) gradually assumed a dominant position in American psychiatry, a position
that they maintained for several decades. Meyer believed that psychopathology
emerged from interactions between an individual’s biological and psychological
characteristics and his or her social environment. This perspective was evident in
the label “manic-depressive reaction” in the first official American Psychiatric
Association diagnostic manual, which was published in 1952. When the Meyerian
focus, considerably influenced by psychoanalysis, turned to manic-depressive
illness, the individual in the environment became the natural center of study, and
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clinical descriptions of symptoms and the longitudinal course of the illness were
given less emphasis.

Eugen Bleuler (1857-1939), in his classic contributions to descriptive psychia-
try, departed from Kraepelin by conceptualizing the relationship between manic-
depressive (affective) illness and dementia praecox (schizophrenia) as a continuum
without a sharp line of demarcation. Bleuler also broadened Kraepelin’s concept
of manic-depressive illness by designating several subcategories and using the
term  “affective illness.” His subcategories of affective illness anticipated the
principal contemporary division of the classic manic-depressive diagnostic group—
the bipolar-unipolar distinction. The bipolar-unipolar distinction represents a ma-
jor advance in the classification of affective disorders primarily because it provides
a basis for evaluating genetic, pharmacological, clinical, and biological differences
rather than representing a purely descriptive subgrouping. As research on this
disorder continues, it is likely that the relationship of manic depression to sub-
stance use disorders will increase. In 1997, it was estimated that at least 50 percent
of individuals affected by one are affected by the other. As such, common mecha-
nisms of problems related to these two types of disorders may lead to more specific
treatments designed to address situations when there is a dual diagnosis.
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Memory Loss
Memory Loss

Type of psychology:Memory
Fields of study:Organic disorders

An impairment of memory which may be total or limited, sudden or gradual.

Causes and Symptoms
Memory impairment is a common problem, especially among older people. It
occurs in various degrees and may be associated with other evidence of brain
dysfunction. Amnesia is complete memory loss.

In benign forgetfulness, the memory deficit affects mostly recent events, and
although a source of frustration, it seldom interferes with the individual’s profes-
sional activities or social life. An important feature of benign forgetfulness is that
it is selective and affects only trivial, unimportant facts. For example, one may
misplace the car keys or forget to return a phone call, respond to a letter, or pay a
bill. Cashing a check or telephoning someone with whom one is particularly keen
to talk, however, will not be forgotten. The person is aware of the memory deficit,
and written notes often are used as reminders. Patients with benign forgetfulness
have no other evidence of brain dysfunction and maintain their ability to make
valid judgments.

In dementia, the memory impairment is global, does not discriminate between
important and trivial facts, and interferes with the person’s ability to pursue
professional or social activities. Patients with dementia find it difficult to adapt to
changes in the workplace, such as the introduction of computers. They also find it
difficult to continue with their hobbies and interests.

The hallmark of dementia is no awareness of the memory deficit, except in the
very early stages of the disease. This is an important difference between dementia
and benign forgetfulness. Although patients with early dementia may write them-
selves notes, they usually forget to check these reminders or may misinterpret
them. For example, a man with dementia who is invited for dinner at a friend’s
house may write a note to that effect and leave it in a prominent place. He may then
go to his host’s home several evenings in succession because he has forgotten that
he already has fulfilled this social engagement. As the disease progresses, patients
are no longer aware of their memory deficit.

In dementia, the memory deficit does not occur in isolation but is accompanied
by other evidence of brain dysfunction, which in very early stages can be detected
only by specialized neuropsychological tests. As the condition progresses, these
deficits become readily apparent. The patient is often disoriented regarding time
and may telephone relatives or friends very late at night. As the disease progresses,
the disorientation affects the patient’s environment: A woman with dementia may
wander outside  her  house and be  unable to find her way back, or she may
repeatedly ask to be taken back home when she is already there. In later stages,
patients may not be able to recognize people whom they should know: A man may
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think that his son is his father or that his wife is his mother. This stage is particularly
distressing to the caregivers. Patients with dementia may often exhibit impaired
judgment. They may go outside the house inappropriately dressed or at inappropri-
ate times, or they may purchase the same item repeatedly or make donations that
are disproportional to their funds. Alzheimer’s disease is one of the most common
causes of dementia in older people.

Multiple infarct dementia is caused by the destruction of brain cells by repeated
strokes. Sometimes these strokes are so small that neither the patient nor the
relatives are aware of their occurrence. When many strokes occur and significant
brain tissue is destroyed, the patient may exhibit symptoms of dementia. Usually,
however, most of these strokes are quite obvious because they are associated with
weakness or paralysis in a part of the body. One of the characteristic features of
multiple infarct dementia is that its onset is sudden and its progression is by steps.
Every time a stroke occurs, the patient’s condition deteriorates. This is followed by
a period during which little or no deterioration develops until another stroke
occurs, at which time the patient’s condition deteriorates further. Very rarely, the
stroke affects only the memory center, in which case the patient’s sole problem is
amnesia.  Multiple infarct  dementia  and  dementia  resulting  from Alzheimer’s
disease should be differentiated from other treatable conditions which also may
cause memory impairment, disorientation, and poor judgment.

Depression, particularly in older patients, may cause memory impairment. This
condition is quite common and at times is so difficult to differentiate from dementia
that the term “pseudodementia” is used to describe it. One of the main differences
between depression that presents the symptoms of dementia and dementia itself is
insight into the memory deficit. Whereas patients with dementia  are usually
oblivious of their deficit and not distressed (except those in the early stages), those
with depression are nearly always aware of their deficit and are quite distressed.
Patients with depression tend to be withdrawn and apathetic, given a marked
disturbance of affect, whereas those with dementia demonstrate emotional bland-
ness and some degree of lability. One of the problems characteristic of depressed
patients is their difficulty in concentrating. This is typified by poor cooperation and
effort in carrying out tasks with a variable degree of achievement, coupled with
considerable anxiety.

Amnesia is sometimes seen in patients who have sustained a head injury. The
extent of the amnesia is usually proportional to the severity of the injury. In most
cases, the complete recovery of the patient’s memory occurs, except for the events
just preceding and following the injury.

Treatment and Therapy
Memory impairment is a serious condition which can interfere with one’s ability
to function independently. Every attempt should be made to identify the underlying
condition because, in some cases, a treatable cause can be found and the memory
loss reversed. Furthermore, it may soon be possible to arrest the progress of
amnesia and memory loss and even to treat the dementias which now are consid-
ered as irreversible, such as Alzheimer’s disease and multiple infarct dementia.
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Mental Health

Practitioners
Mental Health Practitioners

Type of psychology:Psychotherapy
Fields of study:Behavioral therapies; cognitive therapies; psychodynamic thera-

pies

Mental health practitioners are those professionals who are involved in the treat-
ment of psychological and emotional disorders. They include clinical psycholo-
gists, counseling psychologists, psychiatrists, and psychiatric social workers; their
professional preparations differ considerably, but their contributions are all essen-
tial.

Principal terms
assessment: a process to determine the assets and liabilities of the patient through

the use of interviews and a battery of psychological tests
behavioral medicine: the application of psychological knowledge to physical

conditions such as ulcers, headaches, smoking, or obesity
diagnosis: the process of determining a person’s condition or problem; psycholo-

gists use interview techniques and psychological tests to aid in this process
electroconvulsive therapy (ECT): a treatment for severe depression in which

an electric current is passed through the brain of the patient
forensic psychology: the application of psychological skills in the legal profes-

sion—for example, in jury selection, sanity determination, and assessing com-
petency to stand trial

neuropsychology: the branch of psychology that relates brain function with
behavior

psychotherapy: the treatment of psychological or emotional disorders; the thera-
pist usually meets with the patient weekly to deal with the patient’s crises or
stresses

Overview
Since the beginning of the twentieth century, there has been a growing concern
about mental health. Studies have indicated that approximately one out of every
five persons in the United States will at some time or another experience a
psychological disorder severe enough to warrant professional help. Given the
magnitude of this problem, the question emerges as to who will provide the kind
and amount of treatment needed for this large number of individuals.

Mental health practitioners have emerged from different fields of endeavor. The
field of medicine produced psychiatrists; the field of psychology produced clinical
psychologists and counseling psychologists; and the field of social work produced
psychiatric social workers. In some states, such as California, legislation created
special mental health practitioners called marriage, family, and child counselors to

429



fulfill the needs that were not met by these large professional groups. This article
will look at the types of mental health practitioners and describe their professional
preparation, their general activity, and their special competencies.

Psychiatrists are those individuals who have completed four years of college and
four years of medical school, including one year of internship. After completion,
they continue their studies in a residency in psychiatry for approximately three
years and learn the skills of a practicing psychiatrist. This is generally done in a
mental hospital or  clinic,  under the supervision  of other psychiatrists. Upon
completion, they may choose to take an examination which will award them the
status of being certified. This status recognizes that a psychiatrist has demonstrated
a level of competence that meets professional standards.

As a physician, the psychiatrist can perform all the medical functions that any
physician can perform. In terms of the mental health setting, this means that the
psychiatrist’s activities can involve the administration of different types of drugs
that are designed to alter the way a patient feels, thinks, or behaves. The psychia-
trist conducts psychotherapy and is concerned about any physical conditions which
might make the patient’s psychological disposition more serious. The psychiatrist
may use other biological treatments, such as electroshock therapy, in the treatment
of severe depression and is qualified to supervise the care of patients requiring
long-term hospitalization.

The clinical psychologist emerges from the tradition of psychology rather than
that of medicine, with a background in theories of behavior and the ways in which
behavior may be changed. After completing four years of undergraduate study,
usually in psychology but not necessarily so, the student studies two more years to
obtain a master’s degree in psychology and complete a master’s thesis, which
provides evidence of research capabilities. This is followed by three more years
working toward a Ph.D. degree and the completion of an internship in a mental
health setting. After completion of these academic requirements, a psychologist is
eligible to take the state licensing examination, which usually requires an oral and
written test. In some states, such as California, the psychologist is required to
complete an additional year of supervised experience after receiving a Ph.D.
degree before becoming eligible for the licensing examination. After passing the
examination for licensing, the psychologist is then able to offer services to the
public for a fee. Many clinical psychologists choose to go into private practice, that
is, to provide services to private patients in their own offices. About 23 percent of
all psychologists in the United States list private practice as their primary setting
of employment. Other clinical psychologists work in settings such as hospitals,
mental health clinics, university counseling centers, or other human service agen-
cies.

After five years of clinical experience, the psychologist may apply for certifica-
tion by the American Psychological Association. Obtaining certification requires
passing written and oral tests as well as an on-site peer examination of clinical
skills. Those who succeed are awarded the title of Diplomate in Clinical Psychol-
ogy. This same award is given in other areas, such as counseling psychology,
school psychology, industrial and organizational psychology, and neuropsychol-
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ogy. Board certification clarifies for the general public that the psychologist has
demonstrated better-than-average clinical skills and is recognized as such by his or
her professional peers. Fewer than 10 percent of all clinical psychologists have
been awarded the status of diplomate. This is a useful guide, therefore, for persons
who are uncertain about who to see for therapy or assistance. Most telephone
directories will designate the diplomate status of individuals, since the American
Psychological Association requires that they identify themselves as such.

The counseling psychologist, much like the clinical psychologist, is required to
obtain a Ph.D. degree and complete an internship in counseling psychology.
Counseling psychologists work in the mental health profession by providing
services to those individuals, or couples, who are under stress or crisis but who are
continuing to be functional. These are individuals who have functioned well in
their lives but are meeting particularly difficult situations and require professional
help to adjust to or overcome the stresses of the moment. These situations could
involve loss of job, marital conflict, divorce, separation, parent-child or other
family conflicts, prolonged physical illnesses, or academic difficulties of high
school and college students. Counseling psychologists may either be in private
practice or be employed by a university counseling center, where they provide
services exclusively to college students.

The fourth type of mental health worker is the psychiatric social worker. This
person completes four years of undergraduate study in the social or behavioral
sciences, then completes two additional years of study in a school of social work.
Social workers may choose different areas of specialty; the mental health worker
usually concentrates in psychiatric social work. This involves recognizing the
social environment of the patient and altering it in ways that will reduce stress and
help maintain the gains that the patient may have achieved in treatment. The social
worker becomes involved with issues such as vocational placements, career choice,
and family stresses and is the link between the patient and the outside world. Social
workers who are licensed may have their own private practices and may offer
counseling and psychotherapy as a form of treatment.

Applications
Surveys conducted by the American Psychological Association indicate that clin-
ical psychologists spend most of their professional time providing therapy, diag-
nosis and assessment, and teaching and administration. These categories constitute
approximately 70 percent of their daily activity. Additional activities involve
research and consultation with other agencies or professionals. Forty percent of
their daily activity, however, is devoted to providing direct clinical services to
patients either through psychotherapy or psychological testing.

Almost all practicing clinical psychologists engage in some type of diagnosis or
assessment. These assessments usually involve the administration of psychological
tests, which include intelligence testing, vocational testing, personality tests, atti-
tude tests, and behavioral repertoires. The purpose of the testing is to assess the
patient’s current status, to determine any disabling conditions, to assess the pa-
tient’s psychological strengths that can be utilized in therapy, and to determine
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treatment recommendations that are specific to the particular problem the patient
is presenting. Usually these results are discussed with the patient, and a plan of
treatment or therapy is recommended by the psychologist and agreed upon by the
patient.

Since there are more than two hundred forms of psychotherapy or behavioral
interventions, it is the responsibility of the psychologist to determine which of
these procedures is best for the patient, taking into consideration the patient’s age,
physical status, psychological and emotional condition, and the length of time the
disorder has been present. Psychologists should have a good knowledge of the
research literature, which would tell them which of these many therapeutic ap-
proaches is best for the particular clients with whom they are working at the time.

In the course of private clinical work, the clinical psychologist is likely to meet
a variety of different types of cases. These clients may be referred for treatment by
other mental health workers, hospitals, insurance plans, ministers, or, very often,
by word-of-mouth recommendation from prior patients.

Clients vary as to the severity of their disorders. Some are very seriously
disturbed, such as schizophrenic adults who are not receiving treatment in the
community and are homeless. They often require hospitalization which provides a
complete plan of treatment. Clients with drug or alcohol problems who have had
long-standing difficulties with these substances may also require partial hospitali-
zation. The clinical psychologist often acts as the principal or cooperating therapist
who plans and participates in the treatment program. Since many clinical psy-
chologists have hospital privileges that allow them to admit their patients to a
hospital facility, this procedure is utilized with severely disturbed persons who are
a danger to themselves or to others.

Those psychologists who work principally in private practice tend to see clients
who have problems adjusting but who do not require hospitalization. These clients
often experience excessive symptoms of anxiety, depression, or intrusive thoughts
that affect their daily life. They seek therapy for the reduction of these symptoms
so that their daily living can be  more enjoyable.  Other  clients seek  help  in
relationships with others, in solving marital, parent-child, employee-supervisor, or
sexual conflicts. The clinical psychologist in private practice meets the needs of
these clients by providing the best means of resolving these conflicts.

Because psychologists deal with human behavior, they are often involved in
many other facets of human activity that require their expertise. For example,
psychologists are called upon to testify in court, on questions of sanity, in custody
cases, and, occasionally, as expert witnesses in criminal cases. Other psychologists
are involved in sports psychology, helping athletes to develop the best psychologi-
cal and emotional conditions for maximum performance. Still others work in the
area of neuropsychology, which deals with patients who have experienced head
injuries. Psychologists are asked to assess the extent of the injury and to find those
areas that could be used to help the patient recover lost skills. Other psychologists
specialize in the treatment of children who have been sexually or physically
abused, in drug or alcohol counseling, in working in prisons with juvenile delin-
quents, or in working with patients who have old-age disorders.
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Some psychologists are involved in full-time or part-time teaching at a univer-
sity. These clinical psychologists not only continue their own clinical practice but
also help prepare undergraduate and graduate students through direct classroom
instruction or through supervision of their intern or field experiences.

Perspective and Prospects
The field of psychology that deals mainly with emotional and psychological
adjustment is called clinical psychology. This field began to take root during World
War I, when psychologists were asked to screen military recruits for emotional
problems and to assess intellectual abilities so that recruits could be placed in
various military positions. During World War II, clinical psychologists assumed an
even greater role by developing psychological tests that were used in the selection
of undercover agents. They were also asked to provide psychotherapy for soldiers
who had emotional or neurological disorders.

Following World War II, clinical psychologists became heavily involved in the
development  and  construction of psychological tests to measure intelligence,
interest, personality, and brain dysfunction. Psychologists also became more in-
volved in providing psychotherapy. Today, more psychologists spend their time
providing psychotherapy than performing any other single activity.

Clinical psychology today regards itself as an independent profession, separate
from the field of psychiatry, and sees itself rooted in the discipline of general
psychology with the added clinical skills that make its practitioners uniquely
capable of providing services to  the  general  public.  It is  likely  that clinical
psychologists will continue to move in the direction of independent practice,
focusing on new areas such as behavioral medicine, neuropsychology, and forensic
psychology.
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Mental Retardation
Mental Retardation

Type of psychology:Psychopathology
Fields of study:Cognitive processes; organic disorders

Mental retardation involves significant subaverage intellectual development and
deficient adaptive behavior accompanied by physical abnormalities.

Principal terms
educable mentally retarded (EMR): individuals with mild-to-moderate retar-

dation; they can be educated with some modifications of the regular education
program and can achieve a minimal level of success

idiot: an expression which was formerly used to describe a person with profound
mental retardation; such an individual requires custodial care

inborn metabolic disorder: an abnormality caused by a gene mutation which
interferes with normal metabolism and often results in mental retardation

mental handicap: the condition of an individual classified as “educable mentally
retarded”

mental impairment: the condition of an individual classified as “trainable men-
tally retarded”

neural tube defects: birth defects resulting from the failure of the embryonic
neural tube to close; usually results in some degree of mental retardation

trainable mentally retarded (TMR): individuals with moderate-to-severe
retardation; only low levels of achievement may be reached by such persons

Causes and Symptoms
Mental retardation is a condition in which a person demonstrates significant
subaverage development of intellectual function, along with poor adaptive behav-
ior. Diagnosis can be made fairly easily at birth if physical abnormalities also
accompany mental retardation. An infant with mild mental retardation, however,
may not be diagnosed until problems arise in school. Estimates of the prevalence
of mental retardation vary from 1 to 3 percent of the world’s total population.

Diagnosis of mental retardation takes into consideration three factors: subaver-
age intellectual function, deficiency in adaptive behavior, and early-age onset
(before the age of eighteen). Intellectual function is a measure of one’s intelligence
quotient (IQ). Four levels of retardation based on IQ are described by the American
Psychiatric Association. An individual with an IQ between 50 and 70 is considered
mildly retarded, one with an IQ between 35 and 49 is moderately retarded, one with
an IQ between 21 and 34 is severely retarded, and an individual with an IQ of less
than 20 is termed profoundly retarded.

A person’s level of adaptive behavior is not as easily determined as an IQ, but it
is generally defined as the ability to meet social expectations in the individual’s
own environment. Assessment is based on development of certain skills: sensory-
motor, speech and language, self-help, and socialization skills. Tests have been
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developed to aid in these measurements.
To identify possible mental retardation in infants, the use of language milestones

is a helpful tool. For example, parents and pediatricians will observe whether
children begin to smile, coo, babble, and use words during the appropriate age
ranges. Once children reach school age, poor school achievement may identify
those who are mentally impaired. Psychometric tests appropriate to the age of the
children will help with diagnosis.

Classification of the degree of mental retardation is never absolutely clear, and
dividing lines are often arbitrary. There has  been debate  about the value of
classifying or labeling persons in categories of mental deficiency. On the one hand,
it is important for professionals to understand the amount of deficiency and to
determine what kind of education and treatment would be appropriate and helpful
to each individual. On the other hand, such classification can lead to low self-
esteem, rejection by peers, and low expectations from teachers and parents.

There has been a marked change in the terminology used in classifying mental
retardation from the early days of its study. In the early twentieth century, the terms
used for moderate, severe, and profound retardation were “moron,” “imbecile,”
and “idiot.” In Great Britain, the term “feeble-minded” was used to indicate
moderate retardation. These terms are no longer used by professionals working
with the mentally retarded. “Idiot” was the classification given to the most pro-
foundly retarded until the middle of the twentieth century. Historically, the word
has changed in meaning, from William Shakespeare’s day when the court jester
was called an idiot, to an indication of psychosis, and later to define the lowest
grade of mental deficiency. The term “idiocy” has been replaced with the expres-
sion “profound mental retardation.”

Determining the cause of mental retardation is much more difficult than might
be expected. More than a thousand different disorders that can cause mental
retardation have been reported. Some cases seem to be entirely hereditary, others
to be caused by environmental stress, and others the result of a combination of the
two. In a large number of cases, however, the cause cannot be established. The
mildly retarded make up the largest proportion of the mentally retarded population,
and their condition seems to be a recessive genetic trait with no accompanying
physical abnormalities. From a medical standpoint, mental retardation is con-
sidered to be a result of disease or biological defect and is classified according to
its cause. Some of these causes are infections, poisons, environmental trauma,
metabolic and nutritional abnormalities, and brain malformation.

Infections are especially harmful to brain development if they occur in the first
trimester of pregnancy. Rubella is a viral infection that often results in mental
retardation. Syphilis is a sexually transmitted disease which affects adults and
infants born to them, resulting in progressive mental degeneration.

Poisons such as lead, mercury, and alcohol have a very damaging effect on the
developing brain. Lead-based paints linger in old houses and cause poisoning in
children. Children tend to eat paint and plaster chips or put them in their mouths,
causing possible mental retardation, cerebral palsy, and convulsive and behavioral
disorders.
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Traumatic environmental effects that can cause mental retardation include
prenatal exposure to X rays, lack of oxygen to the brain, or a mother’s fall during
pregnancy. During birth itself, the use of forceps can cause brain damage, and labor
that is too brief or too long can cause mental impairment. After the birth process,
head trauma or high temperature can affect brain function.

Poor nutrition and inborn metabolic disorders may cause defective mental
development because vital body processes are hindered. One of these conditions,
for which every newborn is tested, is phenylketonuria (PKU), in which the body
cannot process the amino acid phenylalanine. If PKU is detected in infancy,
subsequent mental retardation can be avoided by placing the child on a carefully
controlled diet, thus preventing buildup of toxic compounds that would be harmful
to the brain.

The failure of the neural tube to close in the early development of an embryo
may result in anencephaly (an incomplete brain or none at all), hydrocephalus (an
excessive amount of cerebrospinal fluid), or spina bifida (an incomplete vertebra,
which leaves the spinal cord exposed). Anencephalic infants will live only a few
hours. About half of those with other neural tube disorders will survive, usually
with some degree of mental retardation. Research has shown that if a mother’s diet
has sufficient quantities of folic acid, neural tube closure disorders will be rare or
nonexistent.

Microcephaly is another physical defect associated with mental retardation. In
this condition, the head is abnormally small because of inadequate brain growth.
Microcephaly may be inherited or caused by maternal infection, drugs, irradiation,
or lack of oxygen at birth.

Abnormal chromosome numbers are not uncommon in developing embryos and
will cause spontaneous abortions in most cases. Those babies that survive usually
demonstrate varying degrees of mental retardation, and incidence increases with
maternal age. A well-known example of a chromosome disorder is Down syn-
drome (formerly called mongolism), in  which there is an extra copy  of  the
twenty-first chromosome. Gene products caused by the extra chromosome cause
mental retardation and other physical problems. Other well-studied chromosomal
abnormalities involve the sex chromosomes. Both males and females may be born
with too many or too few sex chromosomes,  which often results  in mental
retardation.

Mild retardation with no other noticeable problems has been found to run in
certain families. It occurs more often in the lower economic strata of society and
probably reflects only the lower end of the normal distribution of intelligence in a
population. The condition is probably a result of genetic factors interacting with
environmental ones. It has been found that culturally deprived children have a
lower level of intellectual function because of decreased stimuli as the infant brain
develops.

Treatment and Therapy
Diagnosis of the level of mental retardation is important in meeting the needs of
the intellectually handicapped. It can open the way for effective measures to be
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taken to help these persons achieve the highest quality of life possible for them.
Individuals with an IQ of 50 to 70 have mild-to-moderate retardation and are

classified as “educable mentally retarded” (EMR). They can profit from the regular
education program when it is somewhat modified. The general purpose of all
education is to allow for the development of knowledge, to provide a basis for
vocational competence, and to allow opportunity for self-realization. The EMR can
achieve some success in academic subjects, make satisfactory social adjustment,
and achieve minimal occupational adequacy if given proper training. In Great
Britain, these individuals are referred to as “educationally subnormal” (ESN).

Persons with moderate-to-severe retardation generally have IQs between 21 and
49 and are classified as “trainable mentally retarded” (TMR). These individuals are
not educable in the traditional sense, but many can be trained in self-help skills,
socialization into the family, and some degree of economic independence with
supervision. They need a developmental curriculum which promotes personal
development, independence, and social skills.

The profoundly retarded (formerly called idiots) are classified as “totally de-
pendent” and have IQs of 20 or less. They cannot be trained to care for themselves,
to socialize, or to be independent to any degree. They will need almost complete
care and supervision throughout life. They may learn to understand a few simple
commands, but they will only be able to speak a few words. Meaningful speech is
not characteristic of this group.

EMR individuals need a modified curriculum, along with appropriately quali-
fied and experienced teachers. Activities should include some within their special
class and some in which they interact with students of other classes. The amount
of time spent in regular classes and in special classes should be determined by
individual needs in order to achieve the goals and objectives planned for each.
Individual development must be the primary concern.

For TMR individuals, the differences will be in the areas of emphasis, level of
attainment projected, and methods used. The programs should consist of small
classes that may be held within the public schools or outside with the help of
parents and other concerned groups. Persons trained in special education are
needed to guide the physical, social, and emotional development experiences
effectively.

A systematic approach in special education has proven to be the best teaching
method to make clear to students what behaviors will result in the successful
completion of goals. This approach has been designed so that children work with
only one concept at a time. There are appropriate remedies planned for misconcep-
tions along the way. Progress is charted for academic skills, home-living skills, and
prevocational training. Decisions on the type of academic training appropriate for
a TMR individual is not based on classification or labels, but on demonstrated
ability.

One of the most  important features of successful special education  is the
involvement of parents. Parents faced with rearing a retarded child may find the
task overwhelming and have a great need of caring support and information about
their child and the implications for their future. Parental involvement gives the
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parents the opportunity to learn by observing how the professionals facilitate
effective learning experiences for their children at school.

Counselors help parents identify problems and implement plans of action. They
can also help them determine whether goals are being reached. Counselors must
know about the community resources that are available to families. They can help
parents find emotional reconciliation with the problems presented by their special
children. It is important for parents to be able to accept the child’s limitations. They
should not lavish special or different treatment on the retarded child, but rather treat
this child like the other children.

Placing a child outside the home is indicated only when educational, behavioral,
or medical controls are needed which cannot be provided in the home. Physicians
and social workers should be able to do some counseling to supplement that of the
trained counselors. Those who offer counseling should have basic counseling skills
and relevant knowledge about the mentally retarded individual and the family.

EMR individuals will usually marry, have children, and often become self-
supporting. The TMR will live in an institution or at home or in foster homes for
their entire lives. They will probably never become self-sufficient. The presence of
a TMR child has a great impact on families and may weaken family closeness. It
creates additional expenses and limits family activities. Counseling for these
families is very important.

Sheltered employment provides highly controlled working conditions, helping
the mentally retarded to become contributing members of society. This arrange-
ment benefits the individual, the family, and society as the individual experiences
the satisfaction and dignity of work. The mildly retarded may need only a short
period of time in  the sheltered workshop. The  greater the  degree of mental
retardation, the more likely shelter will be required on a permanent basis. For the
workshop to be successful, those in charge of it must consider both the personal
development of the handicapped worker and the business production and profit of
the workshop. Failure to consider the business success of these ventures has led to
failures of the programs.

There has been a trend toward deinstitutionalizing the mentally retarded, to
relocate as many residents as possible into appropriate community homes. Success
will depend on a suitable match between the individual and the type of home
provided. This approach is most effective for the mentally retarded if the staff of a
facility is well trained and there is a fair amount of satisfactory interaction between
staff and residents. It is important that residents not be ignored, and they must be
monitored for proper evaluation at each step along the way. Top priority must be
given to preparation of the staff to work closely with the mentally impaired and
handicapped.

In the past, there was no way to know before a child’s birth if there would be
abnormalities. With advances in technology, however, a variety of prenatal tests
can be done and many fetal abnormalities can be detected. Genetic counseling is
important for persons who have these tests conducted. Some may have previously
had a retarded child, or have retarded family members. Others may have something
in their backgrounds that would indicate a higher-than-average risk for physical
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and/or mental abnormalities. Some come for testing before a child is conceived,
others do not come until afterward. Tests can be done on the fetal blood and tissues
that will reveal chromosomal abnormalities or inborn metabolic errors.

Many parents do not seek testing or genetic counseling because of the stress and
anxiety that may result. Though most prenatal tests result in normal findings, if
problems are indicated the parents are faced with what may be a difficult decision:
whether to continue the pregnancy. It is often impossible to predict the extent of an
abnormality, and weighing the sanctity of life in relation to the quality of life may
present an ethical and religious dilemma. Others prefer to know what problems lie
ahead and what their options are.

Perspective and Prospects
Down through history, the mentally retarded were first ignored, and then subjected
to ridicule. The first attempts to educate the mentally retarded were initiated in
France in the mid-nineteenth century. Shortly afterward, institutions for them
began to spring up in Europe and the United States. These were often in remote
rural areas, separated from the communities nearby, and were usually ill-equipped
and understaffed. The institutions were quite regimented and harsh discipline was
kept. Meaningful interactions usually did not occur between the patients and the
staff.

The medical approach of the institutions was to treat the outward condition of
the mentally retarded and ignore them as people. No concern for their social and
emotional needs was shown. There were no provisions for children to play, nor was
there concern for the needs of the family of those with mental handicaps.

Not until the end of the nineteenth century were the first classes set up in some
U.S. public schools for education of the mentally retarded. The first half of the
twentieth century brought about the expansion of the public school programs for
individuals with both mild and moderate mental retardation. After World War II,
perhaps in response to the slaughter of mentally handicapped persons in Nazi
Germany, strong efforts were made to provide educational, medical, and recrea-
tional services for the mentally retarded.

Groundbreaking research in the 1950’s led to the normalization of society’s
attitude about the mentally retarded in the United States. Plans to help these
individuals live as normal a life as possible were made. The National Association
for Retarded Citizens was founded in 1950 and had a very strong influence on
public opinion. In 1961, President John F. Kennedy appointed the Panel on Mental
Retardation and instructed it to prepare a plan for the nation, to help meet the
complex problems of the mentally retarded. The panel presented ninety recom-
mendations in the areas of research, prevention, medical services, education, law,
and local and national organization. Further presidential commissions on the topic
were appointed and have had far-reaching effects for the well-being of the mentally
retarded.

A “Declaration of the Rights of Mentally Retarded Persons” was adopted by the
General Assembly of the United Nations in 1971, and the Education for All
Handicapped Children Act was passed in the United States in 1975, providing for
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the development of educational programs appropriate for all handicapped children
and youth. These pieces of legislation were milestones in the struggle to improve
learning opportunities for the mentally retarded.

Changes continue to take place in attitudes toward greater integration of the
retarded into schools and the community, leading to significant improvements. The
role of the family has increased in emphasis, for it has often been the families
themselves that have worked to change old, outdated policies. The cooperation of
the family is very important in improving the social and intellectual development
of the mentally retarded child. Because so many new and innovative techniques
have been used, it is very important that programs be evaluated and compared to
one another to determine which methods provide the best training and education
for the mentally retarded.
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Midlife Crises
Midlife Crises

Type of psychology:Developmental psychology
Fields of study:Adulthood; coping

Midlife crisis describes the transition from early adulthood to middle age. It can
be a stressful time of reevaluation, leading to both external and internal changes
in a person’s life.

Principal terms
crisis: a period of alienation and confusion during which one feels overwhelmed

and dissatisfied with one’s life
empty nest: transitional phase of parenting after the last child leaves the parents’

home
generativity: the desire to care for and contribute to further generations; desire

to leave a legacy
life structure: the basic pattern of a person’s life at a given time; both influences

and is influenced by the person’s relationship with the environment
off-time events: life events that occur at unexpected or unpredictable times
transition: a period of change and instability between one stage of development

and the next

Overview
The term “midlife crisis” has become a part of the everyday vocabulary of most
people and is often mentioned when explaining the cause of a variety of difficult
changes during adulthood, ranging from depression to extramarital affairs. Most
researchers describe the midlife crisis as a period of alienation, stress, and dis-
equilibrium occurring immediately prior to the individual’s entrance into middle
age.  The  typical age  reported for the  midlife crisis varies depending on the
researcher. Some claim that the midlife crisis may begin around age thirty-five and
last until age forty, others have identified the late thirties and early forties as the
most likely time for crisis, and still others claim that the midlife crisis occurs in the
middle to late forties.

The notion of a midlife crisis being a predictable event in people’s lives was
popularized by Gail Sheehy’sPassages: Predictable Crises of Adult Life(1976).
Sheehy referred to the ages thirty-five to forty-five as the “deadline decade,”
emphasizing that this is the period during adulthood when people tend to start
panicking about running out of time to accomplish the goals and dreams they
established in their youth. The midlife crisis described by Sheehy is similar to
Daniel Levinson and his coauthors’ approach to adult development, outlined in
their bookThe Seasons of a Man’s Life(1978). Levinson’s theory describes the
changing “life structures” and transitional periods throughout an adult’s develop-
ment from entering early adulthood to entering late adulthood. During the midlife
transition (ages forty to forty-five), Levinson claims that virtually all men experi-
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ence a stressful period of crisis. Both Sheehy and Levinson, as well as other
authors, emphasize the marked shift in time perspective that occurs during the
transition into middle adulthood. The authors claim that this is the first time in
people’s lives when they fully realize that time is finite and that eventual death is
a personal reality for them. Facing one’s own mortality leads to considerable
existential questioning about the meaning of life, one’s identity, and one’s role in
life, somewhat similar to the questions that are first faced during adolescence.

The main reason that this growing awareness of mortality leads to a crisis is that
people at this stage reevaluate their lives and tend to question virtually every major
value and belief that they have held. Adults may reevaluate their previous decisions
regarding career and marriage, question their satisfaction with these decisions, and
subsequently make major changes in their lives. All this questioning and change
can precipitate a crisis in people’s lives because they often do not have sufficient
strategies to cope with the changes and are unsure of who they are and what they
stand for.

According to Levinson, there are three major psychological tasks that people in
midlife must face. First, they must reappraise their past so that they can make the
best use of their remaining time. During the process of reappraisal, people often
come to realize that many of their assumptions about the world and their lives were
idealistic illusions, and they then develop more realistic, balanced views. Another
task is to modify their “life structure” by making both external and internal
changes. External changes may include changes in family structure (possibly
divorce and  remarriage) or changes in career structure.  Changes in personal
outlook, values, and goals represent internal changes that occur during the midlife
transition. Finally, the person must integrate into their personality those aspects of
themselves that have previously been ignored or neglected. In particular, the
polarities or opposites of being young versus old, destructive versus creative,
masculine versus feminine, and attached versus separate must be integrated into
the personality to form a broader, more balanced perspective.

Levinson’s view that people inevitably experience a midlife crisis around age
forty is shared by some experts in developmental psychology but is firmly disputed
by others. Although most theorists agree that there is a transition between young
and middle adulthood, many challenge the notion that the transition is experienced
as a “crisis.” Researchers such as Bernice Neugarten claim that life events, not
birthdays, are the basis for crises. In particular, unpredictable or “off-time” events
are more likely to bring on a crisis than events that are predictable and occur at the
expected time. If people are prepared for a specific change during adulthood, such
as having children leave home, then Neugarten suggests that the change, though
stressful, does not set off a crisis.

The individual’s personal approach to dealing with changes, as well as his or her
attitude toward the change, influences whether the change will lead to a crisis. An
event is more likely to be experienced as stressful if it is perceived as a negative
event over which the person has no control. On the other hand, if the event is
viewed as a challenge, the person is more likely to feel energized and optimistic
about coping with any ensuing changes. Other factors that can influence how
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individuals deal with important life events are physical health, personality style
(flexible versus inflexible, resilient versus vulnerable), their personal history of
coping with previous stressful events, and the degree of social support they have
from family, friends, coworkers, and community.

Applications
Neugarten suggests that important life events serve to mark the passage of time
through one’s lifetime. There are several such events that often occur during the
transition to middle adulthood that can contribute to a midlife crisis. One of the
main changes faced during this period are subtle but unmistakable signs of physical
aging. Gray hairs become more abundant, wrinkles around the eyes and the rest of
the face become more pronounced, and parents may find that their adolescent
children can now regularly beat them in basketball, races, and other tests of athletic
prowess in which the parents once were undisputed champions.

In addition to these physical changes, women entering midlife must face the
eventual loss of their ability to have children with knowledge that the menopause
is rapidly approaching. Even for women who do not wish to have children (or more
children), the loss of choice on the matter can be disturbing. Men do not face the
same loss of reproductive functioning, but they often do start to develop doubts
about their “sex appeal”; consequently, a man may seek an affair with a younger
woman in order to reaffirm his sense of sexual desirability.

The midlife transition is also a time when people’s perspectives toward their
careers often change. People begin to realize that their choice of career options has
narrowed substantially. They also may have found that they have reached a plateau
in their current career, as the important tasks and opportunities are frequently
assigned to younger, more motivated employees. Finally, the limited time left
before retirement may lead to a sense of disappointment when the middle-aged
person realizes that he or she has not attained all the goals and dreams of youth.

Significant changes can also occur in the family during the midlife transition.
Adults in their late thirties to early forties often have adolescent children who are
most likely going through identity crises of their own. Two or more corresponding
but separate crises occurring in the same family can interfere with communication
and family harmony. Another change associated with having children is facing the
“empty nest” when the grown children begin to leave home for college or to start
families of their own. The departure of children from the home often involves a
significant role loss for the mother and possibly a lost opportunity for a close
relationship for the father. In addition, just as the children are leaving home, adults
in midlife may suddenly find themselves saddled with the stress and responsibility
of caring for frail, elderly parents. The caregivers (typically middle-age women)
faced with the burden of caring for a dependent parent are referred to as the
“sandwich” generation, because they are caught between the competing demands
of their ailing parent, grown children, spouse, and their own desire finally to
address their own personal needs and dreams. The increasing pressures at this time
in life when people often expect to have more time to themselves can create a
tremendous amount of stress.
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Marital dissatisfaction during midlife is at an all-time high for many couples.
The responsibilities of careers and rearing children keep many married couples
busy and preoccupied during early adulthood. Once the children leave home and
careers plateau, however, couples tend to take a more thorough look at their
relationship and often wonder whether they want to maintain it. Not surprisingly,
many divorces occur at this time in life.

Given all the important and difficult changes occurring during midlife, it should
not be surprising that individuals’ lives and perspectives are often qualitatively
different after the midlife transition. According to Erik Erikson, people in middle
adulthood struggle with opposing tendencies toward generativity and stagnation.
Generativity refers to a desire to renew oneself through contributing to future
generations. Ways that people typically contribute include rearing their own chil-
dren, teaching, coaching, serving as a mentor, or making an artistic or creative
contribution to society. People who are successful at generativity during this period
are more likely to come through the midlife crisis with a stronger sense of identity
and greater life satisfaction. On the other hand, those who stagnate at this stage and
become self-absorbed tend to become increasingly narrow and rigid in perspective
and bitter in attitude.

Another psychological change during this period has to do with the tendency for
adults to exhibit characteristics typically associated with the opposite sex. Men
who have primarily been aggressive and active in their careers may become more
reflective, nurturing, and interested in building closer family relationships with
their children and spouse. In contrast, women tend to become more assertive,
self-confident, and oriented toward personal achievements at midlife, particularly
once the responsibility of child rearing diminishes.

Perspective and Prospects
The idea of the midlife crisis can be traced back to the writings of Carl Jung in
which he portrayed the second half of life as a time for balance and reflection. Jung
claimed that the passing of youth at middle age is marked by psychological
changes in  the individual. Prominent  aspects  of  the  personality  become  less
important and are even gradually replaced by opposite personality traits. In addi-
tion, Jung held that one of the primary changes of this period was a greater
emphasis on exploration of one’s inner self and a search for meaning in one’s life.
These changes are thought to pave the way for greater acceptance of one’s eventual
death.

Although Jung’s work suggested that an important change occurred at midlife,
the London psychoanalyst Elliott Jaques is credited with being the first author to
use the term “midlife crisis.” His article “Death and the Mid-Life Crisis” (1965)
was based on his study of the lives of composers, writers, and artists. Jaques found
that there was a marked shift in the themes and styles of these creators from the
more straightforward and descriptive work of their early adult years to a much
more tragic and philosophical approach during their middle-age years. Later in life,
the themes of these writers and artists became more serene and calm. Jaques
proposed that the shift in style at midlife was based on the individual’s confronta-
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tion with his or her own mortality. Similarly, the eventual acceptance of their
mortality led to a greater sense of peace in their later years, which was reflected in
their work.

The writings of Jung and Jaques were significant in the field of psychology
because they heralded a broader focus in the understanding of human development.
Initially, the focus of developmental psychology was based solely on the physical,
cognitive, and psychological changes during childhood and adolescence. It was
assumed that people were finished with important development changes by pu-
berty and that no further changes of significance occurred again in people’s lives
until the decline in functioning right before death. Regardless of whether one
thinks of midlife as a transition or a crisis, the study of midlife changes has
contributed much to the understanding of ongoing development during adulthood.

Future work in the area of midlife crisis is likely to lead to a greater under-
standing of the varied ways different people have of approaching and coping with
stressors and changes in midlife. In particular, future research will probably focus
on cultural differences in the experience of midlife as well as gender differences,
as society’s differential expectations and demands regarding gender continue to
shift. Finally, changes in the expected age and duration of midlife crises may occur
as the average human life span changes and the average age of the population as a
whole continues to increase.
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Modeling Therapies
Modeling Therapies

Type of psychology:Psychotherapy
Fields of study:Behavioral therapies; cognitive therapies

Modeling therapies are cognitive behavioral therapy techniques that are based on
the principles of learning by observing; they are based on the idea that people can
benefit from observing the behaviors of other people. These therapies have been
applied successfully to a wide range of problems.

Principal terms
coping model: a model who is somewhat of a novice but who copes with the

situation
covert modeling: a modeling technique in which clients use their imaginations

to visualize a given situation
live modeling: a modeling technique that involves observing a person directly, in

the flesh
mastery model: an expert who is very adept at the target behavior
self-as-a-model: a modeling technique in which clients watch themselves on

videotape and in which the film is edited to include only appropriate examples
of the behavior

self-modeling: a modeling technique in which clients observe themselves on
videotape and in which the film includes all behaviors, both appropriate and
inappropriate

symbolic modeling: a modeling technique in which clients observe a person
indirectly, such as in films, on television, or through reading

target behavior: the behavior which the client desires to change through therapy

Overview
Much of what people know and how people behave they have learned through
observing other people. From the child who learns how to tie shoelaces by having
an adult demonstrate how to do it to the medical student who learns how to perform
complicated surgery by watching expert physicians, all people learn from observ-
ing the behaviors of those around them. This process of learning has been given
many different names, including imitation, copying, mimicry, vicarious learning,
observational learning, and modeling.

Often, people are aware when this process of learning by observing others is
occurring. That is, they are consciously paying attention to the behavior of another
person in order to learn a new behavior. For example, when people first learn to
ski, they will closely watch someone who already knows how to do it. In this way,
they will learn how they are supposed to behave and what to do on the skis. This
process of learning by observation most often occurs, however, without the learner
even being aware of it. The child who watches a parent or other adult perform some
task and then tries to do it like the adult is not usually thinking about wanting to
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learn that new behavior. For example, the young boy who tries to shave just like
his father is not trying consciously to learn how to shave; he is simply imitating the
adult. Yet the child is learning a new behavior through this observing and practicing
process. So pervasive is this learning process in everyone’s life that it has been
estimated by some that at least 70 percent of human behavior can be accounted for
by this learning process.

The principles behind modeling are used throughout society. In education,
learning by observation is an essential aspect of all teaching. For example, an
instructor could not teach a foreign language without first demonstrating the words
for the student to learn. In industry and business, modeling techniques are used to
train employees in the skills necessary to function in their jobs. In advertising,
modeling is the primary basis by which consumers are manipulated to buy certain
products. Consumers learn through advertisements that by driving certain automo-
biles, they will become popular. These are but a few examples of how observational
learning, or modeling, occurs on a daily basis.

While the process of learning by observation is pervasive and has occurred
throughout human history, the scientific exploration of the process and subsequent
therapeutic application began with Albert Bandura’s work in the 1960’s. During
this time, Bandura was conducting experiments with children and their reaction to
“Bobo” dolls, which are large stuffed dolls often used for punching and kicking.
In these now-famous studies, it was found that children would act in a more
aggressive manner after watching other children punching and kicking the Bobo
doll. In subsequent studies, Bandura and associates demonstrated the same learn-
ing process in children observing violent television shows. Children who observed
aggressive television shows would subsequently behave with greater aggression.

Bandura’s research did much to stimulate interest in the process of learning
through observation and helped inspire the development of therapy techniques
based on modeling. While there are many different types of modeling therapies,
they are all based on the principle that learning will occur as a result of observation.

Modeling therapies are used primarily in cognitive behavioral and other behav-
ioral therapy approaches. The types of modeling therapies that  exist include
symbolic modeling, live modeling, covert modeling, and cognitive modeling.
Symbolic modeling involves the client observing some indirect representation of
the behavior being demonstrated. This might mean watching television or a motion
picture, reading a book, or being told about the behavior. In contrast to symbolic
modeling, live modeling involves the client directly observing the behavior that is
being demonstrated by another person. Typically, this will be the therapist demon-
strating the desired behavior. Covert modeling involves the client being directed
by the therapist to imagine himself or herself or someone similar to the client
demonstrating the desired behavior. In cognitive modeling, therapists tell clients
what to say to themselves when they are performing a certain task.

With the advent of video technology, other forms of modeling have become
possible and readily accessible. Two approaches that use this new technology are
self-modeling and the self-as-a-model technique. In both of these approaches,
rather than observing another person perform a target behavior, clients serve as
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their own models. The client is videotaped demonstrating the target behavior, and
this videotape is then used by the client either to gain or increase mastery of the
target behavior or to eliminate a particular behavior. In self-modeling, clients
watch all the examples of the behavior, both appropriate and inappropriate. In
self-as-a-model, concurrently  developed by Ray Hosford and Peter Dowrick,
clients also observe their own behavior; however, in this approach, only appropri-
ate examples of the behavior are left on the videotape, while the inappropriate
examples are deleted.

Applications
Modeling therapies have been used successfully to treat a wide variety of prob-
lems. In fact, these techniques have considerable usefulness across the full spec-
trum of problems that clients present to therapists. They have been used to help
clients acquire new skills, strengthen existing skills, eliminate problem behaviors,
and decrease fears and phobias.

In examining how the various types of modeling therapies would be applied to
an actual client, one could look at a case example of a nineteen-year-old male client
who lacks assertive behavior when dealing with his coworkers. The first step in
helping this client would be to get as much specific information as possible about
the behaviors that need to be changed and the situations in which the problem
arises. Having gained this information, the therapist would then be ready to
implement a therapeutic strategy to help the client become more assertive.

Choosing symbolic modeling, the therapist might show the client films or
videotapes of other people demonstrating assertive behavior, or have the client read
a book about the topic. After the videotape has been viewed, the client would then
have an opportunity to practice the assertive behavior in the presence of the
therapist, who will observe and give feedback.

The use of live modeling is very similar to that of symbolic modeling, except
that the client would observe the person in the flesh. In the case of the nonassertive
client, the therapist and client might act out a possible scene involving the client
and the coworkers. The therapist would first play the role of the client and
demonstrate assertive behaviors in the situation. Then the therapist and client
would switch roles, and the client would try out this new behavior. As with the prior
approach, the therapist’s role would be to give feedback to the client on the
appropriateness of the behavior and, as necessary, repeat the behavior while the
client observes. This example presents the primary elements of modeling thera-
pies: observation of  the model, practice, feedback, additional modeling, and
further practice and feedback.

If covert modeling is chosen, the therapist would direct the client to imagine
himself, or someone who is similar, behaving in an assertive manner. Perhaps the
therapist would slowly describe a scene in which the client is behaving in an
assertive manner with his coworkers. While the therapist is describing the scene,
the client would be imagining the scene actually occurring.

With cognitive modeling, the therapist shows the client what to say to himself
while performing the assertive behavior. The therapist would first demonstrate the
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behavior while speaking aloud the appropriate “self-talk.” For example, the thera-
pist would act assertively while saying aloud, “I’m doing fine; I have the right to
express my opinions; I’m proud of myself for acting this way.” Then the client
would perform the same behavior while the therapist gave instructions on what to
say aloud. After this, the client would practice the behavior while following the
instructions on what self-talk to be using.

Finally, if self-modeling or self-as-a-model is selected, the client would first
perform the behavior while being videotaped. The therapist’s role would be to help
direct this performance to optimize the client’s appropriate behavior. With both
self-modeling and self-as-a-model, the client would then watch the videotape and
imagine himself performing the behavior. (Again, in self-modeling, the videotape
would include all demonstrations of the behavior; in self-as-a-model, the videotape
would have been edited to include only positive examples of the behavior.)

As shown in this case example, when modeling therapies are used, they are
typically only one component of a more comprehensive therapy approach. Therapy
will usually consist of many different techniques to help a client create a change in
behavior. In the case example, the therapist would probably use, in addition to
modeling, relaxation techniques to help reduce the client’s anxiety in the situation,
cognitive restructuring to facilitate a reduction in the client’s negative self-talk, and
homework to have the client practice the desired behavior.

While modeling therapies are effective in a variety of situations, there are a
number of factors that will influence how well the intervention will work. Some of
these factors have to do with the characteristics of the model (the therapist), and
some with the characteristics of the observer (the client). For example, observers
will learn more from models whom they perceive to be attractive, rewarding,
prestigious, competent, powerful, or similar in ethnicity. Further, some observers
will learn better from a mastery model, that is, from a person who is very skilled
in the target behavior, while others will learn better from a coping model, that is,
from a person who is somewhat of a novice at the behavior but who is managing
to cope. One factor that affects which model will work best for a given individual
is the observer’s level of self-confidence.

The previous case example of assertiveness training is only one brief example
of how modeling therapies can be used. These therapies are also used to help clients
eliminate undesirable behaviors such as angry outbursts, decrease fears such as
snake or height phobias, and strengthen existing skills such as public speaking. As
people learn much of what they know and do from observational learning, so too
can they change their behavior and learn new skills with the help of modeling used
in therapy.

Perspective and Prospects
While psychologists, sociologists, and anthropologists have long known about the
phenomenon of imitation learning, it was not until the 1960’s that scientific investi-
gation into observational learning began in earnest. Albert Bandura’s early, pioneer-
ing work in this area was influenced by a growing societal concern over the
potentially negative impact that television has on children, specifically over the
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possible effects of violence on television. From these early investigations, in which
Bandura and his associates demonstrated the presence of observational learning of
aggressiveness in children, Bandura further elaborated on the theoretical principles
behind the phenomenon of observational learning. These writings and work by
many other psychologists led to the development of a variety of modeling therapies.

When first developed, modeling techniques were primarily used in behavioral
approaches to therapy. The modeling approaches generally involved observation
of the model and subsequent practice by the observer; that is, the focus of the
modeling therapies was strictly on overt behavior. With the development of cogni-
tive techniques and their subsequent incorporation into the behavioral approaches
to therapy, new forms of modeling therapies came into existence. Two of these new
approaches were cognitive modeling and covert modeling, in which clients use
their thoughts to help create behavior change. As a result of the use of cognitive
approaches, the range of modeling therapies increased, as did the range of thera-
pists using modeling therapies.

With increases in video technology, the range of modeling therapies was further
expanded, as was their use and effectiveness. The growing availability of videotape
equipment has allowed a greater use of self-modeling and self-as-a-model. With
the use of video equipment, it became feasible for clients to observe themselves
performing a given behavior. These opportunities for self-observation have al-
lowed clients to serve as their own model and, with the assistance of a therapist,
make changes in their behavior.

While it is primarily thought of as a cognitive behavioral therapy approach,
modeling, it should be noted, is a part of every form of therapy. In many forms of
therapy it may not be called modeling, but it occurs nevertheless. In virtually every
therapy approach, the therapist demonstrates appropriate behaviors and the client
learns from these demonstrations; this is observational learning, or modeling, no
matter what it is called by the therapist.
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Music, Dance, and

Theater Therapy
Music, Dance, and Theater Therapy

Type of psychology:Psychotherapy
Fields of study:Psychodynamic therapies

Music, dance, and theater therapies utilize various media such as movement and
creative expression to accomplish the desired therapeutic goals; these therapies
reflect a focus on the therapeutic value of artistic experiences and expression.

Principal terms
adaptive patterns: the behaviors an individual employs to utilize the environ-

ment and its demands while satisfying needs
creativity: a basic component in music, dance, and theater; it involves imagina-

tion and expression
developmental task: the process of learning an age-appropriate or sequential

behavior
improvisation: a performance or construction from whatever material is available

without previous preparation
movement therapy: a means of enabling an individual, through movement, to

develop and organize behavioral patterns that satisfy personal needs

Overview
Music, dance, and theater therapies employ a wide range of methods to accomplish
the goal of successful psychotherapy. Psychotherapy is a general term for the wide
variety of methods psychologists and psychiatrists use to treat behavioral, emo-
tional, or cognitive disorders. Music, dance, and theater therapies are not only
helpful in the observation and interpretation of mental and emotional illness but
also useful in the treatment process. Many hospitals, clinics, and psychiatrists or
therapists include these types of therapy in their programs. They are not limited to
hospital and clinical settings, however; they also play important roles in a wide
variety of settings, such as community mental health programs, special schools,
prisons, rehabilitation centers, nursing homes, and other settings.

Music, dance, and theater therapies share a number of basic characteristics. The
therapies are generally designed to encourage expression. Feelings that may be too
overwhelming for a person to express verbally can be expressed through move-
ment, music, or the acting of a role. Loneliness, anxiety, and shame are typical of
the kinds of feelings that can be expressed effectively through music, dance, or
theater therapy. These therapies share a developmental framework. Each therapeu-
tic process can be adapted to start at the patient’s physical and emotional level and
progress from that point onward.

Music, dance, and theater therapies are physically integrative. Each can involve
the body in some way and thus help develop an individual’s sense of identity. Each
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therapy is inclusive and can deal with either individuals or groups, and with verbal
or nonverbal patients in different settings. Each is applicable to different age
groups (children,  adolescents,  adults, the elderly) and to  different diagnostic
categories, ranging from mild to severe. While music, dance, and theater therapies
share these common characteristics, however, they also differ in important re-
spects.

Dance therapy does not use a standard dance form or movement technique. Any
genre, from ritual dances to improvisation, may be employed. The reason for such
variety lies in the broad spectrum of persons that undergo dance therapy: neurotics,
psychotics, schizophrenics, the physically disabled, and geriatric populations can
all benefit from different types of dance therapy. Dance therapy may be based on
various philosophical models. Three of the most common are the human potential
model, the holistic health model, and the medical model. The humanistic and
holistic health models have in common the belief that individuals share responsi-
bility for their therapeutic progress and relationships with others. By contrast, the
medical model assumes that the therapist is responsible for the treatment and cure.

Dance therapy is not a derivative of any particular verbal psychotherapy. It has
its own origin in dance, and certain aspects of both dance and choreography are
important. There are basic principles involving the transformation of the motor
urge and its expression into a useful, conscious form. The techniques used in dance
therapy can allow many different processes to take place. During dance therapy,
the use of movement results in a total sensing of submerged states of feeling that
can serve to eliminate inappropriate behavior. Bodily integration is another process
that can take place in dance therapy. The patient may gain a feeling of how parts
of the body are connected and how movement in one part of the body affects the
total body. The therapist can also help the patient become more aware of how
movement behavior reflects the emotional state of the moment or help the patient
recall earlier emotions or experiences. Dance therapy produces social interaction
through the nonverbal relationships that can occur during dance therapy sessions.

Music therapy is useful in facilitating psychotherapy because it stimulates the
awareness and expression of emotions and ideas on an immediate and experiential
level. When a person interacts musically with others, he or she may experience
(separately or simultaneously) the overall musical gestalt of the group, the act of
relating to and interacting with others, and his or her own feelings and thoughts
about self, music, and the interactions that have occurred. The nonverbal, struc-
tured medium allows individuals to maintain variable levels of distance from
intrapsychic (within self) and interpersonal (between people) processes. The ab-
stract nature of music provides flexibility in how people relate to or take responsi-
bility for their own musical expressions. The nonverbal expression may be a purely
musical idea, or it may be part of a personal expression to the self or to others.

After the activity, the typical follow-through is to have each client share what
was seen, heard, or felt during the musical experience. Patients use their musical
experiences to examine their cognitive and affective reactions to them. It is then
the responsibility of the music therapist to process with the individual the reactions
and observations derived from the musical experience and to help the person
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generalize them—that is, determine how they might be applied to everyday life
outside the music therapy session. Group musical experiences seem to stimulate
verbal processing, possibly because of the various levels of interaction available to
the group members.

Theater therapy, or drama therapy, uses either role playing or improvisation to
reach goals similar to those of music and dance therapy. The aims of the drama
therapy process are to recognize experience, to increase one’s role repertoire, and
to learn how to play roles more spontaneously and competently.

The key concepts of drama therapy are the self and roles. Through role taking,
the processes of imitation, identification, projection, and transference take place.
Projection centers on the concept that inner thoughts, feelings, and conflicts will
be projected onto a relatively ambiguous or neutral role. Transference is the
tendency of an individual to transfer his or her feelings and perceptions of a
dominant childhood figure—usually a parent—to the role being played.

Applications
The goal of theater or drama therapy is to use the universal medium of theater as a
setting for the psychotherapeutic goals. Opportunities for potential participants
include forms of self-help, enjoyment, challenge, personal fulfillment, friendship,
and support. The theater setting helps each individual work with issues of control,
reality testing, and stress reduction.

David Johnson and Donald Quinlan have conducted substantial research into the
effects of drama therapy on populations of schizophrenics. Their research ad-
dresses the problem of the loss of the self and the potential of drama therapy in
recovering it. They found that paranoid schizophrenics create more rigid bounda-
ries in their role playing, while nonparanoid schizophrenics create more fluid ones.
They concluded that improvisational role playing is an effective means to assess
boundary behaviors and differentiate one diagnostic group of schizophrenics from
another.

Dance therapy has been found to be extremely useful in work with autistic
children, as well as children with minimal brain dysfunction (MBD). The MBD
child’s symptoms may range from a behavioral disorder to a learning disability.
Though the symptoms vary, and some seem to vanish as the child matures, the most
basic single characteristic seems to be an inability to organize internal and external
stimuli effectively. By helping the MBD child to reexperience, rebuild, or experi-
ence for the first time those elements upon which a healthy body image and body
scheme are built,  change  can be made in  the areas of control, visual-motor
coordination, motor development, and self-concept.

The goals of dance therapy with the MBD child are to help the child identify and
experience his or her body boundaries, to help each child master the dynamics of
moving and expressing feelings with an unencumbered body, to focus the hyper-
active child, to lessen anxiety and heighten ability to socialize, and to strengthen
the self-concept.

Music therapy has been used successfully with patients who have anorexia
nervosa, an eating disorder which has been called “self-starvation.” Anorexia
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nervosa represents an attempt to solve the psychological or concrete issues of life
through direct, concrete manipulation of body size and weight. Regardless of the
type or nature of the issues involved, which vary greatly among anorectic clients,
learning to resolve conflicts and face psychological challenges effectively without
the use of weight control is the essence of therapy for these clients. To accomplish
this, anorectics must learn to divorce their eating from their other difficulties, stop
using food as a tool for problem solving, face their problems, and believe in
themselves as the best source for solving those problems. Music therapy has
provided a means of persuading clients to accept themselves and their ability to
control their lives, without the obsessive use of weight control, and to interact
effectively and fearlessly with others.

Many health professionals have acknowledged the difficulty of engaging the
person with anorexia in therapy, and music has been found to work well. Because
of its nonverbal, nonthreatening, creative characteristics, music can provide a
unique, experiential way to help clients acknowledge psychological and physical
problems and resolve personal issues.

Perspective and Prospects
The interdisciplinary sources of dance, music, and drama therapies bring a wide
range of appropriate research methodologies and strategies to the discipline of
psychology. These therapies tend to defy conventional quantification. Attempts to
construct theoretical models of these therapies draw on the disciplines of psychol-
ogy, sociology, medicine, and the arts. There is no unified approach to the study
and practice of these therapies.

Dance therapy has its roots in ancient times, when dance was an integral part of
life. It is likely that people danced and used body movement to communicate long
before language developed. Dance could express and reinforce the most important
aspects of a culture. Societal values and norms were passed down from one
generation to another through dance, reinforcing the survival mechanism of the
culture.

The direct experience of shared emotions on a preverbal and physical level in
dance is one of the key influences in the development of dance or movement
therapy. The feelings of unity and harmony that emerge in group dance rituals
provide the basis of empathetic understanding between people. Dance, in making
use of natural joy, energy, and rhythm, fosters a consciousness of self. As move-
ment occurs, body sensations are often felt more clearly and sharply. Physical
sensations provide the basis from which feelings emerge and become expressed.
Through movement and dance, preverbal and unconscious material often crystal-
lizes into feeling states of personal imagery. It was the recognition of these
elements, inherent in dance, that led to the eventual use of dance or movement in
psychotherapy.

Wilhelm Reich was one of the first physicians to become aware of and utilize
body posturing and movement in psychotherapy. He coined the term “character
armor” to describe the physical manifestation of the way an individual deals with
anxiety, fear, anger, and similar feelings. The development of dance into a thera-
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peutic modality, however, is most often credited to Marian Chace, a former dance
teacher and performer. She began her work in the early 1940’s with children and
adolescents in special schools and clinics. In the 1950’s and 1960’s, other modern
dancers began to explore the use of dance as a therapeutic agent in the treatment
of emotional disturbances.

There is a much earlier history of music therapy; the use of music in the
therapeutic setting dates back to the 1700’s. Early research showed music therapy
useful for helping mental patients, people with physical disabilities, children with
emotional, learning, or behavioral problems, and people with a variety of other
difficulties.
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Neurosis
Neurosis

Type of psychology:Psychotherapy
Fields of study:Anxiety disorders; depression; sexual disorders; substance abuse

Neurosis is a chronic mental disorder characterized by distressing and unaccept-
able anxiety.

Principal terms
addiction: the use of substances or self-defeating behaviors to fulfill one’s need

for love instead of loving self or another person
anxiety: a generalized anxious affect which is pervasive and without a known

cause
compulsion: a  repetitively performed behavior that  bears little relation to a

person’s needs
depression: a mood of sadness, unhappiness, hopelessness, loss of interest, diffi-

culty concentrating, and lack of a sense of self-worth
hysteria: the presence of somatic symptoms resembling those of a physical

disease without actual physical illness
obsession: a recurrent thought that is foreign or intrusive
phobia: an abnormal fear that arises because an inner fear is displaced onto an

object or situation outside the individual
psychosomatic disorder: an organic illness caused by psychological distress

Causes and Symptoms
A neurosis is experienced at a level of severity that is less than psychotic but
significant enough to impair a person’s functioning. The term “neurosis” includes
nine psychological states: hysteria, obsessions and compulsions, phobias, some
depressions, some traumatic reactions, addictions, psychosomatic disorders, some
sexual disorders, and anxiety. A person tends to continue suffering from one of the
recurrent and continuing reactions noted above, if not treated for the neurosis.

Hysteria features somatic symptoms resembling those of a physical disease
without actual physical illness (for example, a headache without organic cause).
Phobias are abnormal fears that arise because an inner fear is displaced onto an
object or situation outside the individual (for example, impotence to deal with fear
of intimacy). Obsessions (recurrent thoughts) and compulsions (repetitively per-
formed behaviors) bear little relation to the person’s needs and are experienced by
the person as foreign or intrusive (for example, repeated hand washing). Depres-
sion is a mood of sadness, unhappiness, hopelessness, loss of interest, difficulty
concentrating, and lack of a sense of self-worth. Addictions are the use of sub-
stances or self-defeating behaviors to fulfill one’s need for love instead of loving
self or another person (for example, addiction to gambling). Psychosomatic disor-
ders are organic illnesses caused by psychological distress (for example, peptic
ulcer). Sexual disorders are the avoidance of developing adult sexual competency

461



by immature sexual behavior (for example, exhibitionism). Traumatic reactions in
the past delay or impair normal development in the present (for example, childhood
sexual abuse leads to difficulty with intimacy as an adult). Anxiety is experienced
as a generalized anxious affect which is pervasive and without a known cause (for
example, a person chronically worrying that “something bad will happen”).

Treatment and Therapy
All the forms of neuroses listed above need treatment to be resolved. All have the
potential to become borderline or overtly psychotic disorders under stress. Treat-

Austrian physician Alfred Adler, who claimed that neurotic persons project their rigid
thought process onto the world.
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ment involves entering psychotherapy to understand better and therefore manage
neurotic symptoms. It often can require the use of psychoactive medications for the
treatment of anxieties, depressions, obsessions, and addictions. Treatment can be
received from family physicians and general internists at the first level of interven-
tion. Patients refer to psychiatrists, psychologists, social workers, and substance
counselors for more advanced interventions.

Perspective and Prospects
Sigmund Freud (1856-1939), Alfred Adler (1870-1937), Carl Jung (1875-1961),
and Karen Horney (1885-1952) all made major contributions toward understanding
neuroses. All four were Austrian-born physicians who helped invent modern psy-
chology, eventually leaving Austria to work in either Great Britain or America.

Freud founded psychoanalysis with his work on the causes and treatment of
neurotic and psychopathic states. The methods that he developed form the root of
all “talking therapies.” Freud proposed that psychological conflicts produce neu-
roses according to the following pattern. Inner conflicts are produced by fears or
guilt around one’s emerging sexual drives. The conflicts, if not resolved on a
conscious level, are repressed on the unconscious level, where they drive a person
to act according to one or more of the various neurotic symptoms.

Adler was one of the four original members of Freud’s psychoanalytic school.
With his emphasis on the person as a whole being and on the importance of
willpower, he created an individual psychology for the twentieth century. Adler
said that neurotic persons form a rigid way of thinking about themselves and
others. They then project that rigid thought process onto the world. They proceed
to operate as though the world accepted their rigid thinking as real. This tendency
is at the basis of the neurotic thought processes of sadism, hatred, intolerance, envy,
and irresponsibility.

Jung was the only member of Freud’s inner circle who was formally trained as
a psychiatrist. He founded analytic psychology, which studies mental behavior as
complexes of behavior, emotion, thought, and imagery. He opened up psychology
to religious and mystical experiences. Jung wrote that neuroses are a dissociation
of the personality caused by splitting. A person has a conscious set of values or
beliefs which conflict with an opposite set of feelings. The person, rather than
resolving the problem, maintains the rational-emotive split as one or more of the
forms of neuroses.

Horney developed a psychoanalytic theory of humans who evolve within their
culture, family, and environment. She was sensitive to the negative effects of a
male-dominated psychology, attempting to explain women’s experiences. Horney
believed that neuroses are disturbances in the relationship of self-to-self and
self-to-other. If one’s development in childhood is disturbed from its normal
pattern, the adult will use one of three neurotic coping styles: compliance, aggres-
siveness, or detachment.

These four psychologists agreed that neuroses are a childhood developmental
defect which impairs the adult’s rational-emotional integration, appearing as one
or more of the indirect symptoms of anxiety.
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Obsessive-Compulsive

Disorder
Obsessive-Compulsive Disorder

Type of psychology:Psychopathology
Fields of study:Anxiety disorders

This anxiety disorder is characterized by intrusive and unwanted but uncon-
trollable thoughts, by the need to perform ritualized behavior patterns, or both. The
obsessions and/or compulsions cause severe stress, consume an excessive amount
of time, and greatly interfere with a person’s normal routine, activities, or relation-
ships.

Principal terms
anal stage: the stage of psychosexual development in which a child derives

pleasure from activities associated with elimination
anxiety: an unpleasant feeling of fear and apprehension
biogenic model: the theory that every mental disorder is based on a physical or

physiological problem
major affective disorder: a personality disorder characterized by mood distur-

bances
monoamine oxidase inhibitors: antidepressant compounds used to restore the

balance of normal neurotransmitters in the brain
phobia: a strong, persistent, and unwarranted fear of a specific object or situation
Tourette’s syndrome: a childhood disorder characterized by several motor and

verbal tics that may develop into the compulsion to shout obscenities
tricyclics: medications used to relieve the symptoms of depression

Causes and Symptoms
Obsessive-compulsive disorder (OCD) is an anxiety disorder that is characterized
by intrusive and uncontrollable thoughts and/or by the need to perform specific acts
repeatedly. Obsessive-compulsive behavior is highly distressing because one’s
behavior or thoughts are no longer voluntarily controlled. The more frequently
these uncontrolled alien and perhaps unacceptable thoughts or actions are per-
formed, the more distress is induced. A disturbed individual may have either
obsessions (which are thought-related) or compulsions (which are action-related),
or both. At various stages of the disorder, one of the symptoms may replace the
other.

OCD affects 1 to 2 percent of the population; most of those afflicted begin
suffering from the disorder in early adulthood, and it is often preceded by a
particularly stressful event such as pregnancy, childbirth, or family conflict. It may
be closely associated with depression, with the disorder developing soon after a
bout of depression or the depression developing as a result of the disorder. OCD is
more likely to occur among intelligent, upper-income individuals, and men and
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women are equally affected. A fairly high proportion (as much as 50 percent) do
not marry.

Obsessions generally fall into one of five recognized categories. Obsessive
doubts are persistent doubts that a task has been completed; the individual is
unwilling to accept and believe that the work is done satisfactorily. Obsessive
thinking is an almost infinite chain of thought, targeting future events. Obsessive
impulses are very strong urges to perform certain actions, whether they be trivial
or serious, that would likely be harmful to the obsessive person or someone else
and that are socially unacceptable. Obsessive fears are thoughts that the person has
lost control and will act in some way that will cause public embarrassment.
Obsessive images are continued visual pictures of either a real or an imagined
event.

Four factors are commonly associated with obsessive characteristics, not only in
people with OCD but in the general population as well. First, obsessives are unable
to control mental processes. Practically, this means the loss of control over thinking
processes, such as thoughts of a loved one dying or worries about hurting someone
unintentionally. Second, there may be thoughts and worries over the potential loss
of motor control, perhaps causing impulses such as shouting obscenities in church
or school, or performing inappropriate sexual acts. Third, many obsessives are
afraid of contamination and suffer irrational fear and worry over exposure to
germs, dirt, or diseases. The last factor is checking behavior, or backtracking
previous actions to ensure that the behavior was done properly, such as checking
that doors and windows are shut, faucets are turned off, and so on. Some common
obsessions are fear of having decaying teeth or food particles between the teeth,
fear of seeing fetuses lying in the street or of killing babies, worry about whether
the sufferer has touched vomit, and fear of contracting a sexually transmitted
disease.

Compulsions may be either mild or severe and debilitating. Mild compulsions
might be superstitions, such as refusing to walk under a ladder or throwing salt over
one’s shoulder. Severe compulsions become fixed, unvaried ritualized behaviors;
if they are not practiced precisely in a particular manner or a prescribed number of
times, then intense anxiety may result. Even these strange behaviors may be rooted
in superstition; many of those suffering from the disorder believe that performing
the behavior may ward off danger. Compulsive acts are not ends in themselves but
are “necessary” to produce or prevent a future event from occurring. Although the
enactment of the ritual may assuage tension, the act does not give the compulsive
pleasure.

Several kinds of rituals are typically enacted. A common ritual is repeating;
these sufferers must do everything by numbers. Checking is another compulsive
act; a compulsive checker believes that it is necessary to check and recheck that
everything is in order. Cleaning is a behavior in which many compulsives must
engage; they may wash and scrub repeatedly, especially if the individual thinks that
he or she has touched something dirty. A fourth common compulsive action is
avoiding; for certain superstitious or magical reasons, certain objects must be
avoided. Some compulsives experience a compelling urge for perfection in even
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the most trivial of tasks; often the task is repeated to ensure that it has been done
correctly. Some determine that objects must be in a particular arrangement; these
individuals are considered “meticulous.” A few sufferers are hoarders; they are
unable to throw away trash or rubbish. All these individuals have a constant need
for reassurance; for example, they want to be told repeatedly that they have not
been contaminated.

No cause for OCD has been isolated. Therapists even disagree over whether the
obsessions increase or decrease anxiety. Three theories exist that attempt to explain
the basis of OCD psychologically: guilt, anxiety, and superstition. Sigmund Freud
first proposed that  obsessive thoughts are a replacement for more disturbing
thoughts or actions that induce guilt in the sufferer. These thoughts or behaviors,
according to Freud, are usually sexual in nature. Freud based his ideas on the cases
of some of his young patients. In the case of a teenage girl, for example, he
determined that she exchanged  obsessive  thoughts of stealing  for the act of
masturbation. The thoughts of stealing produced far fewer guilt feelings than
masturbation did. Replacing guilt feelings with less threatening thoughts prevents
one’s personal defenses from being overwhelmed. Other defense mechanisms may
be parlayed into OCD. Undoing, one of these behaviors, is obliterating guilt-
producing urges by undergoing repetitive rituals, such as handwashing. Since
the forbidden urges continue to recur, the behavior to replace those urges must
continue. Another mechanism is reaction formation. When an unacceptable
thought or urge is present, the sufferer replaces it with an exactly opposite behavior.
Many theorists believe that both obsessive and compulsive behaviors arise as a
consequence of overly harsh toilet training. Thus the person is fixated at the anal
stage and, by reaction formation, resists the urge to soil by becoming overly neat
and clean. A third mechanism is isolation, the separation of a thought or action
from its effect. Detachment or aloofness may isolate an individual from aggressive
or sexual thoughts.

Although there is disagreement among therapists regarding the role of the
anxiety associated with OCD, some theorize that OCD behaviors develop to reduce
anxiety. Many thought or action patterns emerge as a way of escape from stress,
such as daydreaming during an exam or cleaning one’s room rather than studying
for a test. If the stress is long-lasting, then a compulsive behavior may ensue. This
theory may not answer the problem of behaviors such as handwashing. If this
theory is always viable, then washers should feel increased anxiety at touching a
“contaminated” object and washing should relieve and reduce those feelings.
While this does occur in some instances, it does not explain the origin of the
disorder.

The superstition hypothesis proposes a connection between a chance association
and a reinforcer that induces a continuation of the behavior. Many theorists believe
that the same sequence is involved in the formation of many superstitions. A
particular obsessive-compulsive ritual may be reinforced when a positive outcome
follows the behavior; anxiety results when the ritual is interrupted. An example
would be a student who only uses one special pencil or pen to take exams, based
on a previous good grade. In actuality, there is seldom a real relationship between
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the behavior and the outcome. This hypothesis, too, fails to explain the develop-
ment of obsessions.

A fourth theory is accepted by those who believe that mental disorders are the
result of something physically or physiologically amiss in the sufferer, employing
data from brain structure studies, genetics, and biochemistry. Indeed, brain activity
is altered in those suffering from OCD; and they experience increased metabolic
activity. Whether the activity is a cause or an effect, however, is unclear. Studies of
genetics in families, at least in twins, reinforce the idea that genetics may play a
small role in OCD because there appears to be a higher incidence of the disorder
in identical twins than in other siblings. Yet these results may be misleading:
Because all the studies were carried out on twins who were reared together,
environment must be considered. Relatives of OCD sufferers are twice as likely as
unrelated individuals to develop the same disorder, indicating that the tendency for
the behavior could be heritable.

Treatment and Therapy
While obsessional symptoms are not uncommon in the general population, a
diagnosis  of OCD is rare. Perhaps between five  thousand and ten thousand
Americans are affected by this mental disorder, although many sufferers are too
horrified to admit to their symptoms.

Diagnostic techniques evaluating OCD have not changed much since the nine-
teenth century. There may be confusion about whether the patient is actually
suffering from schizophrenia or a major affective disorder. When depression is also
noted, it is important to determine whether the OCD is a result of the depression
or the depression is a result of the OCD. If such a determination is not possible,
both disorders must be treated.

In cases where differentiation between OCD and schizophrenia is necessary, the
distinction can be made by determining the motive behind the ritualized behavior.
Stereotyped behaviors are symptomatic of both disorders. In the schizophrenic,
however, the behavior is triggered by delusions rather than by true compulsions.
People suffering from true delusions cannot be shaken from them; they do not
resist the ideas inundating the psyche and even rituals may not decrease the
feelings associated with these ideas. On the other hand, obsessive people may be
absolutely certain of the need to perform their ritual while other aspects of their
thinking and logic are perfectly clear. They generally resist the ideas that enter their
minds and realize the absurdity of the thoughts. As thoughts and images intrude
into the obsessive person’s mind, the person may appear to be schizophrenic.

Other disorders having symptoms in common with OCD are Tourette’s syn-
drome and amphetamine abuse. What seems to separate the symptoms of these
disorders from those experienced with OCD is that the former are organically
induced. Thus, the actions of a sufferer from Tourette’s syndrome may be mechani-
cal since they are not intellectually dictated or purposely enacted. In the case of the
addict, the acts may bring pleasure and are not resisted.

“Normal” people also have obsessive thoughts; in fact, the obsessions of normal
individuals are not significantly different from the obsessions of those with OCD.
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The major difference is that those with the disorder have longer-lasting, more
intense, and less easily dismissed obsessive thoughts. The importance of this
overlap is that mere symptoms are not a reliable tool to diagnose OCD, since some
of the same symptoms are experienced by the general population.

Assessment of OCD separates the obsessive from the compulsive components
so that each can be examined. Obsessional assessment should determine the
triggering fears of the disorder, both internal and external, including thoughts of
unpleasant consequences. The amount of anxiety that these obsessions produce
should also be monitored. The compulsive behaviors then should be examined in
the same light.

The greatest chance for successful treatment occurs with patients who experi-
ence mild symptoms that are usually obsessive but not compulsive in nature, with
patients who seek help soon after the onset of symptoms, and with patients who
had few problems before the disorder began. Nevertheless, OCD is one of the most
difficult disorders to treat. Types of treatment fall into four categories: psychother-
apy, behavioral therapy, drug therapy, and psychosurgery.

When psychotherapy is attempted, it usually begins with psychoanalysis.
Whether psychoanalysis will be successful is often determined by the stressor or
inducer of the thought or action and the personality of the patient. The major goal
of this psychoanalytical approach is to find and then remove an assumed repression
so that the patient can deal honestly and openly with whatever is actually feared.
Some analysts believe that focusing on the present is most beneficial, since delving
into the past may strengthen the defensive mechanism (the compulsive behavior).
If the patient attempts to “return” to the mitigating event, the analyst should
intervene directly and actively  and bring the patient back  to  the present  by
encouraging, pressuring, and guiding him or her.

The most effective treatment for controlling OCD is the behavioral approach, in
which the therapist aids the patient in replacing the symptoms of the obsession or
compulsion with preventive or replacement actions. Aversive methods may include
a nonvocal, internal shout of “stop!” when the obsessive thoughts enter the mind,
the action of snapping a rubber band on the wrist, or physically restraining oneself
if the compulsive action begins. This latter approach may be so uncomfortable and
disconcerting to the patient that it may work only under the supervision supplied
by a hospital.

Behavioral therapy may also help by breaking the connection between the
stimulus (what induces  the compulsion or obsession) and anxiety. Response
prevention involves two stages. First, the patient is subjected to flooding, the act of
exposing the patient to the real and/or imagined stimuli that cause anxiety. This
process begins with brief exposure to the stressors while the therapist assesses the
patient’s thoughts, feelings, and behaviors during the stimulus period. In the
second stage, the patient is flooded with the stimuli but restrained from acting on
those stressors. Although flooding may produce intense discomfort at first, the
patient is gradually desensitized to the stimuli, causing the resulting anxiety to
decrease. The therapist must expend considerable time preventing the response,
discussing the anxiety as it appears, and supporting the patient as the anxiety
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abates. To be effective, treatment must also occur in the home with the guidance
and support of family members who have been informed about how best to interact
with the patient. While behavioral treatment can help to control OCD, it does not
generally “cure” the disorder. If the patient is also depressed, successful treatment
with behavioral therapy is even less likely.

Drugs commonly used to treat OCD that have met with some success include
antidepressants, tricyclics, monoamine oxidase inhibitors, LSD, and tryptophan.
Although a psychiatrist may prescribe tranquilizers to reduce the patient’s anxiety,
these drugs are usually not adequate to depress the frequent obsessive thoughts or
compulsive actions. Antidepressants may occasionally benefit those who are suf-
fering from depression as well as OCD; as depression is lifted, some of the
compulsive behavior is also decreased. Monoamine oxidaseinhibitors (MAOIs) are
used most effectively in treating OCD associated with panic attacks, phobias, and
severe anxiety. When medication is halted, however, the patient often relapses into
the previous obsessive-compulsive state.

Some psychosurgeons may resort to psychosurgery to relieve a patient’s symp-
toms. The improvement noted after surgery may simply be attributable to the loss
of emotion and dulling of behavioral patterns found in any patient who has
undergone a lobotomy. Because such surgery may result in a change in the patient’s
intellect and emotional response, it should be considered only in extreme, debili-
tating cases. Newer surgical techniques do not destroy as much of the cerebral
cortex as they once did. These procedures separate the frontal cortex from lower
brain areas in only an 8-centimeter square area.

Perspective and Prospects
Descriptions of OCD behavior go back to medieval times; a young man who could
not control his urge to stick out his tongue or blurt out obscenities during prayer
was reported in the fifteenth century. Medical accounts of the disorder and the term
“obsessive-compulsive” originated in the mid-1800’s. At this time obsessions were
believed to occur when mental energy ran low. Later, Freud stated that OCD was
accompanied by stubbornness, stinginess, and tidiness. He attributed the charac-
teristics to a regression to early childhood, when there are perhaps strong urges to
violence or to  dirty and mess  one’s surroundings. To avoid acting  on these
tendencies, he theorized, an avoidance mechanism is employed, and the symptoms
of obsession and/or compulsion appear. Other features related to this regression are
ambivalence, magical thinking, and a harsh, punitive conscience.

An unpleasant consequence of OCD behavior is the effect that the behavior has
on the people who interact with the sufferer. The relationships with an obsessive
person’s family, schoolmates, or coworkers all suffer when a person with OCD
takes up time with uncontrollable and lengthy rituals. These people may feel not
only a justifiable concern but also resentment. Some may feel guilt over the
resentful feelings because they know the obsessive-compulsive cannot control
these actions. An obsessive-compulsive observing these conflicting feelings in
others may respond by developing depression or other anxious feelings, which may
cause further alienation.
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Although not totally disabling, OCD behaviors can be strongly incapacitating.
A famous figure who suffered from OCD was millionaire and aviator Howard
Hughes (1905-1976). A recluse after 1950, he became so withdrawn from the
public that he only communicated via telephone and intermediaries. His obsession-
compulsion was the irrational fear of germs and contamination. At first, it began
by his refusal to shake hands with people. If he had to hold a glass or open a door,
he covered his hand with a tissue. He would not abide any of his aides eating foods
that gave them bad breath. He disallowed air conditioners, believing that they
collected germs. Because Hughes acted on his obsessions, they became compul-
sions.

Most parents will agree that children commonly have rituals to which they must
adhere or compulsive actions they carry out. A particular bedtime story may be
read every night for months on end, and children’s games involve counting or
checking rituals. It is also not atypical for adults without psychiatric disorders to
experience some mild obsessive thoughts or compulsive actions, as seen in an
overly tidy person or in group rituals performed in some religious sects. Exces-
sively stressful events may trigger obsessional thoughts as well. Some behaviors
commonly called compulsions are not truly compulsive in nature. For example,
gambling, drug addiction, or exhibitionism are not clinically compulsive because
these addictive behaviors bring some pleasure to the person. The anxiety ensuing
from these addictive behaviors is appropriate by society’s standards; compulsive
behavior produces anxiety that is considered inappropriate to the situation.
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Operant Conditioning

Therapies
Operant Conditioning Therapies

Type of psychology:Psychotherapy
Fields of study:Behavioral and cognitive models; behavioral therapies

Operant conditioning therapies are based on the assumption that operant behavior
is shaped by its consequences; therapists use reinforcement, extinction, punish-
ment, and discrimination training to overcome behavioral problems. Operant
conditioning techniques have been applied to individual and group behavior in a
variety of settings, including hospitals, prisons, schools, businesses, and homes.

Principal terms
aversive stimulus: a painful or unpleasant event
discrimination training: reinforcing a response in the presence of one stimulus

and extinguishing the response in the presence of other stimuli
extinction: a procedure used to eliminate a previously reinforced response by

withholding the reinforcer following the response
negative punishment: a procedure used to decrease the frequency of a response

by removing a positive reinforcer following the response
operant conditioning: a form of learning in which voluntary behavior is modi-

fied by its consequences
positive punishment: a procedure used to decrease the frequency of a response

by presenting an aversive stimulus following the response
positive reinforcement: a procedure used to increase the frequency of a re-

sponse by presenting a favorable consequence following the response
successive approximations: responses that more and more closely resemble the

desired response

Overview
Behavior therapy uses principles of learning to modify human behavior. One
orientation within behavior therapy is the operant conditioning approach, also
called behavior modification. This approach modifies operant behavior by manipu-
lating environmental consequences. The term “operant” refers to voluntary or
emitted behavior that operates on the environment to produce consequences. The
basic premise of operant conditioning is that operant behavior is controlled by its
consequences. What happens to an individual after he or she performs some
behavior determines the likelihood of that behavior being repeated. Pleasant or
reinforcing consequences  strengthen  behavior, while unpleasant or punishing
consequences weaken behavior.

Several characteristics distinguish the operant approach to therapy. One is the
manner in which clinical problems are conceptualized and defined. Traditional
psychotherapy tends to view disturbed behavior as a symptom of an internal
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psychological conflict; the goal of therapy is to help the individual gain insight into
this inner problem. Therapists with an operant orientation, however, view maladap-
tive behavior as the problem itself. They believe that, just as normal or adaptive
behavior is shaped by environmental consequences, so too is abnormal or maladap-
tive behavior. Therefore, by carefully arranging events in the client’s environment,
it should be possible to modify maladaptive behavior and help the client learn more
appropriate ways of behaving.

The behavior therapist defines problems in terms of specific behaviors that can
be observed and quantified. Behavioral excesses involve too much of a specific
behavior that can be specified in terms of frequency, intensity, or duration. Chain-
smoking, overeating, and physically abusing another person are examples of
behavioral excesses. The opposite difficulty is a behavioral deficit. In the case of a
behavioral deficit, a behavior either does not occur or occurs at an extremely low
rate. An adult who cannot feed or dress himself and a child who rarely talks to other

Operant conditioning therapies evolved from the laboratory research of B.F. Skinner, who
derived its basic principles by studying the effects of environmental consequences on
lever-pressing behavior in rats.(Alfred A. Knopf)
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children exhibit behavioral deficits. Still other behaviors are problematic because
they are inappropriate when performed in a particular setting. Taking one’s clothes
off in public or laughing during a solemn funeral service illustrates behavioral
inappropriateness.

Behavioral monitoring is an integral component of operant conditioning thera-
pies. The problem behavior is first observed and recorded as it naturally occurs in
a variety of settings, and no attempt is made to modify the behavior. The therapist,
a parent, a teacher, a spouse, a peer, or the client may conduct the observation and
record the behavior. This part of the behavior-modification program, which is
called baseline observation, provides a record of where and when the behavior
occurred as well as information about its topography or form, such as duration and
intensity. Behavioral measures are often plotted on a graph to provide a visual
record of behavior. The baseline data are used to define the problem or target
behavior as precisely as possible. The client and therapist also define the desired
changes in this target behavior and set up specific behavioral goals to be met during
treatment.

Operant techniques that are appropriate for modifying the target behavior are
then selected. Therapists begin by selecting the least intrusive and restrictive
procedures demonstrated to be effective for treating a specific problem. Since these
techniques are based on years of experimental research and evaluation, it is
possible for therapists to define explicitly their methods and their rationale to the
client. This degree of precision, rarely found in traditional psychotherapy, makes
it easier for clients and those working with clients to understand and implement
therapeutic procedures.

Behavioral observation continues throughout the treatment phase of the modifi-
cation program. Behavior is monitored on a regular basis, and changes from the
baseline level are recorded. Examination of this ongoing record of behavioral
progess allows both therapist and client to evaluate the effectiveness of the treat-
ment at any given time. If behavior is not changing in the desired direction or at
the desired pace, the treatment program can be altered or adjusted.

Behavior modifiers often include a follow-up phase as part of the modification
program. After termination of treatment, the client may be contacted on a periodic
basis to assess whether treatment gains are being maintained. Behavior therapists
have discovered that generalization of behavior changes from the therapeutic
setting to the natural environment does not occur automatically. An increasing
emphasis is being placed on incorporating procedures to facilitate behavior trans-
fer into modification programs. Some therapists have reduced their reliance on
tangible reinforcers, such a food or toys, and have stressed the use of social and
intrinsic reinforcers, such as positive attention from others and personal feelings of
pride and mastery. These are the kinds of reinforcers that are likely to maintain
positive behavioral changes in the client’s natural setting. Therapists also devote
attention to training individuals who will interact with the client after the termina-
tion of treatment in the effective use of operant procedures.

Ethical guidelines are followed when conducting a behavior-modification pro-
gram. Since behavior therapists insist on explicit definition of problem behaviors
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and treatment methods, this approach facilitates public scrutiny of ethical conduct.
Educating the client in the rationale and application of procedures greatly reduces
the possibility that operant conditioning techniques will be used in an exploitive or
harmful fashion.

Applications
The treatment of behavioral deficits typically involves the application of positive-
reinforcement techniques. Positive reinforcement increases the frequency of a
response by immediately following the response with a favorable consequence. If
the desired behavior does not occur at all, it can be developed by using the shaping
procedure. In shaping, successive approximations of the desired behavior are
reinforced. Wayne Isaacs, James Thomas, and Israel Goldiamond provided an
impressive demonstration of the use of shaping to reinstate verbal behavior in a
schizophrenic patient who had been mute for nineteen years. Chewing gum was
used as the positive reinforcer, and gum delivery was made contingent first upon
eye movements in the direction of the gum, then upon lip movements, then upon
any vocalization, and finally upon vocalizations that increasingly approximated
actual words. Within six weeks, the patient was conversing with the therapist.

Positive reinforcement is also used to strengthen weak or low-frequency behav-
iors. Initially, the desired behavior is placed on a continuous reinforcement sched-
ule in which each occurrence of the behavior is followed by reinforcer delivery.
Gradually, an intermittent schedule can be introduced, with several responses or a
time interval required between successive reinforcer deliveries.

Since people get tired of the same reinforcer and different people find different
commodities and activities reinforcing, a token economy system provides another
means of programming positive reinforcement. A system that delivers tokens as
rewards for appropriate behaviors can be used with a single individual or a group
of individuals. Tokens are stimuli such as check marks, points, stickers, or poker
chips, which can be accumulated and later exchanged for commodities and activi-
ties of the individual’s choosing. Tokens can be delivered on a continuous or
intermittent schedule of reinforcement and are often accompanied by praise for the
desired behavior. Ultimately, the goal of the program is to fade out the use of tokens
as more natural social and intrinsic reinforcers begin to maintain behavior.

Extinction and punishment procedures are used to treat behavioral excess. If the
reinforcer that is maintaining the excessive behavior can be identified, an extinc-
tion program may be effective. Extinction is a procedure that is used to eliminate
a response by withholding the reinforcer following performance of the response.
A classic demonstration of extinction is a study by Carl Williams designed to
eliminate intense tantrum behavior at bedtime in a twenty-one-month-old child.
Observation revealed that parental attention was reinforcing tantrums, so the
parents were instructed to put the child to bed, close the bedroom door, and not
return to the child’s room for the rest of the night. This extinction procedure
eliminated tantrums in seven nights. Tantrums were then accidentally reinforced
by the child’s aunt, and a second extinction procedure was instituted. Tantrums
were reduced to a zero level by the ninth session, and a two-year follow-up
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revealed that no further tantrums had occurred.
Punishment procedures decrease the frequency of a response by removing a

reinforcing stimulus or by presenting an aversive stimulus immediately following
the response. Removal of a positive reinforcer contingent upon performance of the
target behavior is called negative punishment or response cost. Some token econ-
omy systems incorporate a response cost component, and clients lose tokens when
specified inappropriate behaviors are performed. In another form of negative
punishment, time-out or sit-out, an individual is moved from a reinforcing environ-
ment to one that is devoid of positive reinforcement for a limited amount of time.
For example, a child who misbehaves during a classroom game might be seated
away from the other children for a few minutes, thereby losing the opportunity to
enjoy the game.

The most intrusive behavior-reduction technique is positive punishment, which
involves the presentation of an aversive stimulus contingent upon performance of
the undesirable behavior. This procedure is used only when other procedures have
failed and the behavioral excess is injurious to the client or to others. Thomas
Sajwaj and his colleagues employed a positive punishment procedure to reduce
life-threatening regurgitation behavior in a six-month-old infant. Within a few
minutes of being fed, the  infant  would  begin to  bring  up  the milk  she had
consumed, and regurgitation continued until all the milk was lost. Treatment
consisted of filling the infant’s mouth with lemon juice immediately following
mouth movements indicative of regurgitation. Regurgitation was reduced to a very
low level after sixteen lemon-juice presentations.

Extinction and punishment techniques can produce side effects that include
aggressive behavior and fear, escape, and avoidance responses. These can be
reduced by combining behavior-reduction procedures with a program of positive
reinforcement  for desirable alternative behaviors. In this way, the behavioral
excess is weakened and the client is simultaneously learning adaptive, socially
approved behaviors.

Behaviors that are labeled as inappropriate because of their place of occurrence
may be treated using stimulus-discrimination training. This involves teaching the
client to express a behavior in the presence of some stimuli and not express the
behavior in the presence of other stimuli. For a preschooler who takes his clothes
off in a variety of public and private places, discrimination training might involve
praising the child when he removes his clothes in his bedroom or the bathroom and
using extinction or punishment when clothing removal occurs in other settings.
Verbal explanation of the differential contingencies also helps the client learn
discrimination.

Perspective and Prospects
Operant conditioning therapies evolved from the laboratory research of B. F.
Skinner. In 1938, Skinner publishedThe Behavior of Organisms, which outlined
the basic principles of operant conditioning that Skinner had derived from the
experimental study of the effects of environmental consequences on the lever-
pressing behavior of rats. This work stimulated other psychologists to analyze
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operant behavior in many animal species.
Most early studies with human subjects were designed to replicate and extend

this animal research, and they served to demonstrate that operant techniques
exerted similar control over human behavior. A literature of operant principles and
theory began to accumulate, and researchers referred to this approach to learning
as the experimental analysis of behavior.

Some of these human demonstrations were conducted in institutional settings
with patients who had not responded well to traditional treatment approaches. The
results of such studies suggested that operant procedures could have therapeutic
value. In 1959, Teodoro Ayllon and Jack Michael described how staff members
could use reinforcement principles to modify the maladaptive behaviors of psychi-
atric patients. In the 1960’s, Sidney Bijou pioneered the use of operant procedures
with mentally retarded children and Ivar Lovaas developed an operant program for
autistic children.

The 1960’s also saw applications in noninstitutional settings. Operant tech-
niques were introduced into school classrooms, university teaching, programs for
delinquent youth, marriage counseling, and parent training. Universities began to
offer coursework and graduate training programs in the application of operant
principles. By the late 1960’s, the operant orientation in behavior therapy became
known by the terms “behavior modification” and “applied behavior analysis.”

During the 1970’s, many large-scale applications were instituted. Psychiatric
hospitals, schools, prisons, and business organizations began to apply operant
principles systematically to improve the performances of large groups of individ-
uals. Another important trend that began in the 1970’s was an interest in the
self-modification of problem behaviors. Numerous books offered self-training in
operant procedures to deal with difficulties in such areas as smoking, drug abuse,
nervous habits, stress management, sexual dysfunction, time management, and
weight control.

Since the 1980’s, operant conditioning therapies have become an integral compo-
nent of behavioral medicine. Reinforcement techniques are being used in the treatment
of chronic pain, eating and sleeping disorders, cardiovascular disorders, and
neuromuscular disorders. Operant procedures are also effective in teaching patients
adherence to medical instructions and how to make healthy lifestyle changes.

Behavior modifiers continue to direct attention toward public safety and im-
provement of the physical environment. Therapists are evaluating the effectiveness
of operant procedures to combat crime, reduce traffic accidents, and increase the
use of seat belts, car pools, and public transportation. Programs are being designed
to encourage energy conservation and waste recycling.

Throughout the history of its development, behavior modification has empha-
sized the use of operant conditioning principles to improve the quality of life for
individuals and for society as a whole. Behavior therapists actively support efforts
to educate the public in the ethical use of operant techniques for social betterment.
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Paranoia
Paranoia

Type of psychology:Psychopathology
Fields of study:Personality disorders; schizophrenias

Paranoia is a pervasive distrust and suspiciousness of others and a tendency to
interpret others’motives as malevolent.

Principal terms
delusion: a faulty belief involving the misinterpretations of events
electroconvulsive therapy: the use of electric shocks to induce seizure as a

form of treatment
paranoid schizophrenia: a chronic mental disorder characterized by delusions

and auditory hallucinations
personality disorder: a disorder in which personality traits are rigid and

maladaptive and produce considerable impairment or distress for the individual
pharmacotherapy: the use of drugs for treatment
projection: a defense mechanism involving the attribution of aggressive and or

sexual feelings to others or to the outside world in order to avoid guilt or anxiety

Causes and Symptoms
Paranoia is characterized by suspiciousness, heightened self-awareness, self-reference,
projection of one’s ideas onto others, expectations of persecution, and blaming of
others for one’s difficulties. Conversely, though paranoia can be problematic, it can
also be adaptive. In threatening or dangerous situations, paranoia might instigate
proactive protective behavior,  allowing an individual  to  negotiate a  situation
without harm. Thus, paranoia must be assessed in context for it to be understood
fully.

Paranoia can be experienced at varying levels of intensity in both normal and
highly disordered individuals. As a medical problem, paranoia may take the face
of a symptom, personality problem, or chronic mental disorder. As a symptom, it
may be evidenced as a fleeting problem; an individual might have paranoid
feelings that dissipate in a relatively brief period of time once an acute medical or
situational problem is rectified.

As a personality problem, paranoia creates significant impairment and distress
as  a result of inflexible, maladaptive,  and persistent use of  paranoid coping
strategies. Paranoid individuals often have preoccupations about loyalties, overin-
terpret situations, maintain expectations of exploitation or deceit, rarely confide in
others, bear grudges, perceive attacks that are not apparent to others, and maintain
unjustified suspicions about their relationship partner’s potential for betrayal. They
are prone to angry outbursts, aloof, and controlling, and they may demonstrate a
tendency toward vengeful fantasies or actual revenge.

Finally, paranoia may be evidenced as a chronic mental disorder, most notably
as  the paranoid  type  of schizophrenia. In paranoid  schizophrenia, there is a
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tendency toward delusions (faulty beliefs involving misinterpretations of events)
and auditory hallucinations. Additionally, everyday behavior, speech, and emo-
tional responsiveness are not as disturbed as in other variants of schizophrenia.
Typically, these individuals are seen by others as anxious, angry, and aloof. Their
delusions usually reflect fears of persecution or hopes for greatness, resulting in
jealousies, odd religious beliefs (such as persecution by God, thinking they are
Jesus Christ), or preoccupations with their own health (such as the fear of being
poisoned or of having a medical disorder of mysterious origin).

Paranoia may best be understood as being determined by a combination of
biological, psychological, and environmental factors. It is likely, for example, that
certain basic psychological tendencies must be present for an individual to display
paranoid feelings and behavior when under stress, as opposed to other feelings
such as depression. Additionally, it is likely that certain physical predispositions
must be present for stressors to provoke a psychophysiological response.

Biologically, there are myriad physical and mental health conditions that may
trigger acute and more chronic paranoid reactions. High levels of situational stress,
drug intoxication (such as with amphetamines or marijuana), drug withdrawal,
depression, head injuries, organic brain syndromes, pernicious anemia, B vitamin
deficiencies, and Klinefelter’s syndrome may be related to acute paranoia. Simi-
larly, certain cancers, insidious organic brain syndromes, and hyperparathyroidism
have been related to recurrent or chronic episodes of paranoia.

In terms of the etiology of chronic  paranoid conditions, such as paranoid
schizophrenia and paranoid personality disorder, no clear causes have been identi-
fied. Some evidence points to a genetic component; the results of studies on twins
and the greater prevalence of these disorders in some families support this view.
More psychological theories highlight the family environment and emotional
expression, childhood abuse, and stress. In general, these theories point to condi-
tions contributing toward making a person feel insecure, tense, hungry for recog-
nition, and hypervigilant. Additionally, the impact of social, cultural, and economic
conditions contributing to the expression of paranoia is important. Paranoia cannot
be interpreted out of context. Biological, psychological, and environmental factors
must be considered in the development and maintenance of paranoia.

Treatment and Therapy
Three major types of therapies are available to treat paranoia: pharmacotherapies,
community-based therapies, and cognitive behavioral therapies. For acute paranoia
problems and the management of more chronic, schizophrenia-related paranoia,
pharmacotherapy (the use of drugs) is the treatment of choice. Drugs that serve to
tranquilize the individual and reduce disorganized thinking, such as phenothiazines
and other neuroleptics, are commonly used. With elderly people who cannot tolerate
such drugs, electroconvulsive therapy (ECT) has been used for treatment.

Community-based treatment, such as day treatment or in-patient treatment, is
also useful for treating chronic paranoid conditions. Developing corrective and
instructional social experiences, decreasing situational stress, and helping indi-
viduals to feel safe in a treatment environment are primary goals.
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Finally, cognitive behavioral therapies focused on identifying irrational beliefs
contributing to paranoia-related problems have demonstrated some utility. Skillful
therapists help to identify maladaptive thinking while unearthing concerns but not
agreeing with the individual’s delusional ideas.

Perspective and Prospects
Certain life phases and social and cultural contexts influence behaviors that could
be labeled as paranoid. Membership in certain minority or ethnic groups, immi-
grant or political refugee status, and more generally, language and other cultural
barriers may account for behavior that appears to be guarded or paranoid. As such,
one can make few assumptions about paranoia without a thorough assessment.

Clinically significant paranoia is notable across cultures, with prevalence rates
at any point in time ranging from 0.5 to 2.5 percent of the population. It is a
problem manifested by diverse etiological courses requiring equally diverse treat-
ments. Increased knowledge about the relationship among paranoia, depression
and other mood disorders, schizophrenia, and the increased prevalence of paranoid
disorders in some families will be critical. As the general population ages, a better
understanding of more acute paranoid disorders related to medical problems will
also be necessary. Better understanding will facilitate the development of more
effective pharmacological and nonpharmacological treatments that can be toler-
ated by the elderly and others suffering from compromising medical problems.
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Person-Centered

Therapy
Person-Centered Therapy

Type of psychology:Psychotherapy
Fields of study:Humanistic therapies

Person-centered therapy is based on a philosophy that emphasizes an inherent
human  tendency for  growth and  self-actualization. Psychologist Carl Rogers
developed and described person-centered therapy as a “way of being.”

Principal terms
congruence: the consistency or correspondence among thoughts, experience, and

behavior
empathy: the focusing of the therapist’s attention on the needs and experience of

the client; also refers to the therapist’s ability to communicate an understanding
of the client’s emotional state

genuineness: a characteristic in which the therapist does not act out a professional
role but instead acts congruently with his or her own sensory and emotional
experience

phenomenology: a method of exploration in which subjective and/or experiential
data are accepted without any need for further analysis

self: an existing picture of oneself; perceptions of “I” or “me” either in relation-
ships with others or by oneself

self-actualization: a biologically and culturally determined process involving
a tendency toward growth and full realization of one’s potential

unconditional positive regard: the attempt by a therapist to convey to a client
that he or she genuinely cares for the client

Overview
Psychologist Carl R. Rogers (1902-1987) was the leading figure in the develop-
ment of phenomenological therapy, and his name has been used synonymously
(“Rogerian” therapy) with person-centered therapy. Phenomenological theory is a
method of exploration that emphasizes all aspects of human experience. In particu-
lar, it highlights the importance of an individual’s creative power, in addition to
genetics and environment. Moreover, this theory focuses primarily on a person’s
subjective experience  (opinions,  viewpoints,  and understandings) and  defines
therapy on the basis of a good human-to-human relationship.

Rogers remained primarily concerned with the conditions for personal growth
rather than with the development of personality theory; he focused on personality
functioning rather than on personality structures. He did, however, offer formal
conceptions of personality. The central concepts and key formulations of person-
centered therapy were published in Rogers’sCounseling and Psychotherapy:
Newer Concepts in Practice(1942), On Becoming a Person(1961), and his
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landmark bookClient-Centered Therapy(1951). Rogers presented nineteen propo-
sitions about personality development. These propositions included the following
concepts: Each individual exists in a continually changing world in which he or
she is the center. Individuals react to the world as they experience and perceive it;
thus, “reality” is defined by the person’s phenomenal field. Behavior is basically
the goal-directed attempt of the organism to satisfy its needs as experienced in the
phenomenal field. Each individual has a unique perspective—his or her own
private world—and to comprehend a person one must assume a frame of reference
from the person’s perspective. Emotion facilitates goal-directed behavior. The
structure of the self is formed as a result of evaluative interactions with others; the
self is an organized, fluid, yet consistent pattern of perceptions about oneself.

The phenomenal field refers to everything experienced by an individual at any
given time. The term “internal frame of reference” refers to the process by which
therapists attempt to perceive clients’ experiences and “reality” as closely as they
can. An individual’s reality is essentially that which the person perceives. More-
over, it is  the person’s  subjective experience and perceptions  that shape the
person’s understanding of reality and guide behavior. Events are significant for an
individual if the individual experiences them as meaningful. In treatment, thera-
pists strive to understand clients by understanding their views of themselves and
the environment in which they live.

A central concept within phenomenological theory is the “self” (a structure
derived from experiences involving one’s own body or resulting from one’s own
actions). The self (or self-concept), then, is a self-picture or self-awareness. It is a
changing process that incorporates the individual’s meaning when he or she refers
to the characteristics of “I” or “me” in isolation or in relationships with others. The
concept of self is also considered to be an organized, consistent, and learned
attribute composed of thoughts about self. Rogers views the need for positive
regard to be universal. The self-concept depends, in large part, on the “conditions
of worth” that a child has learned through interactions with significant others.
According to Rogers, the child’s need to maintain the love of parents inevitably
results in conflict with his or her own needs and desires. For example, as young
children assert greater autonomy, a growing awareness of individuality and unique-
ness follows. Quite often, the young child demonstrates a negativistic pattern
wherein conflicts become more common as the child’s needs are in conflict with
parent desires.

Maladjustment occurs when there is a lack of consistency between one’s concept
of self and one’s sensory and visceral experiences. If the self-concept is based on
many conditions of worth and includes components of failure, imperfection, and
weakness, then a lack of positive self-regard will be evident. When such incon-
gruence occurs,  individuals are viewed  as  being vulnerable  to  psychological
problems. Of particular importance is self-esteem (feelings about self), which is
often negative or problematic in clients. Poor self-esteem occurs when the phe-
nomenal self is threatened. A threat for one person is not necessarily a threat for
another. A person will experience threat whenever he or she perceives that the
phenomenal self is in danger. For example, if a well-adjusted athlete misses the
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final shot at the buzzer in a close basketball game, he or she will not blame the
referees or claim physical illness, but instead will examine this experience and
perhaps revise his or her self-concept.

Other key principles that underlie person-centered theory involve the processes
of self-direction and self-actualization. According to Rogers, humans have an
innate tendency to maintain and enhance the  self.  In  fact,  all needs  can be
summarized as the urge to enhance the phenomenal self. Although the process of
self-actualization may become disrupted by a variety of social, interpersonal, and
cultural factors (determined in large part by the actions of parents, teachers, and
peers), Rogers states that the positive growth tendency will ultimately prevail. This
actualizing tendency is what produces the forward movement of life, the primary
force upon which therapists rely heavily in therapy with clients. Self-actualization
refers to the concept that unhampered individuals strive to actualize, enhance, and
reach their full potential.

Via self-actualization, a person becomes a fully functioning individual. The
qualities of a fully functioning person include being open to experience all feelings
while being afraid of none; demonstrating creativity and individual expression;
living in the present without preoccupation with past or future; being free to make
choices and act on those choices spontaneously; trusting oneself and human nature;
having an internal source of evaluation; demonstrating balance and realistic ex-
pressions of anger, aggression, and affection; exhibiting congruence between one’s
feelings and experience; and showing a willingness to continue to grow.

“Congruence” is the term used by Rogers and others to imply the correspon-
dence between awareness and experience. If a client is able to communicate an
awareness of feelings that he or she is currently experiencing, the behavior is said
to be congruent or integrated. On the other hand, if an individual attempts to
communicate a feeling (love, for example) to another person while experiencing
incongruence (hostility  toward that  person), the recipient of that individual’s
expression of feelings may experience an awareness of miscommunication.

Person-centered theory and therapy have evolved since the 1940’s. When Rog-
ers publishedCounseling and Psychotherapy(1942), the predominant view among
mental health professionals was that the therapist should act as an expert who
directs the course of treatment. Rogers, however, described counseling as a rela-
tionship in which warmth, responsiveness, and freedom from coercion and pres-
sure (including pressure from the therapist) are essential. Such an approach to
treatment emphasized the client’s ability to take positive steps toward personal
growth. This phase, from 1940 to 1950, has been referred to as Rogers’s nondirec-
tive period. The second phase, reflective psychotherapy, spanned the years from
1950 to 1957. During this period, Rogers changed the name of his approach to
“client-centered counseling” and emphasized the importance of reflecting (para-
phrasing, summarizing, and clarifying) the client’s underlying feelings.

The third phase, experiential psychotherapy, has been described as lasting from
1957 to 1970. During this phase, Rogers focused on the conditions that would be
necessary and sufficient for change to occur. Results of his studies demonstrated
that the most successful clients were those who experienced the highest degree of
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accurate empathy, and that client ratings, rather than therapist ratings, of the quality
of the therapeutic relationship were most closely associated with eventual success
or failure. Also evident during this phase of development was his de-emphasis of
psychotherapy techniques, such as reflection. Instead, Rogers focused more on the
importance of basic therapist attitudes. By so doing, a wider range of therapist
behaviors was encouraged in order to establish the essential relationship compo-
nents of empathy, positive regard, and congruence. Therapists were encouraged to
attend to their own experiences in the session and express their immediate feelings
in the therapy relationship.

In 1974, Rogers changed the name of his approach to person-centered therapy.
Rogers believed that person-centered therapy more appropriately described the
human values that his approach incorporates. Since the 1970’s, an additional phase
of person-centered therapy, incorporating a more eclectic approach to treatment,
has evolved. Specifically, person-centered therapists frequently employ strategies
that focus on thoughts, feelings, and values from other schools of psychotherapy
within the framework of a productive, accepting relationship. Person-centered
approaches have been successfully incorporated into teaching and educational
curricula, marriage programs, and international conflict-resolution situations.

Applications
Person-centered therapy aims to increase the congruence, or matching, between
self-concept and organismic experience. As Rogers described it, psychotherapy
serves to “free up” the already existing capacity in a potentially competent individ-
ual, rather than consisting of the expert manipulation of techniques designed to
change personality. The primary mechanism for reintegration of self and experi-
ence is the interpersonal relationship between therapist and client. In fact, the
therapeutic relationship is viewed as being of primary importance in promoting
healing and growth. Thus, it is this relationship in and of itself that produces growth
in the client. Rogers argues that the process of therapy is synonymous with the
experiential relationship between client and therapist; change occurs primarily as
a result of the interaction between them.

As described by N. J. Raskin and Rogers (1989), the most fundamental concept
in person-centered therapy is trust—that is, trust in clients’growth tendency toward
actualization, and trust in clients’ ability to achieve their own goals and run their
own lives. Similarly, it is important that the therapist be seen as a person in the
relationship (not as a role), and that the therapist be appreciated and regarded with
trust. Rogers stated that clients enter treatment in a state of incongruence, often
resulting in vulnerability and anxiety. For treatment to be effective, he identified
three necessary and sufficient ingredients for constructive change: The counselor
experiences empathic understanding of the client’s internal frame of reference, the
counselor experiences unconditional positive regard for the client, and the coun-
selor acts congruently with his or her own experience, becoming genuinely inte-
grated into the relationship with the client. It is also essential to the therapy process
that the counselor succeed in communicating unconditional positive regard, genu-
ineness, and empathic understanding to the client.
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Of particular importance is empathy. Empathy reflects an attitude of interest in
the client’s thoughts, feelings, and experiences. Moreover, Rogers describes empa-
thy as “a way of being” that is powerfully curative because of its nonevaluative and
accepting quality. In fact, the process of conveying accurate empathic under-
standing has been described as the most important aspect of the therapeutic
endeavor. Therapists who convey this form of sensitivity to the needs, feelings, and
circumstances of the client can in essence climb inside the client’s subjective
experience and attempt to understand the world as he or she does. Empathy
facilitates a process through which clients assume a caring attitude toward them-
selves. Moreover, empathy allows clients to gain a greater understanding of their
own organismic experiencing, which in turn, facilitates positive self-regard and a
more accurate self-concept.

In perhaps all of their previous relationships, clients have learned that accep-
tance is conditional upon acting in an acceptable manner. For example, parents
typically accept children if they do as they are told. In therapy, however, Rogers
argued that no conditions of worth should be present. Acceptance of the client as
a fallible yet essentially trustworthy individual is given without ulterior motives,
hidden causes, or subtle disclaimers. The primary challenge of the therapist’s
unconditional positive regard comes with clients whose behavior and attitude run
strongly counter to the therapist’s beliefs. A sex offender, an abusive parent, or a
lazy client can test a therapist’s level of tolerance and acceptance. Rogers’s position
is that every individual is worthy of unconditional positive regard.

Genuineness refers to the characteristic of being congruent—the experience of
therapists who appropriately express the behavior, feelings, and attitudes that the
client stimulates in them. For example, a person does not laugh when sad or angry.
Similarly, acting congruently with one’s own emotional experience does not mean
hiding behind a mask of calm when a client makes upsetting statements. Rogers
believed that, in the long run, clients would respond best to a “real person” who is
dedicated to the client’s welfare and acts in an honest and congruent manner.

In person-centered treatment, sessions are usually scheduled once or twice a
week. Additional sessions and telephone calls are typically discouraged in order to
avoid dependency on the therapist that will stifle personal growth. Rogers has
described the general process of therapy as involving a series of seven steps. Step
one is an initial unwillingness to reveal self and an avoidance of feelings; close
relationships may be perceived as threatening or dangerous. In step two, feelings
are described briefly, but the person is still distant from his or her own personal
experience and externalizes issues; the person begins to show recognition that
conflicts and difficulties exist. In step three, describing past feelings becomes
unacceptable; there is more self-disclosure and expression, and the client begins to
question the validity of his or her constructs and beliefs.

Step four involves the description of personal feelings as owned by the self and
a limited recognition that previously denied feelings may exist; there is an increas-
ing expression of self-responsibility. Step five involves the free expression and
acceptance of one’s feelings, an awareness of previously denied feelings, a recog-
nition of conflicts between intellectual and emotional processes, and a desire to be
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who one really is. In step six, there is an acceptance of feelings without the need
for denial and a willingness to risk being oneself in relationships with others. In
step seven, the person is comfortable with his or her self, is aware of new feelings
and experiences, and experiences minimal incongruence.

Perspective and Prospects
As Carl Rogers began his career during the late 1930’s, psychoanalysis was the
primary approach to psychotherapy and the dominant model in personality theory.
Though Rogers was subjected to traditional psychoanalytic influences, his per-
spective was nearly the exact opposite of Sigmund Freud’s theory; Rogers tended
to reject the notion of unconscious processes. Instead, he was strongly influenced
by the therapeutic approach of psychoanalyst Otto Rank (and his followers at the
University of Pennsylvania School of Social Work), the relationship therapy of
social worker Jessie Taft, and the feeling-focused approach of social worker
Elizabeth Davis. Rank believed that clients benefit from the opportunity to express
themselves in session, exhibit creativity in treatment, and even dominate the
therapist. Taft emphasized that there are key components to the therapeutic rela-
tionship (including a permissive therapeutic environment and a positive working
relationship between the therapist and client) which are more important than
psychoanalytic explanations of the client’s problems. Davis focused almost exclu-
sively on the feelings being expressed in treatment by her clients. From his
association with Davis, Rogers developed the therapy component referred to as
reflection of feelings. Rogers believed strongly that no individual has the right to
run another person’s life. Thus, his therapeutic approach was generally permissive
and accepting, and he generally refused to give advice to clients.

Person-centered approaches have made major contributions to therapy, theory,
and empirical research. In fact, Rogers was responsible for the first systematic
investigations of the therapeutic process. He was the first to employ recordings of
therapy sessions to study the interactive process and to investigate its effectiveness.
Although the use of such recordings is now commonplace in most training pro-
grams, Rogers’s willingness to open his approach to such scrutiny was unusual for
its time.

Person-centered therapy has generated numerous research contributions. A 1971
review of research on “necessary and sufficient” conditions concluded that coun-
selors who are accurately empathic, genuine, and nonpossessively warm tend to be
effective with a broad spectrum of clients regardless of the counselors’ training or
theoretical orientation. The authors also concluded that clients receiving low levels
of such conditions in treatment showed deterioration. Many researchers have
questioned the “necessary and sufficient” argument proposed by Rogers, however;
they suggest that the therapeutic conditions specified by Rogers are neither neces-
sary nor sufficient, although such therapeutic approaches are facilitative.

Although Rogers’s approach was developed primarily for counseling clients, the
person-centered approach has found many other applications. Person-centered
approaches are frequently used in human relations training, including paraprofes-
sional counselors, Young Women’s Christian Association (YWCA) and Young
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Men’s Christian Association (YMCA) volunteers, crisis center volunteers, Peace
Corps and VISTA workers, and charitable organization workers. Small group
therapy programs and personal growth groups also make frequent use of person-
centered approaches.

Bibliography
Farber, Barry A., Debora C. Brink, and Patricia M. Raskin, eds.The Psychotherapy

of Carl  Rogers:  Cases  and Commentary. Foreword by Maria  Villas-Boas
Bowen. New York: Guilford Press, 1996. An in-depth examination of the work
of this pioneer. Presents ten sessions representing a range of client difficulties
and therapeutic responses from Rogers. Analyzes the strengths and weaknesses
of each interaction.

Raskin, N. J., and Carl R. Rogers. “Person-Centered Therapy.” InCurrent Psycho-
therapies, edited by Raymond J. Corsini and Danny Wedding. 4th ed. Itasca,
Ill.: F. E. Peacock, 1989. One of the last projects that Rogers worked on prior to
his death in 1987. Raskin knew Rogers for forty-seven years, and in this chapter
he summarizes many of the key principles and concepts associated with person-
centered therapy.

Rogers, Carl R.Client-Centered Therapy. Boston: Houghton Mifflin, 1951. A
landmark text wherein Rogers highlights many of the key components of his
evolving approach. The book describes aspects of the therapeutic relationship
and the process of therapy.

__________.Counseling and Psychotherapy: Newer Concepts in Practice. Bos-
ton: Houghton Mifflin, 1942. Rogers’s first book-length description of his
approach to therapy. This book is of historical significance because it presents
a revised version of Rogers’s address at the University of Minnesota on Decem-
ber 11, 1940, at which time client-centered therapy was “officially” born.

__________.On Becoming a Person. Boston: Houghton Mifflin, 1961. One of
Rogers’s best-known and most highly regarded books. Presents valuable insight
into Rogers, his approach, and the uses of client-centered approaches in educa-
tion, family life, and elsewhere.

__________.A Way of Being. Boston: Houghton Mifflin, 1980. Rogers wrote this
book as a follow-up toOn Becoming a Person, and in it he updates his theory
and therapeutic approach. An excellent bibliography is also included.

Silverstone, Liesl.Art Therapy the Person-Centered Way: Art and the Development
of the Person. 2d ed. Philadelphia: J. Kinsley, 1997. An enlarged edition of the
first book published on person-centred art therapy. Demonstrates that by bring-
ing the person-centred facilitative approach to images expressed in art form,
healing and growth can occur at every level of development.

Gregory L. Wilson
See also:

Abnormality: Behavioral Models; Abnormality: Cognitive Models; Abnormal-
ity: Humanistic-Existential Models; Abnormality: Psychodynamic Models; Ana-
lytical Psychotherapy; Cognitive Behavior Therapy; Cognitive Therapy; Psycho-
analysis; Psychotherapy: Goals and Techniques.

Person-Centered Therapy Psychology and Mental Health

490



Personality

Psychophysiological Measures
Personality: PsychophysiologicalMeasures

Type of psychology:Personality
Fields of study:Personality assessment

Psychophysiological studies comparing individuals with different personality traits
have sought to determine the physical characteristics of particular behavioral charac-
teristics. Such research can provide information that helps clarify the importance of
various personality types with regard to risk of psychological and physical disorders.

Principal terms
anxiety sensitivity: the tendency to fear sensations associated with anxiety

because of beliefs that anxiety may cause illness, embarrassment, or additional
anxiety

hardiness: a constellation of behaviors and perceptions thought to buffer the effects
of stress; characterized by perceptions of control, commitment, and challenge

locus of control: individual perception of the world and evaluation of the
amount of control the individual has over his or her own successes and failures

personality: a relatively enduring set of behaviors that characterize the individual
psychophysiology: the scientific study of cognitive, emotional, and behavioral

phenomena as related to and revealed through physiological principles and
events

Type A behavior pattern: a constellation of behaviors—competitiveness, time
urgency, and hostility—thought to place the individual at risk for disease,
particularly heart disease

Overview
A broad definition of personality typically includes the dimensions of stability,
determinism, and uniqueness. That is, personality changes little over time, is
determined by internal processes and external factors, and reflects an individual’s
distinctive qualities. Personality also can be thought of as unique, relatively stable
patterns of behavior, multiply determined over the course of an individual’s life.
There are many theories for understanding the development of these patterns of
behavior.

Twin studies have provided evidence that biological  factors help to shape
personality; such studies support Hans Eysenck’s theory that personality is inher-
ited. The psychodynamic perspective holds that personality is determined primar-
ily by early childhood experiences. Some of the most influential contributions to
this perspective came from Sigmund Freud. He argued that unconscious forces
govern behavior and that childhood experiences strongly shape adult personality
via coping strategies people use to deal with sexual urges. B. F. Skinner, founder
of modern behavioral psychology, assumed that personality (or behavior) is deter-
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mined solely by environmental factors. More specifically, he believed that conse-
quences of behavior are instrumental in the development of unique, relatively
stable patterns of behavior in individuals. According to Albert Bandura’s social
learning perspective, models have a great impact on personality development. That
is, patterns of behavior in individuals are influenced by the observation of others.
Finally, the humanistic perspective of Carl Rogers suggests that personality is
largely determined by the individual’s unique perception of reality in comparison
to his or her self-concept.

Assessment of personality can be accomplished from three domains: subjective
experience, behavior, and physiology. Traditional means for assessing personality
have included objective and projective paper-and-pencil or interview measure-
ments that tap the domain of subjective experience. Behavioral assessment tech-
niques such as direct observation of behavior, self-monitoring (having the individ-
ual record occurrences of his or her own behavior), self-report questionnaires,
role-play scenarios, and behavioral avoidance tests (systematic, controlled deter-
mination of how close an individual can approach a feared object or situation) tap
the domains of subjective experience and objective behavior. These techniques
have been used in clinical settings to aid in the diagnosis and treatment of deviant
or abnormal behavior patterns.

Although psychophysiological measurement of personality has not gained
popular use in clinical settings, it complements the techniques mentioned above
and contributes to understanding the nature and development of psychological and
physical disorders. Just as patterns of responding on traditional personality tests
can indicate the possibility of aberrant behavior, so too can tests of physiological
patterns. Typical measures taken during this type of assessment include heart rate,
blood pressure, muscle tension (measured via electromyography), brain-wave
activity (measured via electroencephalography), skin temperature, and palmar
sweat gland or electrodermal activity. These measures of physiological activity are
sensitive to “emotional” responses to various stimuli and have been instrumental
in clarifying the nature of certain psychological and physical conditions. One of
the fundamental assumptions of psychophysiology is that the responses of the body
can help reveal the mechanisms underlying human behavior and personality.

Physiological responsivity can be assessed in a number of different ways. Two
primary methodologies are used in the study of the relations between personality
and physiology. The first method simply looks at resting or baseline differences of
various physiological measures across individuals who either possess or do not
possess the personality characteristic of interest. The second method also assesses
individuals with or without the characteristic of interest, but does this under
specific stimulus or situational conditions rather than during rest. This is often
referred to as measuring reactivity to the stimulus or situational condition. Resting
physiological measures are referred to as tonic activity (activity evident in the
absence  of any known stimulus event). It is postulated that  tonic  activity is
relatively enduring and stable within the individual while at rest, although it can be
influenced by external factors. It is both of interest in its own right and important
in determining the magnitude of response to a stimulus. On the other hand, phasic
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activity is a discrete response to a specific stimulus. This type of activity is
suspected to be influenced to a much greater extent by external factors and tends
to be less stable than tonic activity. Both types of activity, tonic and phasic, are
important in the study of personality and physiology.

Standard laboratory procedures are typically employed to investigate tonic
activity and phasic responses to environmental stimuli. For example, a typical
assessment incorporating both methodologies might include the following phases:
a five-minute baseline to collect resting physiological measures, a five-minute
presentation of a task or other stimulus suspected to differentiate individuals in
each group based on their physiological response or change from baseline, and a
five-minute recovery to assess the nature and rate of physiological recovery from
the task or stimulus condition. Investigations focusing on the last phase attempt to
understand variations in recovery as a response pattern in certain individuals. For
example, highly anxious individuals tend to take much longer to recover physi-
ologically from stimulus presentations that influence heart rate and electrodermal
activity than individuals who report low levels of anxiety.

Studies of physiological habituation—the decline or disappearance of response
to a discrete stimulus—also have been used to investigate personality differences.
Physiological responses to a standard tone, for example, eventually disappear with
repeated presentations of the tone. The rate at which they disappear varies across
individuals; the disappearance generally takes longer in individuals who tend to be
anxious. Thus, individuals who tend to have anxious traits may be more physi-
ologically responsive, recover from the response less rapidly, and habituate to
repeated stimulation more slowly than those who tend to be less anxious. Such
physiological differences may be an important characteristic that determines anx-
ious behavior and/or results from subjective feelings of anxiousness.

Applications
Research has demonstrated that there is considerable variability across individuals
in their physiological response patterns, both at rest and in response to various
situational stimuli or laboratory manipulations. Evidence indicates that part of this
variability across individuals may in some cases be attributable to certain person-
ality traits or characteristic patterns of behavior. Furthermore, research suggests
that these personality traits may also be related to the development of psychologi-
cal or physical disorders. Although the causal links are not well understood, a
growing body of research points to relations among personality, physiological
measures, and psychopathology/health.

Examples of these relationships are evident in the field of psychopathology, or
the study of abnormal behavior. Hans Eysenck proposed that the general charac-
teristics of introversion and extroversion lead individuals to interact very differ-
ently with their environment. Some psychophysiological  studies support this
notion and suggest that the behaviors characteristic of these traits may be driven
by physiological differences. Anxiety sensitivity and locus of control are two
personality traits that some suggest are related to the development of anxiety
disorders and depression, respectively. To varying degrees, anxiety disorders and
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depression have been investigated in the psychophysiology laboratory and have
been found to differentiate individuals with high and low levels of the personality
trait, based on their physiological responses.

Introversion describes the tendency to minimize interaction with the environ-
ment; extroversion is characterized by the opposite behaviors, or the tendency to
interact more with the environment. Eysenck proposed that such traits reflect
physiological differences that are genetically determined and reflected in the
individual’s physiology.  Introverted  individuals are thought to  be  chronically
physiologically hyperaroused and thus seek to minimize their arousal by minimiz-
ing external stimulation. Extroverted individuals are believed to be chronically
physiologically underaroused  and thus  seek a more optimal  level of  arousal
through increased environmental stimulation. It should be easy to confirm or
disprove such a theory with psychophysiological studies of resting physiological
activity in introverts and extroverts. Electroencephalograph (EEG) studies have
produced contradictory evidence about the validity of Eysenck’s theory, however;
problems in EEG methodology, experimental design, and measurement of the traits
themselves have led to considerable confusion about whether the traits actually do
have a physiological basis.

Anxiety sensitivity describes the tendency for individuals to fear sensations they
associate with anxiety because of beliefs that  anxiety may result in harmful
consequences. Research in the development and assessment of this construct was
pioneered by Steven Reiss and his associates in the late 1980’s. They developed a
sixteen-item questionnaire, the Anxiety Sensitivity Index (ASI), to measure anxi-
ety sensitivity and found it to be both reliable and valid. Anxiety sensitivity has
been most closely related to panic disorder, an anxiety disorder characterized by
frequent, incapacitating episodes of extreme fear or discomfort. In fact, as a group,
individuals with panic disorder score higher on the ASI than individuals with any
other anxiety disorder. Furthermore, some researchers have demonstrated that
individuals scoring high on the ASI are five times more likely to develop an anxiety
disorder after a three-year follow-up.

Research investigating responses to arithmetic, caffeine, and hyperventilation
challenge in the laboratory has demonstrated that individual differences in anxiety
sensitivity levels are probably more closely related to the subjective experience of
anxiousness than to actual physiological changes. Individuals high and low on
anxiety sensitivity, however, have exhibited differential heart-rate reactivity to a
mental arithmetic stressor. That is, individuals high on anxiety sensitivity show a
greater acceleration in heart rate than individuals low on anxiety sensitivity when
engaging in an arithmetic challenge. Individuals scoring high on the ASI also more
accurately perceive actual changes in their physiology when compared with their
low-scoring counterparts. Such heightened reactivity and sensitivity to physiolog-
ical change may partially explain how anxiety sensitivity influences the develop-
ment of anxiety disorders. Individuals high in anxiety sensitivity may be more
reactive to environmental threat; therefore, their increased sensitivity may have a
physiological basis. They also may be more likely to detect changes in their
physiology, which they are then more likely to attribute to threat or danger.
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On a more general note, cardiovascular and electrodermal measures can differ-
entiate between anxiety patients and other people at rest. The differences become
greater under conditions of stimulation. Delayed habituation rates in anxiety
patients are also part of the pattern of physiological overarousal typically seen in
individuals with heightened anxiety. Indeed, heightened physiological arousal is
one of the hallmark characteristics of anxiety.

Locus of control, made popular by Julian Rotter in the 1960’s, refers to individ-
uals’ perceptions of whether they have control over what happens to them across
situations. This personality construct has been related to the development of
depression. Specifically, it is believed that individuals who attribute failures to
internal factors (self-blame) and successes to external factors (to other people or to
luck) are more susceptible to developing feelings of helplessness, often followed
by despair and depression. Locus of control also is hypothesized to have implica-
tions in the management of chronic health-related problems.

In oversimplified categorizations, individuals are labeled to have an “internal”
or “external” locus of control. “External” individuals, who believe they have little
control over what happens to them, are said to be more reactive to threat, more
emotionally labile, more hostile, and lower in self-esteem and self-control. Psycho-
physiological assessment studies have revealed heart-rate acceleration and longer
electrodermal habituation for “externals” in response to the presentation of tones
under passive conditions. When faced with no-control conditions in stress situ-
ations such as inescapable shock, “internals” show elevated physiological arousal,
while findings for “externals” are mixed. Thus, the locus of control has varying
effects on physiology, depending on the circumstances. Such effects may play a
role in psychological disorders such as depression and anxiety. Heightened physi-
ological reactivity may also inhibit recovery from acute illness or affect the course
of chronic health problems such as hypertension.

In addition to the relevance of personality to physiological reactivity and
psychopathology, research has demonstrated that certain personality types may be
risk factors or serve protective functions with regard to physical health. Type A
behavior pattern and hardiness are two examples. Type A behavior pattern is
characterized by competitiveness, time urgency, and hostility. It has been identified
as a potential risk factor for the development of coronary heart disease. Psycho-
physiological studies have suggested that, under certain laboratory conditions,
males who exhibit the Type A pattern are more cardiovascularly responsive. This
reactivity is the proposed mechanism by which Type A behavior affects the heart.
More recent research has suggested that not all components of the Type A pattern
are significantly associated with heightened cardiovascular reactivity. Hostility
seems to be the most critical factor in determining heightened reactivity. Males
who respond to stress with hostility tend to show greater heart-rate and blood-
pressure increases than individuals low in hostility. It is unclear whether hostility
is a risk factor for heart disease in women.

In contrast to hostility, hardiness is proposed to buffer the effects of stress on
physiology. Hardy individuals respond to stressors as challenges and believe that
they have control over the impact of stressors. They also feel commitment to their
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life, including work and family. Psychophysiological studies have supported the
buffering effect of hardiness. Individuals who are more hardy tend to be less
physiologically responsive to stressors and to recover from stressors more rapidly.
Again, the construct of hardiness seems to be more relevant for males, partially
because males have been studied more often.

These studies  show that various  personality  types  can be  distinguished  to
varying degrees by psychophysiological measurement. The implications of such
findings include possible physiological contributions to the development of vari-
ous psychological problems, and personality contributions to the development or
course of physical disease.

Perspective and Prospects
Although the sophisticated techniques and instruments that have enabled psy-
chologists to study physiological events were not developed until the twentieth
century, the notion that physiology and psychology (body and mind) are linked
dates back as far as ancient Greece. Hippocrates, for example, described four
bodily humors or fluids thought to influence various psychological states such as
melancholy and mania. Although the link between mind and body has received
varying degrees of importance in scientific thinking across the centuries, it re-
gained prominence in the mid-1900’s with the development of the field of psycho-
somatic medicine along with the widespread influence of Sigmund Freud’s theo-
ries of personality. Psychosomatic medicine embraced the notion that personality
and physiology are intertwined. Psychosomatic theorists believed that certain
diseases, such as diabetes, asthma, and hypertension, were associated with particu-
lar personality characteristics. They suggested that personality influenced the
development of specific diseases. Although much of this theorizing has been
disproved, these theorists did return the focus to investigating the interactive nature
of a person’s psychological and physiological makeup.

Psychophysiologists acknowledge the influence of personality characteristics
on physiology and vice versa, and they are working to characterize these relation-
ships. Future work will better measure particular personality constructs and will
clarify the interaction of gender with personality and physiology. Psychophysiolo-
gists also must be concerned with the external validity of the data they obtain in
the laboratory. It has not been satisfactorily demonstrated that physiological
responses measured in a given individual in the laboratory are at all related to that
individual’s response in the natural environment. Thus, in order to establish fully
the usefulness of laboratory findings, psychophysiologists must also study indi-
viduals in their natural environments. Recent technological advances will enable
ongoing physiological measurement, which should achieve this goal and further
establish the relations among personality, physiology, and behavior.
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Phobias
Phobias

Type of psychology:Psychopathology
Fields of study:Anxiety disorders

Phobias are excessive fears of certain objects, people, places, or situations.

Principal terms
agoraphobia: a flight reaction caused by the fear of places and predicaments

outside a sphere of safety
desensitization: a behavioral technique of gradually removing anxiety associ-

ated with certain situations by associating them with a relaxed state
simple phobias: fears directed toward specific things, animals, phenomena, or

situations
social phobias: fears of being watched or judged by others in social settings

Causes and Symptoms
Phobias can induce a state of anxiety or panic, often debilitating sufferers, restrict-
ing them from full freedom of action, career progress, or sociability. For example,
a heterosexual person who fears talking with the opposite sex will have problems
dating and progressing socially.

Phobias are caused by perceived dangerous experiences, both real and imagined.
Sometimes, it is gradual: A worker may develop anxiety reactions to a boss over
several weeks. Likewise, a single moment of  terror can cause a lifetime of
avoidance: A dog attack can generate cynophobia (fear of dogs) in a child. Children
are especially susceptible to phobias, most of which are caused by fear of injury.
The death of a close relative is difficult for children to understand and requires a
delicate, sensitive, and honest explanation. Questions and expressions of feelings
(often resentment) by the child should be encouraged and discussed. It is repres-
sion, unanswered questions, lack of supportive people, and guilt feelings that can
lead to morbid attitudes and fantasies, by which phobias develop. Experiences in
the past and associated fears remain dormant, to recur and be relived.

Anticipatory  fears can  also cause phobias. Driving  trainees and beginning
drivers often have phobic reactions, dreading possible accidents. Students, often
the best or most conscientious ones, may spend sleepless nights worrying about the
next day’s examination. They fear experiences that may never occur, irrationally
magnifying the consequences of their performance to one of absolute success or
utter doom. Concentration produces positive results (that is, good grades), but
obsession may cause paralyzing fear and pressure, even suicide. Several other
theories exist regarding the cause of phobias.

Phobias can be classified into three primary groupings: simple phobias, social
phobias, and agoraphobia. Simple phobias are directed toward specific things,
animals, phenomena, or situations. Rodents, cats, dogs, and birds are common
objects of fear. A swooping gull or pigeon may cause panic. Insects, spiders, and
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bugs can provoke revulsion. Many
cultures have a fear of snakes. A
phobia exists, for example, when a
house is inspected several times each
day for snakes;  a phobic person
may vacate a  rural  home for  an
urban dwelling in order to avoid
them. Blood, diseased people, or
hospital patients have caused faint-
ing. Some vegetarians dread meat
because of traumatic observations
of slaughter. Fear of heights, water, enclosed spaces, and open spaces involve
imagined dangers of falling, drowning, feeling trapped, and being lost in oblivion,
respectively. These feelings are coupled with a fear of loss of control and harming
oneself by entering a dangerous situation. Sometimes, a specific piece of music,
building, or person triggers reactions; the initial trauma or conditioning events are
not easily remembered or recognized as such.

Social phobias are fears of being watched or judged by others in social settings.
For example, in a restaurant, phobics may eat in rigid, restrictive motions to avoid
embarrassments. They may avoid soups, making noises with utensils, or food that
requires gnawing for fear of being observed or drawing attention. Many students
fear giving speeches because of the humiliation and ridicule resulting from mis-
takes. Stage fright, dating anxiety, and fear of unemployment, divorce, or other
forms of failure are also phobic conditions produced by social goals and expecta-
tions. The desire to please others can exact a terrible toll in worry, fear, and
sleepless nights.

Agoraphobia is a flight reaction caused by the fear of places and predicaments
outside a sphere of safety. This sphere may be home, a familiar person (often a
parent), a bed, or a bedroom. Patients retreat from life and remain at home, safe
from the outside world and its anticipated perils. They may look out the window
and fear the demands and expectations placed on them. They are prisoners of
insecurity and doubt, avoiding the responsibilities, risks, and requirements of
living. Many children are afraid of school, and some feign illness to remain safely
in bed. Facing the responsibilities of maturation causes similar reactions.

Treatment and Therapy
Different schools of psychology espouse different approaches to the treatment of
phobias, but central themes involve controlled exposure to the object of fear.
Common core fears include fear of dying, fear of going crazy, fear of losing
control, fear of failure, and fear of rejection.

The most effective approach to treating these disorders is a cognitive behavioral
strategy. With this approach, dysfunctional thinking is identified and changed
through collaborative efforts between the patient and therapist. Additional dys-
functional behavior is identified and changed through processes involving condi-
tioning and reinforcement.

Possible Symptoms of Social Phobia

❖ viewing of small mistakes as more exagger-
ated than they really are

❖ finding blushing to be painfully embarrassing
❖ feeling that all eyes are on you
❖ fear of speaking in public, dating, or talking

with persons in authority
❖ fear of using public restrooms or eating out
❖ fear of talking on the phone or writing in

front of others
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Through an initial minimal exposure to the feared object or situation, discussion,
and then progressively greater controlled contact, patients experience some stress
at each stage but not at a level sufficient to cause a relapse. They will proceed to
become desensitized to the object in phases. Therapists may serve as role models
at first, demonstrating the steps that patients need to complete, or they may provide
positive feedback and guidance. In either case, the role of the patient is active, and
gradual exposure occurs. In the process, patients learn to adapt to stress and
become more capable of dealing with life.

Other supervised therapies exist, some involving hypnosis, psychoanalysis,
drugs, and reasoning out of one’s fears. In dealing with phobics, it must be
recognized that anyone can have a phobia. Patience, understanding, supportive-
ness, and professional help are needed. Telling someone simply to “snap out of it”
increases stress and guilt.

Perspective and Prospects
Fear serves an important and necessary function in life. It keeps one from putting
a hand in a flame or walking into oncoming traffic. The fear of death and the
unknown is commonplace; it causes many to dislike, even dread, passing by
cemeteries, even though there is no logical reason. While many forms of fear are
normal, if they occur out of context, in socially unacceptable manners, too severely,
or uncontrollably then the diagnosis is a phobia.

Many different phobias have been cited in the literature and have specific terms
in dictionaries, constructed by prefixing the word “phobia” with Greek or Latin
terms (such as acrophobia or claustrophobia). While their enumeration is an
interesting  pastime,  phobias  are serious conditions and should be treated  by
professional psychologists.
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Play Therapy
Play Therapy

Type of psychology:Psychotherapy
Fields of study:Humanistic therapies; psychodynamic therapies

Play therapy is a method of treating children who have emotional problems,
psychological difficulties, or mental disorders. It is conducted in a room specifi-
cally equipped for this purpose with toys and activity materials to aid the child in
solving problems and to enhance mental health. It most commonly involves one
child and one therapist, though it can be conducted with groups of children.

Principal terms
communication: the sharing of information with other people, either through

language or through other ways of interacting
empathy: the ability to figure out how another person feels in certain situations or

with different people and to communicate that understanding
interpersonal matrix: the environment and the relationship between two or

more people who spend time together, along with all the occurrences within it
limit setting: imposing rules  or regulations  upon another person  and then

enforcing them in a predictable way
nondirectiveness: allowing another  person to set  the tone and  pace  of an

interaction, as well as letting that person choose the topic and materials to be
used

symbolism: the use of indirect means to express inner needs or feelings; a way of
sharing oneself without doing so directly or in words

Overview
Children of all ages learn about their environment, express themselves, and deal
with relationships with others through their play activity. Play is an integral part of
childhood, an activity that must be allowed to a child to facilitate the child’s
development. In fact, play is seen as such an important aspect of a child’s life that
the United Nations made the right to play an inalienable right for children across
the world. Some adults have labeled play a child’s “work,” and this may be an
appropriate way of looking at children’s play. Just as work fosters self-esteem for
adults, so does play enhance the self-esteem of children. Just as adults learn to
solve problems through their work, so do children learn to cope with and invent
solutions to problems through their play. Just as adults spend a bulk of their time
in work activity, so do children spend most of their waking hours engaged in play.

Through play, children grow in a number of ways. First, they grow emotionally;
children learn to express their feelings, understand their feelings, and control their
emotions. A child may hit a “Bobo” doll in an angry manner, then become very
friendly and peaceful. The activity of hitting the doll helped the child act out her
or his feeling of anger and then turn to more positive emotions. Through play,
children grow cognitively. They learn to count in efforts to master sharing with
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other children; they learn about different functions of the same object; they learn
that things can break and be repaired; they learn to think in symbols; and they learn
language. Children also learn morality. They act out rules and regulations in play
with other children; they learn to share; they learn that some things hurt other
people and should therefore not be done; and they realize that rules often serve a
purpose of protection or safety. All these growth processes are extremely important
by-products of play, but perhaps the most important aspect of play is that of
communication. Children tell about themselves and their lives through play. Even
when they do not yet have the language, they possess the ability to play.

This aspect of communication through play is perhaps the most important
ingredient of play therapy. In play therapy, a therapist uses a child’s play to
understand the child and to help the child solve problems, feel better about herself
or himself, and express herself or himself better. Children often have difficulty
telling adults what they feel and experience, what they need and want, and what
they do not want and do not like. Often they lack the language skills to do so, and
sometimes they are too frightened to reveal themselves for fear of punishment.

In play therapy, however, the therapist is an adult who is empathic, sensitive,
and—above all—accepting and nonthreatening. The child is made to feel comfort-
able in the room with this adult and quickly recognizes that this person, despite
being quite old (at least from the child’s perspective), understands the child and
accepts her or his wishes and needs. Children learn to play in the presence of this
therapist, or even with the therapist, and through this play communicate with the

Psychiatrists Anna and Sigmund Freud. Anna Freud developed play therapy methods based on
psychoanalytic theories that had been proposed by her famous father.(Library of Congress)
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therapist. They reveal through their activity what they have experienced in life,
how they feel, what they would like to do, and how they feel about themselves.

The toys and activities that therapists use vary significantly, though they take
great care to equip the room in which they work with the child in such a way as to
allow maximum freedom and creativity on the child’s part. Therapists generally
have puppets, clay, paints, dolls, dollhouses, and building blocks in the room. All
these materials share several important traits: They all foster creativity; they have
many different uses; they are safe to play with; and they can be used easily by the
child for communication. On the other hand, therapists rarely have things such as
board games, Slinkies, or theme toys (for example, television “action” heroes),
because these toys have a definite use with certain rules and restrictions, are often
used merely to re-create stories observed on television, or are not very handy for
getting the child to express herself or himself freely. Most of the time, the toys are
kept in an office that is specifically designed for children, not a regular doctor’s
office. As such, the room generally has a child-size table and chairs but no
adult-size desk. It usually has no other furniture but may have some large cushions
that child and therapist can sit on if they want to talk for a while. Often the room
has a small, low sink for water play, and sometimes even a sandbox. Floor and wall
coverings are such that they can be easily cleaned so that spills are not a problem.
The room is basically a large play area; children generally like the play therapy
room because it is unlike any other room they have ever encountered and because
it is equipped specifically with children in mind.

Applications
There are many reasons a child may be seen in play therapy. For example, a referral
may come from a teacher who is concerned about a drop in the child’s academic
performance; from day care personnel who are concerned about the child’s inabil-
ity to relate to other children; from the child’s pediatrician, who believes the child
is depressed but cannot find a physical cause; or from parents who think the child
is aggressive. Whatever the reason, therapy begins with an intake interview. The
intake is a session during which the therapist meets not only with the child but also
with the parents and siblings in an attempt to find out as much about the child as
possible to gain an understanding of what is wrong. Once the therapist knows what
is happening with the child, recommendations for treatment are made. Sometimes
the recommendation is for the entire family to be seen in family therapy. Some-
times the recommendation is for the parents to be seen. Sometimes the recommen-
dation is for play therapy for the child.

Once a child enters play therapy, she or he will meet with the therapist once
weekly for fifty minutes (sometimes, for very young children, sessions can be as
short as thirty minutes) for several weeks or months. During the sessions, the child
decides what is played with and how, and the therapist is there to understand the
child, help the child solve problems, and facilitate growth and self-esteem for the
child. Often, while the child is seen, her or his parents are seen in some type of
therapy as well. Children’s problems often arise because of problems in the family,
which is why it is rare that only the child is in treatment. Parents are often seen to
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work on their relationship either with each other or with the whole family, or to
learn parenting skills.

The first thing that happens in play therapy is that the therapist and the child get
to know each other and develop a positive relationship. Once the child begins to
trust the therapist, she or he starts to reveal concerns and problems through play.
The therapist observes and/or interacts with the child to help work out problems,
deal with strong feelings, accept needs, and learn to deal with often difficult family
or environmental circumstances. All this work is done through the child’s play in
much the same way as children use play while growing up. In addition to using
play activity, however, the therapist also uses the trusting relationship with the
child.

The process of play therapy is best demonstrated by an example of an actual play
therapy interaction between a child and therapist. A nine-year-old boy was referred
by his teacher because he was very depressed and frightened, had difficulty making
friends, and was not able to trust people. In the intake interview, the therapist found
out that the boy had been severely physically abused by his father and that he was
abandoned by his birth mother at age two. His stepmother had brought three
children of her own into the blended family and did not have much time for this
child. In fact, it appeared as though he was left to his own devices most of the time.
The family had a number of other problems but refused family therapy. Thus, the
child was seen in play therapy. He had considerable difficulty starting to trust the
therapist and showed this reluctance in his play. He would often start to play, then
check with the therapist for approval, and then stop before he became too involved
in any one activity. After six weeks, he realized that the therapist was there to help
him, and he began to communicate about his family through play.

The following exchange is a good example of what happens in play therapy. One
day, the boy picked up a large wooden truck and two small ones. He proceeded to
smash the large truck into the small red one over and over. He took the other small
truck and put it between the large one and the small red one, as though to protect
the red truck from being hit by the large one. In the process, the blue small truck
was hurt badly and had to retreat. The boy repeated this activity several times. The
therapist picked up a toy truck of her own and drove between the large truck and
both of the small trucks, indicating that she had a truck that was tough enough to
stop the large truck from hurting the small ones. The child was visibly relieved and
turned to another activity.

What had happened? Before the session, the therapist had received a call from
the child’s social worker, who told her that the night before, the boy’s father was
caught sexually abusing his four-year-old stepdaughter, who shared this boy’s
room. The boy had awakened and unsuccessfully tried to stop his father. He ran to
a neighbor’s house, and this woman called the police. The father was arrested but
threatened to get revenge on both children before he was taken away. The boy had
playacted this entire scene with the toy trucks. The father was the large truck; the
red truck, his sister; the blue one, himself. The relief sensed by the boy after the
therapist intervened is understandable, as her truck communicated to the boy that
he would be protected from his father.
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Perspective and Prospects
Children use their play in play therapy not only to communicate but also to solve
problems  and deal with  overwhelming feelings. How this  happens has been
explained and described by many different therapists and theorists since play came
to be viewed as an acceptable means of conducting therapy in the early 1930’s,
based upon the work of Melanie Klein and Anna Freud. These women developed
play therapy methods that were based upon earlier psychoanalytic theories pro-
posed by Sigmund Freud. In this approach, free play was considered most impor-
tant, and the therapist did not generally become engaged at all in the child’s play.
The therapist merely reflected back to the child what was seen and occasionally
interpreted to the child what the play may have meant.

In the 1940’s, Virginia Axline developed her approach to play therapy, which
was similar to Klein and Freud’s. Axline also believed in free play and did not play
with the child. She interpreted and emphasized an environment that put no limits
or rules upon the child. She introduced the idea that children in play therapy need
to experience unconditional acceptance, empathic concern, and a nondirective
atmosphere. In other words, Axline’s approach to play therapy was to sit and
observe and not be involved with the child.

Since then, the lack of limit setting, as well as the lack of active involvement
with children in play therapy, has been criticized by play therapists. Nowadays,
play therapists are more likely to get involved in play and to respond to children
through play activity (as in the example above), as opposed to using language to
communicate with them. There are two major groups of therapists who use play
therapy. Traditional psychoanalytic or psychodynamic therapists who are fol-
lowers of Klein or Axline make up one group; however, even within this group,
there is much diversity with regard to how involved the therapist becomes with the
child’s play. The second group is composed of therapists who focus on the human
interaction that takes place—that is, humanistic therapists.

Regardless of which group a play therapist belongs to, however, the primary
ingredients that were proposed many years ago remain intact. As such, free play is
still deemed important, and empathy is stressed in the relationship with the child.
Many therapists believe that the interpersonal matrix that exists between the child
and the therapist is critical to changes noted in the child. Further, a primary focus
remains on the symbolism and metaphor expressed by children through play. It is
unlikely that the nature of play therapy will change much in the next decades. Play
therapy has become one of the most accepted modes of treating children and is
likely here to stay.
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Post-traumatic Stress
Post-traumatic Stress

Type of psychology:Psychopathology
Fields of study:Anxiety disorders

After an extreme psychological trauma, people tend to respond with stress symp-
toms that include reexperiencing the trauma through nightmares or unwanted
thoughts, avoiding reminders of the traumatic event, loss of interest in daily life,
and increased arousal; these symptoms can range from mild and temporary to very
severe, chronic, and psychologically disabling.

Principal terms
flashback: a type of traumatic reexperiencing in which a person becomes de-

tached from  reality and thinks,  feels,  and acts  as  if a previous  traumatic
experience were happening again

hyperarousal: a set of symptoms of post-traumatic stress disorder that includes
difficulty falling or staying asleep, irritability or angry outbursts, difficulty
concentrating, extreme vigilance, and an exaggerated startle response

National Vietnam Veterans Readjustment Study: a large-scale federally
funded study completed in the late 1980’s that surveyed the mental and physical
health of Vietnam veterans

post-traumatic stress disorder: a disorder recognized by the American Psychi-
atric Association involving symptoms of stress and reexperiencing a traumatic
event

reexperiencing: the central symptom of post-traumatic stress disorder; it in-
volves having nightmares, unwanted thoughts, or flashbacks of a traumatic
event

traumatic event: an event that is beyond the range of usual human experience
and that would cause distress to almost anyone

Causes and Symptoms
It is common knowledge that there are psychological aftereffects from experienc-
ing an intense psychological trauma. This discussion of post-traumatic stress
symptoms will be organized around post-traumatic stress disorder (PTSD), one of
the diagnostic categories of anxiety disorders recognized by the American Psychi-
atric Association. It should be realized at the outset, however, that it is normal for
people to experience at least some of these symptoms after suffering a psychologi-
cal trauma. The first step in understanding PTSD is to know its symptoms.

The first criterion for PTSD is that one has suffered a trauma. The American
Psychiatric Association’s definition of PTSD states that the trauma must be some-
thing that “is outside the range of usual human experience and that would be
markedly distressing to almost anyone.” It is not so much the objective event as
one’s perception of it that determines the psychological response. For example, the
death of one’s parents is not “outside the range of usual human experience,” but it
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can result in some of the symptoms described later.  Some of the traumatic
experiences deemed sufficient to cause PTSD include threat to one’s own life or
the life of a close relative or friend, sudden destruction of one’s home or commu-
nity, seeing another person violently injured or killed, or being the victim of a
violent crime. Specific experiences that often cause PTSD include combat, natural
or man-made disasters, automobile accidents, airplane crashes, rape, child abuse,
and physical assault. In general, the more traumatic the event, the worse the
post-traumatic symptoms. Symptoms of stress are often more severe when the
trauma is sudden and unexpected. Also, when the trauma is the result of intentional
human action (for example, combat, rape, or assault), stress symptoms are worse
than if the trauma  is a natural disaster (flood or earthquake) or an accident
(automobile crash). It has been found that combat veterans who commit or witness
atrocities are more likely to suffer later from PTSD.

The central symptom of post-traumatic stress disorder is that the person reexper-
iences the trauma. This can occur in a number of ways. One can have unwanted,
intrusive, and disturbing thoughts of the event or nightmares about the trauma. The
most dramatic means of reexperiencing is through a flashback, in which the person
acts, thinks, and feels as if he or she were reliving the event. Another way in which
experiencing might be manifested is intense distress when confronted with situ-
ations that serve as reminders of the trauma. Vietnam War veterans with combat-
related PTSD will often become very upset at motion pictures about the war, hot

Post-traumatic stress disorder is common in combat veterans; it was called “shell shock”
during World War I and “battle fatigue” during World War II.(Digital Stock)
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and humid junglelike weather, or even the smell of Asian cooking. A person with
PTSD often will attempt to avoid thoughts, feelings, activities, or events that serve
as unwanted reminders of the trauma.

Another symptom that is common in people with PTSD is numbing of general
responsiveness. This might include the loss of interest in hobbies or activities that
were enjoyed before the trauma, losing the feeling of closeness to other people, an
inability to experience strong emotions, or a lack of interest in the future. A final
set of PTSD symptoms involves increased arousal. This can include problems with
sleeping or concentrating, irritability, or angry outbursts. A person with PTSD may
be oversensitive to the environment, always on the alert, and prone to startle at the
slightest noise.

The paragraphs above summarize the symptoms that psychologists and psychia-
trists use to diagnose PTSD; however, other features are often found in trauma
survivors that are not part of the diagnosis. Anxiety and depression are common in
people who have experienced a trauma. Guilt is common in people who have
survived a trauma in which others have died. People will sometimes use alcohol or
tranquilizers to cope with sleep problems, disturbing nightmares, or distressing,
intrusive recollections of a trauma, and they may then develop dependence on the
drugs.

Post-traumatic stress disorder is relatively common in people who suffer serious
trauma. In the late 1980’s, the most extensive survey on PTSD ever done was
undertaken on Vietnam combat veterans. It found that more than half of all veterans
who served in the Vietnam theater of operations had experienced serious post-
traumatic stress at some point in their lives after the war. This represents about 1.7
million veterans. Even more compelling was the fact that more than one-third of
the veterans who saw heavy combat were still suffering from PTSD when the
survey was done—about fifteen years after the fall of Saigon. Surveys of crime
victims are also sobering. One study found that 75 percent of adult females had
been the victim of a crime, and more than one in four of the victims developed
PTSD after the crime. Crime victims were even more likely to develop PTSD if
they were raped, were injured during the crime, or believed that their lives were in
danger during the crime.

Symptoms of post-traumatic stress are common after a trauma, but they often
decrease or disappear over time. A diagnosis of PTSD is not made unless the
symptoms last for at least one month. Sometimes a person will have no symptoms
until long after the event, when memories of the trauma are triggered by another
negative life event. For example, a combat veteran might cope well with civilian
life for many years until, after a divorce, he begins to have nightmares about his
combat experiences.

Most of the theory and research regarding PTSD has been done on combat
veterans, particularly veterans of the Vietnam War. One of the most exciting
developments in this area, however, is that the theory and research are also being
applied to victims of other sorts of trauma. This has a number of important
implications. First, it helps extend the findings about PTSD beyond the combat-
veteran population, which is mostly young and male. Second, information gathered
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from combat veterans can be used to assist in the assessment and treatment of
anyone who has experienced a serious trauma. Because a large proportion of the
general population experiences severe psychological trauma at some time, under-
standing PTSD is important to those providing mental health services.

An extended example will illustrate the application of theory and research
findings on PTSD to a case of extreme psychological trauma. The case involves a
woman who was attacked and raped at knifepoint one night while walking from
her car to her apartment. Because of injuries suffered in the attack, she went to an
emergency room for treatment. Knowledge about PTSD can help in understanding
this woman’s experience and could aid her in recovery.

First, research has shown that this woman’s experience—involving rape, life
threat, and physical injury—puts her at high risk for symptoms of post-traumatic
stress. Risk is so great, in fact, that researchers have proposed that psychological
counseling be recommended to all people who are the victims of this sort of
episode. This suggestion is being implemented in many rape-recovery and crime-
victim programs around the United States.

Knowing what symptoms are common following a traumatic event can help
professionals counsel a victim about what to expect. This woman can expect
feelings of anxiety and depression, nightmares and unwanted thoughts about the
event, irritability, and difficulties in sleeping and concentrating. Telling a victim
that these are normal responses and that there is a likelihood that the problems will
lessen with time is often reassuring. Since research has shown that many people
with these symptoms cope by using drugs and alcohol, it may also help to warn the
victim about this possibility and caution that this is harmful in the long run.

One symptom of PTSD, psychological distress in situations that resemble the
traumatic event, suggests why combat veterans who experience their trauma in a
far-off land often fare better than those whose trauma occurs closer to home.
Women who are raped in their home or neighborhood may begin to feel unsafe in
previously secure places. Some cope by moving to a different house, a new
neighborhood, or even a new city—often leaving valued jobs and friends. If an
attack occurred after dark, a person may no longer feel safe going out after dark
and may begin living a restricted social life. Frequently, women who are raped
generalize their fear to all men and especially to sexual relations,  seriously
damaging their interpersonal relationships. Given the problems that these post-
traumatic symptoms can cause in so many areas of one’s life, it may not be
surprising that one study found that nearly one in every five rape victims attempted
suicide.

Treatment and Therapy
The main symptoms of post-traumatic stress are phobia-like fear and avoidance of
trauma-related situations, thoughts, and feelings, and the most effective treatment
for PTSD is the same as for a phobia. Systematic desensitization and flooding,
which involve confronting the thoughts and feelings surrounding the traumatic
event, are the treatments that appear to be most effective. It may seem paradoxical
that a disorder whose symptoms include unwanted thoughts and dreams of a
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traumatic event could be treated by purposefully thinking and talking about the
event; however, Mardi Horowitz, one of the leading theorists in traumatic stress,
believes that symptoms alternate between unwanted, intrusive thoughts of the
event and efforts to avoid these thoughts. Because intrusive thoughts always
provoke efforts at avoidance, the event is never fully integrated into memory; it
therefore retains its power. Systematic desensitization and flooding, which involve
repeatedly thinking about the event without avoiding, allow time for the event to
become integrated into the person’s life experiences so that the memory loses much
of its pain.

Another effective way to reduce the impact of a traumatic event is through social
support. People who have a close network of friends and family appear to suffer
less from symptoms of trauma. After a traumatic experience, people should be
encouraged to maintain and even increase their supportive social contacts, rather
than withdrawing from people, as often happens. Support groups of people who
have had similar experiences, such as Vietnam veteran groups or child-abuse
support groups, also provide needed social support. These groups have the added
benefit of encouraging people to talk about their experiences, which provides
another way to think about and integrate the traumatic event.

Psychotherapy can help trauma victims in many ways. One way is to help the
patient explore and cope with the way the trauma changes one’s view of the world.
For example, the rape victim may come to believe that “the world is dangerous” or
that “men can’t be trusted.” Therapy can help this person learn to take reasonable
precautions without shutting herself off from the world and relationships. Finally,
symptoms of overarousal are common with PTSD. A therapist can address these
symptoms by teaching methods of deep relaxation and stress reduction. Sometimes
mild tranquilizers are prescribed when trauma victims are acutely aroused or
anxious.

Perspective and Prospects
The concept of post-traumatic stress is very old and is closely tied to the history of
human warfare. The symptoms of PTSD have been known variously as “soldier’s
heart,” “combat neurosis,” and “battle fatigue.” Stephen Crane’s novelThe Red
Badge of Courage, first published in 1895, describes post-traumatic symptoms in
the Civil War soldier. It was the postwar experiences of the Vietnam combat
veteran, however, studied and described by scholars such as Charles Figley, that
brought great attention to issues of post-traumatic stress.

It was not until 1980 that the American Psychiatric Association recognized
“post-traumatic stress disorder” in its manual of psychiatric disorders. Since then
there has been an explosion of published research and books on PTSD, the creation
of the Society for Traumatic Stress Studies in 1985, and the initiation of the
quarterlyJournal of Traumatic Stressin 1988. Since these developments, attention
has also been directed toward post-traumatic symptoms in victims of natural
disasters, violent crime, sexual and child abuse; Holocaust survivors; and many
other  populations. Surveys have found that more than 80 percent of college
students have suffered at least one trauma potentially sufficient to cause PTSD, and
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many people seeking psychological counseling have post-traumatic stress symp-
toms. Thus,  it is fair to  say  that the attention  garnered  by  Vietnam  veteran
readjustment problems and by the recognition of PTSD as a disorder by the
American Psychiatric Association has prompted the examination of many impor-
tant issues related to post-traumatic stress.

Because research  in this  area is  relatively  new,  there  are many important
questions that remain unanswered. One mystery is that two people can have exactly
the same traumatic experience, yet one will have extreme post-traumatic stress and
one will have no problems. Some factors are known to be important; for example,
young children and the elderly are more likely to suffer from psychological
symptoms after a trauma. Much research is needed, however, to determine what
individual differences will predict who fares well and who fares poorly after a
trauma.

A second area of future development is in the assessment of PTSD. For the most
part, it is diagnosed through a self-report of trauma and post-traumatic symptoms.
This creates difficulty, however, when the person reporting the symptoms stands to
gain compensation for the trauma suffered. Interesting physiological and cognitive
methods for assessing PTSD are being explored. For example, researchers have
found that Vietnam veterans with PTSD show high levels of physiological arousal
when  they hear combat-related sounds or imagine  their  combat experiences.
Finally, the future will see more bridges built between post-traumatic stress and the
more general area of stress and coping.
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Projective Personality

Traits
Projective Personality Traits

Type of psychology:Personality
Fields of study:Personality assessment

Projective personality traits are often assessed by tests which present ambiguous
material to the person being tested; all of behavior is included under the definition
of personality, and responses to unstructured tests will reveal an individual’s
needs, wishes, and attitudes. It is assumed that the person will give responses
which cannot or will not be given otherwise.

Principal terms
clinical personality assessment: the use of tests and other techniques to obtain

broad understanding of an individual for the planning and evaluation of treat-
ment

defense mechanisms: a psychoanalytic concept of mechanisms that protect an
individual from excessive anxiety; considered signs of psychopathology when
they are excessive

objective personality tests: self-report measures used for psychological as-
sessment; include personality inventories and checklists which require paper-
and-pencil responses to questions

projective method: refers to any task that provides an open-ended response that
may reveal  aspects of one’s personality; tasks or tests commonly include
standard stimuli that are ambiguous in nature

psychopathology: disorders of psychological functioning that include major as
well as minor mental disorders and behavior disorders

Overview
The concept of projection goes back to Sigmund Freud, who introduced this term
to describe certain psychopathological processes. It was described as a defense
which permits one to be “unaware of undesirable aspects of one’s personality by
attributing aggressive and or sexual feelings to others or to the outside world.” In
that way, one can avoid being aware of those feelings in oneself. Projection is
usually described as a defense mechanism whose purpose is to avoid feeling guilty
or neurotically anxious. Freud’s theory suggested that it was easier to tolerate
punishment from the outside rather than to accept impulses inconsistent with one’s
self-concept and moral principles. Thus, it is simpler to accuse someone else of
hating oneself than it is to admit hating the other person. Defense mechanisms are
unconscious processes; one is not likely to admit consciously that one hates
someone if one is neurotically anxious. In its extreme forms, Freud notes, distor-
tion of reality can be of such major proportions that perception of the judgment of
others takes the form of paranoia.
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Freud later extended the
use of the term “projec-
tion” to include times when
there is no conflict. He be-
lieved that as one goes
through life, memories of
past events influence the
way one sees the present.
Early life experiences shape
the future so that, for exam-
ple, the kind of experiences
one had with a brother
when growing up influ-
ences how one sees “broth-
ers” relate to their families.
This leads to the basic as-
sumption that all present
responses to one’s environ-
ment are based, as Albert
Rabin puts it, on personal
needs, motivations, and
unique tendencies. All of
these are actually based on
past experiences. Sheldon
Korchin suggests that the
weakening of the bounda-
ries between self and others

also occurs in empathy, which has been viewed as the opposite of projection. In
empathy, one figuratively puts oneself in another person’s shoes by accepting and
experiencing the feelings of another person. Empathy, therefore, is an important
part of establishing close and meaningful relationships with others and is an
important aspect of personality.

Leopold Bellak sees projection as the term one uses to describe a greater degree
of overall distortion. This is consistent with Freud’s original use of the term. He
differentiates this pathological and unconscious type of projection, which he calls
inverted projection, from simple projection. Simple projection occurs all the time
and is not of great clinical significance.

For example, suppose a woman wants to borrow her friend’s hedge trimmer. As
she walks down the block to her friend’s house, she thinks about how she is going
to ask for the hedge  trimmer, since she knows that her friend is not overly
enthusiastic about lending his garden tools. She begins to think that her friend
might say that it took her a long time to return the trimmer the last time she
borrowed it and perhaps that it needed maintenance after she used it. She answers
this imagined comment by saying that it rained soon after she started and that she
could not finish the job for three days.

One of the best-known tests employing projective tech-
niques are the inkblots developed by Hermann Rorschach.
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She then imagines that her friend will say that she should have returned the
trimmer and asked for it again later. She imagines answering that criticism by
stating that she knew her friend had gone out of town and would not be back until
later in the week. This imaginary conversation might continue until she arrives at
her neighbor’s house. Her neighbor is on the porch, and he greets her in a friendly
manner. Nevertheless, she responds angrily by telling him that she would never
want to borrow his old hedge trimmer anyway. Ballak would explain this incident
by noting that the woman wants something from her neighbor but can recall his
hesitancy to lend tools: He may turn her request down, which makes her angry. She
then assumes that her friend is angry with her. Her response is to be angry with him
because he is angry with her.

A discussion of projective personality traits would be incomplete without
discussing the projective hypothesis on which projective tests are based. This
hypothesis states that when one is confronted by an ambiguous stimulus, responses
will reflect personal needs, wishes, and overall attitudes toward the outside world.
This assumes that all of one’s behavior, even the least significant aspects, is an
expression of personality. As Anneliese Korner asserts, individuals who are pre-
sented with ambiguous material give responses that they cannot or will not give
otherwise. The person who responds to projective techniques does not know what
the presenter expects. The resistance to disclosing personal material (including
wishes, fears, and aspirations) is diminished. In addition, Korner suggests that what
is disclosed in response to projective techniques is not a chance event but is
determined by previous life experiences.

Among the most widely known tests that use projective techniques are the
Rorschach inkblot test and Henry Murray’s Thematic Apperception Test (TAT).
The Rorschach technique consists of ten standard inkblots to which a participant
is asked to respond by telling the examiner what the blots look like. Murray’s
Thematic Apperception Test, on the other hand, consists of twenty pictures de-
signed to include stories which can give important clues to a person’s life and
personality. The set is sufficiently clear to permit one to tell stories without great
difficulty, yet the pictures are ambiguous enough (unstructured) so that individuals
will differ in the kinds of stories they will tell.

Applications
John Exner raises the issue as to whether all responses to a projective technique
such as the Rorschach test are necessarily aspects of projection. Is it true, he asks,
that more ambiguous stimulus material produces more projection than does less
ambiguous material? A simple example may be helpful. Suppose an individual is
shown a glass container with sand flowing from one portion of the glass to the other
and asked to give this object a name. Most people will call it an egg timer. Assume,
however, that a thirty-five-year-old individual embellishes the description of the
egg timer by stating that it represents the sands of time and is an indication that life
is drawing to a close. That kind of response, in an individual of good health who is
thirty-five years old, would seem to be an example of projection. Clearly, however,
based on one response, it would be premature to build firm conclusions about this

Psychology and Mental Health Projective Personality Traits

517



individual’s attitudes toward life and death. Similarly, on the Rorschach, one
response descriptive of aggression may not be particularly diagnostic, but there is
evidence that those who give higher frequencies of aggression responses show
more aggressive verbal and nonverbal behaviors than those who do not.

Exner, in reporting on other studies, points out that Rorschach interpretations
can also be useful with children. He notes that children change over time in their
responses to  the inkblots and  that younger children change more than older
children. Further, as children move into mid- and late adolescence, more overall
stability is noted in the responses. Finally, he points out that perceptual accuracy
stabilizes early.

A third study asks the question whether patients in a hospital setting who have
experienced a major loss differ from patients who have not suffered such a loss.
Mary Cerney defined three categories of major loss: death or serious injury to
individuals close to the patient (including parents, close relatives, or friends); loss
as a function of physical or sexual abuse such as incest, torture, or rape; and the
observation of violence to other individuals. Cerney found differences in the
responses between individual patients who had experienced such loss and patients
who had not. She concluded that in this study, patients who had experienced early
trauma had distinguishing Rorschach profiles. She further noted, however, that one
needed further investigations to determine whether there were factors other than
traumatic loss which could contribute to this profile difference.

In a study designed to measure change in  defense  mechanisms following
intensive psychotherapy, researchers compared two groups of individuals who
were being treated in a small, long-term treatment facility with a psychoanalytic
orientation. One group of patients was judged in advance to be prime users of such
defense mechanisms as repression and denial, while the other group was judged to
make much more use of projection. This categorization was based on a through
evaluation six weeks after admission to the treatment center. After about fifteen
months of intensive treatment, patients were evaluated again in a comprehensive
manner. The use of defense mechanisms was established on the basis of responses
to the Thematic Apperception Test. Results indicated that all patients showed a
reduction in the total use of defense mechanisms; this was associated with a
reduction in psychiatric symptoms. Interestingly, the patients who made use of
projection  as  a  defense showed a greater decline  in the  use of that defense
mechanism after treatment. Along with the decrease in psychiatric symptoms, both
groups also showed, as one might expect, improved relationships with others from
both a qualitative and a quantitative perspective.

Freud also applied the concept of projection to everyday personality traits such
as jealousy. He differentiated between normal jealousy, projected jealousy, and
delusional jealousy. From a psychoanalytic view, he had little to say about normal
jealousy; however, projected jealousy, he stated, came from two sources. Either it
comes from actual unfaithfulness or from impulses toward unfaithfulness which
have been pushed into one’s unconscious. He speculated that married individuals
are frequently tempted to be unfaithful. In view of that temptation, it is likely that
one’s conscience can be soothed by attributing unfaithfulness to one’s partner.
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Jealousy arising from such a projection can be so strong as to take on the quality
of a delusion. Many people are aware of individuals who incorrectly suspect their
committed  partner to  be unfaithful.  Freud would argue  that  these  inaccurate
expectations are unconscious fantasies of one’s own infidelities and can be so
analyzed in psychoanalytic therapy.

Perspective and Prospects
The term “projection” was introduced by Sigmund Freud in 1894. Initially Freud
viewed it as a defensive process, but by 1913 the concept was broadened to refer
to a process that may occur even if there is no conflict. John Exner believes that
Freud’s description of projection is most applicable in the context of projective
tests. Exner also suggests that Freud’s concept of projection fits in well with Henry
Murray’s discussion of the Thematic Apperception Test. Murray’s broadened
explanation of projection included the idea that the ambiguity of responding to a
social situation (the test materials) provides clues to that individual’s personality
makeup and its expression through responses to projective methods. Lawrence
Frank further emphasized the connection between projective tests and the unique
expression of an individual’s personality by stating the projective hypothesis.

Applied psychology has been heavily involved with the study of intelligence and
the development of tests to evaluate achievement, memory, motor skills, and other
cognitive aspects of human functioning. The study of personality was more heavily
focused on individual traits, such as extroversion versus introversion. Emphasis on
test construction focused on group norms, and comparisons of individual scores on
tests were based on their relationships to group data. According to Exner, early
Rorschach research also attempted to focus on group norms. To some extent, the
focus on determining the meaning of individual responses was probably a reaction
to the more “scientific” behavioral and statistically based methods commonly used.

As Exner notes, initial work with the Rorschach inkblots emphasized attempts
to quantify personality characteristics; there was relatively little interest in the
actual content of the responses. As interest in psychoanalysis swept the country,
clinical psychologists began to focus on individual responses to tests, in contrast
to their prior emphasis on group comparisons. Projective tests were very contro-
versial, however, and a dichotomy developed between projective tests and the
so-called objective tests. The latter tests were ones that could be scored reliably
and for which group norms existed. Concurrently, numerous scoring systems were
developed for the Rorschach test as well as for other projective measures.

In the late 1970’s, Exner developed a comprehensive scoring system for the
Rorschach which incorporated many of the features of the existing systems and
integrated them into one overall method. In addition, he collected normative data
on children, adolescents, and adults that provide opportunities for group compari-
sons. His comprehensive system is now widely taught in colleges and universities
and has provided a measure of unity to the Rorschach test, which is still the
personality instrument most widely used by clinicians. The assessment of person-
ality traits will probably continue to flourish, and there will probably be an
increasing emphasis on both subjective and objective responses in order to assess
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personality. Furthermore, computerized scoring of responses is common for objec-
tive personality tests and is beginning to be used with projective personality
measures; this is likely to influence the future of personality tests.
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Psychiatry
Psychiatry

Type of psychology:Psychotherapy
Fields of study:Behavioral therapies; classic analytic themes and issues; cognitive

therapies; group and family therapies; humanistic therapies; personality assess-
ment; psychodynamic therapies

Psychiatry is a medical field concerned with the diagnosis, epidemiology, preven-
tion, and treatment of mental and emotional problems.

Principal terms
anxiety disorders: problems in which physical and emotional uneasiness, appre-

hension, or fear is the dominant symptom
bipolar disorders: problems marked by mania or mania with depression; histori-

cally known as manic-depressive disorders
dementias: disorders characterized by a general deterioration of intellectual and

emotional functioning, involving problems with memory, judgment, emotional
responses, and personality changes

depressive disorders: problems involving persistent feelings of despair, weight
change, sleep problems, thoughts of death, thinking difficulties, diminished
interest or pleasure in activities, and agitation or listlessness

personality disorders: pervasive, inflexible patterns of perceiving, thinking,
and behaving that cause long-term distress or impairment, beginning in adoles-
cence and persisting into adulthood

psychotic: referring to a disabling mental state characterized by poor reality
testing (inaccurate perceptions, confusion, disorientation) and disorganized
speech, behavior, and emotional experience

psychotropic drugs: substances primarily affecting behavior, perception, and
other psychological functions

schizophrenic disorders: mental disturbances characterized by psychotic fea-
tures during the active phase and deteriorated functioning in occupational,
social, or self-care abilities

Overview
Psychiatrists receive training in biochemistry, community mental health, genetics,
neurology, neuropathology, psychopathology, psychopharmacology, and social
science. They complete medical school, a four-year residency in psychiatry, and
two or more years of specialty residency. Specialty residencies focus on particular
treatment methods (such as psychoanalysis) or methods of diagnosis and treatment
for particular groups of clients (such as children, adolescents, or elders).

As  diagnosticians  and treatment providers, psychiatrists  must be excellent
observers of behavior and be knowledgeable about how nutritional, physical, and
situational conditions can be related to mental or emotional problems. An ability
to consult with other professionals is also important. Psychiatrists often receive
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patients from other professionals (general practitioners, psychologists, emergency
room staff) and often request diagnostic, legal, case management, and resource
advice from other professionals (psychologists, attorneys, social workers). In
situations involving abuse, neglect, incompetency, and suicide, such consultation
relationships are critical for appropriate referral and treatment.

Given this preparation, psychiatrists are able to diagnose and treat a wide variety
of disorders. Some of the most common disorders treated in adult populations
include disorders of anxiety (such as phobias, panic attacks, obsessive-compulsive
behavior, acute and post-traumatic stress) and mood (such as depressive and
bipolar problems). Personality, schizophrenic, substance abuse, and dementia-
related disorders also are treated frequently by psychiatrists. Such conditions are
described in detail in the American Psychiatric Association’sDiagnostic and
Statistical Manual of Mental Disorders(4th ed., 1994, DSM-IV).

Applications
A well-formulated psychiatric diagnosis facilitates treatment planning for mental
and emotional disorders. Psychiatric diagnoses, however, are very complex. They
are described in a system with five axes of information in order to give a compre-
hensive picture of how well a person is functioning in everyday life. Axis I pertains
to clinical conditions diagnosed in infancy, childhood, or adolescence, as well
as other primary mental problems experienced by adults, including cognitive,
substance-related, psychotic, anxiety, mood, eating, sleep, impulse control, facti-
tious, somatoform, dissociative, and adjustment disorders. Axis II summarizes
problems related to personality and mental retardation. Axis III describes any
general medical conditions that are related to a person’s mental problems and that
may also warrant special attention. Axis IV summarizes psychological, social, and
environmental problems that may affect the diagnosis, prognosis, or treatment of
a person’s mental problems. Axis V is used to give a standardized, overall rating of
how well the person has been functioning with his or her disorder.

Once a diagnosis is formulated, a treatment plan is composed. Usually, it
involves some combination of medicinal and psychotropic drugs, bibliotherapy,
dietary and behavior change recommendations, and psychotherapy for the affected
individual or his or her entire family. Treatment compliance is critical, particularly
when psychotropic drugs are involved. As such, psychiatric treatment often in-
volves frequent initial contacts and an after-care plan of continued visits with the
psychiatrist or a support group able to encourage follow-through on the treatment
recommendations.

Perspective and Prospects
The concepts of mental health and illness have been in human cultures since
ancient times. As early as 2980b.c.e., priest-physicians were noted for their
treatment of spirit possession involving madness, violence, mutism, and melan-
choly. In those times, such problems were thought to originate from external,
supernatural forces. Later, during the rise of Greco-Roman philosophies in medi-
cine, such states of mind began to be explored more as disturbances of the brain
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and less as the result of supernatural causes. As such, treatments began to develop
greater reliance on methods such as vapors, baths, diets, and emetic and cathartic
drugs.

Over time, the field of psychiatry has matured and taken on a major role in
medicine. Research into the mind-body relationship has clarified how the mind can
influence the  healing of medical conditions, as well as how certain medical
conditions are rooted in psychological, social, and environmental problems, rather
than in a person’s biology alone. Additionally, advances in the development of
psychotropic drugs have played a major role in the treatment of disabling condi-
tions long thought to be untreatable, such as schizophrenic and bipolar disorders.

In the future, psychiatry is expected to continue developing a broad variety of
specialty areas. New techniques for working with children, adolescents, elders, and
individuals with particular medical problems or of a particular gender or cultural
background are developing rapidly. Finally, understanding the relationship be-
tween psychiatric disorders across the life span is likely to increase, as is the need
to develop treatments for complex scenarios involving multiple diagnoses.
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Psychoactive Drug

Therapy
Psychoactive Drug Therapy

Type of psychology:Psychotherapy
Fields of study:Biological treatments; nervous system

Psychoactive drug therapy is one approach to the treatment of various psycho-
pathologies. The  relationship  between  nervous  system  function  and behavior
enables the use of drugs intended to reduce symptoms associated with abnormal
psychology. One major goal is to design drugs that will permanently reverse
psychopathologies; this has been accomplished only rarely.

Principal terms
efficacy: a pharmacological term that addresses a drug’s ability to perform an

action or actions effectively
medicinal chemistry: a division of organic chemistry in which drugs that have a

potential for pharmacological activity are produced
neurotransmitter: a chemical substance released from one nerve cell that

communicates activity by binding to and changing the activity of another nerve
cell

psychopharmacology: the science that studies drugs that act on the nervous
system and are capable of altering behavior

receptor: a molecule or molecular complex that binds with a drug, resulting in an
interaction that leads to a pharmacological effect

therapeutic index: a pharmacological parameter that indicates safety by com-
paring a drug’s beneficial and adverse effects

tranquilizer: technically, an antipsychotic drug; often misused to refer to a
sedative-hypnotic drug

Overview
Humans have used drugs for a variety of purposes throughout the ages. The earliest
records demonstrate well-developed systems for therapeutic drug use; it is not a
farfetched extension to suggest that the medicinal use of drugs long preceded
recorded history. Early humans recognized the availability of useful medicines in
the natural world, particularly in plants, while also feeling the need to treat
ailments, including those that are now recognized as being associated with prob-
lems in the nervous system. Ancient use probably reached its peak in Egypt, where
a precursor to modern chemistry, medicinal alchemy, developed as a result of
considerable interest in health, life, and the afterlife.

Although intellectual activity in general stagnated during the Dark Ages, al-
chemy was kept alive in the Arabic world, and it slowly worked its way into
Europe. Alchemy is often associated with attempts to convert base metals such as
lead into precious metals such as gold, but medicinal alchemy held an equal footing
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during  the Middle Ages. These practices  were probably prescientific in  that
experimentation was blended in a complex fashion with mystical events, but the
development and use of medicines during that time laid a substantial foundation
for the modern era of drug use.

The scientific revolution was in progress by the time any substantial deviation
from the native and alchemical uses of drugs occurred. The real break came with
the end of vitalistic beliefs—that is, the belief that living matter somehow con-
tained special attributes beyond other matter. The end of vitalism ushered in the
field of organic chemistry, in which chemical knowledge is focused upon carbon
and its compounds, the building blocks of life. By the late nineteenth century,
organic chemists were gaining expertise in synthesis, the practice of constructing
new molecules from simpler building blocks. The power of synthetic chemistry is
that molecules can be designed from natural models or that unique substances,
unknown in nature, can be built. The twentieth century has been dominated by the
proliferation of synthetic chemicals, including drugs synthesized by organic chem-
ists.

Psychoactive drug therapy as a formal scientific discipline may date from the
reintroduction of the natural product ephedrine from China and the subsequent
synthesis of amphetamine, a closely related but more powerful stimulant of the
central nervous system, in the early third of the twentieth century. Parallel devel-
opments over time in philosophical beliefs about mind, brain, and behavior led to
changes in attitudes about the nature of mental illness. Slowly, people associated
psychopathology less with evil possession and other undefinable processes and
more with brain mechanisms that could be treated with components of the material
world. Drugs are one example of material substances that can affect brain function.
Psychoactive drug therapy thus has developed as a result of the convergence of
scientific thought in psychology and pharmacology.

Modern practice finds drug use for therapeutic purposes in a wide range of areas.
Chief among them are the sedative-hypnotic drugs, which are used for anxiety
reduction; the antidepressants, which are applied to clinical depression; and the
antipsychotics, which have revolutionized the medical treatment of schizophrenia
and other severe psychoses. All drug use involves complex outcomes, ranging from
extreme benefit, occasionally even cure, to severe adversity, including death.
Cost-benefit analysis is the rigorous study of the continuum of effects associated
with drug use, including therapy. Generally, scientific development of drugs has
resulted in drugs that are more specific in achieving wanted, beneficial outcomes
at the expense of nonspecific, unwanted, and adverse results. Accordingly, drug
development produces drugs whose cost-benefit analyses fall more toward the
benefit side.

As drugs evolve, previously important categories, such as amphetamine stimu-
lants, fall from therapeutic favor as finer tools, such as antidepressants, are intro-
duced. In a given family of drugs, such as the sedative-hypnotic family, one
generation replaces another. The barbiturate sedative-hypnotics widely used in the
1940’s and 1950’s were moved aside by the benzodiazepines, such as diazepam
(Valium), in the 1960’s. Psychoactive drug therapy involves the systematic search
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for new categories of drugs that  can be used to treat previously untreatable
disorders and for refinements of existing categories in order to produce safer, more
effective therapy. This article deals with this developmental edge, speculation
about future drug therapy, and the traditionally useful classifications.

Applications
From the standpoint of revolutionary impact, no drugs hold a higher position in the
psychotherapeutic realm than the antipsychotics. Until the mid-1950’s, there were
no efficacious drugs in this area. Standard approaches to treatment included
chronic institutionalization, shock therapy (both electrical and insulin), and psy-
chosurgery (lobotomy and lobectomy). All these regimens had serious limitations
in both efficacy and adversity.

In the early 1950’s, researchers introduced the drug reserpine (Serpasil) on the
strength of its active properties in the cardiovascular and nervous systems. Reser-
pine’s ability to reduce symptomology in schizophrenia and related psychoses
triggered the breakthrough into the age of antipsychotic drugs. In a very short time,
reserpine was superseded by chlorpromazine (Thorazine), the first of the phe-
nothiazine antipsychotics, which have remained the primary drugs of choice.
Thorazine’s introduction in 1955 produced a remarkable outflow of patients from
the  world’s mental institutions, since  its palliative properties of reduction of
emotionality, blockage of hallucination, and clearing of thought processes allowed
thousands of people to resume relatively normal lives as outpatients.

It is important to recognize that the phenothiazines do not cure psychoses.
Rather, the drugs have been shown to block the action of the neurotransmitter
dopamine in the brain. Antagonizing dopamine reduces symptomology but does
not end the disorder. Scientists are still struggling to find the causes of psychoses
among genetic, psychological, neurochemical, and social factors. Additionally,
phenothiazines are not without negative effects. Although the drugs show very high
therapeutic indices, suggesting high safety, there are problems that must be con-
sidered prior to and during administration of the agents. Foremost is the extremely
high probability that chronic users of phenothiazines will suffer from progressive,
sometimes irreversible, degeneration in the basal ganglia, leading to Parkinson-
like tardive dyskinesias (involuntary motor movements or facial twitches) and
related problems in secondary motor control. Like the efficacy of these drugs, these
problems also seem to be related to dopamine-blocking properties. Another prob-
lem, although of lesser frequency, is liver toxicity. Another category of antipsy-
chotics, the butyrophenones, haloperidol (Haldol) being the prototype, is also
frequently used. These drugs are often used to treat geriatric patients; overall, their
general pharmacology is very similar to that of the phenothiazines.

From the standpoint of societal impact, the sedative-hypnotic drugs are by far
the most important psychotherapeutic agents. Since the introduction of chlordiaze-
poxide (Librium) in 1962, the benzodiazepines have been the favored category of
sedative-hypnotic drugs. Each year in the United States alone, hundreds of millions
of dollars are spent on benzodiazepines, mostly for their anxiety-reducing proper-
ties. Diazepam (Valium), the best known of these drugs, shows a prototypical
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dose-related spectrum of activity from low-dose anxiety reduction to sedation,
hypnosis, and eventually anesthesia and coma at higher doses. The major advan-
tage of the benzodiazepines relative to older drugs such as the barbiturates—for
example, phenobarbital—is that the newer drugs are much more specific in their
actions. Consequently, the older drugs are much more depressive, have lower
therapeutic indices, and are much more likely to lead to overdose death as a result
of respiratory and cardiovascular arrest.

Sedative-hypnotic drugs are thought to act by means of complex interactions
with gamma aminobutyric acid (GABA) receptors in the brain. Unfortunately,
highly specific antagonists have not been available clinically. Development of
high-affinity antagonists is a priority of research in this field, because overdose
death, particularly with use of the older drugs, could be greatly reduced if ap-
propriate agents existed. The agonists, such as Valium, are also used for their
anesthetic, anticonvulsant, and muscle-relaxing properties. The sedative-hypnotic
drugs, frequently called tranquilizers, are likely to be highly used for years to
come. Development of even-higher-specificity agonists, perhaps working by
means of different mechanisms, is a common goal in the drug industry.

In terms of drugs that are becoming increasingly important, the antidepressants
lead the way. The first drugs that showed widespread efficacy are those known as
tricyclic antidepressants; amitriptyline (Elavil) and imipramine (Tofranil) are well-
known examples. They are often called first-generation antidepressants. Although
they have long latencies (a few weeks to months), these drugs are rather effective
in the general population of severely depressed individuals. The term “first genera-
tion” is a misnomer, because a group of drugs known as the monoamine oxidase
inhibitors (MAOIs) actually came first. The MAOIs, however, such as tranyl-
cypromine (Parnate), carry much greater toxicity, and are currently used in cases
that are refractory to other drugs. Thus, the first-generation drugs were the first to
have reasonable therapeutic indices.

A second generation of drugs became prominent in the 1980’s. Highly utilized
examples include trazodone (Desyrel) and fluoxetine (Prozac). Some controversy
surrounds these drugs in terms of their differential efficacy (with respect to the first
generation) and their safety. Broadly speaking, they are quite similar to the first
generation. All the antidepressants appear to act through biogenic-amine mecha-
nisms,  with special  emphasis on  norepinephrine and  serotonin. Some  of  the
second-generation drugs may be more specific toward serotonin.

No discussion of psychoactive drug therapy is complete without mention of
drugs used to treat bipolar disorders (manic-depressive disorders). Traditional
antidepressants are not usually effective in bipolar disorders. Instead, lithium salts,
usually lithium carbonate or lithium chloride, are used. Lithium is especially
remarkable because its organic structure is so much smaller than the organic
structures of most psychoactive drugs. Nevertheless, lithium is one of the only
known treatments for bipolar disorders; it is reasonably safe, provided the dosage
is carefully monitored and is not allowed to drift into the toxic range. Its mecha-
nism is unknown, although biogenic-amine mechanisms are frequently mentioned,
and its similarity to the sodium ion in neuroconduction has been recognized.

Psychoactive Drug Therapy Psychology and Mental Health

528



There are many other psychoactive drugs. Those agents outlined here, however,
constitute the heart of the category. The hallucinogens (psychotomimetics and
psychedelics), which  are  unusually  potent and show a  variety of neural and
behavioral activities, are worthy of note. These drugs have not, however, been
shown to be useful therapeutically. Another extremely important category is the
opiate or narcotic group. These drugs are especially fascinating in a psychological
sense, in that their great effectiveness in relieving severe pain is associated more
with an individual’s perception of pain severity than with actual blockage of
painful stimuli.

Perspective and Prospects
Psychoactive drug therapy has become an important component of clinical medi-
cine with the recognition that few disorders can be effectively addressed by means
of a single therapeutic regimen. Multifaceted approaches involving parameters
from the psychological, sociological, pharmacological, and cultural realms are the
rule rather than the exception. The increased importance of drug therapy also
mirrors two other important trends: the increasing emphasis in science generally
to embrace, at least in part, materialistic philosophical trends; and the boom in
medical chemistry, which has made available many new, useful drugs.

In the past,  drugs such as strychnine, salts of arsenic,  mercury, lead, and
chloroform were vital pharmacotherapeutic agents. Today, these substances are
considered to be poisons, common laboratory chemicals, or, at best, therapeutic
drugs of dubious character. This is not to say that these substances had no value. In
most cases, they did have value; however, they have been superseded by agents
with greater specificity, higher therapeutic indices, and targets that are better
known. Thus, such previously used drugs are said to be antiquated. It does not take
a great leap of imagination to suggest that any psychoactive drug list may become
antiquated. In fact, it is the hope of almost all workers in this field that currently
favored drugs will be displaced. Broadly speaking, few (if any) drugs in use today
are ideal. Most are not curative, many lack specificity, and more than a few have
therapeutic indices that are lower than one would wish.

Two significant trends should revolutionize the psychoactive drug list during the
twenty-first century.  First,  a greater understanding  of psychopathologies will
progressively refine the targets for drugs. This awareness will arise from a number
of areas. Drugs themselves are extraordinary tools for gaining a better under-
standing of the nervous system. Additionally, the behavioral and cognitive ap-
proaches to psychology, the evolution of counseling techniques and theories, and
developments in the social sciences will increasingly shed light on the etiology of
psychopathologies.

Second, drug development is undergoing revolutionary changes. Traditional
development has centered on what are known as structure-activity relationships.
This approach has been productive, but the continuous alteration of structure to
achieve greater activity with higher specificity is a long process that has clear
limitations. Progress in molecular biology in the latter half of the twentieth century,
coupled with powerful computer modeling tools for molecules, has led pharma-
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cologists to examine drug receptors themselves. As these macromolecular recep-
tors become better understood in a chemical and three-dimensional sense, drugs
can be efficiently designed to interact with the receptors. It is quite realistic to
propose that psychotherapeutic drug therapy will be much more effective, safer,
and in many cases even curative in the decades ahead. This is encouraging for
scientist, clinician, and patient alike.
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Psychoanalysis
Psychoanalysis

Type of psychology:Psychotherapy
Fields of study:Classic analytic themes and issues; evaluating psychotherapy;

psychodynamic therapies

Classical psychoanalysis, developed by Sigmund Freud, was first used to treat
people with symptoms (such as hysterical paralyses) lacking an organic cause.
Modern psychoanalysis is more widely applicable, including to those whom Freud
considered untreatable by psychoanalysis, those who are particularly resistant to
treatment, and those who have had disappointing experiences with previous therapy.

Principal terms
classical psychoanalysis: the method of treatment of psychological disorders

that was developed by Sigmund Freud
countertransference: errors therapists make in response to the errors their

clients make; clients may assume that the therapist is omniscient and omnipo-
tent, for example, and therapists may see themselves as infallible

development: the course of change and growth that an individual follows
throughout life

psychoanalyst: a person who has completed psychoanalytic training, a special-
ized and comprehensive form of psychotherapeutic training

psychotherapist: a person who may have had a range of psychotherapeutic
training (much or little); a general term for practitioners of various types of
therapy

transference: the errors clients make when they view therapists; one example
would be believing that therapists will be as punitive toward them as their
original caregivers were

Overview
Psychoanalysis, a method of treating psychological disorders and a way of inves-
tigating why people do what they do, was formulated by Sigmund Freud around
the beginning of the twentieth century. When psychoanalysts and others in the
mental health field investigate the reasons individuals act in specific ways (for
example, avoiding contact with others), they are exploring human motivations.
People who have completed psychoanalytic training are called psychoanalysts.
Psychoanalysis was originally the province of psychiatry because Freud was a
physician (by definition, a licensed psychiatrist is also a licensed physician). Since
then, however, the specialty has broadened to include psychologists, social work-
ers, the clergy, nurses, teachers, administrators, artists, and scientists.

Classical psychoanalysis is intended to assist individuals who have entered
treatment. Those people most in need, however, usually do not elect treatment;
those who enter appear to be better off than those who avoid saying “I need help.”
The ways in which help is rendered derive from the concept of excavating:

531



Psychoanalysts “dig” for motivations of which clients may be unaware or less than
fully aware; self-defeating patterns of thinking, feeling, or acting; and blocks to
optimal functioning. Modern analysts share such conceptualizations. Both classi-
cal and modern analysts employ views of awareness ranging from conscious
awareness through what Freud termed “preconscious” (accessible to awareness
under the right conditions of preparation or growth) to “unconscious.” Freud’s is a
tripartite schema, but what exists is a continuum between the polar extremes of full
awareness and complete unawareness.

Freud developed the theory and technique that became classical psychoanalysis.
It includes free association and the concepts of transference and resistance. Free
association means that people in psychoanalytic treatment say whatever occurs to
them, no matter how illogical, bizarre, or embarrassing their utterances may be.
Free association has been called the “fundamental rule” of classical psychoanaly-
sis. Transference constitutes the mistaken assumptions that a client makes about
the analyst. For example, hope or magical thinking may generate the view that the
analyst can and will  fix everything without  the  person in therapy having  to
undertake any responsibilities for the treatment or for personal growth outside it.
Pessimism (stemming, for example, from previous mistreatment) may be respon-
sible for mistrust of the analyst or for an expectation that the analyst will be as
condemnatory as others were.

Sigmund Freud, the founder of psychoanalysis.(Library of Congress)
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Resistance refers to the many ways clients disregard requests to free-associate,
refuse to observe other rules of treatment, or sabotage their own progress toward
health. Resistance shows the analyst that the client is avoiding something that is
difficult to confront and therefore important.

The person in analysis is not the only one who misperceives the other. The
analyst is also a human being and is therefore vulnerable to countertransference.
Analysts may find themselves succumbing to acting on these feelings, thereby
helping the client to sabotage progress and avoid change. Experienced and talented
psychoanalysts, however, can use countertransference to understand and help their
clients.

Freud learned that the analyst must resist certain temptations in order for therapy
to be most effective. When the client is free-associating, the analyst should resist
the impulse to offer interpretations immediately. Interpretations are explanations
such as, “The reason you are experiencing inappropriate fear is that the dread of
your father, instilled in you when he treated you harshly, has generalized to include
others who resemble your father in their authority over you.” The technique of
interpretation was conceived as the principal manner in which the insights deduced
by the psychoanalyst were to be imparted to the patient. The analyst’s task is to
listen carefully and respectfully, enabling the client to broaden and deepen trans-
ferential distortions or denials of reality, before offering interpretations.

Modern psychoanalysis evolved for  several  reasons. First, clients who are
especially vulnerable, only marginally functional, or clearly at risk display tremen-
dous fears and intractable resistances. Until such time as substitute behaviors
become available to them and they are able to relax and ultimately discard their
defenses, their resistances (defenses manifested during sessions) should be re-
spected, understood, and used by their therapists. Modern psychoanalysis attempts
to do so. Second, vulnerable clients demonstrate exquisite sensitivity to attempts
to direct their activities  or even  to  provide  suggestions.  They have received
insufficient practice in running their lives and need more autonomy, not less. They
have received too many orders and need fewer directives. Modern analysts try to
minimize directions or suggestions (even when these are requested or demanded),
to limit what they say to the briefest and fewest interventions, to avoid confronta-
tions if possible, and to refrain from providing interpretations until clients give
evidence of having achieved the maturity to accept and profit from them. Many
practitioners believe that when clients are able to use interpretations, the clients
themselves are more likely to originate them.

Applications
The essential distinction between psychoanalysis (both classical and modern) and
other modalities of psychotherapy (including psychoanalytically oriented ones)
rests not upon frequency of sessions or whether the client uses the couch rather
than sitting face-to-face with the therapist but upon whether the treatment employs
free association, transference, and resistance (embracing the preconscious and
unconscious) and is an ego-maturational process. Analytic clients are assisted in
becoming aware of alternatives,  including new  ways  of  viewing life events.
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Psychoanalysis tries to determine the ways clients avoid seeing and doing the
things of which they are capable. Other therapies tend to be problem-oriented.

Modern psychoanalysis deals with a much wider spectrum of client pathologies
than classical psychoanalysis and is prepared to work with clients whom current
classical psychoanalysts regard as unsuitable for treatment. Modern analysts mod-
ify the fundamental rule of free association and ask clients to say whatever they
wish, rather than demanding that they say everything. The objective of enabling
clients to be able to say everything, however, remains the same. When the ego
strength of clients permits, modern analysts say more, but they prefer asking
questions to answering them or making statements.

Making statements tends to be regarded as objectionable either because unsolic-
ited statements are interpreted by the client as being lectures (which is often true)
or because they derive from the therapist’s own insecurities. Self-initiated requests
for help are considered evidence of progress. Questions asked by clients frequently
conceal other questions they may have. Answering the original question makes it
less likely that the other, more important questions will be unearthed.

Modern analysts attempt to reverse the direction of clients’ self-injurious acts.
Attacking  oneself is conceptualized  as the “narcissistic  defense” intended  to
protect “the object” (Freud’s term for the “other,” the most typical example of
which is the first object of the infant’s rage, the nurturer). Anger is precipitated by
frustration, unmodulated rage by abuse or neglect. Modern analysts offer them-
selves as legitimate objects of criticism. All communications of disapproval are
accepted. Acts are discouraged, although intentions are unobjectionable and may
be explored if the client can tolerate exploration. It is all right towantto destroy or
hurt, but it is not all right todoeither. Clients may be assisted to see such acceptable
alternatives to destructive actions as hostile thoughts, negative feelings, and de-
structive fantasies. Clients are seen as engaging in the most harmful behaviors
when they damage themselves—physically, psychologically (destroying their
minds and requiring institutionalization), or both. Progress is demonstrated when
clients start attacking others and diminish self-attacks. Further progress consists of
their proceeding toward verbalization of their feelings, concerns, and wishes;
diminishing ego-oriented attacks upon others even if expressed in words; and
attempting to confine attacks solely to the analyst, who is expected to deal more
constructively with them than laypersons are.

Attacks are difficult, even for professionals, especially when taken personally.
Therapeutic work is made more tolerable, and even challenging, by personal
analysis and supervision that enable practitioners to view the attacks as part of
transference, a generalized phenomenon and a component of desirable progress.
Analysts view abuse of themselves by clients, however (as opposed to verbal
attacks), as harmful to both parties and as treatment-destructive. When one injures
another, one injures oneself. Analysts insist that both they and their client or clients
(partners in a dyad, or members of a family) be treated respectfully.

One significant difference between classical and modern psychoanalysis con-
cerns the attitude toward, and use of, countertransference. Both classical and
modern analysts recognize the inevitability and importance of countertransference.
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Freud, recognizing its perils, urged that it be obliterated as completely as possible;
this was unrealistic. Moreover, countertransference can be used productively.
Modern analysts, in fact, regard countertransference as the most valuable source
of information about their clients and as the key to the most effective treatment.
The comprehension  of objective countertransference (feelings induced in  the
analyst by a client’s problems) permits the analyst to understand more fully what
the client is experiencing and formulate a treatment strategy. The recognition and
correction of subjective countertransference (preexisting personal problems) via
personal analysis and supervision afford measures to prevent analysts’blindnesses,
vulnerabilities, and irrational expectations from interfering with their responsibili-
ties for the welfare of their clients.

Classical psychoanalysts tend to agree with Freud that persons with particular
kinds of mental illness (such as schizophrenia or narcissistic disorders) are not
analyzable. They also regard interpretations as one of the foundations of treatment.
In contrast, modern analysts regard no one with a psychologically reversible
disorder as untreatable. In treating more vulnerable and remote clients, they have
learned that interpretations can be viewed as attacks by such clients. They refrain
from employing such feedback until they are sure that interpretations can be
tolerated by the client.

Modern psychoanalysts are aware that thoughts and feelings play important
roles in causing, exacerbating, ameliorating, treating, and curing somatic (that is,
physical or bodily) conditions. Modern analysts have sought ways of treating
organic disease (such as cancer) psychoanalytically—in effect considering such
conditions psychologically reversible disorders rather than disease entities that are
unchangeable.

Modern analysts are aware that a client’s failure to make progress with a certain
analyst does not necessarily mean that the individual will never have success in
therapy. It may simply mean that the client does not have a proper “fit” with the
analyst. Working with a different analyst, the client may have quite a different
experience. Again, the effects of countertransference are important; in a curative
relationship, the analyst should be able to experience feelings induced by the client
and return to the client the necessary therapeutic feelings—appropriately spaced
and in correct dosages—that lead to progress and eventual recovery.

In both classical and modern psychoanalysis, the intensity of treatment (the
number of sessions per week) is often the result of a number of variables. These
may include the particular benefits the client hopes  to receive,  how  rapidly
progress is desired, the ability of the client to afford the practitioner’s fees, and the
time available to both. One exception to this rule would be that modern analysts
prefer limiting sessions to once a week at the beginning of therapy in order to assess
whether the ego strength of the client is adequate to cope with the more intense and
unsettling regression that occurs with more frequent sessions. Fees, like session
frequency and treatment length, vary considerably. Professionals often employ a
“sliding scale” of fees to accommodate people’s varying abilities to afford treat-
ment.
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Perspective and Prospects
Before Sigmund Freud developed his theory at the beginning of the twentieth
century, methods of dealing with psychological interferences with functioning
(what are now called neuroses, character disorders, borderline conditions, and even
some schizophrenias) as well as with more severe conditions (such as psychoses,
narcissistic disorders, and chronic schizophrenias) lacked coherence and effective-
ness. Functional impairment was perceived as being physiologically caused, even
if a precise cause could not be located; it was therefore seen as requiring physi-
ological treatment. Impairments that were psychological went untreated, often
even undetected. The care of the more serious  mental illnesses was at best
ineffectual and at worst cruel and inhumane.

Freud confronted people with the concept that, in the psychic realm, they are not
masters but servants of hidden drives and desires. Irrationality was suddenly seen
as a universal condition. Freud’s patients were upper-middle-class people who
came for treatment of such conditions as “hysteria,” in which psychic conflict is
converted into a curtailment of functioning, such as blindness or an inability to
perform particular motor skills. Other conditions he treated included autonomous
episodes (such as sleepwalking) and anatomic anomalies. One anatomic anomaly,
for example, is glove anesthesia, in which a patient has no sense of feeling in an
area roughly corresponding to that covered by a glove; since no local injury could
cause such a loss of feeling, it is a symptom of a functional disorder, most likely
hysteria. All of these lacked an organic explanation. Freud provided a blueprint for
such mental disorders: the psychodynamic method of explaining them and the
psychoanalytic method of treating them. He also furnished concepts of develop-
ment (of both individuals and groups—even civilizations) and personality, as well
as two explanations of why dreams occur. His work ultimately led to countless
other ways of explaining people, the events in which they participate (history), and
the artifacts they create (literature, art, and music).

Freud has had many critics, and for good reason. His view of females, for
example, was clearly flawed; it reflected the male-dominated society of his day
that subordinated women and underestimated their potentials for accomplishment
and creativity. Nevertheless, Freud’s impact has been substantial and pervasive,
and most of his contributions are incorporated into theory and practice.
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Psychosis
Psychosis

Type of psychology:Psychopathology
Fields of study:Cognitive processes; social perception and cognition

Psychosis is the most severe mental disorder, in which the individual loses contact
with reality and suffers from such symptoms as delusions and hallucinations.

Principal terms
delusion: a false belief that is held despite strong evidence to the contrary
functional psychoses: psychoses for which no organic causes can be found
hallucination: a false perception of one of the five senses that is held despite

strong evidence to the contrary
organic psychoses: psychoses that can be attributed directly to a problem in the

structure, functioning, or chemistry of the brain

Causes and Symptoms
The individual with a psychosis displays disordered thinking, emotion, and behavior.
The individual fails to make sense of his or her surroundings, reacts inaccurately to
them, and develops false thoughts or ideas about them. The resulting behavior can be
described as peculiar, abnormal, or bizarre. Psychosis runs in families and most often
first appears in late adolescence or early adulthood. There are medical and physical
causes of some psychoses and some for which the cause is unknown. Psychosis
describes a group of symptoms that can be part of several formal psychiatric diagnoses
to include schizophrenia. Psychotic symptoms are characterized by delusions, halluci-
nations, disturbances of movement, and/or speech disturbances.

Delusions are false beliefs that are held despite strong evidence to the contrary.
An example of an extreme delusion might be a man who believes that someone has
planted a radio transmitter in his brain that sends signals to creatures on Mars.
Hallucinations are false perceptions of the senses that, like delusions, are held
despite strong evidence to the contrary. Hallucinations can involve any of the five
senses. Examples of extreme hallucinations include feeling as if one is covered by
ants; seeing green cows walking through the wall; hearing voices that do not exist;
and smelling a constant odor when none is present.

Disturbances of movement can occur with psychoses. For example, a woman
may become very exaggerated in her movements or, conversely, may become
motionless for periods of time. These disturbances of movement are clearly bizarre
and unnatural. Finally, speech disturbances are very common in psychoses. A man
might speak in a way which is not understandable to others. He may carry on a
conversation in which he believes that he is communicating normally but without
making sense. Alternatively, speech might be clear but the individual shifts from
one unrelated idea to another without being aware of doing so. Another psychotic
symptom is severe emotional turmoil described as intense shifting moods with
accompanying feelings of being confused.
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Treatment and Therapy
The treatment of psychoses involves removing or correcting the causes of the
psychosis when possible. Psychoses are often categorized as organic or functional,
which provides a way to communicate the cause of the psychosis and thereby the
appropriate treatment. Organic psychoses are attributable to disturbances in the
brain. These psychoses can be attributed directly to a problem in the structure,
functioning, or chemistry of the brain. Various physical conditions and abnormali-
ties can lead to psychosis, including thyroid disorders, drug reactions, infections,
epilepsy, tumors, and circulatory disorders (for example, strokes). The treatment
of organic psychoses involves removing or correcting the causes of the psychosis.
In the case of a psychosis caused by a disorder of the thyroid gland, the individual
might be prescribed medications to correct the thyroid problem or have the gland
surgically removed. Certain prescription and illegal drugs can cause a psychosis;
these include cocaine, alcohol, heart medications, and pain medications. In these
situations, the psychotic symptoms are often eliminated when the medication or
drug is discontinued. Organic psychoses may be the result of deteriorating physical
conditions, such as Alzheimer’s disease. Such a psychosis is typically nonrevers-
ible and is treated with tranquilizing medications to decrease the individual’s
discomfort and disruptive behaviors.

Functional psychoses are those psychoses for which no organic causes can be
found. Often the psychotic symptoms are part of a more traditional psychiatric
condition such as schizophrenia or depression. The mainstay of the treatment of
functional psychoses is medication therapy. As with the organic psychoses in
deteriorating physical conditions, tranquilizers are the most appropriate first-line
treatment for psychotic symptoms. The goal of therapy is to decrease the frequency
and disruption of psychotic thoughts and behaviors.

Individual, group, and family psychotherapy are also a major part of treating
individuals with functional psychosis or organic psychosis in deteriorating physi-
cal conditions. These therapies help to ensure compliance with the medication
therapy, decrease the tendency for relapse, and can even lead to the reduction in
the amount of medication required to relieve the individual’s symptoms. The goal
of psychotherapy is to help the individual maintain optimal functioning.

Occasionally, the patient with a psychosis may require inpatient hospitalization.
The experience of hallucinations or delusions can be particularly distressing and
can lead to a severe depression. Furthermore, these hallucinations and delusions
might be of a homicidal or suicidal nature. While hospitalization is not required in
treating individuals with psychosis, when individuals become a danger to them-
selves or to others, a brief inpatient hospitalization may be required to stabilize the
patients and return them to a higher state of functioning. During hospitalization,
patients are treated with medication therapy along with individual, group, or family
therapy until they can be safely returned to their environments. Occasionally,
patients with psychoses have multiple episodes during their lives requiring numer-
ous inpatient hospitalizations.
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Perspective and Prospects
Approximately 2 percent of all people in the world will develop a psychosis
sometime during their lifetime. Although psychoses typically first appear in late
adolescence or early adulthood, they may begin in middle to late life as well. The
symptoms are apparently equally common in males and females. Because there is
a strong family pattern to the psychoses, some have suggested a genetic predispo-
sition, and such evidence has been found. Environmental factors, however, such as
home environment, parenting, and traumatic life events may also play a role in
some psychoses.
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Psychosomatic Disorders
Psychosomatic Disorders

Type of psychology:Psychopathology
Fields of study:Cognitive processes; organic disorders; stress and illness

Psychosomatic disorders are physical disorders produced by psychological factors
such as stress, mental states, or personality characteristics. A variety of psycho-
logical or psychotherapeutic interventions have been developed to alter the indi-
vidual’s ability to cope with stressful situations and to change the personality or
behavior of the individual.

Principal terms
behavior modification: therapeutic techniques based on operant conditioning

methods employing rewards for desirable behaviors and nonreinforcement or
punishment for undesirable behaviors

biogenic: of biological or physical origin
biopsychosocial: combining biological, psychological, and social factors
cognitive: having to do with thought processes, such as images, memories,

thinking, and problem solving
psychogenic: of psychological origin
Type A behavior pattern: a pattern of personality characteristics which leads to

behavior that is thought to contribute to coronary heart disease
Type C behavior pattern: a pattern of personality characteristics thought to

contribute to development of cancer

Causes and Symptoms
Psychosomatic disorders are physical disorders which are caused by, or exacer-
bated by, psychological factors. These psychological factors fall into three major
groups: stress resulting from encounters with the environment, personality charac-
teristics, and psychological states. It should be noted that psychosomatic disorders
are different from two other conditions with which they are often confused.
Psychosomatic disorders are real—that is, they are actual physical illnesses that
have underlying psychological causes or that are made worse by psychological
factors. In somatoform disorders (such as hypochondriasis), by contrast there is no
physiological cause; another condition, malingering, is the faking of an illness.

Psychosomatic disorders can affect any of the organ systems of the body.
Certainly, not all physical disorders or illnesses are psychosomatic disorders; in
many cases, an illness or physical disorder is caused entirely by biogenic factors.
In many other cases, however, there is no question about the importance of
psychogenic factors. The American College of Family Physicians has estimated
that 90 percent of the workload of doctors is the result of psychogenic factors.

There are many familiar and common psychosomatic disorders that can affect
the body’s various organ systems. Included among them are skin disorders, such
as acne, hives, and rashes; musculoskeletal disorders, such as backaches, rheuma-
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toid arthritis, and tension headaches; respiratory disorders, such as asthma and
hiccups; and cardiovascular disorders, such as hypertension, heart attacks, strokes,
and migraine headaches. Other disorders have also been related to psychological
factors, including anemia, weakening of the immune system, ulcers, and constipa-
tion. Genitourinary disorders such as menstrual problems, vaginismus, male erec-
tile disorder, and premature ejaculation are included among psychosomatic disor-
ders, as are certain endocrine and neurological problems.

The relationship between the mind and the body has long been the subject of
debate. Early societies saw a clear link between the mind and the body. Early Greek
and Roman physicians believed that body fluids determined personality types and
that people with certain personality types were prone to certain types of diseases.
Beginning during the Renaissance period and continuing almost to today, the
dominant line of thought held that there was little or no connection between the
mind and the body. Illness was seen as the result of organic, cellular pathology.
Destruction of body tissue and invasion by “germs,” rather than personality type,
were seen as the causes of illness.

Sigmund Freud’s work with patients suffering from conversion hysteria began
to demonstrate both the importance of psychological factors in the production of
physical symptoms of illness and the value of psychological therapy in changing
the functioning of the body. Research conducted in the 1930’s and 1940’s sug-
gested that personality factors play a role in the production of a variety of specific
illnesses, including ulcers, hypertension, and asthma.

Today, the ascending line of thought can be described as a biopsychosocial view
of illness, which begins with the basic assumption that health and illness result
from an interplay of biological, psychological, and social factors. A man who
suffers a heart attack at age thirty-five is not conceptualized simply as a person who
is experiencing the effects of cellular damage caused by purely biological pro-
cesses that are best treated by surgery or the administration of drugs. The victim,
instead, is viewed as a person who also has engaged in practices that adversely
affected his health. In addition to drugs and surgery, therefore, treatment for this
man might include changing his views on the relative value of work and family as
well as emphasizing the importance of daily exercise and diet. If he smokes, he will
be encouraged to quit smoking. He might receive training in stress management
and relaxation techniques.

Few people today would argue with the proposition that stress is a fact of life.
Most have far more experience with stressors—those events that humans find
stressful—than they would willingly choose for themselves. Stress is one of the
major causes of  psychosomatic  disorders.  Stressors are  often assumed  to  be
external events, probably because stressful external events are so easily identified
and recognized. Many stressors, however, come from within oneself. For example,
one is often the only person who demands that one meet the strict standards that
one has set for oneself, and frequently judges oneself more harshly than anyone
else for failing to meet those standards. Especially since the late 1970’s and early
1980’s, cognitive psychologists have focused attention on the internal thinking
processes, thoughts, values, beliefs, and expectations that lead people to put
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unnecessary pressure on themselves that results in the subjective sense of stress.
Another contribution made by cognitive psychologists was the realization that a

situation can be a stressor only if the individual interprets it as stressful. Any event
that people perceive as something with which they can cope will be perceived as
less stressful than an event that taxes or exceeds their resources, regardless of the
objective seriousness of the two events. In other words, it is the cognitive appraisal
of the event, coupled with one’s cognitive appraisal of one’s ability to deal with the
event, rather than the objective reality of the event, that determines the degree to
which one subjectively experiences stress.

Continuing the tradition of the early Greek and Roman physicians, modern
personality theorists have often noted that certain personality characteristics seem
to be associated with a propensity to develop illness, or even specific illnesses.
Other personality characteristics appear to reduce vulnerability to illness. One of
the best-known examples of a case in which personality characteristics affect
health is that of the Type A behavior pattern (or Type A personality). The person
identified as a Type A personality typically displays a pattern of behaviors which
include easily aroused hostility, excessive competitiveness, and a pronounced
sense of time urgency. Research suggests that hostility is the most damaging of
these behaviors. Type A personalities typically display hyperreactivity to stressful
situations, with a corresponding slow return to the baseline of arousal. The hostile
Type A personality is particularly prone to coronary heart disease. By contrast, the
less-driven Type B personality does not display the hostility, competitiveness, and
time urgency of the Type A personality, and is about half as likely to develop
coronary heart disease.

Studies conducted in the 1970’s, and especially in the 1980’s, have led to the
suggestion that there is a Type C, or cancer-prone, personality. It is well known that
many natural and artificial substances produce cancer, but many researchers have
also noted that people with certain personality characteristics are more likely to
develop cancer, are more likely to develop fast-growing cancers, and are less likely
to survive their cancers. These personality characteristics include repression of
strong negative emotions, acquiescence in the face of stressful life situations,
inhibition, depression, and hopelessness. Encounters with uncontrollable stressful
events appear to be particularly related to the development of cancer. In addition,
some research suggests that not having strong social support systems contributes
to the likelihood of developing cancer.

Recent research has begun to focus on the possible interaction between risk factors
for cancer. For example, depressed smokers are many more times likely to develop
smoking-related cancers than are either nondepressed smokers or depressed nonsmok-
ers. One theory suggests that the smoking provides exposure to the carcinogenic
substance that initiates the cancer, and depression promotes its development.

It has been suggested that hardiness is a broad, positive personality variable that
affects one’s prospensity for developing stress-related illness. Hardiness is made
up of three more specific characteristics: commitment (to become involved in
things that are going on around oneself), challenge (accepting the need for change
and seeing new opportunities for growth in what others see as problems), and
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control (a belief that one’s actions determine what happens in life and that one can
have an effect on the environment). It has been hypothesized that people who
possess these characteristics are less likely to develop stress-related disorders
because they view stressful situations more favorably than do other people. Com-
mitment and control seem to be more influential in promoting health. Locus of
control is a related concept which has received much attention.

Locus of control refers to the location where one believes control over life events
originates. An external locus of control is outside oneself; an internal locus of
control is within oneself. The individual who perceives that life events are the result
of luck, or are determined by others, is assuming an external locus of control. The
belief that one’s efforts and actions control one’s own destiny reflects an internal
locus of control. Internalizers are thought to be more likely to assume responsibil-
ity for initiating necessary lifestyle changes, to employ more direct coping mecha-
nisms when confronted with stressful situations, and to be more optimistic about
the possibility of successfully instituting changes that are needed. This last charac-
teristic is sometimes called self-efficacy. Self-efficacy refers to the belief that one
is able to do what is needed and attain the intended effect.

Martin E. P. Seligman began to investigate the phenomenon of learned helpless-
ness in 1964. In part, his interest was fueled by his observations of the life and fate
of his father, who suffered a series of devastating strokes. Seligman found that
when faced with a situation in which they can do nothing to prevent or escape from
what is happening to them, both dogs and people often simply lie down and take it
(literally or figuratively). They learn the attitude of helplessness. He also found that
helplessness can be unlearned, but that it is usually difficult to do so because the
individual has quit trying to escape or avoid the situation. A decade later, Seligman
and his colleagues began to investigate the question of why some people (and dogs)
did notbecome helpless. They concluded that people (and, presumably dogs) who
adopt a pessimistic explanatory style become helpless when adversity is encoun-
tered, but that an optimistic explanatory style prevents the development of learned
helplessness.

Seligman has described the chain of events by which the pessimistic explanatory
style may lead to illness. Beginning with unfortunate experiences such as a serious
loss, defeat, or failure, the person with a pessimistic explanatory style becomes
depressed. The depression leads to depletion of a neurotransmitter substance called
catecholamine, and the body increases the secretion of endorphins—the body’s
own naturally produced form of morphine. When receptors in the immune system
detect the increased presence of the endorphins, the immune system begins to turn
itself down. Any disease agents that are encountered while the immune system is
weakened have a much greater likelihood of overwhelming the remaining defenses
of the immune system. This process is very similar to the situation faced by the
individual who contracts the human immunodeficiency virus (HIV) and develops
acquired immunodeficiency syndrome (AIDS). When the immune system of the
person with AIDS is unable to function effectively, opportunistic infections against
which the body could normally defend itself are able to take over. It is those
opportunistic infections that kill, rather than the HIV or AIDS itself.
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Treatment and Therapy
Since the hyperreactivity of the Type A behavior pattern is thought to be at least
partially genetically based, there are probably some limits on what can be done to
reduce the incidence of coronary heart disease resulting from physiological hyper-
reactivity. There is, however, much that can be done in other areas. Persons who
are prone to such disorders can be taught to exercise properly, eliminate unhealthy
dietary practices, and reduce or quit smoking. Of particular interest to psycholo-
gists is the opportunity to help these individuals by teaching effective coping
strategies, stress management, values training, behavior modification to control
Type A behaviors, and cognitive control of depression and other negative emotions.

Studies by psychologists have demonstrated a wide range of interventions that
can be helpful in reducing the danger of cardiovascular disease in Type A person-
alities. Exercise produces positive effects on physiological functioning, appears to
improve general psychological functioning, and reduces Type A behaviors. Cogni-
tive behavioral stress management techniques have been shown to reduce behav-
ioral reactivity. Values training focusing on changing the person’s perceptions of
the importance of occupational success and competitiveness has enabled them to
concentrate on more beneficial behaviors. Behavior modification techniques have
been used to alter the kinds of behavior that appear to be most dangerous for the
Type A person, substituting other behavioral responses in place of explosive speech
and hostility. Cognitive control of emotions produces more rapid physiological
recovery after stress.

Efforts by psychologists to help the Type C personality might focus on assertive-
ness training and altering the person’s belief that it is not appropriate to display
strong negative emotions, such as anger or frustration. Teaching the Type C person
to fight back against stressful life situations, rather that acquiescing to them, might
also be of benefit. Imagery therapy appears to be beneficial to some cancer
patients, perhaps for that reason, but also because it promotes the development of
learned optimism in place of learned pessimism. Promoting the development of
effective social support systems is another means for psychologists to have a
positive impact on the fight against cancer.

Perspective and Prospects
Psychosomatic disorders are not themselves considered mental disorders. While
the psychological factors that cause the physical illness are unhealthy or abnormal
from a psychiatric or psychological perspective, the psychosomatic disorder is a
real, physical illness or condition controlled by real, physical processes.

Somatoform disorders, on the other hand, are mental disorders which manifest
themselves through real or imagined physical symptoms for which no physical
cause exists. These symptoms are not intentionally produced by the client. Conver-
sion disorder is one of the somatoform disorders that laypeople often confuse with
psychosomatic disorders. Unlike the case with psychosomatic disorders, there is
no organic or physiological pathology that would account for the presence of the
physical symptoms displayed by the person suffering from a conversion disorder.
Hypochondriasis is the second somatoform disorder that is often confusing for
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laypeople. The person suffering from hypochondriasis fears or believes that he or
she has the symptoms of a serious disease, but the imagined “symptoms” are
actually normal sensations or body reactions which are misinterpreted as symp-
toms of disease.

Malingering is the third condition which is sometimes confused with psychoso-
matic disorders. The person who is malingering is faking illness, and is either
reporting symptoms that do not exist at all or which are grossly exaggerated. The
malingering is motivated by external goals or incentives.

By eliminating many of the diseases that used to be epidemic, especially those
which killed people early in life, medical science has increased the average life
expectancy of Americans by about thirty years since the beginning of the twentieth
century. Eliminating the psychological factors that cause psychosomatic disorders
holds promise for another increase in average life expectancy in the next few
decades. Heart disease, cancer, and strokes are the top three killer diseases in the
United States, and each has a powerful psychosomatic component. The reduction
in human suffering and the economic benefits that can be gained by controlling
nonfatal psychosomatic disorders is equally promising.

Cognitive and health psychologists have, particularly since the 1970’s, tried to
determine the degree to which cognitive psychotherapy interventions can boost
immune system functioning in cancer patients. They have also used behavioral and
cognitive therapy approaches to alter the attitudes and behaviors of people who are
prone to heart disease and strokes with considerable success. In the near future,
they can be expected to focus their efforts on two major fronts. The first will
involve further attempts to identify the psychological factors which might increase
people’s propensity to develop psychosomatic disorders. The second will involve
continuing efforts to develop and refine the therapeutic interventions intended to
reduce the damage done by psychosomatic disorders, and possibly to prevent them
entirely.

Bibliography
Chopra, Deepak.Creating Health. Boston: Houghton Mifflin, 1987. Chopra is a

proponent of meditation, an approach that many American psychologists do not
necessarily feel comfortable advocating. Nevertheless, this book is written by a
practicing physician for the layperson. He covers a wide variety of psychoso-
matic disorders, suggests a variety of healthy habits, and presents the viewpoint
that “health is our natural state.”

Fava, G. A., and H. Freyberger, eds.Handbook  of  Psychosomatic  Medicine.
Madison, Conn.: International Universities Press, 1999. A volume in the Stress
and Health series. Discusses fundamental, clinical, and treatment issues.

Finell, Janet Schumacher, ed.Mind-Body Problems: Psychotherapy with Psycho-
somatic Disorders. New York: Jason Aronson, 1997. Examines mind-body
problems in contemporary psychotherapeutic practice, introducing both theo-
retical perspectives and clinical realities.

Reisner, Morton F., ed.Organic Disorders and Psychosomatic Disorders. Vol. 3 in
American Handbook of Psychiatry. 2d ed., edited by Silvano Arieti. New York:

Psychosomatic Disorders Psychology and Mental Health

546



Basic Books, 1975. Heavy reading, but an authoritative source of information
on the subject of psychosomatic disorders. Chapters 1, 21, 25, and 36 offer a
particularly pertinent overview of the topic, and several chapters in part 2 focus
on specific psychosomatic disorders.

Seligman, Martin E. P.Learned Optimism. New York: Alfred A. Knopf, 1991.
Chapter 2 provides an especially interesting account of how two young upstart
graduate students can blow a hole in one of the most basic assumptions of a
well-entrenched viewpoint and promote the development of a new way of
looking at things. Chapter 10 describes how explanatory styles might affect
health and the mechanism by which this is thought to occur. A test developed to
measure explanatory styles is included in chapter 3, and the last chapters focus
on how to develop an optimistic orientation. A very readable book which
examines a most interesting concept.

Simonton, O. Carl, Stephanie Matthews-Simonton, and James L. Creighton.Get-
ting Well Again. New York: Bantam Books, 1980. Cancer researchers and
therapists examine the mind-body connection, effects of beliefs, causes of
cancer, effects of stress and personality, and effects of expectations on the
development and progress of cancer. They describe a holistic approach to
treatment, emphasizing relaxation and visual imagery, that is reported to pro-
duce cancer survival rates that are twice the national norm. A very readable
book which is readily available in paperback.

Taylor, Shelley E.Health Psychology. 4th ed. New York: McGraw-Hill, 1999. A
moderately high-level college textbook that comprehensively covers the gen-
eral field of health psychology. As could be expected, many research studies are
presented, and not all of them corroborate one another. The general reader
should have no particular difficulty handling this material; the writing is reader-
friendly.

John W. Nichols
See also:

Abnormality: Biomedical Models;  Cognitive  Behavior  Therapy;  Cognitive
Therapy; Depression; Hypochondriasis, Conversion, Somatization, and Somato-
form Pain; Stress; Stress: Coping Strategies; Stress: Physiological Responses.

Psychology and Mental Health Psychosomatic Disorders

547



Psychosurgery
Psychosurgery

Type of psychology:Psychotherapy
Fields of study:Biological treatments

Psychosurgery is a method for treating certain mental disorders by performing
surgical operations on the brain, either by severing the connections between
different parts of the brain or by destroying brain tissue in specific areas. Psycho-
surgery was popular from about 1935 to 1960; it has now largely been replaced by
drugs. It remains a highly controversial procedure.

Principal terms
bioethics: includes the study of the moral, ethical, and social issues posed by

treating mental disorders by biological means, especially psychosurgery
biological determinism: the belief that behavior is determined or caused by a

corresponding set of conditions within the brain
biomedical model: the belief, similar to biological determinism, that mental

illness is the result of dysfunction in certain areas of the brain
biomedical treatment: a therapy for mental disorders that is based on altering

brain function; includes drugs, electroconvulsive shock, and psychosurgery
lobotomy: the archetypical psychosurgical technique for destroying brain tissue;

although it is but one of several methods, it was the first and most commonly
performed and remains the most notorious

Overview
Psychosurgery, also referred to as psychiatric surgery, psychiatric neurosurgery, or
functional neurosurgery, is  a medical procedure  intended to alleviate certain
mental illnesses by destroying brain tissue in selected areas of the brain. Psycho-
surgery is based on the biomedical model of mental illness, which posits that
mental states and ensuing behavior are the result of activity in the nervous system.
That is, at the most fundamental level, human thoughts and actions are biologically
determined by the functioning nervous system. Therefore, mental illness and
abnormal behavior are caused by abnormalities in the nervous system: by the
release of certain neurotransmitters and/or by abnormalities in brain structure. If it
is assumed that the basis of a mental illness is an abnormality of the nervous
system, the appropriate therapy is biomedical: The nervous system is treated
directly to alleviate the problem. Biomedical treatments include psychosurgery,
electroconvulsive shock, and drugs.

Contemporary psychosurgery was founded in 1935 by the Portuguese neurosur-
geon António Egas Moniz. Egas Moniz attended a symposium in August, 1935, at
which Carlyle Jacobsen reported anecdotally a marked change in the level of
emotionality of a chimpanzee following destruction of a large part of the frontal
lobe of the cerebral cortex. Formerly, the chimpanzee had been highly emotional
and obstinate; following the operation, the chimpanzee appeared calm and coop-
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erative. Egas Moniz inquired of Jacobsen whether the technique could be used to
relieve anxiety states in humans; less than three months later, in November, 1935,
Egas Moniz performed his first operation.

Contemporary psychosurgery was founded in 1935 by the Portuguese neurosurgeon An-
tónio Egas Moniz, who was awarded the Nobel Prize in Physiology or Medicine for his
work. (©The Nobel Foundation)
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In these operations, two holes were drilled into the skull of mental patients.
Initially, alcohol was injected through the holes directly into the frontal lobes.
Commencing with the eighth operation, however, a scalpel-like instrument was
inserted through the hole into the frontal lobes, and a wire loop was then extended
from the scalpel and rotated, destroying whatever nerve tissues it contacted. Egas
Moniz coined the term “psychosurgery” to describe this kind of treatment. He
referred to his particular technique as prefrontal leucotomy (from the Greekleuco,
meaning “white matter,” or nerve fibers, andtome, meaning “knife”). The instru-
ment he used was called a leucotome.

Egas Moniz’s claims of success in alleviating extreme states of emotionality with
this procedure stimulated worldwide interest, excitement, and practice. About thirty-
five thousand operations were performed in the United States from 1936 through 1978,
with perhaps double that number worldwide. Psychosurgery was seen as a quick and
effective method for alleviating certain commonly occurring mental illnesses which
could not be treated rapidly and effectively by any other means, as well as providing a
partial solution to the problem of overcrowding in mental hospitals.

As other psychosurgeons began performing psychosurgery, new techniques
were developed that were believed to be improvements. Egas Moniz’s prefrontal
leucotomy, which did not permit precise location of the area to be cut, was
superseded by the prefrontal lobotomy, developed by the Americans Walter Free-
man and James Watts in 1937. Larger holes were drilled into both sides of the skull,
and a leucotome was inserted and precisely moved in a sweeping motion through
the frontal lobe. In 1948, Freeman introduced the transorbital lobotomy. This
procedure involved inserting an icepick-like knife through the top of the eye socket
into the brain and then swinging it back and forth. This procedure was quick and
efficient and could be performed as an office procedure. Freeman said that he could
perform fifty operations in a day.

The lobotomy was handicapped, however, by two important limitations. De-
struction of the frontal lobe usually produced a number of serious side effects.
Although the lobotomy was perhaps more precise than the leucotomy, the psycho-
surgeon still could not know with certainty exactly what part of the brain was being
excised. A considerable risk of damaging other areas of the brain or of inducing
hemorrhaging was present.

Later technological innovations and increased understanding of the structure of the
nervous system permitted more precise and less invasive surgical procedures. An
apparatus called the stereotaxis allowed precise mapping of the brain. Using this
instrument, Ernest Spiegel and Henry Wycis inserted electrodes into previously inac-
cessible parts of the brain and destroyed a small area of tissue with electricity. This
procedure initiated surgery on small and precisely located areas of the brain other than
the frontal lobes, thus minimizing side effects. Nevertheless, over its more than
fifty-year history, the vast majority of psychosurgical operations have been lobotomies.

Applications
As John Kleinig observes inEthical Issues in Psychosurgery(1985), nearly every
brain structure has at some point been subject to a psychosurgical procedure.
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Psychosurgery involving various brain structures has been performed in the belief
that specific abnormal mental states and behaviors that are unaffected by other
treatments can be alleviated through psychosurgery. According to Kleinig, psycho-
surgery has been used to treat many disorders.

Psychosurgery has not in general produced favorable results with schizophrenia.
Drugs are the preferred biomedical procedure. Schizophrenia is still occasionally
treated by psychosurgery, but only in those cases with a high emotional compo-
nent—that is, with affective behaviors or mood states. Psychosurgery has been
most commonly used with cases characterized by severe and disabling depression,
obsessive-compulsive disorders, and acute tension and anxiety. The purpose is to
even or level out the patient’s feelings and emotions. As with schizophrenia, drugs
are the preferred mode of treatment for these disorders; however, psychosurgery
may be a consideration for those patients who do not respond appropriately to
drugs and whose dysfunction is extremely severe.

Anorexia nervosa is the chronic refusal to eat sufficient food to maintain normal
health. It has been viewed by some as an extreme compulsion which may be related
to a disorder of the limbic system. Psychosurgery has been performed in extreme
cases. Hyperactive syndrome, or attention-deficit hyperactivity disorder, in chil-
dren has been viewed by some as a disorder that is a genetically based brain
dysfunction, and psychosurgery has been performed when other treatments have
failed. Uncontrollable rage and/or aggression is believed to be regulated by the
amygdaloid body in the limbic system. Moderately favorable results have been
reported with amygdalectomies performed on both adults and children.

Substance abuse and addictions can be viewed as analogues to compulsions. The
purpose of psychosurgery is to reduce the strength of the desire of the addiction’s
object. Data indicate favorable outcomes for certain groups of alcoholics and drug
addicts, but the efficacy of the procedure with obesity and compulsive gambling is
lacking.

Psychosurgery has been performed on pedophiliacs (child molesters) and others
who have engaged in violent sexual offenses, in order to remove the desire to
perform such acts. The operation has focused on the hypothalamus, a structure in
the limbic  system. In some cases, the operation has succeeded, probably by
producing a reduction of sexual desire in general.

The anterior angulate region of the limbic system, which is believed to be
involved with the perception of pain, has been subjected to psychosurgery. Some
favorable results have been obtained, which some believe are the result of the
alleviation of depression or obsessive behaviors associated with intractable pain.
Some pain specialists believe that psychosurgery is not appropriate in any instance.

It is apparent from this survey that psychosurgery has been employed for a wide
variety of disorders and performed upon a wide variety of patient populations. With
its introduction by Egas Moniz in the 1930’s, and its vigorous advocacy by Egas
Moniz in Europe and by Freeman and Watts in the United States, psychosurgery
was received with great hope and expectation. It was seen as providing a fast, easy,
and inexpensive way of treating certain mental illnesses that were unresponsive to
any alternative treatments available at the time. In addition, if institutionalized
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patients could be successfully treated by psychosurgery, they could be released,
thus simultaneously alleviating the abysmal overcrowding and intolerable condi-
tions of mental institutions and returning the patients to a productive life in society.
In fact, Egas Moniz won the Nobel Prize in Physiology or Medicine in 1949 in
recognition of his work. The citation states: “Frontal leucotomy, despite certain
limitations of the operative method, must be considered one of the most important
discoveries ever made in psychiatric therapy, because through its use a great
number of suffering people and total invalids have recovered and have been
socially rehabilitated.”

Perspective and Prospects
Egas Moniz’s Nobel citation may be contrasted with David L. Rosenhan and
Martin E. P. Seligman’s assessment of lobotomy in the second edition of their book
Abnormal Psychology(1989): “There is the danger that physicians and patients
may become overzealous in their search for a quick neurological cure. . . . [T]he
disastrous history of frontal lobotomies . . . should serve as a warning.”

Although the biomedical model is a sound theory, and biological treatments
have proved to be valuable and worthwhile, in retrospect, Rosenhan and Seligman
were correct. Lobotomies were, in general, “disastrous,” and their sorry history
provides a textbook example of how not to bring a new medical procedure on-line.
Irreversible destruction of brain tissue and side effects were produced by proce-
dures of highly questionable effectiveness.

The goals and desires of the early psychosurgeons may have been laudable, but
their methods were not. Within three months of hearing Jacobsen’s anecdotal
account, Egas Moniz was performing lobotomies, despite the lack of clear evi-
dence from prior animal experimentation that might at least support the irreversible
destruction of the brain tissue. Egas Moniz performed no animal experimentation
himself. He declared the frontal lobes to be the area of the brain responsible for the
mental disorders to be treated by psychosurgery. His reading of the scientific
literature to support his beliefs, however, was spotty and selective, and contradic-
tory evidence was ignored. Furthermore, there was present a large animal and
human literature clearly demonstrating a range of serious side effects and deficits
produced by lesions of the frontal lobes, such as apathy, retarded movement, loss
of initiative, and mutism. Yet, with no supporting evidence, Egas Moniz insisted
these side effects were only temporary. In fact, they could be permanent. Egas
Moniz’s initial report on twenty patients claimed a cure for seven, lessening of
symptoms in six, and no effect on six. An impartial review of these cases by Stanley
Cobb, however, concluded that only one of the twenty cases provided enough
information to allow a judgment.

Mercifully, the introduction of psychoactive drugs and growing criticism of
lobotomies effectively brought them to an end by the late 1950’s. Psychosurgery
is still occasionally performed; its advocates argue that newer techniques are used
that avoid the frontal lobes, that the procedure is based upon a good understanding
of how the nervous system functions, that side effects are minimal, that its use is
much more strictly monitored and regulated, and that it is viewed only as a
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treatment of last resort. Nevertheless, psychosurgery still remains highly contro-
versial. Many practitioners and scientists are skeptical about its effectiveness,
arguing that destruction of any brain tissue can produce unavoidable side effects;
psychosurgery is believed by these individuals to be an ethically and morally
unacceptable procedure of dubious value.
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Psychotherapy

Children
Psychotherapy: Children

Type of psychology:Psychotherapy
Fields of study:Behavioral therapies; group and family therapies; psychodynamic

therapies

Psychotherapy with children involves the use of psychological techniques in the
treatment of children with behavioral, cognitive, or emotional disorders. The
specific focus of treatment varies and may involve children only, parents only, or a
combination of these individuals.

Principal terms
externalizing disorders: children’s psychiatric disorders that  are likely to

disrupt the lives of individuals with whom they come in contact
family therapy: a type of psychotherapy that focuses on correcting the faulty

interactions among family members that maintain children’s psychological
problems

internalizing disorders: children’s psychiatric disorders that are likely to cause
greater internal distress to the children affected than to others

interpretation: therapists’comments regarding some aspect of children’s behav-
ior designed to promote insight into the causes of their psychological disorders

learning theory: principles derived from extensive experimentation that explain
the production and modification of behavior

play therapy: a system of individual psychotherapy in which children’s play is
utilized to explain and reduce symptoms of their psychological disorders

working through: a psychoanalytical term that describes the process by which
children develop more adaptive behavior once they have gained insight into the
causes of their psychological disorders

Overview
Various psychological techniques designed to treat children’s behavioral, cogni-
tive, or emotional problems are used in psychotherapy with children. The number
of children with psychological disorders underscores the need for effective child
psychotherapy: It is estimated that between 7 and 14 million, or between 5 and 15
percent, of America’s children suffer from psychological disorders. It is believed
that only one-fourth to one-third of all children who have psychological problems
receive psychotherapeutic services.

Children, like adults, may experience many different kinds of psychological
disorders. For example, in theDiagnostic and Statistical Manual of Mental Disor-
ders (rev. 3d ed.,  1987,  DSM-III-R), published  by the American Psychiatric
Association, forty-seven separate disorders were listed which primarily affect
children. This number does not include many disorders, such as major depressive
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disorder, which primarily affect adults but may also affect children. In general
terms, children’s disorders can be divided into two major categories: externalizing
and internalizing disorders.

Externalizing disorders are those in which children engage in activities that are
physically disruptive or are harmful to themselves or others. An example of this
type of disorder is conduct disorder. Conduct disorder is characterized by chil-
dren’s involvement in a continued pattern of behavior that demonstrates a funda-
mental disregard for the safety or property of others. In contrast to externalizing
disorders, internalizing disorders create greater emotional distress for the children
themselves than for others around them. An example of an internalizing disorder
is overanxious disorder. In overanxious disorder, the child experiences persistent,
unrealistic anxiety regarding numerous situations and events such as being liked
or school grades.

In response to the prevalence and variety of childhood disorders, many different
treatments have been developed to address children’s psychological problems.
Historically, the earliest interventions for addressing these problems were based on
psychoanalytic theory, developed by Sigmund Freud. Psychoanalysis is a type of
psychotherapy based on the idea that individuals’ unconscious processes, derived
from early childhood experiences, are responsible for the psychological problems
they experience as adults. One of the first therapists to adapt Freud’s psychoanaly-
sis to the treatment of children was Anna Freud, his daughter.

Psychoanalysis had to be modified for the treatment of children because of its
heavy reliance on individuals’verbalizing their unconscious thoughts and feelings.
Anna Freud realized that children would not be able to verbalize regarding their
experiences to the extent necessary for effective treatment. Therefore, beginning
in the 1920’s, she created play therapy, a system of psychotherapy in which
children’s responses during play provided information regarding their hidden
thoughts and feelings. Although play therapy had its roots in Sigmund Freud’s
psychoanalysis, this type of therapy came to be associated with other systems of
psychotherapy. For example, Virginia Axline demonstrates her version of play
therapy in the 1964 bookDibs: In Search of Self; her approach is based on Carl
Rogers’s person-centered therapy.

Also in the 1920’s, Mary Cover Jones was applying the principles of behavior
therapy developed by John B. Watson and others to the treatment of children’s
fears. Behavior therapy rests on the notion that all behavior, whether adaptive or
maladaptive, is learned and thus can be unlearned. Jones’s treatment involved
reconditioning, a procedure in which the object of which the child is afraid is
gradually associated with a pleasurable activity. By regularly associating the feared
object with a pleasurable activity, Jones was able to eliminate children’s fears.

Although early child analysts and behaviorally oriented psychologists attributed
many children’s problems to difficulties within their family environments, these
treatment providers’ primary focus was on treating the children, not their parents.
In the early 1940’s, however, Nathan Ackerman, a psychiatrist trained in the
psychoanalytic tradition, began to treat children in conjunction with their families.
His justification for seeing all family members in treatment was that families, like
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individuals, possess hidden conflicts that prevent them from engaging in healthy
psychological functioning. Therefore, the role of the family therapist was to
uncover these family conflicts, thus creating the possibility that the conflicts could
be addressed in more adaptive ways. Once these family conflicts were properly
handled, the causes of the child’s psychological problems were removed. Acker-
man’s approach marked the beginning of the use of family therapy for the treatment
of children’s problems.

Another historical movement within child psychotherapy is behavioral parent
training (BPT). BPT evolved from the recognition that parents are important in
shaping their children’s behavior and that they can be trained to eliminate many of
their children’s problems. Beginning in the late 1960’s, researchers such as Gerald
Patterson and Rex Forehand began to develop programs designed to target parents
as the principal persons responsible for change in their children’s maladaptive
behavior. In this system of psychotherapy, parents were taught ways to assess and
to intervene in order to correct their children’s misbehavior. The role of the child
was de-emphasized to the point that the child might not even be seen by the
therapist during the treatment process.

It is estimated that more than two hundred different types of child psychotherapy
exist; however, these specific types of therapy can be roughly divided into three
larger categories of treatment based on the primary focus of their interventions.
These three categories are children only, parents only, or children and parents
combined.

Applications
Individual child psychotherapy, the first category of psychotherapy with children,
focuses on the child alone because of the belief that the greatest amount of
improvement can result when the child is given primary attention in treatment. An
example of individual child treatment is psychodynamic play therapy. Originating
from the work of Anna Freud, the basic goal of psychodynamic play therapy is to
provide the child with insight into the internal conflicts that have caused his or her
psychological disorder. Once the child has gained sufficient insight, he or she is
guided in handling these conflicts in more adaptive ways. Play therapy can be
divided into three basic phases: initial, interpretative, and working-through phases.

In the initial phase of play therapy, the major goal is to establish a cooperative
relationship between the child and the therapist. The attainment of this goal may
require considerable time for several potential reasons. These reasons include a
child’s unwillingness to participate in therapy, lack of understanding regarding the
therapy process, and lack of a previous trusting relationship with an adult. The
participation in play activities provides an opportunity for the therapist to interact
with the child in a relaxed and interesting manner. The specific kinds of play
utilized differ from therapist to therapist but may include competitive games (such
as checkers), imaginative games involving different figures (hand puppets, for
example), or cooperative games (playing catch).

Once a sufficient level of cooperation is established, the therapist can begin to
make interpretations to the child regarding the play. These interpretations consist
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of the therapist identifying themes in the content or style of a child’s play that may
relate to a psychological problem. For example, in playing with hand puppets, a
child referred because of aggressive behavior may regularly enact stories in which
a larger puppet “beats up” a smaller puppet. The child’s therapist may interpret this
story as meaning that the child aggresses against others because he or she feels
inadequate.

Once the child gains insight into the internal conflict that has caused his or her
problematic behavior, the child is guided by the therapist to develop a more
adaptive way of handling this conflict. This final process of therapy is called
working through. The working-through phase may be the most difficult part of
treatment, because it involves the child abandoning a repetitive and maladaptive
manner of handling a conflict in favor of a new approach. In comparison to most
other psychotherapies, this treatment process is lengthy, ranging from months to
years.

The second category of child psychotherapy, parent training, focuses interven-
tion on the parents, because they are viewed as potentially the most effective
persons available to alleviate the child’s problems. This assumption is based on
several  factors,  including  the  great amount  of time parents spend with their
children, the parents’ control over the child’s access to desired reinforcers, and the
parents’ understanding of the child’s behavior because of their past relationship
with the child. Behavioral parent training (BPT) is the most common type of parent
training program. In BPT, parents are taught ways to modify their children’s
environment in order to improve their behavior.

The initial phase of this treatment process involves instructing parents in the
basics of learning theory. They are taught that all behavior, adaptive or maladap-
tive, is maintained because it is reinforced. The application of learning theory to
the correction of children’s misbehavior involves three principles. First, positive
reinforcement should be withdrawn from children’s maladaptive behavior. For
example, a parent who meets the demands of his screaming preschooler, who
throws a temper tantrum in the checkout line of the grocery store because she wants
a piece of candy, is unwittingly reinforcing the child’s screaming behavior. Second,
appropriate behavior that is incompatible with the maladaptive behavior should be
positively reinforced. In the case of the screaming preschooler, this would involve
rewarding her for acting correctly. Third, aversive consequences should be applied
when the problem behavior recurs. That is, when the child engages in the misbe-
havior, he or she should consistently experience negative costs. For example, the
preschooler who has a temper tantrum in the checkout line should not be allowed
money to purchase gum, which she had previously selected as a potential reward
for good store behavior, as the cost for her tantrum. In order to produce the greatest
effect, positive reinforcement and negative consequences should be administered
as close as possible to the occurrence of the appropriate or inappropriate behavior.

The final category of child psychotherapy, family therapy, focuses intervention
on both the child and the child’s family. Family therapy rests on the assumption
that the child’s  psychological problems were created and are maintained by
interactions among different family members. In this model, attention is shifted
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away from the individual child’s problems toward the functioning of the entire
family. For example, in structural family therapy, a widely practiced type of family
therapy, the boundaries between different family members are closely examined.
Family boundaries represent the degree of separation between different family
members or subsets of members (for example, the parent-versus-child subset).
According to Salvador Minuchin, the  originator of structural family therapy,
families in which there is little separation between parents and children may cause
certain children to misbehave as a way to gain increased emotional distance from
their parents. On the other hand, families characterized by too much separation
between parents and children may cause certain children to become depressed
because of the lack of a confiding relationship with a parental figure. Regardless
of the child’s specific disorder, all family members, not the child or parents alone,
are the focus of treatment.

Perspective and Prospects
The two large questions that can be asked regarding psychotherapy for children are
whether it is effective and whether one type of treatment is more effective than
others. The answer to the first question is very clear; psychotherapy is effective in
treating the majority of children’s psychological disorders. Two major studies in
the 1980’s reviewed the existing research examining the effects of child psycho-
therapy. The first of these studies was conducted by Rita Casey and Jeffrey Berman
(1985), and the second was conducted by John Weisz, Bahr Weiss, Mark Alicke,
and M. L. Klotz (1987). Both these studies found that children who received
psychotherapy were better off than approximately 75 percent of the children who
did not receive psychotherapy. Interestingly, Weisz and colleagues found that
younger children (ages four to twelve) appeared to obtain more benefit from
psychotherapy than older children (ages thirteen to eighteen). In addition, Casey
and Berman found that girls tend to receive more benefit from psychotherapy than
boys.

As one might expect, some controversy exists in attempting to answer the
second question, regarding which treatment is the most effective. Casey and
Berman concluded that all treatments were equally effective; however, Weisz et al.
found that behavioral treatments were more effective than nonbehavioral treat-
ments. Disagreement regarding which type of psychotherapy is most effective
should not be allowed to obscure the general conclusion that psychotherapy for
children is clearly beneficial. Many investigators would suggest that the common
characteristics shared by all types of child psychotherapy are responsible for the
relatively equivalent improvement produced by different treatments. For example,
one of these common characteristics may be the therapist’s and child’s expecta-
tions that therapy will result in a reduction in the child’s psychological problems.
In spite of the treatments’ apparent differences in rationale and method, it may be
that this component, as well as other common elements, accounts for much of the
similarity in treatment outcomes.

The number of psychotherapeutic approaches available to treat children’s psy-
chological disorders has exploded since their introduction in the 1920’s. Recent
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research has clearly demonstrated the effectiveness of psychotherapy for children.
Controversy still remains, however, regarding which treatment approach is the
most effective; continued research is needed to address this issue. Of greater
urgency is the need to provide psychotherapy to the approximately 5 to 10 million
children with psychological disorders who are not being served. Perhaps even
more cost effective, in terms of both alleviating human suffering and reducing
costs, would be the development of programs to prevent children’s psychological
disorders.
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Psychotherapy

Effectiveness
Psychotherapy: Effectiveness

Type of psychology:Psychotherapy
Fields of study:Evaluating psychotherapy

Psychotherapy is a rapidly expanding field; it has been estimated that there are
more than four hundred psychotherapeutic approaches. Research evaluating the
effectiveness of psychotherapy serves a primary role in the development and
validation of therapeutic approaches. Studies have examined the effectiveness of
psychotherapy on thousands of patients. Although such studies often produce
contradictory and perhaps even disappointing findings, there is clear evidence that
psychotherapy is effective.

Principal terms
case study: an unsystematic report of treatment which is typically based on a

therapist’s opinions about the results
empathy: the ability to convey an understanding of the client’s emotional experi-

ences
meta-analysis: a set of quantitative (statistical) procedures used to evaluate a

body of empirical literature
placebo: a procedure designed to be inert or inactive; used frequently in research

designs as a method of controlling certain variables
randomization: a procedure in which patients or treatments are selected without

regard for particular variables; for example, flipping a coin to decide who goes
first

relapse: reexperiencing an earlier problem or returning to a previous level of
functioning

spontaneous remission: recovery from an illness; improvement without treat-
ment

Overview
Although the roots of psychotherapy can be traced back to ancient times, the birth
of modern psychotherapy is frequently targeted with the famous case of “Anna O.”
in 1882. Physician Josef Breuer, who was a colleague of Sigmund Freud, described
Anna O. as a twenty-one-year-old patient with multiple symptoms including
paralysis and loss of sensitivity in her limbs, lapses in awareness, problems in
vision and speech, headaches, and dual personality. During treatment, Breuer
found that if Anna discussed every occurrence of a symptom until she described its
origin and vividly recalled its first appearance, the symptom would disappear.
Hypnosis was also employed to help Anna O. eliminate the symptoms more
rapidly. (Eventually, Breuer stopped working with this patient because of numer-
ous difficulties, including his jealous wife and his patient’s tendency to become
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hysterical.) Anna O., whose real name was Bertha Pappenheim, later became well
known throughout Germany for her work with children, prostitutes, and Jewish
relief organizations.

The case of Anna O. is not only important as perhaps representing the birth of
modern psychotherapy but also characteristic of a method of investigation referred
to as the case study or case report. A case report attempts to highlight descriptions
of a specific patient and treatment approach, typically as reported by the therapist.
Given the fact that most patients treated in psychotherapy are seen individually by
a single therapist, it is not surprising that some of the most influential literature in
the history of psychotherapy is based on case reports. Unfortunately, the vast
majority of case reports are inherently problematic in terms of scientific merit and
methodological rigor. Moreover, it is very difficult to determine which factors are
most effective in the treatment of any particular patient. Thus, whereas case reports
are common in the history of psychotherapy research, their value is generally
limited.

The earliest psychotherapy outcome studies were conducted from the 1930’s to
the 1960’s. These initial investigations were concerned with one primary question:
“Does psychotherapy demonstrate positive effects?” Unfortunately, the research
methodology employed in these studies was typically flawed, and interpretations
proved ambiguous. The most common area of disagreement in the early investiga-
tions was the concept of “spontaneous remission.” That is, psychotherapy was
evaluated in comparison to the rates of improvement seen among patients who
were not currently receiving treatment.

For example, British psychologist Hans Eysenck created a furor in the early
1950’s, one which continued to trouble psychologists and mental health workers
for several decades. Eysenck concluded, on the basis of his review of twenty-four
studies, that psychotherapy produced no greater changes in individuals than did
naturally occurring life events. Specifically, he argued that two-thirds of people
with neurotic disorders improve over a two-year period with or without psycho-
therapy. Two particular problems with his review warrant comment, however; first,
the studies that were included in his review rarely employed randomization, which
raises significant concerns about subsequent interpretations. Second, later analyses
of the same data set demonstrated that Eysenck’s original estimates of improve-
ments in the absence of treatment were inflated.

The manner in which research investigations were conducted (the research
methodology) became more sophisticated in the 1970’s. In particular, research
designs included appropriate control groups to account for spontaneous improve-
ments, randomly assigned experimental conditions, well-specified treatment pro-
tocols administered by well-trained therapists, and improved instruments and
procedures to measure effectiveness. As a result, it became increasingly clear that
many psychotherapies demonstrate statistically significant and clinically meaning-
ful effects on patients. Not all patients reveal improvement, however, and many
patients relapse following successful treatment.

In 1977, researchers Mary Smith and Gene Glass presented a review of 375
psychotherapy outcome studies via a newly devised methodology called “meta-
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analysis.” Meta-analysis literally means “analysis of analyses” and represents a
statistical procedure used to summarize collections of research data. Meta-analysis
is frequently regarded as more objective and more sophisticated than traditional
review procedures such as those employed by Eysenck. Smith and Glass revealed
that most patients who entered outpatient psychotherapy showed noticeable im-
provement. In addition, the average therapy patient improved more than did 75
percent of comparable control patients.

The results reported by Smith and Glass were controversial, and they stimulated
much productive debate. In particular, the authors were criticized for certain
procedural steps (for example, excluding particular studies and including others).
In response to such criticism, many researchers conducted additional meta-analytic
investigations to examine the empirical effectiveness of psychotherapy. Of particu-
lar importance is the large follow-up investigation that was conducted by Smith,
Glass, and Thomas Miller in 1980. The authors presented many detailed analyses
of their results and expanded the data set from 375 studies to 475 studies involving
approximately twenty-five thousand patients treated by seventy-eight therapies
over an average of sixteen sessions. Smith, Glass, and Miller revealed that the
average therapy patient was better off than 80 percent of the control group.

To date, numerous studies have provided evidence for the general effectiveness
of psychotherapy to produce positive changes in targeted problem areas; however,
psychotherapy is not a unitary procedure applied to a unitary problem. Moreover,
many of the nearly four hundred psychotherapeutic approaches have yet to be
systematically evaluated. Thus, it is important to understand the empirical evidence
for specific treatment approaches with specific patient populations. It is similarly
important to note that each therapist is a unique individual who provides his or her
own unique perspective and experience to the psychotherapeutic process. Fortu-
nately, positive effects are generally common among psychotherapy patients, and
negative (deterioration) effects, which are also observed regularly, often appear
related to a poor match of therapist, technique, and patient factors.

Applications
Recent research has focused on some of the factors associated with patient
improvement, and several specific methods have been used to evaluate different
treatments. Common research designs include contrasting an established treatment
with a new treatment approach (for example, systematic desensitization versus
eye-movement desensitization for anxiety) or therapeutic format (group depres-
sion treatment versus individual depression treatment), separating the components
of an effective treatment package (such as cognitive behavioral treatment of
anxiety) to examine the relative effectiveness of the modules, and analyzing the
interactions between therapist and patient during psychotherapy (process  re-
search).

The results from studies employing these designs are generally mixed and reveal
limited differences between specific therapeutic approaches. For example, in the
largest meta-analytic studies, some analyses revealed that behavioral and cognitive
therapies were found to have larger positive changes when compared to other types
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of psychotherapy (psychodynamic and humanistic), while other analyses did not.
Similarly, several large comparative studies revealed considerable patient improve-
ment regardless of treatment approach. Such results must be carefully evaluated,
however, because there are numerous reasons for failing to find differences be-
tween treatments.

All psychotherapy research is flawed; there are no “perfect studies.” Thus,
studies should be evaluated along several dimensions, including rigor of method-
ology and adequacy of statistical procedures. Psychotherapy is both an art and a
science, and it involves the complex interaction between a socially sanctioned
helper (a therapist) and a distressed patient or client. The complexity of this
interaction raises some significant obstacles to designing psychotherapy research.
Thus,  methodological  problems can be  diverse and  extensive,  and they may
account for the failure to find significant differences between alternative psycho-
therapeutic approaches. Moreover, some researchers have argued that the combi-
nation of methodological problems and statistical limitations (such as research
samples that are too small to detect differences between groups or inconsistency
with regard to patient characteristics) plagued many of the comparative studies
completed in the 1980’s.

Still, the search for effective components of psychotherapy remains a primary
research question focused on several key areas, including patient characteristics,
therapist characteristics, treatment techniques, common factors across different
psychotherapies, and the various interactions among these variables. As high-
lighted in Sol Garfield and Allen Bergin’s edited book entitledHandbook of
Psychotherapy and Behavior Change(1986), some evidence reveals that patient
characteristics (such as amount of self-exploration and ability to solve problems
and express emotions constructively) are of primary importance in positive out-
comes. Therapist characteristics such as empathy, interpersonal warmth, accep-
tance toward patients, and genuineness also appear to play a major role in success-
ful therapy. Treatment techniques seem generally less important than the ability of
the therapist and patient to form a therapeutic relationship.

Additional studies have asked patients at the conclusion of psychotherapy to
identify the most important factors in their successful treatment. Patients have
generally described such factors as gradually facing their problems in a supportive
setting, talking to an understanding person, and the personality of their therapist as
helpful factors. Moreover, patients frequently conclude that their success in treat-
ment is related to their therapist’s support, encouragement, sensitivity, honesty,
sense of humor, and ability to share insights. In contrast, other research has
examined negative  outcomes  of psychotherapy  in  order  to  illuminate factors
predictive of poor outcomes. These factors include the failure of the therapist to
structure sessions and address primary concerns presented by the patient, poorly
timed interventions, and negative therapist attitudes toward the patient.

Taken as a whole, psychotherapy research reveals some consistent results about
many patient and therapist characteristics associated with positive and negative
outcomes. Yet remarkably few differences have been found among the different
types of treatment. This pattern of evidence has led many researchers to conclude
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that factors which are common across different forms of psychotherapy may
account for the apparent equality among many treatment approaches. At the
forefront of this position is psychiatrist and psychologist Jerome D. Frank.

In various books and journal articles, Frank has argued that all psychotherapeu-
tic approaches share common ingredients that are simply variations of age-old
procedures of psychological healing such as confession, encouragement, model-
ing, positive reinforcement, and punishment. Because patients seeking treatment
are typically demoralized, distressed, and feeling helpless, all psychotherapies aim
to restore morale by offering support, reassurance, feedback, guidance, hope, and
mutual understanding of the problems and proposed solutions. Among the com-
mon factors most frequently studied since the 1960’s, the key ingredients outlined
by the client-centered school are most widely regarded as central to the develop-
ment of a successful therapeutic relationship. These ingredients are empathy,
positive regard, warmth, and genuineness.

Various factors should be considered when one chooses a therapist. To begin
with, it may be wise to consider first one’s objectives and motivations for entering
treatment. A thoughtful appraisal of one’s own goals can serve as a map through
the maze of alternative treatments, therapy agencies, and diverse professionals
providing psychotherapeutic services. In addition, one should learn about the
professionals in one’s area by speaking with a family physician, a religious adviser,
or friends  who  have previously  sought  psychotherapeutic  services. It is also
important to locate a licensed professional with whom one feels comfortable,
because the primary ingredients for success are patient and therapist charac-
teristics. All therapists and patients are unique individuals who provide their own
distinctive perspectives and contributions to the therapy process. Therefore, the
most important factor in psychotherapeutic outcome may be the match between
patient and therapist.

Perspective and Prospects
Although the roots of psychotherapy can be traced back to antiquity, psychother-
apy research is a recent development in the field of psychology. Early evidence for
the effectiveness of psychotherapy was limited and consisted of case studies and
investigations with significant methodological flaws. Considerable furor among
therapists followed psychologist Hans Eysenck’s claims that psychotherapy is no
more effective than naturally occurring life events are. Other disagreements fol-
lowed the rapid development of many alternative and competing forms of psycho-
therapy in the 1960’s and 1970’s. Claims that one particular approach was better
than another were rarely confirmed by empirical research. Still, psychotherapy
research is a primary method in the development, refinement, and validation of
treatments for diverse patient groups. Advancements in research methodology and
statistical applications have provided answers to many important questions in
psychotherapy research.

Rather than examining the question of whether psychotherapy works, re-
searchers are designing sophisticated research programs to evaluate the effective-
ness of specific treatment components on particular groups of patients with care-
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fully diagnosed mental disorders. Researchers continue to identify specific vari-
ables and processes among patients and therapists that shape positive outcomes.
The quality of interactions between patient and therapist appear to hold particular
promise in understanding psychotherapy outcome.

To address the complexity of psychotherapy, research must aim to address at
least two important dimensions: process (“how and why does this form of therapy
work?”) and outcome (“to what degree is this specific treatment effective for this
particular client in this setting at this time?”). In addition, empirical comparisons
between psychotherapy and medications in terms of effectiveness, side effects,
compliance, and long-term outcome will continue to shape clinical practice for
many years to come. As one example, the National Institutes of Mental Health
(NIMH) sponsored a large comparative psychotherapy and drug treatment study of
depression. In that  investigation,  the  effectiveness of individual  interpersonal
psychotherapy, individual cognitive therapy, antidepressant medication, and pla-
cebo conditions were tested. While findings from initial analyses revealed no
significant differences between any of the treatment conditions, secondary analy-
ses suggested that severity of depression was an important variable. For the less
severely depressed, there was no evidence for the specific effectiveness of active-
versus-placebo treatment conditions. The more severely depressed patients, how-
ever, responded best to antidepressant medications and interpersonal therapy.
Future reports from the NIMH team of researchers may reveal additional results
which could further shape the ways in which depressed patients are treated.
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Psychotherapy

Goals and Techniques
Psychotherapy: Goals and Techniques

Type of psychology:Psychotherapy
Fields of study:Evaluating psychotherapy

The goals to be reached in the meetings between a psychotherapist and a client, or
patient, and the techniques employed to accomplish them vary according to the
needs of the client and the theoretical orientation of the therapist.

Principal terms
behavioral therapy: an approach emphasizing how behaviors are controlled by

stimuli that precede or follow them
desensitization: a behavioral technique of gradually removing anxiety asso-

ciated with certain situations by associating a relaxed state with these
situations

humanistic therapy: an approach that emphasizes the innate capacity of people
for positive change and ways of relating that encourage this change

interpretation: a psychodynamic technique in which the psychotherapist points
out to a client patterns in behavior or the origin of these patterns

psychodynamic therapy: an approach emphasizing the influences of different
parts of the mind on one another and the origins of these influences in childhood
experience

resistance: the tendency of clients to avoid revealing themselves or attempting to
change

shaping: a behavioral technique in which the psychotherapist rewards, usually
through praise and attention, a client’s gradual changes toward meeting psycho-
therapeutic goals

Overview
Psychotherapy is an interpersonal relationship in which clients present themselves
to a psychotherapist in order to gain some relief from distress in their lives. It
should be noted that although people who seek psychological help are referred to
as “clients” by a wide range of psychotherapists, this term is used interchangeably
with the term “patients,” which is traditionally used more often by psychodynami-
cally and medically trained practitioners. In all forms of psychotherapy, patients or
clients must tell the psychotherapist about their distress and reveal intimate infor-
mation in order for the psychotherapist to be helpful. The psychotherapist must aid
clients in the difficult task of admitting difficulties and revealing themselves, since
a client’s desire to be liked and to be seen as competent can stand in the way of this
work. The client also wants to find relief from distress at the least possible cost in
terms of the effort and personal changes to be made, and, therefore, clients often
prevent themselves from making the very changes in which they are interested.
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This is termed resistance, and much of the work of the psychotherapist involves
dealing with such resistance.

The goals of the client are determined by the type of life problems that are being
experienced. Traditionally, psychotherapists make a diagnosis of the psychiatric
disorder from which the client suffers, with different disorders presenting certain
symptoms to be removed in order for the client to gain relief. The vast majority of
clients suffer from some form of anxiety or depression, or from certain failures in
personality development, which produce deviant behaviors and rigid patterns of
relating to others called personality disorders. Relatively few clients suffer from
severe disorders, called psychoses, which are characterized by some degree of loss
of contact with reality. Depending on the particular symptoms involved in the
client’s disorder, psychotherapeutic goals will be set, although the client may not
be aware of the necessity of these changes at first. In addition, the diagnosis allows
the psychotherapist to anticipate the kinds of goals that would be difficult for the
client to attain. Psychotherapists also consider the length of time they will likely
work with the client. Therefore, psychotherapeutic goals depend on the client’s
wishes, the type of psychiatric disorder from which the client suffers, and the
limitations of time under which the psychotherapy proceeds.

Another factor that plays a major role in determining psychotherapeutic goals is
the psychotherapist’s theoretical model for treatment. This model is based on a
personality theory that explains people’s motivations, how people develop psycho-
logically, and how people differ from one another. It suggests what occurred in life
to create the person’s problems and what must be achieved to correct these
problems. Associated with each theory is a group of techniques that can be applied
to accomplish the goals considered to be crucial within the theory utilized. There
are three main models of personality and treatment: psychodynamic therapies,
behavioral therapies, and humanistic therapies. Psychodynamic therapists seek to
make clients aware of motives for their actions of which they were previously
unconscious or unaware. By becoming aware of their motives, clients can better
control the balance between desires for pleasure and the need to obey one’s
conscience. Behavioral therapists attempt to increase the frequency of certain
behaviors and decrease the frequency of others by reducing anxiety associated with
certain behavior, teaching new behavior, and rewarding and punishing certain
behaviors. Humanistic therapists try to free clients to use their innate abilities by
developing relationships with clients in which clients can be assured of acceptance,
making the clients more accepting of themselves and more confident in making
decisions and expressing themselves.

Most psychotherapists use a combination of theories, and therefore of goals and
techniques, in their practice. These “eclectic” therapists base their decisions about
goals and techniques upon the combined theory they have evolved or upon a choice
among other theories given what applies best to a client or diagnosis. It also appears
that this eclectic approach has become popular because virtually all psychotherapy
cases demand attention to certain common goals associated with the various stages
of treatment, and different types of therapy are well suited to certain goals and
related techniques at particular stages.
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Applications
When clients first come to a psychotherapist, they have in mind some things about
their lives that need to be changed. The psychotherapist recognizes that before this
can be accomplished, a trusting relationship must be established with clients. This
has been termed the “therapeutic alliance” or a “collaborative relationship.” Estab-
lishing this relationship becomes the first goal of therapy. Clients must learn that
the therapist understands them and can be trusted with the secrets of their lives.
They must also learn about the limits of the therapeutic relationship: that the
psychotherapist is to be paid for the service, that the relationship will focus on the
clients’ concerns and life experiences rather than the psychotherapist’s, that the
psychotherapist is available to clients during the scheduled sessions and emergen-
cies only, and that this relationship will end when the psychotherapeutic goals are
met.

The therapist looks early for certain recurring patterns in what the client thinks,
feels, and does. These patterns may occur in the therapy sessions, and the client
reports about the way these patterns have occurred in the past and how they
continue. These patterns become the focal theme for the therapy and are seen as a
basic reason for the client’s troubles. For example, some clients may complain that
they have never had the confidence to think for themselves. They report that their
parents always told them what to do without explanation. In their current marriage,
they find themselves unable to feel comfortable with any decisions, and they
always look to their spouse for the final say. This pattern of dependence may not
be as clear to the clients as to psychotherapists, who look specifically for similari-
ties across  past  and present relationships. Furthermore,  clients will  probably
approach the psychotherapist in a similar fashion. For example, clients might ask
for the psychotherapist’s advice, stating that they do not know what to do. When
the psychotherapist points out the pattern in the clients’ behavior, or suggests that
it may have developed from the way their parents interacted with them, the
psychotherapist is using the technique of interpretation. This technique originated
in the psychodynamic models of psychotherapy.

When clients are confronted with having such patterns or focal themes, they may
protest that they are not doing this, find it difficult to do anything different, or
cannot imagine that there may be a different way of living. These tendencies to
protest and to find change to be difficult are called “resistance.” Much of the work
of psychotherapy involves overcoming this resistance and achieving the under-
standing of self called “insight.”

One of the techniques the psychotherapist uses to deal with resistance is the
continued development of the therapeutic relationship in order to demonstrate that
the psychotherapist understands and accepts the client’s point of view and that
these interpretations of patterns of living are done in the interest of the achievement
of therapeutic goals by the client. Humanistic psychotherapists have emphasized
this aspect of psychotherapeutic technique. The psychotherapist also responds
differently to the client from the way others have in the past, so that when the client
demonstrates the focal theme in the psychotherapy session, this different outcome
to the pattern encourages a new approach to the difficulty. This is called the
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“corrective emotional experience,” a psychotherapeutic technique that originated
in psychodynamic psychotherapy and is emphasized in humanistic therapies as
well. For example, when the client asks  the psychotherapist for  advice, the
psychotherapist might respond that they could work together on a solution, build-
ing on valuable  information and ideas that  both may have. In this way, the
psychotherapist has avoided keeping the client dependent in the relationship with
the psychotherapist as the client has been in relationships with parents, a spouse,
or others. This is experienced by the client emotionally, in that it may produce an
increase in self-confidence or trust rather than resentment, since the psychothera-
pist did not dominate. With the repetition of these responses by the psychothera-
pist, the client’s ways of relating are corrected. Such a repetition is often called
“working through,” another term originating in psychodynamic models of therapy.

Psychotherapists have recognized that many clients have difficulty with chang-
ing their patterns of living because of anxiety or lack of skill and experience in
behaving differently. Behavioral therapy techniques are especially useful in such
cases. In cases of anxiety, the client can be taught to relax through “relaxation
training” exercises. The client gradually imagines performing new, difficult behav-
iors while relaxing. Eventually, the client learns to stay relaxed while performing
these behaviors with the psychotherapist and other people. This process is called
“desensitization,” and it was originally developed to treat persons with extreme
fears of particular objects or situations, termed phobias. New behavior is some-
times taught through modeling techniques in which examples of the behavior are
first demonstrated by others. Behavioral psychotherapists have also shown the
importance of rewarding small approximations to the new behavior that is the goal.
This shaping technique might be used with the dependent client by praising
confident, assertive, or independent behavior reported by the client or shown in the
psychotherapy session, no matter how minor it may be initially.

Perspective and Prospects
The goals and techniques of psychotherapy were first discussed by the psychody-
namic theorists who originated the modern practice of psychotherapy. Sigmund
Freud and Josef Breuer are generally credited with describing the first modern case
treated with psychotherapy, and Freud went on to develop the basis for psychody-
namic psychotherapy in his writings between 1895 and his death in 1939. Freud
sat behind his clients while they lay upon a couch so that they could concentrate
on saying anything that came to mind in order to reveal themselves to the
psychotherapist. This also prevented the clients from seeing the psychotherapist’s
reaction, in case they expected the psychotherapist to react to them as their parents
had reacted. This transference relationship provided Freud with information about
the client’s relationship with parents, which Freud considered to be the root of the
problems that his clients had. Later psychodynamic psychotherapists sat facing
their clients and conversing with them in a more conventional fashion, but they still
attended to the transference.

Carl Rogers is usually described as the first humanistic psychotherapist, and he
published descriptions of his techniques in 1942 and 1951. Rogers concentrated on
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establishing a warm, accepting, honest relationship with his clients. Rogers estab-
lished this relationship by attempting to understand the client from the client’s
point of view. By communicating this “accurate empathy,” clients would feel
accepted and therefore would accept themselves and be more confident in living
according to their wishes without fear.

Behavioral psychotherapists began to play a major role in this field after Joseph
Wolpe developed systematic desensitization in the 1950’s. In the 1960’s and
1970’s, Albert Bandura applied his findings on how children learn to be aggressive
through observation to the development of modeling techniques for reducing fears
and teaching new behaviors. Bandura focused on how people attend to, remember,
and decide to perform behavior they observe in others. These thought processes,
or “cognitions,” came to be addressed in cognitive psychotherapy by Aaron T.
Beck and others in the 1970’s and 1980’s. Cognitive behavioral therapy became a
popular hybrid that included emphasis on how thinking and behavior influence
each other.

In surveys of practicing psychotherapists beginning in the late 1970’s, Sol
Garfield showed that the majority of therapists practice some hybrid therapy or
eclectic approach. As it became apparent that no one model produced the desired
effects in a variety of clients, psychotherapists utilized techniques from various
approaches. An example is Arnold Lazarus’s multimodal behavior therapy, intro-
duced in 1971. It appears that such trends will continue and that, in addition to
combining existing psychotherapeutic techniques, new eclectic models will pro-
duce additional ways of understanding psychotherapy as well as different tech-
niques for practice.
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Psychotherapy

Historical Approaches to Treatment
Psychotherapy: HistoricalA pproaches to Treatment

Type of psychology:Psychotherapy
Fields of study:Classic analytic themes and issues; psychodynamic and neoana-

lytic models

Psychotherapy as a socially recognized process and profession emerged in Europe
during  the late nineteenth century.  Although discussions of  psychological  or
“mental healing” can be found dating back to antiquity, a cultural role for the
secular psychological healer has become established only in modern times.

Principal terms
catharsis: the discharge of emotional tension, yielding relief from symptoms
functional disorders: signs and symptoms for which no organic or physiologi-

cal basis can be found
mental healing: the  healing  of  a  disorder, functional  or physical, through

suggestion or persuasion
mesmerism: hypnotic states induced and explained by “animal magnetism”
nonspecific treatment factors: those factors that can be attributed to the

relationship between the patient and therapist and to suggestion and placebo
effects

suggestion: the induction of actions or beliefs in a person through subtle means
transference: the transferring of emotions from childhood onto adult figures in

one’s life, including a psychotherapist

Overview
The term “psychotherapy” (originally “psycho-therapy”) came into use during the
late nineteenth century to describe various treatments that were believed to act on
the psychic or mental aspects of a patient rather than on physical conditions. It was
contrasted with physical therapies such as medications, baths, surgery, diets, rest,
or mild electrical currents, which, while producing some mental relief, did so
through physical means. The origins of psychotherapy have been variously traced.
Some authors call attention to the practices of primitive witch doctors, to the
exorcism rites of the Catholic Church, to the rhetorical methods of Greco-Roman
speakers, to the naturalistic healing practices of Hippocrates, and to the Christian
practice of public (and later, private) confession.

One of the best argued and supported views claims a direct line of development
from the practice of casting out demons all the way to psychoanalysis, the most
widely recognized form of psychotherapy. The casting out of demons may be seen
as leading to exorcism, which in turn led to the eighteenth century mesmeric
technique (named for Franz Mesmer) based on the alleged phenomenon of “animal
magnetism.” This led to the practice of hypnosis as a psychological rather than a
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physiological phenomenon and finally to the work of Sigmund Freud, a late-
nineteenth century Viennese neurologist who, in his treatment of functional disor-
ders, slowly moved from the practice of hypnosis to the development of psycho-
analysis.

There are two histories to be sought in the early forms of treatment by psycho-
therapy: One is an account of the relationship between a patient and a psychologi-
cal healer; the other is the story of the specific techniques that the healer employs
and the reasons that he or she gives to rationalize them. The latter began as religious
or spiritual techniques and became naturalized as psychological or physiological
methods. The prominence of spiritual revival during the mid- to late nineteenth
century in the United States led to the rise of spiritual or mental healing move-
ments, as demonstrated by the Christian Science movement. Religious healing,
mental healing, and psychotherapy were often intertwined in the 1890’s, especially
in Boston, where many of the leading spokespersons for each perspective resided.

The distinction among these viewpoints was the explanation of the cure—natu-
ralistic versus spiritualistic—and to a lesser degree, the role or relationship be-
tween the practitioner and the patient. A psychotherapist in the United States or
Europe, whether spiritualistic or naturalistic in orientation, was an authority (of
whatever special techniques) who could offer the suffering patient relief through a
relationship in which the patient shared his or her deepest feelings and most secret

Many people seek out a priest, rabbi, minister, or other spiritual adviser in response to
depression, anxiety, and other types of psychological distress.(St. Elizabeths Hospital
Museum)

Psychology and Mental Health Psychotherapy: Historical Approaches to Treatment

575



thoughts on a regular basis. The relationship bore a resemblance to that which a
priest, rabbi, or minister might have with a member of the congregation. The
psychotherapeutic relationship was also a commercial one, however, since private
payment for services was usually the case. Freud came to believe that transference,
the projection of emotional reactions from childhood onto the therapist, was a
critical aspect of the relationship.

Initially, and well into the early part of the twentieth century, psychotherapists
treated patients with physical as well as functional (mental) disorders, but by the
1920’s, psychotherapy had largely become a procedure addressed to mental or
psychological problems. In the United States, its use rested almost exclusively with
the medical profession. Psychiatrists would provide therapy, clinical psychologists
would provide testing and assessment of the patient, and social workers would
provide ancillary services related to the patient’s family or societal and governmen-
tal programs. Following World War II, all three of these professions began to offer
psychotherapy as one of their services.

One could chart the development of psychotherapy in a simplified, time-line
approach, beginning with the early use of the term by Daniel H. Tuke inIllustra-
tions of the Influence of the Mind upon the Body in Health and Diseasein 1872,
followed by the first use of the term at an international conference in 1889 and the
publication of Sigmund Freud’s and Josef Breuer’s cathartic method inStudien
über Hysterie(1895; Studies in Hysteria, 1950). Pierre Janet lectured on “The
Chief Methods of Psychotherapeutics” in St. Louis in 1904, and psychotherapy
was introduced as a heading in the index to medical literature (theIndex Medicus)
in 1906; at about the same time, private schools of psychotherapy began to be
established. In 1909, Freud lectured on psychoanalysis at Clark University. That
same year, Hugo Münsterberg publishedPsychotherapy. James T. Walsh published
his Psychotherapyin 1912. During the 1920’s, the widespread introduction and
medicalization of psychoanalysis in the United States occurred. Client-centered
therapy was introduced by Carl Rogers in 1942, and behavior-oriented therapy was
developed by Joseph Wolpe and B. F. Skinner in the early 1950’s.

Whatever form psychotherapy may take, it nearly always is applied to the least
severe forms of maladjustment and abnormal behavior—to those behaviors and
feelings that are least disturbing to others. When the patient has suffered a break
with reality and experiences hallucinations, delusions, paranoia, or other behaviors
that are socially disruptive, physical forms of treatment are often utilized. The
earliest examples include “trephining,” a Stone Age practice in which a circular
hole was cut into the brain cavity, perhaps to allow the escape of evil spirits. The
best-known of the Greek theories of abnormal behavior were naturalistic and
physicalistic, based on the belief that deviations in levels of bile caused mental
derangement. The solution was bleeding, a practice that continued until the early
nineteenth century. Rest, special diets, exercise, and other undertakings that would
increase or decrease the relevant bile level were also practiced.

Banishment from public places was recommended by Plato. Initially, people
were restricted to their own homes. Later, religious sanctuaries took in the mentally
ill, and finally private for-profit and public asylums were developed. Institutions
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that specialized in the housing of the mentally ill began opening during the
sixteenth century. Among the best-known institutions were Bethlehem in London,
(which came to be known as “Bedlam”), Salpetriere in Paris, and later St. Eliza-
beth’s in Washington, D.C. Beyond confinement, “treatments” at these institutions
included “whirling” chairs in which the patient would be strapped; the “tranquil-
izing” chair for restraining difficult patients; the straitjacket, which constrained
only the arms; rest and diet therapies; and hot and cold water treatments.

By the 1930’s, electroconvulsive therapy (“shock therapy”) was invented; it used
an electric charge that induced a grand mal seizure. During the same period, the
earliest lobotomy procedures were performed. These surgeries severed the connec-
tions between the brain’s frontal lobes and lower centers of emotional functioning.
What separates all these and other procedures from psychotherapy is the employ-
ment of physical and chemical means for changing behavior and emotions, rather
than persuasion and social influence processes.

Periodic reforms were undertaken to improve the care of patients. Philippe
Pinel, in the late eighteenth century, freed many mental patients in Paris from being
chained in their rooms. He provided daily exercise and frequent cleaning of their
quarters. In the United States, Dorothea Dix in the mid-1800’s led a campaign of
reform that resulted in vast improvement in state mental hospitals. In the 1960’s
and 1970’s, some states placed restrictions on the use of electroconvulsive therapy
and lobotomies, and the federal government funded many community mental
health centers in an attempt to provide treatment that would keep the patient in his
or her community. Since the 1950’s, many effective medications have been devel-
oped for treating depressions, anxieties, compulsions, panic attacks, and a wide
variety of other disorders.

Applications
Modern textbooks of psychotherapy may describe dozens of approaches and
hundreds of specific psychotherapeutic techniques. What they have in common is
the attempt of a person in the role of healer or teacher to assist another person in
the role of patient or client with emotionally disturbing feelings, awkward behav-
ior, or troubling thoughts. Many contemporary therapies are derivative of Sigmund
Freud’s psychoanalysis. When Freud opened his practice for the treatment of
functional disorders in Vienna in the spring of 1886, he initially employed the
physical therapies common to his day. These included hydrotherapy, electrother-
apy, a mild form of electrical stimulation, massage, rest, and a limited set of
pharmaceutical agents. He was disappointed with the results, however, and re-
ported feeling helpless.

He turned to the newly emerging procedure of hypnosis that was being devel-
oped by French physicians. Soon he was merely urging his patients to recall
traumatic episodes from childhood rather than expecting them to recall such
memories under hypnosis. In what he called his “pressure technique,” Freud would
place his hand firmly on a patient’s forehead, apply pressure, and say, “you will
recall.” Shortly, this became the famous method of free association, wherein the
patient would recline on a couch with the instruction to say whatever came to mind.
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The psychoanalytic situation that Freud invented, with its feature of one person
speaking freely to a passive but attentive audience about the most private and
intimate aspects of his or her life, was unique in the history of Western civiliza-
tion.

Psychoanalysis was not the only method of psychotherapy to emerge near the
end of the nineteenth century, as an examination of a textbook published shortly
after the turn of the century reveals. James J. Walsh, then Dean and Professor of
Functional Disorders at Fordham University, published his eight-hundred-page
textbook on psychotherapy in 1912. Only two pages were devoted to the new
practice of psychoanalysis. For Walsh, psychotherapy was the use of mental
influence to treat disease. His formulation, and that of many practitioners of his
time, would encompass what today would be termed behavioral medicine. Thus,
the chapters in his book are devoted to the different bodily systems, the digestive
tract, cardiotherapy, gynecological psychotherapy, and skin diseases, as well as to
the functional disorders.

The techniques that Walsh describes are wide ranging. They include physical
recommendations for rest and exercise, the value of hobbies as diversion, the need
for regimentation, and varied baths, but it is the suggestion and treatment of the
patient rather than the disease (that is, the establishment of a relationship with
detailed knowledge of the patient’s life and situation) that are the principal means
for the cure and relief of symptoms. A concluding chapter in Walsh’s book
compares psychotherapy with religion, with the view that considering religion
simply as a curative agent lessens its meaning and worth.

Perspective and Prospects
In the mid-twentieth century, two new psychotherapies appeared that significantly
altered the field, although one of them rejected the term, preferring to call itself
behavior therapy in order to distinguish its method from the merely verbal or “talk
therapies.” The first was found in the work of psychologist Carl Rogers. Rogers
made three significant contributions to the development of psychotherapy. He
originated nondirective or client-centered therapy, he phonographically recorded
and transcribed therapy sessions, and he studied the process of therapy based upon
the transcripts. The development of an alternative to psychoanalysis was perhaps
his most significant contribution. In the United States, psychoanalysis had become
a medical specialty, practiced only by psychiatrists with advanced training. Rogers,
a psychologist, created a role for psychologists and social workers as therapists.
Thus, he expanded the range of professionals who could legitimately undertake the
treatment of disorders through psychotherapy. The title of his most important work,
Counseling and Psychotherapy: Newer Concepts in Practice(1942), suggests how
other professions were to be included. In the preface to his book, Rogers indicated
that he regarded these terms as synonymous. If psychologists and social workers
could not practice therapy, they could counsel.

Behavior therapy describes a set of specific procedures, such as systematic
desensitization and contingency management, that began to appear in the early
1950’s, based on the work of Joseph Wolpe, a South African psychiatrist, Hans J.
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Eysenck, a British psychologist, and the American experimental psychologist and
radical behaviorist B. F. Skinner. Wolpe’sPsychotherapy by Reciprocal Inhibition
appeared in 1958 and argued that states of relaxation and self-assertion would
inhibit anxiety, since the patient could not be relaxed and anxious at the same time.
It was argued that these were specific techniques based upon the principles of
learning and behavior; hence, therapeutic benefits did not depend upon the non-
specific effects of mere suggestion or placebo. Behavior therapy was regarded by
its developers as the first scientific therapy.

In all of its forms, the rise of psychotherapy may be explained in a variety of
ways. The cultural role hypothesis argues that psychotherapists are essentially a
controlling agency for the state and society. Their function is to help maintain the
cultural norms and values by directly influencing persons at the individual level.
This view holds that whatever psychotherapists might say, they occupy a position
in the culture similar to that of authorities in educational and religious institutions.
A related view argues that psychotherapy arose in Western culture to meet a
deficiency in the culture itself. Such a view holds that if the culture were truly
meeting the needs of its members, no therapeutic procedures would be required.

Psychotherapy has been explained as a scientific discovery, although exactly
what was discovered depends on one’s viewpoint. For example, behavior therapists
might hold that the fundamental principles of behavior and learning were discov-
ered, as was their applicability to emotional and mental problems. Others might
hold that nonspecific or placebo effects were discovered, or at least placed in a
naturalistic context. Another explanation follows the historical work of Henri
Ellenberger and views psychotherapy as a naturalization of early religious prac-
tices: exorcism transformed to hypnotism, transformed to psychoanalysis. The
religious demons became mental demons and, with the rise of modern psychophar-
macology in the 1950’s, molecular demons.

More cynical explanations view psychotherapy as a mistaken metaphor. Recall-
ing that the word was originally written with a hyphen, they argue that it is not
possible to perform therapy, a physical practice, on a mental or spiritual object.
Thus, psychotherapy is a kind of hoax perpetuated by its practitioners because of
a mistaken formulation. Others suggest that the correct metaphor is that of healing
and hold that psychotherapy is the history of mental healing, or healing through
faith, suggestion, persuasion, and other rhetorical means. Whatever one’s opinion
of psychotherapy, it is both a cultural phenomenon and a specific set of practices
that did not exist prior to the nineteenth century and that have had enormous
influence on all aspects of American culture.
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Rational-Emotive

Therapy
Rational-Emotive Therapy

Type of psychology:Psychotherapy
Fields of study:Cognitive therapies

Developed by psychologist Albert Ellis, rational-emotive therapy aims to minimize
the client’s self-defeating style by helping the client acquire a more rational and
logical philosophy of life. It has been successfully applied to marital couples,
family members, individual patients, and group clients across a host of psychologi-
cal difficulties, including alcoholism, depression, anxiety disorders, and sexual
dissatisfaction.

Principal terms
A-B-C theory of personality: a theory in which activating events (A) are

evaluated in light of a person’s beliefs (B), which directly influence and shape
consequential emotional (behavioral and cognitive) reactions (C)

irrational beliefs: unreasonable evaluations that sabotage an individual’s goals
and lead to increased likelihood of experiencing needless pain, suffering, and
displeasure

long-range hedonism: the idea that well-adjusted people seek happiness and
avoid pain today, tomorrow, and in the future

rational-emotive treatment: a method of personality change that incorporates
cognitive, emotional, and behavioral strategies; designed to help resist tenden-
cies to be irrational, suggestible, and conforming

scientific thinking: the idea that individuals intend to be reasonably objective,
rational, and logical; via scientific thinking, attempts are made to construct
hypotheses, collect data, and evaluate the validity of these personal hypotheses

Overview
Rational-emotive therapy (RET) was founded in 1955 by Albert Ellis following his
disappointment with traditional methods of psychoanalysis. From 1947 to 1953,
Ellis had practiced classical analysis and analytically oriented psychotherapy, but
he came to the conclusion that psychoanalysis was a superficial and unscientific
form of treatment. Specifically, rational-emotive  therapy  was developed as a
combined humanistic, cognitive, and behavioral form of therapy. Although Ellis
initially used RET primarily in individual formats, group and workshop formats
followed quickly. Ellis would publish approximately fifty books and more than five
hundred articles on RET, and he would present more than fifteen hundred public
workshops.

According to Ellis in a paper in 1989, the philosophical origins of rational-
emotive therapy include the Stoic philosophers Epictetus and Marcus Aurelius. In
particular, Epictetus wrote that “people are disturbed not by things, but by the view
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which they take of them” during the first centuryc.e.: in The Encheiridion. Ellis
also gives much credit to the theory of human disturbance highlighted by psycho-
therapistAlfredAdler in the development of rational-emotive therapy. Specifically,
Ellis was persuaded by Adler’s conviction that a person’s behavior originates from
his or her ideas.

As Ellis began writing about and describing RET in the 1950’s and 1960’s,
clinical behavior therapy was conceptually distinct and distant from Ellis’s ideas.
The primary similarity was that Ellis employed a host of behavioral techniques in
his approach. As time passed, however, behavior therapy engaged in a controver-
sial yet productive broadening of what was meant by “behavior” and started to
include cognitions as a form of behavior that could be learned, modified, and
studied.

Ellis’s RET approach shares many similarities with other common cognitive
behavioral approaches to treatment. These include Donald Meichenbaum’s cogni-
tive behavioral modification (focusing on self-instructional processes and adaptive
coping statements), Maxie C. Maultsby, Jr.’s rational behavior therapy (which is
essentially RET with some adaptations, including written self-analysis techniques
and rational-emotive imagery), and Aaron T. Beck’s cognitive therapy. Cognitive
therapy has many similarities to RET but was developed independently; it uses
fewer “hard-headed approaches.” For example, Beck advocates the use of collabo-
rative empiricism and a focus on automatic thoughts and underlying cognitive
schemas. RET strongly emphasizes irrational beliefs, especially “unconditional
shoulds” and “absolutistic musts,” as the root of emotional and behavioral distur-
bances.

There are six principal propositions of rational-emotive therapy as Ellis de-
scribed them in 1989. First, people are born with rational and irrational tendencies.
That is, individuals may be either self-helping or self-defeating, short-range hedon-
ists or long-range hedonists; they may learn by mistakes or repeat the same
mistakes, and they may actualize or avoid actualizing their potentials for growth.
Second, cultural and family experiences may exacerbate irrational thinking. Third,
individuals may seem to think, act, and feel simultaneously. Thinking, however,
appears actually to precede actions and feelings. For example, the process of
“appraising” a situation usually triggers feelings. Fourth, RET therapists differ
from person-centered therapists in that RET practitioners do not believe that a
warm interpersonal relationship between therapist and patient is a sufficient or
even necessary condition for effective change. RET therapists also do not believe
that personal warmth is necessary in order to accept clients fully. In fact, it is
important in RET treatment to criticize and point out the deficiencies in a person’s
behavior and thinking style. Moreover, Ellis argues that RET therapists often need
to use “hard-headed methods” to convince clients to employ more self-discipline.

Fifth, rational-emotive therapists use a variety of strategies, including assertive-
ness training, desensitization, operant conditioning, support, and role playing. The
usual goal of RET is to help rid clients of symptoms and modify underlying
thinking styles that create symptoms. Ellis further identifies two basic forms of
RET: general RET, which is similar to other forms of cognitive behavior therapy;
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and preferential RET, which includes general RET but also emphasizes philo-
sophic restructuring and teaches clients how to dispute irrational thoughts and
inappropriate behaviors via rules of logic and the scientific method. Sixth, all
emotional problems are caused by people’s tendencies to interpret events unrealis-
tically and are maintained by irrational beliefs about them.

Thus, the basic underlying tenet of RET is that emotional disturbances are
primarily the result of irrational thinking. Specifically, RET argues that people
upset themselves with “evaluative irrational beliefs” (rather than with “non-
evaluative” irrational beliefs). For example, in a 1987 essay, Ellis described the
following scenario:

If you devoutly believe that your fairy godmother looks out for you and is always
ready to help you, you may live happily and undisturbedly with this highly question-
able and unrealistic Belief. But if you evaluate your fairy godmother’s help as
extremely desirable and go even further to insist thatbecauseit is desirable, you
absolutelymustat all times have her help, you will almost certainly make yourself
anxious (whenever you realize that her magical help that youmusthave may actually
be absent) and you will tend to make yourself extremely depressed (when you see
that in your hour of need this help does not actually materialize).

Although many forms of irrationality exist, rational-emotive therapy focuses on
a client’s strong “desires” and “commands.” Ellis has developed various lists of
irrational beliefs that highlight the most common thinking difficulties of patients.
These include such beliefs as “I must do well or very well”; “I am a bad or
worthless person when I act weakly or stupidly”; “I need to be loved by someone
who matters to me a lot”; “People must treat me fairly and give me what I need”;
“People must live up to my expectations or it is terrible”; “My life must have few
major hassles”; and “I can’t stand it when life is unfair.”

Ellis has refined his ideas about irrational thoughts to three primary beliefs. They
are “I mustdo well and be approved bysignificantothers, and if I don’t do as well
as Ishouldor must, there is something really rotten about me. It is terrible that I
am this way and I am a pretty worthless, rotten person”; “You (other humans with
whom I relate, my original family, my later family that I may have, my friends,
relatives, and people with whom I work)must, ought, andshouldtreat me consid-
erately and fairly and evenspecially(considering what a doll I am)!”; and “Con-
ditions under which I live—my environment, social conditions, economic condi-
tions, political conditions—must be arranged so that I easily and immediately, with
no real effort, have a free lunch and get what I command.” In summary, Ellis
defines the three primary irrationalities as “Imustdo well; you must treat me
beautifully; the worldmustbe easy.”

Psychological disturbances are based on irrational thinking and behaving. The
origin of irrational beliefs and actions stems from childhood. Irrational beliefs are
shaped in part by significant others (parents, relatives, and teachers), as well as
from misperceptions on the part of children (such as superstitions and over-
interpretation). Rational-emotive therapy  also maintains that  individuals have
tendencies,  which are both biologically  and environmentally determined, for
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growth and actualization of one’s potential. On the other hand, Ellis argues that
people also have powerful innate tendencies to condemn themselves, others, and
the world when they do not get what they “childishly need.” This pattern of
self-sabotage is argued by Ellis to be both inborn and acquired during childhood.
Moreover, via repetitive self-talk and self-evaluative tendencies, false beliefs are
continually re-indoctrinated by the individual. From the RET perspective, self-
blame and self-condemnation are the cornerstones of most emotional disturbances.
By challenging self-blame and self-condemnation, via an analysis and refutation
of irrational beliefs, a client can be helped.

Ellis defines mental health as incorporating self-interest, social interests, self-
direction, tolerance, acceptance of ambiguity and uncertainty, scientific thinking,
commitment, risk taking, self-acceptance, long-range hedonism, nonperfection-
ism, and self-responsibility for one’s emotional disturbances. Three primary pro-
cesses  seem to be associated with mental functioning and mental disorders:
self-talking, self-evaluating, and self-condemning. That is, individuals are con-
stantly engaged in an internal dialogue (self-talk) with themselves, appraising and
commenting upon events that occur in their lives. Individuals also are self-evalu-
ating in that humans seek meaning and constantly evaluate events and themselves,
frequently placing blame on themselves for events. Self-evaluating is thus often
associated with self-condemnation. For example, this condemnation may start in
response to evaluating oneself as doing poorly at work or in school, which in turn
leads to feeling guilty. This vicious cycle then leads to condemning oneself for
condemning oneself, condemning oneself for not being able to stop condemning
oneself, and finally condemning oneself for entering psychotherapy and not getting
better (Ellis, 1989).

Emotional and behavioral difficulties often occur when simple preferences are
chosen above thoughtful decisions. Ellis believes that individuals have inborn
growth and actualization tendencies, although they may become sabotaged
through self-defeating and self-condemning patterns. Based on the RET model,
clients benefit from exposure to three primary insights. Insight number one is that
a person’s self-defeating behavior is related to antecedent and understandable
causes. Specifically, an individual’s beliefs are more important in understanding
emotional upset than are past or present activating events. Insight two is that
individuals actually make themselves emotionally disturbed by re-indoctrinating
themselves with irrational and unproductive kinds of beliefs. Insight three is that
through hard work and practice, irrational beliefs can be corrected.

Applications
As detailed by Gerald Corey in 1986, practitioners of rational-emotive therapy
actively teach, persuade, and direct clients to alter irrational styles of thinking and
behaving. RET can be defined as a process of re-education in which clients learn
to think differently and solve problems. The first step in treatment often focuses on
distinguishing rational (or reasonable) thoughts from irrational (or unreasonable)
beliefs. Educational approaches are employed to highlight for the client that he or
she has acquired many irrational “shoulds, oughts, and musts.” The second step in
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treatment emphasizes an awareness of how psychological disturbances are main-
tained through a client’s repeated reindoctrination of illogical and unreasonable
beliefs. During the third phase of treatment, therapists assist clients in modifying
maladaptive thinking styles and abandoning irrational beliefs. Via a variety of
cognitive, emotive, and behavioral approaches, self-condemnation and self-blame
are replaced with more rational and logical views. Finally, the fourth step in RET
involves developing a rational lifestyle and philosophy. Specifically, from internal-
izing rules of logic and scientific thinking, individuals may prevent future psycho-
logical disturbances and live more productive lives.

The A-B-C theory of personality and the A-B-C (D-E) theory of emotional
change are also central to RET approaches. “A” refers to an activating event.
Activating events can include facts, events, behaviors, or perceived stimuli. “B”
refers to beliefs triggered by the event or beliefs about the event. “C” refers to the
consequential emotional (behavioral or cognitive) outcomes that proceed directly
from beliefs. “D” is the application of methods to dispute or challenge irrational
beliefs, and “E” refers to the effect of disputing beliefs on the emotional (behav-
ioral or cognitive) reaction of the client.

Activating events are generally regarded as inherently neutral, and they have no
particular emotional meaning in and of themselves. Thus, activating events do not
directly cause emotions. Instead, beliefs about events primarily cause emotional
reactions. For example, a woman who had been depressed for more than twelve
months following the death of her husband from terminal cancer was participating
in a hospice therapy group and had demonstrated little or no improvement over the
last year. She reasoned that because her husband was dead, she would never feel
happy again (nor “should” she feel happy again, since he was dead and she was
“not entitled” to experience pleasure without him). She added, “He was the center
of my life and I can never expect to feel happiness without him.” Her resulting
emotional reaction was severe depression, which accompanied her complicated
grief and underlying anger.

In an effort to uncover and  dispute  her unreasonable beliefs, a variety of
strategies were employed. First, group members provided feedback about her
reasonable and unreasonable ideas following (and during) her husband’s death. In
particular, group members pointed out that she could expect to experience happi-
ness again in her life since she had experienced pleasure on many occasions before
she met her husband, while her husband was away during military service, and
while they were married, and she enjoyed activities in which he did not share. Next,
her emotional reaction was examined and viewed as being caused not by her
husband’s death, but instead by the manner in which she interpreted his death (as
awful), her own ability  to  cope and  change  (as  limited),  and  her  future (as
hopeless). A variety of behavioral and cognitive strategies were employed to
challenge her irrational and self-condemning assumptions. Behavioral homework
assignments included increasing activity levels and engaging in pleasurable activi-
ties to challenge the notion that she could never experience happiness again.
Self-confidence and hope were fostered via strategies which highlighted her ability
to cope with stress. This client also found cognitive homework assignments,
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wherein she listed her irrational beliefs on a daily log and then disputed those
beliefs or replaced or modified them with more reasonable statements, to be
helpful.

Rational-emotive therapy and its various techniques have been evaluated in at
least two hundred studies. Although many of these studies have been associated
with various methodological flaws, the effectiveness of RET with a broad range of
psychological disturbances  is  impressive.  At  the  Evolution of  Psychotherapy
Conference in Phoenix, Arizona, in 1985, Ellis himself identified several limita-
tions of RET (and other therapies). These included several key “irrationalities.”
Because individuals falsely believe that they are unchangeable, they fail to work
to change themselves. Because individuals falsely believe that activating events
cause emotional reactions, they blame the activating events and fail to change their
beliefs about them. Individuals falsely believe that unpleasant emotional reactions
must be good or useful and should be cherished instead of minimized. Individuals
are often confused about emotional reactions (for example, concern and caution
versus anxiety and panic) and experience difficulty surrendering the inappropriate
negative feelings. Because some RET techniques require subtle and discriminative
styles of thinking by clients, some clients are not capable of succeeding in therapy.
RET is not particularly useful for young children or developmentally delayed
individuals (typically RET requires a chronological age of at least eight years and
average intelligence).

Perspective and Prospects
Albert Ellis is regarded by many psychologists as the most prominent theorist in
the cognitive behavioral school of psychotherapy. His insights and conceptualiza-
tions are evident in many of the various cognitive behavioral psychotherapeutic
approaches. Specifically, the A-B-C theory of personality is well regarded among
cognitive behavioral therapists, and many of Ellis’s treatment strategies are fre-
quently used by clinicians across other schools of psychotherapy. On the other
hand, Ellis’s interpersonal style in treatment has been criticized by many authors.
Specifically, a warm, confiding relationship between therapist and client is often
de-emphasized in Ellis’s writings, and confrontational interactions may be com-
monly observed in videotapes of rational-emotive therapy. It also appears, how-
ever, that more attention is being paid to the quality of the interpersonal relation-
ship between RET practitioner and client. Moreover, the strengths of the RET
approach are not based on the style of any particular therapist, but instead are
evident in its underlying theory and therapeutic strategies.

Undoubtedly, the influence of rational-emotive therapy in the field of psycho-
therapy will continue to be prominent. Ellis has written extensively on the applica-
tion of RET principles to diverse psychological disturbances. The Institute for
Rational-Emotive Therapy in New York continues to train hundreds of therapists
and serves as a distribution center for most of the books and pamphlets developed
by RET therapists.
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Reality Therapy
Reality Therapy

Type of psychology:Psychotherapy
Fields of study:Cognitive therapies

Reality therapy is a system of counseling or psychotherapy which attempts to help
clients accept responsibility for their behavior. Its aim is to teach clients more
appropriate patterns of behavior. Its significance is that it helps clients meet their
basic needs more effectively.

Principal terms
freedom: basic to reality therapy; emphasizes that people are free to choose how

they act
morality: standards of behaving; the “rightness” or “wrongness” of behavior
responsibility: basic to reality therapy; stresses that people are responsible for

their behavior
success identity: what reality therapy strives for; describes people who are able

to give and receive love, feel worthwhile, and meet their needs appropriately
value judgments: making decisions about one’s behavior as to its merit or value

Overview
William Glasser, the founder of reality therapy, believes that people are motivated
to fulfill five basic needs: belonging, power, freedom, fun, and survival. When
these needs are not met, problems begin. Individuals lose touch with the objective
reality of life (what is appropriate behavior and what is not) and often stray into
patterns of behavior that are self-defeating or destructive. The reality therapist
attempts to help such people by teaching them more appropriate patterns of
behavior. This, in turn, will enable individuals to meet their basic needs more
effectively.

Reality therapy differs from conventional theories of counseling or psychother-
apy in six ways. Reality therapy rejects the concept of mental illness and the use
of diagnostic labels; it works in the present, not the past; it rejects the concept of
transference (the idea that clients relate to the therapist as an authority figure from
their past). Reality therapy does not consider the unconscious to be the basis of
present behavior. The morality of behavior is emphasized. Finally, reality therapy
teaches individuals better ways to fulfill their needs and more appropriate (and
more successful) ways to deal with the world.

In practice, reality therapy involves eight steps. First the therapist makes friends,
or gains rapport and asks clients what they want. Then the client is asked to focus
on his or her current behavior. The client is helped to make a realistic evaluation of
his or her behavior. Therapist and client make a plan for the client to do better,
which consists of finding more appropriate (realistic) ways of behaving. The
therapist gets a commitment from the client to follow the plan that has been worked
out. The therapist accepts no excuses from the client if the plan is not followed. No
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form of punishment is utilized, however, if the client fails to follow through.
Finally, the therapist must never give up on the client.

Paramount to the success of reality therapy is the planning stage, consisting of
discovering ways to change the destructive or self-defeating behavior of the client
into behavior oriented toward success. Success-oriented behavior leads to a suc-
cess identity: the feeling that one is able to given and receive love, feel worthwhile,
and meet  one’s needs appropriately. Glasser states that putting the plan into
writing, in the form of a contract, is one way to help ensure that the client will
follow through. The client, not the therapist, is then held accountable for the
success or failure of follow-through. Commitment is, in many ways, the keystone
of reality therapy. Resolutions and plans of action become meaningless unless
there is a decision (and a commitment) to carry them out.

Like behavior therapists, reality therapists are basically active, directive, instruc-
tive, and oriented toward action. Reality therapists use a variety of techniques,
including role-play, humor, question-and-answer sessions, and confrontation.
They do not employ some commonly accepted therapeutic techniques, such as
interpretation, insight, free association, analysis of transference and resistance, and
dream analysis. In addition, reality therapists rarely recommend or promote the use
of drugs or medications in treatment.

Confrontation is  one technique of  special  consideration to  reality therapy.
Through confrontation, therapists force clients to evaluate their present behavior
and to decide whether they will change it. Reality therapy maintains that the key
to finding happiness and success is accepting responsibility. Thus the therapist
neither accepts any excuses from the client for his or her self-defeating or destruc-
tive behavior nor ignores the reality of the situation (the consequences of the
client’s present behavior). The client is solely responsible for his or her behavior.
Conventional psychotherapy often avoids the issue of responsibility; the client (or
“patient”) is thought to be “sick” and thus not responsible for his or her behavior.

Throughout reality therapy, the criterion of what is “right” plays an important
role in determining the appropriateness of behavior; however, the therapist does
not attempt to state the morality of behavior. This is the task and responsibility of
the client. Clients are to make these value judgments based on the reality of their
situation. Is their current behavior getting them what they want? Does their current
behavior lead to success or to failure? The basic philosophy of reality therapy is
that people are ultimately self-determining and in charge of their lives. People are,
in other words, free to choose how they act and what they will become.

The strengths of reality therapy are that it is relatively short-term therapy (not
lasting for years, as classical psychoanalysis does), consists of simple and clear
concepts that can be used by all types of helpers, focuses on present behavioral
problems, consists of a plan of action, seeks a commitment from the client to follow
through, stresses personal responsibility, can be applied to a diverse population of
clients (including people in prison, people addicted to drugs and alcohol, and
juvenile offenders), and accepts no excuses, blame, or rationalizations.

The weaknesses of reality therapy are that it fails to recognize the significance
of the unconscious or of intrapsychic conflict, minimizes the importance of one’s
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past in present behavior, appears overly simplistic (problems are rarely simplistic
in nature), may give the therapist an inappropriate feeling of power or control,
minimizes the existence of biological or biochemical factors in mental illness, and
fails to recognize the significance of psychiatric drugs in the treatment of mental
illness.

Applications
Reality therapy can be applied to individuals with many sorts of psychological
problems, from mild to severe emotional disorders. It has been used in a variety of
counseling situations, including individual and group counseling, marriage and
family counseling, rehabilitation counseling, and crisis intervention. The princi-
ples of  reality therapy have been  applied to teaching, social  work,  business
management, and community development. Reality therapy is a popular method
of treatment in mental hospitals, correctional institutions, substance abuse centers,
and facilities for delinquent youth.

Reality therapists usually see their clients once weekly, for between forty-five
minutes and one hour per visit. Therapists come from a variety of disciplines,
including psychiatry, psychology, counseling, and social work. Important in apply-
ing reality therapy is that the therapist adopt no rigid rules. The therapist has a
framework to follow, but within that framework he or she should be as free and
creative as possible.

Reality therapy begins with the establishment of a working relationship. Once
rapport is established, the process proceeds through an exploration of the client’s
needs and wants and then to an exploration of the client’s present behavior.

Reality therapists stress current behavior. The past is used only as a means of
enlightening the present. The focus is on what a client is doing now. Through
skillful questioning, clients are encouraged to evaluate current behavior and to
consider its present consequences. Is their current behavior getting them what they
want or need? If not, why? As this process of questioning and reflecting continues,
clients begin to acknowledge the negative and detrimental aspects of their current
behavior. Slowly, they begin to accept responsibility for these actions.

Once responsibility is accepted, much of the remaining work consists of helping
clients identify specific and appropriate ways to fulfill their needs and wants. This
is often considered the teaching stage, since the therapist may model or teach the
client more effective behavioral patterns.

Marriage therapy is often practiced by reality therapists; the number of sessions
ranges from two to ten. Initially, it is important to clarify the couple’s goals for
marriage counseling: Are they seeking help in order to preserve the marriage, or
have they already made the decision to end the relationship? In marriage counsel-
ing, Glasser recommends that the therapist be quite active, asking many questions
while trying to understand the overall patterns of the marriage and of the interrela-
tionship.

It is difficult to discuss the application of reality therapy to specific problems,
since reality therapists do not look at people as objects to be classified according
to diagnostic categories. Reality therapists, like others in the holistic health move-
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ment, believe that most ailments—whether physical or psychological—are mani-
festations of the way people choose to live their lives. William Glasser has stated:

It makes little difference to a reality therapist what the presenting complaint of the
client is; that complaint is a part of the way the client is choosing now to deal with
the world. . . . When the client begins to realize that instead of being the victim of
some disease or diagnostic category he is a victim of his own ineffective behavior,
then therapy begins and diagnosis becomes irrelevant.

The following example shows how the eight steps of reality therapy can be
applied to a real-life situation. The client’s name is Jim; he is thirty-five years old.
For years, Jim has been unable to hold a job. He is twice divorced and is subject to
angry outbursts. He has been arrested three times for disorderly conduct. Recently
Jim has lost his driver’s license because of alcohol intoxication; he has been
referred by the court for counseling.

In step one, the therapist makes friends and asks the client what he or she wants.
Here the reality therapist, David, will make himself available to Jim as a caring, warm
individual but not as someone whom Jim can control or dominate. David will ask,
“What is it that you want?” Jim says, “Well, what I want is a job.” Once the client states
what he or she wants, the therapist can move to step two, asking the client to focus on
his or her current behavior. Together David and Jim talk about Jim’s behavior—his
tendency for angry outbursts, his arrests, and his problems with alcohol.

The third step attempts to get clients to evaluate their present behavior and to see
whether what they are now doing is getting them what they want. David asks Jim
whether getting in fights is helping him find a job. As this step unfolds, Jim begins
to understand that what he is doing is not helping him to become employable.
Paramount at this step is that the clients see that their current behavior is within
their control: They “choose” to act this way.

Once clients begin to see that what they are doing is not working (not getting
them what they want), then the next step (step four) is to help them make a plan to
do better. Once Jim realizes that getting in fights and drinking is ineffective and
self-defeating, then David will begin to talk with him about a plan to change his
behavior and find more appropriate ways of behaving. They plan a course of action.
To “cement” this plan, a contract is made. The contract might state that Jim will
not get in fights, Jim will control his anger, and Jim will stay out of bars and refrain
from alcohol. David may also advise Jim on how to get a job: where to look for
work, whom to  contact, even  what  to wear  and say during  a job interview.
Throughout this job search, which may be long and frustrating, David needs to be
encouraging and supportive.

Step five involves getting a commitment from the client to follow through. David
now asks Jim, “Are you going to live up to the contract? Are you going to change
your behavior?” David needs to stress that commitment is the key to making this
plan a success. David also must accept only a yes or no answer from Jim. Reality
therapy does not accept excuses or reasons why plans are not carried through; this
is step six. David’s response to excuses should be that he is not interested in why
Jim cannot do it; he is interested in when Jim will do it.
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Step seven holds that David needs to be “tough” with Jim, but must not punish
him if he does not follow through. Instead of finding ways to punish Jim, David
may ask instead, “What is it that will get you to follow through?” Reality therapy
recognizes that punishment is, in the long run, rarely effective. Step eight is simply
never giving up. For most people, change does not come naturally, nor is it easy. A
good therapist, like a good friend, does not give up easily. David needs to persevere
with Jim. Through perseverance, Jim’s life can change.

Perspective and Prospects
The tenets of reality therapy were formed in the 1950’s and 1960’s as a reaction to
the dominant psychotherapeutic approaches of the times, which were closely based
on Freudian psychoanalysis. William Glasser, the founder of reality therapy, was
trained as a physician and psychoanalyst, but during his psychiatric training in the
early 1950’s, he became more and more dissatisfied with the psychoanalytic
approach. What disturbed him was the insistence of psychoanalysis on viewing the
patient as a victim of forces beyond his or her control. In other words, the person
was not considered responsible for his or her current behavior.

In 1956, Glasser became a consultant to a school for delinquent female adoles-
cents in Ventura, California, developing a new therapeutic approach that was in
sharp opposition to classical psychoanalysis. In 1962, he spoke at a meeting of the
National Association of Youth Training Schools and presented his new ideas. The
response was phenomenal; evidently many people were frustrated with the current
mode of treatment.

Initially Glasser was hesitant to state his dissatisfaction with the conventional
approach to treatment, psychoanalysis; however, his faculty supervisor, G. L.
Harrington, was supportive. This started a long relationship in which Harrington
helped Glasser formulate many of the ideas that became reality therapy.

In 1965, Glasser put his principles of counseling into a book entitledReality
Therapy: A New Approach to Psychiatry. Since then, he has written extensively,
including Schools Without Failure(1968),The Identity Society(1972),Positive
Addiction (1976), Stations of the  Mind: New Directions for Reality Therapy
(1981),Control Theory: A New Exploration of How We Control Our Lives(1985),
andThe Quality School(1990). The Institute for Reality Therapy, in Canoga Park,
California, offers programs designed to teach the concepts and practice of reality
therapy. A journal, theJournal of Reality Therapy, publishes articles concerning
the research, theory, and application of reality therapy. Reality therapy has seen
remarkable success since its conception, and many consider it one of the important
approaches to counseling and psychotherapy.
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Schizophrenia
Schizophrenia

Type of psychology:Psychopathology
Fields of study:Organic disorders; schizophrenias

A disease of the brain characterized by withdrawal from the world, delusions,
hallucinations, and other disorders in thinking.

Principal terms
catatonia: a state in which patients become immobile and fixed in a rigid position

for long periods
delusion: a false view of what is real
hallucination: a false or distorted perception of objects or events
hereditary: passed down from generation to generation through the genes
mania: a mental disorder marked by extreme hyperactivity, agitation, racing

thoughts, and distractibility

Causes and Symptoms
Schizophrenia is a disease of the brain. Eugen Bleuler (1857-1939), a Swiss
psychiatrist, first named the disease in a 1908 paper that he wrote entitled “Demen-
tia Praecox: Or, The Group of Schizophrenias.” In 1911, he published a book with
the same title describing the disease in more detail. Bleuler served as the head of
an eight hundred-bed mental hospital in Switzerland and treated the worst and most
chronic cases. Beginning in 1896, he embarked on a project to understand the inner
world of the mentally ill. He developed work therapy programs for his patients, and
he visited them and talked to them almost every day. Bleuer insisted that the
hospital staff show the same kind of dedication and support for his clients that he
did.

Bleuler’s discoveries challenged the traditional view of the causes and treatment
of the disease. The traditional view, based on the work of the great German
psychiatrist Emil Kraepelin (1856-1926), held that dementia, as it was called,
always got worse and that the patient’s mind continued to degenerate until death.
Kraepelin suggested that the disease, which he called dementia praecox, was
hereditary and was the result of a poisonous substance that destroyed brain cells.
Bleuler’s investigation of living victims led him to reject this view. Instead, he
argued, continuing deterioration does not always take place because the disease
can stop or go into remission at any time. The disease does not always follow a
downhill course. Bleuler’s views promised more hope for patients suffering from
schizophrenia, which means “to split the mind.”

The symptoms of schizophrenia are more well known than the cause. Diagnosis
is based on a characteristic set of symptoms that must last for at least several
months. The “psychotic symptoms” include a break with reality, hallucinations,
delusions,  or evidence of thought  disorder. These  are referred to as positive
symptoms. “Negative” symptoms can also be displayed; they include withdrawal
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from society, the inability to show emotion or to feel pleasure or pain, total apathy,
and the lack of a facial expression. The patient simply sits and stares blankly at the
world, no matter what is happening.

Schizophrenia can take many forms. Among the most frequent are those that
display acute symptoms under the following labels. Melancholia includes depres-
sion and hypochondriacal delusions, with the patient claiming to be extremely
physically ill but having no appropriate symptoms. Mania is characterized by

Swiss psychiatrist Eugen Bleuler, who first named the disease “schizophrenia” in a 1908
paper. His discoveries challenged the traditional view of its causes and treatment.
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withdrawal and a mood of complete disinterest in the affairs of life. Schizophrenia
can also be catatonic, in which patients become immobile and seem fixed in one
rigid position for long periods of time. Delusional states accompanied by halluci-
nations frequently involve hearing voices, which often scream and shout abusive
and derogatory language at the patient or make outrageous demands. The delusions
are often visual and involve frightening monsters or aliens sent to do harm to the
afflicted person.

The above symptoms can often be accompanied by disconnected speech pat-
terns, broken sentences, and excessive body movement and purposeless activity.
Victims of the disease also suffer through states of extreme anger and hostility.
Cursing and outbursts of uncontrolled rage can result from relatively insignificant
causes, such as being looked at “in the wrong way.” Many times, anniversaries of
important life experiences, such as the death of a parent or the birthday of a parent
or of the patient, can set off positive and negative symptoms. Hallucinations and
mania can also follow traumatic events such as childbirth or combat experiences
during war.

The paranoid form of schizophrenia is the only one that usually develops later
in life, usually between the ages of thirty and thirty-five. It is a chronic form,
meaning that patients suffering from it usually become worse. Paranoid schizo-
phrenia is characterized by a feeling of suspiciousness of everyone and everything,
hallucinations, and delusions of persecution or grandiosity. This form becomes so
bad that many victims, perhaps one out of three, eventually commit suicide simply
to escape their tormentors. Others turn on their alleged tormentors and kill them,
or at least someone who seems to be responsible for their terrible condition.

Other chronic forms of the disease include hebephrenic schizophrenia. In this
case, patients suffer disorders of thinking and frequent episodes of incoherent
uttering of incomprehensible sounds or words. The victims move quickly from
periods of great excitement to equally exhausting periods of desperate depression.
They frequently have absurd, bizarre delusions such as sex changes, identification
with and as godlike creatures, or experiences of being born again and again. Those
suffering from “simple” schizophrenia exhibit constant feelings of dissatisfaction
with everything in their lives or a complete feeling of indifference to anything that
happens. They are usually isolated and estranged from their families or any other
human beings. Patients with these symptoms tend to live as recluses with barely
any interest in society, in work, or even in eating or in talking to anyone else.

The various types of schizophrenia start at different times in different people.
Generally, however, except for the paranoid form, the disease develops during late
adolescence. Men show signs of schizophrenia earlier than women, usually by age
eighteen or nineteen. It is unusual for signs of the disorder to appear in males after
age twenty. In women, symptoms may not appear until the early twenties and
sometimes are not evident until age thirty. Sometimes, there are signs in childhood.
People who later develop schizophrenia tended to be withdrawn and isolated as
children and were often made fun of by others. Not all withdrawn children develop
the disease, however, and there is no way to predict who will get it and who will
not.
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Schizophrenia is a genetic disease. Individuals with the disease are very likely
to have relatives—mothers, fathers, brothers, sisters, cousins, grandmothers, or
grandfathers—with the disorder. Surveys indicate that 1 percent of all people have
the disease. A person with one parent who has the disease is ten times more likely
to develop schizophrenia than a member of the general public. Thirty-nine percent
of people who have both parents afflicted with the disease also develop schizo-
phrenia.

Other factors are involved in the disease in addition to heredity. E. Fuller Torrey,
a leading researcher into the causes of schizophrenia, discovered important infor-
mation about the origins of the disease in studies that he made of the brains of
identical twins. Magnetic resonance imaging (MRI) of their brains showed that
individuals diagnosed with the  illness had slightly smaller  brains than  those
without the disease. The difference in size was most apparent in the temporal lobe,
the area that controls emotions and memory. Apparently, something goes wrong in
the development of the temporal lobe of the fetus during the fourth to sixth month
of pregnancy. Torrey speculated that this abnormality might result from a viral
infection. The antibodies that normally protect the brain seem to get mixed up and
attack the brain itself. Why or how this happens is not known. One possibility is
that a nutritional deficiency in the mother might cause the temporal lobes to grow
in an abnormal manner.

As to why the disease develops later in life rather than at birth, investigators
provide the following information. First, the brain develops more slowly than other
organs and does not stop developing until late adolescence. Many genetic diseases
remain dormant until later in life, such as Huntington’s chorea and multiple
sclerosis.

Schizophrenia operates by disrupting the way in which brain cells communicate
with each other. The neurotransmitters that carry signals from one brain cell to
another might be abnormal. Malfunction in one of the transmitters, dopamine,
seems to be a source of the problem. This seems likely because the major
medicines that are successful in the treatment of schizophrenia limit the production
or carrying power of dopamine. Another likely suspect is serotonin, a transmitter
whose presence or absence has important influences on behavior.

Treatment and Therapy
Since the 1950’s, many medications have been developed that are very effective in
treating the symptoms of schizophrenia. Psychotherapy can also be effective and
beneficial to many patients. Drugs can be used to treat both positive and negative
symptoms. Some such as Haldol, Mellaril, Prolixin, Navane, Stelazine, and
Thorazine are used to treat positive symptoms. Clozapine and Risperidone can be
used for both positive and negative symptoms. These medications work by block-
ing the production of excess dopamine, which may cause the positive symptoms,
or by stimulating the production of the neurotransmitter, which reduces negative
symptoms. Clozapine blocks both dopamine and serotonin, which apparently
makes it more effective than any of the other drugs.

The chief problem resulting from the use of such drugs are the terrible side
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effects that they can produce. The most dreaded side effect, from the point of view
of the patient, is tardive dyskinesia (TD). This problem emerges only after many
years of use. TD is characterized by involuntary movement of muscles, frequent
lip-smacking, facial grimaces, and constant rocking back and forth of the arms and
the body. It is completely uncontrollable.

Dystonias are another side effect. Symptoms include the abrupt stiffening of
muscles, such as the sudden contraction of muscles in the arms, neck, and face.
Most of these effects can be controlled or reversed with antihistamines. Some
patients receiving medication are afflicted with effects similar to those movements
associated with Parkinson’s disease. They suffer from the slowing of movements
in their arms and legs, tremors, and muscle spasms. Their faces seem frozen into a
sad, masklike expression. These effects can be treated with medication. Another
problem is akathisia, a feeling developed by many patients that they cannot sit still.
Their jumpiness can be treated with Valium or Xanax. Some of these side effects
are so severe or embarrassing that patients cite them as the major reason that they
do not take their medicine.

Many patients report great value in family or rehabilitation therapy. These
therapies are not intended to cure the disease or to “fix” the family. Instead, they
are aimed at helping families learn how to live with mentally ill family members.
Family support is important for victims of schizophrenia because they usually are
unable to live on their own. Therapy can also help family members understand and
deal with their frustration and the constant pain that results from knowing that a
family member is very ill and probably will not improve much. Rehabilitation
therapy is an attempt to teach patients the social skills that they need to survive in
society.

The results of treatment are not always positive, even with medication and
therapy. Ten percent of people with schizophrenia commit suicide rather than
trying to continue living with the terrible consequences of the disease.

Perspective and Prospects
Hopes for improving the treatment of schizophrenia rest mainly on the continuing
development of new drugs. Several studies suggest that psychotherapy directed at
improving social skills and reducing stress help many people with the disease
improve the quality of their lives. It is known that stress-related emotions lead to
increases in delusions, hallucinations, social withdrawal, and apathy. Therapists
can help patients find ways of dealing with stress and living in communities. They
encourage their patients to deal with feelings of hostility, rage, and distrust of other
people. Family therapy can teach all members of a family how to live with a
mentally ill family member. Such therapy, along with medication, can produce
marvelous results.

One study of ninety-seven victims of schizophrenia who lived with their fami-
lies, received individual therapy, and took their medications showed far fewer
recurrences of acute symptoms than did a group that did not get such help. Among
those fifty-four individuals who received therapy who lived alone or with nonfa-
mily members, schizophrenia symptoms reappeared or worsened over the same
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three-year period of  the study.  People living alone usually had more  severe
symptoms to start out with and found it difficult to find housing, food, or clothing,
even with therapy. The demands of life and therapy apparently were too much for
them. The major problem with this kind of treatment, which seems to work for
people in families, is that it is expensive.
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Schizophrenia

High-Risk Children
Schizophrenia:H igh-Risk Children

Type of psychology:Psychopathology
Fields of study:Organic disorders; schizophrenias

In order to prevent an illness, it is necessary to have information about specific
indicators of risk. Researchers have been conducting studies of children whose
parents suffer from schizophrenia in order to identify the indicators of risk for this
psychiatric illness; preliminary findings indicate that it may someday be possible
to prevent the onset of schizophrenia.

Principal terms
etiology: the study of the causes of disease
genetics: the biochemical basis of inherited characteristics
longitudinal: dealing with the growth or change in individuals over a period of time
premorbid: the period before the onset of a disease
schizophrenia: a serious mental illness that is characterized by psychotic symp-

toms, such as delusions, hallucinations, and thought disorders

Overview
The term “high-risk” has been applied to biological offspring of schizophrenic
parents, because they are known to be at genetic risk for the same disorder shown
by their parents. Numerous researchers are studying high-risk children in order to
shed light on the origins of schizophrenia. This approach has many advantages over
other research methods and has already yielded some important findings.

The importance of research on children at risk for schizophrenia stems from a
need to understand the precursors of the illness. Over the years, researchers have
studied schizophrenia from many different perspectives and with a variety of
methods. Despite many decades of work, however, investigators have not yet been
successful in identifying the causes or developing a cure. Some progress has been
made in clarifying the nature and course of schizophrenia, and there have been
considerable advances in the pharmacological treatment of symptoms; however,
the precursors and the origins still remain a mystery.

Because the onset of schizophrenia usually occurs in late adolescence or early
adulthood, patients typically do not come to the attention of investigators until they
have been experiencing symptoms for some period of time. At that point, re-
searchers have to rely on the patient and other informants for information about the
nature of the individual’s adjustment prior to the onset of the illness. These
retrospective accounts of the patient’s functioning are often sketchy and can be
biased in various ways. Yet it is well accepted that progress toward the ultimate
goal—the prevention of schizophrenia—will not be achieved until researchers are
able to identify individuals who are vulnerable to the disorder.
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In response to this concern, sev-
eral investigators, most notably
Sarnoff Mednick and Tom McNeil,
emphasized the importance of
studying the development of indi-
viduals known to be at heightened
statistical risk for schizophrenia.
Specifically, it was proposed that
repeated assessments should be
conducted so that data on all as-
pects of the development of at-risk
children would be available by the
time they enter the adult risk period
for schizophrenia. In this way, it
might be possible to identify pre-
cursors  of the illness in subjects

who had not yet received any treatment for the disorder. Another major advantage
of studying subjects prior to the provision of treatment is that only then is it
possible to differentiate true precursors of the illness from the consequences or side
effects of treatment for the illness.

By the late 1950’s, it was well established that schizophrenia tends to run in
families. The general population rate for the disorder is about one in a hundred. In
contrast, it has been estimated that children who have one biological parent with
schizophrenia have a 10 to 15 percent chance of developing the disorder. When
both biological parents are diagnosed with schizophrenia, the risk rate is thought
to be around 40 percent. It is apparent, therefore, that offspring of schizophrenic
parents are indeed at heightened risk for developing the same disorder. Thus,
Mednick encouraged researchers to conduct longitudinal studies of these “high-
risk” children.

The first large-scale prospective longitudinal study of high-risk children was
initiated in Denmark in the mid-1960’s by Mednick and Fini Schulsinger. They
followed a group of one hundred children who had at least one schizophrenic
parent and two hundred comparison children whose parents had no psychiatric
disorder. Since the Danish study was initiated, a number of other research groups
have initiated similar high-risk research programs. These projects are now under
way in several United States cities (including New York City; Rochester, New
York; Minneapolis, Minnesota; and Atlanta, Georgia) as well as in other countries.

Applications
One of the major challenges in conducting high-risk research is locating the
sample. Schizophrenia is a relatively rare disorder in that it occurs in about 1
percent of the general population. Moreover, because most schizophrenic patients
experience an onset of illness in late adolescence or early adulthood, they are less
likely to marry or have children. This is especially true of schizophrenic patients
who are men. Consequently, the majority of the subjects of high-risk research are

Possible Signs of Schizophrenia in

Children

❖ trouble discerning dreams from reality
❖ seeing things and hearing voices that are

not real
❖ confused thinking
❖ vivid and bizarre thoughts and ideas
❖ extreme moodiness
❖ peculiar behavior
❖ concept that people are “out to get them”
❖ behaving younger than chronological age
❖ severe anxiety and fearfulness
❖ confusing television or movies with reality
❖ severe problems in making and keeping

friends
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offspring of schizophrenic mothers. Further, of the schizophrenic women who do
have children, a substantial portion do not keep their children but instead place
them for adoption. This further complicates the task of identifying samples of
high-risk children. In order to be assured of identifying a sample of adequate size,
researchers in this field establish formal arrangements with local treatment facili-
ties in order to increase their chances of identifying all the high-risk children in
their geographic area.

Another important issue confronted by high-risk researchers is the question of
when in the child’s life span the study should be initiated. Most investigators are
interested in identifying the very earliest signs of vulnerability for schizophrenia.
Therefore, it is desirable to initiate a high-risk study with subjects who are infants.
In this way, investigators will be able to examine the entire premorbid life course
of patients. If there are any markers of vulnerability apparent in infancy, they will
be able to identify them. The investigator who initiates a study of infant subjects,
however, must wait an extended period of time in order to gather any information
about their adult psychiatric outcomes. In order to reduce the period between the
initiation of the study and the entry of the subjects into the major risk period for
schizophrenia, most investigators have initiated high-risk projects on subjects who
are in middle or late childhood.

The problem of attrition (loss of subjects) is another one of concern to high-risk
researchers. As mentioned, the long-term  goal is to compare those high-risk
children who succumb to schizophrenia to those who do not. Consequently, the
most crucial information will be provided only when the researchers are knowl-
edgeable about the adult psychiatric outcome of the subjects. Because a sample of
a hundred high-risk children may eventually yield only ten to fifteen schizophrenic
patients, it is of critical importance to investigators that they maintain contact with
all subjects so that they can determine their adult psychiatric outcomes.

Finally, the question of how to select an appropriate comparison group is a
salient one to high-risk researchers. Again, one of the ultimate goals is to identify
specific signs of vulnerability to schizophrenia. An important question is whether
the signs identified by researchers are simply manifestations of vulnerability to any
adult psychiatric disorder or signs of specific vulnerability to schizophrenia. In
order to address this question, many researchers include groups of children whose
parents have psychiatric disorders other than schizophrenia.

Reports on the developmental characteristics of high-risk children have been
published by eleven high-risk research groups. These studies have revealed some
important differences between children of schizophrenic parents and children
whose parents have no mental illness. The differences that have been found tend
to fall into three general areas: motor functions, cognitive functions, and social
adjustment. When compared to children of normal parents, high-risk subjects have
been found to show a variety of impairments in motor development and motor
abilities. Infant offspring of schizophrenic parents tend to show delays in the
development of motor skills, such as crawling and walking. Similarly, studies of
high-risk subjects in their middle childhood and early adolescent years reveal
deficits in fine and gross motor skills and coordination. It is important to empha-
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size, however, that these deficiencies are not of such a severe magnitude that the
child would be viewed as clinically impaired in motor skills. Yet the deficiencies
are apparent when high-risk children, as a group, are compared to children of
normal parents.

The occurrence of motor development delays and abnormalities in high-risk
children is consistent with the etiologic assumptions made by most researchers in
the field. Specifically, such abnormalities would be expected in a disorder that is
presumed to be attributable to a central nervous system impairment that is, at least
in part, genetically determined.

Numerous studies have found that children at high risk for schizophrenia also
show impairments in cognitive functions. Although their scores on standardized
tests of intelligence are within the normal range, they tend to be slightly below that
of children of normal parents. With regard to specific abilities, investigators have
found that high-risk children show deficiencies in their capacity to maintain and
focus attention. These deficiencies are apparent as early as the preschool years and
involve the processing of both auditory and visual information. Because attentional
deficits have been found so consistently in high-risk children, some researchers in
the field have suggested that these deficits may be a key marker of risk for
schizophrenia.

When compared to children of parents without psychiatric disorder, offspring of
schizophrenic parents tend to manifest a higher rate of behavioral problems. These
include a higher rate of aggressive behaviors, as well as an increased frequency of
social withdrawal. In general, children of schizophrenic parents are perceived as
less socially competent than comparison children. It is important to take into
consideration, however, that children of parents with other psychiatric disorders
are also found to show problems with social adjustment. Consequently, it is
unlikely that behavioral adjustment problems are uniquely characteristic of risk for
schizophrenia.

Only a subgroup—in fact, a minority—of high-risk children will eventually
manifest schizophrenia. The most significant question, therefore, is not what
differentiates high-risk children from a comparison group, but rather what differ-
entiates high-risk children who develop schizophrenia from high-risk children who
do not. Only a few high-risk research projects have followed their subjects all the
way into adulthood. Only limited data are thus available regarding the childhood
characteristics that predict adult psychiatric outcome. The findings from these
studies confirm the predictions made by the researchers. Specifically, the high-risk
children who eventually develop schizophrenia show more evidence of motor
abnormalities and attentional dysfunction in childhood than those who do not.

Perspective and Prospects
As is the case with all approaches to research, the high-risk method has some
limitations. One limitation concerns whether the findings from these studies can
be generalized to a wider population. Although it is true that schizophrenia tends
to run in families, it is also true that the majority of schizophrenic patients donot
have a schizophrenic parent. As a result, the subjects of high-risk research may
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represent a unique subgroup of schizophrenic patients. The fact that they have a
parent with the illness may mean that they have a higher genetic loading for the
disorder than do schizophrenic patients whose parents have no mental illness.
Moreover, there are undoubtedly some environmental stresses associated with
being reared by a schizophrenic parent. In sum, high-risk children who become
schizophrenic patients may differ from other schizophrenic patients both in terms
of genetic factors and in terms of environment. Some other problems with the
method, mentioned above, include subject attrition and the extensive waiting
period required before adult psychiatric outcome is determined.

Some investigators have attempted to address the issue of identifying markers
of vulnerability with alternative methodologies. For example, it has been shown
that children with behavioral problems are more likely to develop schizophrenia in
adulthood than are children who manifest no significant behavioral difficulties.
Thus, some researchers are conducting longitudinal studies of maladjusted chil-
dren in order to identify precursors of schizophrenia. Taking a novel approach, one
study has utilized childhood home movies of adult-onset schizophrenic patients as
a database for identifying infant and early childhood precursors. Up to this point,
the findings from these studies are consistent with those from high-risk research.

Based on the research findings, there is good reason to believe that individuals
who succumb to schizophrenia in adulthood manifested signs of vulnerability long
before the onset of the disorder, perhaps as early as infancy. These findings have
some important implications. First, they provide some clues to etiology; they
suggest that the neuropathological process underlying schizophrenia is one that
begins long before the onset of the clinical symptoms that define the illness. Thus,
the search for the biological bases of this illness must encompass the entire
premorbid life course. Second, the findings suggest that it may eventually be
possible to identify individuals who are at risk for schizophrenia so that preventive
interventions can be provided. As time goes on, more of the high-risk children who
have been the subjects of these investigations will pass through the adult risk period
for schizophrenia. One can therefore anticipate that important new findings from
high-risk research will be forthcoming.
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Seasonal Affective

Disorder
Seasonal AffectiveD isorder

Type of psychology:Psychopathology
Fields of study:Depression

Seasonal affective disorder is a variant of depression which has received signifi-
cant research attention since the early 1980’s. It may be related to premenstrual
syndrome, carbohydrate-craving obesity, and bulimia. Seasonal affective disorder
responds to a form of treatment known as phototherapy.

Principal terms
double-blind study: an experimental design in which neither the experimenter

nor the subjects know which subjects are receiving the active treatment
hypersomnia: sleeping more than ten hours per day
libido: a person’s sex drive
lux: the amount of light emitted by one candle one meter away; 2,500 lux equals

the light from 2,500 candles one meter away
placebo: a treatment that is therapeutically inert

Causes and Symptoms
Seasonal affective disorder (SAD)  became the focus of  systematic scientific
research in the early 1980’s. Research originally focused on seasonal changes in
mood that coincided  with the  onset of winter  and  became  known as winter
depression. Symptoms consistently identified by Norman Rosenthal and others as
indicative of winter depression included hypersomnia, overeating, carbohydrate
craving, and weight gain. Michael Garvey and others found the same primary
symptoms and the following secondary ones: decreased libido, irritability, fatigue,
anxiety, problems concentrating, and premenstrual sadness. Several researchers
have found that winter depression is more of a problem at higher latitudes. Thomas
Wehr and Norman Rosenthal report on a description of winter depression by
Frederick Cook during an expedition to Antarctica in 1898. While winter depres-
sion is the form of seasonal affective disorder receiving the most initial attention,
there is another variation that changes with the seasons.

Summer depression affects some people in the same way that winter depression
affects others. Both are examples of seasonal affective disorder. According to Wehr
and Rosenthal, symptoms of summer depression included agitation, loss of appe-
tite, insomnia, and loss of weight. Many people with summer depressions also have
histories of chronic anxiety. As can be seen, the person with a summer depression
experiences symptoms which are almost the opposite of the primary symptoms of
winter depression.

In order to diagnose a seasonal affective disorder, there must be evidence that
the symptoms vary according to a seasonal pattern. If seasonality is not present, the
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diagnosis of SAD cannot be made. The seasonal pattern for winter depression is for
it to begin in November and continue unabated through March. Summer depression
usually begins in May and continues through September. Siegfried Kasper and
others reported that people suffering from winter depression outnumber those
suffering from summer depression by 4.5 to 1. Wehr and Rosenthal reported that as
people come out of their seasonal depression they experience feelings of euphoria,
increased energy, less depression, hypomania, and possibly mania.

Philip Boyce and Gordon Parker investigated seasonal affective disorder in
Australia. Their interest was in determining whether seasonal affective disorder
occurs in the Southern Hemisphere and, if so, whether it manifests the same
symptoms  and temporal  relationships with  seasons as noted  in the  Northern
Hemisphere. Their results confirmed the existence of seasonal affective disorder
with an onset coinciding with winter and remission coinciding with summer. Their
study also provided evidence that seasonal affective disorder occurs independently
of important holidays and celebrations, such as Christmas. There is also a subsyn-
dromal form of seasonal affective disorder. This is usually seen in winter depres-
sion and represents a milder form of the disorder. It interferes with the person’s life,
although to a lesser degree than the full syndrome, and it is responsive to the
primary treatment of seasonal affective disorder.

Three hypotheses are being tested to explain seasonal affective disorder. The
first is the melatonin hypothesis; the second is the circadian rhythm phase shift
hypothesis; and the third is the circadian rhythm amplitude hypothesis.

The melatonin hypothesis is based  upon  animal studies and focuses  on a
chemical signal for darkness. Studies show that during darkness, the hormone
melatonin is produced in greater quantities; during periods of light, it is produced
in lesser quantities. Increases in melatonin level occur at the onset of seasonal
affective disorder (winter depression) and are thought to be causally related to the
development of the depression.

A second hypothesis  is the circadian rhythm phase shift hypothesis. This
hypothesis contends that the delay in the arrival of dawn disrupts the person’s
circadian rhythm by postponing it for a few hours. This disruption of the circadian

rhythm is thought to be integral in
the development of winter depres-
sion. Disruptions in the circadian
rhythm are also related to secretion
of melatonin.

The third  hypothesis receiving
much interest is the circadian
rhythm amplitude hypothesis. A
major tenet of this hypothesis is
that the amplitude of the circadian
rhythm is directly related to winter
depression. Lower amplitudes are
associated with depression, and
higher ones with normal mood

Possible Symptoms of Seasonal

Affective Disorder

❖ regularly occurring symptoms of depres-
sion (excessive eating and sleeping, weight
gain) during the fall or winter months

❖ full remission from depression occur in the
spring and summer months.

❖ symptoms have occurred in the past two
years, with no nonseasonal depression epi-
sodes

❖ seasonal episodes substantially outnumber
nonseasonal depression episodes

❖ a craving for sugary and/or starchy foods
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states. The presence or absence of light has been an important determinant in the
amplitude of circadian rhythms.

While each of these hypotheses has data to support it, the melatonin hypothesis
is falling out of favor. Rosenthal and others administered to volunteers in a
double-blind study a drug known to suppress melatonin secretion and a placebo.
Despite melatonin suppression, there was no difference in the degree of depression
experienced by the two groups (drug and placebo). Both the circadian rhythm
phase shift hypothesis and the circadian rhythm amplitude hypothesis continue to
have significant research interest and support.

Seasonal affective disorder was officially recognized in 1987 in the American
Psychiatric Association’sDiagnostic and Statistical Manual of Mental Disorders,
(rev. 3d ed., DSM-III-R). It was included in the manual as a variant of major
depression. In order to diagnose the seasonal variant, the depressed person had to
experience the beginning and ending of the depression during sixty-day windows
of time at the beginning and ending of the season and had to meet the criteria for
the diagnosis of major depression. Additionally, that person had to have experi-
enced more than three episodes of seasonal affective disorder, and two episodes
had to have occurred consecutively. Finally, the ratio of 3  to 1 seasonal to
nonseasonal episodes had to exist in the absence of any seasonally related psy-
chosocial stressors (such as Christmas). Including the diagnosis in the DSM-III-R
not only validated individuals who reported feeling better or worse at different
times of year but also encouraged researchers to study the causes, variations, and
treatments of this form of depression.

Philip Boyce and Gordon Parker, two Australian scientists, studied seasonal
affective disorder in the Southern Hemisphere. Since the Southern Hemisphere has
weather patterns reversed from those in the Northern Hemisphere, and since
holidays occurring during the winter in the Northern Hemisphere occur during the
summer in the Southern Hemisphere, these researchers were able to reproduce
Northern Hemisphere studies systematically while eliminating the possible influ-
ence of holidays, such as Christmas. Their findings support those of their col-
leagues in the Northern Hemisphere. There is a dependable pattern of depression
beginning during autumn and early winter and ending in the late spring and early
summer.

It is important to study the prevalence of seasonal affective disorder in order to
understand how many people are affected by it. Siegfried Kasper and others
investigated the prevalence of seasonal affective disorder in Montgomery County,
Maryland, a suburb of Washington, D.C. The results of their study suggested that
between 4.3 percent and 10 percent of the general population is affected to some
extent by seasonal affective disorder. Mary Blehar and Norman Rosenthal report
data from research in New York City that between 4 percent and 6 percent of a
clinical sample met the criteria for seasonal affective disorder. More significantly,
between 31 percent and 50 percent of people responding to a survey reported
changes to their life which were similar to those reported by seasonal affective
disorder patients. There are strong indications that the overall prevalence rate for
seasonal affective disorder is between 5 percent and 10 percent of the general
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population. As much as 50 percent of the population may experience symptoms
similar to but less intense than seasonal affective disorder patients.

Prevalence studies have found that the female-male ratio for seasonal affective
disorder is approximately 4 to 1. The age of onset is about twenty-two. The primary
symptoms of seasonal affective disorder overlap with other diagnoses which have a
relatively high female-to-male ratio. For example, people diagnosed with winter
depression frequently crave carbohydrate-loaded foods. In addition to carbohydrate-
craving obesity, there is another serious disorder, bulimia nervosa, which involves
binging on high-carbohydrate foods and has a depressive component. Bulimia
nervosa is much more common in females than it is in males.

While most of the research has focused on seasonal affective disorder in adults,
it has also been found in children. Children affected with seasonal affective
disorder seem to experience a significant decrease in their energy level as their
primary symptom rather than the symptoms seen in adults. This is not unusual; in
many disorders, children and adults experience different symptoms.

The winter variant of seasonal affective disorder is much more common than the
summer variant. It appears that winter depression is precipitated by the reduction
in light that accompanies the onset of winter. As a result, it is also quite responsive
to phototherapy. Summer depression, the summer variant of seasonal affective
disorder, is precipitated by increases in humidity and temperature associated with
the summer months. This suggests a different (and currently unknown) mechanism
of action for the two variations of seasonal affective disorder.

Treatment and Therapy
The importance of light in the development and treatment of the winter variant of
seasonal affective disorder has been demonstrated in a variety of studies world-
wide. The general finding is that people living in the higher latitudes are increas-
ingly susceptible to seasonal affective disorder in the winter.

While the mechanism of seasonal affective disorder is still unknown, an impor-
tant rediscovery has been the use of light to treat it. Phototherapy has been found
to be a very important and effective nonpharmacological treatment of the winter
form of seasonal affective disorder. Studies have repeatedly shown that bright light,
at least 2,500 lux, is more effective than dim light (300 lux). While most studies
have compared 2,500-lux light to 300-lux light or other treatments, some re-
searchers have investigated the effect of 10,000-lux light on seasonal affective
disorder. Phototherapy treatments using 2,500-lux sources require between two
and four hours per day of exposure to reap antidepressant benefits. When 10,000-
lux sources of light are employed, the exposure time decreases to approximately
thirty minutes a day. Certainly, most people suffering from seasonal affective
disorder would prefer to take thirty minutes for their phototherapy treatments than
the two to four hours required for 2,500-lux treatments.

Thomas Wehr and others investigated the differences in treatment efficacy when
light was applied to the eyes rather than to the skin. They found that the antidepres-
sant benefits were greater when the light was applied to the eyes. This suggests that
the eye plays an important role in the effectiveness of phototherapy.
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A study by Frederick Jacobsen and others investigated the timing of the pho-
totherapy. This is important because if extending the duration of daylight were
necessary for phototherapy to serve as an antidepressant, then the phototherapy
must occur in the morning. Also, if phototherapy serves to change the timing of
circadian rhythm, it must occur in the morning. The results of this study suggest
that the antidepressant effect of phototherapy does not depend upon the timing of
the treatment: Both morning and midday treatments were effective in lifting the
depression of seasonal affective disorder.

One of the major advantages of phototherapy is that it is a nonpharmacologic
approach to treating depression. The fact that no medications are involved allows
the patient to avoid the unpleasant and potentially dangerous side effects of
medications. Unfortunately, however, phototherapy also has a potentially danger-
ous side effect. Many researchers are concerned about the possible effect of
ultraviolet light on the health of the patient.

Perspective and Prospects
The observation that seasons affect people’s moods is not new. Hippocrates,
writing in 400 b.c.e., noted in section 3 of his “Aphorisms” that, “Of natures
(temperaments?), some are well- or ill-adapted for summer, and some for winter.”
What Hippocrates noticed (and many others since him have noticed) is that there
are differences in the way people experience the various seasons. Summer and
winter are the most extreme seasons in terms of both light and temperature and, not
surprisingly, are the seasons in which most people have problems coping.

As noted above, a physician, Frederick Cook, on an expedition to Antarctica in
1898, noted that the crew experienced symptoms of depression as the days grew
shorter. This same report (mentioned by Wehr and Rosenthal) revealed that “bright
artificial lights relieve this to some extent.” Emil Kraepelin reported in 1921 that
approximately 5 percent of his patients with manic-depressive illness also had a
seasonal  pattern to their depressions. The data  from antiquity to the present
strongly favor the existence of  a form of  mood disturbance associated with
seasonal variation. Just as the observation of seasonal variations in mood and
behavior dates back to antiquity, so does the use of light as a treatment. Wehr and
Rosenthal report that light was used as a treatment nearly two thousand years ago.
Not only was light used but also it was specified that the light was to be directed
to the eyes.

Seasonal affective disorder is a variant of major depressive disorder in the
DSM-III-R. It seems to have some degree of relationship to carbohydrate-craving
obesity, bulimia nervosa, bipolar disorder (formerly known as manic-depressive
illness), and premenstrual syndrome. It affects women more often than men and is
more frequently seen covarying with winter than with summer. The winter variant
is probably caused by changes in light; it is more severe in the higher latitudes. The
summer variant seems to be attributable to intolerance of heat and humidity and
would be more prevalent in the lower latitudes. Most of the research both in the
United States and internationally has focused on the winter variant and its relation-
ship with light and latitude; there is much less research into the summer variant.
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Sexual Dysfunction
Sexual Dysfunction

Type of psychology:Psychopathology
Fields of study:Sexual disorders

Sexual dysfunction can occur in the desire, excitement, or orgasm phase of sexual
responding: Desire disorders include hypoactive (inhibited) desire, sexual aver-
sion, and excessive desire; problems related to excitement are female sexual
arousal disorder and male erectile disorder; problems with orgasm include prema-
ture ejaculation and inhibited orgasm; dyspareunia and vaginismus are pain
disorders.

Principal terms
dyspareunia: painful intercourse
erectile dysfunction: recurrent and persistent inability to attain or maintain a

firm erection of the penis despite adequate stimulation
female sexual arousal disorder: failure to obtain or maintain vaginal lubrica-

tion despite adequate stimulation
hypoactive sexual desire: lack of interest in sexual expression with anyone
premature ejaculation: unintentional ejaculation before or shortly following

insertion of the penis in the vagina
sensate  focus: a therapeutic exercise involving concentration  on sensations

produced by touching
sexual aversion disorder: a dysfunction characterized by extreme fear and

avoidance of genital contact with a partner
vaginismus: involuntary spasms of the muscles of the other third of the vagina

Causes and Symptoms
In order to understand sexual dysfunction, it is necessary to examine the process
of sexual response. William Masters and Virginia Johnson found that the basic
sexual response cycle is the same in both men and women, including the excite-
ment, plateau, orgasmic, and  resolution phases. Excitement  begins when  the
individual becomes aroused. Increased levels of sexual tension lead to the plateau
phase and to orgasm. During resolution, there is a decrease in sexual tension and a
return to an unstimulated state. In both genders, there are two basic physiological
responses to sexual stimulation: myotonia (muscle tension) and vasocongestion
(filling of blood vessels with blood).

Based on the physiological research of Masters and Johnson, Helen Kaplan
proposed a framework that puts more emphasis on the subjective experience of
sexual response, dividing it into the phases of desire, excitement, and orgasm. The
categories of sexual dysfunction were described in the American Psychiatric
Association’sDiagnostic and Statistical Manual of Mental Disorders(rev. 3d ed.,
1987, DSM-III-R) using these frameworks.

Problems with sexual desire include hypoactive sexual desire, sexual aversion,
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In the 1930’s Alfred Kinsey and colleagues began interviewing thousands of volunteers
about their sexual behavior.(Library of Congress)
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and excessive sexual desire. In cases of hypoactive sexual desire disorder, found in
both genders, interest in sex and sexual fantasy are deficient or absent. The problem
typically lasts for a given time period, rather than over a lifetime, and sometimes
people experience it situationally—such as with a partner but not during mastur-
bation. The second type of desire disorder, sexual aversion, occurs when there is a
strong fear of sexual relations and a desire to avoid genital contact with a partner.
An individual with sexual aversion may still engage in fantasy and masturbation.
The sources of sexual desire disorders are not clear, but people who experience
sexual aversion sometimes have been the victims of incest or rape. Also, low sexual
desire has been associated with depression, fear of loss of control, fear of preg-
nancy, marital conflict, and lack of attraction to one’s partner. Excessive sexual
desire involves a preoccupation with sexuality and the use of sexual activity to
reduce tension resulting from pervasive thoughts about sex.

A second category of dysfunction involves the excitement phase. Some people
feel sexual desire but are unable to participate in intercourse because of a lack of
physiological arousal. It is often situational and in women is characterized by a
lack of vaginal lubrication, which can result from biological factors such as low
estrogen levels or from psychological factors, including apathy or fear. Equivalent
to vaginal lubrication in women is the engorgement and erection of the penis in
men. Commonly used terms to describe sexual arousal disorders are “frigidity” in
women and “impotence” in men, although researchers now consider them to be
derogatory. Instead,  the  preferred  term  for women is “female  sexual arousal
disorder,” and the preferred term for men is “erectile dysfunction.”

Lifelong erectile dysfunction is characterized by the inability to maintain pene-
tration with a partner at any point throughout life, although the person may
experience nighttime erections and erections during masturbation. In comparison,
nonlifelong erectile inhibition is applied to the man who previously had erections
with a partner but is presently unable to experience them. Masters and Johnson
think that the label of nonlifelong erectile dysfunction is appropriate when a man
is unable to experience an erection in at least one-quarter of his sexual encounters.
Erectile problems  are frequently caused  by a combination of biological and
psychological factors. Low levels of testosterone, the use of certain drugs, and
disorders that restrict penile blood flow are biological causes. Fatigue, worry, and
relationship difficulties are typical psychological problems. Erectile dysfunction is
the most common complaint of men who seek sex therapy.

Difficulties of orgasmic response occur in both genders. Women with inhibited
orgasm may look forward to sex, experience excitement and lubrication, and enjoy
sexual contacts, but they do not reach orgasm. There is an involuntary inhibition of
the orgasmic reflex. Difficulty with orgasm is one of the most common sexual
complaints among women. Inhibited orgasm is rarely the result of physiological
causes. Relatively nonorgasmic women tend  to  have  more  negative  attitudes
toward masturbation, greater guilt feelings about sex, and problems communicat-
ing with a partner about the need for stimulation of the clitoris. In comparison,
inhibited male orgasm refers to the inability of a man to have an orgasm by
ejaculating during intercourse. It is seldom encountered by therapists; it may result
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from sex guilt, fear of impregnating someone, or dislike for a partner. Another
orgasm-related problem for males is premature ejaculation. The preferred defini-
tion of premature ejaculation is consistently reaching orgasm so quickly that it
greatly reduces a man’s own enjoyment of the experience, impairs a partner’s
satisfaction, or both.

Finally, although men and women both can experience pain involving inter-
course, pain is more commonly found in women. Dyspareunia is the technical
term. Pain is commonly a result of lack of lubrication because of insufficient
arousal or hormone levels. Vaginal infections can also lead to pain; contraceptive
substances can also irritate the vagina. Pain at the opening may result from an intact
hymen, whereas pain deep in the pelvis during thrusting may be caused by jarring
of the ovaries. Another source of deep pain is endometriosis, a condition in which
uterine tissue implants on various places in the abdominal cavity. An uncommon
type of pain in women is vaginismus, characterized by strong, involuntary contrac-
tions of the outer third of the vagina.

Treatment and Therapy
There are several commonly used techniques for treating sexual dysfunction. As
necessary, some address the issue of marital conflict and attempt to resolve it.
Other techniques focus on individual psychological difficulties in one partner or
the other. Sometimes it is necessary to help a couple develop communication skills.
Other times, sexual difficulties are rooted in a lack of knowledge, so information
and instruction are provided.

One popular technique is systematic desensitization. It involves learning muscle
relaxation exercises. A set of scenes that produce anxiety are constructed by the
therapist together with the client. The scenes are arranged from least to most
anxiety-producing. The goal is to replace the response of anxiety with the response
of relaxation. Therapy begins with the client imagining the least anxiety-producing
scenes. If anxiety occurs, the client is told to give up the image of the scene and to
use the relaxation exercises. The exercise is repeated until the client no longer feels
anxiety associated with that scene. Then the next scene is imagined by the client,
and so on. The process generally takes from five to fifteen sessions.

Another technique is that of nondemand pleasuring together with sensate focus.
To use the exercises of nondemand pleasuring and sensate focus, the couple would
be asked to refrain from sexual contacts of any kind until instructed to do so by the
therapist. During treatment, the couple would get take-home assignments that
gradually increase sexual contact from the point of hugging and kissing to being
able eventually to have sexual intercourse. The partners would be assigned to
alternate in the roles of giver and receiver. Playing the role of giver would be to
explore and touch the receiver’s body. The giver would not attempt to arouse the
receiver in a sexual manner. To use the sensate focus exercise, the receiver would
concentrate on the feelings that come about as a result of the touch of the giver. The
receiver would be instructed to prevent or end any kind of stimulation that was
uncomfortable or unpleasant by informing the partner to that effect. The next step
involves a progression to breast and genital touching while continuing to avoid
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stimulation that is orgasm-oriented. After the couple attains a satisfactory level of
arousal by means of nondemand pleasuring and sensate focus, they engage in
nondemand sexual intercourse.

The most effective type of therapy for women who have inhibited orgasm is that
of masturbation training. Research indicates that masturbation is the technique that
is most likely to produce orgasm in women. If there are negative attitudes toward
masturbation, the therapist must first work on those feelings. During the systematic
course of masturbation training, the woman is instructed to explore her genitals by
touch while in the privacy of her home. Once she becomes comfortable with the
exploration, she tries to find the most pleasurable, sensitive area. At another time,
she increases  the intensity  and duration of  her self-stimulation and includes
fantasy. If the woman has still not had an orgasm, she is often instructed to use a
vibrator. Once the woman begins having orgasms, her partner is integrated into her
sexual experience.

A common approach for premature ejaculation that was developed by Masters
and Johnson is the squeeze technique. During stimulation, when the man signals that
he is about to ejaculate, the partner applies a strong pressure directly below the head
of the penis, or at the base of the penis, with her hand. The pressure is applied for
three to five seconds and ends with a sudden release of the hand. After the sensation
of ejaculation goes away, in about twenty to thirty seconds, she begins to stimulate
her partner once again. The process is done three or four times per session. Then
ejaculation is allowed. Initially, the process is conducted outside the vagina. With
increasing practice and greater control, the couple proceeds to have intercourse, but
they employ the squeeze technique with the hand as often as needed.

Whatever the source of a person’s inability to respond sexually as he or she
wishes, the problem can worsen if a fear of failure develops. The fear can lead to
self-fulfilling behavior. One element of therapy is the need to identify and elimi-
nate the fear of failure and sexual inadequacy, along with reducing maladaptive
thoughts that have a tendency to occur during sexual intimacy. Other useful
suggestions for people with problems are to refrain from setting goals of sexual
performance and to avoid behaving as a spectator, or monitor, during sex. While
involved in monitoring one’s own performance, it is difficult to enjoy sexual
experiences. It is also useful to understand that failures will occur in any sexual
relationship. What is important is the way that an individual or a couple deals with
the failures, rather than letting occasional failures ruin a relationship.

Perspective and Prospects
Scientific explanations became the dominant interpretations of human behavior as
religious explanations of behavior declined prior to 1990. By the beginning of the
twentieth century, scientists were still unable to accept the scientific study of sexual
behavior, however; there were many myths concerning sexuality, and the prevalent
attitude was that all sexual acts that did not have reproduction as their goal were
deviant. For example, the act of masturbation was seen, even by some scientists,
as the cause for a variety of human ailments, including insanity, poor eyesight, and
digestive problems.
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Most of the early knowledge of sexual behavior was based on observations of
animals or people in non-Western cultures. The person who was central in the
emergence of the modern study of sexuality was Havelock Ellis. He published a
number of influential volumes on sexual issues in the early 1900’s. Also influential
in the study of sexuality was Sigmund Freud, who devised a broad theory of
behavior that emphasized sex as the central part of human development. In the
mid-1930’s, Alfred Kinsey and his colleagues began interviewing thousands of
volunteers about their sexual behavior. The findings provided beneficial informa-
tion and paved the way for other researchers, including Masters and Johnson.
Instead of interviewing people about their sexuality, Masters and Johnson directly
observed volunteers in the laboratory through one-way glass as the volunteers
masturbated and had intercourse. They were the first scientists to study sexual
behavior through systematic observation in the laboratory, resulting in a model of
the human sexual-response cycle. Before the work of Masters and Johnson, it was
believed that men and women were different in their sexual responses. Instead, it
was found that men and women have very similar responses.

Once therapists became aware of the sexual functioning of the body, they were
able to treat sexual dysfunction by new behavioral means, rather than relying on
time-consuming, expensive psychotherapy. Psychotherapy involves a restructuring
of the entire personality and is based on the Freudian theory that sexual difficulties
are symptoms of emotional conflict originating in childhood. Instead, the therapeu-
tic approaches that grew out of the scientific knowledge about the sexual response
cycle were more direct, more effective, and less time-consuming. In conclusion,
the scientific study of sex provided information that has helped reduce the amount
of ignorance about sexuality. Ignorance is a common underlying cause of sexual
dysfunction in general.
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Sexual Variants and

Paraphilias
Sexual Variants and Paraphilias

Type of psychology:Psychopathology
Fields of study:Sexual disorders

Sexual variations, or paraphilias, are unusual sexual activities, in that they deviate
from what is considered normal at a particular time in a particular society;
paraphilias include behaviors such as exhibitionism, voyeurism, and sadomaso-
chism. It is when they become the prime means of gratification, displacing direct
sexual contact with a consenting adult partner, that paraphilias are technically
present.

Principal terms
exhibitionism: a behavior in which a person, who is usually a male, exposes the

genitals to an involuntary observer
fetishism: a sexual behavior in which a person becomes aroused by focusing on

an inanimate object or a part of the human body
frotteurism: pressing or rubbing against a stranger in a public place for sexual

gratification
sexual masochism: the experiencing of sexual arousal by suffering physical or

psychological pain
sexual sadism: the intentional infliction of pain on another person for sexual

excitement
transvestism: a behavior in which a person obtains sexual excitement from

wearing clothing of the opposite gender
voyeurism: the derivation of sexual pleasure from looking at the naked bodies or

sexual activities of others without their consent
zoophilia: sexual contact between humans and animals

Causes and Symptoms
Paraphilias are sexual behaviors that are considered a problem for the person who
performs them and/or a problem for society because they differ from the society’s
norms. Psychologist John Money, who has studied sexual attitudes and behaviors
extensively, claims to have identified about forty such behaviors.

Exhibitionism is commonly called “indecent exposure.” The term refers to
behavior  in which an individual,  usually  a male, exposes the  genitals  to  an
involuntary observer, who is usually a female. The key point is that exhibitionistic
behavior involves observers who are unwilling. After exposing, the exhibitionist
often masturbates while fantasizing about the observer’s reaction. Exhibitionists
tend to be most aroused by shock and typically flee if the observer responds by
laughing or attempts to approach the exhibitionist. Most people who exhibit
themselves are males in their twenties or thirties. They tend to be shy, unassertive
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people who feel inadequate and afraid of being rejected by another person. People
who make obscene telephone calls have similar characteristics to the people who
engage in exhibitionism. Typically, they are sexually aroused when their victims
react in a shocked manner. Many masturbate during or immediately after placing
an obscene call.

Voyeurism is the derivation of sexual pleasure through the repetitive seeking of
situations in which to look, or “peep,” at unsuspecting people who are naked,
undressing, or engaged in sexual intercourse. Most masturbate during the voyeur-
istic activity or immediately afterward in response to what they have seen. Further
sexual contact with the unsuspecting stranger is rarely sought. Like exhibitionists,
voyeurs are usually not physically dangerous. To a degree, voyeurism is socially
acceptable, but it becomes atypical when the voyeuristic behavior is preferred to
sexual relations with another person or when there is a high degree of risk. Most
voyeurs are not attracted to nude beaches or other places where it is acceptable to
look because they are most aroused when the risk of being discovered is high.
Voyeurs tend to be men in their twenties with strong feelings of inadequacy.

Sadomasochistic behavior encompasses both sadism and masochism; it is often
abbreviated “SM.” The dynamics of the two behaviors are similar. It is thought that
sadists are less common than masochists. Sadomasochistic behaviors have the
potential to be physically dangerous, but most people involved in these behaviors
participate in mild or symbolic acts with a partner they can trust. Most people
who engage in SM activities are motivated by a desire for dominance or submis-
sion rather than pain. Interestingly, many nonhuman animals participate in pain-
inflicting behavior before coitus. Some researchers think that the activity heightens
the biological components of sexual arousal, such as blood pressure and muscle
tension. It has been suggested that any resistance between partners enhances sex,
and SM is a more extreme version of this behavior. It is also thought that SM offers
people the temporary opportunity to take on roles that are the opposite of the
controlled, restrictive roles they play in everyday life. The term “sadism” is derived
from the Marquis de Sade, a French writer and army officer who was horribly cruel
to people for his own erotic purposes. In masochism, sexual excitement is produced
in a person by his or her own suffering. Preferred means of achieving gratification
include verbal humiliation and being bound or whipped.

Fetishism is a type of sexual behavior in which a person becomes sexually
aroused by focusing on an inanimate object or part of the human body. Many
people are aroused by looking at undergarments, legs, or breasts, and it is often
difficult to distinguish between normal activities and fetishistic ones. It is when a
person becomes focused on the objects or body parts (“fetishes”) to the exclusion
of everything else that the term is most applicable. Fetishists are usually males.
Common fetish objects include women’s lingerie, high-heeled shoes, boots, stock-
ings, leather, silk, and rubber goods. Common body parts involved in fetishism are
hair, buttocks, breasts, and feet.

The term “pedophilia” is from the Greek language and means “love of children.”
It is characterized by a preference for sexual activity with children and is engaged
in primarily by men. The activity varies in intensity and ranges from stroking the
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child’s hair to holding the child while secretly masturbating, manipulating the
child’s genitals, encouraging the child to manipulate his or her own genitals, or,
sometimes, engaging in sexual intercourse. Generally, the pedophile, or sexual
abuser of children, is related to, or an acquaintance of, the child, rather than a
stranger. Studies of imprisoned pedophiles have found that the men typically had
poor relationships with their parents, drink heavily, show poor sexual adjustment,
and were themselves sexually abused as children. Pedophiles tend to be older than
people convicted of other sex offenses. The average age at first conviction is
thirty-five.

Transvestism refers to dressing in clothing of the opposite sex to obtain sexual
excitement. In the majority of cases, it is men who are attracted to transvestism.
Several studies show that cross-dressing occurs primarily among married hetero-
sexuals. The man usually achieves sexual satisfaction simply by putting on the
clothing, but sometimes masturbation and intercourse are engaged in while the
clothing is being worn.

Zoophilia involves sexual contact between humans and animals as the repeat-
edly preferred method of achieving sexual excitement. In this disorder, the animal
is preferred despite other available sexual outlets. Necrophilia is a rare dysfunction
in which a person obtains sexual gratification by looking at or having intercourse
with a corpse. Frotteurism is a fairly common behavior involving a person, usually
a male, who obtains sexual pleasure by pressing or rubbing against a fully clothed
female in a crowded public place. Often it involves the clothed penis rubbing
against the woman’s buttocks or legs and appears accidental.

Treatment and Therapy
A problem in the definition and diagnosis of sexual variations is that it is difficult
to draw the line between normal  and abnormal  behavior.  Patterns of sexual
behavior differ widely across history and within different cultures and communi-
ties. It is impossible to lay down the rules of normality; however, attempts are made
in order to understand behavior that differs from the majority and in order to help
people who find their own atypical behavior to be problematic, or to be problematic
in the eyes of the law.

Unlike most therapeutic techniques in use by psychologists, many of the treat-
ments for paraphilias are painful, and the degree of their effectiveness is question-
able. Supposedly, the methods are not aimed at punishing the individual, but
perhaps society’s lack of tolerance toward sexual deviations can be seen in the
nature of the available treatments. In general, all attempts to treat the paraphilias
have been hindered by the lack of information available about them and their
causes.

Traditional counseling and psychotherapy alone have not been very effective in
the treatment of modifying the behavior of paraphiliacs, and it is unclear why the
clients are resistant to treatment. Some researchers believe that the behavior might
be important for the mental stability of paraphiliacs. If they did not have the
paraphilia,  they would experience mental deterioration. Another idea  is that,
although people are punished by society for being sexually deviant, they are also

Psychology and Mental Health Sexual Variants and Paraphilias

623



rewarded for it. For the paraphilias that put the person at risk for arrest, the danger
of arrest often becomes as arousing and rewarding as the sexual activity itself.
Difficulties in treating paraphiliacs may also be related to the emotionally impov-
erished environments that many of them experienced throughout childhood and
adolescence. Convicted sex offenders report more physical and sexual abuse as
children than do the people convicted of nonsexual crimes. It is difficult to undo
the years of learning involved.

Surgical castration for therapeutic purposes involves removal of the testicles.
Surgical castration for sexual offenders in North America is very uncommon, but
the procedure is sometimes used in northern European countries. The reason
castration is used as a treatment for sex offenders is the inaccurate belief that
testosterone is necessary for sexual behavior. The hormone testosterone is pro-
duced by the testicles. Unfortunately, reducing the amount of testosterone in the
blood system does not always change sexual behavior. Furthermore, contrary to the
myth that a sex offender has an abnormally high sex drive, many sex offenders have
a low sex drive or are sexually dysfunctional.

In the same vein as surgical castration, other treatments use the administration
of chemicals to decrease desire in sex offenders without the removal of genitalia.
Estrogens have been fairly effective in reducing the sex drive, but they sometimes
make the male appear feminine by increasing breast size and stimulating other
female characteristics. There are also drugs that block the action of testosterone
and other androgens but do not feminize the body; these drugs are called antian-
drogens. Used together with counseling, antiandrogens do benefit some sex of-
fenders, especially those who are highly motivated to overcome the problem. More
research on the effects of chemicals on sexual behavior is needed; the extent of the
possible side effects, for example, needs further study.

Aversion therapy is another technique that has been used to eliminate inappro-
priate sexual arousal. In aversion therapy, the behavior that is to be decreased or
eliminated is paired with an aversive, or unpleasant, experience. Most approaches
use pictures of the object or situation that is problematic. Then the pictures are
paired with something extremely unpleasant, such as an electric shock or a putrid
smell, thereby reducing arousal to the problematic object or situation in the future.
Aversion therapy has been found to be fairly effective but is under ethical question-
ing because of its drastic nature. For example, chemical aversion therapy involves
the administration of a nausea- or vomit-inducing drug. Electrical aversion therapy
involves the use of electric shock. An example of the use of electric shock would
be to show a pedophile pictures of young children whom he finds sexually arousing
and to give an electric shock immediately after showing the pictures, in an attempt
to reverse the pedophile’s tendency to be sexually aroused by children.

Other techniques  have been developed  to  help clients learn more  socially
approved patterns of sexual interaction skills. In general, there has not been
a rigorous testing of any of the techniques mentioned. Furthermore, most ther-
apy is conducted while the offenders are imprisoned, providing a less than ideal
setting.
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Perspective and Prospects
Beliefs regularly change with respect to what sexual activities are considered
normal, so most therapists prefer to avoid terms such as “perversion,” instead using
“paraphilia.” Basically, “paraphilia” means “love of the unusual.” Aspects of
paraphilias are commonly found within the scope of normal behavior; it is when
they become the prime means of gratification, replacing direct sexual contact with
a consenting adult partner, that paraphilias are technically said to exist. People who
show atypical sexual patterns might also have emotional problems, but it is thought
that most people who participate in paraphilias also participate in normal sexual
behavior with adult partners, without complete reliance on paraphilic behaviors to
produce sexual excitement. Many people who are arrested for paraphilic behaviors
do not resort to the paraphilia because they lack a socially acceptable sex partner.
Instead, they have an unusual opportunity, a desire to experiment, or perhaps an
underlying psychological problem.

According to the approach of Kurt Freund and his colleagues, some paraphilias
are better understood as disturbances in the sequence of courtship behaviors.
Freund has described courtship as a sequence of four steps: location and appraisal
of a potential partner; interaction that does not involve touch; interaction that does
involve touch; and genital contact. Most people engage in behavior that is appro-
priate for each of these steps, but some do not. The ones who do not can be seen as
having exaggerations or distortions in one or more of the steps. For example,
Freund says that voyeurism is a disorder in the first step of courtship. The voyeur
does not use an acceptable means to locate a potential partner. An exhibitionist and
an obscene phone caller would have a problem with the second step: They have
interaction with people that occurs before the stage of touch, but the talking and
showing of exhibitionistic behaviors are not the normal courtship procedures.
Frotteurism would be a disruption at the third step, because there is physical
touching that is inappropriate. Finally, rape would be a deviation from the appro-
priate fourth step.

As a result of social and legal restrictions, reliable data on the frequency of
paraphilic behaviors are limited. Most information about paraphilias comes from
people who have been arrested or are in therapy. Because the majority of people
who participate in paraphilias do not fall into these two categories, it is not possible
to talk about the majority of paraphiliacs in the real world. It is known, however,
that males are much more likely to engage in paraphilias than are females.
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Sibling Rivalry
Sibling Rivalry

Type of psychology:Developmental psychology
Fields of study: Adolescence; attitudes and behavior; infancy and childhood;

interpersonal relations

A common form of competition between brothers, sisters, or a brother and sister
that is considered normal if it is outgrown and/or does not become destructive to
individuals or the family.

Principal terms
developmental milestones: the specific achievements accomplished in the

normal development of a child (such as motor, cognitive, self-help, social, and
communication skills); a child’s developmental level affects the expression of
sibling rivalry

extended family: a type of family that goes beyond the traditional model of
parents and children to include other generations or more distant relatives

family constellation variables: the collection of characteristics that describe
the makeup of an individual family, including number of family members, ages,
birth order of siblings, gender, and inclusion of any extended family members

interpersonal skills: the social and communication skills that begin developing
in childhood; sibling relationships significantly influence the development of
these skills

sibling: a general term for brothers and sisters who share the same set of parents;
siblings that share only one parent are called half sisters or half brothers

stepsiblings: siblings who have no relation through biology or adoption except
that a parent of one is married to the parent of the other; varied family forms
complicate further the traditional rivalry between siblings

Causes and Symptoms
Sibling rivalry is the competition or jealousy that develops between siblings for the
love, affection, and attention of either one or both parents. The concept of sibling
rivalry has been discussed for centuries, and it is considered a universal phenome-
non in families. Although sibling rivalry is generally described in terms of its
negative aspects, healthy competition between brothers and sisters can be useful in
the individual development of necessary social, communication, and cognitive
skills.

While the dynamics of the ways in which brothers and sisters relate to one
another cannot be reduced to specifics of age, birth order, gender, and family size,
these family constellation variables are important in the development of sibling
rivalry. While each element will be discussed separately, it is important to take into
account all the relevant factors when looking at causes of sibling rivalry.

The ages of siblings and their birth order are significant factors that have been
related to sibling competition. There are many stereotypes associated with being
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the oldest, youngest, and middle child in the family. For example, typical firstborn
children tend to be highly organized and responsible, while youngest children are
likely to benefit from more experienced, relaxed parenting and may be more
affectionate and spontaneous. Middle children are often more difficult to charac-
terize. They may be at more risk than other children for receiving less attention,
and they tend to develop stronger relationships outside the family. Using these
stereotypical characteristics as guides for assessing a particular child, it is possible
to speculate on the relevance of birth order and age in the development of sibling
competition.

The effects of spacing between children has also given rise to a number of
theories. It is generally accepted that the closer siblings are in age, the more similar
their life experiences are likely to be. As they may have more in common, siblings
close in age are also more likely to struggle with each other more frequently. For
this reason, siblings who are close in age may engage in more competition with
each other than siblings who are separated by more than a few years.

The gender of siblings is also a variable in the development of sibling relation-
ships, including sibling competition. Siblings help each other discover some of the
basic characteristics of male and female roles. Growing up with all brothers or all
sisters can teach a child much about dealing with one gender. Having a sibling of
the opposite sex can offer a child valuable initial information about the opposite
sex. The attitudes of parents regarding gender roles also influence the relationships
between siblings. Parents who display favoritism toward children based on gender
may contribute to sibling jealousy and competition.

For a wide variety of reasons, specific children may be more emotionally
vulnerable to feelings of jealousy than their siblings at a given time. For example,
in a family with a child who has a disability, other siblings may feel that they do
not receive as much attention or the child with special needs may feel different and
unwanted.

Emotionally vulnerable children are frequently found in families experiencing
high levels of stress. There is evidence that the emotional climate within the family
is directly linked to the quality of sibling relationships. It then follows that sibling
rivalry may be more problematic in families where there are stressors such as
marital conflict, chronically ill family members, or unwanted extended family
involvement.

The competition that emerges between siblings can be for material resources
such as toys or space within the household. For example, it is not uncommon for
an older child to resent having to share a room with a younger brother or sister.
Frequently, the competition for material resources stems from a child’s uncertainty
regarding his or her status in the family. Children may interpret the need to share
space as an indication of their lesser importance to parents.

Jealousy can develop when a child perceives favoritism on the part of a parent.
This jealousy results from a lack of equality in treatment. Not only is the less-fa-
vored child at risk for feeling jealous, but the parental favorite often does not
perceive the extra attention as pleasant or comfortable. The challenge in parenting
is trying to achieve equality when children are each exceptional beings with their
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own individual needs. In her book,Dr. Mom’s Parenting Guide(1991), Marianne
Neifert recommends loving children “uniquely,” giving each child the message
that his or her place in the family is a special one. A parent who consistently favors
one child over another through the amount of love and attention shown is encour-
aging unhealthy rivalry between the children.

Sibling rivalry can manifest itself in a variety of ways. When a new sibling is
born, an older child may be either openly or passively hostile to the new baby. This
hostility can be displayed in the form of direct verbal or physical attacks on the
baby. Sometimes children request that parents return the infant to the hospital or
give it away. In other cases, a child may act up or demand attention when the parent
is busy with the infant. Serious abuse by siblings is rare, but even mild incidents
need attention by parents.

Some children react to a new sibling by displaying regressive behavior such as
bed-wetting, asking to be carried, thumb-sucking, excessive crying, or talking baby
talk. Other negative behaviors associated with sibling jealousy are lying, aggres-
siveness, or destructive behaviors. It is also typical for the child to vent frustration
or anger on other individuals, pets, or toys when feeling jealous of a sibling. In
older children, sibling rivalry may be exhibited by taking the younger child’s toys
or demanding more parental attention. Another example of rivalry in older children
includes a drive to outperform the other sibling in academic or athletic settings.

Unless managed effectively by parents, feelings of jealousy and competition
among siblings can undermine a child’s development and may continue into adult
relationships. Sibling rivalry can be minimized by the active involvement of
parents in setting appropriate rules for dealing with conflicts.

Treatment and Therapy
The negative impact of sibling rivalry can be minimized through parental educa-
tion and attention to the conditions that intensify sibling competition. Attending to
the development of a relationship between siblings is an ongoing process which
parents can enhance through their involvement in helping children develop good
interpersonal skills.

The foundation for dealing effectively with sibling rivalry is an awareness and
understanding that sibling competition is a normal, healthy part of family life.
Rivalry develops between siblings in nearly every family, and it only becomes
problematic when taken to extremes or when ignored and allowed to escalate.

The common behavior problems associated with sibling rivalry occur in the
context of many interacting factors: parental expectations; the child’s developmen-
tal level; the temperament of a particular child; parental discipline; family constel-
lation characteristics such as age, gender, and spacing of children; and the presence
of extended family members. There is growing evidence regarding the importance
of obtaining assessments and information from family members (including ex-
tended family) and other sources such as school or day care personnel when
identifying a problem of sibling rivalry.

One of the situations in which parents express the most open concern regarding
sibling rivalry is when a new baby is expected or an adoption of a child is imminent.
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When a new sibling is expected, the other children can be invited to be actively
involved in the preparation. Age-appropriate discussions with each child about
pregnancy or adoption are good preventive measures. Parents should be available
to answer questions regarding the changes to be expected with the arrival of the
additional child. An open, direct discussion with older children can minimize the
adjustment difficulties and address initial concerns. Children need regular verbal
and demonstrated assurances that they will continue to be loved following the
arrival of a new sibling.

Parents can involve an older child in the care of a baby as a means of acknowl-
edging the unique contributions of that child. Expecting an older child to be a
regular caretaker, however, may create additional problems and place unnecessary
stress on the older brother or sister.

While some older children exhibit negative behaviors associated with the arrival
of a baby, others respond positively by becoming more mature and autonomous.
Focusing on the individual contributions of an older sibling can minimize the
feelings of jealousy when a new child enters the family.

Parents should avoid making either overt or subtle comparisons between sib-
lings and instead focus on the special qualities and achievements of each child. As
Neifert suggests, “honor the individual in every child.” This is sometimes difficult
to accomplish, as many times parents anticipate that subsequent children will be
similar to their firstborn. For example, if a first child is successful in sports, a parent
may anticipate that the younger sibling will also be athletically inclined. Such
unrealistic expectations can foster unhealthy competition and put needless pres-
sure on a younger sibling.

Jealousy between brothers and sisters seldom ends with the adjustment of a new
family member and the acknowledgement that an “only” child now has to share
parental attention. Balancing the emotional needs of two or more children of
differing ages continues to be an important concern of parents as children move
through different developmental stages.

The negative behaviors associated with sibling rivalry can stem from other
sources as well. Sometimes siblings fight because they are bored or have few
appropriate alternatives to taunting a sibling. Sometimes the behavior can be a
reaction to stressors outside of the home, such as problems at school or socializa-
tion difficulties. A parent’s reaction to negative behavior will have a large impact
on whether the behavior continues. Parents who can model effective interpersonal
skills themselves are likely to influence the development of these same skills in
their children.

When jealous behaviors are displayed by siblings, parents need to be sensitive
to the source of the feelings. The cause of the competition or rivalry should be the
focus of parental interventions, rather than the negative behavior itself. Children
should be encouraged to talk about their feelings openly, and parents need to be
willing to acknowledge and validate those feelings for each child. After allowing
children to express their feelings and showing appreciation for the difficulty of the
problem, parents can encourage siblings to work toward a mutual resolution.

One of the common manifestations of sibling rivalry is the expression of anger
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and, sometimes, the physical or verbal abuse that accompanies the anger. While
common, violent displays of anger are not appropriate. Helping children learn to
handle anger responsibly is an important task for parents.

In handling fighting between children, parents must assess the level of conflict
and intervene appropriately when necessary. Normal bickering between siblings
that does not include verbal abuse or threats of physical abuse rarely requires
parental involvement. If the situation worsens, however, the following steps can be
useful for parents: Acknowledge the angry feelings of each child, then reflect each
child’s point of view; describe the problem from the position of a respectful
bystander, without taking sides on the issue; and express confidence that the
children can come up with a reasonable solution.

Parents need to be actively involved in promoting a system of justice within the
family which includes age-appropriate rules and consequences for behavior. Ex-
amples of ways that parents can manage the behavior are separating siblings when
a situation appears dangerous and redirecting children’s activities when aggression
is likely to occur. Parents can also take responsibility for encouraging and reward-
ing cooperative play and providing children with appropriate, nonaggressive mod-
els for resolving conflict.

Teaching children conflict resolution strategies is an important way for parents
to intervene in sibling rivalry problems. Developing the ability to express one’s
feelings is a valuable step toward conflict resolution. Children should be encour-
aged to put their feelings into words in appropriate ways. Young children may need
help in doing so through the use of statements such as, “You don’t like it when I
spend so much time caring for your baby sister, do you?”  Granting a child
permission to fantasize about a given situation may also help in diffusing angry
feelings. Encouraging children to verbalize what they wish would happen allows
them to address emotions in an honest way. Children should be taught from an
early age to develop creative ways to vent their anger. Children can be taught to
use physical exercise, write feelings in a journal, or go to their rooms to cool down
as appropriate ways to manage anger.

Managing sibling  conflict is complex in any family, but even more  so in
situations where there is a single parent or a blending of families through divorce
and remarriage. Because sibling competition stems from a child’s anxiety about
sharing parental attention, the presence of a single parent can intensify the feelings
of insecurity about one’s position in the family. Single parents need to be careful
not to turn a child into a spouse substitute, instead viewing each child as a unique
individual who deserves to be able to mature at his or her own pace. Extended
family members, including grandparents, aunts, and uncles, may be useful in
helping a single parent meet the individual needs of each child in the family.

When parents remarry, children are required to make adjustments in their
relationships and to include new people into their family. Children need to be
allowed to express their ambivalent feelings regarding stepsiblings and half sib-
lings, as these feelings are a normal part of this adjustment process. Parents need
to accept and tolerate each child’s feelings, as long as guidelines of justice and
safety are recognized.
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Despite the abundant research available on the topic of sibling rivalry, there is
still much that is unknown regarding the complex relationships between brothers
and sisters. While it is possible to look at generalizations regarding the issues
important in sibling rivalry, it is not possible to predict adjustment or maladjust-
ment in a particular child. Information must be gathered from a number of sources
and evaluated for each child when planning a course of action to address concerns
about sibling rivalry.

Perspective and Prospects
Through the ages, people have assumed that jealousy and rivalry were unavoidable
characteristics of sibling relationships. Sibling rivalry has been a common theme
in several classic stories. In the Bible, the competition between brothers Cain and
Abel and the jealousy which developed between Joseph and his brothers over
issues of parental favoritism are but two accounts of sibling rivalry. Such accounts
support the assertion that jealousy among siblings is a common phenomenon.

Sigmund Freud’s theory of socialization was one of the first to address the
concept of sibling rivalry from a scientific perspective. According to Freud, sibling
rivalry, with its struggles and controversy, is inherent in all brother-and-sister
relationships. Much of what Freud hypothesized regarding sibling competition was
grounded in a personal understanding of his own relationships with his siblings.
Freud was the oldest child in a family which included five younger sisters and a
younger brother.

Competition for parental attention was a dominant theme in Freud’s description
of the sibling relationship. He emphasized the negative emotions associated with
sibling relationships and concluded that, although these feelings diminished as
children matured, the rivalry persisted into adulthood. Few of his remarks about
sibling relationships addressed gender differences, as Freud described relation-
ships from his own perspective as a male.

Another theorist who addressed the issue of sibling relationships was Walter
Toman. In 1961, Toman published the bookFamily Constellation: Its Effects on
Personality and  Social Behavior. He suggested that birth order,  gender,  and
spacing were significant factors in the development of personality and strongly
influenced the nature of personal relationships both within and outside the family
of origin. Toman detailed eight sibling positions, such as oldest brother of brothers,
youngest sister of brothers, and so on. While the generalizations presented in
Toman’s work have significance as a basis of comparison, there are too many
intervening variables and complexities in family life to use birth order theories as
complete explanations for sibling relationships and family roles. Birth order,
gender, and spacing are several of the many significant factors that shape the
connections between siblings.

Sibling relationships play an important role in each child’s development. Since
the works of Freud and Toman were published, researchers have expanded their
studies of sibling rivalry to include the broader context of the family. There is
growing evidence that the emotional climate of the family is directly related to the
quality of the relationship of siblings. The parental relationship, factors of vulner-
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ability in specific children, parental expectations, and family constellation vari-
ables each contribute to the development and intensity of sibling rivalry between
brothers and sisters in a given family.
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Sleep Apnea Syndromes

and Narcolepsy
Sleep Apnea Syndromes and Narcolepsy

Type of psychology:Consciousness
Fields of study:Sleep

Sleep apnea syndromes are a class of sleep disorders which result in repeated
pauses in breathing during the night and cause repeated interruptions of the sleep
cycle. Sleep apnea may be caused by physical obstruction of the upper airway or
by neurological difficulties. Narcolepsy, another sleep disorder, is characterized by
excessive daytime sleepiness, cataplexy, sleep paralysis, hypnagogic hallucina-
tions, and irregular manifestations of REM sleep. The disorder is lifelong, and its
origin is unknown.

Principal terms
apnea: the cessation of breathing
cataplexy: a brief, sudden episode of muscle weakness or paralysis; in narcolep-

tic patients, usually triggered by emotion
electroencephalography: a technique used to measure electrical (brain-wave)

activity through the scalp
hypnagogic hallucinations: vivid auditory or  visual hallucinations  which

occur at the transition from wakefulness to sleep, or from sleep to wakefulness
insomnia: a complaint of poor, insufficient, or nonrefreshing sleep
rapid eye movement (REM) sleep: a type or stage of sleep characterized by rapid

eye movements, vivid dreaming, and lack of skeletal muscle tone

Causes and Symptoms
Sleep apnea syndromes include a variety of conditions, all of which result in the
temporary cessation of breathing during sleep. Sleep apnea may affect people of
all ages, but it is more common among elderly patients. Individuals with sleep
apnea do not necessarily have breathing difficulty while awake, and while many
people who do not have apnea experience pauses in breathing during sleep, sleep
apnea patients experience much longer pauses (typically fifteen to sixty seconds),
and these may occur one hundred to six hundred times per night. Three basic types
of apnea exist: obstructive, central, and mixed.

Obstructive sleep apnea (OSA) is caused by an obstruction of the upper airway
during sleep and is the most common type of apnea. Breathing effort continues
with OSA, but it is ineffective because of the patient’s blocked airway. Individuals
with OSA will commonly report that they experience excessive daytime sleepiness
(EDS). Also, loud snoring occurs at night, which is a result of the vibration of
tissues in the upper airway and is caused by the passage of air through a narrow
airway. Another feature which is common in OSA patients is excessive body
weight. OSA occurs more often in males than in females.
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Children are also affected by this disorder; the most common cause is swelling
of the tonsils. Therefore, all children are at risk of developing OSA, though some
groups of children, such as those with Down syndrome, facial malformation, or
muscular disorders, are more at risk than others. Children with OSA are typically
underweight, because they usually have difficulty swallowing; they may even
enjoy eating less because they are not able to smell or taste food as well as others.

Patients with obstructive sleep apnea frequently report falling asleep while
driving, watching television, or reading, but some patients report little or no EDS.
OSA patients may also experience intellectual or personality changes, which are
probably usually related to EDS, but in severe cases may be attributable to lowered
levels of oxygen reaching the brain. Another symptom associated with OSA is
erectile impotence.

Central sleep apnea (CSA) is caused by a temporary absence of the effort to
breathe while sleeping, and it is considered to be a rare disorder; fewer than 10
percent of all apnea patients experience CSA. CSA differs from OSA in that there
is no obstruction of the upper airway, and breathing effort does not continue as it
does in OSA. Patients rarely have CSA alone; the majority have both CSA and
OSA episodes during the night. CSA is usually diagnosed when more than 55
percent of the episodes are central. Many authors point out that the mechanisms
responsible for the two types of apnea may overlap; CSA may be attributable to a
failure of the systems which monitor oxygen levels in the blood, resulting in the
periodic loss of the breathing effort. CSA patients may experience between one
hundred and three hundred episodes per night.

Central sleep apnea patients commonly complain of insomnia, which is poor,
insufficient, or nonrefreshing sleep. Other symptoms associated with CSA are
depression and decreased sexual drive. Patients with neurological disorders such
as encephalitis, brain-stem tumor, and Shy-Drager syndrome may also have CSA.
The range of disorders associated with CSA makes it difficult to make absolute
statements about the cause of this form of apnea.

The third type of apnea is mixed sleep apnea (MSA). MSA is a pause in
breathing which has both obstructive and central components. Most patients with
MSA are generally considered to be similar to OSA patients in terms of symptoms,
physical causes, and treatment options; however, there are also those MSA patients
whose apneic episodes are characterized by long central components, and these
individuals are more similar to CSA patients in terms of symptoms, cause, and
treatment.

Narcolepsy is a sleep disorder which includes symptoms such as EDS, over-
whelming episodes of daytime sleep, disturbed nocturnal sleep, cataplexy (sudden,
brief episodes of muscle weakness or paralysis which are emotionally triggered),
hypnagogic hallucinations, sleep-onset rapid eye movement (REM) periods (or
SOREMPs, the occurrence of REM sleep within fifteen minutes of sleep onset as
indicated by electroencephalographic, or EEG, analysis), and sleep paralysis. Four
symptoms—EDS, cataplexy, sleep paralysis, and hypnagogic hallucinations—are
often referred to as the “narcoleptic tetrad,” although all four symptoms are rarely
seen in the same patient. Narcoleptics rarely have problems falling asleep at night,
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but they do awaken more frequently and exhibit more body movements during
sleep than normal subjects. Narcoleptics are also frequently disturbed by vivid
dreams.

The EDS associated with narcolepsy is most often experienced during boring,
sedentary situations, but it may also occur when the person is highly involved with
a task. Though narcoleptics may awaken from a “sleep attack” feeling refreshed,
narcoleptic sleepiness is persistent and cannot be alleviated by any amount of
sleep. For years, many believed that the sleep attacks associated with narcolepsy
could be attributable to a sudden “urge” to sleep, but more recent thought suggests
that these sleep episodes may result from a sudden failure to resist the ever-present
sleepiness that narcoleptics experience.

Not all patients with narcolepsy experience cataplexy. In a study to determine
the differences between narcoleptics with cataplexy and those without cataplexy,
it was determined that patients who experienced cataplexy had a higher prevalence
of hallucinations, sleep paralysis, and nocturnal sleep disturbance. Thus, cataplec-
tics generally seem to be more impaired during sleep and while awake. For this
reason, some have suggested that two groups of narcoleptic patients may exist:
those with cataplexy and those without cataplexy. During a cataplectic episode, the
narcoleptic patient maintains consciousness; however, if the episode is particularly
long, the patient  may enter REM  sleep. Patients  with  severe cataplexy may
experience complete paralysis in all but the respiratory muscles; these episodes can
result in injury, although the most common episodes could be characterized by the
patient dropping objects, losing posture, or halting motions.

Sleep paralysis in narcolepsy is experienced as the inability to move during the
onset of sleep or upon awakening. These episodes may last from a few seconds to
ten minutes and can be reversed by external stimuli such as another person
touching the patient or calling his or her name. Sleep paralysis can be particularly
frightening, although many patients learn that these episodes are usually brief and
will end spontaneously. Adding to this fright, however, are the visual, auditory, or
tactile hallucinations which may accompany sleep paralysis. Sleep paralysis and
hypnagogic hallucinations occur in about 60 percent of narcoleptic patients. Much
like patients with sleep apnea, narcoleptics may exhibit psychopathology, but it is
most likely related to effects of their disturbed sleep rather than to the sleep
disorder itself.

Individuals with apnea may repeatedly experience dangerously low levels of
oxygen in their blood while sleeping. Oxygen is essential to the body’s proper
functioning, and if one does not receive the amount of oxygen the body needs,
health may be affected in some way; heart disease and stroke are strongly associ-
ated with the occurrence of apnea. While it is not known if apnea actually causes
these complications, the association is important nevertheless. Exposure to such
low levels of oxygen in the blood over a prolonged period may result in increased
blood pressure and poor circulation, as well as disturbance of heart rhythms.

Since both narcolepsy and apnea patients often experience nocturnal sleep
difficulties, their quality and quantity of sleep is lowered. As a result, many patients
with both disorders experience excessive daytime sleepiness. This may present
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itself as a problem during such activities as work or driving. Studies indicate that
narcolepsy and apnea patients are more likely to have automobile accidents, poor
job performance, and less job satisfaction than those without a sleep disorder, in
part because of the fact that these patients often fall asleep during such activities.
Diagnosis of sleep apnea and narcolepsy in a sleep disorders clinic involves a
number of measurements. The Multiple Sleep Latency Test measures the tendency
of a patient to fall asleep during the day. This test, in addition to polysomnographic
recording and the patient’s medical history, aids in determining the proper treat-
ment for these disorders.

Treatment and Therapy
Treatment of sleep apnea depends on a number of factors, which include frequency
and type of apnea, quality of nighttime sleep, amount of oxygen in the blood during
sleep, frequency and type of heart rhythm disturbance, and the tendency to sleep
during waking hours. CSA patients may be treated using oxygen administration
during sleep, which reduces the number of central apnea events, drug therapy, or
mechanical ventilation, but all treatments for CSA have the potential to increase
the occurrence of OSA in these patients. Various treatments available to patients
with obstructive or mixed apnea include weight loss, drug therapy, surgery, and
medical management.

Weight loss can be an important part of treatment for patients with OSA. In many
cases, weight loss alone results in a reduction of the frequency and severity of
apnea. Since adequate weight loss may take months, however, this option alone is
not likely to be feasible for serious cases of apnea. Drug therapy has met with
limited success in treating apnea patients, but there are many drugs which are being
studied, and these may prove effective in treating the disorder. Surgical treatment
for severe cases of apnea was, in the past, limited to tracheostomy. More recently,
however, removal of unnecessary tissue in the area of obstruction has been found
to reduce apnea events significantly in certain patients. Facial reconstruction is also
an option in more severe cases.

Treatments for apnea which involve medical management are constantly being
developed. These include the insertion of a tube which bypasses the point of
obstruction, allowing normal breathing to occur, and continuous positive airway
pressure (CPAP). CPAP is a technique that uses air pressure to eliminate the closure
of the airway in the nasal passages. In effect, CPAP provides a “splint” for the area
that causes the obstruction; it  also  increases lung volume.  This treatment is
comfortable and easy to use for most patients, and is thus very promising.

Treatments for narcolepsy all center on managing its symptoms, as there is no
cure for narcolepsy itself. Fortunately, cataplexy, sleep paralysis, and hypnagogic
hallucinations improve or disappear over time in approximately one-third of all
narcoleptic patients. Medication may be prescribed to decrease the severity of
daytime sleepiness, nocturnal sleep disturbance, and cataplexy. Regularly sched-
uled naps throughout the day may be used as an effective supplement to medica-
tion. Such naps may also reduce the need for medications by relieving the effects
of insufficient sleep. Many doctors employ this method of treatment, because it is
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important for patients to adjust their lifestyle in order to deal with the effects of
narcolepsy.

Perspective and Prospects
The scientific study of sleep began in the nineteenth century, although there was
certainly interest in sleep prior to that time. Technological advances during the
1930’s and 1940’s allowed scientists to investigate the processes of sleep with more
precision than before. In 1929, Hans Berger first recorded the EEG activity of
humans. This development led to the discovery of patterns of brain-wave activity
during sleep and the later description of REM sleep. This period of technological
growth began the modern era of sleep studies; since that time, much has been
learned about sleep and how it relates to other physiological processes.

Recognition of sleep apnea as a distinct sleep disorder began in 1966, and it is
estimated today that as many as one in every thirty to fifty adults has sleep apnea
to the  extent that  their quality of life  is affected in some manner. Since  its
description, sleep apnea has received intensive investigation by a variety of medi-
cal specialists; in sleep apnea studies, it is not uncommon to see a heart surgeon
working with a psychologist and a child specialist. This is attributable to the fact
that sleep apnea can be the result of a number of physical or neurological problems,
and it affects patients in a number of different ways.

Between one in a thousand and one in ten thousand women and men experience
narcolepsy, and the usual age of onset is between fifteen and thirty-five. In half the
cases, the onset of narcoleptic symptoms is preceded by severe psychological
stress, an abrupt change in the sleep-wake schedule, or some other special circum-
stance. Scientists suspect a genetic factor in the occurrence of narcolepsy that may
involve the immune system, but data also suggest that a strong environmental
factor may play a role in the development of the disorder.

In an essay inPrinciples and Practice of Sleep Medicine(1989), Christian
Guillemenault writes that the word “narcolepsy” was first used in 1880 to describe
a pathological condition characterized by recurring, irresistible episodes of sleep
which were of short duration. Interest in the disorder grew, and in 1960 it was
discovered that a narcoleptic patient exhibited sleep-onset REM periods. This
phenomenon became one of the cornerstone symptoms in the diagnosis of nar-
colepsy, and narcolepsy has since been described as primarily a disorder of REM
sleep.

Investigation of sleep is showing how important sleep is to human physical and
psychological health. Many theories exist which attempt to account for why people
sleep; studies indicate that tissue restoration is enhanced during sleep, the ability
to concentrate suffers if one is deprived of sleep for a significant period of time,
and one may experience distinct mood changes without proper sleep. As stated
earlier, cardiovascular complications are frequently associated with sleep apnea,
as are work-related accidents and changes in intellectual ability. Sudden infant
death syndrome (SIDS) is thought by some to be associated with sleep apnea. For
these reasons, the study of sleep apnea, narcolepsy, and sleep in general is crucial
to the health of many people. As psychologists and physicians further understand
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the processes involved in human and animal sleep, they will come closer to
providing more effective treatment for patients with sleep apnea and narcolepsy.
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Strategic Family

Therapy
Strategic Family Therapy

Type of psychology:Psychotherapy
Fields of study:Group and family therapies

Strategic theory and interventions have been highly influential in the founding of
modern family therapy. Strategic family therapy focuses on influencing family
members by carefully planned interventions and the issuance of directives for
resolving problems. At times, these directives may appear to be in direct opposition
to the goals of treatment (an approach referred to as paradox). Strategic therapy
is one of the most widely studied, taught, and emulated approaches to treating
family (and individual) dysfunction.

Principal terms
agoraphobia: an intense fear of being in places or situations in which help may

not be available or escape could be difficult
double bind: receiving contradictory messages; a form of communication which

often occurs when a family member sends two messages, requests, or com-
mands that are logically inconsistent, contradictory, or impossible

paradoxical intervention: a therapy technique in which a therapist gives a
patient or family a task that appears to contradict the goals of treatment

reframing: redefining an event or situation in order to alter its meaning
restraining strategies: a form of paradoxical intervention wherein the therapist

discourages, restrains, or denies the possibility of change
symptom prescription: a form of paradoxical intervention wherein the therapist

encourages or instructs patients to engage in behaviors that are to be eliminated
or altered

Overview
Families engage in complex interactional sequences that involve both verbal and
nonverbal (for example, gestures, posture, intonation, volume) patterns of commu-
nication. Family members continually send and receive complicated messages.
Strategic family approaches are designed to alter psychological difficulties which
emerge from problematic interactions between individuals. Specifically, strategic
therapists view individual problems (for example, depression, anxiety) as manifes-
tations of disturbances in the family. Psychological symptoms are seen as the
consequences of misguided attempts at changing an existing disturbance. For
example, concerned family members may attempt to “protect” an agoraphobic
patient from anxiety by rearranging activities and outings so that the patient is
never left alone; unfortunately, these efforts only serve to foster greater depend-
ency, teach avoidant behaviors, and maintain agoraphobic symptoms. From a
strategic viewpoint, symptoms are regarded as communicative in nature. That is,
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symptoms have distinct meanings within families and usually appear when a
family member feels trapped and cannot break out of the situation via nonsympto-
matic ways.

The strategic model views all behavior as an attempt to communicate. In fact, it
is impossible not to communicate, just as it is impossible not to act. For example,
an adolescent who runs away from home sends a message to his or her parents;
similarly, the parents communicate different messages in terms of how they react.
Frequently, the intended message behind these nonverbal forms of communication
is difficult for family members to discern. Moreover, when contradictions appear
between verbal and nonverbal messages, communication can become incongruent
and clouded by mixed messages.

Gregory Bateson, who was trained as an anthropologist and developed much of
the early theory behind  strategic approaches, worked  with other theorists  to
develop the double-bind theory of schizophrenia. A double-bind message is a
particularly problematic form of mixed communication that occurs when a family
member sends two messages, requests, or commands that are logically inconsis-
tent, contradictory, or impossible. For example, problems arise when messages at
the content level (“I love you” or “Stay close to me”) conflict with nonverbal
messages at another level (“I despise you” or “Keep your distance”). Eventually, it
is argued, a child who is continually exposed to this mixed style of communication,
that is, a “no-win” dilemma, may feel angered, helpless, and fearful, and responds
by withdrawing.

Since Bateson’s early work in communication theory and therapy, the strategic
approach has undergone considerable revision. At least three divisions of strategic
family therapy are frequently cited: the original Mental Research Institute (MRI)
interactional view, the strategic approach advocated by therapists Jay Haley and
Cloe Madanes, and the Milan systemic family therapy model. There is consider-
able overlap among these approaches, and the therapy tactics are generally similar.

The MRI interactional family therapy approach shares a common theoretical
foundation with the other strategic approaches. In addition to Bateson, some of the
prominent therapists who have been associated with the institute at one time or
another are Don Jackson, Jay Haley, Virginia Satir, and Paul Watzlawick. As
modified by Watzlawick’s writings, includingThe Invented Reality(1984), the
MRI model emphasizes that patients’attempts to solve problems often maintain or
exacerbate difficulties. Problems may arise when the family either overreacts or
underreacts to events. For example, ordinary life difficulties or transitions (for
example, a child beginning school, an adult dealing with new work assignments)
may be associated with family overreactions. Similarly, significant problems may
be treated as no particular problem.  The failure to handle such events  in  a
constructive manner within the family system eventually leads to the problem
taking on proportions and characteristics which may seem to have little similarity
to the original difficulty. During family therapy, the MRI approach employs a
step-by-step progression of suggested strategies toward the elimination of a symp-
tom. Paradoxical procedures, which are described later, represent a mainstay of the
MRI approach.
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Haley and Madanes’s approach to strategic family therapy argues that change
occurs through the process of the family carrying out assignments (to be completed
outside therapy) issued by the therapist. As described in Madanes’sStrategic
Family Therapy(1981), strategic therapists attempt to design a therapeutic strategy
for each specific problem. Instead of “suggesting”  strategies, as in the MRI
approach, therapists issue directives which are designed deliberately to shift the
organization of the family in order to resolve the presenting problem. Problems are
viewed as serving a function in the family and always involve at least two or three
individuals. As detailed in Haley’sLeaving Home: The Therapy of Disturbed Young
People(1980) andOrdeal Therapy: Unusual Ways to Change Behavior(1984),
treatment includes intense involvement, carefully planned interventions designed
to reach clear goals, frequent use of therapist-generated directives or assignments,
and paradoxical procedures.

The Milan systemic family therapy model is easily distinguished from other
strategic approaches because of its unique spacing of therapeutic sessions and
innovative team approach to treatment. The original work of therapists Mara
Selvini-Palazzoli, Luigi Boscolo, Gianfranco Cecchin, and Guiliana Prata has been
described as “long brief” family therapy and was used to treat a wide variety of
severe problems such as anorexia and schizophrenia. The first detailed description
of the Milan group’s approach was written by the four founding therapists and
calledParadox and Counterparadox: A New Model in the Therapy of the Family
in Schizophrenic Transition(1978). The original Milan approach incorporated
monthly sessions for approximately one year. The unusual spacing of sessions was
originally scheduled because many of the families seen in treatment traveled
hundreds of miles by train to receive therapy. Later, however, the Milan group
decided that many of their interventions, including paradox, required considerable
time to work. Thus, they continued the long brief model. Another distinguishing
factor of the Milan group was its use of therapist-observer teams who watched
treatment sessions from behind a two-way mirror. From time to time, the therapist
observers would request that the family therapist interrupt the session to confer
about the treatment process. Following this discussion, the family therapist would
rejoin the session and initiate interventions, including paradox, as discussed by the
team of therapist observers who remained behind the mirror. In 1980, the four
originators of the Milan group divided into two smaller groups (Boscolo and
Cecchin; Selvini-Palazzoli and Prata). Shortly thereafter, Selvini-Palazzoli and
Prata continued pursuing family research separately. The more recent work of
Boscolo and Cecchin is described inMilan Systemic Family Therapy(1987), while
Selvini-Palazzoli’s new work is presented inFamily Games(1989), which she
wrote with several new colleagues.

Applications
Jay Haley argued that conventional mental health approaches were not providing
effective treatment. Based on his work with schizophrenics, he observed that
patients typically would improve during their hospitalizations, return home, and
then quickly suffer relapses. He also suggested that if the patient did improve while
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away from the hospital, then a family crisis would often ensue, resulting in the
patient’s eventual rehospitalization. Thus, effective treatment from a strategic
framework often required family members to weather crises and alter family
patterns of communication so that constructive change could occur.

Related to Haley’s work with hospitalized patients was his treatment of “dis-
turbed” young adults who exhibited bizarre behavior and/or continually took
illegal drugs. InLeaving Home: The Therapy of Disturbed Young People, Haley
suggests that it is best to assume that the problem is not an individual problem, but
a problem of the family and young person separating from each other. That is,
young adults typically leave home as they succeed in work, school, or career and
form  other intimate  relationships.  Some  families, however, become unstable,
dysfunctional, or distressed as the son or daughter attempts to leave. In order to
regain family stability, the young adult may fail in attempts to leave home (often
via abnormal behavior). Furthermore, if the family organization does not shift, then
the young adult may be destined to fail over and over again.

Haley’s approach to treating such cases includes several stages of strategic
therapy. First, the entire family attends the initial interview, and the parents are put
in charge of solving their child’s problems. During treatment, the parents are told
that they are the best therapists for their child’s problems. Because the family is
assumed to be in conflict (as shown by the patient’s problems), requiring the family
to take charge and become active in the treatment of the identified patient allows
for greater opportunities to intervene around the conflict. In particular,  it is
assumed that the hierarchy of the family is in confusion and that the parents must
take an active role in shifting the family’s organization. Also, all family members
are encouraged to adopt a position in which they expect the identified patient’s
problems to become normal.

As the identified patient improves, the family will often experience a crisis and
become unstable again. A relapse of the identified patient would follow the usual
sequence for the family and return stability (and familiarity) to the system.
Unfortunately, a relapse would only serve to perpetuate the dysfunction. Therefore,
the therapist may further assist the family by dealing with concerns such as parental
conflicts and fears, or attempt to assist the young adult by providing opportunities
away from therapy sessions which foster continued growth. Eventually, termina-
tion is planned, based on the belief that treatment does not require the resolution
of all family problems, but instead those centered on the young adult.

Strategic therapists share a common belief in the utility of paradoxical proce-
dures. In fact, the history of modern paradoxical psychotherapy is frequently
credited as beginning with the MRI group, although paradoxical techniques have
been discussed by various theorists from other orientations. Paradox refers to a
contradiction or an apparent inconsistency that defies logical deduction. That is,
strategic paradox is employed as a means of altering behavior through the use of
strategies in apparent opposition to treatment goals. The need for paradoxical
procedures is based on the assumption that families are very resistant to change
and frequently attempt to disrupt the therapist’s effort to help them. Thus, if the
therapist suggests common therapeutic tactics (for example, communication
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homework, parenting suggestions), then the family may resist (for example, may
“forget” to do the homework, sabotaging the exercise) and fail to improve. On the
other hand, if the therapist tells the family to do what they are already doing, then
the family may resist by getting better.

A variety of explanations have been offered to explain the manner in which
paradox works. InChange: Principles of Problem Formation and Problem Reso-
lution (1974), written by Watzlawick and his colleagues, paradox is described as
producing a special type of change among family members. That is, there are two
levels of change: first-order and second-order change. First-order change is change
within a family system (for example, a parent increasing punishment as the child’s
behavior becomes more disruptive). First-order change is typically conducted in a
step-by-step fashion and involves the uses of problem-solving strategies. On the
other hand, second-order change refers to changing the family system itself, and it
typically occurs in a sudden and radical manner. The therapist attempts to change
the system by unexpected, illogical, or abrupt methods. Paradoxical procedures are
designed to effect second-order change. A paradoxical approach might be to
encourage the child to act out every time he or she believes that the parents are
about to have a fight. In such a case, the family system may be transformed by
family members receiving important feedback about the manner in which they
operate, by increased understanding of one another’s impact on the system, and by
efforts to discard “old family rules” by initiating new procedures for effective
family living.

Several different classes of paradoxical interventions are highlighted in Gerald
Weeks  and Luciano L’Abate’s  bookParadoxical Psychotherapy: Theory and
Practice with Individuals, Couples, and Families(1982). These include reframing,
prescribing the symptom, and restraining.

Reframing refers to providing an alternative meaning or viewpoint to explain an
event. A  common  example of reframing  is Tom Sawyer, who described the
boredom of whitewashing a fence as pleasurable and collected cash from his peers
for the opportunity to assist him. Reframing provides a new framework from which
to evaluate interactions (for example, “Mom is smothering” versus “Mom is caring
and concerned”).

Prescribing the symptom refers to encouraging or instructing patients to engage
in the behavior that is to be eliminated or altered. Symptom prescription is the most
common form of paradox in the family therapy literature. Following the presenta-
tion of an appropriate rationale to the family (for example, to gain more assessment
information), the therapist offers a paradoxical instruction to the family, typically
as part of the week’s homework. For example, a child who frequently throws
temper tantrums may be specifically instructed to engage in tantrums, but only in
certain locations at scheduled times. Another common use of paradox involves
symptom prescription for insomniacs. A patient with onset insomnia (difficulty
falling asleep) may be encouraged to remain awake in order to become more aware
of his or her thoughts and feelings before falling asleep. As might be guessed,
anxiety is often associated with onset insomnia, and such an intervention serves to
decrease anxiety about failing to fall asleep by introducing the idea that the patient
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is supposed to stay awake. Frequently, patients describe difficulty completing the
homework because they “keep falling asleep too quickly.”

Restraining strategies include attempts to discourage, restrain, or even deny the
possibility of change; the therapist might say, “Go slow,” or, “The situation appears
hopeless,” or, “Don’t change.” The basis for restraining strategies is the belief that
many patients may not wish to change. Why would patients seek treatment and
spend money toward that end if they do not wish to improve? All change involves
risk, and with risk comes danger and/or uncertainty. Moreover, the future may be
less predictable following change. In fact, it is possible to conceive of most
recurring patterns of family dysfunction or individual difficulties as a heavy
overcoat. At times, the heavy overcoat serves a useful purpose by protecting one
from harsh weather. As time passes, however, the overcoat becomes uncomfortable
as the weather becomes warmer. Still, many people dread taking off the overcoat
because they are used to it, it has become familiar, and the future seems uncertain
without it. From the patient’s viewpoint, discomfort may be more acceptable than
change (and the uncertainty it brings).

Perhaps the most common restraining strategy is predicting a relapse. In predict-
ing a relapse, the patient is told that a previous problem or symptom will reappear.
By so doing, the therapist is in a no-lose situation. If the problem reappears, then
it was predicted successfully by the therapist, is understood by the therapist, and
can be dealt with by the therapist and patient. If the problem does not reappear,
then the problem is being effectively controlled by the patient.

Perspective and Prospects
Strategic approaches, based on communication theories, developed from research
conducted at the Mental Research Institute (MRI) in Palo Alto, California, in the
1950’s. In contrast to psychodynamic approaches, which emphasize the impor-
tance of past history, trauma, and inner conflicts, strategic therapies highlight the
importance of the “here and now,” and view psychological difficulties as emerging
from problematic interactions between individuals (family members or married
partners). Moreover, strategic therapists tend to follow a brief model of treatment,
in contrast to many individual and family therapy approaches.

The effectiveness of family therapy approaches, including strategic approaches,
is difficult to measure. Although there has been a clear increase in research
evaluating the efficacy of family interventions since about 1980, the results are less
than clear because of difficulties with research methodologies and diverse research
populations. For example, psychodynamic therapists prefer to use case studies
rather than experimental designs to determine effectiveness. Strategic therapists
have conducted only a handful of research studies, but these results are encourag-
ing. A structural-strategic approach developed by psychologist M. Duncan Stanton
has demonstrated effectiveness in the treatment of drug abuse. Also, the Milan
approach has been found to be effective for a variety of problems identified by
families who participated in a three-year research program. Further research is
warranted, however, before definitive conclusions about the empirical effective-
ness of strategic approaches can be reached.
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In conclusion, strategic family therapy has shaped the field of family therapy.
Innovative approaches such as paradox have been associated with strategic therapy
for years, and advances continue to be seen from the respective groups of strategic
therapists. Although strategic approaches such as paradoxical directives are fre-
quently regarded as controversial and perhaps risky, the importance of some
strategic contributions to the field of family therapy—in particular, the recognition
of multiple levels of communication, and of subtle nuances of power struggles in
relationships—is widely accepted.
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Stress
Stress

Type of psychology:Stress
Fields of study:Coping; critical issues in stress; stress and illness

The stress response consists of physiological arousal, subjective feelings of dis-
comfort, and the behavioral changes people experience when they confront situ-
ations that they appraise as dangerous or threatening. Because exposure to ex-
treme situational or chronic stress causes emotional distress and may impair
physical functioning, it is important to learn effective stress coping strategies.

Principal terms
cognitive appraisal: an assessment of the meaningfulness of an event to an

individual; events that are appraised as harmful or potentially harmful elicit
stress

emotion-focused coping: minimizing negative emotions elicited by a stressor by
using techniques such as relaxation and denial and paying little attention to the
stressor itself

learned helplessness: motivational, cognitive, and emotional deficits resulting
from exposure to a stressor that is perceived to be uncontrollable

problem-focused coping: minimizing negative emotions elicited by a stressor by
changing or avoiding the stressor

stressor: an event that is appraised as dangerous or threatening and that elicits a
stress response

Overview
In the past, the term “stress” designated both a stimulus (a force or pressure) and a
response (adversity, affliction). More recently, it has usually been used to denote a
set of changes that people undergo in situations that they appraise as threatening
to their well-being. These changes involve physiological arousal, subjective feel-
ings of discomfort, and overt behaviors. The terms “anxiety” and “fear” are also
used to indicate what people experience when they appraise circumstances as
straining their ability to cope with them.

The external circumstances that induce stress responses are called stressors.
Stressors have a number of important temporal components. Exposure to them may
be relatively brief with a clear starting and stopping point (acute stressors) or may
persist for extended periods without clear demarcation (chronic stressors). Stress-
ors impinge on people at different points in their life cycles, sometimes occurring
“off time” (at times that are incompatible with personal and societal expectations
of their occurrence) or at a “bad time” (along with other stressors). Finally, stress
may be induced by the anticipation of harmful circumstances that one thinks one
is likely to confront, by an ongoing stressor, or by the harmful effects of stressors
already encountered. All these factors affect people’s interpretations of stressful
events, how they deal with them, and how effective they are at coping with them.
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Although there are some situations to which almost everyone responds with high
levels of stress, there are individual differences in how people respond to situations.
Thus, though most people cringe at the thought of having to parachute from an
airplane, a substantial minority find this an exciting, challenging adventure. Most
people avoid contact with snakes, yet others keep them as pets. For most people,
automobiles, birds, and people with deep voices are largely neutral objects, yet for
others they provoke a stress reaction that may verge on panic.

The key concept is cognitive appraisal. Situations become stressors for an
individual only if they are construed as threatening or dangerous by that individual.
As demonstrated in a study of parachuters, by psychologists Walter D. Fenz and
Seymour Epstein, stress appraisals can change markedly over the course of expo-
sure to a stressor, and patterns of stress arousal differ as a function of experience
with the stressor. Fenz and Epstein found that fear levels of veteran jumpers (as
evaluated by a self-report measure) were highest the morning before the jump,
declined continuously up to the moment of the jump, and then increased slightly
until after landing. Fear levels for novice jumpers, in contrast, increased up to a
point shortly before the jump and then decreased continuously. For both groups,
the peak of stress occurred during the anticipatory period rather than at the point
of the greatest objective danger (the act of jumping).

Stress reactions are measured in three broad ways: by means of self-report,
through behavioral observations, and on the basis of physiological arousal. The
self-report technique is the technique most commonly used by behavioral scientists
to evaluate subjective stress levels. The State Anxiety Scale of the State-Trait
Anxiety Inventory, developed by psychologist Charles Spielberger, is one of the
most widely used self-report measures of stress. Examples of items on this scale
are “I am tense,” “I am worried,” and “I feel pleasant.” Subjects are instructed to
respond to the items in terms of how they currently feel.

Self-report state anxiety scales may be administered and scored easily and
quickly. Further, they may be administered repeatedly and still provide valid
measures of momentary changes in stress levels. They have been criticized by
some, however, because they are face valid (that is, their intent is clear); therefore,
people who are motivated to disguise their stress levels can readily do so.

Overt behavioral measures of stress include direct and indirect observational meas-
ures. Direct measures focus on behaviors associated with stress-related physiological
arousal such as heavy breathing, tremors, and perspiration; self-manipulations such as
nail biting, blinking, and postural orientation; and body movement such as pacing.

Speech disturbances, both verbal (for example, repetitions, omissions, incom-
plete sentences, and slips of the tongue) and nonverbal (for example, pauses and
hand movements), have been analyzed intensively, but no single measure or pattern
has emerged as a reliable indicant of stress. Another way in which people com-
monly express fear reactions is by means of facial expressions. This area has been
studied by psychologists Paul Ekman and Wallace V. Friesen, who concluded that
the facial features that take on the most distinctive appearance during fear are the
eyebrows (raised and drawn together), the eyes (open, lower lid tensed), and the
lips (stretched back).
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Indirect observational measures involve evaluating the degree to which people
avoid feared objects. For example, in one test used by clinical psychologists to
assess fear level, an individual is instructed to approach a feared stimulus (such as
a snake) and engage in increasingly intimate interactions with it (for example,
looking at a caged snake from a distance, approaching it, touching it, holding it).
The rationale is that the higher the level of fear elicited, the earlier in the sequence
the person will try to avoid the feared stimulus. Other examples include asking
claustrophobics (people who are fearful of being closed in) to remain in a closed
chamber as long as they can and asking acrophobics (people who fear heights) to
climb a ladder and assessing their progress.

Physiological arousal is an integral component of the stress response. The most
frequently monitored response systems are cardiovascular responses, electroder-
mal responses, and muscular tension. These measures are important in their own
right as independent indicants of stress level, and in particular as possible indices
of stress-related diseases.

Applications
The concept of stress has been used to help explain the etiology of certain diseases.
Diseases that are thought to be caused in part by exposure to stress or poor ability
to cope with stress are called psychophysiological or psychosomatic disorders.
Among the diseases that seem to have strong psychological components are ulcers
and coronary heart disease. The role of stress in ulcers was highlighted in a study
by Joseph V. Brady known as the “executive monkey” study. In this study, pairs of
monkeys were yoked together in a restraining apparatus. The monkeys received
identical treatment except that one member of each pair could anticipate whether
both of them would be shocked (he was given a warning signal) and could control
whether the shock was actually administered (if he pressed a lever, the shock was
avoided). Thus, one monkey in each pair (the “executive monkey”) had to make
decisions constantly and was responsible for the welfare of both himself and his
partner. Twelve pairs of monkeys were tested, and in every case the executive
monkey died of peptic ulcers within weeks, while the passive member of each pair
remained healthy. This experiment was criticized because of flaws in its experi-
mental design, but it nevertheless brought much attention to the important role that
chronic stress can play in the activation of physiological processes (in this case, the
secretion of hydrochloric acid in the stomach in the absence of food) that can be
damaging or even life-threatening.

Although  being in the position of  a business executive  who  has  to  make
decisions constantly can be very stressful, research indicates that it may be even
more damaging  to be  exposed to stress over long periods and not  have the
opportunity to change or control the source of stress. People and animals who are
in aversive situations over which they have little or no control for prolonged
periods are said to experience “learned helplessness.” This concept was introduced
by psychologist Martin E. P. Seligman and his colleagues. In controlled research
with rats and dogs, he and his colleagues demonstrated that exposure to prolonged
stress that cannot be controlled produces emotional, motivational, and cognitive
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deficits. The animals show signs of depression and withdrawal, they show little
ability or desire to master their environment, and their problem-solving ability
suffers.

Learned helplessness has also been observed in humans. Seligman refers to
Bruno Bettelheim’s descriptions of some of the inmates of the Nazi concentration
camps during World War II, who, when faced with the incredible brutality and
hopelessness of their situation, gave up and died without any apparent physical
cause. Many institutionalized patients (for example, nursing home residents and
the chronically ill) also live in environments that are stressful because they have
little control over them. Seligman suggests that the stress levels of such patients
can be lowered and their health improved if they are given maximum control over
their everyday activities (such as choosing what they want for breakfast, the color
of their curtains, and whether to sleep late or wake up early).

Research findings have supported Seligman’s suggestions. For example, psy-
chologists Ellen Langer and Judith Rodin told a group of elderly nursing home
residents that they could decide what they wanted their rooms to look like, when
they wanted to go see motion pictures, and with whom they wanted to interact. A
second comparable group of elderly residents, who were randomly assigned to live
on another floor, were told that the staff would care for them and try to keep them
happy. It was found that the residents in the first group became more active and
reported feeling happier than those in the second group. They also became more
alert and involved in different kinds of activities, such as attending movies and
socializing. Further, during the eighteen-month period following the intervention,
15 percent of the subjects in the first group died, whereas 30 percent of the subjects
in the second group died.

Altering people’s perception of control and predictability can also help them
adjust to transitory stressful situations. Studies by psychologists Stephen Auer-
bach, Suzanne Miller, and others have shown that for people who prefer to deal
with stress in active ways (rather than by avoiding the source of stress), adjustment
to stressful surgical procedures and diagnostic examinations can be improved if
they are provided with detailed information about the impending procedure. It is
likely that the information enhances their sense of predictability and control in an
otherwise minimally controllable situation. Others, who prefer to control their
stress by “blunting” the stressor, show better adjustment when they are not given
detailed information.

Perspective and Prospects
Physiologist Walter B. Cannon was among the first scientists to describe how
people respond to stressful circumstances. When faced with a threat, one’s body
mobilizes for “fight or flight.” One’s heart rate increases, one begins to perspire,
one’s muscles tense, and one undergoes other physiological changes to prepare for
action—either to confront the stressor or to flee the situation.

Physician Hans Selye examined the fight-or-flight response in more detail by
studying physiological changes in rats exposed to stress. He identified three stages
of reaction to stress, which he collectively termed the general adaptation syndrome
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(GAS). This includes an initial alarm reaction, followed by a stage of resistance,
and finally by a stage of exhaustion, which results from long-term unabated
exposure to stress and produces irreversible physiological damage. Selye also
brought attention to the idea that not only clearly aversive events (for example, the
death of a spouse or a jail sentence) but also events that appear positive (for
example, a promotion at work or meeting new friends) may be stressful because
they involve changes to which people must adapt. Thus, these ostensibly positive
events (which he called eustress) will produce the nonspecific physiological stress
response just as obviously negative events (which he called distress) will.

How an individual cognitively appraises an event is the most important determi-
nant of whether that event will be perceived as stressful by that person. Psycholo-
gist Richard S. Lazarus has delineated three important cognitive mechanisms
(primary appraisals, secondary appraisals, and coping strategies) that determine
perceptions of stressfulness and how people alter appraisals. Primary appraisal
refers to an assessment of whether a situation is neutral, challenging, or potentially
harmful. When a situation is judged to be harmful or threatening, a secondary
appraisal is made of the coping options or maneuvers that the individual has at his
or her disposal. Actual coping strategies that may be used are problem focused
(those that involve altering the circumstances that are eliciting the stress response)
or emotion focused (those that involve directly lowering physiological arousal or
the cognitive determinants of the stress response). Psychologists have used con-
cepts such as these to develop stress management procedures that help people
control stress in their everyday lives.
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“learned helplessness” and associated stress and depression. Many examples
from studies with animals and humans are given. Ways of combating learned
helplessness by giving people progressively greater control are also described.

Toates, Fredrick, and Milton Keynes.Stress: Conceptual and Biological Aspects.
New York: John Wiley & Sons, 1996. Describes the relationship between
behavioral phenomena and the biological foundations of stress.

Stephen M. Auerbach
See also:
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Stress

Behavioral and Psychological
Responses
Stress: Behavioral and Psychological Responses

Type of psychology:Stress
Fields of study:Coping; critical issues in stress; stress and illness

Stress is an adaptive reaction to circumstances that are perceived as threatening.
It motivates people and can enhance performance. Learning to cope with adversity
is an important aspect of normal psychological development, but exposure to
chronic stress can have severe negative consequences if effective coping mecha-
nisms are not learned.

Principal terms
coping strategies: techniques used to lower one’s stress level
daily hassles: seemingly minor everyday events that are a constant source of

stress
phobias: stresses induced by unrealistic fear of specific situations
state anxiety: often used interchangeably withfear andstress;denotes a mo-

mentary, transitory reaction to a situation that is perceived as threatening or
dangerous

trait anxiety: relatively stable individual differences in proneness to experience
state anxiety; people high in trait anxiety are especially threatened by situations
involving fear of failure or social/interpersonal threats

Overview
The term “stress” is used to designate how human beings respond when they
confront circumstances that they appraise as dangerous or threatening and that tax
their coping capability. Stressful events (stressors) elicit a wide range of responses
in humans. They not only bring about immediate physiological changes but also
affect one’s emotional state,  the use  of one’s  intellectual abilities and one’s
efficiency at solving problems, and one’s social behavior. When experiencing
stress, people take steps to do something about the stressors eliciting the stress and
to manage the emotional upset they are producing. These maneuvers are called
coping responses. Coping is a key concept in the study of the stress process.
Stress-management intervention techniques are designed to teach people the ap-
propriate ways to cope with the stressors that they encounter in their everyday lives.

The emotional state most directly affected by stress is anxiety. In fact, the term
“state anxiety” is often used interchangeably with the terms “fear” and “stress” to
denote a transitory emotional reaction to a dangerous situation. Stress, fear, and
state anxiety are distinguished from trait anxiety, which is conceptualized as a
relatively stable personality disposition or trait. According to psychologist Charles
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Spielberger, people high in trait or “chronic” anxiety interpret more situations as
dangerous or threatening than do people who are low in trait anxiety, and they
respond to them with more intense stress (state anxiety) reactions. Instruments that
measure trait anxiety ask people to characterize how they usually feel, and thus
they measure how people characteristically respond to situations. Measures of trait
anxiety (such as the trait anxiety scale of the State-Trait Anxiety Inventory) are
especially useful in predicting whether people will experience high levels of stress
in situations involving threats to self-esteem or threat of failure at evaluative tasks.

Common phobias or fears of specific situations, however, especially when the
perceived threat has a strong physical component, are not related to individual
differences in general trait anxiety level. Measures of general trait anxiety are
therefore not good predictors of people’s stress levels when they are confronted by
snakes, an impending surgical operation, or the threat of electric shock. Such fears
can be reliably predicted only by scales designed to evaluate proneness to experi-
ence fear in these particular situations.

Seemingly minor events that are a constant source of irritation can be very
stressful, as can more focalized events that require major and sometimes sudden
readjustments. Psychologists Richard Lazarus and Susan Folkman have dubbed
these minor events “daily hassles.” The media focus attention on disasters such as
plane crashes, earthquakes, and epidemics that suddenly disrupt the lives of many
people, or on particularly gruesome crimes or other occurrences that are likely to
attract attention. For most people, however, much of the stress of daily life results
from having to deal with ongoing problems pertaining to jobs, personal relation-
ships, and everyday living circumstances. According to Lazarus and Folkman,
exposure to such daily hassles is actually more predictive of negative health
outcomes than is frequency of exposure to major life events.

People often have no actual experience of harm or unpleasantness regarding
things that they come to fear. For example, most people are at least somewhat
uneasy about flying on airplanes or about the prospect of having a nuclear power
plant located near them, though few people have personally experienced harm
caused by these things. Although people tend to pride themselves on how logical
they are, they are often not very rational in appraising how dangerous or risky
different events actually are. For example, there is great public concern about the
safety of nuclear reactors, though they in fact have caused very few deaths. The
same general public that smokes billions of cigarettes (a proved carcinogen) per
year also supported banning an artificial sweetener because of a minuscule chance
that it might cause cancer.

People tend to think of stress as being uniformly negative—something to be
avoided or at least minimized as much as possible. Psychologists Carolyn Aldwin
and Daniel Stokols point out, however, that studies using both animals and humans
have indicated that exposure to stress also has beneficial effects. Rats handled as
infants are less fearful, are more exploratory, are faster learners, and have more
robust immune systems later in life. In humans, physical stature as adults is greater
in cultures that expose children to stress (for example, circumcision, scarification,
sleeping apart from parents)  than in those that are careful to prevent stress
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exposure—even when nutrition, climate, and other relevant variables are taken into
account. Although failure experiences in dealing with stressful circumstances can
inhibit future ability to function under stress, success experiences enable learning
of important coping and problem-solving skills that are then used to deal effec-
tively with future stressful encounters. Such success experiences also promote a
positive self-concept and induce a generalized sense of self-efficacy that in turn
enhances persistence in coping with future stressors.

Stress is a normal, adaptive reaction to threat. It signals danger and prepares
people to take defensive action. Over time, individuals learn which coping strate-
gies are successful for them in particular situations. This is part of the normal
process of personal growth and maturation. Stress can, however, cause psychologi-
cal problems if the demands posed by stressors overwhelm a person’s coping
capabilities. If a sense of being overwhelmed and unable to control events persists
over a period of time, one’s stress signaling system ceases to work in an adaptive
way. One misreads and overinterprets the actual degree of threat posed by situ-
ations, makes poor decisions as to what coping strategies to use, and realizes that
one is coping inefficiently; a cycle of increasing distress and ineffective coping
may result. Some people who have experienced high-level stress for extended
periods or who are attempting to deal with the aftereffects of traumatic stressors
may become extremely socially withdrawn and show other signs of severe emo-
tional dysfunction.

Applications
The fact that stress has both positive and negative effects can be exemplified in
many ways. Interpersonally, stress brings out the worst and the best in people. A
greater incidence of negative social behaviors, including less altruism and coop-
eration and more aggression, has generally been observed in stressful circum-
stances. Psychologist Kent Bailey points out that, in addition to any learning
influences, this may result from the fact that stress signals real or imagined threats
to survival and is therefore a potent elicitor of regressive, self-serving survival
behaviors. The highly publicized 1964 murder of Kitty Genovese in Queens, New
York, which was witnessed by thirty-eight people (from the safety of their apart-
ments) who ignored her pleas for help, exemplifies this tendency, as does the
behavior during World War II of many Europeans who either did not stand up for
the Jews and other minorities who were oppressed by the Nazis or conveniently
turned their heads. Everyone has heard, however, of selfless acts of individual
heroism being performed by seemingly ordinary people who in emergency situ-
ations rose to the occasion and risked their own lives to save others. Even in a
Europe dominated by Adolf Hitler, there were people who risked great harm to
themselves and their families to save others. In addition, in stressful circumstances
in which cooperation and altruism have survival value for all concerned, as in the
wake of a natural disaster, helping-oriented activities and resource sharing are
among the most common short-term reactions.

Stress may enhance as well as hinder performance. For example, the classic
view of the relationship between stress and performance is represented in the
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Yerkes-Dodson inverted-U model, which posits that both low and high levels of
arousal decrease performance, whereas intermediate levels enhance performance.
Although this model has not been unequivocally validated, it seems to be at least
partially correct, and its correctness may depend upon the circumstances. On the one
hand, psychologists Gary Evans and Sheldon Cohen concluded that, in learning and
performance tasks, high levels of stress result in reduced levels of working-memory
capacity and clearly interfere with performance of tasks that require rapid detec-
tion, sustained attention, or attention to multiple sources of input. On the other
hand, psychologist Charles Spielberger found that in less complex tasks, as learn-
ing progresses, high stress levels may facilitate performance.

Psychologist Irving Janis examined the relationship between preoperative stress
in surgical patients and how well they coped with the rigors of the postoperative
convalescent period. He found that patients with moderate preoperative fear levels
adjusted better after surgery than those with low or high preoperative fear. He
reasoned that patients with moderate fear levels realistically appraised the situ-
ation, determined how they would deal with the stressful aspects of the recovery
period,  and  thus were  better able  to tolerate  those stressors. Patients low in
preoperative fear engaged in unrealistic denial and thus were unprepared for the
demands of the postoperative period, whereas those high in preoperative fear
became overanxious and carried their inappropriately high stress levels over into
the recovery period, in which that stress continued to inhibit them from realistically
dealing with the demands of the situation. The negative effect of unrealistically low
fear levels is also exemplified in the description by psychologists Walter Fenz and
Seymour Epstein of two first-time sky divers who surprised everyone with their
apparent total lack of concern during training and on the morning of their first
jump. Their reactions changed dramatically, however, once they entered the air-
craft. “One began vomiting, and the other developed a coarse tremor. Both pleaded
for the aircraft to be turned back. Upon leaving, they stated that they were giving
up jumping.”

Janis’s investigation was particularly influential because it drew attention to the
question of how psychologists can work with people to help them cope with
impending stressful events, especially those (such as surgery) that they are com-
mitted to confronting and over which they have little control. Findings by psy-
chologists Thomas Strentz and Stephen Auerbach indicate that in such situations
it may be more useful to teach people emotion-focused coping strategies (those
designed to minimize stress and physiological arousal directly) than problem-
focused strategies (those designed to change the stressful situation itself). In a
study with volunteers who were abducted and held hostage for four days in a
stressful simulation, they found that hostages who were taught to use emotion-fo-
cused coping techniques (such as deep breathing, muscular relaxation, and directed
fantasy) adjusted better and experienced lower stress levels than those who were
taught problem-focused techniques (such as nonverbal communication, how to
interact with captors, and how to gather intelligence).
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Perspective and Prospects
Stress has many important adaptive functions. The experience of stress and learn-
ing how to cope with adversity is an essential aspect of normal growth and
development. Coping strategies learned in particular situations must be general-
ized appropriately to new situations. Exposure to chronic stress that cannot be
coped with effectively can have severe negative consequences. Work by pioneering
stress researchers  such  as  Hans Selye brought attention  to  the physiological
changes produced by exposure to chronic stress, which contribute to diseases such
as peptic ulcers, high blood pressure, and cardiovascular disorders. Subsequent
research by psychiatrists Thomas Holmes and Richard Rahe and their colleagues
indicated that exposure to a relatively large number of stressful life events is
associated with the onset of other diseases such as cancer and psychiatric disorders,
which are less directly a function of arousal in specific physiological systems.

Studies by these researchers have led psychologists to try to understand how best
to teach people to manage and cope with stress. Learning to cope with stress is a
complex matter because, as Richard Lazarus has emphasized, the stressfulness of
given events is determined by how they are cognitively appraised, and this can vary
considerably among individuals. Further, the source of stress may be in the past,
the present, or the future. The prospect of an impending threatening encounter
(such as a school exam) may evoke high-level stress, but people also experience
stress when reflecting on past unpleasant or humiliating experiences or when
dealing with an immediate, ongoing danger. Sometimes, people deal with past,
present, and future stressors simultaneously.

It is important to distinguish among present, past, and future stressors, because
psychological and behavioral responses to them differ, and different kinds of
coping strategies are effective in dealing with them. For example, for stressors that
may never occur but are so aversive that people want to avoid them if at all possible
(for example, cancer or injury in an automobile accident), people engage in
preventive coping behavior (they stop smoking, or they wear seat belts) even
though they are not currently experiencing a high level of anxiety. In this kind of
situation, an individual’s anxiety level sometimes needs to be heightened in order
to motivate coping behavior.

When known stressors are looming (for example, a surgical operation the next
morning), it is important to moderate one’s anxiety level so that one can function
effectively when actually confronting the stressor. The situation is much different
when one is trying to deal with a significant stressor (such as sexual assault, death
of a loved one, or a war experience) that has already occurred but continues to
cause emotional distress. Some persons who cannot adjust adequately are diag-
nosed as having “post-traumatic stress disorder.” Important aspects of coping with
such stressors include conceptualizing one’s response to the situation as normal
and rational rather than “crazy” or inadequate, and reinstatement of the belief that
one is in control of one’s life and environment rather than subject to the whims of
circumstance.
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Stress

Coping Strategies
Stress: Coping Strategies

Type of psychology:Stress
Fields of study:Coping

When people are exposed to a stressful demand, they respond by coping; coping
attempts either to reduce the demand, to reduce its effect, or to help one change the
way one thinks about the demand. Coping can either help one in stressful situations
or increase the kind and number of problems created by the demand.

Principal terms
cognitive: any activity that involves thought, such as remembering, thinking, or

problem solving
coping: responses which are directed to dealing with demands upon an organism;

these responses may either improve or reduce long-term functioning
progressive relaxation: a stress-management technique which involves inten-

tionally testing and relaxing each of the major muscles in the body until
complete relaxation is achieved

stress response: the body’s response to a demand
stressor: anything that produces a demand on an organism

Overview
Coping includes all the possible responses to stressors in one’s environment. As a
stressor makes demands on an organism and initiates a stress response, the organ-
ism initiates behaviors and thoughts which attempt to remove the stressor or to
reinterpret its effects. Coping often reduces the negative effects of the stressor, but
sometimes coping creates new and different problems.

Coping strategies may emphasize the physical, social, or psychological compo-
nents of stress and the stress response. Coping strategies may attempt to eliminate
or moderate the initial source of the stress reaction (stimulus-directed coping),
reduce the magnitude of the stress response (response-directed coping), or change
the way the stressor is perceived (cognitive coping).

The coping strategies directed toward the stressor itself in stimulus-directed
coping may eliminate the cause of the problem. The physical changes which occur
in response to stress are very much like pain in that they warn that something in
the environment is unusual and is a potential threat. Taking action to eliminate the
threat not only removes the present demand but also reduces the possibility of
continued stress.

Several stress-management techniques are directed toward reducing the influ-
ence of the stressor itself. Improving problem-solving skills and knowledge about
the problem increases understanding and improves access to solutions. Time-
management techniques can also reduce stress by eliminating its source. Solving
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the most important problems first and improving the quality of time spent on tasks
reduces stress by eliminating the problem sooner. Changes in the work environ-
ment  can also reduce stress. Eliminating sources of stress in the workplace,
improving communication between workers and management, allowing workers
to have control over their jobs, using workers who are capable of doing the job, and
rewarding workers for good job performance can all reduce job-related stress.
Sometimes stress reduction  involves changing jobs or eliminating the stress-
producing activity or relationship. Even with good stimulus-directed coping skills,
it is not always possible to eliminate the stressor itself.

Many of the techniques of stress management are directed toward reducing the
stress response. The pattern of physiological arousal in a stress response feels
uncomfortable to most people; moreover, the related physiological changes can
increase one’s chances of illness or injury. The stress response is often treated as a
physical illness. Prescribed medication, such as tranquilizing drugs, may be pro-
vided to reduce the unpleasant symptoms of the stress response such as anxiety,
muscle tension, and pain. Sometimes people medicate themselves, choosing alco-
hol or other nonprescription drugs to reduce the symptoms of the stress response.
All these medications do reduce the effects of stress over the short term, but they
also tend to create problems of their own. Medications can be habit forming and
may continue to be used after the stressful situation is gone. They may promote an
artificial contentment and limit the possibility of finding a permanent solution to
the problem creating the stress. Tranquilizing medications also tend to produce
sleepiness, slowed reaction time, poor coordination, and inhibitions in judgment.
These effects may hinder work productivity and safety.

One physical approach to coping with stress involves increasing the level of
exercise. Regular strenuous exercise has a wide range of benefits. It reduces
tension in muscles, improves cardiac fitness, and improves the functioning of the
central nervous system. Muscles, particularly those in the neck and back, tend to
react to stress by becoming tight and rigid. This tightness then results in symptoms
such as tension headaches and backaches. Exercise promotes cardiac fitness,
which improves the strength of the heart and circulatory system and improves the
resistance of the circulatory system to the demands of stressful events. Exercise
also improves the ability to think clearly, as it improves circulation to the brain.
Many traditional athletic activities can help reduce stress (although highly com-
petitive events may add stressors of their own). Athletic activities can also have a
psychological impact, as they provide social support and distraction from stressful
situations.

The importance of social factors in coping with stress was first proposed by John
Cassel in 1974. Friends and family can make it possible to cope more effectively
with stressful situations. The freedom to express feelings and to gain insight from
hearing  the  problem  described from  another perspective can  improve under-
standing of the stressor. The opportunity to gain useful information about problem
solving and access to economic or material support makes coping with stressful
events and circumstances possible. The impact of social support is reflected in
research which suggests that a woman with even one relationship with someone in
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whom she could confide is 90 percent less likely to suffer from depression than a
woman with no close relationships. Family gatherings, recreation, and community
activities help to form a social support network which is then available to provide
listeners when one needs to talk, advice when one needs to listen, and the tools
needed to accomplish the task of coping with stress.

Psychological coping strategies include techniques that change the way one
thinks about the stressor or the stress response. Much of the stress response results
from one’s emotional reaction to events. Cognitive reappraisal and restructuring
can help one to think of a stressful event as a positive challenge and can eliminate
much of the arousal associated with stress. Imaging techniques are used to help the
stressed individual see herself or himself as healthy and as successfully coping
with the sources of stress.

Coping can also involve denying that the stressor exists or that it is a problem.
Becoming emotionally detached can reduce the harmful effects of stress as physi-
cal arousal levels are prevented from increasing in the stressful situation, but this
denial can also be harmful if it lasts for a long period of time or if it replaces an
attempt to deal with the stressor. Denial of stressful events is seen by many theorists
as a major contributor to mental and physical illness.

When considering the many possible approaches to coping with stress, it is
important to remember that different individuals and different stressors can make
one strategy more effective than another. Each individual will need to explore the
options to find the most effective coping strategy.

Applications
Just as the stress response involves a general reaction of the body to a demand,
many of the techniques used to cope with stress have an element in common. This
common thread can be described as control. If one feels that one is in control of a
situation, one is less likely to interpret it as threatening, and therefore stressful. If
one learns to control one’s thoughts about a stressor or to control one’s physical
reactions to the stressor, one is more likely to be successful at coping with stress.

Research on the effects of control has included animals and humans and has
focused on many different types of control. For example, from what is known about
stress, job stress should be related to physical illness, but this is not always found
in the research literature. What has been found is that people with both high job
demand and a lack of control over their work are more likely to have coronary heart
disease.

Some of the earliest research on stress placed monkeys in a problem-solving
situation. One monkey could prevent electric shocks from occurring by learning to
solve a problem. A second monkey received a shock every time the first monkey
did, but could do nothing to prevent the shocks from occurring. At autopsy, the
second monkey, with less control over the situation, had more indications of
stress-related physiological arousal.

One approach to stress that can give people a feeling of control is to teach them
relaxation techniques; these range from meditation to progressive relaxation to
biofeedback techniques. One benefit of such techniques is that they reduce or
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eliminate the temptation to use medication to reduce stress responses. Progressive
relaxation, one form of this training, involves tensing specific muscle groups for a
brief period and then allowing that group of muscles to relax before continuing to
the next. The tension both focuses attention on the muscle to be relaxed and
fatigues the tensed muscle, making relaxation easier.

Biofeedback has been used successfully to reduce the physical tensions and
resulting pain often associated with the stress response. Biofeedback uses electronic
instruments to make physical changes more observable. Instrumentation which
measures physical changes in skin temperature, sweating, muscle tension, and blood
pressure has been used to make people more aware of their bodies’ functions. With
training, the individual can learn to reduce the muscle tension which has been
producing headaches or to regulate problems causing gastrointestinal activity.

Perspective and Prospects
Stress has been recognized as contributing to mental and physical health and
illness, job satisfaction and dissatisfaction, and the ability to perform well in any
setting. From Hans Selye’s contributions concerning understanding the general
nature of the physiological response to stressors to the research connecting the
stress response to illness, stress has become a factor to be considered in a wide
variety of life situations.

There have been two major approaches to the problem of coping with stress. One
has involved the attempt to describe and define stress responses in the hope of
determining the causes and controlling factors. The second approach focuses on
the control the symptoms presented to doctors and therapists. Defining stress and
the stress response includes not only Selye’s physiological definition of the stress
response but also cognitive factors such as locus of control. Julian Rotter proposed
that behavior in and understanding of situations are determined by the perceived
source of events. A person with an internal locus of control will feel that he or she
is the determining factor in success or failure in life. The person with an external
locus of control is more likely to place the responsibility on fate or luck and to feel
that his or her action will not make much difference. These two interpretations of
events have a number of implications for coping, as the coping strategy chosen may
lead to a more effective or less effective solution to the stressful situation.

An external locus of control may lead to less active participation in coping and
to more negative outcomes. An internal locus of control has been related to
successful therapy and lower levels of depression, suggesting the use of effective
coping strategies. Albert Bandura proposed a similar concept: self-efficacy. Indi-
viduals who are high in self-efficacy believe that they can change things by taking
action. They are more likely to choose coping strategies which attempt to remove
or reduce the influence of the stressor rather than withdrawing or denying that the
stressor exists and thereby failing to remove its influence.
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Stress

Physiological Responses
Stress: Physiological Responses

Type of psychology:Stress
Fields of study:Biology of stress; critical issues in stress; stress and illness

The human body contains a number of regulatory mechanisms that allow it to
adapt to changing conditions. Stressful events produce characteristic physiologi-
cal changes that are meant to enhance the likelihood of survival. Because these
changes sometimes present a threat to health rather than serving a protective
function, researchers seek to determine relations between stressors, their physi-
ological effects, and subsequent health.

Principal terms
fight-or-flight response: a sequence of physiological changes, described by

Walter B. Cannon, that occur in response to threat and prepare the organism to
flee from or fight the threat

general adaptation syndrome: a physiological process by which the organism
responds to stressors and attempts to reestablish homeostasis; consists of three
stages: alarm, resistance, and exhaustion

homeostasis: the tendency of the human body to strive toward an optimal or
balanced level of physiological functioning

parasympathetic nervous system: a branch of the nervous system responsible
for maintaining or reestablishing homeostasis

stress response: the physiological, emotional, cognitive, and/or behavioral
changes that result from a stressful event, including increased heart rate, anxi-
ety, confused thinking, and/or avoidance behaviors

stressor: any psychological or physical event that produces the physiological, emo-
tional, cognitive, and/or behavioral changes characteristic of a stress response

sympathetic nervous system: a branch of the nervous system that is responsible
for activating the fight-or-flight response

Overview
Although the term “stress” is commonly used (if not overused) by the general
population to refer to various responses to events that individuals find taxing, the
concept involves much more. For centuries, scientific thinkers and philosophers
have been interested in learning more about the interactions between the environ-
ment (stressful events), emotions, and the body. Much is now known about this
interaction, although there is still much left to discover. In the late twentieth
century, particularly, much has been learned about how stressful events affect the
activity of the body (or physiology); for example, it has been established that these
physiological responses to stressors sometimes increase the risk of development or
exacerbate a number of diseases. In order best to understand the body’s response
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to stressful events (or stressors), the general sequence of events and the specific
responses of various organ systems must be considered.

Almost all bodily responses are mediated at least partially by the central nervous
system: the brain and spinal cord. The brain takes in and analyzes information from
the external environment as well as from the internal environment (the rest of the
body), and it acts to regulate the activities of the body to optimize adaptation or
survival. When the brain detects a threat, a sequence of events occurs to prepare
the body to fight or to flee the threat. Walter B. Cannon, in the early twentieth
century, was the first to describe this “fight-or-flight” response of the body. It is
characterized by generalized physiological activation. Heart rate, blood pressure,
and respiration increase to enhance the amount of oxygen available to the tissues.
The distribution of blood flow changes to optimize efficiency of the tissues most
needed to fight or flee: Blood flow to the muscles, brain, and skin increases, while
it decreases in the stomach and other organs less important for immediate survival.
Increased sweating and muscle tension help regulate the body’s temperature and
enhance movement if action is needed. Levels of blood glucose and insulin also
increase to provide added energy sources, and immune function is depressed. Brain
activity increases, resulting in enhanced sensitivity to incoming information and
faster reactions to this information.

The physiological changes produced by exposure to chronic stress can contribute to diseases such
as high blood pressure, peptic ulcers, and cardiovascular disorders.(Digital Stock)

Psychology and Mental Health Stress: Physiological Responses

667



Taken together, these physiological changes serve to protect the organism and
to prepare it to take action to survive threat. They occur quite rapidly and are
controlled by the brain through a series of neurological and hormonal events. When
the brain detects a threat (or stressor), it sends its activating message to the rest of
the body through two primary channels, the sympathetic nervous system (SNS)
and the pituitary-adrenal axis. The SNS is a branch of the nervous system that has
multiple, diffuse, neural connections to the rest of the body. It relays activating
messages to the heart, liver, muscles, and other organs that produce the physiologi-
cal changes already described. The sympathetic nervous system also stimulates the
adrenal gland to secrete two hormones, epinephrine and norepinephrine (formerly
called adrenaline and noradrenaline), into the bloodstream. Epinephrine and no-
repinephrine further activate the heart, blood vessels, lungs, sweat glands, and
other tissues.

Also, the brain sends an activating message through its hypothalamus to the
pituitary gland, at the base of the brain. This message causes the pituitary to release
hormones into the bloodstream that circulate to the peripheral tissues and activate
them. The primary “stress” hormone released by the pituitary gland is adrenocor-
ticotropic hormone (ACTH), which in turn acts upon the adrenal gland to cause the
release of the hormone cortisol. The actions of cortisol on other organs cause
increases in blood glucose and insulin, among many other reactions.

In addition to isolating these primary stress mechanisms, research has demon-
strated that the body secretes naturally occurring opiates—endorphins and
enkephalins—in response to stress. Receptors for these opiates are found through-
out the body and brain. Although their function is not entirely clear, some research
suggests that they serve to buffer the effects of stressful events by counteracting
the effects of the SNS and stress hormones.

One can  see that the human body  contains a very  sophisticated  series  of
mechanisms that have evolved to enhance survival. When stressors and the sub-
sequent physiological changes that are adaptive in the short run are chronic,
however, they may produce long-term health risks. This idea was first discussed in
detail in the mid-twentieth century by physiologist Hans Selye, who coined the
term “general adaptation syndrome” to describe the body’s physiological re-
sponses to stressors and the mechanisms by which these responses might result in
disease. Selye’s general adaptation syndrome involves three stages of physiologi-
cal response: alarm, resistance, and exhaustion. During the alarm stage, the organ-
ism detects a stressor and responds with SNS and hormonal activation. The second
stage, resistance, is characterized by the body’s efforts to neutralize the effects of
the stressor. Such attempts are meant to return the body to a state of homeostasis,
or balance. (The concept of homeostasis, or the tendency of the body to seek to
achieve an optimal, adaptive level of activity, was developed earlier by Walter
Cannon.) Finally, if the resistance stage is prolonged, exhaustion occurs, which can
result in illness. Selye referred to such illnesses as diseases of adaptation. In this
category of diseases, he included hypertension, cardiovascular disease, kidney
disease, peptic ulcer, hyperthyroidism, and asthma.

Selye’s general adaptation syndrome has received considerable attention as a
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useful framework within which to study the effects of stressors on health, but there
are several problems with his theory. First, it assumes that all stressors produce
characteristic, widespread physiological changes that differ only in intensity and
duration. There is compelling evidence, however, that different types of stressors
can produce very different patterns of neural and hormonal responses. For ex-
ample, some stressors produce increases in heart rate, while others can actually
cause heart rate deceleration. Thus, Selye’s assumption of a nonspecific stress
response must be questioned. Also, Selye’s theory does not take into account
individual differences in the pattern of response to threat. Research during the later
twentieth century has demonstrated that there is considerable variability across
individuals in their physiological responses to identical stressors. Such differences
may result from genetic or environmental influences. For example, some studies
have demonstrated that normotensive offspring of hypertensive parents are more
cardiovascularly responsive to brief stressors than individuals with normotensive
parents. Although one might conclude that the genes responsible for hypertension
have been passed on from the hypertensive parents, these children might also have
different socialization or learning histories that contribute to their exaggerated
cardiovascular reactivity to  stressors. Whatever the  mechanism,  this research
highlights the point that individuals vary in the degree to which they respond to
stress and in the degree to which any one organ system responds.

Applications
Coinciding with the scientific community’s growing acknowledgment that stress-
ful events have direct physiological effects, much interest has developed in under-
standing the relations between these events and the development and/or mainte-
nance of specific diseases. Probably the greatest amount of research has focused
on the link between stress and heart disease, the primary cause of death in the
United States. Much empirical work also has focused on gastrointestinal disorders,
diabetes, and pain (for example, headache and arthritis). Researchers are beginning
to develop an understanding of the links between stress and immune function. Such
work has implications for the study of infectious disease (such as flu and mononu-
cleosis), cancer, and acquired immunodeficiency syndrome (AIDS).

A number of types of research paradigms have been employed to study the
effects of stressors on health and illness. Longitudinal studies have identified a
number of environmental stressors that contribute to the development or exacerba-
tion of disease. For example, one study of more than four thousand residents of
Alameda County, California, spanning two decades, showed that a number of
environmental stressors such as social isolation were significant predictors of
mortality from all causes. Other longitudinal investigations have linked stressful
contexts such as loud noise, crowding, and low socioeconomic status with the onset
or exacerbation of disease.

A major drawback of such longitudinal research is that no clear conclusions can
be made about the exact mechanism or mechanisms by which the stressor had its
impact on health. Although it is possible, in the Alameda County study, that the
relationship between social isolation and disease was mediated by the SNS/hormo-
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nal mechanisms already discussed, individuals who are isolated also may be less
likely to engage in health care behaviors such as eating healthy diets, exercising,
and maintaining preventive health care. Thus, other research paradigms have been
used to try to clarify the causal mechanisms by which stressors may influence
particular diseases. For example, laboratory stress procedures are used by many
scientists to investigate the influence of brief, standardized stressors on physiology.
This type of research has the advantage of being more easily controlled. That is,
the researcher can manipulate one or a small number of variables (for example,
noise) in the laboratory and measure the physiological effects. These effects are
then thought to mimic the physiological effects of such a variable in the natural
environment.

This research primarily is conducted to ask basic questions about the relations
between stressors, physiology, and subsequent health. The findings also have
implications, however, for prevention and intervention. If a particular stressor is
identified that increases risk of a particular disease, prevention efforts could be
developed to target the populations exposed to this stressor. Prevention strategies
might involve either modifying the stressor, teaching people ways to manage more
effectively their responses to it, or both.

During the last two or three decades, applied researchers have attempted to
develop intervention strategies aimed at controlling the body’s physiological re-
sponses to stress. This work has suggested that a number of stress management
strategies can actually attenuate physiological responsivity. Most strategies teach
the individual some form of relaxation (such as deep muscle relaxation, biofeed-
back, hypnosis, or meditation), and most of this work has focused on populations
already diagnosed with a stress-related disease, such as hypertension, diabetes, or
ulcer. The techniques are thought to produce their effects by two possible mecha-
nisms: lowering basal physiological activation (or changing the level at which
homeostasis is achieved) and/or providing a strategy for more effectively respond-
ing to acute stressors to attenuate their physiological effects. Research has not
proceeded far enough to make any statements about the relative importance of
these mechanisms. Indeed, it is not clear whether either mechanism is active in
many of the successful intervention studies. While research does indicate that
relaxation strategies often improve symptoms of stress-related illnesses, the causal
mechanisms of such techniques remain to be clarified.

Perspective and Prospects
The notion that the mind and body are connected has been considered since the
writings of ancient Greece. Hippocrates described four bodily humors (fluids) that
he associated with differing behavioral and psychological characteristics. Thus, the
road  was paved for scientific  thinkers to consider  the  interrelations between
environment,  psychological  state,  and  physiological  state  (that  is, health and
illness). Such considerations developed most rapidly in the twentieth century,
when advancements in scientific methodology permitted a more rigorous exami-
nation of the relationships among these variables.

In the early twentieth century, Walter B. Cannon was the first to document and
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discuss the “fight-or-flight response” to threatening events. He also reasoned that
the response was adaptive, unless prolonged or repeated. In the 1940’s, two
physicians published observations consistent with Cannon’s of an ulcer patient
who had a gastric fistula, enabling the doctors to observe directly the contents of
the stomach. They reported that stomach acids and bleeding increased when the
patient was anxious or angry, thus documenting the relations between stress,
emotion, and physiology. Shortly after this work was published, Hans Selye began
reporting his experiments on the effects of cold and fatigue on the physiology of
rats. These physical stressors produced enlarged adrenal glands, small thymus and
lymph glands  (involved in  immune  system  functioning), and  increased ulcer
formation.

Psychiatrists took this information, along with the writings of Sigmund Freud,
to mean that certain disease states might be associated with particular personality
types. Efforts to demonstrate the relationship between specific personality types
and physical disease endpoints culminated in the development of a field known as
psychosomatic medicine. Research, however, does not support the basic tenet of
this field, that a given disease is linked with specific personality traits; thus,
psychosomatic medicine has not received much support from the scientific com-
munity. The work of clinicians and researchers in psychosomatic medicine paved
the way for late twentieth century conceptualizations of the relations between
stress and physiology. Most important, biopsychosocial models that view the
individual’s health status in the context of the interaction between his or her
biological vulnerability, psychological characteristics, and socio-occupational en-
vironment have been developed for a number of physical diseases.

Future research into individual differences in stress responses will further clarify
the mechanisms by which stress exerts its effects on physiology. Once these
mechanisms are identified, intervention strategies for use with patients or for
prevention programs for at-risk individuals can be identified and implemented.
Clarification of the role of the endogenous opiates in the stress response, for
example, represents an important dimension in developing new strategies  to
enhance individual coping with stressors. Further investigation of the influence of
stressors on immune function should open new doors for prevention and interven-
tion, as well.

Much remains to be learned about why individuals differ in their responses to
stress. Research in this area will seek to determine the influence of genes, environ-
ment, and behavior on the individual, elucidating the important differences be-
tween stress-tolerant and stress-intolerant individuals. Such work will provide a
better understanding of the basic mechanisms by which stressors have their effects,
and should lead to exciting new prevention and intervention strategies that will
enhance health and improve the quality of life.
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Stress

Prediction and Control
Stress: Prediction and Control

Type of psychology:Stress
Fields of study:Coping

Foreknowledge of stress and various forms of control over potential or pending
stressors affects the negative psychological and physiological effects of those
stressors. The ability to predict and exercise some form of control over stressors is
a useful and necessary addition to effective coping repertoires.

Principal terms
aversive: unpleasant, threatening, and/or painful
cognitive: of or relating to thoughts or ideas
conditioned: learned through  the  process of conditioning  by association or

through trial and error
hypothesis: a theoretical assumption or guess that is subject to proof or disproof
noncontingency: nondependency or absence of any relationship between two

variables
psychopharmacological: pertaining to chemicals or drugs that have effects on

mental states
stimulus: any action or situation that elicits a response; can be internal (thoughts,

feelings) or external (people, events, sounds)
stressor: a stimulus that produces a state of psychological or physiological tension

Overview
Stress is a ubiquitous phenomenon in human life. Though it may in some cases be
beneficial, attention is ordinarily drawn to its negative effects. In that regard, stress
is both a psychological and physiological response to aversive life events, situ-
ations, and stimuli, as well as to an accumulation of or overexposure to mundane
stimuli or common hassles. Because of the primary or secondary role of stress in
most medical and psychological pathology, stress management and coping exact
considerable attention from both professionals and laypeople.

With rare exceptions, everyone faces—at some time or another in their lives—
the necessity of experiencing a stressor that is unavoidable, such as the need to
leave home for the first time, taking a crucial test for which one is unprepared, or
undergoing a painful or life-threatening medical procedure. Most people would
agree that being able to predict the onset and intensity of such stressors seems to
make them somehow more tolerable. Prediction allows people to make defensive
preparations, to develop new coping methods, and to brace themselves for the
ordeal to come. As a matter of fact, prediction is apparently so important that
humans would prefer to suffer a painful stressor immediately rather than tolerate
an uncertain postponement.
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In two 1966 studies, Pietro Badia and his colleagues found that humans given a
choice of being shocked immediately or with a variable amount of delay showed
a distinct preference for getting it over with immediately. If humans or animals
must tolerate a delay in experiencing something stressful and unpleasant, it would
appear that both prefer some sort of signal preceding and announcing that stressor.
Badia and his colleagues demonstrated, for example, that rats not only preferred
signaled shocks but also were willing to tolerate longer and more intense shocks,
providing they were announced.

According to Russell G. Geen, two hypotheses have been proposed to account
for the signal preferences. The first is the preparatory-response hypothesis, which
suggests that the signal sets off automatic or conditioned anticipatory defense
reactions, making the stressor more tolerable. The second is the safety-signal
hypothesis, which proposes that the signal makes the intervening time until stressor
onset more tolerable. Both hypotheses emphasize the notion that stressor predict-
ability provides people with a sense of control that serves to moderate stress
effects.

Humans are able to tolerate life better when they have, or believe they have, a fair
amount of control over their day-to-day lives. Knowing what is happening is
preferable to being in the dark, having a strategy or defense ready is preferable to
being unprepared, and being able to avoid or terminate a stressor is better than sitting
there and suffering. In 1973, James R. Averill described behavioral, cognitive, and
decisional methods of stress control. He first delineated two kinds of behavioral
control: self-regulation and stressor modification. With self-regulation, people can
choose to self-administer the inescapable stressor, or they can choose when and/or
where to suffer the stressor. Research has shown that humans prefer to self-admin-
ister painful stimuli such as electric shocks, a finding that mirrors the relatively
common tendency for people to want, for example, to remove their own splinter.

Stressor modification, on the other hand, involves being able to escape, avoid,
or reduce the aversiveness of the stressor. A number of studies have demonstrated,
for example, that subjects who know that they have the means to terminate a
stressor suffer less physical stress than subjects who believe that they have no
control. Note that it is the individual’s belief in his or her ability to control and not
the actual exercise of control that appears to reduce the stress.

Frequently, however, people are powerless to self-regulate or modify a stressor.
In those cases, information about the stressor can provide people with a sense of
control through the use of cognitive processes. Cognitive processes can moderate
or minimize the effects of stressors in several possible ways. For example, detailed
prescience of a stressor allows the individual to focus on less harmful or threaten-
ing aspects of the stressor or to think about the stressor differently (to see it as a
challenge rather than a threat). In addition, one can tolerate a stressor better by
knowing the nature of the discomfort the stressor will cause and how the stressor
will materialize. Research is generally supportive of the idea that having informa-
tion about an otherwise uncontrollable stressor allows people to rid themselves of
uncertainty about the stressor and to eliminate any stress resulting from that
uncertainty.
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Decision control has to do with the individual’s perception that he or she is free
to choose between alternative stressors. Despite how distasteful any two or three
alternative aversive events may be, the freedom to choose between them tends to
reduce the overall level of stress. Having choices—even unpleasant choices—
gives one a sense of control and acts to moderate stress. On the other hand, the
effects of a perceived loss or absence of control can result in reactance (a struggle
to gain control) or, at the other extreme, a form of learned helplessness (a surrender
to the stressor and all of its effects).

Applications
Stress prediction and control lends itself to a wide variety of mundane applications
as well as to broader social and individual issues, such as crowding, learned
helplessness, and individual differences in stress proneness.

In the physician’s or dentist’s office, many things take place that are stressful to
the uninformed or timid soul. For example, an individual who is about to undergo
his or her first root canal procedure may find the pending event threatening and
consequently  stressful. Stress in  this case results  from  uncertainty about the
qualitative effects of the procedure, expectations of pain and discomfort, and
feelings of lack of control. Technology and training provide the contemporary
dentist with the means to minimize pain and discomfort and to describe accurately
the sensations associated with various aspects of the procedure. Such information
provides the basis for cognitive control and a reduction in the overall level of stress.
When behavioral control is impossible, information can become the instrumental-
ity of control.

In general, humans seem to have a need for control, even in the absence of
clearly identifiable stressors. A perceived lack of control in the face of ambient
nonnoxious stimuli can also be stressful. How the individual responds to perceived
lack of control forms the basis for the discussion of such phenomena as crowding,
learned helplessness, and the Type A coronary stress-prone pattern.

As the earth’s population increases, the effect of crowding on human behavior
becomes a matter of increasing concern. There is a prevalent—but not universally
held—view that crowding is stressful. There is, however, no consensus about the
reasons for the stressfulness of crowding.

Those who study crowding generally agree that density is a necessary, but not
sufficient, factor in crowding. Crowding is therefore regarded as a subjective
aversive feeling that may or may not be related to objective density. Two hypothe-
ses tie density to crowding. The first hypothesis suggests that feelings of crowding
happen when density is perceived to constrain behavior, such as when heavy
freeway traffic blocks freedom of movement. This loss of freedom is a threat to
behavioral and decisional control that results in negative affect or stress.

The second hypothesis is that the individual feels crowded when the near
presence of others is unpleasantly arousing or overstimulating. When overaroused,
the individual suffers impaired coping and decision-making capabilities. Again,
the perception of crowding is subjective and is often mitigated by situational or
cultural norms. For example, the density one comfortably sustains at the well-
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attended football game would likely be intolerable in one’s own living room. Thus
situational density norms moderate the feeling of  loss  of  control,  which,  as
suggested earlier, tends to be inherently stressful.

Elevators provide natural settings for studying the effects of crowding. There are
many behavioral indicators of the increasing discomfort people suffer as the
elevator fills to capacity. People stand facing the door with eyes cast downward,
fixed straight ahead, or focused on the elevator floor indicator as if exercising some
form of psychokinesis. Occupants generally attempt to maintain some semblance
of interpersonal spacing, however crowded the elevator becomes. Only the indi-
viduals standing by—and commanding—the control panels manifest something
different in the way of behavior as they press the buttons. Indeed, in 1978, Judith
Rodin and her colleagues found that elevator occupants who stand away from
elevator controls report feeling more crowded, more aroused, and less in control.

Generally speaking, when individuals perceive a loss of control in the face of an
imminent stressor, there is an attempt to adjust or cope with the stressor (for
example, to reestablish control by running away from it). There are times, however,
when the means of regaining control is not manifest—when there is no apparent
way to cope. In the absence of any control, the individual may develop a sense of
helplessness that causes him or her to suffer the stressor and its effects. Sometimes
after repeated instances of an inability to control outcomes, the individual may
develop the belief that he or she is incapable of coping, even in cases where the
means of control exist. This generalization of one’s inability to control and to suffer
whatever the stressor has to hand out is called “learned helplessness.”

That learned helplessness exists is probably not arguable. Depressed patients
often manifest an unreasonable resignation to whatever might go wrong. Some
people attribute the passivity of some Jews in Nazi extermination camps to the
phenomenon of learned helplessness. Some evidence, however, tends to suggest
that learned helplessness in the face of stressors of any kind is not so much the
result of noncontingency between behavior and outcomes as it is a function of
personality and attributional style.

Some humans carry on a mighty struggle for control of themselves and their
surroundings,  while others manifest  no such  need.  People who  manifest the
competitive, hostile, impatient, and aggressive characteristics that typify the Type
A coronary stress-prone pattern seem, according to David Glass, to react to threats
to their control and freedom with vigorous actions to regain their sense of com-
mand. If the Type A person’s struggle to regain control is unsuccessful, frustration,
exhaustion, and a drastic decrease in attempts to control will follow. Repeated
failure at attempts to control robs Type A people of their motivation and renders
them helpless.

Perspective and Prospects
According to Charles Spielberger, the term “stress” is a Latin derivative that was
“first used during the 17th century to describe distress, oppression, hardship, and
adversity.”  In  the eighteenth and  nineteenth centuries, the  meaning  of stress
changed to that of some pressure or force acting on a physical object or person
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resulting in some form of strain, possibly the basis for the colloquial phrase “stress
and  strain.” During  the nineteenth century,  speculation  about the  connection
between stress and illness began, but it was not until the early twentieth century
that professionals, such as the distinguished Canadian physician Sir William Osler,
began to make the connection between stress, worry, and heart disease.

The massive contemporary interest in stress, its ill effects, and its management,
including prediction and control, found its impetus in the work of physician and
researcher, Hans Selye. In 1936, Selye described a systematic and progressive
physiological reaction to unremitting stressors that he called the general adaptation
syndrome (GAS) or the biologic stress syndrome. Selye’s work highlights the
human body’s innate defensive response to perceived threats, whether physical or
psychological, internal or external.

Much has been learned about the details of the physiological stress reaction
since 1936, especially about the role of the sympathetic nervous system and
hormones. This acquired knowledge has led to the discovery of psychopharmaco-
logical agents (for example, tranquilizers) that control, relieve, or combat the
physical and mental effects of stress. Such remedies, however, require medical
prescription and supervision, do not eliminate or affect stress at its origins, and
provide only symptomatic relief.

Increasing attention has therefore been given to nonchemical means of control-
ling or eliminating stress and its effects. Such means include relaxation tech-
niques, lifestyle changes, biofeedback techniques, and the development of behav-
ioral, cognitive, and decisional controls over stressors. Researchers have also
investigated other possible influential factors, such as individual differences in
stress vulnerability or proneness as well as individual differences in stress percep-
tion.

Stress prediction and control as a means of softening or eliminating stress will
be a continuing subject of research and individual stress management development
for the foreseeable future. The effects of relaxation techniques and stress prediction
and control on stress effects accentuate the human potential for self-prevention,
control, and healing of stress effects. Maximizing and mastering this human
potential has highly beneficial portents for health, happiness, and the lowering of
health care costs.
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Substance Abuse
Substance Abuse

Type of psychology:Psychopathology
Fields of study:Biological treatments; nervous system; substance abuse

Substance abuse is the use of any substance in amounts or frequencies that violate
social, personal, or medical norms for physical or behavioral health; these sub-
stances are often addictive.

Principal terms
dependence: the presence of withdrawal signs when use of a substance is discon-

tinued
hallucinogens: drugs that can alter perception, including LSD, PCP, peyote,

psilocybin, and possibly marijuana
inhalants: volatile drugs, including glue, gasoline, propellants, and some anes-

thetics
opiates: substances derived from the opium poppy, including morphine, heroin,

codeine, and Demerol
sedatives/hypnotics: nonopiate substances that cause a slowing of behavioral

arousal, including alcohol, tranquilizers, and barbiturates
self-medication: a theory that substance abuse is a form of self-treatment in order

to alleviate measured or perceived pain/dysphoria
stimulants: drugs that cause behavioral and/or physiological stimulation, includ-

ing amphetamine, cocaine, and their respective derivatives; caffeine; nicotine;
and some antidepressants

tolerance: the need for greater amounts of a substance over time in order to
achieve a previous effect

Causes and Symptoms
Substance abuse is studied in psychology from personality, social, and biological
perspectives. Social and personality studies of the substance abuser have produced
theories with four principal themes: The abuser displays inability to tolerate stress,
immaturity in the form of inability to delay gratification, poor socialization, and/or
environmental problems. Biological theories of substance abuse maintain that at
least two major factors can result in abusive disorders: the need to relieve some
form of pain and the seeking of pleasure or euphoria. Pain is broadly defined as
any feeling of dysphoria. Because both pain and euphoria can be produced by
psychosomatic or somatopsychic events, these two biological categories can sub-
sume most of the stated nonbiological correlates of substance abuse.

There are several forms of substance abuse, including chronic abuse, intermit-
tent abuse (sprees), active abuse that involves drug seeking, and passive abuse that
involves unintentional repeated exposure to drugs. In each case, abuse is deter-
mined by a physical or psychological reaction or status that violates accepted
professional or personal health norms.
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Substance abuse may or may not involve the development of tolerance or
physical dependence and may or may not result in easily detectable symptomatol-
ogy. Tolerance, the need for greater amounts or more frequent administration of a
substance, can develop over time or can be acute. In addition, the amount of a
substance needed to produce tolerance varies widely among drugs and among
individuals. Similarly, the withdrawal signs that indicate dependence need not be
the same among individuals and are not always obvious, even to the abuser. Thus,
an individual can be an “invisible” abuser.

There are several types of abused substances, and some of these are not typically
viewed as problematic. Major categories include sedatives/hypnotics, such as
alcohol; opiates, such as heroin; stimulants, including cocaine and caffeine; inha-
lants, such as nitrous oxide (“laughing gas”); and hallucinogens, including phency-
clidine (PCP or “angel dust”). Food is an example of a substance not usually
considered a substance of abuse, but it has definite abuse potential.

The experience of pain or the seeking of euphoria as causes of substance abuse
can be measured physically or can be perceived by the individual without obvious
physical indicators. The relative importance of pain and euphoria in determining
the development and maintenance of substance abuse requires consideration of the
contributions of at least five potential sources of behavioral and physical status:
genetic predisposition,  dysregulation during development, dysregulation from
trauma at any time during the life span, the environment, and learning. Any of these
can result in or interact to produce the pain or feelings of euphoria that can lead to
substance abuse.

The key commonality in pain-induced substance abuse is that the organism
experiences pain that it does not tolerate. Genetic predisposers of pain include
inherited diseases and conditions that interfere with normal pain tolerance. Devel-
opmental dysregulations include physical and behavioral arrests and related differ-
ences from developmental norms. Trauma from physical injury or from environ-
mental conditions can also result in the experience of pain, as can the learning of
a pain-producing response.

Several theories of pain-induced substance abuse can be summarized as self-
medication theories. In essence, these state that individuals abuse substances in
order to correct an underlying disorder that presumably produces some form of
dysphoria. Self-medication theories are useful because they take into account the
homeostatic (tendency toward balance) nature of the organism and because they
include the potential for significant individual differences in problems with pain.

Relief from pain by itself does not account entirely for drug use that goes beyond
improvement in health or reachievement of normal status and certainly cannot
account entirely for drug use that becomes physically self-destructive (an excep-
tion occurs when pain becomes more motivating than the need to preserve life).
Thus, the desire for euphoria is also studied. This type of substance abuse can be
distinguished from the possible pleasure produced by pain relief because it does
not stop when such relief is achieved.

Euphoria-induced substance use, or pleasure seeking, is characteristic of virtu-
ally all species tested. The transition from pleasurable use to actual abuse is also
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widespread, but often limited in other species when life-threatening conditions are
produced. Some theorists have proposed that pleasure seeking is an innate drive
not easily kept in check even by socially acceptable substitutes. Thus, euphoria-
induced substance abuse is conceived of as pleasure seeking gone awry. Other
theorists believe that euphoria-induced substance abuse is related to biological
causes such as evolutionary pressure. For example, some drug-abuse researchers
believe that organisms that could eat rotten, fermented fruit (partly alcohol) may
have survived to reproduce when others did not.

Laboratory studies of the biological bases of substance abuse involve clinical
(human) and preclinical (animal) approaches. Such research has demonstrated that
there are areas of the brain that can provide powerful feelings of euphoria when
stimulated, indicating that the brain is primed for the experience of pleasure. Direct
electrical stimulation of some areas of the brain, including an area first referred to
as the  medial  forebrain  bundle,  produced such strong addictive behaviors in
animals that they ignored many basic drives including those for food, water,
mating, and care of offspring.

Later research showed that the brain also contains highly addictive analgesic and
euphoriant chemicals that exist as a normal part of the neural milieu. Thus, the
brain is also predisposed to aid in providing relief from pain and has coupled such
relief in some cases with feelings of euphoria. It is not surprising, therefore, that
substance abuse  and addictive behaviors can develop so readily  in  so many
organisms.

Treatment and Therapy
The effects of typical representatives of the major categories of abused substances
can be predicted. Alcohol, a sedative/hypnotic, can disrupt several behavioral
functions. It can slow reaction time, movement, and thought processes and can
interfere with needed rapid eye movement (REM) sleep. It can also produce
unpredictable emotionality, including violence. Abusers of alcohol develop toler-
ance and dependence, and withdrawal can be life-threatening. Heroin, an opiate,
has analgesic (pain-killing) and euphoriant effects. It is also highly addictive, but
withdrawal seldom results in death. Marijuana, sometimes classified as a sedative,
sometimes as a hallucinogen, has many of the same behavioral effects as alcohol.
Stimulants vary widely in their behavioral effects. Common to all is some form of
physiological and behavioral stimulation. Some, such as cocaine and the ampheta-
mines (including crystal methamphetamine, or “ice”), are extremely addictive and
seriously life-threatening and can produce violence. Others, such as caffeine, are
relatively mild in their euphoriant effects. Withdrawal from stimulants, especially
the powerful forms, can result in profound depression. Hallucinogens are also a
diverse group of substances that can produce visual, auditory, tactile, olfactory, or
gustatory hallucinations, but most do so in only a small percentage of the popula-
tion. Some, such as PCP, can produce violent behavior, while others, such as
lysergic acid diethylamide (LSD), are not known for producing negative emotional
outbursts. Inhalants usually produce feelings of euphoria, but they are seldom used
by individuals beyond the adolescent years.
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It is noteworthy that some of the pharmacological effects of very different drugs
are quite similar. Marijuana and alcohol affect at least three of the same brain
biochemical systems. Alcohol can become a form of opiate in the brain following
some specific chemical transformations. These similarities raise an old question in
substance abuse: Is there a fundamental addictive mechanism common to everyone
that differs only in the level and nature of expression? Older theories of drug-abuse
behavior approached this question by postulating the “addictive personality,” a
type of person who would become indiscriminately addicted as a result of his or
her personal and social history. With advances in neuroscience have come theories
concerning the possibility of an “addictive brain,” which refers to a neurological
status that requires continued adjustment provided by drugs. This is a modification
of self-medication theories.

An example of the workings of the addictive brain might be a low-opiate brain
that does not produce normal levels of analgesia or normal levels of organismic
and behavioral euphoria (joy). The chemical adjustment sought by the brain might
be satisfied by use or abuse of any drug that results in stimulation of the opiate
function of the brain. As discussed above, several seemingly unrelated drugs can
produce a similar chemical effect. Thus, the choice of a particular substance might
depend both on brain status and on personal or social experience with the effects
and availability of the drug used.

The example of the opiate-seeking brain raises at least two possibilities for
prevention and treatment, both of which have been discussed in substance-abuse
literature: reregulation of the brain and substitution. So far, socially acceptable
substitutes or substitute addictions offer some promise, but reregulation of the
dysregulated brain is still primarily a hope of the future. An example of a socially
acceptable substitute might be opiate production by excessive running, an activity
that can produce some increase in opiate function. The success of such a substitu-
tion procedure, however, depends upon many variables that may be quite difficult
to predict or control. The substitution might not produce the required amount of
reregulation, the adjustment might not be permanent, and tolerance to the adjust-
ment might develop. There are a host of other possible problems.

Perspective and Prospects
Use and probable abuse of psychoactive substances date from the earliest recorded
history and likely predate it. Historical records indicate that many substances with
the potential for abuse were used in medicinal and ceremonial or religious contexts,
as tokens in barter, for their euphoriant properties during recreation, as indicators
of guilt or innocence, as penalties, and in other practices.

Substance abuse is widespread in virtually all countries and cultures, and it can
be extremely costly, both personally and socially. There is no doubt that most
societies would like to eliminate substance abuse, but current practices have been
relatively unsuccessful in doing so. It is obvious that economic as well as social
factors contribute both to abusive disorders and to the laws regulating substance
use, and possibly create some roadblocks in eliminating abuse.

In psychology, the systematic and popular study of substance abuse became
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most extensive during the period when such abuse was most popular, the 1960’s
and 1970’s. Research into psychological, social, environmental, therapeutic, and
some biological aspects of abuse proliferated during these years, and the reasons
proposed to explain abuse disorders were almost as numerous as the authors
proposing them. During  the  early 1980’s, drug-abuse research experienced a
somewhat fallow period, but with discoveries of the brain mechanisms involved in
many disorders, a resurgence has occurred. Many disorders previously thought to
be  the result  of nonbiological  factors are now known to  have  strong neural
determinants. Both psychosomatic and somatopsychic events affect the nervous
system, and the resurgence of brain-oriented research reflects this understanding.

Future research on substance abuse is likely to focus on more of the biological
determinants and constraints on the organism and to try to place substance-abuse
disorders more in the contexts of biological self-medication and biological eupho-
ria. Many people erroneously consider biological explanations of problematic
behaviors to be an excuse for such behaviors, not an explanation. In fact, discov-
eries regarding the neural contributions to such behaviors are the basis on which
rational therapies for such behaviors can be developed. Recognizing that a disorder
has a basis in the brain can enable therapists to address the disorder with a better
armamentarium of useful therapeutic tools. In this way, simple management of
such disorders can be replaced by real solutions to the problems created by
substance abuse.
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Suicide
Suicide

Type of psychology:Psychopathology; stress
Fields of study:Anxiety disorders; critical issues in stress; depression; substance

abuse

Suicide is the deliberate taking of one’s own life, usually the result of a mental
disorder, although sometimes deliberated in the face of life-threatening physical
illness.

Principal terms
“no suicide” contract: an agreement, verbally or in writing, that a suicidal

person will not act on these urges
psychosomatic: referring to physical symptoms caused by psychological prob-

lems
rational suicide: suicide to avoid suffering when there is no underlying cognitive

or psychiatric disorder
ritual suicide: a formal, ceremonial, and proscribed form of suicide performed

for social reasons in Japanese history
serotonin: an abundant chemical nerve signal in the brain which is involved in

modulating aggression
suicide cluster: the occurrence of several suicides immediately following a

much-publicized suicide
suicide gesture: a superficial suicidal action in which the intention is not to die

but to solicit help

Causes and Symptoms
Suicide is the deliberate taking of one’s own life. Most often, suicidal individuals
are trying to avoid emotional or physical pain that they believe they cannot bear.
Suicide is seen as a solution to an otherwise insoluble problem. Each year, there
are about 30,000 suicides in the United States, with 200,000 family survivors.
Women attempt suicide more often than men, but men complete suicide more often
than women because men tend to use more lethal means, such as a gun. Adoles-
cents and the elderly are two high-risk groups.

When an individual contemplates suicide to avoid the physical pain of a terminal
illness and does not have a mental disorder, that form of suicidal thought is called
“rational” suicide. This does not imply that this form of suicide is appropriate,
moral, or legal but merely that the suicidal thoughts do not arise from a mental
disorder (nonrational). Social views  on rational suicide vary by culture. For
example, many Dutch people consider rational suicide to be acceptable, whereas
most Americans do not.

Most suicidal people encountered by physicians, psychologists, social workers,
and other mental health professionals experience suicidal thoughts as a result of a
mental disorder. The suicidal thoughts and impulses are seen as symptoms of the
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underlying disorder and require
treatment just as any other symp-
tom. The treatment may involve
protecting the person against his or
her suicidal actions, even to the
point of involuntary commitment
to a mental hospital.

The rationale behind society’s
willingness temporarily to deny
suicidal individuals’ usual civil
rights by involuntary commitment
is that they are considered to be not
“acting in their right mind” by vir-
tue of their mental illness. Thus,

they deserve the protection of society until their illness is treated. In fact, suicidal
thoughts usually do abate when suicidal patients are treated. The vast majority of
these individuals are appreciative afterward; they are glad that they were prevented
from killing themselves, as they no longer wish to do so.

The most common mental illness that causes suicidal thoughts is depression. In fact,
suicidal thoughts are considered to be a symptom of clinical depression. Other mental
disorders associated with suicidal ideation include panic disorders, schizophrenia,
alcoholism and other substance abuse disorders, and certain personality disorders.

Although suicide may occur at any time of the year, there is a seasonal variation
in its peak incidence. Suicides are most common in both men and women in May;
women have a second peak around October and November. This seasonal variation
may be attributable to seasonal differences in the incidence of depression.

Why people commit suicide appears to have a multifactorial etiology. There are
biological, psychological, and social factors that interact in a complex way to
contribute to the causes of suicide in a given individual.

These biological factors include genetic contributions to the development of
mental disorders such as clinical depression. In addition, studies have shown that
suicidal people have an abnormality in a biochemical nerve communication system
within the brain. This system involves a common neurotransmitter, serotonin,
which is released at the end of one nerve, travels across a gap to the adjacent nerve,
and attaches to that nerve. When the serotonin attaches to the adjacent nerve at a
specialized receptor site, it initiates changes within the nerve. In this manner, one
nerve communicates with its neighbors. In suicidal patients, the metabolites of
serotonin that are found in spinal fluid are present in unusually low quantities.
Therefore, it is assumed that inadequate amounts of serotonin exist in the brain at
those times. Serotonin is thought to be involved in those areas of the brain that
control aggression. Low serotonin levels may increase aggressive urges. In a
depressed patient, the aggression is turned inward and the person has thoughts of
taking his or her own life.

There  is also evidence, although not as strong, that low levels of another
neurotransmitter, dopamine, may predispose an individual to suicide. The simple

Possible Warning Signs for Suicide

❖ verbal threats such as “You’d be better off
without me” or “Maybe I won’t be around
anymore”

❖ expressions of hopelessness and/or helpless-
ness

❖ previous suicide attempts
❖ daring and risk-taking behavior
❖ personality changes (such as withdrawal, ag-

gression, moodiness)
❖ depression
❖ giving away prized possessions
❖ lack of interest in the future
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loss of brain cell mass also increases the risk of suicide. This loss occurs with many
forms of dementia and to a minor degree from normal aging. It is known that the
elderly have an increased risk of completed suicide.

Alcohol and addictive drugs may also cause suicidal ideation. Such thoughts
may occur while the individual is intoxicated or during withdrawal. Paradoxically,
suicidal thoughts may also arise while the patient is taking antidepressant medica-
tions. Fortunately, this side effect is uncommon, arising in approximately 1.5 to 6.5

Studies show that women who attempt suicide are more likely to choose nonviolent and less
lethal methods, such as pills, rather than violent and lethal methods, such  as guns.
(PhotoDisc)
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percent of patients. It does not appear that any one antidepressant is more likely to
cause this reaction than another.

Psychological factors contributing to suicide include a depressed and/or anxious
mood, hopelessness, and a loss of normal pleasure in life activities. Chronically
depressed people often have diminished problem-solving skills during periods of
depression and can see no way out of their difficulties; suicide is seen as the only
solution. There are also personality characteristics that contribute to suicide. In
women, borderline personality disorder is often associated with suicide attempts.
This disorder is characterized by widely fluctuating moods, rages, feelings of
emptiness or boredom, and unstable relationships.

The social factors involved in suicide include cultural acceptance or rejection of
suicide. Japanese people have accepted ritual suicide within their culture and
sanction suicide as a response to a severe loss of face or social esteem. The Dutch
government has legalized rational suicide, while American society generally has a
more negative view of the suicide act. Other social factors that increase the
likelihood of suicide include social instability, divorce, unemployment, immigra-
tion, and exposure to violence as a child. In the United States, European Americans
commit suicide more often than African Americans. Native Americans have a high
incidence of suicide. In general, good social support reduces the risk of suicide.

Some patients engage in suicidal gestures; that is, they say they want to kill
themselves and take actions such as swallowing some pills or superficially cutting
their wrists, but there is no real intention to die. They act this way as a cry for help.
For some, this may be the only way to receive attention for what troubles them.
Unfortunately, the suicide gesture may go awry and unintended death may occur.
Anyone who speaks of suicide or engages in what may appear to be a gesture
should be taken seriously.

Most people who are suicidal have ambivalent feelings: Part of them wants to
die, part does not. This is one of the reasons that the majority of suicidal people tell
others of their intention in advance of their attempts. Most have visited their
personal physician in the months prior to the suicide. Adolescents sometimes hint
at their wish to die by giving away their prized possessions just prior to an attempt.

Anyone experiencing suicidal thoughts should be thoroughly evaluated by a
professional trained in the assessment of suicidal patients. If the risk of suicide is
considered to be high enough, the patient will have to be protected. This may
require hospitalization, either voluntary or involuntary. It may mean removing
suicidal means from that person’s environment, such as removing guns from the
home. Having someone stay with the patient at all times may be required. These
steps should be individualized, taking into account the patient’s situation.

Treatment and Therapy
Treatment of the underlying cause of the suicidal ideation is very important.
Depression and anxiety can be treated with medications and/or psychotherapy.
There are treatment programs for alcoholism and drug abuse. Usually, successful
treatment of the underlying mental disorder results in the suicidal thoughts going
away.
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While they await the resolution of the suicidal ideation, patients need to be
offered support and hope. Sometimes, a “no suicide” contract is helpful. This is
simply a commitment on the part of the patient not to act on any suicidal thoughts
and to contact the health professional if the urges become worse. While this
contract may be written down, it is usually verbal.

Suicide prevention includes the early detection and management of the mental
disorders associated with suicide. Because social isolation increases the risk of
suicide, patients should be encouraged to develop and actively maintain strong
social supports such as family, friends, and other social groups (such as church,
clubs, and sports teams).

It may also be helpful to provide counseling to teenagers after an acquaintance
has committed suicide, as this may prevent social contagion and suicide clusters.
A suicide cluster is when several teenagers commit suicide after learning of the
suicide of an acquaintance or a person who is attractive to them, such as a music
or film star. Suicide clusters have increased among the young.

Family members of a suicide victim often go through a grieving process which
is more severe than that which occurs after death from other causes. The stigma of
suicide and mental illness is strong, and surviving family members often have
greater feelings of both guilt and abandonment. Family survivors also have in-
creased psychosomatic complaints, behavioral and emotional problems, and an
increased risk of suicide themselves. Referral to a suicide survivor group may be
helpful.

An understanding of the causes, detection, and treatment of suicide has led to
the development of a number of suicide hotlines and suicide prevention centers.
There is evidence that, after these support groups are introduced into a community,
the suicide rate for young women decreases. It is not yet known if they have any
effect on other groups, such as young men or the elderly.

Most people who contemplate suicide do not seek professional treatment even
if they tell people around them of their suicidal ideas. Thus, it is important for
physicians, clergy, teachers, parents, and mental health workers to remain alert to
the possibility of suicidal thoughts in those in their care. If someone is depressed
or very anxious, they should be asked if they have suicidal thoughts. Such a
question will not plant the idea in their heads, and they may be relieved that they
are being asked. Once someone with suicidal ideation is identified, evaluation and
treatment should proceed quickly. The following sample composite cases illustrate
the application of the concepts described in the overview.

Mary is a seventeen-year-old senior in high school. She is from a broken home
and was severely abused by her father prior to her parents’ divorce ten years ago.
Her teachers think that she is a bright underachiever who has a rather dramatic
personality. Her friends see her as moody and easily angered. Her relationships
with boyfriends are intense and always end with deep feelings of hurt and aban-
donment. Her mother is best described as cold, aloof, and preoccupied with herself.

Mary is brought to the school counselor by one of her friends when Mary
threatens to kill herself and superficially scratches her wrists with a safety pin. The
counselor learns that Mary has just broken up with her boyfriend, a young man at
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a local junior college. She is devastated. When she tried to tell her mother about it,
her mother seemed uninterested and said that Mary always makes too much of such
little things. It was the next morning that she scratched herself in front of her friend.

While more information is needed, this case illustrates a suicide gesture. In this
case,  Mary  does not want to die  but instead wants someone  to realize how
distressed she is. She feels rejected by her boyfriend and then by her mother. One
can suspect a gesture rather than a serious suicide attempt by the superficial,
nonlethal means (scratching with a safety pin) and by the likelihood of discovery
(done in front of a friend).

Tom is a forty-eight-year-old accountant. He is separated from his wife and three
children and lives alone in an apartment. He has no real friends, only drinking
buddies. Like his father and two uncles, Tom is an alcoholic. Each day after work,
he stops at his favorite bar and drinks between eight and twelve beers.

He is brought to the emergency room of the local hospital by the police, who
found him sitting on the steps of a church sobbing. He threatened to kill himself if
his wife did not take him back. The emergency room doctor noted the strong odor
of alcohol on his breath and ordered a blood alcohol test, which showed that he was
legally intoxicated. Tom insisted that he would kill himself by running in front of
a moving bus if he could not be with his family. The emergency room doctor had
Tom’s belt, pocketknife, and potentially dangerous items taken from him and
arranged for a staff member to sit with him until he was sober. Six hours later, his
blood alcohol had returned to near zero. Tom no longer felt despondent and had no
more suicidal thoughts. He was embarrassed by his statements a few hours before.
An alcoholism counselor was called, and outpatient treatment for his alcoholism
was arranged.

This case illustrates suicidal ideation caused by alcohol intoxication. As often
happens, the suicidal ideation resolves when the patient becomes sober. The
primary treatment is for the underlying addictive disorder.

Sally is a fifty-three-year-old married mother of two. She is a part-time hair-
dresser and normally a very active, happy person. For the past three weeks,
however, she has gradually lost all interest in her job, her children, her home, and
her hobbies. She feels irritable and sad most of the time. Although she is tired, she
does not sleep well at night, waking up very early each morning, unable to return
to sleep. She is worried by the fact that she is having intrusive thoughts of killing
herself. Sally imagines she could end all this dreariness by overdosing on sleeping
pills and never waking up. She is a strict Catholic and knows it is against her
religion to commit suicide. She calls her parish priest.

After a brief conversation, her priest meets her at the office of a psychiatrist who
acts as a consultant for the diocese. The psychiatrist diagnoses major depression as
the cause of Sally’s suicidal ideation. She has a good social support network, so the
psychiatrist decides to treat her as an outpatient and has her agree to a “no suicide”
contract. Sally is also started on antidepressant medication, which gradually lifts
her depression over a period of two to three weeks. Simultaneously, her suicidal
thoughts leave her.

This case illustrates suicidal thoughts caused by depression. If Sally had been
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more depressed or her suicidal urges stronger, she would probably have needed
hospitalization. If she had required hospitalization and had refused to go voluntarily,
the psychiatrist could have had her committed according to the laws of the state where
he practiced. Most states require a signed statement by two physicians or one physician
and a licensed clinical psychologist. They must attest that the patient is a danger to
himself or herself and that no less restrictive form of treatment would suffice.

Harry is a sixty-seven-year-old resident of a hospital, where he has been for the
past two years. He has a serious neurological disorder called amyotrophic lateral
sclerosis (also called Lou Gehrig’s disease). It has caused progressive weakness
such that he cannot even breathe on his own. Harry is permanently connected to a
respirator attached to a tracheotomy tube in his throat. He has few visitors and
mostly stares off and thinks.

Harry tells his nurse that he is “sick of it all” and wants his doctors to disconnect
him from the respirator and let him die. His neurologist requests a psychiatric
evaluation. The psychiatrist confirms the patient’s wish to die. There is no evidence
of dementia or other cognitive disorder, nor is the patient showing any evidence of
a mental illness. Subsequently, a meeting is called of the hospital ethics committee
to make recommendations. Membership on the committee includes physicians,
nurses, an ethicist, a local minister, and the hospital attorney.

This case illustrates a difficult example of rational suicide. The patient has a
desire to die and is not suffering from any mental disorder. In this case, he is
requesting not to take his own life actively but to be allowed to die passively by
removal of the respirator. Some people do not consider this to be suicide at all. They
make a distinction between passively allowing a natural process of dying to occur
and actively taking one’s own life. If this patient requested a lethal overdose of
potassium to be injected into his intravenous tubes, such action would be consid-
ered suicide and ethically different. In either event, these matters are more ethical,
social, and legal than psychiatric.

Perspective and Prospects
Throughout history, there have been numerous examples of suicide. In Western
culture, early views on the subject were mainly from a moral perspective and
suicide was viewed as a sin. Mental illness in general was poorly understood and
often thought of as weakness of character, possession by evil spirits, or willful bad
behavior. Thus, mental illness was stigmatized. Even though society now has a
better medical understanding of mental illness, there is still a stigma attached to
mental  illness and  to suicide.  This stigma  contributes to underdiagnosis and
undertreatment of suicidal individuals, as many sufferers are reluctant to come
forth with their symptoms.

Yet, suicide remains an important public health problem, as it is the ninth most
common cause of death in the United States (although it is third for adolescents
and second for young adults). There are about thirty thousand known suicides in
the United States  annually. The actual incidence may be higher because an
unknown number of accidental deaths or untreated illnesses may actually be
undiagnosed suicides. Suicide is more common among young adults and the
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elderly, with a relative sparing of the middle aged. The rate of suicide is rising
among teenagers. The lifetime prevalence of suicide attempts among American
adults is about 2.9 percent.

As most cases of suicidal ideation never come to the attention of health profes-
sionals, a high index of suspicion should be maintained. Those people who express
suicidal thoughts should be taken seriously and thoroughly evaluated. Increased
levels of awareness of suicide may help to improve detection and treatment of this
potentially preventable cause of death.
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Teenage Suicide
Teenage Suicide

Type of psychology:Psychopathology; stress
Fields of study:Adolescence; critical issues in stress; depression

Teenage suicide is a profoundly tragic and unsettling event. The rise in adolescent
suicide has been so dramatic since the 1960’s that it cannot be ignored as a passing
problem; attention has been directed toward gaining insight into the myths, causes,
warning signs, treatments, and preventive measures of adolescent suicide.

Principal terms
behavioral psychology: a school of psychology that studies only observable and

measurable behavior
cognitive limitations: a lack of development in mental activities such as percep-

tion, memory, concept formation, reasoning, and problem solving
cognitive psychology: a school of psychology devoted to the study of mental

processes; behavior is explained by emphasizing the role of thoughts and
individual choice regarding life goals

depression: a psychological disorder characterized by lowered self-esteem, feel-
ings of inferiority, and sadness

psychodynamic orientation: psychotherapeutic thinking that is based loosely
on the theories of Freud and his theory of psychoanalysis

suicide: self-destruction in which the victim clearly intended to kill himself or
herself; the act must be successful to be categorized as suicide

suicide attempt: a situation in which the individual commits a life-threatening
act that does not result in death; the act must have the intent or give the
appearance of actually jeopardizing the person’s life

Causes and Symptoms
The statistics on teenage suicide are shocking. Suicide is the fifth leading cause of
death for those under age fifteen, and it is the second leading cause of death for
those ages fifteen to twenty-four. Perhaps even more disturbing are the statistics
regarding the classification of attempted suicides. Although it is difficult to deter-
mine accurately, it is estimated that for every teenager who commits suicide there
are approximately fifty teenagers who attempt to take their own lives. According
to John Santrock, as many as two in every three college students has thought about
suicide on at least one occasion.

According to Linda Nielson, the dramatic increase in youth suicide is primarily
a result of the change in the male suicide rate. From 1970 to 1980, male suicides
increased by 50 percent, with only a 2 percent increase among females. Females
attempt suicide at higher rates than males but are less likely to suceed. Males are
much more likely to use violent and lethal methods, such as shooting or hanging.
Females are more likely to use passive means to commit suicide; the use of drugs
and poisons, for example, is more prevalent among females than males.
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As alarming as these figures may be, it should be noted that suicide is still very
rare among the young. The National Center for Disease Control has estimated that
suicide claims the lives of only 0.0002 percent of all adolescents. Nevertheless,
preventing suicide would save thousands of adolescent lives each year. The prob-
lem of suicide is complex, and studying it has been especially difficult because
suicidal death is often denied by both the medical professional and the victim’s
family. The whole subject of suicide is carefully avoided by many people. As a
result, the actual suicide rate among adolescents may be significantly higher than
the official statistics indicate.

There are no simple answers to explain why adolescents attempt suicide, just as
there are no simple solutions that will prevent its occurrence; however, researchers
have discovered several factors that are clearly related to this drastic measure.
These include family relations, depression, social interaction, and the adolescent’s
concept of death.

Family factors have been found to be highly correlated with adolescent suicide.
A majority of adolescent suicide attempters come from families in which home
harmony is lacking. Often there is a significant amount of conflict between the
adolescent and his or her parents and a complete breakdown in communications.
Many suicidal youths feel unloved, unwanted, and alienated from the family.
Almost every study of suicidal adolescents has found a lack of family cohesion.

Most adolescents who attempt suicide have experienced serious emotional
difficulty prior to their attempt. For the majority, this history involves a significant
problem with depression. The type of chronic depression that leads some adoles-
cents to commit suicide is vastly different from the occasional “blues” most people
experience from time to time. When depression is life-threatening, adolescents
typically feel extremely hopeless and helpless, and believe there is no way to
improve their situation. These feelings of deep despair frequently lead to a negative
self-appraisal in which the young person questions his or her ability to cope with
life.

Further complicating the picture is the fact that clinically depressed adolescents
have severe problems with relating to other people. As a result, they often feel
isolated, which is a significant factor in the decision to end one’s life. They may
become withdrawn from their peer group and develop the idea that there is
something wrong with society. At the same time, they lack the ability to recognize
how their inappropriate behavior adversely affects other people.

Another factor that may contribute to suicidal thoughts is the adolescent’s
conception of death. Because of developmental factors, a young person’s cognitive
limitations may lead to a distorted, incomplete, or unrealistic understanding of
death. Death may not be seen as a permanent end to life and to all contact with the
living; suicide may be viewed as a way to punish one’s enemies while maintaining
the ability to observe their anguish from a different dimension of life. The harsh
and unpleasant reality of death may not be realized. Fantasy, drama, and “magical
thinking” may give a picture of death that is appealing and positive. Adolescents’
limited ability to comprehend death in a realistic manner may be further affected
by the depiction of death in the songs they hear, the literature they read, and the
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films they  watch. Frequently death  is  romanticized. Often it is presented in
euphemistic terms, such as “gone to sleep” or “passed away.” At other times it is
trivialized to such an extent that it is the stimulus for laughter and fun. Death and
violence are treated in a remarkably antiseptic fashion.

Treatment and Therapy
Suicide is a tragic event for both the victim and the victim’s family. It is also one
of the most difficult problems confronting persons in the helping professions. In
response, experts have focused their attention on trying to understand better how
to prevent suicide and how to treat those who have made unsuccessful attempts to
take their own lives.

It is believed that many suicides can be prevented if significant adults in the life
of the adolescent are aware of various warning signals that often precede a suicide
attempt. Most adolescents contemplating suicide will emit some clues or hints
about their serious troubles or will call for help in some way. Some of the clues are
easy to recognize, but some are very difficult to identify.

The adolescent may display a radical shift in characteristic behaviors related to
academics, social habits, and relationships. There may be a change in sleeping
habits; adolescents who kill themselves often exhibit difficulty in falling asleep or
maintaining sleep. They are likely to be exhausted, irritable, and anxious. Others
may sleep excessively. Any deviation from a usual sleep pattern should be noted.
The individual may experience a loss of appetite with accompanying weight loss.
A change in eating habits is often very obvious.

A pervasive feeling of hopelessness or helplessness may be observed. These
feelings are strong indicators of suicide potential. Hopelessness is demonstrated by
the adolescent’s belief that his or her situation will never get better. It is believed
that current feelings will never change. Helplessness is the belief that one is
powerless to change anything. The more intense these feelings are, the more likely
it is that suicide will be attempted. The adolescent may express suicidal thoughts
and impulses. The suicidal adolescent may joke about suicide and even outline
plans for death. He or she may talk about another person’s suicidal thoughts or
inquire about death and the hereafter. Frequently, prized possessions will be given
away. Numerous studies have dem-
onstrated that drug abuse is often
associated with suicide attempts. A
history of drug or alcohol abuse
should be considered in the overall
assessment of suicide potential for
adolescents.

A variable that is often men-
tioned in suicide assessment is that
of recent loss. If the adolescent has
experienced the loss of a parent
through death, divorce, or separa-
tion, he or she may be at higher

Possible Warning Signs for Teen Suicide

❖ suicide threats, direct and indirect
❖ obsession with death
❖ poems, essays, and drawings that refer to

death
❖ dramatic change in personality or appearance
❖ irrational, bizarre behavior
❖ overwhelming sense of guilt, shame, or refec-

tion
❖ changed eating or sleeping patterns
❖ severe drop in school performance
❖ giving away belongings
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risk. This is especially true if the family is significantly destabilized or the loss was
particularly traumatic. A radical change in emotions is another warning sign. The
suicidal adolescent will often exhibit emotions that are uncharacteristic for the
individual. These may include anger, aggression,  loneliness, guilt, grief,  and
disappointment. Typically, the emotion will be evident to an excessive degree.

Any one of the above factors may be present in the adolescent’s life and not
indicate any serious suicidal tendency; however, the combination of several of
these signs should serve as a critical warning and result in some preventive action.

The treatment of suicidal behavior in young people demands that attention be
given to both the immediate crisis situation and the underlying problems. Psycholo-
gists have sought to discover how this can best be done. Any effort to understand the
dynamics of the suicidal person must begin with the assumption that most adoles-
cents who are suicidal do not want to die. They want to improve their lives in some
manner, they want to overcome the perceived meaninglessness of their existence,
and they want to remove the psychological pain they are experiencing.

The first step in direct intervention is to encourage talking. Open and honest
communication is essential. Direct questions regarding suicidal thoughts and/or
plans should be asked. It simply is not true that talking about suicide will encourage
a young person to attempt it. It is extremely important that the talking process
include effective listening. Although it is difficult to listen to an individual who is
suicidal, it is very important to do so in a manner that is accepting and calm.
Listening is a powerful demonstration of caring and concern.

As the adolescent perceives that someone is trying to understand, it becomes
easier to move from a state of hopelessness to hope and from isolation to involve-
ment. Those in deep despair must come to believe that they can expect to improve.
They must acknowledge that they are not helpless. Reassurance from another
person is very important in this process. The young person considering suicide is
so overwhelmed by his or her situation that there may seem to be no other way of
escape. Confronting this attitude and pointing out how irrational it is does not help.
A better response is to show empathy for the person’s pain, then take a positive
position which will encourage discussion about hopes and plans for the future.

Adolescents need the assurance that something is being done. They need to feel
that things will improve. They must also be advised, however, that the suicidal
urges they are experiencing may not disappear immediately, and that movement
toward a better future is a step-by-step process. The suicidal young person must
feel confident that  help is available and can be called upon as needed. The
adolescent contemplating suicide should never be left alone.

If the risk of suicide appears immediate, professional help is indicated. Most
desirable would be a mental health expert with a special interest in adolescent
problems or in suicide. Phone-in suicide prevention centers are located in virtually
every large city and many smaller towns, and they are excellent resources for a
suicidal person or for someone who is concerned about that person. In order to
address long-term problems, therapy for the adolescent who attempts suicide
should ideally include the parents. Family relationships must be changed in order
to assist the young person in feeling less alienated and worthless.
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Perspective and Prospects
Suicide has apparently been practiced to some degree since the beginning of
recorded history; however, it was not until the nineteenth century that suicide came
to be considered a psychological problems. Since that time, several theories which
examine the suicidal personality have been developed.

Émile Durkheim was one of the first to offer a major explanation for suicidal
behavior. In the late nineteenth century he conducted a now-classic study of suicide
and published his bookLe Suicide: Étude de sociologie(1897;Suicide: A Study in
Sociology, 1951). He concluded that suicide is often a severe consequence of the
lack of group involvement. He divided suicide into three groupings: egoistic,
altruistic, and anomic suicides.

The egoistic suicide is representive of those who are poorly integrated into
society. These individuals feel set apart from their social unit and experience a
severe sense of isolation. He theorized that people with strong links to their
communities are less likely to take their lives. Altruistic suicide occurs when
individuals become so immersed in their identity group that group goals and ideals
become more important than their own lives. A good example of this type of
suicide would be the Japanese kamikaze pilots in World War II: They were willing
to give up their lives in order to help their country. The third type, anomic suicide,
occurs when an individual’s sense of integration in the group has dissolved. When
caught in sudden societal or personal change that creates significant alienation or
confusion, suicide may be viewed as the only option available.

Psychologists with a psychodynamic orientation explain suicide in terms of intrap-
sychic conflict. Emphasis is placed on understanding the individual’s internal emo-
tional makeup. Suicide is viewed as a result of turning anger and hostility inward.
Sigmund Freud discussed the life instinct versus the drive toward death or destruction.
Alfred Adler believed that feelings of inferiority and aggression can interact in such a
way as to bring a wish for death in order to punish loved ones. Harry Stack Sullivan
viewed suicide as the struggle between the good me, bad me, and not me.

Other areas of psychology offer different explanations for suicidal behavior.
Cognitive psychologists believe that suicide results from the individual’s failure to
utilize appropriate problem-solving skills. Faulty assessment of the present or
future is also critical and may result in a perspective marked by hopelessness.
Behavioral psychologists propose that past experiences with suicide make the
behavior an option which may be considered; other people who have taken their
lives may serve as models. Biological psychologists are interested in discovering
any physiological factors that are related to suicide. It is suggested that chemicals
in the brain may be linked to disorders which predispose an individual to commit
suicide.

Research in the area of suicide is very difficult to conduct. Identification of those
individuals who are of high or low suicidal risk is complex, and ethical considera-
tions  deem many research  possibilities questionable  or unacceptable. Theory
construction and testing will continue, however; the crisis of adolescent suicide
demands that research address the causes of suicide, its prevention, and treatment
for those who have been unsuccessful in suicide attempts.
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Transactional Analysis
TransactionalA nalysis

Type of psychology:Psychotherapy
Fields of study:Cognitive therapies; humanistic therapies; interpersonal relations

Transactional analysis (TA) is a school of psychotherapy and personality theory.
Many of TA’s key concepts, such as therapeutic contracts, games, and life scripts,
have been accepted in the general psychotherapy community.

Principal terms
adult: the part of the personality that is objective, solves problems, and processes

data
child: the feeling, spontaneous, and impulsive part of the personality; the child

ego state is subdivided into three subphases: free, adapted, and intuitive
decision: an early childhood choice in which the individual defines his or her life

stance
discounting: a response to the self or to another person that undermines self-

esteem
ego state: the building block of TA; the mental attitude of an individual at a given

moment, such as parent, adult, or child
games: a series of transactions in which one or both players end up feeling hurt or

“not OK”
life script: a  “script”  that resembles a drama or mythological role  that  an

individual reenacts as a result of family conditioning
parent: the part of personality that is incorporated from one’s real parents; the

parent ego state is either nurturing or critical
racket: an unhappy feeling that results from a game; chronic feelings that are

maintained in order to justify an “I am not OK” life position
stroke: a form of personal recognition that may include a touch, a kind word, or

public praise; strokes may be positive or negative

Overview
Transactional analysis (TA) is a theory of personality and social interaction origi-
nated by Eric Berne in the mid-1950’s. TA’s popularity has been primarily as a
form of psychotherapy and a method for improving social interactions between
people in almost any setting—from the group therapy room to business and
industry. Berne rejected psychoanalytic therapy, which he considered a type of
game called “archaeology,” in favor of his own short-term, action-oriented, com-
monsense approach to psychotherapy. Before entering a group psychotherapy
session, Berne would ask himself, “How can I cure everyone in this room today?”
In 1964, Berne’s bookGames People Playcreated a popular interest in a theory of
personality and psychotherapy unequaled in the history of psychology; the book
sold more than a million copies.

The basic concepts of transactional analysis describe an individual personality
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and the individual’s repetitive patterns of interacting with others. Three distinct ego
states compose the individual personality: “parent,” “adult,” and “child.” Berne
observed these as distinct phases in his patients’ self-presentations. The child ego
state within each individual is defined by the feeling, creative, and intuitive part
within the person. The child ego state may be approval-seeking or defiant. The
funloving or “free” side of the child state is curious, spontaneous, and impulsive.
Parental discipline, when too harsh or inconsistent, often damages this spontane-
ous and free child; the adapted child is what then results. The adapted child can
have a broken or rebellious spirit and may develop depression or addictions. In
either case, the individual, authentic self becomes distorted because of an exces-
sively compliant or defiant adaptation.

The adult ego state is objective and, in a sense, resembles a computer. The adult
retrieves, stores, and processes data about physical and social reality. Problem
solving and task-oriented behavior are the domain of the adult. If one were trying
to build a bridge or do homework, the adult ego state would serve best; however,
many problems require the assistance of the intuitive and creative child to be solved
most effectively.

The parent ego state is an internalization of one’s biological parents or other
substitute authority figures in early childhood. The parent state judges, criticizes,
and blames. This harsh side of the parent state is the critical parent. In contrast,
Berne also recognized the nurturing parent that soothes, encourages, and gently
supports the individual. The nurturing parent calls forth the free child, while the
critical parent conditions the adapted child. The parent ego state is like a tape
recording of the “dos and don’ts” of one’s family of origin and culture; it may
contain obsolete information. When in the parent state, one may point or shame
with an extended index finger or disapproving scowl.

Transactions are basic units of analysis for the TA therapist. A transaction occurs
when one individual responds to the behavior of another. Transactions are called
complementary when both persons interact from compatible ego states. For ex-
ample, a feverish child asks her parent for a glass of water, and the parent complies.
A crossed transaction occurs when individuals in incompatible ego states interact.
For example, a whining and hungry child asks a parent for an ice cream cone, and
the parent (speaking from her adult ego state) reminds the child that it would not
be nutritious. The child cannot incorporate the adult data. Another important type
of transaction is the ulterior one. An ulterior transaction occurs when the spoken
message is undercut by a hidden agenda. To exemplify this, Berne cited a cowboy
who asks a woman to leave the dance and go look at the barn with him. The face
value of his adult-to-adult question is subtly undercut by a child-to-child sexual
innuendo.

Ulterior transactions, when not clearly understood by both parties, lead to
“games.” A game by definition is a social transaction in which either both or one
member of the duo ends up feeling “bad.” This bad feeling is experienced as a
payoff by the game perpetrator; the game pays off by confirming the player’s
existential life position. For  example,  the game that Berne called  “blemish”
involves an existential life position of “I am not OK, you are not OK.” In this game,
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the player exhaustively searches his or her partner for some defect, such as a
personality quirk or physical imperfection. Once this defect or blemish is found,
the player can hold it up as proof that others are not OK. One thus avoids examining
one’s own blemish while providing that “others are no good.” An example of this
can be seen in the chronic bachelor who cannot find a woman who measures up to
his perfectionistic standards for marriage.

“Rackets” are the negative feelings that one experiences after a game. Racket
feelings are chronic and originate in the early stroking patterns within one’s family
of origin. In the game of “blemish,” the player will ultimately feel lonely and sad,
while the victim may feel hurt and rejected. Berne compared rackets to stamp
collecting: When one collects ten books of brown stamps from playing blemish,
they can be cashed in for a divorce or suicide.

Life scripts emerge through repetitive interactions with one’s early environment.
Messages about what to expect from others, the world, and self become ingrained.
A script resembles an actor’s role in a drama. An important outcome of one’s early
scripting is the basic decision one makes about one’s existential position. Specifi-
cally, the basic identity becomes constellated around feelings of being either OK
(free child) or not OK (adapted child). Coping strategies are learned that reinforce
the basic decision. Life scripts can often be discovered by asking individuals about
their favorite games, heroes, or stories from their childhood. Once individuals
become aware of their life scripts, they can be presented with the option of
changing them. If a script does not support a person’s capacity to be an authentic
winner in life, the TA therapist will confront it. TA holds that people are all born
to win.

Applications
Transactional analysis has been applied to the areas of individual and group
psychotherapy, couples and family relationship problems, and communication
problems within business organizations. This widespread application of TA should
not be surprising, since TA’s domain is wherever two human beings meet. Berne
believed that the playing of games occurs everywhere, from the sandbox to the
international negotiation table. Consequently, wherever destructive patterns of
behavior occur, TA can be employed to reduce dysfunctional transactions.

TA’s most common application is in psychotherapy. The TA therapist begins by
establishing a contract for change with his client. This denotes mutual responsibili-
ties for both therapist and client and avoids allowing the client to assume a passive
spectator role. The therapist also avoids playing the “rescuer” role. For example,
Ms. Murgatroyd (Berne’s favorite hypothetical patient name), an attractive thirty-
two-year-old female, enters therapy because her boyfriend refuses to make the
commitment to marry her. Her contract with the therapist and group might be that
she will either receive a marriage commitment from her boyfriend or will end the
relationship. As her specific games and life script are analyzed, this contract might
undergo a revision in which greater autonomy or capacity for intimacy becomes
her goal.

During the first session, the therapist observes the client’s style of interacting.
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The therapist will be especially watchful of voice tone, gestures, and mannerisms
and will listen to her talk about her current difficulties. Since games are chronic
and stereotypical ways of responding, they will appear in the initial interview. For
example, her dominant ego state might be that of a helpless, whining child looking
for a strong parent to protect her. Ms. Murgatroyd may describe her boyfriend in
such bitter and negative terms that it is entirely unclear why a healthy adult would
want to marry such a man. Discrepancies of this sort will suggest that a tragic script
may be operating.

During the first few interviews, the transactional analysis includes game and
script analysis. This might require some information about Ms. Murgatroyd’s early
childhood fantasies and relationships with parents, but would eventually return to
her present behavior and relationship. This early history would be used primarily
to help the therapist and client gain insight into how these childhood patterns of
interacting are currently manifesting. Once the games and script have been clearly
identified, the client is in a much better position to change.

After several interviews, in which Ms. Murgatroyd’s past and recent history of
relationships is reviewed, a pattern of her being rejected is evident. She acknowl-
edges that her existential position is “I am not OK, you are not OK.” Her repeated
selection of men who are emotionally unavailable maintains her racket feelings of
loneliness and frustration. She begins to see how she puts herself in the role of
victim. Armed with this new awareness, she is now in a position to change her
script. Through the support of the therapist and group, Ms. Murgatroyd can learn
to catch herself and stop playing the victim.

Berne believed that the original script could best be changed in an atmosphere
of openness and trust between the client and therapist. Hence the TA therapist will
at all times display respect and concern for his or her client. At the appropriate time
in therapy, the therapist delivers a powerful message to the client which serves
to counteract the early childhood messages that originally instated the script.
Ms. Murgatroyd’s therapist, at the proper time, would decisively and powerfully
counterscript her by telling her, “You have the right to intimacy!” or “You have the
right to take care of yourself, even if it means leaving a relationship.” Since the
existential life position is supported by lifelong games and scripts, which resist
change, TA therapists often employ emotionally charged ways of assisting a
client’s script redecision.

To catalyze script redecision, a client is guided back in time to the original scene
where the destructive message that started the losing life script was received.
Simply being told differently by a therapist is not always strong enough to create
an emotionally corrective experience that will reverse a life script. Once in the
early childhood scene, the client will spontaneously enter the child ego state, which
is where the real power to change lies. This time, during the therapeutic regression,
the choice will be different and will be for the authentic self.

Ms. Murgatroyd, who is struggling to change an early message, “Don’t be
intimate,” needs to reexperience the feeling she had at the time she first received
this message and accepted it from her adapted child ego state. In the presence of
the therapist and group, she would role-play this early scene and would tell herself
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and the significant parent that shedoeshave the right to be intimate. These words
would probably be spoken amid tears and considerable emotional expression. The
parent(s) would be symbolically addressed by her speaking to an empty chair in
which she imagines her significant parent sitting: “Whether you like it or not, I’ll
be intimate!” She would tell herself that it is OK to be intimate. This time she will
make a new decision about her script based on her authentic wants and needs,
rather than on faulty messages from early childhood. Ms. Murgatroyd’s further TA
work might involve new contracts with the therapist and group as she integrates
her new script into her daily life.

Perspective and Prospects
Transactional analysis evolved as a form of short-term psychotherapy beginning in
the mid-1950’s. Eric Berne’s early work in groups as a major in the Army during
World War II helped him identify the need for both group and short-term therapy.
The human growth and potential movement of the 1960’s added further momentum
to the transactional analysis approach. TA’s recognition of the innate goodness of
the free child prior to the damage of early parental injunctions and self-defeating
scripts was consistent with the then-emerging humanistic schools of psychology.
Berne began using TA as an adjunct to psychoanalysis, but he eventually rejected
the psychoanalytic idea of the dynamic unconscious. Berne’s move away from the
unconscious and Freudian system paralleled developments in other schools of
psychology. Both behavioral psychologists and the cognitive school wished to
move away from what they saw as “depth psychology” fictions.

The general thesis of TA that current behavior is premised on responses to
emotional trauma of early childhood is generally agreed upon by most psycholo-
gists. Early life experience teaches people to script a behavioral pattern, which they
then repetitively act out in adulthood. Behavioral and humanistic schools alike
recognize the formative role that early experiences play in adult behavior patterns;
these ideas are not original to TA. TA’s contribution is to have created a vocabulary
that demystifies many of these ideas and provides a readily learned method of
psychotherapy.

Most of the TA jargon and concepts can be readily seen to correspond to
equivalent ones used by other psychologists. Sigmund Freud’s constructs of the
superego, ego, and id bear a noteworthy similarity to Berne’s parent, adult, and
child. The superego as the internalized voice of parental and societal values to
regulate behavior nearly coincides with Berne’s parent ego state. Freud’s ego and
the adult ego state similarly share the responsibility of solving the individual’s
problems with a minimum of emotional bias. Freud’s id as the instinctual, sponta-
neous part of the personality shares many characteristics with Berne’s child ego
state.

Berne’s concept of a game’s “payoff” is clearly what the behaviorist call a
reinforcer. The idea of scripts corresponds to the notion of family role or personal-
ity types in other personality theories. For example, an individual with a dominant
child ego state would be labeled an orally fixated dependent type in Freudian
circles.
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The psychological role of dysfunctional families has become a topic of conver-
sation for many nonspecialists. The explosion of twelve-step self-help groups has
evidenced growing concern about America’s mental health; the prominent role of
shame and abandonment experiences in early childhood is receiving widespread
interest. This surge of interest in making mental health services available to all
society is a continuation of what TA practitioners pioneered several decades earlier.
It is likely that future developments in the mental health field will draw upon the
rich legacy of TA.

Finally, pure transactional analysis as practiced by Berne in the 1960’s right
before his death has been modified by TA therapists who combine it with emotive
and experiential techniques. Many TA therapists found that life scripts failed to
change when their clients merely executed new adult decisions. Powerful thera-
peutic experiences in which the individual regresses and relives painful experi-
ences were necessary. These enable the client to make script redecisions from the
child ego state, which proved to be an effective source of change. Future TA
therapists are likely to continue enhancing their methods of rescripting by eclecti-
cally drawing upon new methods of behavior change that go beyond traditional TA
techniques. The intuitive child ego state, upon which TA therapists freely draw,
promises creative developments in this school of psychotherapy.
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Type A Behavior Pattern
Type A BehaviorP attern

Type of psychology:Personality; stress
Fields of study:Personality theory; stress and illness

The Type A behavior pattern has been related to coronary artery disease; individu-
als who have the Type A behavior pattern have been shown to be at a greater risk
of coronary artery disease in some studies.

Principal terms
catecholamines: hormones released from the adrenal glands in response to

stressful situations
hard-driving behavior: a Type A trait that comes from a perception of being

more responsible, conscientious, competitive, and serious than other people
hurry sickness: the perception that more needs to be done or should be done in

a given period of time
job involvement: a Type A trait that comes from the perception of having a

challenging, high-pressure job
speed and impatience: two traits of the Type A behavior pattern caused by a

perception of time urgency

Causes and Symptoms
The Type A behavior pattern, often simply called the Type A personality, identifies
behaviors which have been associated with coronary artery disease. Although these
behaviors appear to be stress related, they are not necessarily involved with
stressful situations or with the traditional stress response. Instead, the behaviors are
based on an individual’s thoughts, values, and approaches to interpersonal relation-
ships. In general, Type A individuals are characterized as ambitious, impatient,
aggressive, and competitive. Individuals who are not Type A are considered Type
B. Type B individuals are characterized as relaxed, easygoing, satisfied, and
noncompetitive.

Cardiologists Meyer Friedman and Ray H. Rosenman began work on the Type
A behavior pattern in the mid-1950’s. It was not until the completion of some
retrospective studies in the 1970’s, however, that the concept gained credibility.
During the 1950’s, it was noticed that younger and middle-aged people with
coronary artery disease had several characteristics in common. These included a
hard-driving attitude toward poorly defined goals; a continuous need for recogni-
tion and advancement; aggressive and  at times hostile feelings;  a  desire  for
competition; an ongoing tendency to try to accomplish more in less time; a
tendency to think and act faster and faster; and a high level of physical and mental
alertness. These people were classified as “Pattern A” or “Type A.”

Following their work on identifying the characteristics of the Type A personality
or behavior pattern, Friedman and Rosenman began conducting studies to deter-
mine if it might actually cause coronary artery disease. First they conducted several
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correlational studies to determine if there was a relationship between the Type A
behavior pattern and metabolic function in humans. They found that healthy
persons with the Type A behavior pattern had elevated levels of fat in the blood
(serum cholesterol and triglycerides), decreased blood-clotting time, increased
catecholamine secretion (which increases heart contractility) during normal work
hours, and decreased blood flow to some tissues. These studies indicated that the
Type A behavior pattern may precede coronary artery disease.

Following these studies, Friedman, Rosenman, and their research team initiated
the Western Collaborative Group Study in 1960. This large study, which went on
for more than eight years, attempted to determine if the presence of the Type A
behavior pattern increased the risk of coronary artery disease. The results of
Rosenman and Friedman’s study in 1974 indicated that the subjects with the Type
A pattern had more than twice the incidence of the disease than subjects with the
Type B pattern. More specifically, Type A individuals (when compared to Type B
individuals) were twice as likely to have a fatal heart attack, five times more likely
to have a second heart attack, and likely to have more severe coronary artery
disease (of those who died). These results were found when other known risk
factors, such as high blood pressure, smoking, and diet, were held constant. This
study was followed by numerous other studies which linked coronary artery
disease to the Type A behavior pattern. In 1978, the National Heart, Lung and
Blood Institute sponsored a conference on the Type A behavior pattern. As a result
of the Review Panel on Coronary-Prone Behavior and Coronary Heart Disease, a
document was released in 1981 which stated that the Type A behavior pattern is
related to increased risk of coronary artery disease.

Another product of the Western Collaborative Group Study was a method for
assessing the Type A behavior pattern, developed by Rosenman in 1978. This
method was based on a structured interview. A predetermined set of questions were
asked of all participants. The scoring was based on the content of the participants’
verbal responses as well as their nonverbal mannerisms, speech style, and behav-
iors during the interview process. The interview can be administered in fifteen
minutes. Since the interview was not a traditional type of assessment, however,
many interviewers had a difficult time using it.

In an effort to simplify the process for determining Type A behavior, many
self-report questionnaires were developed. The first developed and probably the
most-used questionnaire is the Jenkins Activity Survey, which was developed by
C. David Jenkins, Stephen Zyzanski, and Rosenman in 1979. This survey is based
on the structured interview. It gives a Type A score and three related subscores. The
subscores include speed and impatience, hard driving, and job involvement. The
Jenkins Activity Survey is a preferred method, because the questionnaire responses
can be tallied to provide a quantitative score. Although this instrument is easy to
use and provides consistent results, it is not considered as good as the structured
interview because many believe the Type A characteristics can best be identified
by observation.

The Type A behavior pattern continues to be studied, but research appears to
have reached a peak in the late 1970’s and early 1980’s. Researchers are challeng-
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ing the whole concept of coronary-prone behavior, because many clinical studies
have not shown high correlations between the Type A behavior pattern and the
progression of coronary artery disease. Other risk factors for coronary artery
disease, such as smoking, high blood pressure, and high blood cholesterol, have
received increasing attention.

The Type A behavior pattern, or personality, has been used to explain in part the
risk of coronary artery disease; however, many risk factors for the disease have
been identified. Since the various risk factors interact with one another, it is
difficult to understand any one risk factor clearly.

Efforts have been made to explain the mechanism by which the Type A behavior
pattern affects coronary artery disease. It has been theorized that specific bio-
chemical and physiological events take place as a result of the emotions associated
with Type A behavior. The neocortex and limbic system of the brain deliver
emotional information to the hypothalamus. In a situation that arouses the Type A
characteristics, the hypothalamus will cause the pituitary gland to stimulate the
release of the catecholamines epinephrine and norepinephrine (also known as
adrenaline and noradrenaline) from the adrenal glands, as well as other hormones
from the pituitary itself. These chemicals will enter the blood and travel throughout
the body, causing blood cholesterol and fat to increase, the ability to get rid of
cholesterol to decrease, the ability to regulate blood sugar levels to decrease (as
with diabetics), and the time for the blood to clot to increase. This response by the
body to emotions is normal. The problem with Type A individuals arises because
they tend to maintain this heightened emotional level almost continually, and the
constant release of pituitary hormones results in these negative effects on the body
being continuous as well.

The connection between Type A behavior and coronary artery disease actually
results from the continuous release of hormones controlled by the pituitary gland.
Through complex mechanisms, the constant exposure to these hormones causes
several problems. First, cholesterol is deposited on the coronary artery walls as a
result of the increase in blood cholesterol and the reduced ability to rid the blood
of the cholesterol. Second, the increased ability of the blood to clot results in more
clotting elements being deposited on the arterial walls. Third, clotting elements can
decrease blood flow through the small capillaries which feed the coronary arteries,
resulting in further complications with the cholesterol deposits. Fourth, increased
insulin in the blood further destroys the coronary arteries. Therefore, the reaction
of the pituitary gland to the Type A behavior pattern is believed to be responsible
for the connection with coronary artery disease.

Treatment and Therapy
Fortunately, it is believed that people with the Type A behavior pattern can modify
their behavior to reduce risk of coronary artery disease. As with many health
problems, however, denial is prevalent. Therefore, it is important that Type A
individuals become aware of their problem. In general, Type A individuals need to
focus on several areas. These include hurry sickness, speed and impatience, and
hostility.
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Type A individuals try to accomplish more and more in less and less time (hurry
sickness). Unfortunately, more is too often at the expense of quality, efficiency,
and, most important, health. Type A individuals need to make fewer appointments
related to work, and they need to schedule more relaxation time. This includes not
starting the day in a rush by getting out of bed barely in time to get hurriedly to
work. Finally, Type A individuals need to avoid telephone and other interruptions
when they are working, because this aggravates hurry sickness. Therefore, it is
recommended that individuals who suffer from hurry sickness avoid scheduling
too much work; take more breaks from work (relaxation), including a lunch hour
during which work is not done; and have calls screened in order to get blocks of
working time.

Type A individuals typically do things rapidly and are impatient. For example,
they tend to talk rapidly, repetitiously, and narrowly. They also have a hard time
with individuals who talk slowly, and Type A individuals often hurry these people
along by finishing their sentences. Additionally, Type A individuals try to dominate
conversations, frequently focusing the discussion on themselves or their interests.
In an effort to moderate speed and impatience, Type A individuals need to slow
down, focus their speech in discussions to the specific problem, and cut short visits
with individuals who waste their time. They should spend more time with individu-
als who enhance their opportunities.

The other area is hostility, or harboring destructive emotions. This is highly
related to aggressiveness. Aggressive Type A individuals must learn to use their
sense of humor and not look at situations only as challenges set up to bother or
upset them. One way to accomplish this is for them consciously to attempt to
socialize with Type B individuals. Obviously, this is not always possible, since the
Type A individuals have certain other individuals with whom they must associate,
such as colleagues at work and certain family members. Nevertheless, Type A
individuals must understand their hostilities and learn to regulate them. In general,
Type A individuals must learn to control their feelings and relationships. They must
focus more attention on being well-rounded individuals rather than spending most
of their time on work-related successes. Type A individuals can learn the Type B
behavior pattern, resulting in a lower risk for coronary artery disease.

Perspective and Prospects
The Type A behavior pattern was defined by two cardiologists, Meyer Friedman
and Ray H. Rosenman, in the 1950’s at the Harold Brunn Institute for Cardiovas-
cular Research, Mt. Zion Hospital and Medical Center, in San Francisco. Since that
time, many researchers have studied the Type A behavior pattern. Initially, most of
the researchers were cardiologists. Gradually, more and more psychologists have
become involved with Type A research.

Since the concept of relating coronary heart disease with human behavior was
developed by cardiologists instead of psychologists, it was initially called the Type
A behavior pattern rather than the Type A personality. “Personality” relates to an
individual’s inner traits, attitudes, or habits and is very complex and generally
studied by psychologists. As Type A was defined, however, it only related specific
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behaviors with disease and was observed openly. Therefore, it seemed appropriate
to label Type A a behavior pattern. Over the years, Type A has been assumed to be
a personality; technically, this is not accurate, although many people now refer to
it as the Type A personality.

Another reason Type A is most accurately considered a behavior pattern rather
than a personality relates to the way it is assessed. Whether the structured interview
or the written questionnaire is utilized, a predetermined set of questions and
sequence are used. While this approach can assess a behavior pattern adequately,
different skills which allow the interviewer to respond appropriately to an individ-
ual’s answers and probe specific responses further are needed to assess personality.

The Type A behavior pattern evolved as a risk factor for coronary artery disease.
The original need for this idea was not psychologically based. Instead, it was based
on a need to understand further the factors that are involved with the development
of coronary artery disease, a major cause of death. Therefore, the role of the Type
A behavior pattern in psychology has been limited. Nevertheless, Type A studies
have benefited humankind’s understanding of an important disease and, to a certain
extent, the understanding of psychology.

The future study of the Type A behavior pattern is in question. Research
continually shows conflicting results about its role in coronary artery disease. As
more research is conducted by both medical clinicians and psychologists, the true
value of the Type A behavior pattern will become evident. Until then, health care
professionals will continually have to evaluate the appropriateness of using the
Type A behavior pattern as an identifier of the risk of artery or heart disease.

Bibliography
Chesney, Margaret A., and Ray H. Rosenman, eds.Anger and Hostility in Cardio-

vascular and Behavior Disorders. Washington, D.C.: Hemisphere, 1985. Inte-
grating psychology and the Type A behavior pattern, this book provides in-
depth information on the technical aspects of behavior. Although some portions
of the book are technical, the introductions to each chapter provide historical
and nontechnical information related to the broader topic of behavior.

Friedman, Meyer.Type A Behavior: Its Diagnosis and Treatment. New York:
Plenum Press, 1996. Describes the most effective means of correctly diagnosing
the disorder and presents a method for treating this life-threatening disorder.

Friedman, Meyer, and Ray H. Rosenman.Type A Behavior and Your Heart. New
York: Alfred A. Knopf, 1974. Summarizes the history of Type A behavior and
presents information as it relates to individuals. Very basic, it is meant to provide
an understanding of Type A behavior for the general public. The basics of
changing Type A behavior are also presented.

Friedman, Meyer, and D. Ulmer.Treating Type A Behavior—and Your Heart. New
York: Alfred A. Knopf, 1984. Friedman’s second book written for the general
public focuses on what an individual can do to change Type A behavior. It is
nontechnical and provides basic information in an easy-to-read form.

Houston, B. Kent, and C. R. Snyder, eds.Type A Behavior Pattern: Research,
Theory, and Intervention. New York: John Wiley & Sons, 1988. Contains

Type A Behavior Pattern Psychology and Mental Health

710



thirteen chapters by various authors. The first three chapters nicely introduce
the topic in relatively simple terms. Subsequent chapters tend to be more
technical and require a better background for understanding. A wealth of
references are listed throughout.

Jenkins, C. D., S. J. Zyzanski, and R. H. Rosenman.The Jenkins Activity Survey.
New York: Psychological Corporation, 1979. Contains the survey used for
assessing Type A behavior. Includes the scoring procedure, which is easy to
understand and administer.

Johnson, Ernest H., W. Doyle Gentry, and Stevo Julius, eds.Personality, Elevated
Blood Pressure, and Essential Hypertension. New York: Hemisphere, 1992.
Contains a chapter entitled  “Type  A Behavior Pattern and Cardiovascular
Reactivity: Is There  a Relationship with Hypertension?” Includes bibliog-
raphical references and an index.

Price, Virginia Ann.Type A Behavior Pattern. New York: Academic Press, 1982. A
good technical resource for Type A behavior. Very comprehensive. The intro-
ductory chapters provide the nontechnical reader with valuable, understandable
information. More than three hundred references are listed at the end of the
book.

Bradley R. A. Wilson
See also:

Abnormality: Biomedical Models; Anxiety Disorders; Biofeedback and Re-
laxation; Stress; Stress: Coping Strategies; Stress: Physiological Responses.

Psychology and Mental Health Type A Behavior Pattern

711



This Page Intentionally Left Blank



Psychology

and

Mental Health



This Page Intentionally Left Blank



Category List

Category List

Abnormality
Abnormality
Abnormality: Behavioral Models
Abnormality: Biomedical Models
Abnormality: Cognitive Models
Abnormality: Family Models
Abnormality: Humanistic-Existential

Models
Abnormality: Legal Models
Abnormality: Psychodynamic Models
Abnormality: Sociocultural Models
Diagnosis and Classification
Madness: Historical Concepts

Anxiety Disorders
Agoraphobia and Panic Disorders
Amnesia, Fugue, and Multiple Personality
Anxiety Disorders
Aversion, Implosion, and Systematic

Desensitization Therapies
Eating Disorders
Hypochondriasis, Conversion,

Somatization, and Somatoform Pain
Insomnia
Lobotomy
Neurosis
Obsessive-Compulsive Disorder
Paranoia
Phobias
Psychoactive Drug Therapy
Psychosurgery

Childhood and Adolescent Disorders
Anorexia Nervosa and Bulimia Nervosa
Attention-Deficit Disorder
Autism
Bed-Wetting
Child Abuse
Child and Adolescent Psychiatry
Divorce and Separation: Children’s Issues
Down Syndrome
Eating Disorders
Identity Crises
Juvenile Delinquency
Phobias
Play Therapy

Psychotherapy: Children
Schizophrenia: High-Risk Children
Sibling Rivalry
Teenage Suicide

Depression
Depression
Electroconvulsive Therapy
Grief and Guilt
Manic-Depressive Disorder
Psychoactive Drug Therapy
Seasonal Affective Disorder
Suicide
Teenage Suicide

Developmental Issues
Behavioral Family Therapy
Child Abuse
Child and Adolescent Psychiatry
Couples Therapy
Divorce and Separation: Adult Issues
Divorce and Separation: Children’s Issues
Domestic Violence
Geriatric Psychiatry
Identity Crises
Juvenile Delinquency
Midlife Crises
Sexual Variants and Paraphilias
Sibling Rivalry
Strategic Family Therapy

Diagnosis
Behavioral Assessment and Personality

Rating Scales
Diagnosis and Classification
Personality: Psychophysiological Measures

Emotional Disorders
Agoraphobia and Panic Disorders
Aggression: Definitions and Theoretical

Explanations
Aggression: Reduction and Control
Amnesia, Fugue, and Multiple Personality
Anxiety Disorders
Child Abuse
Child and Adolescent Psychiatry

715



Divorce and Separation: Adult Issues
Divorce and Separation: Children’s Issues
Domestic Violence
Grief and Guilt
Hypochondriasis, Conversion,

Somatization, and Somatoform Pain
Identity Crises
Jealousy
Juvenile Delinquency
Manic-Depressive Disorder
Midlife Crises
Neurosis
Obsessive-Compulsive Disorder
Paranoia
Phobias
Psychoactive Drug Therapy
Psychosomatic Disorders
Sexual Dysfunction
Sibling Rivalry
Type A Behavior Pattern

Learning Disorders
Aphasias
Attention-Deficit Disorder
Autism
Dyslexia
Learning Disabilities
Mental Retardation

Organic Disorders
Alzheimer’s Disease
Aphasias
Attention-Deficit Disorder
Autism
Brain Disorders
Dementia
Down Syndrome
Dyslexia
Forgetting and Forgetfulness
Memory Loss
Mental Retardation
Psychosomatic Disorders
Seasonal Affective Disorder
Sleep Apnea and Narcolepsy
Type A Behavior Pattern

Personality Disorders
Addictive Personality and Behaviors
Aggression: Definitions and Theoretical

Explanations

Aggression: Reduction and Control
Amnesia, Fugue, and Multiple Personality
Antisocial Personality
Behavioral Assessment and Personality

Rating Scales
Borderline, Histrionic, and Narcissistic

Personalities
Codependent Personality
Personality: Psychophysiological

Measures
Projective Personality Traits
Psychosis
Type A Behavior Pattern

Schizophrenias
Lobotomy
Paranoia
Psychoactive Drug Therapy
Psychosurgery
Schizophrenia
Schizophrenia: High-Risk Children

Sexual Disorders
Sexual Dysfunction
Sexual Variants and Paraphilias

Sleep Disorders
Biofeedback and Relaxation
Insomnia
Sleep Apnea and Narcolepsy

Stress
Anxiety Disorders
Biofeedback and Relaxation
Insomnia
Phobias
Post-traumatic Stress
Stress
Stress: Behavioral and Psychological

Responses
Stress: Coping Strategies
Stress: Physiological Responses
Stress: Prediction and Control
Type A Behavior Pattern

Substance Abuse
Addictive Personality and Behaviors
Alcoholism
Codependent Personality
Substance Abuse

Psychology and Mental Health

716



Treatments
Analytical Psychotherapy
Aversion, Implosion, and Systematic

Desensitization Therapies
Behavioral Family Therapy
Biofeedback and Relaxation
Cognitive Behavior Therapy
Cognitive Therapy
Community Psychology
Couples Therapy
Electroconvulsive Therapy
Gestalt Therapy
Group Therapy
Lobotomy
Mental Health Practitioners
Modeling Therapies
Music, Dance, and Theater Therapy

Operant Conditioning Therapies
Person-Centered Therapy
Play Therapy
Psychiatry
Psychoactive Drug Therapy
Psychoanalysis: Classical Versus Modern
Psychosurgery
Psychotherapy: Children
Psychotherapy: Effectiveness
Psychotherapy: Goals and Techniques
Psychotherapy: Historical Approaches to

Treatment
Rational-Emotive Therapy
Reality Therapy
Strategic Family Therapy
Transactional Analysis

Category List

717



This Page Intentionally Left Blank



Index

Abnormality, 1-7; behavioral models, 8-
13; biomedical models, 9, 14-21, 548;
cognitive models, 22-28; family mod-
els, 29-34; humanistic-existential mod-
els, 35-42; legal models, 43-48; psy-
chodynamic models, 49-55;
sociocultural models, 56-62

Abusive parents, 206
Achievement status, 370
Ackerman, Nathan, 555
Active imagination, 115
Adaptive behavior, 176, 435
Addiction, 32, 63
Addictive personality and behaviors,

63-70, 682
Adjustment disorder with anxious mood,

134
Adjustment disorders, 134
Adler, Alfred, 54, 463, 582
Adolescence, 368, 372
Adult ego state, 700
Advertising, 52
Aggression, 23, 450, 686, 709;

definitions and theoretical
explanations, 71-78; reduction and
control, 79-83

Aging process, 250
Agnosia, 99
Agonists, 528
Agoraphobia, 84-90, 132, 499
Akiskal, Hagop, 194
Alcoholics Anonymous, 67, 93
Alcoholism, 25, 64, 91-97, 161, 681, 687;

and families, 219
Aldwin, Carolyn, 655
Alpha-fetoprotein, 302
Alprazolam, 263
Altruistic suicide, 697
Alzheimer’s disease, 98-105, 200, 251,

427
Amenorrhea, 312
Amnesia, 106-111, 427;

electroconvulsive therapy and, 322
Amniocentesis, 301
Amphetamines, 468
Analytical psychotherapy, 112-117

Anencephaly, 201
Anna O., 363, 561
Anomia, 99
Anorexia nervosa, 53, 60, 118-123,

311-312, 314, 316; music therapy and,
457; psychosurgery and, 551

Anoxia, 395
Antagonists, 528
Anterograde amnesia, 322
Anticipatory fears, 498
Antidepressants, 17, 149, 262, 420, 528,

687
Antipsychotics, 527
Antisocial personality, 124-130
Anxiety, 3, 84, 131, 159, 467, 498; stress

and, 654
Anxiety disorders, 17, 131-138;

psychoanalytic theories of, 51;
theories of Aaron T. Beck, 23

Anxiety neurosis, 88, 137
Anxiety sensitivity, 494
Aphasias, 99, 139-145
Applebaum, Alan, 31
Apraxia, 99
Arbitrary inference, 232
Arousal, 127; stress and, 650
Art therapy, 53, 115
Artaeus of Cappadocia, 422
Arteriosclerosis, 102
Assertiveness training, 451, 545
Attention-deficit disorder, 58, 146-151
Attributions, 23
Auditory dyslexia, 306
Auditory hallucinations, 481
Autism, 11, 152-157
Automatic thoughts, 231, 233
Averill, James R., 674
Aversion, 158-165, 469; sex offenders

and, 624
Axline, Virginia, 506, 555

Badia, Pietro, 674
Baillarger, Jules, 423
Bandura, Albert, 23, 74, 76, 82, 227, 450,

452, 492, 572

719



Baseline observation, 475
Bateson, Gregory, 642
Battle fatigue, 512
Beck, Aaron T., 23, 26, 223, 230, 234, 582
Beck Depression Inventory (BDI), 26
Bed-wetting, 166-171
Behavior modification, 314, 473, 545
Behavior therapy, 158, 176, 227, 469,

473, 569, 578; children and, 555; and
eating disorders, 121

Behavioral assessment, 172-178, 492
Behavioral family therapy, 179-185
Behavioral insomnia, 376
Behavioral models of abnormality, 8-13
Behavioral parent training, 556
Behavioral psychology, 5, 12
Behavioral teaching programs, 143
Behaviorism, 11
Bellak, Leopold, 516
Benign forgetfulness, 101, 426
Benign senescent forgetfulness, 250
Benzodiazepines, 527
Berkowitz, Leonard, 73, 76, 80
Berlin, Rudolph, 305
Berne, Eric, 699, 703
Bicêtre Hospital, 410
Binging, 119, 313, 317
Bini, Lucino, 319
Biofeedback, 186-191, 664
Biogenic amines, 16
Biogenic amnesia, 106
Biological psychiatry, 14
Biomedical models of abnormality, 9,

14-21, 548
Biopsychiatry, 14
Bipolar disorder, 417
Birth defects, 300, 395
Bizarreness, 3
Black, Claudia, 219
Black, Eve, 109
Bladder control, 168
Blakeslee, Sandra, 274
Blemishes, 701
Bleuler, Eugen, 424, 594
Blindness, hysterical, 364
Body image, 25, 119, 311
Body language, 336
Borderline personality, 192-198
Brady, Joseph V., 650

Brain damage, 140, 437
Brain death, 201
Brain disorders, 100, 199-204, 594
Breathing during sleep, 635
Breathing techniques, 188
Breuer, Josef, 363, 561
Broca, Paul, 143
Broca’s aphasia, 140, 143
Bruch, Hilde, 53
Bulimia nervosa, 118-123, 312, 314, 317,

610
Butyrophenones, 527

Cancer and personality, 543
Cannon, Walter B., 651, 667, 670
Case studies, 562
Cash, Thomas, 25
Castration, sex offenders and, 624
Cataplexy, 637
Catharsis, 52, 72, 74
Causality, 184
Central sleep apnea, 636
Cerletti, Ungo, 319
Cerney, Mary, 518
Chace, Marian, 459
Checking behavior, 466
Child abuse, 31, 108, 205-211, 289, 291,

622; juvenile delinquency and, 387
Child and adolescent psychiatry, 212-215
Child development, 32; divorce and, 285;

play and, 502
Child ego state, 700
Child support, 275
Children’s Manifest Anxiety Scale, 175
Chorionic villus sampling, 302
Chronotherapy, 377
Circadian rhythms, 376, 608
Circular view of causality, 184
Classical conditioning, 8, 180
Classical psychoanalysis, 531
Classification, 267-273
Cleckley, Hervey, 109, 125
Client-centered therapy, 338
Client-Centered Therapy(Rogers), 485
Clinical psychologists, 430-431
Cocaine, 681
Codependent personality, 216-221
Cognitive appraisal, 649
Cognitive behavior therapy, 222-229, 582
Cognitive behavioral modification, 582

Psychology and Mental Health

720



Cognitive modeling, 450-451
Cognitive models of abnormality, 22-28
Cognitive processes, 22
Cognitive restructuring, 24
Cognitive therapy, 26, 223, 230-235, 582
Collective unconscious, 113
Coma, 201
Combat, 510
Communication, 641; families and, 30;

play therapy and, 503; problems, 140;
relationships and, 244

Community psychology, 236-242
Compensation therapy, 143
Competency, 43
Competition, 628
Compulsions, 133, 466
Conditioned response, 9
Conditioned stimulus, 9
Conduct disorders, 11, 124, 555
Confession, 113
Conflict resolution, 247, 631
Confrontation, 589
Congruence, 486
Conjoint family therapy, 33
Conjoint therapy, 245
Consequent variables, 174
Contingency management, 183
Conversion, 360-367
Conversion disorder, 232, 360, 363, 545
Coping, 661
Core beliefs, 231
Coronary artery disease, 706
Cote, James, 369
Counseling psychologists, 431
Countertransference, 533-534
Couples therapy, 243-249; abuse and, 293
Courtship, 625
Covert modeling, 450-451
Covert sensitization, 161
Cowan, Philip, 27
Cramming, 327
Crowding, 675
Cyclothymia, 260
Cynophobia, 10

DaCosta, Jacob, 88
Daily hassles, 655
Dance therapy, 115, 455-460
Dangerousness, 46

Davis, Elizabeth, 489
Death and dying, 342, 347, 585, 694
Death instinct, 72
Deblocking, 143
Defense mechanisms, 51, 72, 467, 515,

518
Dehydration, 254
Delusions, 413, 468, 538, 596
Dementia, 98, 200, 202, 250-257, 426
Dementia praecox, 594
Denial of meaning, 30
Depersonalization, 84
Depression, 3, 230, 253, 258-266, 413,

417, 419, 688; aging and, 101;
biopsychiatry and, 14; cancer and,
543; memory loss and, 427; physical
causes of, 18; psychoanalytic theories
of, 50; suicide and, 686; summer, 607;
teenage suicide and, 694; theories of
Aaron T. Beck, 23, 26; treatment of,
226; winter, 607

Derealization, 84
De-reflection, 38
Desensitization, 135, 159, 500, 511, 571;

systematic, 158-165
Developmental psychology, 24
Developmental psychopathology, 26
Deviance, 2-3
Dexamethasone suppression test, 261
Diabetes mellitus, 102
Diagnosis, 267-273, 522
Diagnostic and Statistical Manual of

Mental Disorders, 267
Diffusion status, 370
Direct experience, 74
Discomfort, 2
Discriminative stimuli, 173
Diseases and psychiatric symptoms, 16
Displacement, 133
Disputation, 24
Dissociative disorders, 106
Distancing, 234
Distortion of meaning, 30
Distress, 652
Diurnal enuresis, 167
Divorce and separation, 243; adult issues,

274-280; children’s issues, 278,
281-287

Dix, Dorothea, 411
Dollard, John, 72

Index

721



Domestic violence, 288-297
Dopamine, 16, 597, 686
Double-bind communication, 30, 642
Down syndrome, 298-304, 437
Drama therapy, 457
Dreams, 114, 336
Drug abuse, 679
Drug therapy, 526
Durham rule, 45
Durkheim, Émile, 697
Dysfunctional families, 29, 386, 704
Dysgraphia, 306
Dyslexia, 305-310, 394
Dyspareunia, 617
Dyssocial psychopathy, 126
Dysthymia, 260
Dystonias, 598
D’Zurilla, Thomas, 225

Eagleton, Thomas, 59
Eating disorders, 25, 53, 118, 311-318
Echolalia, 154
Educable mentally retarded, 438
Education for All Handicapped Children

Act, 396
Egas Moniz, António, 403, 548, 551
Ego, 49, 703
Ego psychology, 54
Egocentrism, 284
Egoistic suicide, 697
Elder abuse, 289, 294
Electroconvulsive therapy, 120, 263,

319-324, 412, 420, 577
Ellis, Albert, 24, 223, 581, 583, 586
Elucidation, 113
Embolism, 199
Emotional resonance, 284
Empathy, 488, 516
Empty-chair technique, 336
Empty nest syndrome, 445
Enmeshment, 282
Enuresis, 166
Epilepsy, 201-202
Epstein, Seymour, 649
Erectile dysfunction, 616
Erikson, Erik, 54, 218, 368
Eron, Leonard, 75
Euphoria, 63, 679
Eustress, 652

Excessive daytime sleepiness, 635
Excessiveness, 66
Executive monkey study, 650
Exercise and stress, 662
Exhibitionism, 621
Existentialism, 37
Exner, John, 517, 519
Experiential psychotherapy, 486
Expressed emotion, 33
Expressive aphasia, 140
Expressive therapy, 53
Extinction, 11, 159, 476
Extroversion, 493
Eysenck, Hans, 491, 493, 562

Fairweather Lodge Program, 239
Falret, Jean Pierre, 423
Family models of abnormality, 29-34
Family therapy, 31, 556-557, 646;

behavioral, 179; eating disorders and,
315; eating disorders and], 121;
Gestalt therapy and, 337; strategic, 642

Family violence, 288
Favoritism, 628
Fear, 498, 500; childhood, 175; of dogs,

10; of fear, 87; of flying, 160;
treatment of, 159; of weight gain, 119,
311

Fear Survey Schedule for Children, 175
Fearlessness, 126
Fenz, Walter D., 649
Fernald, Grace, 307
Fetishism, 622
Fight-or-flight response, 651, 667
Flashbacks, 509
Flooding, 87, 159, 162, 469, 511
Folkman, Susan, 655
Foreclosure status, 370
Forgetting and forgetfulness, 250,

325-330, 426
Frankl, Viktor, 38
Free association, 51, 532, 577
Freeman, Walter, 403-404, 550
Freeman-Watts lobotomy, 405
Freud, Anna, 51, 506, 555
Freud, Sigmund, 5, 49, 53, 411, 463, 531,

536, 571, 577; on aggression, 72; on
anxiety, 88; on anxiety disorders, 136;
and Carl Jung, 112; on narcissism,
197; on obsessive-compulsive

Psychology and Mental Health

722



disorder, 133, 467; on projection, 515;
on sibling rivalry, 632

Freund, Kurt, 625
Friedman, Meyer, 706
Frotteurism, 623, 625
Frustration, 73, 79
Frustration-aggression hypothesis, 73, 79
Fugue, 106-111
Functional psychoses, 539

Galen, 143, 423
Galvanic skin response, 189
Games, 700
Gamma aminobutyric acid (GABA), 17
Gender roles, 59
General adaptation syndrome, 187, 652,

668, 677
General trait anxiety, 655
Generalized anxiety, 88
Generalized anxiety disorder, 131, 135
Genuineness, 488
Geriatric psychiatry, 331-334
Gestalt therapy, 38, 335-340, 358
Glass, Gene, 562
Glasser, William, 588, 591-592
Global aphasia, 141
Global Assessment of Functioning, 268
Glove anesthesia, 536
Goffman, Erving, 44
Gold, Mark, 16
Goldfried, Marvin, 224-225
Goldstein, Kurt, 399
Grief, 341-348, 585, 689
Group couples therapy, 245
Group therapy, 355-359
Guidano, Vittorio, 226
Guilt, 341-348, 467, 689

Habituation, 87, 493
Haley, Jay, 32, 642-643
Hall, Richard, 17
Hallucinations, 413, 538; auditory, 481;

hypnagogic, 637
Hallucinogens, 529, 681
Haloperidol, 527
Hands-off violence, 290
Hands-on violence, 290
Hardiness, 495, 543
Hare, Robert, 126
Hartmann, Heinz, 54

Hauri, Peter, 378
Heart disease, 706
Hebephrenic schizophrenia, 596
Helplessness, 544, 695
Hematomas, 252
Heroin, 681
Hinckley, John, 45
Hinshelwood, James, 308
Hippocrates, 19
Histrionic personality, 192-198
Homosexuality, 4, 163
Hopelessness, 695
Horney, Karen, 54, 463
Hornsby, Lawrence, 31
Hostile aggression, 72
Hostility, 495, 543, 709
Hughes, Howard, 471
Human immunodeficiency virus (HIV),

253
Humanistic-existential models of

abnormality, 35-42
Humanistic-existential psychology, 335,

338
Humanistic moratorium, 370
Humanistic therapy, 569
Humors, theory of, 422
Hurry sickness, 709
Hydrocephalus, 201-202, 252
Hyperactivity, 146
Hypertension, 202
Hyperventilation, 84
Hypnagogic hallucinations, 637
Hypnosis, 574, 577
Hypochondriasis, 360-367, 545
Hypothyroidism, 18
Hysteria, 196, 536
Hysterical blindness, 364

Id, 49, 703
Identity crises, 193, 368-374
Identity formation, 218, 372
Identity status paradigm, 370
Imagination, 115
Imipramine, 528; and bed-wetting, 168
Implosion, 158-165
Incompetence, 254
Incompetency, 43
Information overload, 328
Inkblots, 517, 519
Insanity, legal definitions of, 44

Index

723



Insomnia, 375-380, 645
Instinct, 72
Instrumental aggression, 71
Intake interview, 504
Intelligence quotient (IQ), 435
Interactionist theory, 144
Internal frame of reference, 485
Interpretations, 533, 570
Introversion, 493
Intrusive thoughts, 512
Irrational beliefs, 583
Irresistible impulse, 45

Janis, Irving, 657
Jaques, Elliott, 446
Jealousy, 381-385, 518, 628
Job-related stress, 662
Johnson, Virginia, 614
Joint custody, 276
Jones, Mary Cover, 555
Jung, Carl, 54, 112, 446, 463
Juvenile delinquency, 11, 371, 386-392

Kanner, Leo, 152
Kernberg, Otto, 196
Kinesthetic imprinting, 307
Kinsey, Alfred, 619
Klein, Donald, 86
Klein, Melanie, 506
Kleinig, John, 550
Koch, August, 128
Kohut, Heinz, 197
Korner, Anneliese, 517
Kraepelin, Emil, 5, 403, 423, 594
Kübler-Ross, Elisabeth, 343

Laing, R. D., 56, 60
Langer, Ellen, 651
Language disorders, 139, 305
Language milestones, 436
Laughlin, Henry, 108
Lazarus, Arnold, 26
Lazarus, Richard S., 652, 655
Lead poisoning, 396, 436
Learned helplessness, 17, 544, 650, 676
Learned insomnia, 376
Learning disabilities, 393-401
Learning process, 449
Learning theory, 179

Legal models of abnormality, 43-48
Lejeune, Jérôme, 303
Leucotomy, 403, 550
Levine, Charles, 369
Levinson, Daniel, 443
Lidz, Theodore, 31
Lie detectors, 189
Life scripts, 701
Light therapy, 18, 263, 610
Linear view of causality, 184
Liotti, Gianni, 226
Lithium, 263, 420-421, 528
Live modeling, 450-451
Lobotomy, 120, 402-407, 412, 550, 577
Locus of control, 495, 544, 664
Lodge concept, 239
Logotherapy, 38
Long-term memory, 325
Lorenz, Konrad, 72, 76
Lykken, David, 126

Madanes, Cloe, 642
Madness, historical concepts of, 408-416
Magnification, 233
Mahler, Margaret, 30, 54
Major depressive disorder, 258
Malingering, 546
Mania, 413, 417, 595
Manic-depressive disorder, 259, 417-425,

528
Manic episode, 418
Marcia, James, 370
Marijuana, 681
Marital problems, 30
Marlatt, Alan, 25
Marriage, 243
Marriage therapy, 590
Maslow, Abraham, 36
Masochism, 622
Massed practice, 327
Masters, William, 614
Masturbation, 618, 621
Maultsby, Maxie, 223, 582
May, Rollo, 82
Meditation, 188
Meichenbaum, Donald, 24, 26, 223, 582
Melancholia, 422, 595
Melatonin, 608
Memory, 325

Psychology and Mental Health

724



Memory loss, 99, 106, 250, 328,
426-428; electroconvulsive therapy
and, 322

Mental health practitioners, 429-434
Mental hospitals, 411
Mental Research Institute, 642
Mental retardation, 300, 435-442
Meta-analysis, 563
Meyer, Adolf, 423
Midlife crises, 116, 372, 443-448
Milan systemic family therapy model, 642
Miller, Neal E., 187
Minimal brain dysfunction, 457
Minimization, 233
Minuchin, Salvador, 32
Misbehavior, 182, 477, 557
Mixed sleep apnea, 636
M’Naghten rule, 44
Modality matching, 398
Modeling therapies, 449-454
Modern psychoanalysis, 533
Money, John, 621
Monoamine oxidase inhibitors (MAOIs),

262, 528
Monogamy, 382
Mood disorders, 258
Moratorium, psychosocial, 369
Moratorium status, 370
Multiple infarct dementia, 101, 251, 427
Multiple personality, 106-111
Multisensory teaching, 398
Murray, Henry, 517, 519
Muscle relaxation, 188
Music therapy, 115, 455-460
Myers-Briggs Type Indicator, 116

Narcissistic personality, 192-198
Narcolepsy, 635-640
Necrophilia, 623
Negative cognitive triad, 23
Negative identity, 370-371
Negative punishment, 477
Negative reinforcement, 9-10
Neglect, 290
Neo-Freudians, 52, 54
Neugarten, Bernice, 444
Neuroleptics, 420
Neurosis, 461-464
Neurosurgery, 548
Neurotic psychopathy, 126

Neurotransmitters, 16, 262, 320
Nine-cell model, 27
No-fault divorce, 278
Nocturnal enuresis, 167
Norepinephrine, 16
Nursing home residents, 651

Obesity, 25, 119, 313, 315
Object relations theory, 54, 196
Observation, 449
Observational learning, 74
Obsessions, 133, 466
Obsessive-compulsive disorder, 133, 162,

465-472
Obstructive sleep apnea, 635
On Aggression(Lorenz), 76
Operant conditioning, 9, 180, 473-479
Organic psychoses, 539
Organismic variables, 173
Orgasm, 616
Orton, Samuel, 399
Orton-Gillingham-Stillman method, 307
Overgeneralization, 233
Overlearning, 169, 327

Pain relief, 679
Panic attacks, 17, 84, 132
Panic disorders, 84-90, 132, 135, 232, 234
Paradoxical intention, 38
Paradoxical psychotherapy, 644
Paranoia, 232, 480-483, 596
Paranoid schizophrenia, 480, 596
Paraphasias, 140
Paraphilias, 621-626
Parens patriae, 44
Parent ego state, 700
Parental socialization patterns, 371
Parenting, 628
Parents Anonymous, 31
Parkinson’s disease, 252
Partner abuse, 288
Partner violence, 293
Passages(Sheehy), 443
Patterson, Gerald, 184
Pavlov, Ivan, 11, 179
Pavlovian conditioning, 158
Pedophilia, 59, 622
Perceptual training, 398
Perls, Fritz, 38, 335

Index

725



Persistent psychophysiological insomnia,
376, 378

Person-centered therapy, 38, 338, 484-490
Personal unconscious, 113
Personality, 174, 491; psychophysio-

logical measures of, 491-497
Personality assessment, 492, 519
Personality development, 485
Personality disorders, 124, 192, 268, 480,

688; cognitive therapy for, 26;
psychoanalytic theories of, 50

Personality rating scales, 172-178
Personality types, 671
Phenomenal field, 485
Phenomenology, 484
Phenothiazines, 412, 527
Phobias, 10, 86, 133, 136, 159, 180, 232,

498-501
Phonics, 307
Phototherapy, 18, 263, 610
Physiological habituation, 493
Pick’s disease, 251
Pinel, Philippe, 128, 410, 577
Play therapy, 31, 502-507, 555-556
Pope, Harrison, 194
Positive punishment, 477
Positive reinforcement, 9, 182, 475-476,

557
Possession, 408
Possessiveness, 382
Post-traumatic stress, 60, 134, 508-514
Preconscious, 532
Premature ejaculation, 617
Preparatory-response hypothesis, 674
Primary Mental Health Project, 239
Problem-solving therapy, 225
Progressive muscle relaxation, 187
Projected jealousy, 518
Projection, 457, 515
Projective personality traits, 515-520
Prozac, 528
Psychiatric social workers, 431
Psychiatrists, 430, 521
Psychiatry, 521-524; child and

adolescent, 212-215; geriatric, 331-334
Psychic determinism, 49
Psychoactive drug therapy, 525-530
Psychoanalysis, 39, 51, 463, 531-537,

577; children and, 555; for
obsessive-compulsive disorder, 469

Psychodynamic models of abnormality,
49-55

Psychodynamic play therapy, 556
Psychodynamic theory, 5
Psychodynamic therapy, 569
Psychogenic amnesia, 107
Psychologists, 430-431
Psychopathology, 39
Psychopaths, 125
Psychosexual stages, 50
Psychosis, 538-540
Psychosocial moratorium, 369
Psychosomatic disorders, 541-547
Psychosomatic medicine, 671
Psychosomatic theory, 496
Psychosurgery, 264, 403, 470, 548-553
Psychotherapy, 263, 487; analytical,

112-117; children and, 503, 554-560;
for depression, 421

, effectiveness of, 561-567; goals and
techniques, 568-573; historical
approaches to treatment, 574-580

Punishment, 477
Purging, 119, 313

Quay, Herbert, 127

Rackets, 701
Rank, Otto, 489
Rape, 511
Rational analysis, 23
Rational behavior therapy, 223, 582
Rational-emotive therapy, 24, 223,

581-587
Rational suicide, 685, 691
Rationality, 43
Reaction formation, 467
Reading skills, 305
Reality, 485
Reality therapy, 588-593
Receptive aphasia, 141
Reflective psychotherapy, 486
Reframing, 645
Regression, 50, 283, 629
Rehm, Lynn, 226
Reich, Wilhelm, 458
Relaxation, 186-191, 571
Remarriage, 276, 283
Reparenting therapy, 50
Repression, 52, 326

Psychology and Mental Health

726



Reserpine, 527
Resistance, 532, 570
Resource rooms, 397
Response cost, 183
Response variables, 173
Restraining strategies, 646
Retrograde amnesia, 322
Rhythmic breathing, 188
Ritualized behavior, 162, 466, 468
Robins, Lee, 125
Rodin, Judith, 651
Rogers, Carl, 5, 23, 36, 484, 489, 571, 578
Rorschach inkblot test, 517, 519
Rosenhan, David, 58
Rosenman, Ray H., 706
Rotter, Julian, 495, 664
Rush, Benjamin, 410

Sadomasochistic behavior, 622
Safety-signal hypothesis, 674
Satir, Virginia, 33
Schemata, 231
Schismatic families, 30
Schizophrenia, 9, 16, 468, 480, 535,

594-600; diagnosis of, 18; drama
therapy and, 457; families and, 30, 33;
high-risk children, 601-606;
psychoanalytic theories of, 50;
psychosurgery and, 551; theories of R.
D. Laing, 57

Schizophrenogenic, 30
Seasonal affective disorder, 18, 263,

607-613
Seasons of a Man’s Life, The(Levinson),

443
Sedatives, 420
Seizures, 200, 202; induced, 319
Selective abstraction, 233
Self, 36, 368, 485
Self-actualization, 36, 486
Self-as-a-model, 450, 452
Self-concept, 485
Self-efficacy, 544, 664
Self-esteem, 485
Self-instructional training, 223
Self-medication, 65, 680
Self-modeling, 450, 452
Self-monitoring, 233
Self-talk, 223
Seligman, Martin E. P., 544, 650

Selye, Hans, 187, 651, 664, 668, 671, 677
Semantic differential, 174
Sensate focus, 617
Serotonin, 16, 155, 686
Sexual aversion, 616
Sexual dysfunction, 614-620
Sexual response, 614
Sexual variants, 621-626
Shapiro, David, 24
Sheehy, Gail, 443
Shock therapy, 319
Sibling rivalry, 382-383, 627-634
Skewed families, 30
Skinner, B. F., 5, 180, 477, 491
Skrzypek, George, 127
Sleep, 378, 639
Sleep apnea, 635-640
Sleep disorders, 375, 419, 635
Sleep paralysis, 637
Sleep-wake cycle, 376
Sloan, John Henry, 75
Smith, Mary, 562
Smoking, 162
Snoring, 635
Social learning theory, 74
Social phobias, 86, 499
Sociocultural models of abnormality,

56-62
Somatization, 360-367
Somatoform disorders, 360, 541, 545
Somatoform pain, 360-367
Spaced practice, 327
Special education, 438
Speech impairment, 139
Spielberger, Charles, 655
Spousal abuse, 289
Squeeze technique, 618
State anxiety, 654
State mental hospitals, 411
Status offenses, 386
Steinglass, Peter, 33
Stereotaxis, 550
Stereotypic gender roles, 59
Stigmatization, 59
Stimulants, 148, 681
Stimuli, 9; discriminative, 173
Stimulus antecedents, 173
Stokols, Daniel, 655
Strategic family therapy, 641-647

Index

727



Stress, 186, 268, 467, 542, 648-653, 666,
673; behavioral and psychological
responses, 654-660; beneficial effects
of, 655; coping strategies, 186, 545,
657, 661-665; diseases and, 669;
exercise and, 662; job-related, 662;
physiological responses, 662,
666-672; prediction and control,
673-678

Stress inoculation training, 224
Stress management, 25, 661
Stressor modification, 674
Stressors, 648, 669
Strokes, 101, 199, 202, 251, 427
Structural psychotherapy, 226
Stuart, Richard, 184
Studying, 327
Subdural hematomas, 252
Sublimation, 51, 65
Subliminal messages, 52
Substance abuse, 679-684, 687
Suicide, 264, 685-693; altruistic, 697;

egoistic, 697; panic disorder and, 133
Suicide cluster, 689
Suicide gestures, 688
Sullivan, Harry Stack, 54
Summer depression, 607
Superego, 49, 703
Superstition, 467
Support groups, 31, 512
Survivor’s guilt, 344, 510
Suspiciousness, 480
Symbolic modeling, 450-451
Symptom prescription, 645
Systematic desensitization, 135, 158-165,

180, 511
Systematic rational restructuring, 224
Systematic stimulation, 142
Szasz, Thomas, 5, 44, 56

Taft, Jessie, 489
Tantrums, 476, 557, 645
Tardive dyskinesia, 598
Taylor, Shelley, 5
Technological moratorium, 369
Teenage suicide, 689, 693-698
Telegraphic speech,, 140
Television; aggressive behavior and, 75
Terminal illness, 685
Thanatos, 72

Theater therapy, 455-460
Thematic Apperception Test, 517
Thigpen, Corbett, 109
Thorazine, 527
Thorndike, Edward L., 179
Three Faces of Eve, The(Thigpen and

Cleckley), 109
Time management, 661
Time-outs, 182, 477
Toilet training, 50
Tolerance, 680
Toman, Walter, 632
Torrey, E. Fuller, 18, 597
Tourette’s syndrome, 468
Trainable mentally retarded, 438
Trait anxiety, 654
Trait theory, 64
Tranquilizers, 528
Transactional analysis, 699-705
Transference, 114, 532, 534, 571
Transformation, 114
Transient insomnia, 375, 377
Transient ischemic attacks (TIAs), 200
Translocation, 303
Transorbital lobotomy, 405, 550
Transvestism, 623
Trazodone, 528
Trephination, 19
Trust, 487
Tuke, William, 410
Twelve-step programs, 67
Type A behavior pattern, 495, 543, 545,

676, 706-711
Type C personality, 543, 545

Ulterior transactions, 700
Unconditioned response, 9
Unconscious, 113, 532
Urine retention, 169

Valium, 527
Vascular dementia, 251
Veterans, 509
Vietnam War, 509
Violence, 288
Visitation rights, 275
Visual dyslexia, 306
Voyeurism, 622, 625

Psychology and Mental Health

728



Wallerstein, Judith, 274
Walsh, James J., 578
Washing rituals, 162
Watson, John B., 11, 180
Watts, James Winston, 404
Weight, 118, 311
Wernicke, Carl, 143
Wernicke’s aphasia, 141, 143
Western Collaborative Group Study, 707
White, Eve, 109
Whittaker, Carl, 33

Wilkins, Wallace, 26
Winter depression, 607
Wolpe, Joseph, 180, 578
Working through, 571

Yerkes-Dodson law, 127
Yoga, 189

Zoophilia, 623

Index

729


	Cover
	Volume I
	Table of Contents
	Publisher’s Note
	Contributor List
	Category List

	Volume II
	Table of Contents

	A
	Abnormality
	Behavioral Models
	Biomedical Models
	Cognitive Models
	Family Models
	Humanistic-Existential Models
	Legal Models
	Psychodynamic Models
	Sociocultural Models

	Addictive Personality and Behaviors
	Aggression
	Definitions and Theoretical Explanations
	Reduction and Control

	Agoraphobia and Panic Disorders
	Alcoholism
	Alzheimer’s Disease
	Amnesia, Fugue, and Multiple Personality
	Analytical Psychotherapy
	Anorexia Nervosa and Bulimia Nervosa
	Antisocial Personality
	Anxiety Disorders
	Aphasias
	Attention-Deficit Disorder
	Autism
	Aversion, Implosion, and Systematic Desensitization Therapies

	B
	Bed-Wetting
	Behavioral Assessment and Personality Rating Scales
	Behavioral Family Therapy
	Biofeedback and Relaxation
	Borderline, Histrionic, and Narcissistic Personalities
	Brain Disorders

	C
	Child Abuse
	Child and Adolescent Psychiatry
	Codependent Personality
	Cognitive Behavior Therapy
	Cognitive Therapy
	Community Psychology
	Couples Therapy

	D
	Dementia
	Depression
	Diagnosis and Classification
	Divorce and Separation
	Adult Issues
	Children’s Issues

	Domestic Violence
	Down Syndrome
	Dyslexia

	E
	Eating Disorders
	Electroconvulsive Therapy

	F
	Forgetting and Forgetfulness

	G
	Geriatric Psychiatry
	Gestalt Therapy
	Grief and Guilt
	Group Therapy

	H
	Hypochondriasis, Conversion, Somatization, and Somatoform Pain

	I
	Identity Crises
	Insomnia

	J
	Jealousy
	Juvenile Delinquency

	L
	Learning Disabilities
	Lobotomy

	M
	Madness
	Historical Concepts

	Manic-Depressive Disorder
	Memory Loss
	Mental Health Practitioners
	Mental Retardation
	Midlife Crises
	Modeling Therapies
	Music, Dance, and Theater Therapy

	N
	Neurosis

	O
	Obsessive-Compulsive Disorder
	Operant Conditioning Therapies

	P
	Paranoia
	Person-Centered Therapy
	Personality
	Psychophysiological Measures

	Phobias
	Play Therapy
	Post-traumatic Stress
	Projective Personality Traits
	Psychiatry
	Psychoactive Drug Therapy
	Psychoanalysis
	Psychosis
	Psychosomatic Disorders
	Psychosurgery
	Psychotherapy
	Children

	Psychotherapy - Psychotherapy
	Psychotherapy - Goals and Techniques
	Psychotherapy - Historical Approaches to Treatment

	R
	Rational-Emotive Therapy
	Reality Therapy

	S
	Schizophrenia
	Schizophrenia - High-Risk Children
	Seasonal Affective Disorder
	Sexual Dysfunction
	Sexual Variants and Paraphilias
	Sibling Rivalry
	Sleep Apnea Syndromes and Narcolepsy
	Strategic Family Therapy
	Stress
	Stress - Behavioral and PsychologicalResponses
	Stress - Coping Strategies
	Stress - Physiological Responses
	Stress - Prediction and Control
	Substance Abuse
	Suicide

	T
	Teenage Suicide
	Transactional Analysis
	Type A Behavior Pattern

	Category List
	Index



